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recipients and the priority target of this significant change. While
the fate of a person with schizophrenia was almost unavoidably
a long-term instituzionalization, nowadays the bulk of care to
patients with this disorder is provided, inter alia, in a variety ofout
patient and non-hospital settings. In parallel with the institutional
change, our knowledge of the disorder and of the effectiveness of
different treatment options has dramatically improved. All these
transformations are reflected in substantial changes in several
indicators affecting the life of people of schizophrenia: general
mortality rates, suicide rates, life expectancy, comorbidity rates,
average length of hospitalizations, quality of life, employment
opportunities, etc. All these changes on tum have challenged the
'social' (as opposed to the 'natural') history to the disorder. This
paper will provide an overview of the main institutional changes
occurred in the course of this century, will show how they have
affected the life of people with schizophrenia and will point to the
most sensible and reliable indicators of this global transformation.

526·2
WHEN AND HOW DOES SCHIZOPHRENIA LEAD TO SO
CIAL DEFICITS?

H. Hafner-, W. Loffier, K. Maurer, W. an der Heiden. Central
Institute ofMental Health. D-68I59 Mannheim. Germany

We studied the course of schizophrenia in a population-based
sample: 1) 232 first episodes of schizophrenia of a broad diagnosis
retrospectively from onset to first admission, 2) in a representative
subsample of 115 first episodes prospectively from first admission
on at 5 cross-sections over 5 years. 3/4 of the cases began with
a prodromal phase lasting 5 years on average and free of positive
symptoms. Only 18% had an acute onset within 4 weeks before
first admission, and only 7% began with purely positive symptoms.
In 57% of the sample social disability (Disability Assessment
Schedule score 22) emerged before first admission (on average 2 to
4 years before). Schizophrenics at onset did not differ significantly
from healthy controls in social status. Before first admission,
however, they suffered considerable deficits in social ascent.

75% of schizophrenics fell ill before age 30, men 3 to 4 years
earlier than women. The proxy variables of the disorder - initial
symptoms, type ofonset etc., showed no significant sex differences.
Socially negative behaviour and substance abuse were considerably
more frequent among schizophrenic men than women. Even the sex
difference in age of onset meant slightly better social conditions
at onset for women than men. By logistic regression we could
show that an earlier age of onset and socially negative behaviour
of young men at the time of the first episode had a significantly
unfavourable impact on 5-year social outcome.

The symptom-related course showed great interindividual vari
ability, but stability without any clear-cut improvement or deteriora
tion of group means. As a whole, social outcome was clearly better
for schizophrenic women than men because of women's slightly
higher level of social development at onset and better adjusted
illness behaviour. Considering their high level of social develop
ment at onset, late-onset patients, however, showed considerable
downward drift. Nevertheless, their social outcome was better than
in the early-onset group. The most important implication of these
findings is a need for early detection and intervention.

526·3
THE INFLUENCE OF DISCRIMINATION AND STIGMA ON
THE LIFE OF PATIENTS AND THEIR RELATIVES

Julian Leff. Institute ofPsychiatry, De Crespigny Park, London SE5
8AP, UK

The heavy stigma attached to mental illness, particularly schizo
phrenia, by the public affects patients and their families. Patients
find it very hard to gain employment once their history of illness
is known. They also meet difficulties in being accepted in social
situations. Relatives feel embarrassed to reveal the illness to other
family members and friends, and as a result they lose the support
of their natural social networks.

Two surveys of neighbours in streets with sheltered housing for
the mentally ill showed that there was a great deal of ignorance
about schizophrenia. In particular people confused mental illness
and learning difficulties. They saw the mentally ill as being unpre
dictable, difficult to communicate with, and dangerous, although
the latter was mentioned by less than a quarter of the respondents.

An encouraging feature was that there was a great deal of good
will expressed towards the mentally ill and a desire for information.

These surveys were followed by a controlled trial of a campaign
to educate the neighbours in one of the streets. The campaign
included an educational meeting with a video and leaflets, social ac
tivities in the sheltered house, and door-to-door discussions with the
residents. Compared to residents in the control street, neighbours
exposed to the campaign showed a reduction in fear of the mentally
ill, an increase in intentions to socialize with the patients, and
a fair amount of social contact with them. Experimental patients
had significantly more contact with their neighbours than control
patients.

526·4
DO MODERN CARE AND TREATMENT IMPROVE THE
QUALITY OF LIFE OF SCHIZOPHRENICS AND THEIR REL
ATIVES?

Ruth E. Taylor, Morven Leese, Paul Clarkson, Frank Holloway -,
Graham Thomicroft. Section of Community Psychiatry (PRiSM);
Institute ofPsychiatry, de Crespigny Park, London. UK

Background: This paper reports the impact on the quality of life
(QOL) of patients with psychosis of an intensive compared to a
standard model of community care.

Method: An epidemiologically representative sample of 514
patients was identified all of whom had an ICD 10 diagnosis of
psychosis, and were living in two geographical sectors in South
East London. A random sample of these from each sector were
interviewed with a variety of research measures at baseline, and
at a two year follow up point. Between baseline and follow up
servIces within the intervention sector were reorganised. Quality
of life was measured using the LancashIre Quality of Life Profile.
138 patients had QOL data at both time points.

