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EDITORIAL

Social neuroscience as an ideal basic science for

psychiatry
MARIO Maj

Department of Psychiatry, University of Naples SUN, Naples, Italy

It has been often stated (e.g., 1) that we human beings
live “in two worlds”: a world of biology and physical
causes, to which our brain also belongs, and a world of
meanings, symbols, discursive contexts and interpersonal
relationships.

Each of these worlds has its own processes and laws,
which can be studied separately and have indeed been
studied separately for several centuries. On the one hand,
there is the domain of neurosciences, in which the brain
has frequently been studied as a “biological machine”, iso-
lated from social influences. On the other, there is the
domain of social sciences, in which the world of human
relationships has usually been explored ignoring brain
processes, as if they were totally irrelevant (2).

Psychiatry, and in general the issue of mental disorders,
has been put in the middle by this dualism. Neurobiologi-
cal and psychosocial views of mental disorders have con-
fronted each other for many decades, not only in the
scientific and lay literature, but also in the perception of
people with those disorders, who often conceptualize their
problems in either essentially biological or essentially psy-
chosocial terms (3). The specificity of psychiatric expertise
and the need for a specific psychopathological language
and discourse have been often put in question, and psychi-
atry has recurrently been warned either to become a
“clinical neuroscience”, replacing descriptive psychopathol-
ogy by neurobiological and behavioral measures, because
mental disorders are indeed “brain diseases” (e.g., 4), or to
adopt a psychosocial paradigm, conceptualizing mental dis-
orders in terms of understandable responses to adverse
environmental situations or problematic interpersonal
relationships (e.g., 5).

That the above two worlds do exist, that they can be
studied separately, and that they cannot be reduced to each
other, or fully explained each through the concepts that are
specific to the other, there seems to be no doubt. But that
they are independent from each other appears today implau-
sible. The existence of the world of meanings, symbols and
interpersonal relationships in which we human beings are
immersed is only made possible by the complexity of our
brains.

The brain processes involved in the implementation of
several aspects of social behavior (for instance, the genera-
tion and reception of facial and non-facial social signals;
the perception and understanding of others’ mental states;
the self-regulation of emotions in social contexts; the devel-

opment and maintenance of social bonds) are now being
elucidated (e.g., 6-9). Furthermore, it is now clear that, not
only brain damage or dysfunction can affect social behav-
ior, but early social experiences can affect the development,
structure and functioning of the brain, thereby conditioning
the individual’s subsequent response to social events (e.g.,
10).

Most mental disorders are likely to emerge from a dy-
namic interplay between the above “two worlds”, so that,
not only neither neural dysfunctions nor problematic inter-
personal relationships can fully “explain” those disorders,
but even identifying what is “primary” and what is “second-
ary” may often be a useless and misleading exercise.

This is why the interdisciplinary area of social neurosci-
ence is of such a great importance and interest for psychi-
atry, arguably being the “basic science” which most closely
fits the integrative nature of psychiatry as a clinical disci-
pline. And this is how what has been for centuries a
reciprocal disdain and sometimes a polemic confrontation
between neurosciences and social sciences as applied to
psychiatry may become now a fruitful interaction, generat-
ing new models and research instruments, as well as new
intermediate phenotypes, and possibly contributing to
overcome the current stagnation in the development of
new psychiatric interventions.

We human beings are “embodied subjects”, i.e. our exist-
ing as objects (or bodies, including brains) in a physical
world and as subjects in an interpersonal world are inextri-
cably interlinked (11). As a consequence, mental disorders
require an interdisciplinary research frame (exemplified by
social neuroscience) and an integrative clinical expertise
(provided by psychiatry).

The fact that we are “embodied subjects” is of course
relevant not only to psychiatry, but to the whole of medi-
cine. Physical diseases, even if unequivocally located in
the body, may often have an interpersonal component in
their determination, manifestations and course. This com-
ponent may need to be recognized in clinical assessment,
taken into account in management (as well as in interpret-
ing treatment response), and explored through research
informed by social neuroscience (e.g., study of reappraisal
of aversive emotional events in people with cardiovascu-
lar disease).

In this light, psychiatry may cease to represent an
“exception” in the realm of medicine, and even become a
“model” on which to reflect and from which to learn.
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WHO ACTION PLAN

WHO'’s Mental Health Action Plan 2013-2020: what
can psychiatrists do to facilitate its implementation?

SHEKHAR SAXENA, MICHELLE FUNK, DAN CHISHOLM

Department of Mental Health and Substance Abuse, World Health Organization, Geneva, Switzerland

Adoption of the Comprehensive Mental Health Action
Plan 2013-2020 by the World Health Assembly in May
2013 provides the clearest example to date of the increasing
commitment by governments to enhance the priority given
to mental health within their health and public policy.

The fact that all countries - large and small, rich and
poor, and from all regions of the world - have agreed on a
common vision for mental health along with objectives to
reach defined targets within a specified time period, gives
ample testimony to the strength of current political commit-
ment for mental health across the world.

This paper briefly introduces World Health Organization
(WHO)’s Mental Health Action Plan 2013-2020 (the Plan)
(1) and proposes some activities by psychiatrists that can
facilitate its implementation.

THE PROCESS OF DEVELOPING THE PLAN

The Plan was developed as a direct consequence of a dis-
cussion by the World Health Assembly in May 2012 on
global burden of mental disorders and the need for a com-
prehensive, co-ordinated response from health and social
sectors at the country level.

The Assembly requested WHO to develop the Plan in col-
laboration with international, regional and national non-
governmental organizations. WHO consulted a very large
number of diverse stakeholders to develop the draft Plan;
the WPA as well as a number of national psychiatric associ-
ations played an active role in providing inputs to the vari-
ous drafts of the Plan. This not only ensured that the Plan
covered all the areas considered important by various stake-
holders but also increased their commitment to contribute
to the implementation of the Plan.

A background technical paper on vulnerabilities and risks
for mental health (2) was published to facilitate the drafting
of the Plan. The World Health Assembly considered the
draft Plan and adopted it in May 2013. This being the first
formal Action Plan dedicated to mental health in the entire
history of WHO, it can be considered a landmark.

THE CONTENTS OF THE PLAN

The Plan is organized around a vision, a goal, cross-

cutting principles, objectives and actions, followed by a set
of indicators and targets to be achieved in 8 years (1).

The vision of the Plan is ambitious: a world in which
mental health is valued and promoted, mental disorders are
prevented and in which persons affected by these disorders
are able to access high quality, culturally appropriate health
and social care in a timely way to promote recovery and
exercise the full range of human rights to attain the highest
possible level of health and participate fully in society free
from stigma and discrimination.

The Plan relies on a number of cross-cutting principles:
universal access and coverage, human rights, evidence-based
practice, life course approach, multisectoral approach and
empowerment of persons with mental disorders and psy-
chosocial disabilities.

The Plan focuses on four key objectives: to strengthen
effective leadership and governance for mental health; to
provide comprehensive, integrated and responsive mental
health and social care services in community-based set-
tings; to implement strategies for promotion and preven-
tion in mental health, and to strengthen information sys-
tems, evidence and research for mental health.

Each of these objectives is supported by a number of spe-
cific actions by member states, WHO and international and
national partners. For example, objective 2 on services
involves five actions: service reorganization and expanded
coverage, integrated and responsive care, mental health in
humanitarian emergencies, human resource development
and addressing disparities. In addition to the broad actions,
a number of options for implementation are given to suit
countries in very diverse situations in terms of their health
systems and resource availability.

The Plan includes a set of six targets to measure global
progress in its implementation. Examples of targets include
20% increase in service coverage for severe mental disor-
ders and decrease in rate of suicide by 10%. Countries are
expected to develop their own national targets to contribute
to the achievement of global targets.

WHO is collecting data in 2014 from each of the 194
member states on the core set of indicators and will publish
these as the Mental Health Atlas 2014. Having already pub-
lished similar atlases in 2001, 2005 and 2011 (3), as well as
more than 80 country profiles based on WHO-AIMS (4),
some comparisons across time will be possible on global,
regional and national levels.
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WHAT CAN PSYCHIATRISTS DO TO FACILITATE THE
IMPLEMENTATION OF THE PLAN?

As members of professional associations

The WPA, representing more than 200,000 psychiatrists
from all across the world, can facilitate the implementation of
the Plan in a substantial way. The objectives of WPA include
the improvement of care for the mentally ill, the prevention
of mental disorders, the promotion of mental health and the
preservation of the rights of mentally ill persons (5). These
are very clearly aligned to the goal and objectives of the Plan.
WPA had also worked closely with WHO in the preparation
of the Plan. A strong support by WPA and its 135 member
associations in the implementation of the Plan will go a long
way in ensuring quick progress within countries.

Specific actions for international and national partners
have been identified in the Plan; these can provide a tem-
plate to build further collaboration between WPA, its mem-
ber associations, governments and WHO. Support from
professional associations such as WPA is especially needed
in development of progressive national policies and legisla-
tions, mental health service reorganization including task
sharing with non-specialized care providers and protecting
human rights of persons with mental disorders in conformi-
ty with international and regional human rights instru-
ments. Special attention should be paid to the needs of low
and middle income countries, where the technical and
financial resources are particularly scarce.

As leaders of mental health in their countries

Psychiatrists are often in prominent positions within the
ministries of health or in academic centres. They often are
the leaders and champions for mental health within coun-
tries. If they are better informed on the Mental Health Action
Plan and the commitments that the government has made
internationally, they can be more effective in their advocacy
and leadership role. This may include, as appropriate, devel-
oping a national plan, raising resources and developing a
multidisciplinary coalition for mental health.

As service providers

The Plan has clear directions on essential elements of
health and social service provision as well as suggestions on
utilization of the available human resources to deliver these
services in an efficient manner. As essential members of ser-
vice delivery teams, psychiatrists can facilitate efficient utili-
zation of the available resources, especially those of relative-
ly less specialized health care providers, including general
doctors, nurses and health care workers. This involves task
sharing and support and supervision by psychiatrists. This
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can facilitate enhancing service coverage while still main-
taining a satisfactory quality of care.

As teachers and trainers

Psychiatrists are involved in education and training of
doctors, nurses and mental health professionals, including
psychiatrists. These training curricula often are antiquated
and do not correspond well to the current state of evidence.
The Plan, along with accompanying WHO clinical guide-
lines (6), can provide suitable training material. Elements of
policy and service organization should also form a more
substantial component of the training, since these skills are
essential for the public health role that many psychiatrists
will need to play.

As researchers

Mental health research output from most low and mid-
dle income countries is far too low (7), given the need for
evidence-based practice and policy. The Plan envisages the
collection of essential information, the evaluation of pro-
grammes and the conduct of research, especially on mental
health services within countries. Psychiatrists can conduct
and coordinate these activities to facilitate implementation
of national plans and achievement of their objectives in
line with the global Plan.

CONCLUSIONS

The Comprehensive Mental Health Action Plan 2013-
2020 has paved the way for a new approach in mental health
emphasizing community based care, a recovery approach
and full respect of the human rights of people with mental
and psychosocial disabilities.

Political commitment to this approach has been endorsed
at the highest level by Ministers of Health, but is in stark con-
trast to the reality on the ground. Psychiatrists, as key leaders
of mental health in their country, have a major role and
responsibility to change the current situation through re-align-
ment with the goals, principles and objectives of the Plan.

The ambitious 2020 targets for mental health are possible
but will require psychiatrists to embrace this new approach,
working collaboratively with other mental health profession-
als, academia and civil society groups.
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SPECIAL ARTICLE

Taking the long view: an emerging framework for
translational psychiatric science

KenNETH W.M. FULFORD1, LisA BORTOLOTTI®, MATTHEW Broome®

Faculty of Philosophy, University of Oxford, Oxford, UK; 2Department of Philosophy, University of Birmingham, Birmingham, UK; *Department of Psychiatry,
University of Oxford, Oxford, UK

Understood in their historical context, current debates about psychiatric classification, prompted by the publication of the DSM-5, open up
new opportunities for improved translational research in psychiatry. In this paper, we draw lessons for translational research from three time
slices of 20th century psychiatry. From the first time slice, 1913 and the publication of Jaspers’ General Psychopathology, the lesson is that
translational research in psychiatry requires a pluralistic approach encompassing equally the sciences of mind (including the social sciences)
and of brain. From the second time slice, 1959 and a conference in New York from which our present symptom-based classifications are
derived, the lesson is that, while reliability remains the basis of psychiatry as an observational science, validity too is essential to effective
translation. From the third time slice, 1997 and a conference on psychiatric classification in Dallas that brought together patients and carers
with researchers and clinicians, the lesson is that we need to build further on collaborative models of research combining expertise-by-
training with expertise-by-experience. This is important if we are to meet the specific challenges to translation presented by the complexity of
the concept of mental disorder, particularly as reflected in the diversity of desired treatment outcomes. Taken together, these three lessons - a
pluralistic approach, reliability and validity, and closer collaboration among relevant stakeholders - provide an emerging framework for
more effective translation of research into practice in 21st century psychiatry.

