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憂鬱症與自殺防治：

流行病學與應用系統理論之學習

服務機關：行政院衛生署草屯療養院
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派赴國家：英國

出國期間：94年9月5日至95年9月4日

公費期間：94年9月27日至95年6月23日

報告日期：95年12月3日

摘要

憂鬱症為二十一世界三大疾病之一，自殺亦連續多年名列國人十大死因之第九位。921地震之後本院負起了南投地區憂鬱症與自殺之防治工作，雖然完成了階段性的政策，並累積了寶貴的臨床經驗，但相關之治療理論根據與研究結果卻比較缺乏。職利用本院94年度公費出國進修之機會，前往英國倫敦進行精神科流行病學與應用系統理論之學習。茲針對此次出國進修之目的、過程（包括出國前的準備、研習機構與課程簡介）、心得與建議做摘要報告，文末並附上相關的課程表與研究主題，其對本院未來在發展相關的業務能有幫助，並留給未來有興趣的同仁做參考。
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本文

一、目的

憂鬱症為二十一世紀的三大疾病之一，亦為自殺之重要危險因子之一，因憂鬱症所造成個人能力的損失、家庭的負擔、社會成本的付出與醫療上的照顧，可謂愈來愈嚴重。另外自殺亦是目前世界日益嚴重的問題，依據世界衛生組織2000年的資料，自殺死亡是各國十大死亡原因之一。而在台灣，自殺死亡已連續多年名列國人十大死因之第九位。本院過去在921地震之後負起南投地區之社區心理衛生工作，其中很重要的公共衛生與臨床業務就是憂鬱症與自殺之防治工作，職亦在過去參與憂鬱症個案與自殺未遂者之臨床診療工作，深感此問題之複雜與重要性，任職五年來，亦逐漸覺得自己於處理此問題上能力的不足，包括精神科研究方法學的熟習、系統化的臨床評估與處置，與個人內在的包容個案與自省能力。自殺行為與個人之心理衛生狀態、家庭支持狀態，及其所處之社會與國家情境都有不同層面之關係，故憂鬱症與自殺防治需要不同層級與專業的介入，一方面需要有實證醫學對於自殺行為之徵兆與危險因子做探討，另一方面更需要以系統觀點來對自殺行為做一恰當的評估、處置與轉介。而相關之心理衛生專業人員亦為系統中之一員，更需要有反省、消化與成長的空間，能透過督導在診療的過程之中同時檢視、包容與消化各種情形，包括個案、與個案之間的關係與自我內在衍生之問題，如此才不會被自殺者內在的無助與外在現實的困難所淹沒，這有賴於對於相關系統理論之訓練與應用。過去在英國有許多自殺研究之工作，而在自殺防治上面也有完整的計畫與經驗，亦有許多學術機構提供國際各精神科從業人員有關精神科流行病學方面的訓練，故職前往英國倫敦大學接受精神科流行病學之碩士訓練，期能修習基本之精神科流行病學方法學，未來能針對各項相關的主題作研究。另外，英國於心理治療的訓練亦相當完整，職亦前往塔維史托中心接受應用系統理論的課程與訓練，期未來能將其運用在自殺未遂個案之診療工作與督導訓練上。故職本次進修計畫期望達到下列目的：

（1） 精神科流行病學方法之學習；

（2） 相關自殺之徵兆與危險因子之研究；

（3） 對於自殺防治計畫之學習；

（4） 學習應用系統理論，並將之運用於臨床之診療中。

二、過程：

（一）出國前的準備

由於臨床業務繁忙，職於此次出國前的準備過程十分倉卒，包括出國前一年申請衛生署所屬機關之進修計畫（時間六個月，經費四十萬）、語文考試（TOFEL與GRE）、詢問國內前輩留學之經驗、選定國家與主題（原選定美國，之後因課程時間與申請因素而更改為英國）與申請國外學校的過程等，過程有賴於本院當時於英國倫敦大學攻讀博士學位之陳錦宏醫師的建議與協助，決定至英國進修，並順利地申請到英國倫敦大學國王學院精神科研究所之精神科流行病學碩士課程（MSc in Psychiatric Research）。因為六個月時間無法完成此訓練，故由職極力爭取延長為一年的時間，之後經前後兩位院長的協助，透過衛生署重新核定，將出國公費時間延長為九個月，經費不變，而進修不足的時間，職利用出國前後兩年的休假與部分的事假來完成。另外出國後本想同時申請於倫敦大學家族治療之臨床理論與訓練課程，無奈此課程與精神科流行病學的研究所課程有衝突，幸當時遇到同在英國倫敦修習應用系統理論與接受家族治療訓練的賈紅鶯博士，她為資深的家庭治療師，亦為我與內人於大學時代輔導中心的老師，提供我許多有關應用系統理論與家族治療的訓練資源與建議，之後經與同時出國進修的台北聯合醫院松德分院的邱智強醫師討論，決定同時申請塔維史托中心的應用系統理論（Applied Systemic Theory）第一年課程。雖然過去曾多次聽過到英國唸書生活的前輩提及英國辦事效率的緩慢，塔維史托中心的申請過程居然出乎我意料之外的，僅花了約兩個禮拜的時間就完成了，期間更有賴陳俊鶯醫師與楊連謙醫師於國內協助我完成推薦函，使我能趕上課程開課的時間。

（二）研習機構簡介

所以我的訓練機構分為兩個部份，一個為國王倫敦大學國王學院精神科研究所，為full-time的學生，另一個則為東倫敦大學的塔維史托中心，為part-time的學生，以下先對兩機構做一基本的介紹。

1. 精神醫學研究所(Institute of Psychiatry，簡稱為IOP)

精神醫學研究所附屬於倫敦大學（London University），創始於1923年，自1997年起成為倫敦國王學院(King’s College London)底下的一個學術機構，為英國唯一專門致力於研究精神醫學之學士後研究機構，亦為歐洲最大的精神醫學研究機構，其中博士研究人員超過200位，在精神分裂症之研究論文發表篇數為全世界第一名。其前身與精神醫學歷史重鎮－莫茲理醫院(Maudsley Hospital)原為一體，從1967年才獨立出來，兩者比鄰而居，同樣位於南倫敦丹麥丘(Denmark Hill)，兩邊人員則經常相互討論交流，亦在臨床、教學與研究工作有多方面的合作計畫。精神醫學研究所已設立相當多之碩士及博士課程，並有一間全歐洲最大之精神醫學專門圖書館，其精神科流行病學、生物精神醫學、神經科學、兒童精神醫學、司法精神醫學、認知行為治療等研究項目均堪稱全球首屈一指。過去國內亦有許多前輩曾與此進修精神科的各項領域，包括鄭泰安醫師、張明永醫師、游文治醫師、劉珣瑛醫師、葉偉強醫師、林亮吟醫師、林雅亭醫師、郭豐榮醫師、陳錦宏醫師等，同時間與職一起於此進修者有蘇冠賓醫師、邱智強醫師、周植強醫師、張正和醫師與陳枻志醫師。

2. 塔維史托中心(Tavistock Centre)

塔維史托中心是由私人信託基金會所設立之心理治療機構，為世界知名的精神分析取向心理治療機構及專業人員的訓練中心，所依循之學說主要以克萊恩學派為主（Kleinian）。其前身為醫學心理學中心（Institute of Medical Psychology），於1920年由米勒醫師（Hugh Crighton-Miller）所創立，當時是為提供第一次世界大戰中有創傷經驗的士兵，以心理治療模式如：談話、傾聽及理解去了解並幫助那些受苦於「砲彈休克」（Shell Shock）士兵的精神病理現象。二次世界大戰期間有許多位機構專業人員更直接參與戰時的心理治療工作，而當戰爭結束時，他們將經驗帶回機構，並逐漸發展出對於創傷處理、災難後遺症、兒童虐待等治療理論，當時貢獻最大的就是Dr. Wilfred Bion。於1948年加入國家健康服務系統(National Health Services)，成為全民醫療保險體系下之一員，此後個案無須自行負擔心理治療費用。1967年搬遷至目前位於漢普斯德(Hampstead)之現址，本區環境優美雅致。塔維史托中心的臨床服務，分為兒童和家庭部門、青少年部門及成人部門，以精神分析式心理治療及系統取向治療(Systemic Therapy)為主要之介入取向，而在此工作之所有精神科醫師都不開立藥物處方。職所參與的課程屬於其系統家庭治療的課程之一，此發展於1950及60年代，著重於家庭內小孩、年輕人與父母的互動，今日這些理論架構與臨床治療技術在家族治療中均佔有一席之地。2000年塔維史托中心的圖書館由國會議員及國家衛生主管機關宣示為國家級之精神健康及訓練中心，二十一世紀以來，塔維史托中心與英國幾家大學展開訓練合與研究合作計畫，包括學位、認證或文憑是由東倫敦大學所授予，不管是精神醫療專業人員的訓練或是國家心理衛生政策的意見提供，此機構的確發揮了極大的影響力。
經過八十餘年的發展，塔維史托中心除了提供臨床服務外，現已成為英國最重要的心理治療訓練機構。超過一百二十位的各種專業背景的師資提供多種訓練課程，涵蓋許多臨床專業範疇，如精神科醫師、心理師、社工師、護理師、精神分析式心理治療師、兒童心理治療師、系統取向治療師等，每年訓練學生約一千七百名，從世界各地吸引許多秀異專業人員慕名前來進修，國內幾位專攻心理治療之前輩如蔡榮裕醫師、葉偉強醫師、邱顯智醫師、李儒卿醫師、陳俊澤醫師與許欣偉醫師都曾來此地學習。而與職同時於此訓練之醫師包括許宗蔚醫師與汪振洋醫師。

（三）研習課程簡介

1. 精神醫學研究所之碩士課程

研習課程共分為三部份，分三學期修習完畢。以下分別介紹之：

（1）基本之流行病學方法
授課內容包括研究假設、文獻搜尋方式、各種誤差與干擾因子、各類研究設計類型、資料輸入、基本統計學與統計軟體之認識等（課程表如附錄一），授課方式有課堂上課、運用小組（application group）討論、助教小組（tutor group）討論（時間表如附錄二）與電腦操作課程，學期中有一個論文評論（critical appraisal）之作業，學期末則有一期中考，針對基本之流行病學之學習做一自我評量。此學期的課程可說是相當紮實與實用，使我完整地學習到基本的精神科流行病學與統計的概念，並有一些實際操作的經驗，此有助於我針對憂鬱與自殺防治的相關文獻做主題式的搜尋與閱讀。有關自殺危險因子的流行病學及臨床研究已經有大量的報告，但是仍然缺乏對自殺處置相關的研究報告，一方面因為此類研究需要大量的人口樣本，才能產生足夠信賴的研究結果，另一方面於研究設計上有追蹤上的困難，且亦有倫理學上的考量。所以在自傷個案的處置方面，大部分的臨床準則仍多屬專家建議，欠缺良好的研究明確證據，未來可以發展相關之介入性研究。

（2）選修的課程

第二學期為選修之課程，我選了四門課程，包括社會精神醫學（Social Psychiatry）、高級統計學（Advanced Statistics
）、國際精神醫學（International Mental Health）與精神科測量學（Measurement in Mental Health），在每一門選修課程結束時都必須各完成一篇主題式研究。課程內容介紹如下：

i. 社會精神醫學（Social Psychiatry）

此課程之目的一方面在於認識社會精神醫學之理論、概念與方法學等基礎，另一方面在於了解執行一個有關精神疾病之社會研究的重點，包括研究設計、如何去測量與統計方法等（課程表如附錄三）。憂鬱與自殺亦為一社會之現象，不同社會階層都有其不同之流行病學與危險因子，而如何去介入亦要考慮個案所處之社會特徵與資源。針對此一課程，最後我由老師指定的三個題目中選了一個做主題式的研究，此主題為精神科診斷與種族之問題，探討是否居住於英國的加勒比海非洲裔黑人，是否有較高的比率被診斷為精神分裂症或其他精神病，可能的原因為何（全文如附錄四）。

ii. 高級統計學（Advanced Statistics）

此課程之目的在於了解多變異分析（multivariate analysis）之概念與運用，這些概念包括因果關係（causal pathways）、干擾因子（confounding）、媒介因子與效果修飾因子（effect modification）。於課程中亦介紹了一些高級統計學之概念與方法，包括linear regression, ANOVA, generalized linear modeling, logistic regression, cox proportional hazards modeling, multi-level modeling等（課程表如附錄五）。最後之作業則為分析一原始資料，將結果製成表格並討論之（全文如附錄六）。憂鬱與自殺研究常牽涉多個變項，亦有不同之干擾因子、媒介因子與效果修飾因子，若要證明其因果關係性，一方面需從研究設計來著手（世代追蹤式的研究），另一方面也需要由統計方法來著手，例如複邏輯迴歸分析方法。

iii. 國際心理衛生（International Mental Health）

此係與倫敦衛生與熱帶醫學學校（London School of Hygiene & Tropical Medicine）所合開的課程，此學校位於大英博物館旁邊，附屬於倫敦大學（University of London），每年訓練來自一百二十個國家約八百名的學生，亦與約一百一十五個國家有研究合作的關係，為歐洲重要的公共衛生與熱帶醫學之訓練研究機構。此課程之目的在於認識精神科歷史的發展，了解精神科疾病的人類學觀點，社會科學對各國心理健康之影響，社會資本、人口變遷、衝突等對心理衛生的影響，流行病學與臨床試驗於國際心理衛生的貢獻、國際診斷系統的優缺點與跨文化之測量問題等（課程表如附錄七）。上此課程的學生來自於世界不同的國家，藉著課程與小組討論的進行，激發著大家對跨國援救與研究的想法。最後我由老師指定的兩個題目中選擇了一個做主題式的研究，就是南亞海嘯後災區心理衛生需求的評估、介入與成效評估（全文如附錄八）。憂鬱與自殺問題亦是全世界的議題，因不同文化、種族、人口變遷等而異，目前亦有一些跨國性的比較與研究。

iv. 精神科測量學（Measurement in Mental Health）

此課程的目的在於了解如何去定義與診斷個案，認識各種國際診斷準則與結構式的臨床評估；另外亦針對測量學做介紹，包括各種信度與效度的概念與操作；如何去尋找一合適的問卷，或是自行去設計一新問卷，並做信效度之工作；最後藉著對CIS-R與CIDI之認識，了解結構式問卷之優缺點（課程表如附錄九）。不論是何種研究，變項之定義與測量是最重要與基本的工作，這有賴於對測量學的認識與實際操作，憂鬱與自殺研究亦是如此，另外亦需要發展更本土性的量表，來對一些變項做定義、測量與研究。最後我由老師指定的兩個題目中選擇了一個主題做研究，就是生活品質量表的選擇或設計，包括老人失智症之介入研究、藥物的RCT研究與大規模之民眾精神疾病篩檢（全文如附錄十）。

