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Highlights of the December 2016 issue

Editorial
Andreas Steck
This issue leads off with an interesting review on func

Anik Debrot et al. present a field study of outcomes

tional neurological disorders by Christian Greiner et

in a general psychiatry day hospital in the canton of

al., outlining current clinical practice and potential

Fribourg. The effectiveness of partial hospitalisation

treatments. Functional disorders are common in neu

or day hospital care is a subject of considerable current

rology and general medical practice, and physicians

relevance, e
 specially at a time of increasing pressure

are often uncertain how to approach patients with

on allocation of health resources. This study, the

these problems. The situation is confounded by the

first in Switzerland, presents a comprehensive pic

fact that even naming the condition is a challenge.

ture of a day hospital. It is based on an analysis of a

Some of the innovative hypotheses are based on

large representative sample of the treated population

data generated by neuroimaging studies examining

and the data were gathered over more than 3 years.

brain activity in order to explore the neural basis of

Several questions were addressed, such as evaluation

functional neurological disorders. The challenge will

of different treatment outcome indicators and treat

be to integrate and understand these neurobiological

ment improvement predictors. O
 bviously, in a highly

data in a psychodynamic model. Among the many

diverse population, with heterogeneous diagnoses,

useful steps in management, physiotherapy has long

illness severity and comorbidities, outcomes will


been considered to be an important component of

be variable. Nevertheless, some interesting trends

treatment. Pharmacological therapies are used fre

emerge. Overall, patients had a significant impro

quently, presumably targeting underlying depressive

vement in their functioning level during the stay.

or anxiety symptoms. Neuromodulation by means

Patients with a substance-related disorder benefited

of noninvasive brain stimulation methods has been

less from the treatment, whereas patients with an

proposed and is currently evaluated. Psychological

affective disorder benefited more. Importantly, longer

treatment is commonly used. Psychotherapy, such as

treatment and more frequent attendance at the day

a psychoanalytic approach, aimed at a better under

hospital predicted a better outcome. It is worth men

standing of the patient’s emotional life has been found

tioning that this was not a randomised controlled

helpful. A big challenge is to explain their symptoms

study comparing the effectiveness of a day hospital

to the patients. Given the highly complex aspects of

with outpatient or inpatient services. Future studies

psychosomatic disorders, there is a strong need to

in this important area of mental health treatment

develop interdisciplinarity between neurologists and

options are clearly needed.

psychiatrists for optimising patients’ care and defining

The interview of Niklas Baer by Karl Studer emphasises

appropriate treatment strategies.

the importance of work rehabilitation for mentally ill

The review “The Istanbul Protocol (Manual on Effec

patients. Dr Baer describes how a partnership-based

tive Investigation and Documentation of Torture and

collaboration between patients, psychiatrists, employ

Other Cruel, Inhuman or Degrading Treatment or

ers and insurers can improve work rehabilitation.

Punishment)” by Thomas Wenzel et al. is a timely

During a study trip through Australia, New Zealand

reminder that torture is common in some countries.

and Hong Kong, Hanspeter Walti visited various insti

Torture remains a key theme in healthcare and a

tutions and organisations. His travel report summa

number of publications confirm its relevance also in

rises the impressions gained and observations on

regard to mental health. Posttraumatic stress disorder,

“ International strategies and concepts for the early

chronic pain and depressive disorders are the most

detection of mental disorders and suicide prevention”,

common sequelae. Medical ethical and legal aspects

pointing out the particular characteristics of the indi

are discussed and the importance of rehabilitation

vidual countries.

programmes is stressed.
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Reviewing an improved evidence base for the treatment of functional neurological disorders

Functional neurological disorders:
a treatment-focused review
Christian Greiner, Armin Schnider, Béatrice Leemann
Division of Neurorehabiliation, University Hospitals of Geneva (HUG), Switzerland

UK neurologists have described these patients as “the

Summary

most difficult to help”, and they came bottom of a

Functional neurological disorders are commonly seen in medical practice.
Despite the fact that these conditions are currently poorly understood, the
last decade has seen a substantial increase in research into many areas,
notably treatment. Thus, there is good evidence supporting physical treatment with emphasis on specific elements. Psychological treatments, for a
long time viewed as the mainstay of therapy for these disorders, showed
remarkably low levels of evidence until better conducted studies were
published recently, with interesting new trends such as interdisciplinarity
or self-help. Pharmacological treatments lack clear confirmation of efficacy. Evidence for neuromodulatory treatments is at an embryonic stage,
but ther have been some encouraging results.

recent US neurologists’ inquiry of “most likeable

conditions” as a consequence of persistent uncertainties about aetiopathogenesis [4]. That this condition
is 
currently still very poorly understood is all the
more surprising given the fact that these disorders
provided major building blocks for both the theoretical basis and clinical semiology of the foundation of
modern neurology and psychiatry in the late 19th century. Nonetheless, the last decade has seen a substantial increase in research into many aspects of these
disorders.
The aim of this paper is to provide a treatment-focused

Key words: functional neurological disorder; treatment, physical; psychological; pharmacological;
neuromodulation

review of ongoing developments in functional neurological disorders.

Methods

Introduction

A MEDLINE/PubMed and google.scholar literature

Patients with medically unexplained symptoms pre-

search was conducted, focusing on treatment studies

sent in all medical and surgical settings, acute and

on functional neurological disorders from 2000 to

chronic, with protean symptomatic manifestations.