Key words: DSM, RDoC, ICD, psychiatric classification, mind and brain, social sciences, reliability, validity, collaborative research, expertise-

by-experience, values-based practice

(World Psychiatry 2014;13:110-117)

“A classification — N. Sartorius wrote back in 1992 in the
preface to ICD-10 - is a way of seeing the world at a point
in time” (1, p. vii). Thirty years on, the response to the pub-
lication of the American Psychiatric Association (APA)’s
DSM-5 (2) suggests that the world of psychiatric science is
in disarray.

T. Insel, writing as Director of the world’s most powerful
neuroscience funding institution, the USA’s National Insti-
tute of Mental Health (NIMH), spelled out one of the main
critiques, that DSM-based research had failed to translate
into tangible improvements in patient care. In a blog intro-
ducing NIMH’s alternative Research Domain Criteria
(RDoC) framework, Insel indicated that “NIMH will be re-
orienting its research away from DSM categories” (3). The
sparring parties subsequently clarified that DSM remains a
helpful basis for clinical work (4). Yet, this left the world of
psychiatric science still apparently at risk: a discipline lack-
ing a unified theoretical framework, with researchers divid-
ed between NIMH and APA.

But a crisis, as psychiatry above all recognizes, is an
opportunity as well as a threat, and it is with the opportuni-
ties opened up by current debates over psychiatric classifi-
cation that we are concerned in this paper. Understood in
their historical context, we suggest, these debates are a mark
not of theoretical incoherence but rather of the particular
and specific challenges of psychiatric science.

Recent commentators have addressed these challenges
from a number of theoretical perspectives (see for example,
5). In this paper we take instead the long view provided by
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three time slices from 20th century psychiatry - one early,
one middle and one late century time slice. Each time slice
points a number of lessons for more effective translation of
research into practice. Embraced with confidence, we con-
clude, these lessons could put psychiatry very much at the
forefront of 21st century translational medical science.

FIRST TIME SLICE: 1913 AND JASPERS’ GENERAL
PSYCHOPATHOLOGY

Our first time slice is 1913, the year of publication of K.
Jaspers’ General Psychopathology (6). Celebrated in recent
centenary events and publications (7), Jaspers wrote Gener-
al Psychopathology at a time like our own of rapid advances
in the neurosciences, psychiatry’s “first biological phase”,
and the challenge he took up remains very much at the heart
of the challenge of translation we face today.

Jaspers, a psychiatrist as well as philosopher, had worked
in the neurosciences and was well aware of their potential
(8). But their ambitions, he believed, had become over-
blown. He was concerned in particular that mental disor-
ders demand meaningful understanding as well as the caus-
al explanations delivered by the brain sciences (9). This was
the essence of Jaspers’ challenge. And it is the challenge of
translation. Translation of research into practice means
nothing more nor less than translating between the objec-
tive findings of the brain sciences and the meaningful life-
worlds of our everyday subjective experience.
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Avoiding “single message mythologies”

So, what are the lessons from 1913? First, that we should
not underestimate the difficulty of the challenge. As a theo-
retical challenge, translating between meanings and causes
takes us into the depths of that mother of all philosophical
problems, the relationship between mind and brain. Philos-
ophers have made progress on this since 1913, with many
helpful insights into what would nowadays be formulated as
a problem of translation between sub-personal and personal
levels of functioning (10). But the problem as such remains.

Correspondingly then, with problems of this peculiarly
difficult kind, we should be wary of claims to “solutions”.
As the American humorist H.L. Melken quipped, “there is
always an easy solution to every human problem - neat,
plausible and wrong!” (11). Psychiatry notoriously fluctu-
ates between such “solutions”. The history of psychiatry, as
the German historian and psychiatrist P. Hoff has de-
scribed, is one of repeated collapses into “single message
mythologies” (12). Jaspers was concerned about the col-
lapse of psychiatry’s first biological phase into a brain-only
mythology. Similar concerns, as we have noted, are not out
of place today (13). Moreover, far from delivering improve-
ments in patient care, some of the worst abuses of psychia-
try have had their origins in (initially well-intentioned) sin-
gle message mythologies (14).

When it comes to holding the line against future single
message mythologies, RDoC, we believe, holds promise.
Insel attributes the failure of translation of DSM-based re-
search to its preoccupation with reliably identifiable symp-
toms (3). We return to reliability in the next section. But in
Hoff’s terms, reliability in DSM - if Insel is right - has
become yet another single message mythology. The RDoC
framework, correspondingly, has been launched with the
express intention of providing an open and inclusive frame-
work hospitable to a plurality of research paradigms (15).

Resources for a pluralistic approach

Good intentions, of course, may not be enough. But there
is no lack of resources for building a pluralistic approach.
The new sciences of the mind range from the cognitive and
related sciences (16), with their potential for computational
methods (17,18), through the social and anthropological
sciences, including the proven translational potential of the-
ories of the social construction of meaning in such core
areas as dementia care (19,20), to novel applications of
“naturalized” and other clinically realistic phenomenolo-
gies (21,22).

The risk, though, with all this variety in play, is that while
psychiatric science may avoid the blind alley of yet another
single message mythology, it becomes, as psychiatry by the
end of the first half of the 20th century had become (23), fac-
tionalized and fragmented. It is to the lessons for today from
mid-20th century psychiatric science that we turn next.

SECOND TIME SLICE: 1959 AND THE WHO
CLASSIFICATION MEETING IN NEW YORK

Fast forward then, from Jaspers to 1959 and to a meeting
on psychiatric classification convened by the World Health
Organization (WHO) in New York. It is from this meeting
that our current symptom-based classifications, both ICD
and DSM, are ultimately derived. But the story, as standard-
ly told, of how ICD and DSM were derived from the 1959
meeting misses a detail that is key to understanding how
21st century psychiatric science might avoid the equal and
opposite traps of single message mythologies and of frag-
mentation. In this section we will first reprise the story of
the 1959 meeting, in standard and in revised versions, and
then draw out the lessons for today.

The story, as standardly told (23,24), runs essentially as
follows. The WHO convened the New York meeting with
the aim of achieving international consensus on psychiatric
classification. This was a priority for the WHO because the
then-reigning nosological chaos in psychiatry stood in the
way of its attempts to establish reliable comparative epide-
miological data on rates of morbidity worldwide. The meet-
ing thus brought together a small international group of
senior psychiatrists of the day to make recommendations.

A distinguished North American philosopher of science,
C. Hempel, was invited to open the meeting with a keynote
lecture on the nature and purpose of scientific classifica-
tions. Drawing on his work in a theory of science called logi-
cal empiricism (a form of positivism, 25), Hempel talked
about how sciences progress from descriptive to theoretical
stages. Psychiatric classifications, he is then standardly re-
ported as suggesting, had become fragmented because psy-
chiatry was attempting to produce theory-based classifica-
tions of mental disorders while still at a descriptive stage in
its development as a science. The reliability (agreement in
use) of psychiatric classifications could thus be improved by
pulling back from theory, at least for the time being, and bas-
ing psychiatric classifications instead on descriptively de-
fined symptoms.

The meeting, so the standard story continues, took Hem-
pel’s point; the proposal for a descriptive classification was
reported to the WHO (26); a new symptom-based glossary
to ICD-8 was prepared (27); the success of the glossary in
improving the reliability of psychiatric classifications led to
the first fully symptom-based classifications in ICD-9 (28)
and DSM-III (29); and a descriptive symptom-based ap-
proach driven by the need for reliability has remained the
basis of subsequent editions of both classifications up to
and including DSM-5.

Much of this story is right. The key detail though, the
detail that is key to the lessons from the New York meeting
for psychiatry today, is that it was not the philosopher C.
Hempel who suggested the move to a symptom-based clas-
sification, but one of the psychiatrists present, A. Lewis (30).

A transcript of the actual meeting (published in 31)
shows that Hempel did indeed emphasize the importance of
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improvements in reliability for psychiatric science. But what
Hempel had in mind in his lecture was the reliability of
research in the then dominant (in the USA) paradigm of
psychoanalysis. It was instead Lewis who saw the potential
of this approach for epidemiological psychiatry. Lewis,
moreover, far from believing a symptom-based approach to
be the research panacea it was to become, called for a plu-
ralistic approach. For “epidemiological work” — Lewis said
(with the work of the WHO specifically in mind) - we
should “eschew categories based on theoretical concepts
and restrict ourselves to the operational, descriptive (i.e.
symptom-based) type of classification”. For other purposes,
he continued, including other research purposes, any classi-
fication that is “based on a theory which seems a workable,
profitable one may be very appropriate” (30, p. 34).

In itself this detail from the story of the 1959 meeting says
something about the need for two-way collaboration be-
tween philosophy and psychiatry (30). We return to the
importance of collaboration in research below. For now,
though, we want to focus on what we can learn from the
revised story of the 1959 meeting, respectively for the reli-
ability of psychiatric classifications and for their validity.

Keep reliability

Embroiled as we are now in a crisis of psychiatric classifi-
cation, it is important not to lose sight of how well the origi-
nal move to symptom-based classifications, with its associ-
ated improvements in reliability, was received. It seemed
indeed to many at the time that psychiatry had finally come
of age as a medical science and the new approach to classifi-
cation through the ICD (28) as well as DSM (29) was read-
ily taken up in many parts of the world.

Small wonder, then, with expectations running so high,
that when reliability-based classifications in the event failed
to deliver on their early promise, a correspondingly deep
disillusionment should have set in. Insel makes this explicit
in his blog: “The strength of each of the editions of DSM has
been reliability. .. The weakness is its lack of validity” (3).
Advocates of DSM, it seems, agree. In setting the “research
agenda for DSM-V”, D. Kupfer, M. First and D. Regier argued
that the primary strength of the DSM’s reliability-based
descriptive approach is “its ability to improve communica-
tion among clinicians and researchers, not its established val-
idity” (32, p. xviii). What is needed, they continued, is “an as
yet unknown paradigm shift” that would “transcend the limi-
tations of the current DSM paradigm” (32, p. xix).

Lewis, not to say Hempel, would have seen any down-
grading of reliability as a shortcut back to the nosological
chaos from which psychiatry had been delivered by the out-
comes of the 1959 New York meeting. This is essentially
because without reliably repeatable observations there is no
reliably repeatable research and without reliably repeatable
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research there is no science. Lewis indeed, in a later publica-
tion, warned of the dangers of psychiatry retreating from the
disciplines of observational science. In his foreword to ICD-
9, he emphasized the need for psychiatry to remain ever vig-
ilant in guarding “the gate of observation” (33).

A first lesson then from the 1959 meeting is that, if we
want to avoid a return to fragmentation and chaos, we should
build on, not down-grade, reliability. The failure of DSM-
based research to deliver comes not from an overreliance on
reliability as such but rather from an overreliance on reliably-
defined symptoms. The revised Lewis-plus-Hempel version
of the story of the meeting fits well with the aspirations of the
RDoC. As Insel and others have emphasized (15), RDoC is
not a classification. It is intended rather as a symptoms-plus-
theory framework for assimilating the results of future
research which, in breaking away from the symptoms-only
basis of DSM, will accommodate pluralistic approaches of
exactly the kind Lewis had in mind.

But add validity

The message from 1959 is thus about hanging on to reli-
ability as the basis of observational science. But there is
nothing in this message about abandoning validity. To the
contrary, Lewis’ interpretation of Hempel’s account of the
development of sciences from descriptive to theoretical
stages directly anticipates Insel’s and Kupfer et al’s shared
concern (in the above quotes) with the importance of validity.

Just what validity means in science is harder to pin down.
Hempel in his 1959 lecture had a good deal to say about
validity, but it was all rather technical and had little influ-
ence on subsequent developments in psychiatric classifica-
tion (30). Logical empiricism itself, indeed, as Hempel’s
guiding theory, has since proved to be very far from the last
word on the nature of science. It remains helpful as a source
of insights, for example into the much misused (in psychia-
try) concept of “operationalism” (25). But when it comes to
validity, new insights have come rather from post-logical
empiricist philosophy of science. Of particular relevance to
current debates is the work of the North American philoso-
pher of science, A. Fine, showing that even in physics there is
no gold standard for validity. Criteria of validity in science
are instead set locally in a “fit for purpose” approach accord-
ing to what seems appropriate to those concerned (34).