（3）研究論文（Dissertation）的寫作

應用兩學期所學到之精神科流行病學方法與對各精神科主題的研究，與督導教授的討論，職完成了論文之寫作，其內容是有關家庭照顧者之負擔、心理壓力與其相關因子（摘要如附錄十一）。憂鬱患者與自殺的個案，往往家庭照顧者需要承受長期之負擔與心理壓力，此類研究過去較少被提及。家屬是一很重要的社會支持系統，了解家庭照顧者可能的負擔與心理壓力，將有助於臨床工作者對家屬提供適當的資源與支持，另一方面若能找出其相關負擔與心理壓力的危險因子，將可針對高危險群的家屬提早做適當的介入。

2. 塔維史托中心之課程

i. 課程安排

塔維史托中心在應用系統理論（Applied Systemic Theory）的課程，共分為三年，我參加的是第一年Postgraduate Certificate的課程，其第二年為Postgraduate Diploma的文憑，若能完成第三年的課程，則可獲得應用系統理論碩士學歷與英國家族治療師的認證。此課程的目的在於認識基本的系統概念與理論架構，並將之運用於臨床的工作上，包括個人、伴侶、家庭、工作團體與機構，也就是將個人的問題放在更大的社會政治脈絡來考量。另外此課程亦重視個人於專業工作中的自我檢視與反省，因為專業人員於治療過程中亦是系統的一部分，其所採取的立場、態度與問句都會影響整個治療的進行。此課程鼓勵學生的好奇心與想像力，學生亦來自不同的文化、種族與專業，包括心理師、老師、社工師、精神科醫師、家庭醫師與機構負責人等。整個課程可說是相當豐富與實用（課程表如附錄十二），憂鬱與自殺問題必須放在整個大系統來看，而在診療的過程中，專業人員亦是過程的一部分，也需要對個人內在、關係的檢視與反省，運用系統理論於診療憂鬱與自殺的個案，一方面可以較整體的看到問題的各個面向，另一方面也可以發掘出一些可能性，擬訂可行的診治計畫。

ii 上課方式

上課方式包括理論課程（Theoretical Seminars）、運用小組（Application Groups）、課堂中的運用（包括個案討論、角色扮演與家族治療錄影帶的學習）、諮詢夥伴（Consulting Partnerships，彼此互相會談）、同儕團體計畫（Peer Group Projects）與個別助教（Individual Tutorial）。上課利用許多團體的動力與方法來達到每次課程的目的，而不同背景、文化與種族的同學，易於團體中有許多腦力激盪與分享，使得我看個案的角度更為寬廣，看到自己沒有想到的之想法，經驗到不同之經驗，也遇到自己許多反省的機會。個別助教為一督導的機會，透過對個案、自己的生活與學習與作業的討論，督導助教協助我看到自己過去沒有看到的假設、可能性與事實，這的確增加了自己的想像力與反省能力。

iii 作業（顧及保密性，未能附上全文）
過程中依序漸進共有三個作業，第一個為Difference Project，這作業是藉著分享自己於家庭治療或於自己機構工作的經驗，反省自己與個案家庭或機構人員的相異性，包括種族、文化、性別、階級與性別取向等，目的是要藉此反省提供一有效的工作關係。於診治憂鬱與自殺的個案時，個案家庭有許多是與自己不一樣的，我是否有去感受到這差異性，怎麼去看待這些差異性，怎麼去接納並運用這些差異性，這些都將影響自己與個案家庭的關係與處理的深度。

第二個作業為Organizational Project，運用系統理論來對自己機構作觀察與反省，於其中是否有兩難之議題，自己對機構的假設是什麼，身處其中的感覺為何，機構的結構、階層與界線為何，我在其中是否有可能保持中立，是否有可能對機構的動力做改變，這在在的問題都是在協助自己能去發現機構的脈絡、自己於其中的脈絡、自己的兩難與反省。在機構處理憂鬱與自殺之個案時，常會遇到自己於機構中的兩難，機構動力亦會影響到自己專業處置的過程，應用系統理論可提供一架構來對相關的議題做討論與反省。

第三個作業為家庭觀察，係去找一個非個案且跨世代住在一起的家庭來觀察，這個家庭並非我所認識的，過程是要去安排一個半小時的時間，去觀察這家庭聚在一起吃飯的互動，於作業中我需要運用系統理論去檢視觀察的過程，並系統性地了解此家庭於互動時的模式、信念與敘事觀，對自己所在的觀察位置去做反省，想一想自己的專業訓練與家庭經驗是如何影響著自己的觀察過程，也就是在觀察過程中我也許會對此家庭做出一些假設與判斷，這些判斷是否與自己過去的家庭信念與訓練有關，自己於此過程中是否有兩難的狀況出現。這作業的目的是要讓自己有時間與機會去檢視自己於治療過程中的狀態與想法，這部份如何去影響自己對於個案家庭的假設與判斷。於診療憂鬱與自殺之個案時，個案的問題常常相當複雜，治療關係中有許多的過程並來不及去檢視，但自我的位置、家庭經驗、專業訓練等都會影響到我們在診療這個案的過程，藉著這個作業，也算在這課程中劃下了一個休止符，使我深刻體會到自己如何影響到治療的過程。

3. 英國健康照顧服務體系之實習

於塔維史托中心的學習中，有一位印度裔英國籍的女家庭醫師邀請我去她的診所見習一天，我欣然接受，也帶著好奇與學習的心前往。英國從西元1948年便開始全國的健康照顧服務體系（National Health Service，簡稱NHS），民眾於英國境內皆可接受診察完全免費的醫療服務，家庭醫師（General Practitioner，簡稱GP）擔任第一線的健康醫療照護，若需專科醫師處理，才轉至醫院做進一步的醫療，其中亦包括憂鬱症與自殺而可能有精神疾病的個案，這可謂是世界上做到全民醫療保障的先進國家。我在跟診的過程中發現她也處理一些憂鬱症的個案，還有一些表達有自殺想法的個案，這時家庭醫師對於憂鬱症之診治與對自殺危險的評估與轉介，就顯得十分重要。這也印證了憂鬱症與自殺的防治實需要從基層的家庭醫師來做起，也就是訓練這些家庭醫師，使他們增加對憂鬱症的認識，並增加他們對自殺危險的敏感度與評估能力，以作適當的診療與轉介。

三、心得：

（1） 精神科流行病學方法之學習

在英國的學習當中，發現任何政策都需要實證醫學的證據做根據，當然有些新的問題需要一段時間的研究，累積更多的證據並證明因果關係，例如世代追蹤的研究，或有些問題太複雜以致於相關的變項太多，此實需要更大規模的研究樣本。在憂鬱症與自殺防治方面是目前全世界的重要問題，這在台灣亦然，而台灣在這方面的研究相對於全世界而言，是還處在剛起步的階段，但因為問題的嚴重性，目前已成立國家級跨部會的全國自殺防治中心，一些相關的防治計畫正在各縣市推動著，而這時相關的精神科流行病學研究就相對地日益重要。此趟於英國所進行的流行病學方法之課程研習，不論是文獻回顧、研究假設、研究設計、收案過程、統計方法與臨床運用，這將有助於職未來在憂鬱症與自殺相關研究的進行。國內未來不僅需要在自殺危險因子的流行病學上累積更多的資料與證據，在自殺的處遇部份，也就是相關的介入性研究，也是未來台灣精神醫學領域中亟待投入發展的一個領域。

（2） 相關自殺之危險因子研究

自殺是由許多層面的因素共同造成的，即具有危險因子的個體，如果遇到生活中的促發事件，又沒有良好的環境因子的支持，就可能發生自殺。綜合國內外有關危險因子的研究，在人口學方面，男性（男性自殺死亡比女性多）、年齡（年齡大自殺死亡率高）、低社經狀態（如低教育、低收入與貧窮等）、沒有工作或不穩定的工作狀態、分居或離婚者等，此皆為自殺的危險因子。在精神疾病方面，最多的仍是憂鬱症，然後是物質濫用與焦慮症，共病現象亦相當常見，另外如精神分裂症、人格疾患（如邊緣性人格疾患）、飲食疾患與創傷後壓力症候群、嚴重之適應障礙症等都是自殺者較可能罹患的精神疾病。而在人格特質部份，近年來有許多證據支持「衝動」在自殺扮演的重要性，尤其是在較年輕的族群，可能會因為一時的人際間衝突，引起情緒反應與衝動而自殺。其他可能之危險因子包括有童年期之創傷經驗或家庭逆境、壓力事件（如身體疾病、失業、婚姻破裂與失去親人等）、最近曾計畫自殺或自傷等。而自殺亦有其保護因子，其中宗教是最明確的因子，在天主教及回教國家對自殺採取強烈的反對，為自殺的保護因子。

（3） 對於自殺防治計畫之學習

於政策與計畫部份，參考國外的經驗，自殺防治可從幾個層面做起，以下簡述之：

1. 民眾之教育與協助

許多有自殺意圖的個案在自殺前都有透露訊息給朋友，若能多加注意，即時防範並適時阻止，必能降低自殺率，故民眾相關之教育亦很重要，即應教導自殺之危險徵兆，立即的危險徵兆需要立即尋求心理衛生專業人員的協助包括：威脅要傷害或殺死自己，尋找一些方法要殺死自己（如藥物、農藥、武器或其他），談論或寫下有關死亡、瀕死或自殺的言詞。另外其他需要民眾注意與轉介的危險徵兆包括：無助感、憤怒或尋求報復、從事不顧後果之危險行為、人生遇到困境、酒精或藥物使用增加、離群索居、焦慮或激躁、無法睡眠或整天都在睡、情緒變化劇烈、覺得人生沒有意義或目的等。

2. 基層一般科醫師之教育與協助

相關的研究指出，約有75%的自殺患者一年內皆曾就診於基層醫師，45%生前一個月內曾就診於基層醫師，但是在最後一個月內接觸心理衛生工作人員的僅有20%。可見的這些自殺個案在生前都曾求助過醫師，而且大多是非精神科醫師，所以實有必要加強基層醫師對自殺個案的知識與處理能力。另外由研究顯示，大部分罹患憂鬱症的人，不會在症狀開始時就尋求精神科協助，反倒是去基層醫療以及非精神科的其他各科求治，且在其他內外科門診或住院病患，憂鬱症常常是主訴不同的身體症狀，而沒有得到正確的診斷，以致延誤了病情。所以亦須加強基層一般科醫師相關憂鬱症的教育，使他們有能力對憂鬱症病患做篩檢、診斷與治療，使病患因此得到較好的治療結果。而對於較嚴重之憂鬱症病患，尤其是同時合併有自殺行為、人格疾患或物質濫用等問題，基層一般科醫師亦有其能力作評估與轉介，讓精神醫療團隊做後續的治療。

3. 精神科治療單位的相關訓練與個案管理

相關之精神科專業人員應接受自殺危險評估與處遇訓練，內容包括危險因子的認識與評估、危機處理方式、溝通技巧的訓練、精神衛生法的認識與個案管理的概念與方法等。另外針對高危險的個案應採取個案管理的方式，做定期的追蹤與隨時的危機處理，而這些個案管理師也應有定期的相關訓練、個案討論與督導機會。

4. 降低自殺方法的可利用性及致死性

降低自殺致命方法的可近性已知是自殺防治的有效方法，因為自殺有時只是一時的衝動，所以若是致命的方法不是一時可以用到的話，或許可延遲或避免自殺，另外若能降低可用方法的致死性，亦可減少因自殺的死亡率，例如在英國曾經靠減少每份乙醯胺酚包裝的顆數，及對瓦斯內含致死氣體的管制，減少了自殺率。在英國的自殺防治白皮書中，名列幾個降低的目標，包括上吊或勒斃、服毒自殺、使用汽油燃燒產生廢氣、臥軌自殺、從高處跳下與用槍自殺等，皆可藉著此方法達成。

5. 改善媒體對自殺行為的報導

任何一種媒體對於我們的行為都有顯著的影響，亦有證據顯示媒體報導自殺會增加自殺率，特別是那些高危險群的年輕人，藉著提供媒體報導自殺及自傷事件的準則，並提供此方面知識訓練的機制，可減少民眾對自殺行為的模仿，降低整體社會的自殺率。

（4） 學習應用系統理論，並將之運用於臨床之診療中
個案的問題需要放在整個情境中去評估與處置，尤其是這複雜的憂鬱與自殺問題，這時如何去運用系統理論，就相當的重要與實用。包括個案的精神病理學、個案的人際關係、個案所處的家庭情境與社會情境、個案與專業人員的關係、專業人員的專業與個人經驗、專業人員所採取的立場與假設等，這些都會影響到臨床的診療。唯有透過系統理論的分析與協助，專業人員才可較客觀地並多面向地去處理較複雜的臨床問題。

