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Letter to the Editor ‘

Should schizophrehia still be named so?

Keshavan et al. (2013) seemn open to discuss whether the term schizo-

phrenia should be renamed. Recently, we conducted a global survey of

renaming schizophrenia, the results of which we intend to share in
hopes of encouraging further discussion. In 2002, the Japanese Society
of Psychiatry and Neurology changed the official term for schizophrenia.
Its corresponding Japanese term had been “seishinbunretsu-byo,” literally
meaning “split-mind disease”, and it was changed to “togoshitcho-sho,”

_~~.meaning “loss of coordination disorder” (Kim, 2002; Sato, 2006). South

i
%

) Korea followed this movement, and changed the term for schizophrenia

“"in 2011 from “jeongshin-bunyeol-byung,” an expression equivalent to

“split-mind disorder,” to “johyun-byung,” meaning “attunement disorder”
(Park et al,, 2012). The climate toward accepting this change has been
particularly prominent in countries where the Chinese writing system
is used, such as Japan and South Korea; however, it is also developing
in Europe (van Os, 2009; George and Klijn, 2013). When Maruta and
Timori conducted a survey in 2008, 53% of experts said that the term
“schizophrenia” (even in English) had a stigmatizing meaning (Maruta
and limori, 2008).

We investigated how schizophrenia experts perceive the possible
renaming of schizophrenia in the midst of the revision process for the
International Classification of Diseases and Related Health Problems
(ICD) initiated by the World Health Organization. We surveyed
the members of the Sections on Schizophrenia of the World Psychiatric
Association (N = 35) and those of the European Psychiatric Association
(N = 44). The memberships of 13 individuals were found to overlap
and their response was treated as that of one respondent. The question-
naire was sent via e-mail to 66 members, and 38 members (57%)
responded. The mean length of their career as a psychiatrist was
25 years (SD = 11 years). This survey was carried out from April to

, Vay, 2013.

A

<,

.~ The idea of renaming seemed somewhat supported, with 57% of the

respondents expressing their opinion that the term “schizophrenia”
was not appropriate. A total of 84% of such individuals thought schizo-
phrenia denoted stigma, 72% of which explicitly supported renaming
schizophrenia. Concerning the timing of renaming, 57% of the respon-
dents thought that it would be desirable to bring about the change by
the publication of the 11th revision of the ICD (ICD-11) (Table 1).

In addition to appropriateness of the term and possible timing for
renaming, respondents were asked about possible alternatives. Of note,
due to the exploratory nature of our study, respondents were allowed
to name up to 3 alternatives, which resulted in over 20 suggested
terms. We observed that the alternatives tended to be centered around
5 themes: (1) nominative (Bleuler's syndrome, Eugen Bleuler syndrome,
Schneider syndrome, Kraepelin disease, John Nash syndrome), (2) fail-
ure in organization (Brain tuning disorder, Discoordination disorder,
Dysfunctional thought disorder, Disorganized disorder, Disorganized
thinking disorder, Thought disorder), (3) failure in integration (Disinte-
gration disorder, Disintegration disorder of the brain, Brain disintegra-
tion disorder, Integration disorder, Integrative mental disorder,
Mind integration failure disorder, Salience dysregulation syndrome),

0920-9964/$ - see front matter © 2013 Elsevier B.V. All rights reserved.
http://dx.dol.org/10.1016/j.schres.2013.11.005

(4) neurodevelopmental process (Developmental psychosis, Neuro-
developmental psychosis, Neurodevelopmental vulnerability disorder,
Vulnerability-based psychosis, Social brain disorder), and (5) others
(Idiopathic psychosis, Endogenous psychosis, Psychosis, Psychosis spec-
trum disorder, Nonaffective (enduring) psychosis, Dopamine dysregu-
lation disorder). It is important to note the presence of multiple
themes among the suggestions: in the absence of a consensus on
what should be the focus for the new term, schizophrenia remains the
most supported term for the condition in question. Also, the possibility
that some respondents may have refrained from explicitly supporting
renaming due to the lack of a viable alternative should be pointed out.
Interestingly, however, renaming “schizoid” and “schizotypal” drew’
only modest interest, with 54% of the respondents considering them as
needing renaming, ‘