With reliability, therefore, so too with validity there is a
neat fit between the revised Lewis-plus-Hempel story of the
1959 meeting and today. Lewis’ pluralistic vision for psychi-
atric science based on theories that seem to those concerned
“workable and profitable” closely tracks Fine’s (1999) local-
ly set “fit for purpose” criteria of validity. With our third and
final time slice, we come to what “fit for purpose” validity
means specifically for translational research in 21st century

psychiatry.
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THIRD TIME SLICE: 1997 AND THE DALLAS
CONFERENCE ON CLASSIFICATION

Organized by the North American psychiatrist and phi-
losopher J. Sadler, the historical importance of the 1997
Dallas conference is that it brought together for the first
time on a fully collaborative basis each of the principal
stakeholder groups concerned with psychiatric classifica-
tion, i.e. not just clinicians and researchers but also patients
and carers. The Dallas conference inspired a series of similar
conferences in London, hosted by the UK’s Department of
Health in partnership with the WHO, that in turn led to a
collaborative programme on good practice in mental health
assessment (35).

In this final section, we argue that closer collaboration
between clinicians/researchers and patients/carers is one
of the keys to “fit for purpose” validity in translational psy-
chiatric research. This is essentially because psychiatry is
distinctive as a medical science in being concerned not
with the regularities of this or that sub-system of persons
(as cardiologists are concerned with the cardiovascular sys-
tem, for example), but rather with the diversity of what the
philosopher of mind K. Wilkes called “real people” (36).
We will look at how the diversity of real people is reflected
in three challenges to “translational validity” presented by
the concept of mental disorder: its contested meanings, the
complexity of its presenting symptoms, and its value-
ladenness.

Translational validity and contested concepts of mental
disorder

For much of the second half of the 20th century, psychia-
try was dogged by the question of just what exactly is mental
disorder. The question as such was not new: since classical
times (37), and across diverse cultures (38), mental disorder
has been understood in widely different ways, ranging from
the medical to the moral (or psychological). But prompted
by the American psychiatrist T. Szasz’s skeptical claim that
mental disorder is simply a myth (39), the 1960s and 1970s
witnessed an unprecedented flowering of different concep-
tions of mental disorder (40), and the debate between differ-
ent models continues to this day.

We do not have space here to engage with the “pros and
cons” of all the many different models in this debate (see 41
for a summary of main positions). One way to understand
the debate as a whole, however, is as a dispute between the
various “cultures” of psychiatry, the different models thus
representing the different perspectives on mental disorder
of the various mental health professions (medical, psycho-
logical and social) and of patients and carers. But there is
the same range of perspectives involved in all areas of medi-
cine. So understood, therefore, the operative question for
translational validity becomes not “which?” but “why?”,
i.e., not which if any of the proposed models is right, but

why the debate has been about mental disorder with no cor-
responding debate about bodily disorder.

Critics of psychiatry are inclined to answer the “why?”
question in terms of difficulties of definition. But bodily dis-
order is at least equally difficult to define (42). For instance,
are obesity and tooth loss disorders? The “why?” question,
we suggest, is better answered in terms not of difficulties of
definition of the concept of mental disorder, but rather of
difficulties in use arising, in part but importantly, from the
need for an integrated biopsychosocial approach. In single-
system areas of medicine, such as cardiology, a relative focus
on biological factors may at least approximate to good medi-
cine. Something similar might be said of neurology to the
extent that it too is a single-system area of medicine. But in
psychiatry no such single-system approximations are avail-
able, because the real people with which psychiatry is con-
cerned are themselves biopsychosocial in nature.

In clinical work the importance of an integrated biopsy-
chosocial approach in which the different cultures of psy-
chiatry come together to serve the diverse needs of patients
has been recognized for some time (43). If in clinical work,
therefore, why not in research? Such research will draw on
the resources for a pluralistic (“mind as well as brain”) ap-
proach discussed in section 1. As such, it would be informed
by a variety of theories that, as Lewis (section 2) might have
put it, seem “workable and profitable”. So, this is not a reci-
pe for quick wins. But such research, consistently with
Fine’s (section 2) locally set “fit for purpose” criteria, would
have at least prima facie translational validity.

Translational validity and the complexity of psychiatric
symptoms

But why does research of this kind require closer collab-
oration between researchers and patients/carers? Why
does it require more than an integrated approach between
researchers with expertise-by-training from within psychia-
try’s different professional cultures - biological, psychologi-
cal and social? Such an integrated approach is difficult
enough. Why then do we need to add the further chal-
lenges of closer collaboration with patients and carers?

The short answer is that patients and carers add to the
expertise-by-training of professional researchers their own
distinctive expertise-by-experience. There is no hard and
fast divide here, of course. Many professional researchers
have experience as patients and/or as carers, and many
patients and carers have expertise in one or another re-
search discipline. Correspondingly, “closer collaboration”
could take place in different ways and at different levels
depending on the demands of the research in question (44).
In the UK, closer collaboration in all areas of health-related
research has been the norm for some time, although debate
continues as to its benefits (45). But that both kinds of
expertise in one form or another have to be in play, if
research at least in mental health is to translate successfully
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into practice, is a consequence of the complexity of the very
symptoms of mental disorder.

Again, a comparison between cardiology and psychiatry
makes the point. Angina (heart pain) is similar from one
patient to the next. In this respect, then, angina is a relatively
simple symptom. But hallucinations, delusions, obsessions,
depressive and other presenting symptoms of mental disor-
der all vary widely in both form and content between differ-
ent individuals, between cultures, and at different historical
periods. Added to the sheer diversity of such symptoms, fur-
thermore, is a far greater degree of individual variation in
attributed meanings: a given hallucination, for example, may
be interpreted by one person medically and by another in
spiritual terms (46). Hallucinations, indeed, are now well
recognized to occur commonly within the normal popula-
tion (47), and this is an area in which the clinical importance
of bringing together expertise-by-training with expertise-by
experience has been recognized for some time (48).

There is, of course, much that expertise-by-training can
bring to tackling the complexity of psychiatric symptoms.
Besides the standardized checklists so widely employed in
contemporary psychiatric research, a range of other meth-
ods, phenomenological and empirical, qualitative and quan-
titative, have been and continue to be used by experts-by-
training from each of the wide range of research disciplines
noted towards the end of section 1 above.

But to the extent that such methods in the hands of
experts-by-training alone have largely failed the test of
translation, it is no less than good science to try something
new. Closer collaboration is a big step, certainly. But it is a
step that builds on the established and growing (good) prac-
tice of including patients and carers in research teams (45).
It is for a big step, for a paradigm change, that as noted
above both Insel (for RDoC, 3) and Kupfer et al (for DSM,
32) have called. There is, moreover, a growing resource for
closer collaboration in clinical work and training on which
to draw (see for example the UK’s recently revised National
Occupational Standards for Mental Health, 49). So, why
not try the big step of closer collaboration in research?

Translational validity and the value-ladenness of mental
disorder

The need for closer collaboration in translational re-
search is given a particular edge by the value-ladenness of
mental disorder and the way this is reflected in sometimes
radically different desired outcomes of treatment. The
value-ladenness of mental disorder has been subject to dif-
ferent theoretical interpretations within a wider debate
about the meanings of concepts of disorder in general (50).
Leaving aside though these theoretical considerations, a
contemporary example of its practical significance in rela-
tion to outcomes is the tension between the traditional med-
ical outcome of symptom control and a “recovery model”
focussed on improving quality of life (51).
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Once again, it is important to be clear that the difference
in this respect between bodily and mental disorders is only a
matter of degree. Yet it is a significant difference nonethe-
less. In bodily medicine, symptom control and quality of life
normally go hand in hand (as in controlling angina). But in
psychiatry the relationship is more complex. This is partly a
matter of side effects: antipsychotic medications, for exam-
ple, may help to control psychotic symptoms but at the
expense of side effects that in some cases impair a person’s
quality of life by reducing his/her ability to hold down a job
or maintain close personal relationships. It is though also a
matter of riding rough-shod over the very different ways in
which psychiatric symptoms themselves may be valued or
disvalued. A given hallucination, for example, whether
understood medically or spiritually, may be experienced
positively by one person and negatively by another (52).

A further aspect of the value-ladenness of mental disor-
der is the way in which, besides their obvious negative
aspects, some disorders may also have positive aspects, in-
cluding in some cases enhanced cognitive skills. These posi-
tive aspects are crucial to quality of life as a desired outcome
in that, if recognized and developed, they bring with them
improved prospects for employment. Anxiety (53) and mood
disorders (54), for example, have been linked with creativity;
and people with autism are beginning to be recruited by
some high-tech industries for their particular cognitive skills
(55). There is compelling evidence, furthermore, suggesting
that people with certain psychiatric disorders may actually
be more rational in certain tasks than the non-clinical popu-
lation (56). For instance, people with schizophrenia are less
vulnerable to a statistically normal but irrational tendency to
gamble when faced with a certain loss (57); and people with
autism are more logically consistent than controls when
making decisions involving possible financial gain, because
they are not distracted by emotional contextual cues in the
same way as controls (58,59).

There is evidence too that delusions and distorted memo-
ries, which as symptoms of psychiatric and neuropsycholog-
ical disorders are often regarded as paradigmatic instances
of irrationality, can play useful pragmatic and epistemic
functions. Delusions may reduce anxiety and enable normal
learning processes to resume and enhance memory after the
prodromal phase of psychosis, by offering some explanation
for hypersalient stimuli (60). Distorted memories and con-
fabulatory narratives may help a person with impaired or
declining autobiographical memory retain some sense of
self with positive effects on wellbeing, mood regulation and
socialization (61,62).

Once again, there is no knock-down argument in all this
for closer collaboration in research. The argument though
has been widely accepted in policy and practice, with grow-
ing resources for more effective ways of working collabora-
tively towards a diversity of desired outcomes. In the UK,
for example, the National Occupational Standards noted
above (49) bring together co-production with the skills for
values-based practice (63) as twin resources for recovery-
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oriented care. There are early moves towards closer collabo-
ration in research in bodily medicine (64). And, further rein-
forcing the continuity between psychiatry and bodily medi-
cine, values-based practice is already being extended from
mental health into other areas of medical and surgical care
(65). Psychiatry, then, in developing more collaborative
models to meet its own particularly acute challenges of
translation, would be leading the field for medicine as a
whole.

CONCLUSIONS

In this paper, we have outlined lessons for the future of
translational research in psychiatry from three time slices of
the history of 20th century psychiatry:

e From 1913, and the publication of Jaspers’ General Psy-
chopathology, the lesson was that we should beware
simple solutions (Hoff’s “single message mythologies”),
adopting instead a pluralistic approach encompassing
the resources equally of the sciences of the mind
(including the social sciences) and the sciences of the
brain.

e From 1959, and the birth of our current symptom-based
classifications in Lewis’ response to Hempel’s lecture on
logical empiricism, the lesson was that, in pluralistic as in
any other research, reliability (as the basis of observation-
al science) is essential, but that we should add to it an
understanding of validity appropriate to the challenges of
translational research.

e From 1997 and the Dallas conference came the lesson
that one of the keys to this “translational validity”, as
we called it, is closer collaboration in research bringing
together the resources of expertise-by-training with
those of expertise-by-experience. Such collaboration is
challenging and may take different forms according to
the demands of a given research question. But its prima
facie importance is evident in the unique challenges to
translation presented by the complexity of mental disor-
der, particularly as reflected in the diversity of desired
treatment outcomes.

Taken together, these lessons - a pluralistic approach,
reliability and validity, and closer collaboration among all
relevant stakeholders — provide an emerging framework
for psychiatric science that, in building on 20th century
advances, points the way forward to more successful trans-
lation of research into practice.