2016. The search included articles with the following

Whether they present with globus pharyngeus to the

words in title or abstract: “functional”, “conversion”,

otorhinolaryngologist, inflammatory bowel disease

“psychogenic”, “somatoform”, “hysteric”, which were

to the gastroenterologist, chronic pelvic pain to the

combined with the subsequent terms: “treatment”,

gynaecologist or chronic fatigue to the rheumatolo-

“management”, “physical”, “physiotherapy”, “psycho-

gist, they occupy more than 30% of all generalists’ and

logical”, “psychotherapy”, “pharmacological”, “medica-

specialists’ practice [1]. In the field of neurology, these

tion”, “drugs”. Titles and abstracts were reviewed to

patients can present a wide range of symptoms such as

identify potentially relevant articles of which there

paresis, paralysis, abasia, astasia, paraesthesia, anaes-

were 51; the full articles were then retrieved and

thesia, aphonia, dyskinesia, akinesia, dystonia, tremor,

reviewed. All results were limited to English-language

ataxia, vesico-sphincteric symptoms, blindness, am-

articles.

nesia, or seizures [2].
Even naming these conditions is a challenge, and a
wide variety of terminology has been used over time,

Features

across countries and between health professionals. In

Clinical/diagnosis

a recent survey, patients found the word “functional”

Uncertainties regarding the definition and causes of

to be less offensive than “hysterical”, “psychosomatic”,

these disorders is reflected by the fact that they are

“medically unexplained”, “stress related”, “depression

currently classified in different diagnostic families in

related”, or “symptoms all in the mind” [3], and we

the Diagnostic and Statistic Manual (DSM) established

will use the term “functional neurological disorders”

by the American Psychiatry Association [5] and the

in this review in accordance with trends in current

International Classification of Diseases (ICD) taxon-

diagnostic nomenclature (see below).

omy put forward by the World Health Organization [6],
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being listed among somatoform disorders in the


The ICD 11th revision is due in 2017, and in its current

former and among dissociative disorders in the latter.

beta draft, f unctional disorders are for the first time a

The latest version of DSM-5 removed the d
 iagnostic

separate category within the neurological section [8].

requirement for a “recent psychological stressor”, as
well as the need to exclude feigning, and replaced
them with the need for positive physical signs to
support the diagnosis [7].
Functional neurological symptom disorder (conversion
disorder), DSM-5 [5]
A. One or more symptoms of altered motor or sensory function.
B. Clinical findings provide evidence of incompatibility between
the symptom and recognised neurological or medical conditions.
C. The symptom or deficit is not better explained by another
medical or mental disorder.
D. The symptom or deficit causes clinically significant distress
or impairement in social, occupational, or other important areas
of functioning or warrants medical evaluation.

Functional clincial manifestations of the nervous system,
ICD 11 Beta draft [6]
Functional paralysis or weakness:
Motor weakness of a limb or body part in which there is positive
evidence of either internal incosistency (e.g., the presence of
Hoover’s sign or Hip Abductor sign) or incogruity with other
cuases of limb or body part weakness.

People with functional neurological disorders present
some commonly noted clinical features, such as
sudden onset of symptoms, often precipitated by a
physical event (e.g., injury or illness), rapid progression, s everity increasing with attention and decreasing
with distraction, and shifting symptomatology [4]. Two
broad entities were classically depicted, functional
movement disorders (in decreasing order of prevalence: tremor, d
 ystonia, gait disorder, parkinsonism
and myoclonus) and nonepileptic seizures, but these
are increasingly considered to overlap and respond to
the same treatments [9–11]. It is also increasingly usual
to distinguish between negative / loss of function
symptoms (e.g., p
 aresis, sensory losses or blindness)
and positive/productive symptoms (e.g., functional
movement disorders and nonepileptic seizures).
Clinical manoeuvres such as Hoover’s sign (fig. 1)
gained some empirical credibility in distinguishing
functional from organic motor symptoms, and it is
more and more often recommended to emphasise
positive signs in the diagnosis [12]. The gold standard
for diagnosis of nonepileptic seizure remains videoelectroencephalogram [4]. In terms of illness representation, people with functional neurological disorders
have been found to have illness beliefs similar to those
of their counterparts with the corresponding organic
disease, except that, paradoxically, they tend to be
less likely to a
 ttribute their symptoms to stress than
patients with organic disease [13].

Epidemiology
The prevalence of functional neurological disorder is
notably difficult to establish because of case definition
issues. Nevertheless, lower estimates of community
prevalence extracted from a population-based case
register are at around 50/100 000 [4]. One of the largest
multicentre prospective cohort studies of neurology
outpatients to date found that up to 30% had neuro
logical symptoms that were either “not at all” or only
Figure 1: Hoover’s sign. Red star: functional paretic limb. Image on top: “Push down
with your right heel” – no effect. Image below: “Lift your left leg” – right hip extends.
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Prognosis is often poor, with long-lasting symptoms

perceptual experiences (temporoparietal junction)

in approximately half of the patients leading to

and movement plans (supplementary motor area,

distress, disability, social isolation and early work


SMA) [4]. Moreover, during stressful tasks, patients

retirement, to a greater extent than in patients with

with functional neurological disorders show greater

organic disease [8]. For example, functional neurolo

dorsolateral prefrontal cortex (DLPFC) and SMA activ-

gical disorders cause impairments of quality of life

ity, and decreased h
 ippocampal activity. Interestingly,

that are worse than those experienced by patients

inferences were made in support of some psycho

with Parkinson’s disease [15]. In the UK, estimates of

dynamic concepts, such as memory repression (greater

yearly costs associated with patients with “medically

DLPFC activity inducing lower hippocampal activity),

unexplained symptoms” are slightly higher than the

associated with conversion symptoms (greater SMA

annual costs associated with dementia patients [16].

activity) [20, 21], a
 lthough evidence is mixed [22].