Table 1
Questionnaire on the term “schizophrenia”.
Yes No
1. How long have you been working as a psychiatrist?
(Space was provided for an answer.)
2. Do you use the term “schizophrenia” or its equivalent in your language 28 10
when you explain the diagnosis to the patient?
3.Ifyou do not use the word “schizophrenia”, please write the term you use
and which language it is.
(Space was provided for indicating the term and language.)
4, Do you think that the term “schizophrenia” is an appropriate term for the 16 21
disorder?
5. Do you think that the term “schizophrenia” denotes stigma? 31 6

6. If you answered “Yes” to No. 5, should “schizophrenia” be changed to 21 8
another term to reduce stigma?

7. In your language, is the term “schizophrenia” concordant with the
meaning of “split-mind disease”?

1f you answered “No” to No. 7, what does it mean in English?

~ (Space was provided for an answer.)

8. In your country or in your main psychiatric society, is there any actionor 4
movement to change the term “schizophrenia"?

9. If you answered “Yes" to No. 6, please mark when it should be changed.
a) As soon as possible 5 -
b) By the publication of ICD-11
¢) Later 3 -
d) Did not answer “Yes” to Q.6 1 -

10. If you answered “Yes" to No. 6, what term do you think is more
appropriate than the current term, i.e., “schizophrenia”? Please provide
your suggestions below. (Space was provided for suggestions.)

11. Should the new name convey an acceptable scientific concept or
concepts?

12. If you answered “Yes” to No. 11, what scientific concept(s) should be
reflected? (Space was provided for an answer.)

13. If you answered “No” to No. 11, why do you not think so?
(Space was provided for an answer.)

14. Do you think that the terms “schizoid” and “schizotypal” should also be
changed?

15. For question 14, if you answered “Yes”, what terms do you think are
more appropriate instead of the terms “schizoid” and “schizotypal”?
Please write your suggestions below. (Space was provided for suggestions.)

28 5

34

27 4

17 20




306 . Letter to the Editor

‘Some researchers are against renaming schizophrenia (Lieberman
and First, 2007). Indeed, one of the limitations of our study is that it
faxled to finely delineate the relationship between the term “schizo-

phrema" 1tself and its pelcewed stxgma thatis, we do not know whether.

ayttentlon‘ Nonetheless, ‘this survey revealed that many experts do’

think schizophrenia denotes stigma and hence support renaming.
With the publication of the ICD-11 approaching, the authors urge men-
tal health professionals, clinicians and researchers both to re-examine
the appropriateness of the term schizophrenia and to change it if neces-
sary. On a last note, we would like to emphasize that we believe in
renaming schizophrenia by utilizing evidence and knowledge accumu-
lated up to the present, and we hope thatit will result in lessened stigma
and hopelessness felt among the patients and their family members:
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LETTERS

Letters from readers are wel-
eome. They will be published at
the editor’s discretion as space
permits and will be subject to ed-
iting, They should not exceed 500
words with no more than three
authors and five references and
should include the writer’s e-mail
address. Letters commenting on
material published in Psychintric
Services, which will be sent to the
authors for possible reply, should
be sent to Howard H. Coldman,
M.D.,, Ph.D., Editor, at psjournal@
psych.org, Letters reporting the
results of research should be sub-
mitted online for peer review (me.
manuscripteentral.com/appi-ps).

“Prosumers”
and Recovery

To the Editor: In an open e-mail to
his colleagnes, psychologist Frederick
Frese, Ph.D., an acknowledged “pro-
sumer” (a mental health professional
who has experienced mental illness)
pointed out that of 137,000 members
of the American Psychological Asso-
ciation, only ten were known to him
to have revealed a psychiatric history.
Among psychiatrists, some may reveal
their status to trusted friends. How-
ever, very few have been openly willing
to utilize their psychiatric histories as
areas of special expertise. Among these
are Suzanne Vogel-Scibilia, M.D., who
speals often of her diagnosis of bipolar
disorder, and Daniel Fisher, M.D.,
Ph.D., a psychiatrst with a diagnosis of
schizophrenia and a leadership role in
the consumer movement. All acknowl-
edge prior episodes of psychosis and
psychiatric hospitalizations. Yet all are
functioning as practitioners or as na-
tionally known advocates.