Our chosen time slices are of course not definitive of the
history of 20th century psychiatry. The lessons they offer are
intended to help us look forward, not back. These lessons,
moreover, as we have indicated, are not confined to psychi-
atry. The challenge of translation is greater in psychiatry
than in other areas of medicine for the sufficient reason of
its greater complexity. The brain is more complex than, say,

the heart. But crucial to translation is the greater complexity
of the actual experience of mental disorder. As we outlined
in our third time slice, there are no less than three distinct
ways in which experiences of mental disorder are more
complex that their counterparts in such areas as cardiology.
Small wonder therefore that, looking back, translation has
been slow to get going in psychiatry. But equal reason, with
the lessons of the past in mind, and with so many new
resources to hand, to look forward with confidence towards
successes to come.
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SPECIAL ARTICLE

New trends in assessing the outcomes of mental
health interventions

GRAHAM THORNICROFT, MIKE SLADE
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Assessing the outcomes of interventions in mental health care is both important and challenging. The aim of this paper is to advance the
field of outcomes research by proposing a taxonomy of the decisions that clinicians and researchers need to consider when evaluating
outcomes. Our taxonomy has eight components, framed as decisions: Whose outcome will be considered? Which scientific stage is being
investigated? What outcome domain(s) matter? What level of assessment will be used? Will clinical and/or recovery outcomes be assessed?
Whose perspective will be considered? Will deficits and/or strengths be the focus? Will invariant or individualized measures be preferred?
We propose a future focus on understanding what matters most to people using mental health services, and on the use of measures rated by

service users as the primary approach to evaluating outcome.
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Assessing the outcomes of interventions in mental health
care is both important and challenging. It is important
because producing significant outcomes, i.e., health gains
attributable to an intervention (1), is the main goal of mental
health services. Other important attributes of an interven-
tion, such as accessibility, acceptability, efficiency and cost-
effectiveness, need only to be considered where the inter-
vention produces significant outcomes. Assessing outcomes
is also challenging, because choosing methods, outcome
domains and outcome measures all involve the balancing of
conceptual, ethical and clinical considerations (2,3).

The aim of this paper is to propose a taxonomy of the
decisions that clinicians and researchers need to consider
when evaluating outcomes. Our taxonomy has eight com-
ponents, each of which involves making explicit underpin-
ning assumptions. We therefore frame these components as
decisions.

DECISION 1: WHOSE OUTCOME?

It might be thought that the outcome for the patient is of
primary importance, but the needs of at least three other
stakeholder groups also need to be considered.

First, the patient’s informal carers - their friends and fam-
ily - often have substantially more contact with the patient
than mental health staff, which may have powerful conse-
quences. A UK study estimated that 4.8% of carers had
terminated employment and 15.5% took a mean of 12.5
days off work per year as a result of their carer role (4).
Carers also provide emotional and practical support that
otherwise would be required from mental health services —
estimated for people with schizophrenia being looked after
by family as involving 5.6 hours per day (5). Informal carers
will have their own perspectives on valued outcomes for the
patient and for themselves (6). Evaluating the impact of
their caring role on their mental and physical health may be
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a cost-effective element of an evaluation strategy, and carer-
focussed measures are available (7-9).

Second, the wellbeing of staff may be considered as an
outcome, for two specific reasons. The clinical rationale is
that there is now robust evidence (10) that “parallel proc-
esses” exist in mental health services - the experience of
staff within the system influences how they work with peo-
ple using services. If services are for example to promote
hope and empowerment, then staff need to experience hope
and empowerment in their work role. The economic ratio-
nale is that providing mental health services is expensive,
and the primary cost driver is human resources. A work-
force with low morale, high sickness rates and poor
performance is an inefficient investment (11). For both
these reasons, monitoring outcomes such as staff wellbeing
and morale might be justified.

Finally, members of the public largely fund mental health
systems in many countries, whether directly through health
insurance or indirectly through taxation. Therefore the pub-
lic have a legitimate interest in the return on their invest-
ment (12). Outcomes of interest to the public might include
reductions in antisocial behaviour such as aggressive beg-
ging, or of “odd” behaviour such as shouting at voices.

For the remainder of this paper, we focus on outcomes
for patients.

DECISION 2: WHICH SCIENTIFIC STAGE?

Developed as an analogue of the phases of pharmacologi-
cal product development, recent formulations have consid-
ered phases of complex psychosocial interventions (13), or
more generally the phases of the translational medicine con-
tinuum (14), shown in Figure 1.

In this conceptualization, outcomes may vary according
to the scientific stage of enquiry. At Phase 0 (scientific dis-
covery) the key outcome may be the formulation of a new
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Figure 1 Phases of the translational medicine continuum

aetiological pathway or candidate risk factor for a disorder.
At Phase 1 (early human trials) the key outcomes of interest
are likely to be tolerability of the new intervention and
dose-response. In Phase 2 (early clinical trials) the critical
outcome issue is estimating the effect size of the interven-
tion - in other words, is there an early indication that the
intervention is effective, and how effective? At Phase 3 (late
clinical trials) the key outcome is more specific - exactly
how effective is the intervention among routine populations
with the condition of interest? Finally, in Phase 4 (imple-
mentation) the outcome focus becomes more pragmatic,
namely how far can Phase 2 and 3 benefits be replicated in
routine clinical practice?

DECISION 3: WHAT OUTCOME DOMAIN?

An outcome domain is a conceptually distinct compo-
nent of outcome. A systematic review identified seven cate-
gories of outcome domains: wellbeing, cognition/emotion,
behaviour, physical health, interpersonal, societal and serv-
ices (15). Choosing the outcome domain or domains to
evaluate should be a separate and prior decision to choos-
ing the outcome measure (16). In our experience, this dis-
tinction is often not maintained, with the more common
starting point being identification of measures. Conflating
the choice of outcome domain with choosing the outcome
measure leads to three problems: inconsistency, unimpor-
tance and unfairness.

When evaluating outcome for a specific intervention, it
remains common to under-specify the intended mecha-
nisms of action and the causal pathway from intervention to
outcome. This is despite the scientific consensus that evalu-
ation should involve identification of the theory base for an
intervention (13). The absence of a testable model means
that the rationale for the choice of outcome domain cannot
be stated, and so the choice is likely to reflect current clini-
cal assumptions about “what matters”. There has been a
general movement from using service data (e.g., readmission
rates) towards clinical outcomes (e.g., symptomatology) and

more recently towards health-related quality of life as clini-
cal endpoints in outcomes research. However, the result is
that the evidence base remains poor for interventions target-
ing some important outcome domains, such as hope and
empowerment (17). Explicitly identifying, with a rationale,
the choice of outcome domain will increase theoretical
coherence between intervention and outcome.

When evaluating whole-system interventions such as ser-
vice models or when introducing outcome assessment into
routine clinical settings, consideration of outcome domains
is also an important first step. Mental health systems need to
meet many goals, including patient benefit, harm minimiza-
tion, public protection, and value-for-money. The choice of
outcome domains sends a clear message about the relative
balance of these goals, and hence is an influence on organi-
zational culture. It is one means by which an organization
communicates what is important, in other words its “core
business”.

Finally, explicitly identifying the outcome domain reduces
the extent to which success is unfairly judged in relation to
aspects of a patient’s life which are outside the control of
the mental health service. Social determinants of mental
ill-health such as poverty and social inequality are well-
established (18), and as services in general cannot influ-
ence wider social determinants, measures of health-related
quality of life may be insufficiently sensitive. An alternative
approach is to identify more proximal outcome domains,
such as symptomatology or recovery support.

DECISION 4: WHAT LEVEL OF ASSESSMENT?

It is important to have clarity about the level of assess-
ment, from the individual intra-psychic level (e.g., symp-
toms) through the inter-personal and immediate social
environment (e.g., carers, social networks) to the broader
environmental level (e.g., stigma). For example, in relation
to interventions related to stigma and discrimination asso-
ciated with mental illness, one can assess the outcomes of
a national programme, such as the Time to Change campaign
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in England (19), using whole population surveys (20), or in
terms of sub-populations such as journalists (21), or in terms
of the outcomes rated by individual mental health services
users (22), all of which can be seen as valid and indeed com-
plementary outcome measures.

DECISION 5: CLINICAL OR RECOVERY OUTCOMES?

Outcome assessment internationally remains primarily
focussed on traditional clinical outcomes such as symptom-
atology, social disability and service use (e.g., admission
rates). The four most commonly used measures assess
social disability (Health of the Nation Outcome Scale,
HONOS (23)), symptoms (Clinical Outcomes in Routine
Evaluation - Outcome Measure, CORE-OM (24); Out-
come Questionnaire-45, OQ-45 (25)), and needs (Camber-
well Assessment of Need, CAN (26)). These are mandated
for national or large regional use in Australia (27), Canada
(28), England (29), Netherlands (30) and New Zealand (1).
These measures have in common that they assess clinical
outcomes.

Internationally there is an emerging consensus that serv-
ices should be recovery-oriented (31). Recovery has been
defined as “a deeply personal, unique process of changing
one’s attitudes, values, feelings, goals, skills, and/or roles”
and “a way of living a satisfying, hopeful, and contributing
life even within the limitations caused by illness” (32). Inter-
national best practice is emerging (33), and it is becoming
clear that organizational transformation is needed to devel-
op a recovery orientation (34). Some dimensions of trans-
formation include a greater emphasis on the biomedical eth-
ical imperative of promoting autonomy (35), a changed
workforce (36), a greater emphasis on patient choice, and,
most relevantly, different goals of mental health care. The
challenge is summarized by Repper and Perkins (37):
“Traditional yardsticks of success - the alleviation of symp-
toms and discharge from services — are replaced by ques-
tions about whether people are able to do the things that
give their lives meaning and purpose, irrespective of wheth-
er their problems continue and whether or not they contin-
ue to need help and support”. The challenge is to measure
recovery as an outcome in a way which is both aggregatable
and meaningful.

How might this be done? A systematic review of recovery
frameworks identified five key recovery processes: connect-
edness (social inclusion, community integration), hope and
optimism, development of a positive identity, meaningfulness
in life, and empowerment - the CHIME Framework (38). If
the goal of a mental health system is to promote recovery,
then these recovery outcomes are the appropriate domains to
target. New measures are becoming available (39).

One proposal is that outcome assessment should mea-
sure valued social roles which reinforce social identity, and
individual goals which contribute to personal identity (40).
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Valued social roles include employee, partner, family
member, friend, citizen, free (i.e. non-detained) person, etc.
Their value is relatively invariant — most (but of course not
all) people want a job, a relationship, contact with their fam-
ily, some close friends, the ability to exercise citizenship
rights such as voting, not to be held in hospital or prison,
etc. Assessment tends to be quantitative and dichotomous
(or at least on an ordinal scale, such as unemployed - volun-
tary work — part-time work - full-time work), and hence
easy to aggregate with little loss of meaning. The primary
advantage of these outcome measures is that they are based
on normal social values, and so avoid illness-related lower-
ing of expectations either by staff, in an effort to be realistic,
or by patients with internalized stigmatizing beliefs about
what they can expect in life (41). Since most valued social
roles occur outside the mental health system, they orientate
the actions of the service towards increasing integration and
participation by the person into his/her social environment,
rather than encouraging a decontextualized and service-
focussed view of the person. Their primary disadvantage is
their invariance - some people get along very well in life
without friends, or a partner, or a job.

Individual goals differ from person to person. No stan-
dardized measure will have items such as “swim with
dolphins” or any of the other idiosyncratic goals individuals
set and attain on their recovery journey. Any attempt to
squeeze personal identity into predefined boxes can be justi-
fiably criticized for its loss of meaning. This does not, of
course, mean that personal goals should not be included in
outcome evaluation - they remain central, despite the diffi-
culties in assessing individual goal attainment. Rather, as
McNamara (42) put it, “the challenge is to make the impor-
tant measurable, not the measurable important”. So, an
overall outcome evaluation strategy might measure two
things. First, objective quality of life indicators, such as ade-
quacy of housing, friendship, safety, employment and close
relationships. Second, progress towards personal goals.

DECISION 6: WHOSE PERSPECTIVE?

Assuming that the outcome for the patient is the main
focus, the question remains of whose perspective is used.
Two perspectives have primarily been used to evaluate
outcome.

First, and in our view most central, is the patient perspec-
tive. An emerging distinction in relation to patient-rated
measures is between assessment oriented towards the expe-
rience of using mental health services and systems — patient
rated experience measures (PREMs) — and assessment cap-
turing direct health gain - patient rated outcome measures
(PROMs), especially using patient-generated PROMs (PG-
PROMs) (43). A range of PROMs exist, spanning both clini-
cal and recovery outcomes (44-47). The development of
PREMs is earlier stage, and has primarily focussed on satis-
faction and experience of care. The main limitation of
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PREMs is that they may reduce the focus on a “life beyond
illness”. People who use mental health services long-term
can live in a “virtual institution”, in which key aspects of
identity (social network, sense of self, housing, etc.) are all
indexed on the mental illness (48). PREMs such as satisfac-
tion are a normative judgment influenced by the person’s
reference group, so in people using mental health services
positive ratings may be obtained because of an atypical ref-
erence group. This vulnerability of PREMs to being rated
positively because of lowered expectations means that men-
tal health systems should as far as possible evaluate success
using outcome rather than experience measures.