Psychiatric comorbidities such as depression and anxiety are frequent, and there is good evidence that aversive childhood experience is more common in p
 atients

Treatment

with functional neurological disorders than in con-

A 2005 Cochrane systematic review of treatment for

trols, although not psychiatric controls. The frequency

conversion disorders identified 260 references, includ-

of recent life events around the time of onset is also

ing over 100 case reports, and described a “Prévert’s

somewhat increased, but results between studies are

catalogue” of treatment regimens as different as spa

incongruent [4].

treatment, hypnosis, abreaction/cathartic therapy,
family therapy, psychodynamic therapy, cognitive

Imaging

behavioural therapy, surgery, drugs, electroconvulsive

Over the last decade, neuroimaging studies examining

therapy, transcranial magnetic stimulation, physio-

brain activity with different paradigms have started

therapy, inpatient psychiatric care and packages of

to explore the neural basis of functional neurological

different interventions. The authors found it impos

(essentially motor) disorders [17, 18]. Summarising

sible to draw any conclusions about their potential

the findings is notably difficult, but three of them fit

benefits or harms, and urged researchers to aim to-

very broadly with current putative models of these

ward more reliable evidence [23]. This was of particular

disorders.

importance because patients with functional disorders

The first of these findings suggests an alteration/down-

are notably susceptible to unethical health practices,

regulation of networks involved in planning, execu-

especially via the web [24].

tion and interpretation or attribution of movement (insula and motor cortex) by dysregulated
areas involved in emotional regulation (orbitofrontal cortex), perhaps reproducing a phylogenetic

One of the major barriers to treatment is the
lack of a defined treatment provider and
treatment transition strategies.

mechanism of deceiving predators by mimicking
illness/disability in presence of intense fear [8].

Indeed, evidence for effective treatment regimens

The second implies potential abnormalities in the

in functional neurological disorders has grown up in

sense of agency / self-monitoring control of move-

recent years. A large number of new studies have


ment. In patients, motor pathways (e.g., M1) seem

reported marked short-term improvements, mostly

less coupled with premotor areas and more with

in the region of a 60–70% symptom reduction [25],

default mode n

 etwork regions (precuneus, ventro

regularly with a class 2 level of evidence. Whatever

medial p
 refrontal cortex and other midline regions),

physical, psychological, neuromodulatory or com

suggesting a role for internal self-representations in

bination treatments are nowadays proposed to these

influencing motor activities in these patients [19].

patients, effective communication with them and


Aberrant functional connectivity between these


their relatives, and providing a shared rational model

networks is thus capable of producing movements or

of the functional symptoms, are now cornerstones of

perceptual experiences that are not associated with

experts’ recommendations [16], given that diagnostic

the normal sense of agency and interpreted therefore

acceptance is a well-documented prognostic factor [26].

as involuntary by p
 atients [20].

One of the major barriers to treatment that remains

The third finding involves arousal and memory altera-

and that will be difficult to resolve with evidence-

tions. Globally, an overly sensitive amygdala, possibly

based medicine is the lack of a defined treatment pro-

conditioned by previous learning (early life stress


vider and treatment transition strategies. The neuro

events), seems to drive changes in networks mediating

logist is often the health professional who makes the
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diagnosis after referral by a general practitioner, but

tially motor-oriented (finger tapping) rather than

transition to treatment is then often hampered by

cognitively oriented (conversation, music, arithme-

the lack of clearly defined treatment strategies and

tic) because they seem more effective.

the heterogeneity of these disorders. Unfortunately,

2. A second element is the strong educational frame-

many patients do not continue to receive follow-

work given with physical therapy, centred not only

up care, with neurologists stuck in the diagnostic

on patients’ representations, but also on recognis-

aspects, g

eneral practitioners voicing uncertainty

ing inconsistencies between their presentation

about h
 andling the follow-up of these patients, and

and the work with the physiotherapist [33]. Useful

psychiatrists/
psychologists strangely reluctant to

ingredients are, for example: acknowledgement

accept and treat functional neurological disorders [11].

that symptoms are real and not imagined, and
that they are relatively common in the general

Physical treatment

population; explanations that these symptoms


Physiotherapy has long been considered by neuro

can improve and are often reversible (by showing

logists and physical therapists to be an important com-

the patient clinical signs of reversibility such as

ponent of treatment for functional neurological

Hoover’s sign, hip abductor sign, or entrainment of

(movement) disorders. Questions about lack of evi-

tremor); and introduction of the role of the physio-

dence and integration with psychological treatments

therapist in helping the patients “regain control”

led to a s eries of studies in recent years that aimed to

over their “nervous system” and voluntary move-

overcome these limitations. A systematic review con-

ments.

ducted by Nielsen et al. [27] identified a surprisingly

3. The third element is goal-directed physical rehabili-

low number of patients (373) included in studies rele-

tation that focuses on function and automatic

vant to these aspects of treatment, given that 77% of

movement (e.g., walking) rather than impairment

a large survey of neurophysiotherapists in the UK

(e.g., weakness) by creating an expectation of

reported working with patients with functional move-

improvement (e.g., by daily or weekly objectives

ment disorders [28]. There is, however, increasing

recorded in a rehabilitation diary or workbook)


sound evidence for the use of physiotherapy for

and developing a self-management and relapse

f unctional neurological (movement) disorders. Expert

prevention plan.

consensus recommendations [29], alongside the first

The only randomised controlled trial to date on these

randomised controlled trial [30] and other recent

questions, by Jordbru et al., investigated a 3-week inpa-

studies [31–33], offer effective physiotherapeutic treat-

tient rehabilitation programme based on adapted

ment protocols described in sufficient detail to allow

physical activity with a strong educational frame of

replication.

reference [30]. It showed effectiveness on two scales
assessing physical and cognitive disability, and func-

There is increasing sound evidence for the use
of physiotherapy for f unctional neurological
(movement) disorders.

tional mobility, respectively; treated patients kept
their gains during a 1-year follow-up. Contrary to the
previous opinion that recovery would be less likely
more than 2 years after disease onset [34], patients with

In contrast to the classical view that physical methods

a disease duration as long as 4 years responded well.

help by providing a “face-saving way out” for patients,

An influential study at the Mayo Clinic investigated a

new evidence showed that elements of physiotherapy

short-term (5 day) physical rehabilitation protocol

matter. Three points are of particular relevance and

consisting of a twice daily s tep-by-step strategy estab-

are outlined in the 2015 expert consensus recommen-

lishing elementary movement in the affected body

dations [29].