Where are the others? Hidden from
view, they presumably are reluctant to
be forthcoming because of their {ear of
stigma and of being demeaned by fellow
professionals. Concerned about being
labeled “impaired,” mental health pro-
fessionals have good reason to hide a
psychiatric diagnosis. In An Unquiet
Mind, noted psychologist Kay Jamison

1278

wrote tellingly of what happened when
she revealed her bipolar disorder to an
old friend and colleague: an immediate
drop in status, an instant perception of
an unforeseen defect,

Prosumers do not reveal their status
because they fear devaluation and mis-
trust of their skills. Yet objectively,
those who are in recovery and intact
enough to conduct their work may also
be viewed as superior in important re-
spects. They are able to control their
symptoms, overcome external and in-
ternalized stigina, and utilize a battery
of coping strategies when confronting
stress. Consider the accomplishments
of the aforementioned mental health
professionals with major wds 1 diag-
noses. For many years Fred Frese was
director of psychology at a large state
psychiatric hospital in Ohio. Dan
Fisher is long-time director of the
SAMHSA-funded National Empow-
erment Center in Massachusetts.
Suzanne Vogel-Scibilia, a former pres-
ident of the National Alliance on
Mental Ilness, has a substantial prac-
tice and is active in the American As-
sociation of Community Psychiatrists. All
have lectured widely and participated
in national policy-making venues. How
many others eould influence policy and
training if they were willing to lend their
personal expertise to these enterprises?

Presumers who are able to function
in their professions are to be admired.
They should be proud to acknowledge
their diagnoses and take credit for their
coping skills in going the extra mile.
Fears of disclosure demean their enor-
mous courage in overcoming deficits
and tuming them ito strengths, They
are our role models for recovery.

Harriet P, Lefley, Ph.D.

Dr. Lefley is with the Departimeni of
Psychiatry, University of Miami School of
Medicine, Miami, Florida.

Alternative Settings:
Unintended
Consequences

To the Editor: The November issue
includes a timely review by Thomas
and Riclavood (1) of vesidential

alternatives to psychiatric hospitaliza-
tion for patients who need acute care.
Their main conclusion was that care
provided in these settings can im-
prove symptoms atJeast as well as care
provided in psychiatric hospitals and
that the alternative settings appear to
he cost-effective, Ata time when saving
money is becoming increasingly impor-
tant, it is essential to look closely at
these findings. The authors noted the
encrmous variation among these ser-
vices. They also remuarked that the
stucies they reviewed did not provide
much detail about the patients and the
actual treatment and support provided.
A recent review of nonresidential al-
ternatives to psychiatric hospitaliza-
tion also mentioned the omission of
such details (2), and we agree with
the authors that these aspects should
be investigated further.

However, there is a point that was
not emphasized by Thomas and
Rickwood. Not only are details lack-
ing about the patients and treat-
ments, but virtually no information
has been reported about what hap-
pens in the rest of the service system
when a “crisis house” is introduced.
Tyrer and colleagues (3) described
the introduction of a home treatment
team and mentioned that the number
of suicides in the catchment area
increased, although none of the patients
who killed themselves were under
the care of the home treatment team.,
It may have been the case that
experienced staff had moved to the
home treatment team and that com-
munity mental health teams thus
became less effective. Something stin-
ilar might happen with the introduc-
tion of crisis houses.

For economic evaluations of resi-
dential alternatives, it is also impor-
tant to observe what happens in other
parts of the system. For example, in-
troduction of a home treatment team
or a residential alternative may increase
the number of empty hospital beds.
Therefore, even though the alternative
setting is cheaper per patient, the in-
creased costs for the system of the
empty beds may mean that offering
care in the aternative setting is more
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expensive than offering standard in-
patient care.

Dieneke A A TTubbeling, M.Sc:;

" M.R.C.Psych,

David Chang, M.BB.S., MR.C.Peych.

The authors are affiliated witle Wanddsworth
Crisis and. Home Treatment Team, South
West London, and-with 5t. George's Tonst,
London, United Kingeom,

Referencen

b Thenas KA, Rickwood 10 Chnleal and
cost-cllectiveness of seute and snbacnte
vesidential mental health senvdces: a0 s
tematic review. Psyehintric Sewviees G4

11401149, 2013

2 Hubbeling 13, Bertean R: Crisis resolution
teams in the UK and elsevhere. Jonmal of
Mental Health 21:285-205, 2012

30 Tyrer B, Gordon ¥, Noormand 8, et b
Controlled comparison of two crisis voso-
tation and howie treatment tewms. Psvelit
atrist 34:50-54, 2010

In Reply: Hubbeling and C,hcmg rajse
n‘npcrtfm’c issues and highlight the fact
that changes in one area of mental
health care have an impact on other
parts of the system: The mental health
care system provides a contimum of
services of tréatment and sapport.
Ideally, clients are able to move be-
tween levels of service according to
changes in their symptoms and well-
being; the aim is to provide cave in the
least vestrictive environment. For
example, both Australia (1) and the

United Kingdom (2) have such a

systenn.