Second, and perhaps the traditional focus in mental
health systems, is the perspective of the clinician (49-51).
Staff-rated measures exist for most outcome domains. This
perspective has been called the “objective” assessment and
the patient rating called the “subjective” assessment, but in
fact staff assessments are themselves prone to bias due for
example to professional training (52), and some studies have
found patient rather than staff assessments to be more
reliable (53). The reality is that both staff and patient
perspectives are influenced by a range of factors, and both
provide useful and complementary information on out-
come. The relative balance given to the two perspectives
should be based on scientific, ethical, professional and prag-
matic considerations.

We now consider outcome assessment from the patient’s
perspective.

DECISION 7: DEFICITS OR STRENGTHS?

The World Health Organization (WHQO) declares that
health is “a state of complete physical, mental and social
well-being and not merely the absence of disease or
infirmity” (54). However, creating health-oriented rather
than illness-oriented services has proved rather more diffi-
cult than the clarity of this declaration would suggest. In rela-
tion to outcome, the substantial majority of measures used in
research and practice are focussed on mental illness - they
assess amelioration of undesirable experiences such as symp-
toms or cognitive problems, reduction in risk factors such as
stress, or attainment of an adequate level of functioning.
Very few assess mental health, such as the use of strengths
(55), the development of protective factors such as resilience,
or the attainment of positive wellbeing (56).

Some argue that mental health is a distinct construct. The
Complete State Model of Mental Health posits that mental
health and mental illness lie on orthogonal spectrums (57).
People with mental illness range from those who are
“floundering” (when mental health is absent), through those
experiencing moderate mental health, to those who are
“struggling” (when mental health is present) as they work
towards “flourishing” (high mental health, low mental ill-
ness). Epidemiological studies of adults (n=3,032) (57) and
adolescents (n=1,234) (58) confirm that mental health and

mental illness according to these definitions co-exist in the
general population.

An alternative view is that mental health is better under-
stood as lying on a single spectrum with positive mental
health at one end and negative mental health at the other.
Measures based on this approach have been developed,
such as the Subjective Happiness Scale (59), which includes
items such as “Compared to most of my peers, I consider
myself. . .”, with Likert ratings from 1 (less happy) to 7 (more
happy). Some wellbeing measures include only positively
worded items, which are compatible with both understand-
ings of mental health. Examples include the WHO-5 Well-
Being Index (e.g., “I have felt cheerful and in good spirits”)
(60) and the Warwick-Edinburgh Mental Well-Being Scale
(WEMWABS) (e.g., “I've been feeling useful”) (61).

More generally, Vaillant identifies six models of mental
health (62). The first model, being “above normal”, relates to
superior functioning in a wide range of activities, such that
life’s problems never get out of hand. The goal of the second
model, positive psychology, is intervention to maximize
positive qualities, such as self-efficacy. A recent systematic
review has identified indicators of wellbeing in psychosis
(63), which are now being used to inform a new interven-
tion based on positive psychology principles (64). The third
model involves maturity, shown by attainment of develop-
mental tasks such as identity, intimacy, generativity and
integrity (65). The fourth model is emotional or social intel-
ligence, i.e., the ability to read other people’s emotions. Sub-
jective wellbeing, i.e., the experience of positive mental
health, is the fifth model, and the last model is resilience,
which is linked to the adaptive value of coping mechanisms.

DECISION 8: INVARIANT VERSUS INDIVIDUALIZED?

Normal practice in outcome evaluation is to use stan-
dardized measures, for which key psychometric criteria
have been established as adequate. More recent attention
has enlarged the focus from the usual reliability and validity
concerns to also consider feasibility and clinical relevance
(66). However, standardized measures have the feature of
invariance - the same outcome domain is assessed for each
patient. The advantage of this approach is that it allows
statements about the impact of an intervention or service on
a specific outcome domain, such as symptomatology. The
emerging important disadvantage, however, is that the out-
come domain may or may not be important to the patient.

We learn from the reports of people who use services that
recovery is very individual, varying greatly from person to
person (67). As well as symptomatic or functional improve-
ment, the tipping point towards starting to develop an iden-
tity as a person in recovery can be developing a supportive
relationship with a mental health worker who treated them
as a person not a patient (68), or non-clinical changes such
as spiritual growth (69). This variation highlights the need
for caution about viewing improvement in any single domain
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as universally important, and the outcome evaluation chal-
lenge of capturing individual importance using standardized
assessments.

One technology that can be used to personalize evalua-
tion is goal attainment scaling (GAS) (70). This approach
involves patients prospectively identifying a personally-
important goal and associated progress indicators on a typi-
cally five-point scale, using these indicators to assess prog-
ress at outcome evaluation, and then standardizing the
results to allow aggregation. GAS has been used to identify
and then evaluate a valued outcome in randomized con-
trolled trials, primarily in rehabilitation medicine (71) and
with older adults (72). Two systematic reviews have investi-
gated this use of GAS. In relation to pharmacy practice, the
conclusion was that GAS demonstrated high reliability, var-
iable validity, excellent responsiveness, and was a useful
methodology for evaluating effectiveness (73). In relation to
physical rehabilitation, GAS was described as a sound mea-
sure, with reliability and sensitivity needing further investi-
gation (74). Concern has been raised about sensitivity to
subtle changes, responsiveness, inter-rater reliability, validi-
ty (content and construct), scaling non-linearity and lack of
uni-dimensionality (75). For example, agreement on prog-
ress between a patient’s therapist and an independent asses-
sor is low (76). To these concerns, we would add that
administration burden can be high, and that the GAS score
(77) is not intuitive to interpret.

A new approach to address some of these issues is called
the Personal Primary Outcome (PPO) list. Designed for use
in randomized controlled trials and other evaluations, the
PPO list comprises several outcome domains, each of which
is (invisibly) linked to a relevant standardized outcome
measure. At baseline, the patient chooses the outcome
domain that is most closely linked to his/her goal in using
mental health services, and then he/she completes the asso-
ciated measure. The measure is re-administered at follow-
up. The PPO list approach is currently being evaluated as a
methodology for trials (78).

A second approach is to develop a standardized measure
where items are selected according to patient preference.
An example is the INSPIRE measure (downloadable at
www.researchintorecovery.com/inspire) of recovery sup-
port, where for each item about support from a mental
health worker, respondents are first asked if the item mat-
ters to them, and only if it does are they asked to rate sup-
port from the worker (47). The INSPIRE score therefore
reflects the respondent’s preferences, yet produces a quanti-
tative score which can be used for monitoring change over
time or can be aggregated with the scores of others.

CONCLUSION: WHAT OUTCOMES REALLY MATTER
FOR SERVICE USERS?

Perhaps the most important insight developed in the last
decade is that it is the point of view of the patient or service
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user that is the most important in deciding which outcomes
to assess, and in making the actual outcome ratings. We
know, for example, that quality of life is not closely related
to users’ needs as rated by staff of mental health services, but
is closely associated with unmet needs as rated by service
users (79,80). It follows that the emerging literature report-
ing service user views on measures (44,81) and developing
new measures (82) is of paramount importance. New meas-
ures, such as the Recovery Star (83), can be independently
evaluated (84) and incorporated into clinical practice (85).
An additional advantage of making service user rated out-
comes a principal focus is that it side-steps the issue that has
bedevilled services in recent years, namely how to incentiv-
ize staff to make frequent, complete and valid outcome rat-
ings on a long-term sustainable basis.

If we were unwisely to try to predict the central issues in
mental health outcome measurement over the next decade,
then we propose a relentless attention to the detail of what
matters most to service users, as rated by service users.
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Psychiatric classifications have traditionally recognized
a number of conditions as representing impulse control dis-
orders. These have included pathological gambling, inter-
mittent explosive disorder, kleptomania, pyromania, and
trichotillomania.

In 1992, the World Health Organization (WHO) described
habit and impulse disorders (F63) as characterized by repeat-
ed acts that have no clear rational motivation, generally harm
the person’s own interests and those of other people, and are
associated with impulses the person experiences as uncontrol-
lable (1). In DSM-IV-TR, the American Psychiatric Associa-
tion further characterized these impulse control disorders as
being preceded by a rise in tension before the behaviour or
when resisting the behaviour, and followed by pleasure, grati-
fication, or relief of tension (2).

In the past two decades, the public health importance of
these disorders has become increasingly apparent. For
example, pathological gambling and intermittent explosive
disorder are prevalent conditions (lifetime prevalence rates
of 1% and 3%, respectively) that are recognized to represent
a substantial burden of disease (for example, increased
health concerns, family discord, and financial problems)
(3,4). Furthermore, there is a growing literature addressing
the psychobiology and management of all of these impulse
control disorders (5-7).

Some animal models and clinical imaging studies suggest
that these conditions represent “behavioural addictions”,
characterized by abnormalities in reward processing (8-11).
As a result, proposals have been made to include compul-
sive sex, compulsive buying, and compulsive Internet use
under this rubric, on the grounds that they too represent a
large burden of disease and deserve appropriate diagnosis
and treatment (7,12-14).

The WHO'’s development of the ICD-11 provides an
important opportunity to optimize the classification and
description of impulse control disorders and to address some
of the controversies surrounding these putative “behavioural
addictions”. The WHO has emphasized that ICD-11 should
pay particular attention to issues of clinical utility, global
applicability, and scientific validity (15).

The ICD-11 Working Group on Obsessive-Compulsive
and Related Disorders was asked to review the scientific
and other information about use, clinical utility, and experi-
ence with relevant ICD-10 diagnoses, including impulse
control disorders; to review the approach of the DSM-5 to
these conditions, with a focus on whether this approach
might be suitable and useful for global applications; and to
develop proposals for ICD-11, with a particular emphasis
on improving clinical utility in a broad range of settings.

The Working Group has recommended that a grouping
of impulse control disorders be retained in ICD-11. These
disorders should be defined by the repeated failure to resist
an impulse, drive, or urge to perform an act that is rewarding
to the person (at least in the short-term), despite longer-
term harm either to the individual or others. Impulse control
disorders would therefore include pathological gambling,
intermittent explosive disorder, kleptomania, and pyroma-
nia, as well as compulsive sexual behaviour disorder.

In the ICD-10, many of these behaviours are already con-
ceptualized in this manner under the grouping of habit and
impulse disorders. Trichotillomania is also listed under the
same heading, but the Working Group has recommended
it to be moved to the grouping of obsessive-compulsive
and related disorders in ICD-11, and that skin picking
(excoriation) disorder also be added to the same grouping.
Compulsive sexual behaviour disorder will be new to this
grouping, and would replace the ICD-10 category of exces-
sive sexual drive. Other putative impulse control disorders
such as problematic Internet use and compulsive buying do
not appear at this time to have enough data to support their
inclusion as independent mental health conditions.

A first key controversy in the field is whether pathological
gambling and related conditions should be characterized as
“behavioural addictions” and thereby be subsumed under a
larger category that is more closely related to substance-
related disorders. While a good deal of literature supports
the idea that individuals with pathological gambling have
altered reward circuitry (6), they also have other brain
abnormalities. For example, prefrontal cortical dysfunction
appears similar between gamblers and individuals with
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mania (16,17). Additionally, although there is a shared
genetic vulnerability between gambling and alcohol addic-
tion, pathological gambling also shares genetic vulnerability
factors with major depressive disorder (18). Therefore, cate-
gorizing gambling behaviour as an addiction, although
heuristically appealing, seems premature based on the evi-
dence. Furthermore, the change in categorization does not
have clear clinical utility, insofar as a range of treatment
approaches, other than those used in the treatment of sub-
stance addictions, may be useful for pathological gambling
(for example, lithium and exposure therapies) (19,20).

A second key controversy in the field is whether compul-
sive sexual behaviour disorder should be included in the
nosology. On the one hand, it is important that the classifica-
tion does not pathologize normal behaviour. On the other, it
is desirable that the classification allows for appropriate
diagnosis and treatment of disorders that impact public
health (21). Based on the definition of impulse control disor-
ders as characterized by the inability to control behaviour
despite its negative consequences, the Working Group
recommended that compulsive sexual behaviour disorder
be included in that grouping.