part and then building on this, coupled with distract-

1. As a rule of thumb, physiotherapy with patients suf-

ing motor tasks (e.g., fi
 nger tapping, balloon bouncing).

fering from functional movement disorders draws

This study showed that 
approximately 70% of the

attention away from the disabled body part. This

patients were rated by themselves and a neurologist

approach contrasts with physiotherapy of neuro

as “markedly improved”, “nearly completely normal”

logical conditions such as stroke, spinal injury or

or “in remission” [35].

multiple sclerosis, which relies on focused attention

A retrospective study of 60 patients, conducted in 2013

on the poorly functioning body part [31]. The chal-

at the M
 audsley Hospital, London, investigated a twice

lenge here is for the physiotherapist to demonstrate

weekly, essentially physiotherapeutic intervention.

normal movement in the context of a meaningful

This included exercises targeting posture with balance

activity such as walking. Distractions are preferen-

and strength, combined with techniques employing
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distraction from the affected limb and assistance for

therapeutic treatments and how effective they are [37].

the patient in recognising inconsistencies between

Recent randomised controlled trials provided class 2

presentation and work with the therapist. There was a

evidence for psychological treatments of patients suf-

“marked improvement” in 69% of the patients imme-

fering from functional neurological disorders, but

diately after treatment with lasting effect at 25 months

essentially in the short-term and mostly for nonepilep-

[33].

tic seizures, with much less information on functional

More recently, two studies using the physiotherapeutic

movement disorders [38–41]. In this domain lessons

guidelines issued in the 2015 recommendations have

have yet to be learned from the treatment of similar

shown positive results. The first, conducted by one

conditions, especially somatoform disorders (most

of the leading experts involved in the 2015 recom

subjects with a functional neurological disorder fulfil

mendations, investigated a prospective, brief (5-day)

criteria for a somatoform disorder [40]), where the

physiotherapeutic programme, and showed again that

evidence for psychological treatment is wider and


beneficial outcomes are possible even with patients

more sound [42].

for whom previous e
 vidence suggested poor prognosis

Cognitive behavioural therapy (CBT) is the most stud-

(symptoms for more than 2 years, loss of role, e.g.,

ied psychotherapeutic modality in functional neuro

unemployment or divorce, receipt of disability-related

logical disorders. It is a form of psychotherapy that

financial benefits) [32]. The second study, published

can be administered in a limited time-frame to help

in 2016, was a case series of 35 patients, which again

patients become aware of their dysfunctional thoughts

showed positive results, with substantial gains for

and maximise function by practicing new ways to

patients with both acute and chronic presentation,

think about their symptoms and learning new ways

even if the former gained significantly more points on

to respond to these symptoms. Most of the literature

average [31].

on the use of CBT in functional neurological disorders

Finally, there is certainly a role for other physical

involves nonepileptic seizures [43]. The rationale is

therapies apart from work with a physiotherapist. Non-

that functional neurological disorders represent disso-

specific, graded exercise is more and more considered

ciative responses to arousal, occurring when the per-

to be a part of general rehabilitation programmes

son is faced with fearful or intolerable circumstances

that address reduced exercise tolerance, chronic

[38]. Two pilot clinical trials had promising results. The

pain, fatigue, and anxiety and depressive traits [26].

first, in 2010, showed a reduction in seizures in patients

Dallochio et al. observed that a group exercise pro-

with nonepileptic seizures as compared with a treat-

gramme of low to mild intensity could improve

ment-as-usual control group, but the benefit was not

f unctional movement disorders and general well-


maintained at 6-month follow-up [38]. The second trial,

being in a group of mildly to moderately affected

in 2014, demonstrated that manualised psychotherapy

patients [36]. The challenge with these nonspecific


for patients with nonepileptic seizures reduced sei-

group exercises is to have the right exercise intensity

zures and other somatic symptoms, improved psychi-

to prevent exacerbation of symptoms and build up

atric symptoms including depression and anxiety, and

adherence to the programme [27].

improved quality of life and overall functioning [39].
Psychodynamic psychotherapy is a modernised form

Psychological treatment

of psychoanalytic cure aimed at reshaping personality

Despite the belief, common since the early 20th cen-

structure. It is based on the articulation between early

tury, that psychological therapies are the mainstay of

life experiences, parenting dynamics, negative emo-

treatment of functional neurological disorders, there

tions, current life experiences and enduring personal-

are very few appropriately powered studies in this area.

ity traits. It showed promising benefits in a 2006

The 2005 Cochrane systematic review investigating

single-blind clinical trial investigating brief (12-week)

psychosocial interventions for conversion disorder

psychodynamic psychotherapy in 10 patients, with

found no convincing support for any treatment, with

improvement in movements, and depression, anxiety

only slight experimental evidence for two therapies,

and global functioning scales [44]. However, a 2014

namely hypnosis and paradoxical intention therapy

randomised controlled trial developed to build on the

(symptom prescription where patients are instructed

results of this previous study found no specific benefit

to deliberately increase symptomatic behaviour) [23].

in the brief psychodynamic psychotherapy group, as

A more recent 2014 Cochrane systematic review on

opposed to the active control group with neurological

psychological treatment for nonepileptic seizures high-

observation and support [40].