Results: The two overall QOL measures - global QOL and the
average of the domain specific scores, were remarkably stable over
time. There were no within sector significant changes on these
overall measures, nor was there any evidence of an effect of the
intervention of these QOL measures. For individual QOL domains
there was weak evidence for an improvement in living situation
domain in the intensive sector, and it is suggested that this may
be accounted for by the large drop in inpatient admissions in the
intensive sector. In both sectors objective QOL was poor, and there
was little change over time in any of the objective indicators except

https://doi.org/10.1016/S0924-9338(99)80118-7 Published online by Cambridge University Press

https://doi.org/10.1016/S0924-9338(99)80118-7


164s S27. The global burden ofmental disorder - supporting the response ofgovernments and non governmental organizations

inpatient admissions, and a suggestion of increased social activity
in the intensive sector.

Conclusion: This study failed to find an effect of an intensive
model of community care on quality of life in people with psy
chosis. However the intervention failed to change the objective
QOL indicators, nor were there changes on other measures of
symptoms and disability. It therefore remains unclear whether
the negative result indicates an insensitivity to change of QOL
measures, or whether the intervention failed to produce the kind of
changes in mental health and functioning which would be reflected
in improved quality of life.

526·5
SCHIZOPHRENIA AS A LIFETIME DISORDER

W. an der Heiden·, H. Hafner. Central Institute ofMental Health.
D-68159 Manllheim. Germany

Fourteen years after their first hospitalization with a diagnosis
of schizophrenia 56 patients of an original cohort of 70 persons
from the former WHO-Disability study agreed to participate in
a research project concerning the long term course and outcome
of schizophrenia. Data from 8 cross-sectional assessments between
index admission and long-term follow-up were at our disposal. The
analysis of course considers different illness dimensions (symp
tomatology, psychological impairments, social disability) as well as
social development. Today, the subjects are more or less isolated.
The agreement of psychopathological findings and impairment
in psychological functioning among the different cross-sectional
assessments is surprisingly high. There is no reduction in the
number of subjects with florid symptomatology over time. The
same is true for impairments. With respect to social disability, the
number of patients with disabilities exceeds the number of patients
with psychological impairments and conspicuous symptomatology
by far. There is also a significant increase of social ~isability over
time. Considering positive (PSE-CATEGO) and negallve symptoms
(SANS) as outcome measures some 60% of the cohort are still
suffering from schizophrenia today; 25% do not show any Signs or
symptoms and another 15% are no longer ~pto?,atic but~ .still
treated with neuroleptics. The number of the mpatlent readmIssIons
per annum decreases significantly in the course of the 14 years. At
the same time the need for outpatient and complementary treatment
increases simultaneously so that the total amount of need for care
remains at the same level.

The results are discussed in the light of findings from the study
of the early course of schizophrenia (Mannheim ABC-Study).
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527·1
"NATIONS FOR MENTAL HEALTH: A NEW WHO ACTION
PROGRAMME ON MENTAL HEALTH FOR UNDERSERVED
POPULATIONS

B. Saraceno. Nations for Mental Health Programme. WHO.
Geneva. Switzerland

Nations for Mental Health aims at improving mental health and
psychosocIal well-being of the world's underserved populations.
The Programme collaborates with governments who wish to take
action to help those suffering from the loss or impairment of
their mental health. These are children living under difficult cir
cumstances, victims of violence, people dependent on alcohol or
other substances, people suffering from acute or chronic mental
illness who are inadequately cared for and people living in extreme
poverty, all of whom suffer from various behavioural or social
problems, or from a defined mental disorder. All of them are
stigmatized and frequently exposed to human rights violations; they
are all in dire need of strong family and community support, more
easily accessible and appropriate interventions by local services
who should be flexible and comprehensive.

These underserved population groups are not only encountered
in the least developed countries but also in developed countries
undergoing rapid changes in the social, political and economic
sphere. They require intensive and sustained support from the Na
tions of the world, through joint cooperation between governments,
NGOs and the specialized agencies of the United Nations system.
Solutions to mental health problems require joint mobilization
of social, economic and political forces as well as changes in
government policies related to education, health and economic
development.

So far, Nations for Mental Health has set up demonstration
projects in Argentina, Belize, Bolivia, Bhutan, China, Egypt. Mar
shall Islands, South Africa, Sri Lanka and Yemen, and projects in
the Russian Federation, Viet Nam and Mozambique will be initiated
in 1998."

527·2
WFMH IN WORLD MENTAL HEALTH: SCIENCE, CON
SUMERS AND PROVIDERS

M.W. deVries. Maastricht University. Department of Psychiatry
and Neuropsychology. Social Psychiatry and Psychiatric Epidemi
ology. and the Institute for Psycho-Social and Socia-Ecological
Research (/PSER). and the World Federation for Mental Health.
Maastricht. the NetherlandJ

International agencies such as WFMH have realized that a sig
nificant part of the world health burden is due to mental health
problems; research, interventions and prevention of behavioral
and mental health problems have been called for. WFMH has
responded to this call by upgrading its grass roots organization to be
more action oriented, regional responsive, scientifically informed
and interactive with the full range of partners in mental health.
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