A third key controversy in the field is whether problematic
Internet use is an independent disorder. The Working
Group noted that this is a heterogeneous condition, and
that use of the Internet may in fact constitute a delivery sys-
tem for various forms of impulse control dysfunction (e.g.,
pathological game playing or pornography viewing). Impor-
tantly, the descriptions of pathological gambling and of
compulsive sexual behaviour disorder should note that such
behaviours are increasingly seen using Internet forums,
either in addition to more traditional settings, or exclusively
(22,23). The DSM-5 has included Internet gaming disorder
in the section “Conditions for further study”. Although
potentially an important behaviour to understand, and one
certainly with a high profile in some countries (12), it is
questionable whether there is enough scientific evidence at
this time to justify its inclusion as a disorder. Based on the
limited current data, it would therefore seem premature to
include it in the ICD-11.

A fourth key controversy is how best to draw thresholds
for these disorders so that inappropriate diagnoses are not
rendered for behaviours that are either normative (for
example, sex) or simply illegal (for example, stealing). The
WHO has emphasized a distinction between symptoms
and disability (24). Where there is a continuum between
normal and pathological behaviour, associated impair-
ment may become a key determinant of whether or not a
behaviour is disordered. An additional important consider-
ation, from a public health perspective, is whether effica-
cious treatments are available. As noted above, these have
now been developed for all impulse control disorders,
particularly pathological gambling and intermittent explo-
sive disorder (25,26).

There are a number of important differences between the
proposals for the ICD-11 and the approach taken in the
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DSM-5. These stem in part from the WHQO’s emphasis on
clinical utility in a broad range of settings. In the DSM-5,
the impulse control disorders grouping was dismantled, and
pathological gambling was moved to the same section as
substance addictions. Although evidence may indicate that
pathological gambling resembles substance addictions in
many ways, data also support its relationship to other
impulse control disorders such as kleptomania, intermittent
explosive disorder, and compulsive sexual behaviour (14).
The outward clinical similarities of these disorders (that all
of these behaviours are rewarding, at least initially, that they
lead to feeling out of control, that the person reports urges
or cravings, that no substance is taken into the body, and
that there are no indications or outward signs of intoxica-
tion) further supports their unique categorization as impulse
control disorders.

Another difference between the proposals for ICD-11
and DSM-5 is that the DSM-5 rejected its own Sexual and
Gender Identity Disorders Work Group’s proposal to include
“hypersexuality”. One objection to this proposal was its
implicit normative reference to the “right amount” of sexu-
ality. The ICD-11 Working Group believes that it is more
clinically useful - both in terms of conceptualizing the symp-
tomatology and of treatment strategies — to view compulsive
sexual behaviour disorder as being related to other disorders
that are also characterized by repeated failures to resist
impulses, drives, or urges despite longer-term harm. There-
fore, the Working Group has proposed replacing the ICD-
10 concept of excessive sexual drive with a term that places
greater emphasis on behaviour, and moving this condition
to the grouping of impulse control disorders rather than
placing the primary focus on the fact that the behaviour
involved is sexual in nature.

The ICD-11 will be used globally, in a broad range of
specialist and primary care settings, often by non-specialized
health workers. There has been growing emphasis on
encouraging screening for substance use disorders in these
settings, and one advantage of expanding the substance
use category to include behavioural addictions would be
the encouragement of similar assessment and treatment
approaches for a range of conditions, which taken together
do constitute a major health problem but are often
neglected by individual practitioners as well as by health
care systems. At the same time, however, much remains
unknown about the underlying psychobiology and optimal
management of these conditions, some of them have only
been described in Western contexts, and the boundaries
between disorder and normality remain contested.

The Working Group therefore recommends, based on
the current evidence, that there be a category of impulse
control disorders and that it include pathological gambling,
kleptomania, pyromania, compulsive sexual disorder, and
intermittent explosive disorder. This approach differs from
DSM-5, which splits these disorders across diagnostic cate-
gories. Instead, the ICD-11 proposal recommends keeping
these together, so that clinicians can screen for them all. We
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believe that this approach is much simpler, will be easier for
clinicians to use, is more continuous with the previous clas-
sification, and will be more feasible in low-resource settings
than the DSM-5 approach.

All proposals for the ICD-11 will be made publically
available for review and comment. These recommendations
therefore represent only a starting point, and set the stage
for a global exchange about how best to address the nosolo-
gy of these behaviours with the goal of improving its clinical
utility. In addition, the proposals for ICD-11 will be field
tested using two main approaches: an Internet-based ap-
proach and a clinical settings (clinic-based) approach.

Internet-based field studies will be implemented primarily
through the Global Clinical Practice Network, a network
currently consisting of nearly 10,000 individual mental health
and primary care professionals in more than 100 countries
(www .globalclinicalpractice.net). Clinic-based studies will
be implemented through the network of collaborating inter-
national field study centers appointed by the WHO. The
timing of the review and comment processes and of field
studies will be such that their results can be integrated into
the ICD-11 prior to it submission to the World Health
Assembly for approval.
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Suicidal behavior takes over a million lives worldwide
every year. Non-fatal suicidal behavior is estimated to be 25
to 50 times more common (1). Finding ways to identify
those at risk is a key public health goal, but researchers and
clinicians alike have been stumped in the quest to decrease
suicide rates using primary, secondary and tertiary preven-
tion strategies. Our predictors simply do not work well,
especially in identifying short-term risk.

One potential contributor to the poor performance of
predictors may relate to how well they are identified and
tracked in medical records. We have proposed a remedy for
an essential risk factor for both suicide attempt and suicide:
a prior history of suicidal behavior. Defining suicidal behav-
ior disorder as a separate diagnosis (2) and providing clearly
delineated criteria would bring suicidal behavior in line
with parameters established by the WPA, promoting com-
mon, cross-national nomenclature and language for psychi-
atric disorders. Importantly, it would lead to methods to
identify suicidal behavior in individual patients, with promi-
nent documentation in medical records, key to secondary
and tertiary prevention strategies.

WHY SHOULD SUICIDAL BEHAVIOR BE A SEPARATE
DIAGNOSIS?

Although suicidal behavior often occurs in the context of
psychiatric conditions, this is not invariably the case. For
example, in the US, about 10% of people who die by suicide
have no identifiable mental disorder. In China, estimates
rise to 37% (3). On the other hand, even among the psychi-
atric conditions associated with high risk for suicidal behav-
ior, most patients do not engage in it. For example, studies
of the general population reveal that, among those who
meet criteria for bipolar disorder, 29% report a lifetime his-
tory of suicide attempt (4). This means that the vast majority
does not have such behavior. Thus, suicidal behavior does
not appear to be an intrinsic dimension of any particular
psychiatric disorder.

Considering suicidal behavior a comorbid condition is
more apt and comports well with what is known about its
epidemiology, which shows that it co-occurs with a vast
array of psychiatric conditions. However, in direct contrast
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to this observation, our current nosology includes suicidal
ideation and suicide attempts as a symptom of either major
depressive episodes or borderline personality disorder. This
implies that suicidal behavior is not as central a concern in
schizophrenia, alcohol use disorder or post-traumatic stress
disorder. Yet all of these disorders are associated with signif-
icant risk for suicide attempt or death.

Defining suicidal behavior as a separate diagnosis can
make approaches to its identification better integrated
into clinical practice

Patient examinations start with an ascertainment of the
presenting problem. From there, the clinician fleshes out
the current diagnosis, conducts an overview of symptoms to
determine whether additional comorbid conditions are pre-
sent, and undertakes a mental status examination focused
on the current mental state. If there is no evidence for
depression or borderline personality disorder and the patient
does not report suicidal ideation or behavior during the
mental status examination, there is no natural place for the
clinician to be primed to identify past suicidal behavior.

The fact that suicidal ideation waxes and wanes over
time sets up a perilous situation in which key information
may be missed. Moreover, even in cases when the past sui-
cide attempt is identified, data about suicide risk is often
lost during hand-offs and is not included in discharge sum-
maries (5). Hospitals or clinics with robust methods for
documentation of suicide risk may be able to structure
medical records so that this data is always recorded, but in
less structured environments, the risk of non-identification
is significant.

Suicidal behavior meets validity and reliability criteria as
well as other psychiatric conditions

Interestingly, suicidal behavior meets the criteria for diag-
nostic validity set forth by Robins and Guze in 1970 (6). It is
clinically well-described, associated with biological markers,
amenable to a strict differential diagnosis, confirmed in
follow-up studies to occur at higher rates in those with a past
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diagnosis, and familial. In a white paper identifying charac-
teristics of diagnoses to be included in DSM-5, it was sug-
gested that proposed diagnoses should be: a) a behavioral or
psychological syndrome or pattern that occurs in an individ-
ual; b) associated with clinically significant distress or
disability; c) diagnostically valid (e.g., have prognostic sig-
nificance, respond to treatment); d) clinically useful (e.g,
enhance assessment and treatment); and e) reflective of an
underlying psychobiological disturbance. Yet, diagnoses
should not simply be culturally sanctioned responses or
reflect solely social deviance or conflicts with society. In
addition, three types of validators have to be present (7):
antecedent validators, concurrent validators and predictive
validators. Suicidal behavior meets all of these criteria.

As to antecedent validators, the presence of a psychiatric
condition is certainly the most recognized risk factor for sui-
cidal behavior. However, environmental risk factors such as
unemployment, marital disruptions and financial crises are
also clearly linked to risk. From familial and twin studies,
suicidal behavior is known to aggregate in families, indepen-
dent of the transmission of mood or other psychiatric disor-
ders (8). Of note, there are also well-known variations in
suicide and suicide attempt rates depending on socio-
demographic (sex, age) and cultural factors (ethnicity, coun-
try of origin, religion). Thus, the four major categories of
antecedent validators are present in suicidal behavior.

In terms of concurrent validators, there is ample evidence
for the presence of concomitant features that are unrelated
to diagnostic criteria, but signal risk for suicidal behavior.
Examples include features from cognitive (problem solving
difficulties, cognitive rigidity), emotional (hopelessness, agi-
tation, depressed mood), temperament (aggression, impulsiv-
ity), and personality (borderline, narcissistic or antisocial per-
sonality disorders) domains. There are also several biological
markers associated with risk, such as the central nervous sys-
tem serotonergic hypofunction and impaired negative feed-
back of the hypothalamic-pituitary-adrenal axis frequently
observed in both attempters and those who die by suicide.
Importantly, suicidal behavior is comorbid with many diag-
noses, ranging from schizophrenia to alcohol use disorders
to mood disorders. However, other disorders, such as Cluster
A and C personality disorders, appear to convey less risk.

Three categories of predictive validators exist and one is
easily met by suicidal behavior: diagnostic stability. Perhaps
the most clearly documented predictor of future suicidal
behavior is a history of suicide attempt. However, like many
psychiatric conditions, course of illness is highly variable.
Some individuals only make one suicide attempt in their
life, whereas others may go on to make many attempts or to
die by suicide. As far as treatment response is concerned,
suicidal behavior is similar to other conditions wherein sev-
eral treatments are of utility, such as clozapine for suicidal
behavior in schizophrenia or cognitive therapy, but not all
individuals respond.

Another key factor in determining the eligibility of a dis-
order for inclusion in DSM-5 was evidence for reliability

and validity of the definition. The definition of suicidal
behavior in DSM-5 Section III is based on the one proposed
by O’Carroll et al in 1996 (9), endorsed by the Institute of
Medicine in 2002. It is consistent with the US Centers for
Disease Control definition and the Food and Drug Adminis-
tration definition, both based on the Columbia Classifica-
tion Algorithm for Suicide Attempts (C-CASA) (10). Data
from a number of sources document that this definition is
reliable. For example, data collected by Columbia Suicide
History Form shows an inter-rater reliability coefficient of
0.97. This same definition is used by the Columbia-Suicide
Severity Rating Scale (C-SSRS) (11), which has excellent
validity when compared to determinations made by an
expert evaluation board (>95% sensitivity and >95% specif-
icity for suicide attempts).

LIMITATIONS

Several objections to suicidal behavior as a diagnosis
have been raised. Critics are concerned that suicidal behav-
ior is a symptom. However, other diagnoses such as enuresis
or pyromania are also included in DSM-5, although they
are arguably less complex than suicidal behavior. In particu-
lar, suicidal behavior has several dimensions based on the
degree of intent to die, the level of detail employed in plan-
ning, or the violence of the method.

Another criticism is that considering suicidal behavior as a
diagnosis may lead to the “medicalization” of behaviors such
as homicide. However, while the vast majority of suicides are
associated with psychiatric conditions, only 34% of homi-
cides are (12). Moreover, suicidal behavior is already a focus
for physicians and other clinicians and clearly in the medical
domain. Of course, homicide and assault can be expressions
of psychopathology, for example in the context of psychosis
(12), but this appears to be so in a minority of cases.