lighted that there is little evidence to inform physicians

Adaptations of the previous models to overcome limi-

and health practitioners regarding existing psycho-

tations such as shortage of qualified therapists, low
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cost-effectiveness and unwillingness of patients to be

toms. By the end of the 20th century, hypnosis-based

face-to-face with a therapist, led to investigations on

interventions had experienced a revival in medical

group therapy and self-help methods. In their pilot

practice, as they appeared to be an effective form of

study, Conwill et al. found preliminary evidence to

adjunctive treatment in a number of medical situa-

support the feasibility of CBT-based group therapy,

tions, such as pain management, smoking cessation,

which needs further studies [41]. Bullock et al. adapted

or trauma-related syndromes [2]. Similar alterations of

and assessed the acceptability of group therapy in

brain function in functional neurological disorders

patients with nonepileptic seizures by using Linehan’s

and hypnotic states have been suggested, and this

manualised dialectical-behaviour therapy (initially

shaped the modern rationale for the effects of hypno-

created for borderline personality disorder but now a

sis on these disorders [26]. However, these hypothetical

transdiagnostic treatment offered in a wide range of

links are not supported by recent brain imaging

acute and outpatient psychiatric settings); this will be

studies specifically comparing both phenomena in


followed by effectiveness studies [45]. Chen et al. found

motor paresis [55]. Evidence remains very scarce and

that group psychoeducation in patients with non

mixed: Moene et al. conducted two studies in the

epileptic seizures, administered early and by the same

early 2000s, observing improvement in an open-label

team who diagnosed and communicated the affection,

study [2], but no difference in a randomised controlled

induced significant functional improvement [46].

trial on the additional effect of hypnosis on a com

Finally, Sharpe et al. sought to provide a self-help form

prehensive treatment programme for patients with

of therapy (bibliotherapy) built on the effectiveness of

functional movement disorders [56].

guided self-help in depression; findings were positive
in the short term, but the benefit had vanished at a

Pharmacological treatment

6-month follow-up [47].

Evidence concerning pharmacological treatments in

A current trend in expert opinion emphasises inter

functional neurological disorders is scarce. There

disciplinarity between neurologists and psychiatrists

are no data to support use of drugs that are routinely

[48–53], with opportunities for renewed collaboration

used for treating nonfunctional movement disor-

around this paradigmatic “neuropsychiatric” disorder

ders, such as antiparkinsonian medications. A recent

between specialities that were separated during much

Cochrane review assessing pharmacological interven-

of the 20th century [54]. Joint neurological and psychi-

tions for somatoform disorders in adults found only

atric consultation in an inpatient setting is the cor

low- or very low-quality evidence for their efficacy, and

nerstone of this multidisciplinary model, and serves

that solely for two specific classes, namely new-genera-

several purposes: better initial contact with psychiatry

tion antidepressants and natural products [57]. Thus

services by avoiding feelings of rejection and incom-

an essential part of the sound medical treatment of

prehension by patients when referred to a psychiatrist

f unctional patients is often removal and avoidance of

by their neurologist or general practitioner; a sense of

unnecessary medications [16], such as antiepileptic

coherence and shared u
 nderstanding, thus helping

drugs in patients with exclusively nonepileptic sei-

medical and paramedical staff (physiotherapists) to

zures [58].

work more appropriately with the patient’s representa-

Nonetheless, psychopharmacological treatments, es-

tions [51]. The main results that emerged from this

pecially antidepressants, are used frequently in pa-

trend in the literature were the likely sustained bene-

tients with functional neurological disorders, pre

fits of the interventions (as long as 3 years [51]) in the

sumably targeting underlying depressive or anxiety

follow-up studies, and diminished healthcare use

symptoms. Voon et al. conducted a widely cited open-

during the follow-up period.

label study [59] evaluating antidepressant (citalopram,
paroxetine, venlafaxine) treatment outcomes in func-

A current trend in expert opinion emphasises
interdisciplinarity between neurologists and
psychiatrists.

tional neurological (movement) disorders. They found
that patients with chronic primary conversion syndromes (rather than primary somatoform disorders,
hypochondriasis or malingering) and recent or current

A last word on hypnosis, which shares a long and

depression or anxiety may respond to antidepressants,

storied history with functional neurological disorders.

which confirmed that the target of antidepressants is

Notable psychiatric personalities (Charcot, Bernheim,

the depression and/or anxiety associated with func-

Janet, Freud, Breuer) from the latter 19th century

tional movement disorders.

treated these patients with hypnosis, noting similari-

A pilot pharmacological randomised controlled trial

ties between hypnotic response and conversion symp-

in nonepileptic seizures, conducted by LaFrance et al.,
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reported reduced seizure frequency in a group receiv-

nism of action of rTMS in functional neurological

ing a selective serotonin-reuptake inhibitor (SSRI:

disorders remains uncertain. One hypothesis is a pos-

sertraline) compared with a placebo control group.

sible direct effect on neuronal firing rate, but this idea

Intriguingly, the findings provided preliminary evi-

seems at present to be preliminary, because of proto-

dence for a serotoninergic-mediated intervention

cols that are not intense enough to result in these

acting directly on nonepileptic seizures, because


events and because benefits lasted far longer than

the improvement in the SSRI group was not accompa-

those seen in some of the better sham-controlled

nied by a reduction in comorbidities such as depres-

blinded trials of rTMS in Parkinson’s disease or dysto-

sion or anxiety [60].

nia. Some authors emphasise the crucial influence of

A 2014 short communication reported that therapeutic

patients observing an externally triggered muscle

sedation had positive results in severely disabled func-

contraction, which is not the case with tDCS and ECT,

tional neurological patients with spastic paraplegia or

for which evidence remains anecdotal [25].

fixed dystonia, rehabilitating one of the first modern

Finally, transcutaneous electrical nerve stimulation

treatment methods for conversion disorders, which

(TENS) devices, which emit low-voltage current to the

was used massively during the First World War on

skin and are widely used to treat various acute and

soldiers who presented these symptoms. Potential


chronic pain conditions such as musculoskeletal dis-

mechanisms of the video-recorded propofol-induced

ease, neuropathy, surgery and childbirth, have also

sedation protocol are demonstration of reversibility,

been e
 xamined. Two open-label studies found benefits

helping the patient to trust in possible recovery, and

on motor symptoms in the short term [66, 67]. The

cerebral state alteration inducing temporary inter

portability and focus of TENS makes it, in any case, a

ruption of altered cognitive, motor and emotional

useful tool in the armamentarium of physiotherapists

pathways [61].

working with patients with functional neurological
disorders, especially for those with sensory symptoms

Neuromodulation

such as paraesthesia or allodynia [8].