四、建議事項：

（一）本院在九二一地震後，負起在南投地區心理衛生的訪視與臨床工作，尤其是在憂鬱症與自殺之防治方面，但相關之研究則較缺乏，未來應繼續培養相關的研究人才來進行，以建立臨床與政策的實證基礎。

（二）從事憂鬱症與自殺防治工作的專業人員，須要有系統理論之訓練與個案督導之機會，使他們有能力以系統概念去協助個案於其情境中所面對的問題，在處理過程也比較不會被個案的複雜心理動力與情境系統所擊倒，另一方面也有自我反省、學習與成長的機會。

（三）本院的憂鬱與自殺防治應與當地的民眾及基層的一般科醫師合作，包括定期的大眾演講、基層醫師訓練與督導，以使個案身旁的親友有能力提供適當的支持，並能早期發現與轉介個案以提高其就醫率。另一方面可以增進基層醫療對憂鬱症與自殺個案之篩檢、診斷與治療的知能，並與精神醫療體系建立良好的合作關係，暢通諮詢與轉介管道，以發展出共同照護的模式。

（四）於醫院的臨床服務中，應運用篩檢方式找出高危險之自殺個案，針對這些個案以個案管理之方式做必要的轉介、評估與追蹤。亦需結合居家治療，以追蹤於社區中高危險之自殺個案。

（五）本院亦可對社區中高危險族群的個案做憂鬱症之篩檢與診療，包括學校內之學生或老師、社區中之外籍新娘、警察局之警察等。

（六）憂鬱症與自殺防治是一項很複雜與龐大的工作，仍應有專職人員來負責執行，建議未來仍須爭取相關的計畫、經費與人力來補目前臨床人員兼任的不足。

附錄一
MSc in Psychiatric Research and MHSR
2005-06

First semester timetable

	Week 1
	 
	 subject
	 Type

	Monday
	26/09/2005
	 
	 

	
	09.30
	Introduction, meet the tutors, tea etc. 
	 

	Week2
	 
	 
	 

	Monday
	03/10/2005
	 
	 

	am
	9.30–12.30
	Research and Mental Health concepts
	Lecture

	pm
	14.00 - 15.00
	Introduction to Study Design
	Lecture

	 
	15.00 - 17.00
	Introduction to UK Mental Health Services
	 

	Thursday
	06/10/2005
	 
	 

	am
	9.30–12.30
	Literature search and MEDLINE
	Computer Practical

	pm
	14.00 - 17.00
	Bias and confounding revisions (with Forensics)
	 

	Week 3
	 
	 
	 

	Monday
	10/10/2005
	Basic Methods 1
	 

	Am
	9.30–11.00
	Basic Research Concepts: Bias
	Lecture

	 
	11.00 - 12.30
	Bias and study design
	Classroom Practical

	pm
	14.00 - 15.00
	Basic Research Concepts: Confounding
	Lecture

	 
	15.00 - 17.00
	Confounding and study design
	Classroom Practical

	Thursday
	13/10/2005
	Research Ethics
	 

	pm
	14.30 - 17.00
	Identifying ethical issues / informed consent
	Classroom practical 

	Week 4
	 
	 
	 

	Monday
	17/10/2005
	Statistics 1
	 

	am
	9.30–10.30
	Describing data
	Lecture

	 
	10.45 - 11.45
	Introduction to SPSS
	Demo

	pm
	14.00 - 17.00
	Statistics 1
	Computer Practical

	Thursday
	20/10/2005
	 
	 

	am
	9.30–11.00
	Computing skills for research
	Lecture

	 
	11.00 - 12.30
	Introduction to Epidata
	Demo

	pm
	14.00 - 17.00
	Epidata and SPSS for data entry / management
	Computer Practical

	Week 5
	 
	 
	 

	Monday
	24/10/2005
	Basic Methods 2: Cross-Sectional surveys
	 

	Am
	10.00–11.00
	Theory
	Lecture

	 
	11.00 - 12.30
	Paper review
	Classroom Practical

	Pm
	14.00 - 15.00
	Application
	Lecture

	 
	15.00 - 17.00
	Survey Design
	Classroom practical

	Thursday
	27/10/2005
	Advanced Methods 1
	 

	Am
	9.30–11.00
	Ecological Studies
	Lecture

	 
	11.00 - 12.30
	Paper review
	Classroom Practical

	Pm
	14.00 - 15.00
	Sampling and Generalisability
	Lecture

	 
	15.00 - 17.00
	Sampling Weights
	Classroom Practical

	Week 6
	 
	 
	 

	Monday
	31/10/2005
	Statistics 2: Confidence intervals & hypothesis tests
	 

	am
	9.30–11.00
	Proportion
	Lecture

	 
	11.00 - 12.30
	Confidence Intervals
	Classroom Practical

	pm
	14.00 - 15.00
	Means
	Lecture

	 
	15.00 - 17.00
	Statistics 2
	Computer Practical

	Thursday 
	03/11/2005
	Advanced Methods 2
	 

	am
	9.30–11.00
	Measurement
	Lecture

	 
	11.00 - 12.30
	Validity coefficients
	Classroom Practical

	pm
	14.00 - 15.00
	Research Logistics
	Lecture

	 
	15.00 - 17.00
	Planning and Implementing a study
	Classroom Practical

	Week 7
	 
	 
	 

	Monday
	07/11/2005
	Basic Methods 2: Cohort studies
	 

	am
	9.30–11.00
	Theory
	Lecture

	 
	11.00 - 12.30
	Paper review
	Classroom Practical

	pm
	14.00 - 15.00
	Application in Mental Health
	Lecture

	 
	15.00 - 17.00
	Study Design
	Classroom Practical

	Thursday 
	10/11/2005
	Statistics 3
	 

	am
	9.30–11.00
	Non-parametric tests
	Lecture

	 
	11.00 - 12.30
	What test Where?
	Lecture

	pm
	14.00 - 17.00
	Practical applications
	Computer Practical

	Week 8
	 
	 
	 

	Monday
	14/11/2005
	Basic Methods 3: Case Control studies
	 

	am
	10.00–11.00
	Theory
	Lecture

	 
	11.00 - 12.30
	Paper review
	Classroom Practical

	pm
	14.00 - 15.00
	Application in Mental Health
	Lecture

	 
	15.00 - 17.00
	Study Design (+power calculation)
	Classroom Practical

	Thursday 
	17/11/2005
	Statistics 4
	 

	am
	9.30–11.00
	Data Analysis strategy
	Lecture

	 
	11.00 - 12.30
	Workshop
	Classroom Practical

	pm
	14.00 - 15.00
	Stratified analyses
	Lecture

	 
	15.00 - 17.00
	Stratified analyses
	Computer Practical

	Week 9
	 
	 
	 

	Monday
	21/11/2005
	
	 

	
	9.30–17.00
	Either
	

	
	
	Introduction to Biological research (Neurobiology)
	

	
	
	Or
	

	 
	
	Introduction to Health Services Research I
	

	
	9.30
	Matrix modal and intro
	

	
	11.00
	Sample size and power
	

	
	14.00
	Processes
	

	
	15.30
	Outputs
	

	Thursday 


	24/11/2005
	Advanced Methods 3
	 

	am
	9.30–11.00
	Randomized Controlled Trials


	Lecture

	 
	11.00 - 12.30
	Paper Review
	Classroom Practical

	pm
	14.00 - 15.00
	Other trial designs


	Lecture

	 
	15.00 - 17.00
	Interpreting Trials
	Classroom Practical

	Week 10


	 
	 
	 

	Monday
	28/11/2005
	
	 

	
	9.30–17.00
	Either
	

	
	
	Introduction to Biological research (Neuroimaging)
	

	
	
	Or
	

	 
	9.30
	Quantitative issues in MHSR
	

	
	11.00
	SURE
	

	
	14.00
	Introduction to Systematic Reviews
	

	
	15.30
	Cross cultural research / logistics
	

	Thursday
	01/12/2005
	Statistics 5 
	 

	Am
	9.30 - 12.30
	Correlation and linear regression
	Lecture

	 
	11.00 - 12.30
	Correlation and linear regression
	Computer Practical

	pm
	14.00 - 15.00
	Multiple linear regression
	Lecture

	 
	15.00 - 17.00
	Multiple linear regression
	Computer Practical

	Week 11
	 
	 

	Monday
	05/12/2005
	

	
	9.30–17.00
	Either

	
	
	Introduction to Biological research (Genetics)

	
	
	Or

	 
	
	Introduction to Health Services Research III

	
	9.30
	Economic evaluation in Mental health services

	
	11.00
	Qualitative study designs

	
	14.00
	Social Science Research 

	
	15.30
	Policy and Research: the interface

	Thursday
	08/12/2005
	Statistics & Research Consolidation

	 Am
	9.30 - 12.30
	Study design / research exercise

	
	
	

	pm
	14.00 – 17.00
	Ethics 2

	Week 12
	12/12/2004
	


	Monday
	9.30 - 13:00
	Assessment


附錄二

MSc in Psychiatric Research 2005-06

First semester timetable

Tutorials: Dr Maxine Patel

Sathish Siverkumar, Mishael Soremekun, Benedict Weobong, Jen-Pang Wang,
	Week
	Tutorial 
	Date
	Time
	Topic

	4
	1
	Monday, 17/10/2005
	12.45-13.45
	Introduction and Review of flexible work from week 3:

Medline

	5
	2
	Thursday, 27/10/2005
	12.45-13.45
	Review of flexible work from week 4: 

Statistics 1: means, SD and SE

	6
	3
	Monday, 31/10/2005
	12.45-13.45
	Review of flexible work from week 5: 

Cross-Sectional surveys

	7
	4
	Monday, 07/11/2005
	12.45-13.45
	Review of flexible work from week 6: 

Statistics 2: inference proportions and means 

	8
	5
	Monday, 14/11/2005
	12.45-13.45
	Review of flexible work from week 7: 

Cohort studies

	9
	6
	Monday, 21/11/2005
	12.45-13.45
	Review of flexible work from week 8: 

Case Control studies

	10
	-
	Monday, 28/11/2005
	-
	(Please remember to email topic requests for next week’s session)

	10
	7
	Thursday, 01/12/2005
	12.45-13.45
	Attendance optional:

Revision session

	11
	-
	Monday, 05/12/2005
	-
	

	12
	-
	Monday, 12/12/2005
	09.30-13:00
	Formal Assessment 


附錄三

SOCIAL PSYCHIATRY: THEORY, RESEARCH AND METHODS

COURSE OUTLINE

	(1) THEORETICAL AND CONCEPTUAL FOUNDATIONS

Monday 9th January

	10.00 am
	Introduction to Social Psychiatry
	Professor Tom Craig

	11.30 am
	Models of Mental Illness: Linking the biological and social
	Professor Robin Murray

	02.00 pm
	Seminar: Controversial Debates (1) 

No such thing as society?: The contested role of social psychiatry


Monday 16th January
	10.00 am
	Conceptualising the Social World
	Dr Kwame McKenzie

	11.30 am
	Social Psychiatry and the Social Sciences
	Dr Craig Morgan

	02.00 pm
	Seminar: Controversial Debates (2) 

Quality or quantity?: Measuring stress
	

	(2) RESEARCH AND METHODS

Monday 23rd January

	10.00 am
	Studying the Social World (1): The Individual Level 
	Dr Paul Fearon 

	11.30 am
	Studying the Social World (2): The Family Level 
	Helen Fisher

	02.00 pm
	Seminar: Controversial Debates (3) 

Cause or effect?: The perennial problem of social class and deprivation 


Monday 30th January
	10.00 am
	Studying the Social World (3): The Ecological Level
	Dr Jane Boydell

	11.30 am
	Interventions 
	Professor Tom Burns 

	02.00 pm
	Seminar: Controversial Debates (4) 

So, does that mean it works?: The case of assertive outreach


Monday 6th February
	10.00 am
	Stigma
	Professor G Thornicroft

	11.30 am
	Studying the Social World (4): Culture and Ethnicity
	Professor Dinesh Bhugra

	10.00 am


	Seminar: Controversial Debates (5)

What difference does it make?: Culture and mental illness

Course Summary and Overview


Monday 13th February
附錄四

Culture and Ethnicity

Is misdiagnosis a sufficient explanation for the reported excess rates of schizophrenia and other psychoses among the African-Caribbean population in the UK?

INTRODUCTION








              

Background

From the early 1950s to the mid-1960s, there were large-scale migrations from the Caribbean countries to England. A number of studies have concluded afterwards that African-Caribbean people living in England have higher rates of schizophrenia, than not only the rates for indigenous English population (the White), but also the rates for their population of origin in the Caribbean (Jamaica, Trinidad and Barbados). The rates of schizophrenia are even higher in the England-born children of the immigrants (second generation).

Some possible debates

Some researchers claimed that misdiagnosis by the White British psychiatrists unfamiliar with Caribbean culture was the explanation for the excess rates of schizophrenia and other psychoses among the African-Caribbean population in the UK, and this led to poorer treatments and poor engagements by the minority groups in psychiatric services (Fernando, 1991; Littlewood & Lipsedge, 1997). But Lewis et al (1990), however, refuted the claim that psychiatrists tend to overdiagnose schizophrenia in the African-Caribbean population since his study results indicated that the psychiatrists were more reluctant to make the diagnosis of schizophrenia in African-Caribbean than in White patients. And Hickling et al (1999) also refuted the claim of misdiagnosis since his study showed that there was no difference in the frequency of making the diagnosis of schizophrenia between a Black Jamaican psychiatrist and British psychiatrists. This raises the question as to whether there are excess rates of schizophrenia among the African-Caribbean population in UK. Is misdiagnosis the main reason for it? What is the role of racism or race thinking in the debates over misdiagnosis? Do psychiatric disorders differ in different cultures? What is a psychiatric diagnosis? What are the validity and reliability in cross-cultural studies? Are there any problems with the psychiatric diagnosis based on the debates about the nature of psychiatric illness?  Is it merely the misdiagnoses that result in the excess rates of schizophrenia for African-Caribbeans in UK? Are there any other hypotheses or findings to explain it? In order to answer the essay question, I will discuss the problems in the assessment of patients, the cross-cultural differences in psychotic disorder, the problems of the diagnostic system applied to cross-culture comparison, the alternative models of the excess rates of schizophrenia among the African-Caribbean population, and my appraisals of this topic.