Finally, concerns that inclusion of suicidal behavior in
DSM-5 may increase liability for psychiatrists have been
raised. However, at least in the US, patient suicide has been
a leading factor in lawsuits against psychiatrists for decades.
Instead of increasing liability, embracing suicidal behavior
as a distinct disorder may enhance our ability to communi-
cate during hand-offs and to maintain focus on it as a signifi-
cant clinical concern.

Critically, its inclusion may enhance research based on
medical records and large insurance or national databases,
which are some of the few resources where a large enough
base population to generate enough suicides exist, and can
provide opportunities to uncover novel predictors of risk.
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Most mental disorders involve disruptions of normal social behavior. Social neuroscience is an interdisciplinary field devoted to understand-
ing the biological systems underlying social processes and behavior, and the influence of the social environment on biological processes,
health and well-being. Research in this field has grown dramatically in recent years. Active areas of research include brain imaging studies
in normal children and adults, animal models of social behavior, studies of stroke patients, imaging studies of psychiatric patients, and
research on social determinants of peripheral neural, neuroendocrine and immunological processes. Although research in these areas is pro-
ceeding along largely independent trajectories, there is increasing evidence for connections across these trajectories. We focus here on the
progress and potential of social neuroscience in psychiatry, including illustrative evidence for a rapid growth of neuroimaging and genetic
studies of mental disorders. We also argue that neuroimaging and genetic research focused on specific component processes underlying

social living is needed.
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(World Psychiatry 2014;13:131-139)

The human brain has evolved to
attend to, think about, and interact
with other people, and we receive
immense practice in these processes
starting very early in life (1,2). It is there-
fore easy to underestimate the complex-
ity of the component processes that
underlie social living.

As Dunbar (3) has noted, the com-
plexities of deducing better ways to find
food, avoid perils, and navigate territo-
ries are trivial compared to the com-
plexities of social living. The compo-
nent processes for social living include:
detecting significant stimuli in the envi-
ronment and differentiating between
those that are hospitable vs. hostile; dif-
ferentiating among objects, nonhuman
agents, and other (thinking) individu-
als; inferring the thoughts, intentions
and emotions of other individuals,
especially as it pertains to the causes of
their behavior; recognizing these indi-
viduals despite changes in appearance
and roles across situations, events and
time; organizing these observations
and inferences to provide a coherent,
predictive model of others to permit
the formation of stable relationships;
forming stable attachments or bonds
with others, including the ability to
confer provisions or benefits to anoth-
er based on a concern for the other’s

welfare; anticipating and coordinating
efforts between two or more individuals;
learning by social observation; recogniz-
ing the shifting status of friends and foes;
using language to communicate, reason,
teach and deceive others; orchestrating
relationships, ranging from pair bonds
and families to friends, bands and coa-
litions; navigating complex social hier-
archies, social norms and -cultural
mandates; subjugating self-interests to
the interests of the pair bond or
social group in exchange for the pos-
sibility of long-term benefits; recruit-
ing support to sanction individuals
who violate group norms; and doing
all this across time frames that
stretch from the distant past to multi-
ple possible futures (4,5).

Deficits in any one of these compo-
nent processes can result in personal
difficulties and interpersonal problems,
that are prominent features in a variety
of mental disorders (6,7). Both Axis 1
and II disorders are characterized by a
range of cognitive deficits that negative-
ly impact social interactions and/or by
specific deficits in social cognition. For
instance, autism spectrum disorders
include difficulties in social perception,
social motivation and/or theory of
mind, which results in major impair-
ments in social interactions. Schizo-

phrenia and related personality disor-
ders such as schizotypal disorder in-
clude problems in organizing social
observations and inferences to develop
the coherent, predictive model of others
needed to anticipate and coordinate
efforts between two or more individu-
als. Antisocial personality disorder is
characterized by an inability to confer a
provision or benefit to another based
on a concern for the other’s welfare,
and a lack of empathy, which makes it
difficult to form stable, healthy bonds
with others. Hypoactive sexual desire
disorder includes the absence or persis-
tent deficiency of desire for sexual
activity that causes marked distress or
interpersonal difficulty. Several men-
tal disorders, including borderline per-
sonality disorder, are marked by unsta-
ble relationships and moods, and im-
pulsive behavior such as lashing out
in anger. And a deficit of impulse
control when interacting with others
is a component in a variety of mental
disorders.

Social neuroscience is a conceptual
perspective focused on the specific
delineation of the neural, hormonal,
cellular, molecular and genetic mech-
anisms underlying social structures
and processes. As such, social neuro-
science offers a valuable perspective
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for understanding important domains
of mental disorders (7-12).

THE CHALLENGES OF SOCIAL
NEUROSCIENCE IN PSYCHIATRY

The determination of how the human
brain works and what to do when disor-
ders develop is one of the grand chal-
lenges in science and medicine. Although
the human brain shares many design
features with those of other organisms,
there is no doubt that it also has many
unique features. The human brain con-
templates the history of the earth, the
reach of the universe, the origin of its spe-
cies, the genetic blueprint of life, and the
physical basis of its own unique mental
existence. Nevertheless, animal models
of mental disorders provide invaluable
information about underlying mecha-
nisms, because experiments can be per-
formed in animals that are not possible
in humans. The development of animal
models is completely reliant upon
knowledge gained from patient stud-
ies, which identify phenomena to be
modeled. Furthermore, highly relevant
animal models also exist that are used
to study aspects of normal behavior,
rather than pathology. These models
can be integrated with patient studies
and studies of healthy individuals.

To investigate the mutual influence
of the biological and social environ-
ments and the mechanisms through
which these influences operate, social
neuroscientists, ranging from physicists
to psychologists, epidemiologists to psy-
chiatrists, philosophers to neurobiolo-
gists, and entomologists to zoologists,
have begun to work together in interdis-
ciplinary scientific teams using animal
models, patient studies, and research on
healthy individuals. These interdisci-
plinary collaborations have capitalized
on a variety of methods and techniques,
ranging from behavioral studies of
implicit processes in lesion and split-
brain patients to volumetric and neuro-
imaging studies across scales of neural
organization in chimpanzees or healthy
humans, to cellular and molecular tech-
niques in genetics and epigenetics. Even
well-traveled techniques, such as meta-

132

analyses and electroencephalography,
have seen upgrades that, for instance,
permit investigations of the source and
chronoarchitecture of the neural sub-
strates of social processes (13-16). Im-
portantly, the development of experi-
mental manipulations of neural process-
es in humans through, for instance, the
use of pharmacology or transcranial
magnetic stimulation has also helped
determine the causal significance of spe-
cific neural regions in social cognition,
emotion and behavior. Finally, increases
in computational speed and novel ap-
proaches for the analysis of extremely
large datasets are creating opportunities
to address questions across multiple lev-
els of organization.

The potential for advances in our
understanding of mental disorders in
their various forms is heightened by an
integration of information from multi-
ple levels of scientific inquiry, from the
social to the behavioral to the molecu-
lar and genetic levels (9). Mapping
across systems and levels (from genome
to social groups and cultures) requires
basic, applied and clinical studies; inter-
disciplinary expertise; comparative as
well as patient studies; innovative meth-
ods and integrative conceptual analysis.
Multilevel analyses of psychopathology
require a range of expertise that is not
likely to be found in solitary investigators.

One can distinguish multidisciplinary
from interdisciplinary approaches in
this regard. While multidisciplinary re-
search is characterized by the aggrega-
tion of expertise, interdisciplinary re-
search is defined by synergies among
experts that can transform both science
and scientists. Interdisciplinary scientif-
ic research is riskier than multidiscipli-
nary research, since it is a group product
rather than the simple sum of its individ-
ual products. Accordingly, interdisci-
plinary teams are more subject to failure
than solitary and multidisciplinary sci-
entific efforts. But with this higher risk
also comes a potential for higher pay-
offs. When interdisciplinary teams work-
ing on mental disorders succeed, they
have the potential to produce signifi-
cant scientific innovations, make prog-
ress in solving what were thought to
be intractable problems, and develop

more effective diagnostic procedures
and treatments.

Social neuroscience facilitates such
interdisciplinary development as well
as allows an increase in communication
and collaborations among scientists
and physicians. For the past 20 years,
social neuroscience has experienced a
dramatic rise in the number of studies
investigating mental illness which in-
volve social behavioral disturbances.
In the following section, we provide
some examples of this research. The
scope of social neuroscience and its rel-
evance to psychiatry goes well beyond
these examples, however. For instance,
important advances have also been
made showing: a) how gene regulation
changes complex cognitive functions,
including learning and memory, and
then causes several developmental and
mental disorders effecting language and
social functioning (17,18); b) a role for
epigenetic mechanisms in long-term
memory formation (19,20), and c) the
effects of early social stress on gene reg-
ulation and the epigenome, which then
leads to long-lasting changes in behav-
ior, cognition, mood and neuroendo-
crine responses predisposing to or shel-
tering from stress-related diseases later
in life (21-23).

An example of the impact of social
stress on gene regulation is provided by
population-based research on older
adults, reporting that perceived social
isolation (loneliness), a chronic social
stressor, is associated with the differen-
tial expression of pro-inflammatory
and antiviral genes (a pattern known as
the conserved transcriptional response
to adversity) (24-26). The altered gene
expression profiles in plasmacytoid
dendritic cells and monocytes appear
to be the key cellular mediators of the
human immune system’s transcription-
al response to chronic loneliness. These
two myeloid lineage antigen-presenting
cells contributed disproportionately to
the set of transcripts differentially ex-
pressed in the circulating leukocytes of
chronically lonely individuals, whereas
genes expressed by other cell types
showed little differential expression
as a function of loneliness. Consis-
tent with the hypothesis that central
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nervous system-mediated differences in
neural or endocrine signaling are
responsible for such effects, differential
expression of monocyte- and dendritic
cell-derived transcripts was strongly
associated with the subjective experi-
ence of social isolation but showed no
significant relationship to objective
social network size (24).

Analyses also showed that the ob-
served differences of gene expression
profiles in antigen-presenting cells do
not stem from differences in the preva-
lence of those cell types within the circu-
lating leukocyte pool, but instead reflect
per-cell changes in the expression of
inducible genes that are flexibly tran-
scribed depending upon environmental
conditions. Thus, among all the cell
types within the circulating leukocyte
pool, plasmacytoid dendritic cells and
monocytes appear to show a unique
degree of transcriptional sensitivity to
the experienced social environment.

Recent molecular mechanistic analy-
ses have confirmed that experimental
induction of social threat in a mouse
model (comparable in key respects to
the sense of social threat experienced by
lonely humans (27)) causally increases
bone marrow production of an imma-
ture, highly pro-inflammatory subtype
of monocyte (28). Pharmacologic and
biochemical analyses of glucocorticoid
transcriptional control in the mouse
model have identified a key role for
sympathetic nervous system signaling
in driving the hematopoietic produc-
tion of glucocorticoid insensitive mono-
cytes through a beta-adrenergic recep-
tor-mediated pathway involving the
myelopoietic growth factor GM-CSF
(28).

Loneliness has been shown to in-
crease a person’s susceptibility to de-
pressive symptomatology (29,30) and
is associated with a variety of mental
disorders (31). Therefore, future molec-
ular studies focusing on gene expres-
sion or other putative functional inter-
mediates have the potential to shed
new light on the underlying mecha-
nisms by which loneliness influences
susceptibility to mental disease.

THREE ILLUSTRATIVE MENTAL
DISORDERS

Recent neuroimaging research in
social neuroscience has examined how
the functioning of neural circuits in
patients differs from that of controls.
Rigorous analyses of social behaviors
and disorders have identified compo-
nent processes that may serve as a
landmark for better understanding
aspects of these disorders. We provide
here a brief review of recent work on
the neural underpinnings of social
behavioral disturbances associated with
three mental disorders.

Major depressive disorder

Major depression is a mental disor-
der with an estimated lifetime preva-
lence rate of 15-17% (32). Theories of
depression point to a disruption of
interpersonal processes (33) as well as
of neural systems involved in socio-
emotional processes (34). Individuals
suffering from depression, as well as
those at risk for depression, evidence a
range of social deficits and appear to
generate their own stressful social
interactions (35-37).