The flow-on ellects of changes in
available services and client move-
ments within a system are difficult to
determine. Doing so requires a sys-
temwide focus rather than evaluation
of unique service types within a system,
which was the type of review we un-
dertook. Collateral elfects of changes in
provision of mental health services were
not reported in any of the research

articles that were m«,luded in our
systematic review.

We acknowledge that a skilled work-
force is essential to the effectiveness of
mental health care and that staft move-
ments within the continuum of services—
or staff movements out of the mental
health care system—will have an
fmpact on the quality of services
provided.

Kerry A. Thomas, B.Sc.(Psych.),
B.Soc.Sc.(Psych.)

Debra Rickwood, Ph.D., B.A..
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ICD-1F and DSM-5
Classifications: A Survey
of Japanese Psychiatrists
To the Editor: The World Health
Organization is currently working on
the 11th yevision of the International
Classification of Diseases” (ICD-11)
(13, and DSM-5 (2) was released in
May 2013. Seme criticized the pro-
cess of developing DSM-5 (3). Thus
we thought that it would be worthwhile
to investigate how Japancse psychin-
trists view the JCD and DSM revision
processes and how they would like the
diagnostic classifications to change.
The aim of this study was to clarify
how ICD-10 (4) and DSM-1V-TE (5)
have been perceived in clinical, ad-
minjstrative, and {orensic settings in
Japan. In addition, we solicited opin-
ions on the diagnostic classifications
proposed for ICD-11. A questionnaire
was mailed in February 2011 to 452
members of the council of the Japa-
nese Society for Psychiatric Diagnosis
and 80 chief professors from every
psychiatry department at universities
in Japan. They were asked to provide
iheir” opinions and  perspectives on
issues regarding diagnostic classifica-

tion in general, rather than on specific”

disorders or domains in the ICD-10
and DSM-IV-TR.

Data were collected from 245 ve-
spondents {response rate of 46%), of
which 219 were men and. 26 were
women. The mean®SD age of re-
spondents was 50.0% 12.9 years, and
the mean length of their experience
as a psychiatrist was 23.9%12.4 years.
[A table presenting the 12 questions
and the responses is available in an
online data supplement to this letter.]

Survey results appeared to indicate
that respondents were rather hesitant -
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about making major dnmg,fw mch as
reorganizing the classification system,

The coexistence of two major dmgnm— ;

tic: systems, namely the ICD and DSM,
has been a concern among many

clinicians, The Research Domain Ci-

teria pmposcd by the National Institute
of Mental Hmllh in ‘the United States
were favorably seen z; ]apmme psy-
chiatyists; 7¢ 4% approved this approach,

Hesitation about making major

changes was evident in responses to
an itent about recent molecular genetic
research suggesting that bipolar disor-
der s closer to %f,lump}nr;nm than to
depression. Respondents were not
comfortable combining bipelar dis-
order und edu/op wrenia as psydmtu
disorders; instead, 69% agreed that
bipolar disorder should cantinue to
be included in the category ol mood
disorders.

Twao items asked zﬁmut the many
“not otherwise specilied” (NOS) di-
agnoses and “comorbid” dmgnosus t}mt
are vielded by the ICD-10 and DSM-
IV-TR. Responses indicated a desire
that revisions to the classification sys-
temis would lead to fewer such di-
agnoses; however, many respondents
acknowledged that NOS and comarbid
diagnoses were an unavoidable out-
come of using f)PPIdil(md} mgnmhc
criteria,

These results were obtained from

Japanese pcyc!u itrists and therefore

cannot be g gaenuah/(,d to psychiatrists

worldwide, However, we hope that

these findings will lep inform ICD-11
revision efforts. o

Toshimasa Maruia, M.D., Ph.D

Yuteka Ono, M.D., Pi.D.