The problems of misdiagnosis








The problems in assessment

Firstly, misdiagnosis occurs from the problems in proper assessment due to poorer communication within a shorter period of time between patients and doctors from different cultural and language backgrounds (Mckenzie, 1999). The language of distress of African-Caribbeans differs not only from that of UK doctors, but also from the DSM-IV diagnostic system. This may lead to poor or incorrect information obtained from the African-Caribbeans. Secondly, the way doctors perceive their patients is also important since clinical bias and wrong diagnosis may arise due to their stereotype or race thinking (Littlewood & Lipsedge, 1996). Actually, the whole process of assessment in psychiatry has been criticized due to its social labelling and reduction of a complex series of problems and experiences. And these may result in the misdiagnosis of psychoses among the African-Caribbeans in UK.

Cross- cultural differences in psychotic disorder

In the cross-cultural research in psychiatry, there is always the homogenous template to discover the cross-cultural similarities and universals in mental health. Therefore, in order to work with the most homogeneous subsample, restricted definition of schizophrenia is used, and many patients who are excluded from the study are precisely those who demonstrated the most cultural heterogeneity (Kleiman, 1998). This is the case that the International Pilot Study of Schizophrenia (IPSS) has been criticised. As a result, the cultural differences in symptomatology and outcome are deemphasized in the psychiatric researches and literatures.

Brief reactive psychoses

As Littlewood & Lipsedge (1996) considered that many African-Caribbean people diagnosed as suffering from schizophrenia were actually suffering from brief reactive psychoses which were misdiagnosed. Since they have enormously different prevalence rates cross-culturally, this might explain the excess rates of schizophrenia among the African-Caribbeans in UK. Besides, they are acute psychoses which are closely associated with a serious stressful life event and a better prognosis. This may also explain the fact that the schizophrenia among the African-Caribbeans in UK has better overall course compared with the White.

Hallucination, first-rank symptoms and affective symptoms

While modern Western cultures generally regard hallucinations as pathological, many non-Western societies consider hallucinatory experiences ‘real’ as opposed to ‘as if real’ (Sharpley et al, 2001). They may report more hallucinatory experiences than the majority population. This may lead to overdiagnosis of psychoses. Also, the African-Caribbean patients with a predominantly affective illness may be at risk of receiving a diagnosis of schizophrenia since they exhibit more Schneiderian first-rank symptoms and mood-incongruent delusions than the White population do. The hierarchical arrangement of psychiatric disease in classification scheme may lead to misdiagnose affective disorder as schizophrenia. Furthermore, there is an increased incidence of mania in African-Caribbean people in UK. As mania can mimic schizophrenia, the excess rates of schizophrenia in African-Caribbeans in UK may be due to an increase in psychoses which have a strong mood component (Bhugra & Bahl, 1999). Lastly, the increased rate of schizophrenia in African-Caribbean people may be explained by an excess of schizophrenia which does not fall into the CATEGO category S+. This group of patients does not have the core Schneiderian symptoms (Bhugra & Bahl, 1999; Hickling et al, 1999; Mahy et al, 1999).

Outcome

Since differences in outcome may be due to differences in aetiologies, there is an increasing evidence showing differences in outcome between African-Caribbeans and British Whites with psychosis (Sharpley et al, 2001). The African-Caribbean patients diagnosed as having schizophrenia tend to have acute-onset illnesses, more affective symptoms, less first-rank symptoms, more relapsing and remitting illnesses with more time in recovered state, and better overall course. The different outcomes suggest that schizophrenia diagnosed in the different culture may represent the heterogeneity of the disease.

Culture-specific disorders

Since psychiatrists try their best to reduce the suffering to universal psychopathology and disordered physiology (this is called ‘etic’, a pathogenetic model), they may ignore the modification process from illness to disease (this is called ‘emic’, a pathoplastic model). These include individual psychological patterns like coping styles, inequalities in access to resources, society’s cultural meanings and social responses (Mckenzie, 1999). Therefore, in cross-cultural studies, it is important to draw on a pathogenetic/pathoplastic model to interpret the findings. In this model, biology is presumed to determine the ‘forms’ of mental disease, while cultural and social factors only shape the ‘contents’ of the disorder. But anthropologists claimed that pathogenetic/pathoplastic model is inadequate for understanding the culture-bound syndrome (Kleinman, 1988). They raised another model that biological and cultural processes dialectically interact with each other, so that to interpret the heterogeneity of psychiatric disorder.
The problems of psychiatric diagnosis

Cross-cultural validity: category fallacy
Despite many cross-cultural psychiatric researches try to avoid misdiagnosis by using operational criteria to define schizophrenia (King et al, 1994), none of the diagnostic systems have been rigorously tested on a UK African-Caribbean population. That is, the cross-cultural validity is questioned and applying the Western concept of schizophrenia to people from other cultures is also argued (Fernando, 1991). This is called the category fallacy by Kleinman (1988).

Reliability

Since Hickling et al (1999) found out that there was only 55% agreement between the diagnoses made by the British psychiatrists and the African-Caribbean psychiatrist. The psychiatric diagnostic system is not necessarily a reliable one in the clinical setting. It will be even a larger problem if cross-cultural comparisons are made.

The nature of psychiatric illness and diagnosis

Since little is known of the patho-physiology of psychiatric illness, the diagnoses in psychiatry are symptoms based on phenomenological and epidemiological methods, rather than biological aetiology based. That is, it is merely a categorical classification. And this is not the same with other diseases, which diagnosis is implied by its biological abnormality despite wide differences in prognosis dependent on a number of social and constitutional factors (Mckenzie, 1999). Based on this diagnostic assumption and limitation, the diagnosis of schizophrenia is only concepts, but not disease. The diagnostic system may change from time to time and from place to place. And the reductionism and universality of the diagnostic system may sacrifice the clinical validity and deemphasize the cultural dimension of illness. These can all lead to label the culture-related symptoms as pathological and overdiagnose of psychosis among the African-Caribbeans. So Mckenzie (1999) pointed out to use of dimensional rather than categorical approaches to diagnosis, in order to acknowledge the within-category variation that is seen clinically and to predict treatment needs.

OTHER EXPLANATION MODELS







Besides misdiagnosis, there are many other possible hypotheses to explain for the excessive risk of schizophrenia or psychoses among the African-Caribbean population in UK as reviewed by Sharpley et al (2001), Eagles (1991), and on the book written by Bhugra & Bahl (1999). Summary of these models are discussed as below.

Biological hypotheses

Genetic predisposition
There is no simple genetic explanation for the increased incidence of schizophrenia in African-Caribbean people in UK due to two reasons. One is that if African-Caribbean people have some genetic susceptibility to develop schizophrenia, an increased incidence of schizophrenia would be observed in Caribbean. But this is not the case since there is a similar incidence for schizophrenia in Jamaica and in the White population in the UK. Secondly, the parental morbid risk for schizophrenia is the same for African-Caribbeans and Whites, implying that the genetic risk is the same between these two groups. But the increased morbid risk for siblings of the second generation African-Caribbean patients is not due to an increased genetic risk. It may be due to an environmental factors operation differentially in the UK on African-Caribbean people born in the UK.

Predisposing to migration
It is hypothesis that people with a genetic predisposing to develop schizophrenia are more likely to migrate. But this theory does not take into consideration the fact that individuals may migrate for different reasons, such as avoiding the political persecution, and pursuing better educational and economic opportunities (Sharpley et al, 2001). This means that migration itself is not necessarily a failure experience, and it may have different impacts on the mental health. So this hypothesis has its own weakness.

Obstetric complications

Obstetric complications leading to brain injury are hypothesized as being important early hazards. Eagles (1991) speculated that the enhanced survival rate of low birth weight in African-Caribbean babies could contribute significantly to the greater risk of subsequent schizophrenia among second-generation Caribbean immigrants. But there was a contrary result that African-Caribbean psychotic patients are less likely than their White counterparts to have experienced pregnancy and birth complications (Hutchinson et al, 1997), despite the sample size was too small to draw strong conclusions.
Social hypotheses
Firstly, as being discussed previously on the cross-cultural difference in psychotic disorder, an increased incidence of schizophrenia in African-Caribbean people is due to increase in those who do not have the core Schneiderian symptoms, and in those with mania which may mimic schizophrenia. Since these affective or schizoaffective psychoses are more frequently precipitated by life events than schizophrenia is, social factors may be important risk-increasing factors in African-Caribbean people in UK. Secondly, the fact that there is a higher incidence of schizophrenia among African-Caribbeans in UK than that among the Caribbean countries indicates that the aetiology of schizophrenia among the former is likely to be socioenvironmental origin (Mahy et al, 1999). These social factors include social disadvantage, racisms, and pathways to care.

Social disadvantage

Since most African-Caribbean people in the UK live in inner-city areas, the high incidence of schizophrenia may be an effect of urban living. They not only suffer considerable social advantage, such as social isolation, stressful life events, lower socio-economic class, and greater levels of employment, but also compromised social structure, such as coming from one-parent families, separation from parents, and being in children’s homes or foster care (Littlewood & Lipsedge, 1982).

Influence of racism
Racism can result in psychological stress, and further increase the susceptibility to poor mental health.

Pathways to care

The African-Caribbean patients were not only lack of trust of psychiatrists, but also less satisfied with services. Therefore, they involve an excess of police involvement, a low level of general practitioners involvement and greater use of compulsory admission. These form a vicious circle which can lead to poor compliance and care of African-Caribbean patients. And the more chronic illness course attracts a more severe diagnosis.
Psychological hypotheses

As we can see from above that African-Caribbean people experience or report more social stress or discrimination, they may use external attribution to protect their low self-esteem, developing protodelusional paranoid and grandiose ideas (Sharpley et al, 2001). These lead to increased diagnosed rates of schizophrenia among them.

Conclusion











I think that African-Caribbean people in UK have higher risk of developing an illness that meets operational criteria for schizophrenia than the populations in their origin countries, and than the host White. Despite misdiagnosis is a partial explanation for it,  I don’t quite agree with that personal or institutional racism by the British psychiatrists lead to the misdiagnosis because it lacks evidences compared to the opposing ones (Hickling et al, 1999; Lewis et al, 1990). But I do agree that misdiagnosis is made on the background of poorer communication with the African-Caribbeans, the cross-culture heterogeneity of psychotic disorder, and the limitations of psychiatric diagnostic system. Furthermore, in addition to misdiagnosis, there are other hypotheses and evidences to explain the high incidence of schizophrenia among the African-Caribbeans in UK. I think the most persuasive argument is the social hypotheses.

In conclusion, African-Caribbeans who are diagnosed as having schizophrenia have different characteristics than the White. They are not classical ‘schizophrenia’, but may be an excess ‘type’ of psychoses. The complexity of discussions on misdiagnosis is posed by the problem of diagnosis itself. Therefore, as I can think, the most ideal method for cross-cultural study should be phenomenological descriptions that are indigenous to each culture group, combined with standardised diagnostic interviews that have incorporated psycholinguistic equivalents from each culture group (Cheng, 2001), and need teamwork and contributions from both psychiatry and anthropology. That will be a long way to go, so do the Caribbean immigrants continue to face the stressful social environment and poor mental care. But as Mckenzie said ‘Identification of specific risk factors for psychosis in the African-Caribbean population could not only lead to the development of preventive strategies, but could also provide information for the wider debate on the aetiology of the psychoses’ (Bhugra & Bahl, 1999).
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附錄五

Advanced Statistics

Course Outline

	January

	       12
	0930
	Linear regression theory
	Seminar room 6

	
	1400
	Practical
	S 212

	       19
	0930
	Logistic regression theory
	Seminar room 6

	
	1400
	Practical (logistic I)
	S 212

	       26
	0930
	Survival analysis theory
	Seminar room 6

	
	1400
	Survival analysis practical
	PAWS room B

	February

	        2
	0930
	Strategies for model building
	Seminar room 6

	
	1400
	Practical (logistic II)
	PAWS room B

	        9
	all day
	Assessment preparation
	Seminar room 6/computer room to be booked

	     16
	0930
	Multi–level models theory and practical
	Seminar room 6

	
	1400
	ditto
	ditto


附錄六

Aims

















The aim of this survey is to describe and compare the effect of gender, marital status and age on depression across Europe.

Method

















This study is a large cross-sectional survey on people aged 50 and over living in 11 European countries.

Dependent variable

It is a categorical variable which has two values, case or non-case.

Independent variables

(a) gender – female or male;

(b) marital status – alone, cohabitate, and married; also grouped into two categories (unmarried or married);

(c) age, in years – also grouped into four categories (50-59 years, 60-69 years, 70-79 years, 80-85 years) or two categories (50-65 years, 66-85 years).

Analysis

















The individual effects of gender, marital status and age on depression were first assessed. For gender and marital status, χ2 test was used to examine whether there was an association between these two variables and depression with odds ratio and 95% confidence intervals. For age, since it was not normally distributed and was markedly skewed, it was categorized and analyzed also byχ2 test with odds ratio and 95% confidence interval in order to examine whether there was an association between age and depression.