Noninvasive brain stimulation methods such as
repetitive transcranial magnetic stimulation (rTMS),
transcranial direct current stimulation (tDCS) and
electroconvulsive therapy (ECT) have been used in
past decades to treat various mental disorders, and
have been introduced or re-evaluated as potentially
helpful in the treatment of functional neurological
disorders. As a reminder, the use of electricity or

magnetic fields in medical practice has a long history
dating back to the 18th century, and is closely linked
to discoveries in the nascent neurological fields and
paradigmatic shifts away from ancient Galenism [62].
Especially rTMS has been the subject of much recent
interest. When applied at suprathreshold motor intensities to the contralateral motor cortex, rTMS can
induce movements in the functionally weak, dystonic
or tremulous limb [63, 64]. Two recent systematic reCorrespondence:

views by Pollak et al. [65] and Schönfeldt-Lecuona et al.

Christian André Greiner,

[25] provide preliminary evidence that rTMS could be

MD, Hopitaux Universitaires

beneficial in the treatment of functional movement

de Geneve
CH-1205 Genève,
christian.greiner[at]hcuge.ch

disorders, despite heterogeneous protocols and the
poor overall quality of examined studies. The mecha-

SWISS ARCHIVES OF NEUROLOGY, PSYCHIATRY AND PSYCHOTHERAPY

2016;167(8):234–240

Conclusions
Functional neurological disorders are commonly seen in medical
practice, but the field has only recently moved forward to using
proper methodologies to explore the question of treatment.
Current expert recommendations emphasise physical therapy
aimed at drawing attention away from the disabled body part
and focusing on automatic movement (e.g., walking) rather
than the impairment, within a strong goal-directed framework
in order to create an expectation of improvement. Multidisci
plinarity between neurologists and psychiatrists is another cornerstone of existing guidelines, with particular emphasis on
effective communication to provide a shared rational model of
the functional symptoms. Data show promising results, and
should encourage neurologists, psychiatrists, physiotherapists
and other health practitioners to work together, sometimes in
new and original ways, to promote and improve health, prognosis and quality of life of these patients.
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UNCAT Part 1, article 1

Summary
The Istanbul Protocol (Manual on Effective Investigation and Documen
tation of Torture and Other Cruel, Inhuman or Degrading Treatment or
Punishment) is the United Nations standard for training in the assessment
of persons who allege torture and ill treatment, for investigating cases of
alleged torture, and for reporting such findings to the judiciary and any
other investigative body.

For the purposes of this Convention, the term “torture” means
any act by which severe pain or suffering, whether physical or
mental, is intentionally inflicted on a person for such purposes
as obtaining from him or a third person information or a con
fession, punishing him for an act he or a third person has com
mitted or is suspected of having committed, or intimidating or
coercing him or a third person, or for any reason based on dis
crimination of any kind, when such pain or suffering is inflicted
by or at the instigation of or with the consent or acquiescence of
a public official or other person acting in an official capacity.
It does not include pain or suffering arising only from, inherent
in or incidental to lawful sanctions.

Key words: Istanbul Protocol; torture; UNCAT; OPCAT

Torture: a global problem

Inhuman and degrading treatment (IDT) is equally

Torture and related acts of extreme violence (in

tion to achieve aims such as obtaining confessions.

the legal formulation “cruel, inhuman or degrading
treatment and punishment”) can be seen as a global
problem [1] because of their widespread use and
because of the severe and long-term impact, especially
on mental health, on the victim [2–6], family members
as “indirect victims” [7, 8], helpers, therapists [9, 10],
and civil society as a whole [11]. International standards, including especially the UN Convention against
Torture (CAT), have therefore been established to ban

sanctioned, and characterised by the lack of the intenA number of standards and declarations including the
CAT have underlined the special duty of healthcare
professionals, also outlined in the Istanbul Protocol,
not only to refrain from any participation in torture
but also to document and actively report any act of
torture or IDT3.

The Istanbul Protocol

its use, but reports for example by the UN Committee

The Istanbul Protocol reflects a concerted effort of a

against Torture indicate a persistent or regionally even

large international expert group to establish a binding

increased use of torture1.

multipurpose training standard for the documentation, evaluation and investigation of torture4. It is supported by key umbrella organisations, including the

Actions against torture

World Medical Association5. The interdisciplinary ap-

A number of further strategic action steps have there-

proach is intended to harmonise the effective collabo-

fore been taken to support the aims of the convention,

ration of legal and healthcare experts in the process.

including

Providing expertise in torture cases demands special

– the creation of the office of the UN Special Rappor-

experience and training. Common medical curricula
and everyday work are frequently guided not by foren-

teur on Torture;

1 See for example the
website of the Office of the
High Commissioner for
Human Rights for detailed
reports www.ohchr.org
2 4. 12. 2000 as part
of Resolution A/RES/55/89
3 See www.wma.net/en/
70education/30print/
10medical_ethics/

– the Optional Protocol (OPCAT) that provides for spe-

sic but by treatment-oriented principles, and conse-

cial independent bodies to monitor and help in lo-

quently physicians are usually not well trained to

cal implementation;

produce documentation on reporting or assessment of

– and with the UN General Assembly Decision ,

physical and psychological injuries that stands up

the “Manual on the 
Effective Investigation and

as evidence in court, especially in controversial situa-

Documentation of Torture and Other Cruel, Inhu-

tions.

man or Degrading Treatment or Punishment” (IP)

Principles that guide medical ethics in specific situa-

[12, 13].

tions might not be common knowledge. Recognition

2

Torture is defined by the UNCAT in article 1:
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teristic sequels [14, 15], as well as their use in different
countries, requires specific knowledge.