Chihiro Maisumoto, LA,
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Disengagement

in a Torture

Treatinent Program

To the Editor: Treatment programs
for torture survivors often provide
care without specifying discharge
timelines—natural conditions in which
to test service engagement. Although
needs persist in this group (1), variance
in pre- and postmigration stressors (2)
suggests that needs are not uniform-
ly chronic. We used survival analysis
of data gathered from April 2008
to Qctober 2013 at a New York
program to predict disengagement,
hypothesizing  that posttraumatic
stress disorder (PTSD) and associated
characteristics would predict later dis-
engagement and that practices accom-
modating immigrants would predict
eatlier disengagement.

The consecutive sample of 665 was
mostly male (N=397, 60%). The
mean=SD age was 33.93%0.65, 509
(77%) reported formal education
(mode 12 years), and 249 (37%) spoke
functional English. Represented were
75 countries across Africa (N=343,
52%), Asia (N=210, 32%), Europe
(N=83, 13%), and the Americas (N=24,
49%). At intake, 515 patients (77%) had
unstable fimmigration status (undoc-
umented or asylum applicant). A total
of 355 (83%) met criteria for the U.N.
Convention Against Torture, 48 (7%)

1280

met World Medical Association cri-
teria only, and 62 (9%) wet other
criteria. Mean PTSD scores on the
Harvard Trauma Questionnaire (HTQ)
(3) were 2.597 .62 at intake, and 2,14
57 at six-month assessment (N=414,
62 %), indicating improved symptoms.
A total of 305 patients (46%) received
services from French- or Tibetan-
speaking bilingual stadl: others received
services in English (N=227, 34%) or
through telephonic interpreters (N=62,
9%). A total of 556 (84%) used social
services, 529 (80%) used mental health
care (individual and group therapy and
psychopharmacology), and 503 (76%)
received legal assistance.
Disengagement was defined as no
use of services for six months. Mean
days to disengagement was 816.74+
25.85; a quarter (27%) did not disen-
gage. Mean days for receipt of social
services was 756.04%28.16; mental
health care, 618.76226.61; and le-
gal assistance, 604.79%26.00. Predic-
tors of earlier disengagement were age
=95 (hazard ratio [HR}=.62; 95%
confidence interval [CT]=.49-.79), for-
mal education (HR=.68, C1=.49-79),
Luropean country of origin (HR= .61,
CI=.46-.82), functional English
(HR=58, CI=.48-72), not using bi-
lingual stalf (HR= 54, CI=.44-66),
and stable immigration status (HR=36,
CI=.39-.80). Not predicting disengage-
ment were gender, number of perse-
cution types, detention, sexual assault,
head injury, and HTQ scores at intake
and six months. The most parsimoni-
ous Cox regression model predict-
ing earlier disengagement comprised
not using bilingual staff (HR=355,
CI=.44-.69) and stable immigration
status (HR=.55, C1=.39-.80).
Findings suggest that the needs of
half of torture survivors can be re-
duced to a minimal level within two
years. About a quarter may have
chronic needs. Disengagement predic-
tors are consistent with research show-
ing education and English ability to he
associated with multiple positive out-
comes among immigrants (4). Use of
bilingual staff predicted later disen-
gagement, countering a hypothesis and

suggesting that patients” preference
for services delivered by practitioners
who speak their languages (5) prolengs
their care. Null trauma findings may
seem inconsistent with clinical common
sense but reflect research suggesting
that many needs of forced migrants are
due more to displacement than to
trauma severity (2). Programs should
emphasize obtaining stable immigra-
tion status and redouble English edu-
cation efforts.
Andrew Rasmussen, Ph.D.
Eva Keatley, B.S.
Claudia Paz, B.A.
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Towards the ICD-11: Initiatives taken by the Japanese
Society for Psychiatry and Neurology to address needs of

patients and clinicians

LONG WITH A few other neighboring countries,

Japan uses the Chinese writing systems, and our
writing system for the nomenclature of mental disor-
ders is no exception. With the aim of reducing the
stigma associated with schizophrenia, the Japanese
Society for Psychiatry and Neurology (JSPN) played a
key role in changing the term for schizophrenia
in 2002 and dementia in 2004. Specifically, the
equivalent term for schizophrenia was changed
from seishinbunretsu-byo ('split mind dlsease) to
togoshitcho-sho ('loss of coordination disorder’),' and
that for dementia to ninchi-sho (‘cognitive disorder’).