After stratified by gender, the homogeneity test across strata was used to examine the effect modification. Furthermore, the Mantel-Haenszel method was used to control the confounding effect of marital status and age on gender effect and then to obtain an adjusted summary (Mantel-Haenszel) odds ratio. Lastly, the joint effect of age, gender and marital status on depression was assessed by logistic regression in order to control for the confounding effects of each variables.

The response rate was also calculated. Since basic data were available on all potential participants, chi-square (χ2) test was used to check if there were differences between the characteristics of those who were interviewed and those who were not.

Result                                        







Individual effects of gender, marital status and age (Table 1)

There was an association between gender and depression (OR=2.29, 95% CI=2.12-2.47). This means that depression is more common among female than man (female: 30.7%, male: 16.2%).

There was a difference in the proportion of depression between the three marital statuses (P<0.001). These being alone had higher risk of depression (33.3%) than that of cohabitated (22.2%) or married (22.1%). And the odds ratio of married/unmarried was o.58 with 95% CI of 0.53%-0.62%.

There was a difference in the proportion of depression between the four age categories (p<0.001). The proportion of depression increased with the age (50-59:21.7%; 60-69: 21.7%; 70-79: 21.9%; 80-85: 38.2%). But this age effect on depression was not linear as we can see from the odds ratio of each category compared with the reference category (60-69: 1.00; 70-79: 1.9; 80-85: 2.23). If it was grouped into younger (50-65) and elder group (66-85), there was more depression in the elder group (OR=1.42, 95% CI=1.32-1.53).

Table 1  The distribution and univariate analysis of individual effects on depression
	Variables
	Case (3845)
	Non-case (8094)
	OR
	95% CI

	
	Number
	%
	Number
	%
	
	

	Gender
	
	
	
	
	2.29
	2.12-2.47

	Male
	1181
	16.2
	6093
	83.8
	
	

	Female
	2664
	30.7
	2001
	69.3
	
	

	Marital stats
	
	
	
	
	
	P<0.001

	Alone
	1288
	33.3
	2579
	66.7
	
	

	Cohabitated
	139
	22.2
	488
	77.8
	0.57
	0.47-0.70

	Married
	2418
	21.1
	9027
	78.9
	0.54
	0.50-0.58

	Age
	
	
	
	
	
	P<0.001

	50-59
	1286
	21.7
	4631
	78.3
	
	

	60-69
	1202
	21.7
	4325
	78.3
	1.00
	0.92-1.09

	70-79
	972
	21.9
	2516
	72.1
	1.39
	1.26-1.53

	80-85
	385
	38.2
	622
	61.8
	2.23
	1.94-2.58

	Regrouping of variables

	Marital stats
	
	
	
	
	0.58
	0.53-0.62

	Unmarried
	1427
	31.8
	3067
	68.2
	
	

	Married
	2418
	21.1
	9027
	78.9
	
	

	Age
	
	
	
	
	1.42
	1.32-1.53

	50-65
	2032
	21.5
	7427
	78.5
	
	

	66-85
	1813
	28.0
	4667
	72.0
	
	


The effect modification and confounding (Table 2)

The homogeneity tests showed that there was no statistically significant interaction of the marital status and age on gender effect (marital status, p=0.84; age, p=0.64). This means we can use the adjusted summary odds ratio which was derived from the Mantel-Haenszel method. The adjusted odds ratio of gender effect was 2.15 (95% CI=1.99-2.33) after controlling for marital status. While after controlling for age, the adjusted odds ratio was 2.31 (95% CI=2.14-2.49).

Table 2  The effect modification and confounding on gender-depression association

	
	B
	S.E.
	OR
	95% CI for OR

	Gender
	0.78
	0.04
	2.17
	2.01-2.35

	Marital status
	-0.37
	0.04
	0.69
	0.64-0.75

	Age
	0.31
	0.04
	1.36
	1.26-1.47

	Constant
	-1.49
	0.05
	0.23
	


Final model (Table 3)

If we control the odds ratio estimate of gender for other two confounding variables, marital status and age, we can get the final adjusted ratio as 2.17 (95% CI=2.01-2.35) for gender, 0.69 (95% CI=0.64-0.75) for marital status, and 1.36 (95% CI=1.26-1.47) for age.

Table 3  Final model, adjusted for potential confounders
	Modeling
	Summary OR
	95% CI
	Homogeneity of OR

	Gender (unadjusted)
	2.29
	2.12-2.47
	

	Gender + marital status
	2.15
	1.99-2.33
	P=0.84

	Gender + age
	2.31
	2.14-2.49
	P=0.64


Response rates

The response rate was as high as 97.3% (non-responders: 444, responders: 15939). There was systemic difference between the age of those who were interviewed and those who were not (OR=1.50, 95% CI=1.24-1.81). This means the elderly ones are more likely to be non-responders. There were no difference in gender (p<0.36) and marital status (p<0.76).
Discussion
















Gender differences

The gender difference in depression is among the most significant one in this study, even after adjusting for the possible confounding effects of marital status and age (OR=2.17). This means females have 117% more risk developing depression than males. This significant result is compatible with the findings of Prince et al (1999). There is no effect modification of the marital status and age on the gender effect. This means that the gender effect is the same among different marital statuses or ages. This result however is not compatible with the findings of Prince et al (1999) that showed gender effect was significantly modified by marital status and age. Furthermore, marital status is a strongly positive confounder on gender effect since the odds ratio greatly decreased after adjusting for it. This means that if unmarried has a higher risk of depression, and also independently a higher possibility of being a female. While on the other hand, age is a weakly negative confounder on gender effect. This means, if older people had a higher risk of depression, but, independently a lower possibility of being a female. But in the study of Prince et al (1999), there was no tendency for the gender difference to attenuate with increasing age.

Effect of marital status and age

Marital status is associated with depression (OR=0.69). This means those who are unmarried have 45% more risk developing depression than those who are married. It is also a positive confounder on gender effect as mentioned previously. Furthermore, age is also associated with depression (OR=1.36). This means the elder group has 36% more risk developing depression than the younger group. These results are all compatible with the study findings of Prince et al (1999).

Response rate/ representatives

There is age difference between the responders and non-responders. The elderly are more likely to be non-responders. Despite this systematic difference can lead to biased estimates of prevalence, the direction of bias is the same as the aetiological association of age and depression. Also, the response rate is high enough to ensure the representatives of the samples.
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附錄七

INTERNATIONAL MENTAL HEALTH

COURSE OUTLINE

	 Date
	Day Theme
	Primary Tutor
	

	23/2

9.30-12.30

2-4
	 Principles of Public Mental Health 

Introductions 

Introduction to the Unit

Seminar: Poverty, gender and mental health

Lecture: Key issues in international mental health

Workshop/Practical: Selecting a research question in public mental health 
	Vikram Patel

LSHTM

Martin Prince, IoP

Vikram Patel, LSHTM and 

Martin Prince, IoP
	Student Folder (No seminar presentation)

Patel V, Kleinman A. Poverty and Common Mental Disorders in Developing Countries. Bulletin of the World Health Organization 2003;81:609-615.

Astbury,J. (2003) Mental Health: gender bias, social position and depression. In:  Engendering International Health (eds Gita Sen et al). MIT Press, Cambridge. Patel, V. (2003) Chapter 1 (An introduction to mental illness). Where There Is No Psychiatrist, Gaskell: London. 
Rahman A, Iqbal Z, Bunn J, Lovel H, Harrington R. Impact of maternal depression on infant nutritional status and illness: a cohort study. Arch Gen Psychiatry 2004;61:946-52.

World Health Report 2001, Introductory Chapter

For Library Reading Box

Patel, V. (2003) Chapter 1 (An introduction to mental illness). Where There Is No Psychiatrist, Gaskell: London. 



	24/2

9.30-12.30


	History and Sociology of Psychiatry

Lecture & Seminar:  Is Madness Socially Constructed? Stigma and Mental Illness


	Nicki Thorogood & Matt Stone, LSHTM 


	Student Folder  (No seminar presentation)

Bryan Turner (1992) Medical Power and Social Knowledge, Chap 4 Madness and Civilisation, Stage London.
Link and Phelan (2001) Concepualizing Stigma. Annual Sociological Review, 27: 363 – 85
Busfield, J. (2000), Introduction: Rethinking the sociology of mental health. Sociology of Health & Illness, 22:5, 543 – 558.

Pilgrim, D., Rogers, A. (1993) A sociology of Mental Health  and Illness, Chaps 1:  Perspectives on Mental Health and Illness, 7: The Organization of Psychiatry, 8: Psychiatry and Legal Control, Open University Press
Additional reading: (library box)

Derek Summerfield, Effects of war: Moral knowledge, revenge, reconciliation and medicalised concepts of recovery, BMJ vol 325, 9th November 2002
Stuart Turner et al (2003), Mental Health of Kosovan Albanian refugees in the UK, British Journal of Psychiatry (2003) 182, 444 – 44
.Palmer, D. (2000) Identifying delusional discourse: issues of rationality, reality and power. Sociology of Health & Illness, 22:5, 661 – 678.
Manning, N. (2000), Psychiatric dianosis under condition of uncertainty; personality disord, science and professional legitimacy. Sociology of Health & Illness, 22:5, 621 – 639.

	2/3

9.30-12.30

2-4
	Cultural Determinants of Mental Illness

Lecture: Culture and Mental Health

Seminar: Ethnography of mental illness and the influence of society and culture on mental Illness

Workshop/Practical: Making research culturally sensitive/narrative analysis
	Vikram Patel,  LSHTM

Dominique Behague, LSHTM

Vikram Patel & Dominique Behague
	Student Folder 

For seminar presentation:

1) Rhodes, Lorna,  2000 Taxonomic Anxieties: Axis I and Axis II in Prison. Medical Anthropology Quarterly 14(3):346-373

2) Becker, A 2004 Television, disordered eating and young women in Firji: Negotiating body image and identity during rapid social change. Culture, Medicine and Psychiatry,  28,533-559

Littlewood,R. (1990) From categories to contexts: a decade of the new cross-cultural psychiatry. British Journal of Psychiatry, 156, 308-327.

Kleinman, A, 
1986
Social origins of distress and disease: depression, neurasthenia and pain in Modern China. Current Anthropology 27(5):499-504.

Library Box

Good, B 1992
Culture and Psychopathology: Directions for Psychiatric Anthropology. In New Directions in Psychological Anthropology. T. Schwartz, G. White, and C. Lutz, eds. Cambridge: Cambridge University Press.

Kirmayer, Laurence J., Allan Young, and Barbara C. Hayton, 1995
The Cultural Context of Anxiety Disorders. The Psychiatric Clinics of North America 18(3):503-521.

Kirmayer, Laurence J. 1989
Cultural Variations in the Response to Psychiatric Disorders and Emotional Distress. Social Science and Medicine 29(3):327-339.VP
Koss, Joan D, 1976 Social Process, Healing and Self-defeat among Puerto Rican Spiritists. American Ethnologist 1977(4):453-469.

	3/3

9.30-10.30

11-12.30
	Population change and mental health

Lecture: Alcohol, Mortality and Social Change in Eastern Europe 

Seminar: Ageing and Mental Health


	Dave Leon, LSHTM

Martin Prince, IoP
	Student Folder 
D. A. Leon. Russian mortality fluctuations since 1980. In: Policy pathways to health in the Russian Federation (IR-04-021), edited by L. MacKellar, E. Andriouchina, and D. Horlacher, Laxenburg, Austria:International Institute for Applied Systems Analysis, 2004, p. 28-43. (conference presentation)

V. M. Shkolnikov, E. M. Andreev, D. A. Leon, M. McKee, F. Meslé, and J. Vallin. Mortality Reversal in Russia: The story so far. Hygiea Internationalis 4 (4):29-80, 2004. (pdf file available from SUO)

Seminar Presentation

*The 10/66 Dementia Research Group (2004). Care arrangements for people with dementia in developing countries. International Journal of Geriatric Psychiatry (in press)
Shaji KS, Smitha K, Praveen Lal K, Prince M (2002). Caregivers Of Patients With Alzheimer’s Disease : A Qualitative Study From The Indian 10/66 Dementia Research Network. International Journal of Geriatric Psychiatry 18,1-6.

	9/3

9.30-10.30

11-12.30

2-4
	International psychiatric epidemiology

Lecture: International research in psychiatric epidemiology

Seminar: Measurement across cultures

Workshop/Practical: International study designs in psychiatric epidemiology
	Martin Prince,  IoP

Nick Glozier, IoP

Martin Prince & Nick Glozier, IoP


	Student Folder 

Introduction: Practical Psychiatric Epidemiology. Prince, Stewart, Ford and Hotopf

Prince M, Acosta D, Chiu H, Scazufca M, Varghese for the 10/66 Dementia Research Group (2003).  Dementia diagnosis in developing countries: a cross-cultural validation study.  The Lancet, 361, 909-17.

Seminar Presentation

The WHO World Mental Health Consortium, World Health Organization. Prevalence, severity and unmet need for the treatment of mental disorders in the World Health Organization World Mental Health Surveys. JAMA. 2004;291:2581-2590

Wickramasinghe SC, Rajapakse L, Abeysinghe R, Prince M. The Clinical Interview Schedule--Sinhala version: Validation in a community setting in Sri Lanka. International Journal of Methods in Psychiatric Research. 11(4): 169-77, 2002 

Library Reading Box

Brugha et al, A difference that matters: comparisons of structured and semi-structured psychiatric diagnostic interviews in the general population". Psychol Med 1999, 29, 1013-1020.