The IP is not intended as a complete and comprehensive handbook of state of the art of knowledge on
torture or trauma-related disorders, but as a general

The IP protocol consists of six parts:

guideline that must be applied with currently updated

I	Relevant international legal standards
Introduction to the relevant international legal human rights
standards
II	Relevant ethical codes
Overview of relevant medical and legal professional stan
dards of ethics
III	Legal investigation of torture
Basic aspects and strategies for independent investiga
tions
IV	General considerations for interviews
This chapter includes also considerations referring to
prevention of retraumatisation (secondary victimisation)
V	Physical evidence of torture
Physical medical examination with examples for common
sequels and diagnostic steps
VI	Psychological evidence of torture
Psychological impact, as perceived on a symptom and
on a diagnostical level
	Annexes
The annexes offer tools including a summary and a map
to document physical injuries.

knowledge in a respective field.
Location-specific factors, including legal processes, or
torture techniques must be reflected in materials
developed for a country within that framework. The
sometimes rapid international development of legal
and medical knowledge cannot be r eflected in an international standard but must be complemented by updated training materials or by reference to the literature. This is also relevant for the mental health
assessment, for example for recent changes in the DSM
(Rev. 5) [16] and upcoming definitions in the WHO International Classification of D
 iseases (Rev. 11).
DSM now emphasises, among other relevant issues,
complex symptoms in post-traumatic stress disorder
(PTSD), an extended description of trauma related disorders in children, and also culture and disability [17].
It facilitates assessment of these aspects by provision
of two standard instruments, i.e., the Cultural Formu-

The interdisciplinary approach of the IP requires that

lation Interview (CFI) and the WHO Disability Schedule

all parts can be read independently of background

(DAS II). Culture-specific “idioms of distress” that

profession, while chapters II, IV and VI are of special

might be more relevant than, for example, PTSD as a

relevance to mental health professionals. Integration

sequel to traumatic events would be especially impor-

of physical and psychological findings can be a chal-

tant in the assessment of migrants and refugees.

lenge that can best be resolved by close collaboration

At present, updating the protocol should be only

between mental health and other experts. Cognitive

considered with care, as the well-established position

or memory impairment from brain or psychological

of the protocol in many countries and the existing

trauma and culture-based factors that can be identi-

training and implementation programmes would

fied by the psychiatrist or psychologist could, for

create substantial challenges in the process. Updates

example, lead to misunderstandings or incomplete

are therefore best provided by additional materials

history taking for physical examination and in the

summarising present knowledge in a specific field. A

legal process if not considered. In spite of the fear of

specific model for this has been developed as part of

stigma, all examinations should therefore include a

the ATIP/ARTIP projects [18].

mental health assessment. In some situations, such as
4 The protocol is freely
available on the website of
the UN High Commis-

in visits of places of detention with small teams, one
health professional might have to cover all aspects, so

Mental health aspects

special care has to be taken to update mental health

Mental health aspects play a key role in the protocol,

(http://www.ohchr.org/

or other specialty-related training.

not only because they can interfere with a complete

Documents/Publications/

If used not only for documentation, but also for a full

and unambivalent reporting of the acts of violence

and in an indexed and

assessment, the IP based report distinguishes between

encountered by a survivor. Concentration and mem-

annotated German open

“a) Not consistent, b) Consistent with, c) Highly con

ory functions can, as described before, be disturbed

sistent, d) Typical of, e) Diagnostic of,” (§ 187) to draw

during torture and also during examination or court

files/9783737000307_

conclusions on the degree of certainty regarding

hearings, owing to a number of factors including disso

frewer_oa_wz_010746.

causality. A concluding statement should also explain

ciation, stress-related disorders, brain trauma or other

5 As to October 1, 2016 the

to a court aspects of the findings that might not be

untreated physical or psychological conditions. These

list includes but is not

obvious to legal professionals.For example, it should

psychological sequels are not only common and long-

Medical Association,

draw attention to the fact that a negative finding might

lasting, sometimes requiring long-term treatment, but

World Psychiatric Associa-

not disprove a report of exposure to torture, but could

are also an important part of the e
 vidence.

reflect limitations of diagnostic methods, resilience, or

PTSD is usually seen as the most common specific

the natural course of healing.

mental health sequel [19–23]. More nonspecific sequels,

sioner for Human Rights

training8Rev1en.pdf)

access version www.v-r.
de/_uploads_media/

pdf)

limited to the World

tion, World Council of
Nurses, and the World
Council for Psychotherapy
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such as mood and anxiety disorders, and somatoform
pain disorders are also common in survivors of torture
and can either reflect culture-based idioms of distress
or be added to the cultural patterns [24, 25].
Sequels to blunt brain injury [26, 27] or hunger strike
[28] should also be considered in this context. Persecution, war, or stressful life events after torture, such
as flight, the insecure fate of family members, or an
insecure social situation, can interact with torture

related sequels [29, 30].
Specific aspects of the interview underlined in the IP
include concepts, such as countertransference, that
require further explanation for legal or medical professionals not experienced in mental health terms. The
special importance of avoiding secondary victimisation (retraumatisation) through inadequate interviews
is again a key factor for both legal and healthcare

lished tools such as universal jurisdiction might change this
situation.
Monitoring by international bodies
Again, monitoring and reporting of human rights violations can
be difficult or impossible in countries with ongoing civilian rights
violations, though international bodies such as the UN commit
tee on torture require reliable data.
Acknowledgement of suffering
A correct and respectful interview can help the survivor to expe
rience attention to and respect for the suffering encountered.
Protection
Survivors need and are entitled to special protection, including
against detention [37–39] and against refoulement.
Preparation and needs assessment for comprehensive
rehabilitation
A comprehensive report based on the IP can also identify
treatment needs, and offer early intervention and secondary pre
vention.

professionals and is discussed in several parts of the

Torture survivors and victims of similar acts of crimi-

protocol. Investigations in prisons have a special role,

nal violence are entitled by standards like the UN

but could be seen as an example for other settings,

Convention against Torture or the EU reception direc-

such as evaluation of refugees seeking asylum [31–33]

tives to receive special protection [33] and compre

(discussed below), preventive monitoring, or the ex-

hensive rehabilitation. Therefore, they should be

amination of released prisoners in later assessments.