The ICD, which has been published and revised by
the World Health Organization (WHO), is closely
related to the DSM, issued by the American Psychiat-
ric Association (APA). The 5th edition of the DSM?
was just released in May, 2013, and the 11th revision
of the ICD is to be released in the near future. The
new diagnostic categories to appear in these classifi-
cation systems have been" discussed by the JSPN,
which had set up two committees with specific topics
to discuss, respectively, namely the Committee for
the Psychiatric Glossary of DSM/ICD Classification
and the ICD-11 committee.

The term “disorder” has turned out to be especially
problematic for the Committee for the Psychiatric
Glossary, as‘its equivalent term in Japanese, ‘shougat’,
is also an equivalent term for disability (i.e. ‘intellec-
tual disability’). Disorder and disability are two dif-
ferent concepts, and in Japan the question has been
raised as to whether we can or should continue to use
the same word for both disorder and disability.
The implication of this problem is serious, especially
for ‘pediatric diagnoses. Children, understandably
ignorant of this complex issue in our nomenclature,
automatically associate and often equate or confuse
‘disorder’ with ‘disability’ and its resulting handicap.
In other words, a child diagnosed with a mental
disorder faces a great risk of being seen as dis-
abled, which implies irreversibility and a marked

© 2013 The Authors

handicap and further subjects the child to teasing
and alienation.

Aside from the issues inherent to the nature of
translation, there also remains some controversy as to
what terms should be used to refer to specific ill-
nesses, that is, disorder, disease or syndrome.* One
may say that some illnesses are closer in nature to
‘disease’ in that we know their biophysiological
mechanism better than others’; in contrast, some
illnesses may be more appropriately addressed as
syndromes, for our relative lack of knowledge on
their cause, heterogeneity of symptom presentations
among patients with the same diagnostic label, etc.

The Committee for the Psychiatric Glossary has
adapted the following seven criteria for deciding on
an official translation of nomenclature.* The transla-
tion has to: (i) reflect the concept and background of
the nomencdlature; (ii) reflect the difference from and
relevance to the traditional Japanese terminology;
(iii) reflect the original meaning in English; (iv) be as
concise as possible; (v} be self-explanatory enough
for the general public to deduce what symptoms
would be manifested; (vi) be unambiguously distin-
guishable from other disorders and their symptoms;
and (vii) not facilitate prejudice against the patients.

Considerable changes can be seen in parts of the
classification and nomenclature of the ICD-11 and
DSM-5 in comparison to their previous editions. Not
all disorder labels used in the previous editions were
adapted with much transparency in terms of how the
final agreement was reached and for what grounds.
For instance, the term ‘somatoform disorders’, which
first appeared in the 3rd edition of the DSM,” is
expected to be replaced with ’‘somatic symptom
disorders’.

The nomenclature of mental disorders inevitably
goes through changes over time and with accumula-
tion of new scientific knowledge. The recent
movement toward person-centered medicine® is par-
ticularly notable, and it has become a critical factor to
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consider how the nomenclature will be perceived and
understood by the patient who receives the diagnosis.

In Japan, upon the publication of the DSM-5 in May

2013, the glossary committee is planning to publicize
the draft of translated disorder labels and call for
public comments on their website. '

In Japan, because the ICD is used for the national
statistics, the Japanese government launched the Sub-
comumittee of the Classification of Disease and Mor-
bidity and the Statistics Committee of the Social
Coundil of the Ministry of Health, Labor and Welfare

from the outset to revise the ICD-11 and smoothly

introduce the ICD-11 to established organizations
throughout Japan.

The JSPN has established a mechamsm to handle
translatlonk, of the ICD-11 and of material to be used
in field trials. Among the key activities that the JSPN
has taken.a lead in is recruitment for a network called
Global Clinical Practice Network (GCPN),” which is
expected to function as a pool for registrants to par-
ticipate in web-based field studies. At preset the
number of registrants from Japan is more than 700
(as of May, 2013), and it is expected to increase
further. In addition, the JSPN has been successful in
establlshlng the Field Studies Center Network, with
approximately 30 institutions and organizations
nominated nationwide to conduct field studies with
real patients. The first face-to-face meeting was held
with an attendance of the senior project officer from
the WHO i in March 2013. With the ICD-11 projected
to be pubhshecl in 2015, a series of web-based studies
will be conducted, followed by field trials with real
patients. :