	10/3

9.30-12.30
	  Conflict, Trauma and Mental Health

Lecture: Approaches to trauma as a result of conflict

Film: ‘Child Soldier in Liberia’, followed by group discussion


	Egbert Sondorp, LSHTM

With Lietje Petri 
	Student Folder (No seminar presentation)

van Ommeren M, Saxena S, Saraceno B
Mental and Social health during and after acute emergencies: emerging consensus
Bull WHO, January 2005, 83(1), 71-77
Mollica RF, Lopes Cardozo B, Osofsky HJ, et al
Mental health in complex emergencies
Lancet 2004; 364: 2058-67

Library box:

de Jong JTVM, Komproe IH Van Ommeren M, et al

Lifetime Events and Posttraumatic Stress Disorder in 4 Postconflict Settings  JAMA. 2001;286:555-562. 

Lopes Cardozo B, Bilukha OO, Gotway Crawford CA,  et al

Mental Health, Social Functioning, and Disability in Postwar Afghanistan 

JAMA. 2004;292:575-584. 

Scholte WF, Olff M, Ventevogel Pm et al

Mental Health Symptoms Following War and Repression in Eastern Afghanistan 

JAMA. 2004;292:585-593. 

Eisenbruch M, de Jong JT, van de Put W.

Bringing order out of chaos: a culturally competent approach to managing the problems of refugees and victims of organized violence

J Trauma Stress. 2004 Apr;17(2):123-31

Eisenbruch M

From Post-traumatic Stress Disorder to Cultural Bereavement. Diagnosis of Southeast Asian Refugees

Chapter from: The art of medical anthropology

Edited by Sjaak van der Geest & Adri Rienks

1998,  Het Spinhuis Publishers, Amsterdam

Bagilishya D. 

Mourning and recovery from Trauma: In Rwanda, Tears Flow Within

Rethinking trauma, Transcultural psychiatry

Sage Publications, Volume 37, Number 3, September 2000

Pham PN Weinstein HM, Longman T

Trauma and PTSD Symptoms in Rwanda: Implications for Attitudes Toward Justice and Reconciliation 

JAMA. 2004;292:602-612. 

Bracken PJ, Giller JE, Summerfield D

Psychological responses to war and atrocities: the limitations of current concepts. 

Social Science and Medicine, Vol 40. No 8. 1073-1082, 1995

Summerfield D

Effects of war: moral knowledge, revenge, reconciliation, and medicalised concepts of “recovery”

BMJ 2002; 325, 1105-7

	16/3

9.30-10.30

11-12.30

2-4


	Social Determinants of Mental Health

Lecture: Social determinants of child mental health

Seminar: Social Capital and mental health 

Workshop/Practical: Integrating social determinants in mental health research 
	Robert Goodman, IoP

Mary de Silva, LSHTM 

Trudy Harpham and Mary de Silva, LSHTM 
	Student Folder 

Fleitlich, B., Goodman, R. (2001) Social factors associated with child mental health problems in Brazil – a cross-sectional survey.  British Medical Journal, 323, 599-600. 

Goodman, R., Gledhill, J., Ford, T. (2003) Child psychiatric disorder and relative age within school year: cross sectional survey of large population sample.  British Medical Journal, 327, 472-475.

De Silva, MJ, McKenzie, K, Huttly, SR and Harpham, T (2005). "Social capital and mental illness: a systematic review." Journal of Epidemiology and Community Health 59(8): 619-27.

Library Box

McKenzie K, Whitley R ,Weich S. Social capital and mental health. Br J Psychiatry 2002:181:280-283.

	17/3

9.30-12.30


	Mental  Health Policies

Lecture and Seminar: Mental Health Policies and Global Mental Health
	Rachel Jenkins,  IoP/LSHTM
	Student Folder  (No seminar presentation)

Jenkins R (2003) Supporting governments to adopt mental health policies. World Psychiatry. 2:1 14-19

Jenkins R (2001) Making psychiatric epidemiology useful: The contribution of epidemiology to mental health policy. Acta Psych Scand 103, 2-14 

	23/3

9.30-10.30

11-12.30

2-4


	Health Services Development and Evaluation

Lecture: Developing community mental health services: meeting the need

Seminar: Integrating Mental Health with Primary Care

Workshop: Developing a mental health service in a low resource setting


	Graham Thornicroft, IoP

Marcus Hughes, IoP and Graham Thornicroft

Marcus Hughes and Vikram Patel, LSHTM
	Student Folder 

Thornicroft, Graham; Tansella, Michele. Components of a modern mental health service: A pragmatic balance of community and hospital care: Overview of systematic evidence.  British Journal of Psychiatry. Vol 185(4) Oct 2004, 283-290

Alexia Papageorgiou, Michael King, Anis Janmohamed, Oliver Davidson, And John Dawson. Advance directives for patients compulsorily admitted to hospital with serious mental illness: Randomised controlled trial Br. J. Psychiatry, Dec 2002; 181: 513 - 519. 

Seminar Presentation

Araya, Ricardo; Rojas, Graciela; Fritsch, Rosemarie; Gaete, Jorge; Rojas, Martiza; Simon, Greg; Peters, Tim J. Treating depression in primary care in low-income women in Santiago, Chile: A randomized controlled trial. Lancet. Vol 361(9363) Mar 2003, 995.

Katon W, Von Korff M, Lin E, et al. Collaborative management to achieve treatment guidelines: impact on depression in primary care. Journal of the American Medical Association 1995;273:1026-1031.

Library Box

Cohen, A. The effectiveness of mental health services in primary care: a view from the developing world. WHO. 2000

Croudace et al (2003) Impact of ICD10 PHC diagnostic and management guidelines for mental disorders on detection and management in primary care. British Journal of Psychiatry, 182, 20-30.

de Jong J, A comprehensive public mental health programme in Guinea-Bissau: a useful model for African, Asian and Latin American countries, Psychological Medicine, 1996, 26, 97-108


附錄八

A Proposal for a Program for the Mental Health Needs of Survivors after the Tsunami

INTRODUCTION














The mental health consequences of disasters                 

Disasters are traumatic events that affect whole communities of individuals and cause widespread destruction and distress. The psychosocial stress and mental health problems after a disaster range from mild distress to a variety of mental disorders, including very severe mental disorders, over a different period of time. Although there are variations in the prevalence rates of each problem due to the nature of a disaster (natural disaster or violent human conflict), the domestic setting (sociocultural factors, current and previous disaster exposure), assessment method, case definition and the population’s willingness to endorse symptoms in studies, there is rule-of-thumb estimating the magnitude of mental health problems proposed by WHO from a public health perspective (WHO, 2005a). Some are normal stress and grief responses, others are psychopathology. These mental health consequences after disasters can be categorized into three groups described as below:

1. Mild psychological distress

It is a normal psychological response that nearly every survivor experience and would be resolved within a few days or weeks. A very rough estimate would be that perhaps 20-40% of the tsunami-affected population falls in this group (WHO, 2005a). At first, survivors are stunned, dazed, shocked and disbelieving of the unprecedented disaster. And then they would suffer from some psychological distress, include anxiety symptoms (such as tension, anxiety, and panic), agitation, restless, confusion or withdrawal, crying and feeling guilty. But some survivors suffering lesser losses would sometimes experience elation or euphoria (WHO, 2005b). Since they are considered as a normal reaction to an abnormal situation, they require no specific intervention.
2. Moderate or sever psychological distress

It is a psychological response resulting in short duration of distress or dysfunction. Usually it will resolve within days to weeks or result in mild chronic distress. This group is estimated to be 30-50% of the tsunami-affected population (WHO, 2005a). These people may experience anxiety symptoms (being fearful, vigilant, hyper-alert), depressive symptoms (feeling sad or guilty feeling, weeping), irritable or angry, unable to sleep, and repeated ‘flashback’. And these symptoms will subside within days to weeks. On the other hand, some symptoms may persist after three weeks of the disaster, such as restlessness, panic feeling, continued deep sadness, unrealistic pessimistic thoughts, outward inactivity, isolated and withdrawn behavior, and anxiety symptoms manifested as physical symptoms (palpitation, dizziness, restlessness, nausea, and headache) (WHO, 2005b). Although the symptoms do not necessarily amount to a mental illness, these people tend to be labeled with psychiatric diagnoses by some psychiatric instruments that have not been validated for the local cultural and disaster-affected context (WHO, 2005a). These individuals are likely to be helped by the community level workers trained in providing some basic psychological intervention. But besides that, some of them may develop healthy coping skills, such as acceptance of the disaster as nature’s doing, hope for the future, and getting involved in relief and rescue work (WHO, 2005b).

3. People with mental disorders

Some people would suffer from more persistent mental problems, which can be divided into those with mild or moderate mental disorders (up from ‘normal’ 10% to 20%), and those with severe mental disorders (up from ‘normal’ 2-3% to 3-4%). These mental disorders need specialist mental health intervention and require referral both to the general health services and community mental health services (WHO, 2005a).

3.1 Mild or moderate mental disorder

These people have higher prevalence rates of symptoms of depression, anxiety, and PTSD (Lopes Cardozo et al, 2004) and are often diagnosed as having common mental disorders, such as mild or moderate forms of mood disorders (dysthymia and major depressive disorder), PTSD, other anxiety disorders (panic disorder, agoraphobia, and social and specific phobia), and somatoform disorders (de Jong et al, 2003). Others include adjustment disorder, and alcohol or drug abuse (WHO, 2005b). But people with disaster-related depressive and anxiety disorders other than PTSD are overlooked. This is especially true in many non-western cultures in which there is low level of help-seeking behaviour for PTSD symptoms. And also there is a “category fallacy” when concepts of PTSD is used in a non-western country (Bracken et al, 1995; van Ommeren et al, 2005).

3.2 Severe mental disorder

This group includes psychosis, severe depression, and severe disabling form of anxiety disorder (WHO, 2005a). Also the disaster could trigger relapse or exacerbation of the patients with preexisting mental disorders, especially those who were displaced from psychiatric facilities or lost their medicine in the disaster (van Ommeren et al, 2005).

INTERVENTION















I will propose a program which caters for the mental health needs of the survivors in Ampara district, since it is the region in Sri Lanka hardest hit by the tsunami and there are few mental health resources in it.

1. Estimation of the mental health needs

1.1 General principles

I would estimate the mental health needs of the Ampara district by using a multi-method approach combining quantitative epidemiological with qualitative ethnographic methods (Mollica et al, 2004). It should be made at different points in time considering the various phases after a disaster. These points in time might be 1week, 1 month, 3 months, and 6 months after the tsunami.
1.2 Quantitative epidemiological methods
I will firstly use quantitative methods to estimate the mental health needs in this community. Since common mental disorders are commonly seen among the survivors after disasters, and GHQ-30 (General Health Questionnaire) is the only screening questionnaire for common mental disorder that was translated and validated in Sri Lanka (de Silva & Samarasinghe, 1990), we can perform the questionnaire through the community level workers of the voluntary organizations who are working with the population. This method has the advantage of covering a large number of respondents in the community. A random sample of the population they are working can be selected, so that based on the analysis of these data we can come to an understanding of the psychosocial stress, which is used as a proxy estimation of mental health needs in the community.
1.3 Qualitative ethnographic methods

Since most psychometric instruments are developed in a western country, there are few culturally validated instruments in Sri Lanka. The valid quantitative data of mental health needs gathered as above would be limited. This limitation requires additional qualitative information. And the local formulation of needs should make with reference to community setting. So I would gather more information of mental health needs through focus group discussions with the community level workers. The focus groups would explore themes including opinions about sociocultural and community context; local perceptions of mental health needs and problems; perceived cause of these problems; local ways of coping and protective modifiers; help-seeking behaviour; information about resources (such as health care facilities, relief of organizations, and local or allopathic practitioners, or healing cults); needs of particular vulnerable groups (such as women, children, elderly, and psychiatric patients in treatment of pre-existing disorders).

2. Objectives of the intervention

There are three objectives of the intervention I proposed. The first is to sensitize general practitioners (GPs) to the psychosocial aspects of the tsunami in the affected population. The second is to familiarize the GPs with integrating medical interventions with psychosocial care to survivors. The third is to enhance GPs’ capacity in evaluation and management of individuals with psychiatric disorders and make appropriate referral wherever necessary.

3. The proposed intervention strategy

This is a program which integrates mental health care into primary health care. It includes clinical trainings for 1 week, and follow-up supervisions for 6 months in the GPs’ management of mental health problems in Ampara district of Sri-Lanka. Because the training and supervision activities are provided by mental health specialists from other countries, it is important that a culturally sensitive mental health curriculum should be designed. The content of the training includes eliciting the history of present illness, interviewing skills; case review; physical and mental status examination; DSM-IV diagnosis as well as local folk diagnosis; psychiatric treatment skills (use of psychotropic medications and counseling); the use of culturally validated screening instruments; and referral (both to the community level workers and the few mental health facilities). This proposed program aims to equip the GPs with more capabilities to deal with the mental health problems among the survivors.

4. Rationale for choosing this intervention

4.1 There are few mental health specialists in Sri Lanka, and nearly all of these meager resources are concentrated in Colombo, the capital of Sri Lanka (WHO, 2005a). It is not possible to have enough number of mental health specialists to serve all the people in Ampara district. Therefore mental health care in this region should be mainly integrated into primary health care.

4.2 The majority of the psychosocial problems can be identified and treated adequately by appropriately trained GPs.

4.3 In the Sri Lankan culture, people never speak of mental anguish. In stead, they complain of various aches, pains, and discomforts that have no apparent physical cause. That is, people manifest their psychological problems in the form of physical symptoms and hence seek advice from GPs. Also, many people would visit GPs because they suffer from both physical and psychological problems simultaneously.

4.4 Basic social and mental health interventions – on which there is broad consensus - should be implemented before more specialized interventions are considered (WHO, 2003). And it is recommended that the mental health interventions should be incorporated into primary health care. Separate services for distinct groups of trauma survivors should be avoided (WHO, 2003; van Ommeren et al, 2005).