The development of the concept of
major depression (38), the experimen-
tal study of major depression in ani-
mals, and neuroimaging studies in
humans have shed new light on how
neural systems may be involved in this
condition (34,39,40). For instance, with
the introduction of functional neuroim-
aging techniques - such as positron
emission tomography (PET) and func-
tional magnetic resonance imaging
(fMRI) - various candidate brain areas/
networks for major depression have
been proposed (41-43).

A number of studies have examined
the neural correlates of abnormal emo-
tion regulation processes, which are a
core feature of the disorder (44-50).
Because neuroimaging studies generally
include a small sample size (e.g., ranging
from 9 to 44), many of these neuroimag-
ing studies lack sufficient statistical pow-
er (43). Low statistical power reduces
chances of detecting true effect (51). It

is, therefore, important to keep in mind
that the meta-analytic approach to func-
tional imaging studies of major depres-
sion often provides a more accurate pic-
ture (43).

From the ensemble of these neuroim-
aging investigations and meta-analytic
studies, a cortico-limbic model of major
depression has become to emerge (41-
43,52-55), postulating a dysfunction of
seven key areas (lateral, medial and
orbital parts of the prefrontal cortex; the
subgenual and rostral parts of the anteri-
or cingulate cortex, the hippocampus
and the anterior thalamus) within and
beyond the limbic system. Interestingly,
this cortico-limbic model of major de-
pression not only suggests a hyperactivi-
ty of the limbic system but also a dysre-
gulation of the prefrontal cortex (56).

This model fits with another one
proposed by Phillips et al (47,48,57) for
emotion regulation, identifying two
main parallel systems: a) a ventral sys-
tem (including the amygdala, insula,
ventral striatum, ventral anterior cingu-
late gyrus, ventromedial prefrontal cor-
tex and medial orbitofrontal cortex),
which is important for the bottom-up,
automatic emotional evaluation of
salient stimuli and the generation of
emotional states; and b) a dorsal system
(e.g., dorsal anterior cingulate gyrus;
dorsal prefrontal cortex), which is
assumed to play a crucial top-down
cognitive role in the voluntary regula-
tion of these emotional states (47,48).

A recent review including 40 fMRI
studies and one PET study (44) rein-
forced (and specified) the role of the
cortico-limbic model in major depres-
sion by dissecting it with respect to six
emotion regulation subprocesses: auto-
matic behavioral control, voluntary be-
havioral control, automatic attentional
control, voluntary attentional control,
automatic cognitive control, and volun-
tary cognitive control. In brief, the
review showed that major depression
is associated with abnormal hypoacti-
vation of lateral prefrontal cortices,
especially during voluntary control of
emotional experiences, while automat-
ic emotion regulation is achieved by
activation of other brain areas, such as
the medial prefrontal regions, including
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the rostral and dorsal anterior cingu-
late gyrus (44).

These neuroimaging results suggest
that depression is associated with dys-
functions in specific brain regions in-
volved in emotion regulation, impulse
control and affective responding, with
social variables playing a role both as a
contributing factor and as a conse-
quence of the altered affective process-
ing and executive functioning.

Because of the high heritability of
depressive symptoms (58-60), many
investigators have examined the role of
genetic factors. Several studies have
focused on putatively functional poly-
morphisms, but only a few of these
genes have been confirmed in subse-
quent studies and meta-analyses (61).
Pezawas et al (62), for instance, found
that subjects with the short allele of
a functional promotor polymorphism
of the serotonin transporter gene
(5-HTTLPR) had a decreased volume
of both the amygdala and the subgen-
ual prefrontal cortex, and showed a
functional uncoupling of the subgen-
ual-amygdala circuitry. Individuals with
this allele had increased anxiety-related
temperament traits, increased amygdala
reactivity, and an elevated risk of de-
pression. A large meta-analysis sup-
ported the interaction of the short allele
of 5-HTTLPR and stressors in the etiol-
ogy of depression (63).

Although genome-wide association
studies (64) have identified interesting
regions and potential new candidate
genes for various mental disorders, ear-
ly studies were sometimes difficult to
replicate (65). Both technical improve-
ments and larger sample sizes have
produced more consistent results for
major depression, but it is clear that
even larger samples and meta-analyses
of multiple data sets are required
(66,67). The study of intermediate phe-
notypes provides a valuable approach:
these are heritable characteristics that
co-segregate with a disorder but are
not a direct consequence of the disor-
der and can be quantified in both
affected and unaffected individuals. It
has been suggested that intermediate
phenotypes may be influenced by a
smaller number of genes as compared
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to mental disorder, simplifying gene
discovery. Component social processes
that differentiate depressed and non-
depressed patients, such as perceived
isolation — which has been shown to be
about 50% heritable (68,69) - repre-
sent a potentially fruitful class of inter-
mediate phenotypes.

The identification of neurobiological
markers of depression may help psy-
chiatrists target specific neural process-
es and regions and to personalize anti-
depressant treatments. However, when
the depression is triggered by a repeat-
able environmental event (e.g., stressful
life circumstances or relationship prob-
lems (29,70)), the exclusive reliance on
a pharmacologic treatment may leave
the patient at risk for relapse. A person-
alized suite of treatments informed by
the field of social neuroscience can sig-
nificantly improve outcomes.

Antisocial personality and
psychopathy

Antisocial personality disorder is
marked by a range of social aberrations
involving indifference to and violation
of the rights of others. The related
but more narrowly defined concept of
psychopathy focuses on social (e.g.,
untruthfulness, superficial charm, unre-
sponsiveness in interpersonal relations)
and socio-emotional features (e.g., defi-
cits in social emotions such as remorse
or shame, incapacity for love, shallow
affect) (71,72).

During the past decade, a growing
number of neuroimaging studies have
investigated the neural substrates of
antisocial behaviors and psychopathy
(73-82). These investigations indicate
that, when individuals with psychopa-
thy imagine or observe others in pain,
brain areas necessary for feeling empa-
thy and concern for others (e.g., dorsal
anterior cingulate) are less activated or
fail to become active, and connections
between these regions and other impor-
tant regions involved in affective proc-
essing and decision-making are weaker
than in the normal population.

Diminished response to cues of
threat or punishment have been hy-

pothesized to mediate the failure to
learn from punished responses, the cal-
lous exploitation, the lack of remorse,
and the focus on immediate rewards
that characterize psychopathy. Consis-
tent with this notion, an fMRI investiga-
tion revealed that the limbic—prefrontal
circuit (involving amygdala, orbitofron-
tal cortex, anterior insula, and anterior
cingulate cortex) that was activated dur-
ing fear conditioning (using slides of neu-
tral faces) in normal individuals was not
activated in psychopaths (83).

Relatedly, psychopathy has been asso-
ciated with deficient autonomic respon-
ding in anticipation of threatening events
(84) and inhibited startle to negative
emotional stimuli (e.g, victim scenes)
(85). Prefrontal functional impairments
have been proposed to relate to the
behavioral and affective deficits seen in
psychopathy (86), as structural studies
suggest that antisocial personality disor-
der is associated with reduced prefrontal
gray matter volume and that these pre-
frontal gray deficits are reflected in
diminished electrodermal responses
(87).

Hicks et al (88) investigated the hy-
pothesis that primary psychopathy
(affective-interpersonal features) is pre-
dominantly heritable, whereas second-
ary psychopathy (social deviance) is
primarily environmentally determined.
Trait-based indices of primary and sec-
ondary psychopathic tendencies were
assessed using the Multidimensional
Personality Questionnaire (MPQ) to
estimate fearless dominance and im-
pulsive antisociality, respectively, and
the environmental contexts of family,
school, peers, and stressful life events
were also evaluated. MPQ impulsive
antisociality was primarily associated
with environmental risk factors, and
these environmental influences were
greater than for MPQ fearless domi-
nance. However, MPQ fearless domi-
nance and impulsive antisociality
exhibited similar heritability, and
genetic effects appeared to mediate
the associations between MPQ impul-
sive antisociality and environmental
contexts. The authors concluded that
gene-environment interactions rather
than main effects of genes and en-
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vironments may account for the differ-
ential environmental correlates of pri-
mary and secondary psychopathy.

In sum, recent investigations of dif-
ferences between patients and controls
in the neural underpinnings of em-
pathy to other’s pain have been espe-
cially informative. Social neuroscience
research in this area is still nascent,
however, as the number of specific
component social processes whose
neural and genetic mechanisms have
been investigated in patients and con-
trols remain quite limited.

Hypoactive sexual desire disorder

There is now a sizeable literature in
psychiatry and psychology on female
hypoactive sexual desire disorder, which
is defined in the DSM-IV as “persistent-
ly or recurrently deficient (or absent)
sexual fantasies and desire for sexual
activity” that cause “marked distress or
interpersonal difficulty”. Epidemiolo-
gical studies report that about 40% of
American women between 20 and 70
years of age have problems with low
sexual desire (89). The disorder has a
negative impact on quality of life of
both the individual and the couple (89-
91).

Social neuroscientists have begun to
investigate hypoactive sexual desire
disorder because of the importance of
understanding the brain regions and
networks involved if new and more
effective interventions are to be devel-
oped. Although this is still a nascent
area of research, the extant work sug-
gests the importance of central, in con-
trast to peripheral, processes in both
healthy individuals and patients (92),
and the brain regions and networks
associated with sexual desire vs. love
are beginning to be identified.

In healthy subjects, recent neuroim-
aging studies have shown that sexual
desire involves not only emotion-related
limbic areas, such as the amygdala,
hypothalamus, hippocampus, ventral
striatum, and insula, but also a distribut-
ed cortical network including (but not
restricted to) three main areas: anterior
cingulate, parietal lobule, and middle

temporal gyrus/posterior superior tem-
poral sulcus (93). The distributed nature
of this network in healthy subjects high-
lights how sexual desire involves brain
areas that mediate different functions,
such as reward mechanisms (e.g., ventral
striatum) and higher-order cognitive
processes associated with social cogni-
tion, self-representation, body image,
and attention (94). Together, the func-
tions of this brain network support the
view of sexual desire as a phenomenon
driven not only by bottom-up influences
but also top-down influences from past
and integrated rewarding bodily self-
related experiences, combined with sen-
sory (e.g., visual) and emotional process-
ing (93,94).

Neuroimaging studies in people with
sexual desire disorders constitute a
unique opportunity to investigate the
putative role of these underlying brain
processes (95-98). Using PET, Stoleru
et al (95) demonstrated differential
brain activation to visual erotic stimuli
between men with hypoactive sexual
desire disorder and healthy men.
Whereas healthy men showed decreased
activity in the medial orbitofrontal
region, men with the disorder showed
no such decreased activity to the erotic
stimuli. The authors interpreted this dif-
ference as due to the maintenance of
inhibitory control when men with the
disorder viewed erotic stimuli. Men with
hypoactive sexual desire disorder, com-
pared to controls, also displayed greater
deactivation in emotion-related brain
regions (such as the anterior cingulate)
and in brain regions mediating motor
imagery processes, somatic experiences,
and self-representation (e.g., the second-
ary somatosensory cortex).

Subsequent neuroimaging studies in
this field, performed with fMRI and
female participants (97,98), reinforced
Stoleru’s findings. In brief, these stud-
ies revealed two distinct types of neural
changes in participants with hypoac-
tive sexual desire disorder relative to
healthy controls. Women with the dis-
order showed a hypoactivation in the
sexual desire brain network that is typi-
cally activated in healthy participants
(e.g., posterior insula); and a hyperacti-
vation in three specific brain regions

that are not typically activated in
healthy participants: the inferior parie-
tal lobule, inferior frontal gyrus, and
extra-striate visual cortex.

This is in line with current hypotheses
about reduced sexual desire (99), which
suggest that hypoactive sexual desire dis-
order may result from hypofunctional
excitation, hyperfunctional inhibition,
or some mix of the two. Interestingly,
these findings also echo Masters and
Johnson’s, Kaplan’s and Barlow’s clini-
cal concept of “spectatoring” (100,101),
which assumes that deficits in sexual
functioning may be (at least partly)
associated with inhibited excitement
due to a disruption in the processing
of erotic stimuli and a shift in atten-
tional focus from erotic stimuli to self-
monitoring of sexual response (i.e.,
self-focus attention).

This hypothesis needs further test-
ing, but these results provide insights
into the brain processes underlying sex-
ual desire disorders as well as anoma-
lies in social information processing
in hypoactive sexual desire disorder.
More generally, this work illustrates
the potential value of social neurosci-
ence - from analyses of regional brain
activity to the dissection of component
social structures and processes - to bet-
ter specify the mechanisms underlying
a mental disorder and to develop more
proximal and effective targets (e.g,
pharmacologic, neural, cognitive, social)
for intervent