To the authors’ knowledge, in the Asxan region. it
appears that no academic society has made collec-
tive efforts of this scale yet, and we hope that the
progress that we have made in Japan will serve as a
useful example: In particular, our experiences in
translation and how we handled difficulties associ-
ated with 1ranslat1on may be relevant to China,
Talwan, Korea and Hong Kong, where the Chinese
writing system is also used. We beheve that the
JSPN, in the series of aforementioned activities, con-
tributes not only to the people of Japan, including

patients, caregivers and health-care professionals

© 2013 The Authors
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alike, but also to the neighboring countries; by pro-
viding a valuable example.
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Objective: To examine the conceptualizations held by psychiatrists and psychologists around the
world of the relationships among mental disorders in order to inform decisions about the structure
of the classification of mental and behavioral disorders in World Health Organization’s International
Classification of Diseases and Related Health Problems 11th Revision (ICD-11). Method: 517
mental health professionals in 8 countries sorted 60 cards containing the names of mental disorders
into groups of similar disorders, and then formed a hierarchical structure by aggregating and disaggre-
gating these groupings. Distance matrices were created from the sorting data and used in cluster and
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correlation analyses. Results: Chmc jans’ taxonomles were rattonat mterpretable and extremefy
stable across countries, diagnostic system used, and profession. Clinicians’ consensus classification
structure was different from ICD-10'and the American’ Psychiatric Association's Diagnostic and Statis-
tical Manual of Mental Disorders 4th Edition (DSM-IV), but' in‘'many respects consistent with ICD-11
proposals. Conclusions:  The clinical utility of the ICD-11 may be improved by making its struc-
ture more compatible with the common conceptual organization of mental disorders observed across
diverse global clinicians. © 2013 Wiley Periodicals, Inc. J. Clin. Psychol. 69:1191-1212, 2013.

Koyvvords mental dlsorders ctassuﬁcatlon Internanonal Classxﬁcatlon of D:seases (ICD) D|agnost|c

and Statistical Manual of Mental Dasorde (DSM) chmca! utﬂlty, cross-cultural apphcab|l|ty, Iow~ and
middle-income (LAMI) countries -

The World Health Organization (WHO) is currently revising the International Classification of

Diseases and Related Health Problems Tenth Revision (ICD-10; WHO, 1992), with'the ICD-11"

slated for approval by the World Health Assembly in 2015. The WHO Department of Mental
Health and Substance Abuse is responsible for managing the technical work of developing the
ICD-11 chapter on mental and behavioral disorders, within the context of broader policies

developed by the overall ICD-11 classifications team. Serious problems with the clinical utility

of both the ICD-10 and the American Psychiatric Association’s Diagnostic and Statistical
Manual of Mental Disorders 4th Edition (DSM-IV) classifications of mental disorders are widely
acknowledged (e.g., Andrews et al., 2009; Kendell' & Jablensky, 2003: First, 2010). Some of these
problems are: (a) extensive use of “Unspecified” or “Not Otherwise Specified” categories of no
informational value; (b) artificial and inflated comorbidity among mental disorders categories;
(c) many of the distinctions clinicians are asked to make in diagnostic classification systems have
no relevance for treatment, while important diagnostic heterogeneity in other areas is obscured;
and (d) the sheer complexity of current diagnestic systems, with each revision including more
categories, more subtypes, and more specifiers (see Reed, 2010).

A major goal of the WHO Department of Mental Health and Substance Abuse for the current
revision is to improve the clinical utility of this part of the ICD-11 (Reed, 2010; International
Advisory Group for the Revision of ICD-10 Mental and Behavioural Disorders, 2011). “People
are only likely to have access to the most appropriate mental health services when the conditions
that define identification; eligibility and treatment selection are supported by a precise, valid,
and clinically useful classification system” (International Advisory Group for the Revision of
ICD-10 Mental and Behavioural Disorders, 2011, p. 90). In order for the ICD-11 classification
of mental and behavioral disorders to be a more effective tool for meeting international public
health goals, the new system will need to be usable for implementation throughout the world at

the point where people with mental hedlth needs are most likely to come into contact w1th the

health system.

What Is Clinical Utzlzty and Why Is It Important to WH 0?