5. Strengths and limitations

Strengths

5.1 It is cost effective and more practical to deliver services for psychological problems and physical problems in an integrated manner through primary health care. And also it can maximize access to mental health care for the largest number of people.

5.2 Some people prefer to take treatment from a GP rather from a psychiatrist, due to stigma. This is especially true for minor psychological problems in the developing countries like Sri Lanka.

Limitations

5.3 There are some people who don’t seek primary health care after the tsunami. These include minority groups, and those who are socially isolated after the disaster. And among these, there is some mental distress or disorder.

5.4 It is not necessary that every mental health problem should be managed in the primary health care setting. Actually minor mental health problems or psychosocial problems could be managed just by maximizing care by families or active use of resources within the community.

5.5 It is questioned that such a program can be undertaken entirely within primary health care systems, given the heavy caseloads after the disaster and the wide range of skills needed to deal with different kinds of mental health problems.
EVALUATION OF THE INTERVENTION









1. Evaluation: effectiveness, outcome measure, and data collection

1.1 Main outcomes: GPs’ knowledge and confidence

It is hypothesized that through this training and supervision program, GPs in the Ampara district of Sri Lanka can attain more mental health knowledge, and confidence in managing the mental health problems among the survivors. And the GPs’ knowledge and confidence could also be evaluated as a proxy measure of their clinical performance (Henderson et al, 2005). Knowledge and confidence is evaluated in each of the following areas at the beginning of the training (baseline), at the end of the week’s training (post-training), and 6 months following the training (follow-up): evaluation of the psychosocial problems, performing psychiatric diagnosis, providing counseling for psychiatric disorders, prescribing psychotropic medications, making an appropriate referral. And then we can make a comparison between baseline to post-training and post-training to 6-month follow-up in order to evaluate the effectiveness and sustainability of the training program.

1.2 Other outcomes:

Patients’ GHQ-30 score

Secondly, I will use the GHQ-30 questionnaire to quantify the clinical performance of the trained GPs in treating common mental disorders. Those who are diagnosed as common mental disorder by the GPs are assessed using GHQ-30 at different time points, including baseline, 1 month later, 3 months later, and at the end of the treatment.

Patient’s satisfaction

At the 3-month follow-up or the end of the treatment, patients’ satisfaction with the GP’s management of their psychosocial stress is rated on a 5-point ordinal scale from helping not at all to helping a great deal.

GPs’ referral

The data on the percentage and characteristics of those who are referred to the mental health facilities or to community care are collected and analyzed. These data are evaluated by the referring GPs, and they include the specified mental health problems (both the social and psychosocial problems), GHQ-30 score, tentative psychiatric diagnosis, received psychotropic drugs, and reasons of referral. Some of these referral data can be compared with those being further evaluated by the psychiatrists in mental health facilities or the workers in community. Furthermore, these three groups of people (treated by GPs, referred to mental health facilities, and referred to community care) can be compared with each other, in order to figure out the referral pattern of the GPs after receiving the training.

2. Any ethical issues

2.1 The field of disaster mental health is relatively new, and little research exists on what interventions best stave off long-term psychological problems. So this proposed intervention strategy is just based on the evidence of randomized trials in non-traumatized populations and good intentions, rather than on scientific evidence in the traumatized populations. But since experimental designs of randomized controlled trials of intervention are frequently unfeasible and unethical in the immediate aftermath of the disaster, the effectiveness of primary care treatment for the disaster-related mental problems remains to be determined.

2.2 It is naïve to think that mental health care is uniformly benign in complex emergencies and associated with few risks. In these GPs’ “practices” after training, it is possible for them to elicit trauma stories from survivors, especially those who had been already traumatized in the previous civil war of Sri Lanka. Some counseling are therapeutic to the survivors, while some can become very intrusive and psychologically disturbing and lead to serious negative mental health outcomes. That is to say, GPs’ “practices” may do harm to the severely traumatized survivors if they do not manage appropriately or not sensitive enough to make an appropriate referral. Talking cures are not always benign or welcomed, especially in developing cultures (Mollicca et al, 2004).

2.3 There may be an overemphasis and reliance on outside European and North American clinicians for training, consultation, supervision, and doing evidence-base investigations in this proposed program. But in relation to advocating the training of primary health workers by “mental health specialists”, whose knowledge counts? Is there a possible “category fallacy”? Or is it just “lip service” from outside agencies and specialists? Also its cost is very high.
2.4 Although using psychiatric diagnosis is helpful in evidence based medicine, there is a risk of labeling and stigmatization, inviting more burden and stress to the vulnerable survivors. 
REFRENCES















1. Bracken P.J., Giller J.E., Summerfield D. (1995) Psychological responses to war and atrocity: the limitations of current concepts. Social Science and Medicine, 40(8), 1073-1082.
2. de Jong J.T.V.M., Komproe I. H., Van Ommeren M. (2003) Common mental disorders in postconflict setting. Lancet, 361, 2128-2130
3. de Silva N., Samarasinghe D. (1990) Acceptance of a psychiatric screening questionnaire by general practice attenders. Ceylon Medical Journal, 35(3), 105-108.
4. Henderson D.C., Mollica R.F., Tor S., et al (2005) Building primary care practitioners’ attitudes and confidence in mental health skills in a post-conflict society. J Nerv Ment Dis, 193, 551-559.
5. Lopes Cardozo B., Bilukha O.O., Gotway Crawford C.A., et al (2004) Mental health, social functioning, and disability in Postwar Afghanistan. JAMA, 292, 575-584.
6. Mollica R.F., Lopes Cardozo B., Osofsky H.J., et al (2004) Mental health in complex emergencies. The Lancet, 364, 2058-2067.
7. van Ommeren M., Saxena S., Saraceno B. (2005) Mental and social health during and after acute emergencies: emerging consensus? Bulletin of the WHO, 83(1), 71-77.
8. WHO (2003) Mental health in emergencies: Mental and social aspects of health of population exposed to extreme stressors. WHO: Geneva.

http://www.who.int/mental_health/media/en/640.pdf

9. WHO (2005a) Mental health and psychosocial relief efforts after the tsunami in south-east Asia. WHO: Regional Office for South-East Asia, New Delhi.

10. WHO (2005b) Psychosocial care of tsunami-affected populations. WHO: Regional Office for South-East Asia, New Delhi.
附錄九

MEASUREMENT IN MENTAL HEALTH

Timetable

	Week
	Session
	Fixed day
	Venue
	Flexible day

	Week 1

27/2

Nick Glozier
	AM

1000-1100

1130-1230
	Lecture 1

Diagnostic nosology – a historical perspective

Lecture 2

Structured diagnostic assessments. 
	NEW Seminar Room 5 o 7th Floor
	Read the two papers provided

‘a difference that matters’ – 1 and 2

	Martin Prince
	PM

1400-1600
	Lecture 1

General principles of measurement

Lecture 2

Questionnaire design 
	Room 101

New Seminar Room 6
	

	Week 2

6/3

TBA
	AM

1000-1100

1130-1230
	Classroom Practical

Validating diagnostic measures – the CIS-R

Sensitivity/ Specificity – PPV etc
	Seminar Room 6
	Review three questionnaires

WHO-QoL Bref

WHO-DAS II

EURO QoL

Any problems?

How might they be improved?

	
	PM

1400-1600
	Classroom practical

Questionnaire design
	Seminar Room 6
	

	Week 3 

13/3

Michael Dewey
	AM

1000-1100

1130-1230
	Lecture 1

Developing and validating scales 1. General theory.

Lecture 2

Developing and validating scales 1. Statistical aspects

PCA. IRT.
	Seminar Room 6
	Identify a brief measure of social support suitable for use in a community survey in a context you know well. Report on its psychometric characteristics, particularly validity and reliability

	
	PM
	Computer practical

Correlation and agreement

ICC and Kappa

Factor analysis
	TBA
	

	Week 4

20/3

Nick Glozier
	AM

10 – 12.30
	CIDI training 

(fully structured interview)
	Seminar Room 6
	Practice interviews

	
	PM

2.00 – 5.00
	SAP training

(semi structured interview)
	Seminar Room 6
	

	Week5

27/3

Martin Prince
	AM

1000-1100

1130-1230
	Repeated measures

Cross-cultural comparisons
	Seminar Room 6
	Read the two papers provided

	
	PM

1400-1600
	Seminar

Culture fair assessment
	Seminar Room 6
	

	Week 6

3/4
	
	Assessment practice
	
	


附錄十

Assignment in Measurement in Mental Health

QUESTION I
 














If I want to measure quality of life (QOL) in people with dementia pre- and post-community multiple disciplinary team (MDT) intervention, what considerations should I take and which suitable measure can I identify?



Is it feasible and accessible?

Given the impaired memory, concentration and semantic functioning associated with dementia, it is necessary that the instrument be easy to use and places as little demand on the client as possible. But this consideration should not undermine the precision for assessment of QOL.

Who should be asked?

There are various approaches to the assessment of QOL in patients with dementia. These include self-reports by the individual with mild to moderate cognitive impairment, proxy assessment by a family member or caregiver, and direct observation of behaviors assumed to be related to QOL (Logsdon & Albert, 2000). I will choose the self-report one because the dementia patients living in the community here should mostly be those with mild to moderate cognitive impairment and might be able to reliably report their own QOL. However, since varying deficits of cognitive function influence the individuals in their ability to comprehend questions or communicate their own subjective states, it is important to design measures that facilitate the individual’s ability to participate and to identify the point at which the patient’s cognitive impairment would begin to impact measurement reliability. Moreover, a self-report measure has the advantage of taking into account his or her subjective experiences and placing value on the perspective of the person who has the most to gain or lose from treatment. This respect for the autonomy of the individual is also very important from a clinical and ethical standard (Carr et al, 2003).

Is it a generic or disease-specific measure?

Quality of life measures can be categorized as generic or disease-specific (Patrick & Deyo, 1989). Since this measure involves a clinical intervention on patients with dementia living in the community, I would rather prefer to select a disease-specific measure than a generic one. This dementia-specific QOL measurement scale should include some domains that are important to this clinical population and have an increased likelihood of capturing change brought about by the MDT intervention over time. These domains should consist of physical, psychological, interpersonal, environment, and functional status.

Is it ecologically appropriate?

Any measure is generally developed and tested within a particular population of patients or subjects. So when I select a QOL measure, it is important for me to ensure that the population I propose to use the measure in is similar to the population who were involved in the development and validation of the measure. So I will choose a measure that was previously developed in a population of dementia patients who live in the community.
Is it psychometrically robust?

This measure should also have a reasonably good validity and reliability, as well as responsiveness to change.

Which suitable measure can I identify?

After taking account of the above considerations, I would use QOL-AD (Quality of Life-Alzheimer’s Disease) (Logsdon et al, 1999, 2002) in order to measure QOL in people with dementia pre- and post-community MDT intervention. Here are some characteristics of the scale which are compatible with the above considerations:

1. Feasible and accessible:

The QOL-AD is an easy to use and quickly completed instrument generally accepted by users. Those patients who were able to complete the QOL-AD did so in approximately 10-15 minutes. Caregivers required 5-10 minutes to complete the questionnaire. This 13-item instrument can be reliably used in cognitively impaired individuals with MMSE scores between 10 and 25. The study (Logston et al, 2002) showed that with a total of 177 patients interviewed, 155 were able to complete the interview, with 22 patients unable to understand it sufficiently to provide meaningful responses. Those non-responders were associated with lower MMSE score and restricted functional ability.

2. Disease specific and patient’s perspective: 
The QOL-AD includes items which were selected to reflect four domains of QOL in older adults (namely psychological well-being, behavioral competence, objective environment and perceived quality of life) (Lawton, 1994). It’s a disease-specific measure and is more responsive to change within the dementia group. QOL-AD is completed by patients using an interview format with appropriate modified questions rated on a 4-point scale. Caregivers are also asked to rate their relative’s situation for the same 13 items with a questionnaire format. Separate scores are calculated for patients and caregivers. If a composite score is required, it is weighted towards the patient’s perspective (Logsdon & Albert, 2000).
3. Ecologically appropriate:
This measure was developed and tested within a population of AD patients who were required to be community dwelling, to be ambulatory, and to have an actively involved caregiver who lived with them or spent every day with them (Logston et al, 2002).

4. Validity:

The items were reviewed by AD patients and caregivers to ensure content validity as well as by experts in the field of geriatrics and gerontology to maximize construct validity. Convergent and divergent validity is also supported by the correlation of high scores on the QOL-AD with lower levels of depression, better day-to-day functioning and higher pleasant events frequency (Logston et al, 2002).

5. Reliability:

The QOL-AD demonstrates good internal reliability (α = 0.88-0.89) and test-retest reliability over a 1-week interval (intraclass correlation for patient and caregiver reports = 0.76 and 0.92, respectively) (Logston et al, 2002).

QUESTION II:














If I want to measure quality of life (QOL) in people with major depression for an RCT of SSRI vs tricyclic antidepressant, what considerations should I take and which suitable measure can I identify?








Is it feasible and accessible?

Since the nature of major depressive disorder and its treatment may cause problems with concentration and motivation, it is important to find a measure that is short and easy to answer.

Is it ecologically appropriate?

The measure should be previously developed in a population of people with major depression under pharmacological treatment. Also, the items should fulfill the requirement of ease of translation into other languages since an increasing number of multi-national clinical trials and research studies are undertaken. These international studies should rely on the availability of suitable instruments, properly tested for reliability and validity.

Whose perspective is it? Is it a generic or disease-specific measure?

The items should be derived from depressive patients’ perspectives (bottom-up) which relate to their needs and levels of satisfactions. The measure should also have a clear theoretical basis of major depressive disorder. So the measure consists of depression-specific items. Moreover, it is the severity of the symptoms, as judged by the patient, which most often determines whether treatment is sought and the degree of compliance with treatment regimens.