For the purpose of this program of work and dlawmg on previous deﬁnmons of clinical utll—
ity (First et al., 2004; Kendell & Jablensky, 2003; Mullins-Sweatt & Widiger, 2009), WHO
has conceptualized the clinical utility of a classification, construct, or category for mental and
behavioral disorders as: (a) its value in communicating (e.g., among practitioners, patients,
families, administrators); (b) its implementation characteristics in clinical practice, including
its' goodness of fit (i.e., accuracy of descrlptwn) its ease of use, and the time required to
use it (i.e., feasibility); (c) its usefulness in selecting interventions and makmg ‘clinical man-
agement decisions; and (d) the extent to which it is associated with improvements in clini-
cal outcomes at the individual level and in health status at the population level (see Reed,
2010).

WHO is interested in’clinical utility because it is critical to the interface between clinical
practice and health information. Global health care systems are overburdened; clinicians are
under enormous time pressure, and only a very small minority of persons with mental health
needs will ever see a specialist mental health professmnal A mental disorders classification that
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is difficult and cumbersome to implement in clinical practice and does not provide information
that is of immediate value to the clinician has no hope of being implemented accurately at
the encounter level in real-word health care settings (Reed, 2010; Roberts et al., 2012). In that
event, clinical practice will not be guided by the standardization and operationalization of
concepts and categories that are inherent in the classification, and important opportunities for
practice improvement and outcomes assessment will be lost. In turn, a diagnostic system that
is characterized by poor clinical utility at the encounter level cannot generate data based on-
those encounters that will be a valid basis for health programs and policies, or for global health
statistics. , ' B

Clinical Uz‘iliz‘y and the Architecture of Diagnostic Classification

The appropriate architecture of a diagnostic classification of mental and behavioral disorders is
anissue that has received substantial recent attention. Andrews et al: (2009) offered a particularly
ambitious proposal of five broad clusters of mental and behavioral disorders and examined the
evidence for these a priori clusters based on eleven “validators.” The authors claimed' that
such a simplified structure would enhance clinical utility by reducing complexity. However; this
reduction in complexity was partly due to the fact that more than half of existing mental disorders
categories were not encompassed by the five groupings (First, 2009). The authors did not explain
the mechanisms through which an improvement in clinical utility would dccur or provide any
supporting evidence for this claim, which was strenuously challenged in a series of commentaries
published simultaneously with the proposals (First, 2009; Jablensky, 2009; Wittchen, Beesdo, &
Gloster, 2009).

Andrews and colleagues’ implicit perspective is that what is most important in creating
the structure of a mental disorder classification is to reflect the most current and accurate
scientific understanding about the “true” relationships among mental disorders. Unfortunately,
as Jablensky (2009) and Wittchen et al. (2009) pointed out, a review of currently available evidence
does not provide uniform or definitive support for one particular architecture. Moreover, Hyman
(2010) has suggested that the foundation for such an eflort is shaky when many of the disorders
themselves may not be valid and distinct disease entities; it is' not possible to have a valid
biomarker for a fictive category. ' ' ' '

From a clinical utility perspective, particularly in terms of improving the interface between
health information and clinical practice, the most important and desirable features of a classifi-
cation’s organization would be that (a) it helps clinicians find the categories that most accurately
describe the patients they encounter as quickly, easily, and intuitively as possible and (b) the
diagnostic categories so obtained would provide them with clinically useful information about
treatment and management. An organization based on Andrews et al.’s (2009) “validators”
would not contribute to this objective unless individual data for these parameters (e.g., genetic
risk factors, biomarkers) were routinely available in the clinical setting and contributed mean-
ingfully to treatment and management decisions, which for many of them is clearly not currently
the case. ' & ‘ ‘ .

Given current technology, it is possible to develop a comprehensive and uniform taxonomic
system ‘that underlies a classification, with unique identifiers for each individual category to
facilitate interoperability across different applications that are distinct from how those categories
are presented to users. For example, the structure and logic of airline reservation codes are
meaningless to most travelers—who are more concerned with the date, time, and destination
of their flights—but perfectly interpretable to computers. The underlying architecture of the
identifiers is completely independent of how that information might be presented to users for
a particular purpose. As an illustration of a similar process, different Amazon.com users can
find the ‘'same book by searching under mysteries, bestsellers, the works of a particular author,
or books published in June 2011, rather than having to use the 10-digit International Standard
Book Number (ISBN) of the International Organization for Standardization (ISO) to make
their purchase; that is, the unique identifier for each book—its code in the classification—
is independent of how the material is presented to the user, because the presentation can be