Is it psychometrically robust?

The excellent psychometric property of an instrument is crucial for conducting a randomized clinical trial. Since it involves an evaluative measure that assesses change over time, the test-retest reliability and responsiveness are more important than the construct validity (Carr et al, 2003). That is, it should sensitive enough to pick up changes in quality of life associated with alternative treatments.

Which suitable measure can I identify?

After taking account of the above considerations, I would use QLDS (Quality of Life in Depression Scale) (Hunt & McKenna, 1992) in order to measure QOL in people with major depression for an RCT of SSRI vs tricyclic antidepressant. Here are some characteristics of the scale which are compatible with the above considerations:

1. Feasible and accessible:

This measure consists of only 34 items with a dichotomous response system (‘true’/’not true’). Since it is short and easy to answer, the depressed patients had little trouble completing the questionnaire (Hunt & McKenna, 1992).

2. Ecologically appropriate:

The items included in the QLDS were derived from in-depth, qualitative interviews with depressed or recently recovered patients. And these items were developed to fulfill the requirement of ease of translation into other languages. Actually, it was translated into nine language versions which were well accepted by respondents and had excellent psychometric properties in multi-national clinical trials (McKenna et al, 2001).

3. Patient’s perspective & disease-specific:

The QLDS was constructed on a clear theoretical basis that life gains its quality from the ability and capacity of the individuals to satisfy their needs. All the items were generated directly from the depressive patients and expressed in their own words. By concentration on the ‘needs’ satisfied by important aspects of life, rather than the activities themselves, the QLDS avoids problems of irrelevant questions and missing data.

4. Validity

QLDS has high face and content validity as it was well accepted by patients and relevant to their illness. The construct validity is also satisfactory in correlation to GWBI (General Well-Being Index) (0.79). This is appropriate given that well-being must be considered to be a major component of quality of life (Hunt & McKenna, 1992).

5. Reliability & responsiveness

QLDS has a good test-retest reliability (0.94), internal consistency (0.95 at time 1 and 0.94 at time 2), and ‘split-half’ reliability (0.93 at both time 1 and time 2) (Mckenna & Hunt, 1992). The variability of the scores around any given level of severity of depression (as indicated by the relatively high standard deviation of scores) and its ability to detect both positive and negative changes in quality of life, suggest that the instrument will be sensitive to changes in quality of life associated with treatment or other factors. Also, the high levels of reliability found suggest that the different language versions of the instrument will be responsive. That is, they will be able to detect real change in quality of life for depressed patients. And the high level of reliability and responsiveness mean that relatively small sample sizes are required (McKenna et al, 2001).

QUESTION III














If I want to measure quality of life (QOL) in the general population for a national psychiatric morbidity survey, what considerations should I take and which suitable measure can I identify?










Is it feasible and accessible?

The instrument should not be too lengthy in large scale epidemiological studies where quality of life is only one variable of interest. That is, the assessments will be more willingly incorporated into studies if they are brief.

Is it a generic or disease-specific measure?

Since its focus is on the general population, not the clinical setting or clinical trial, it will be optimal to use a generic measure in order to assess general health-related quality of life across different populations or with different diseases.
Is it ecologically appropriate?

The national surveys usually cover different kinds of populations with different cultures, and might compare results obtained in different countries. So the instrument should be developed in a wide range of languages in numerous different cultural settings and yields comparable scores across cultures.

Is it psychometrically robust?

Since this is a cross-sectional survey that discriminative measures are used to quantify or compare the psychiatric morbidity, it requires good cross-sectional construct validity and test-retest reliability in order to ensure that there will be large differences between different population groups, which are stable over time (Carr et al, 2003).

Which suitable measure can I identify?
After taking account of the above considerations, I would use WHOQOL-BREF (World Health Organization Quality of Life, Abbreviated version) (WHOQOL Group, 1998) in order to measure quality of life in the general population for a national psychiatric morbidity survey. Here are some characteristics of the scale which are compatible with the above considerations:

1. Feasible and accessible:

Since it consists of only 26 items and is easy to complete, it will be more possibly incorporated into this national psychiatric morbidity survey.

2. Ecologically appropriate:

WHOQOL-BREF was developed from 20 field centres situated within 18 countries. It assessed several populations, including persons with disease or impairment from a cross-section of primary-care settings, hospital and community-care settings. It also assesses subjects with no health problems, which consist 37% of the total sample. In summary, WHOQOL-BREF was developed cross-culturally in multiple international field centres with a wide range of health problems.

3. Theoretical basis of the generic-specific measure:

WHOQOL-BREF was derived from data collected using the WHOQOL-100. It consists of four domains related to quality of life: physical, psychological, social relationships and environment. Besides including one item from each of the 24 facets in WHOQOL-100, it also included one facet on overall quality of life and general health, constituting totally a 26-item instrument that had the same theoretical basis as the WHOQOL-100.

4. Validity:

WHOQOL-BREF has itself demonstrated criterion validity since domain scores produced by it correlate at around 0.9 with the WHOQOL-100 domain scores. Individual items that correlated most highly with the total score were selected, and were then examined by a panel in order to establish whether the items selected to represent each domain reflected the conceptually derived operationalization of facets of quality of life. So it has good construct and content validity as well. WHOQOL-BREF domain scores also demonstrated good discriminant validity with significant differences between ill and well subjects in all domains.

5. Reliability:

WHOQOL-BREF domain scores demonstrated good internal consistency (Cronbach alpha values ranged from 0.66 to 0.84 through different domains) and test-re-test reliability (ranged from 0.66 to 0.87). So it is a measure of which individual items address a common underlying construct, and it is also stable over time.
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附錄十一

The caregiving experience and psychological distress of relatives of patients with schizophrenia in central Taiwan

SUMMARY

Since recent models of mental health service provision put an emphasis on community-based treatment and prevention of long-term hospitalization, there are increasing responsibilities for patients’ relatives in providing continuity of care at home. Although the caregiving experience and psychological distress of relatives of patients with schizophrenia are important areas of clinical and research work, they are often neglected in non-western countries, such as in Taiwan. The aims of this study are to develop the Chinese version of Experience of Caregiving Inventory (ECI), which will be used to assess the caregiving experience of the relatives of patients with schizophrenia in central Taiwan. Caregivers’ psychological distress will also be assessed by the Chinese Health Questionnaire (CHQ). Besides, we will investigate the influence of demographic, social and clinical characteristics on relatives’ caregiving experience and psychological distress. Is patients’ symptomatology, especially the negative symptom, in particular related to the increased negative caregiving experience appraised by relatives in patients with schizophrenia? Would relatives who appraise caregiving more negatively experience greater psychological distress? To test these hypotheses, a cross-sectional study will be carried out among patients and their caregivers. It is our hope that the findings in this study can provide some evidence so as to develop specific interventions aimed at patients’ symptoms, social functioning and relatives’ negative appraisal of caregiving, in order not only to cognitively reconstruct the caregiving experience but also to reduce relatives’ psychological distress. This will lead to the improvement of quality of life among the caregivers.
附錄十二

D4 (Yr 1) - PG Cert in Applied Systemic Theory

	Time
	Topics
	Readings

	21st Oct 2005

10.00am-5.00pm
	Introductory Day

Transitions and the life-cycle
	Burnham, J (1986) Family Therapy Chpt 2: Transitions.

McGoldrick (1999) The changing family lifecycle: a Framework for Family Therapy 3-28

	28th Oct 2005

2-5.30pm
	Historical Context of Family Therapy and the development of Systemic Thinking
	Burnham, J. (1986) Family Therapy Chpt 1: Relationships.

Imber Black, E. Family and Larger Systems and the Wider Social Context Journal of Strategic and Systemic Therapy 1986-1987 117-130

	11th Nov 2005

2-5.30pm
	Patterns in Relationships
	Burham, J. Family Therapy Chpt 3: Punctuation

Minuchin, S (1974) Families and Family Therapy Chpt 3.

	18th Nov 2005

2-5.30pm
	Milan Systemic Approach
	Palazzoli et al. Hypothesising, Circularity, Neutrality. Family Process 1980 Vol. 19 pp3-12.

Cecchin, G (1988) Hypothesising, Circularity, Neutrality revisited. Family Process Vol. 26 pp405-413

	25th Nov 2005

2-5.30pm
	Personal Genogram work (with race and culture in mind)
	Hardy, K & Lasloffy T (1995) The cultural genogram. Journal of Marital & Family Therapy vol 21 p227-237.

Mcgolderick, M (1994) Culture, Class, Race & Gender. Human Systems 1994 Vol. 5 pp131-153.

Burk C (2005) Multilingual Living: Explorations of Language and Subjectivity: Chap 6 Language use and Family Relationships.


Timetable 2005-06
	9th Dec 2005

2-5.30pm
	Culture and Diversity
	Gorell Barnes, G. (1997) Family Therapy in Changing Times Chpts 3 and 4.

Emerging Ethnicity: A Tale of Three Cultures: Burham J & Harris Q in Dwivedi K & Varma V (eds) Meeting the Needs of Ethnic Minority Children (1995)

	16th Dec 2005

10.00am-5.00pm
	From Family Systems to ORganizations
	Campbell, D. Connecting Personal experience to the primary task: a model for consulting to organizations Human Systems Vol. 7 pp117-130.

Lang, P et al (1990) The Systemic Professional: Domains of Action and the question of Neutrality. Human Systems Vol. 1 pp39-55. Our Agencies and Ourselves (Looking at interpersonal communication)

Fernando S (1996) Black People working in white institutions: lessons from personal experiences. Human Systems Vol 7 Issues 2-3 pp 143-154.

Hedges F. (2005) The importance of Contest. Chap 4 in An Introduction to Systemic Therapy with Individuals: A Social Constructionist Approach

	13th Jan 2006 2.00-5.30pm
	Coordinated management of meaning (CMM)
	Holmgren A (2004) Saying, doing and making: Teaching CMM Theory. Human Systems: The Journal of Systemic Consultation and Management Vol. 5 Issue 2, pp89-100.

	20th Jan 2006

10.001m-5.00pm
	Outside Speaker
	Lecture Theatre


	3rd Feb 2006
2.00-5.00pm
	Structural Family Therapy
	Vetere A. (2001) Structural Family Therapy. Child Psychology & Psychiatry Review Vol 6. Bo. 3 pp133-139.

Minuchin S. (1974) Therapeutic Implications of a Structural Approach. Families & Family Therapy chpt 5.

Watzlawick, aweakland and Fisch (1974) The Gentle Art of Reframing in Change, Chpt 8, pp92-109

	10th Feb 2006

2.00-5.30pm
	Gender and Systemic Practice
	PROJECT A HAND-IN Burk C & Damiel G. (1997) Gender and Family Therapy Chpt 5.

Goldner V. (1990) Love and Violence: Gender Paradoxes and Volatile Attachment. Family Process Vol. 29 pp343-364.

Jones E. (1993) Milan Systemic Therapy Chpt 7: The Abuse of Power.

	3rd March 2006

2.00-5.30pm
	Milan and Post Milan Approaches
	Penn P. (1982) Circular Questioning. Family Process Vol. 21 No. 3 pp267-279.

Penn P. (1985) Feed forward: Future Questions, Future Maps. Family Process Vol. 24 No. 3 pp299-310.

Tomm K (1987) Interview & Interviewing II: Reflexive questioning as a means to self-healing. Family Process Vol. 26 pp167-183.


	17th March 2006
2.00-5.30pm
	Ethical Practice
	Inger I & Inger J. (1994) Creating an Ethical Position in Family Therapy Chpt5.

Mason B (1993) Towards Positions of Safe Uncertainty. 59- Journal of Human Systems Vol. 4 Issues 3-4 pp 2265.

The Problem of the Referring Person. Journal of Marital & Family Therapy Vol. 6 pp 3-9 (1980)

	31st March 2006
2.00-5.30pm
	History of Ideas
	Paula Boston et al Carr A (2000) Family Therapy, Concepts, Process and Practice Chpt 2.

	28th Apr 2006

2.00-5.30pm
	Narrative Approaches
	White M (1988) The Externalizing of the Problem and the Re-authoring of Lives and Relationships.

Dulwich Centre Newsletter Summer 1988 p3-21 O’Hanlon B The Third Wave.

Family Therapy Networker Epston D & White M (eds) Experience, Contradiction, Narrative & Imagination

	5th May 2006

2.00-5.30pm
	The Reflecting Team Approach

PROJECT B HAND IN
	Andersen T (1987) The Reflecting Team, Dialogue and Meta Dialogue: Family Process Vol. 26 pp415-428.

Lax, W.D. (1995) Offering Reflections: Some Theoretical and Practical Considerations in S. Friedman (ed) The Reflecting Team in Action. Guilford Press. New York.

	12th May 2006
10.00am-5.30pm
	Outside speaker

Lecture Theatre
	Fredman, Glenda (2004) Transforming Emotion Conversation in Counselling and Psychotherapy. Chpt 5 Preparing emotioanl postures

	26th May 2006

2.00-5.30pm
	The Therapeutic Relationship
	Flaskas C (1996) Understanding the Therapeutic relationship: Using psychoanalytic ideas in the systemic context Chpt 2 in The Therapeutic relationship.
Flaskas C & Perles A. Taffel R (1993) In Praise of Countertransference Networker Jan/Feb

	9th June 2006

2.00-5.30pm
	Preparations for Presentations
	

	16th June 2006

2.00-5.30pm
	Presentations
	

	30th June 2006

10.00-5.00pm
	Individuals & Double Binds & Endings
	Bateson G (1972) Towards a Theory of Schizophrenia. Steps Towards an Ecology of Mind.

Tim Parks Guardian Article Dalal & Fredman (1998) Ending Discourses: Implications for relationships and action in therapy. Human Systems Vol. 0, No 1. pp1-13.


56
62