identified at an early stage, though early identification
might not be best performed with the IP, but rather

Torture survivors in Europe

6 http://www.pharos.nl/
information-in-english/

victims
7 Directive 2012/29/EU

be considered in protection against refoulement, for

countries and especially in members of the European

example in “Dublin III” cases, when a refugee is re-

Union, but a high standard of forensic assessment is

turned to an EU transit country.

required both to ensure effective investigation and

Questions presently under discussion are, for example,

prevention of further acts, and to effectively con

application to indirect victims, the impact of impunity,

tribute to the distinction between correct and false

and the specific needs in regard to redress for v
 ictim. A

allegations. Most torture survivors living in E
 urope

recent European Court on Human Rights judgement

have been exposed to torture in other regions, and

has granted substantial reparation for psychological

studies, for example in the US, have demonstrated that

suffering to family members of “disappeared” victims

they are frequently not recognised in general p
 ublic

as indirect victims, because the state in question had

healthcare systems [34, 35].

neglected to conduct an investigation to clarify their

A number of good medical and legal reasons speak for

fate (Cyprus v Turkey (2001) (No. 25781/94).

careful screening for exposure to torture and docu-

Rehabilitation of victims is an obligation of all states

mentation of physical and, especially, psychological

according to the UN CAT, as are special protection and

sequels in m
 igrants, asylum seekers and refugees [36].

support for victims of any crime including torture
as, for example, outlined by the European Union

Aims of the documentation of torture in asylum seekers
and refugees

support and protection
of victims of crime,
adopted on 25 October
2012 and entered into
force on 15 November
2012
8 See www.irct.org
9 See http://www.
istanbulprotocol.info/
index.php/en/
10 See www.irct.org

Preservation of evidence
Medical or psychological assessment can be difficult, impossible
or dangerous for both the victim and the medical expert in many
countries where torture is common. Preservation of evidence
in advanced models of documentation is therefore of special
importance in host countries. It can be essential for the criminal
and civil legal case.
Instigation of an investigation
This step can be difficult, as long as no fair process can be
expected in the country where torture took place. Newly estab

SWISS ARCHIVES OF NEUROLOGY, PSYCHIATRY AND PSYCHOTHERAPY

framework directive for victims of crime7 and the
CAT. Special programmes are available in most coun-

establishing minimum
standards on the rights,

Refugee Health Screener (RHS-15) [40]. This also should

Torture and IDT might be rare in Western European

protect-recognition-andorientation-of-torture-

with screening tools such as the UNHCR Protect6 or the

2016;167(8):241–244

tries, including Switzerland, to offer such services
reflecting the complexity of the trauma and culturesensitive treatment needs8. Victims should receive
support from the respective countries. Comment on
specific rehabilitation needs might be part of an IP
assessment.
The dissemination, teaching and active embedding
of the guidelines of the protocol in everyday practice
require active implementation strategies in each coun-

244

REVIEW ARTICLE

try [41–43]. This includes integration into legal and
medical standards and the legal system, and also inclusion in pre- and postgraduate training and curricula.
Special programmes such as ARTIP/ATIP9 and IPIP10
have therefore been d
 eveloped, many of them supported by the European Union, to support necessary
teaching and training activities as well as general implementation.
Disclosure statement
No financial support and no other potential conflict of interest
relevant to this article was reported.
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inpatient wards; other studies indicated that they can

Summary

be even better in terms of social a
 djustment [5, 6] and

Psychiatric day hospitals have potential advantages compared with in
patient and/or outpatient treatment, but results are inconsistent and thus
their use is controversial. Moreover, few data are available on the factors
influencing the treatment success; this is particularly the case regarding
Swiss day hospitals. This paper has three goals; first, to give an insight
into the population attending a new general day hospital in Canton
Fribourg; second, to assess different treatment outcome indicators, and
third, to assess treatment improvement predictors. Results, relying on
therapist-assessed data from all day hospital stays gathered over more
than 3 years, show that, within a wide diversity, overall patients had a
significant improvement in their functioning level during the stay. More

treatment satisfaction [7, 8]. R
 eviews and meta-analy
ses have shown that treatments in acute day hospitals
were effective in reducing symptoms [9] and global
levels of psychopathology [7, 8]. Furthermore, the

cost-benefit ratio is often better in day hospitals than
with inpatient care [7, 10]. The benefits of day hospitali
sation compared with an inpatient stay appear to be
more salient regarding social functioning [6, 9, 11]. Life
quality has been shown to improve to a similar degree
as in an inpatient ward [8], even in acutely ill patients
[6].
However, these promising advantages are not uni

over, our results indicated that patients with a substance-related disorder

versal. The models, goals, theoretical orientations,

benefited less from the treatment, whereas patients with an affective

populations and contexts of day hospitals vary greatly.

disorder benefited more. Additionally, patients starting with a lower


Accordingly, results concerning psychiatric day hos

functioning level improved more, whereas patients with a longer disorder

pitals are sometimes contradictory [2, 12]. Moreover,

history improved less. Suicidality and self-harming behaviour did not

data available for Swiss psychiatric day clinics are very

affect the outcome. Most importantly for clinical implications, longer treat

limited and concern specific approaches or diagnoses

ment and more frequent attendance at the day hospital predicted a better

[13, 14]. A few years ago, in Canton Fribourg, Switzer

outcome. Results are discussed in the context of the existing literature and

land, a day hospital that aimed to provide an inter

their potential utility for further treatment and research.

mediate structure between outpatient and inpatient
general adult mental healthcare was opened. The pre

Key words: general adult psychiatry; day hospital; treatment outcomes

sent study aims to (a) provide a picture of the popula
tion treated at this day hospital, (b) assess the treat
ment outcomes and (c) identify predictors of treatment

In the last few years, day hospitals have received

outcomes.

renewed interest in European mental health services
because of their potential advantages compared
with inpatient and/or outpatient treatment [1]. How

Predicting successful stays

ever, results are inconsistent and thus their use is

Diagnosis categories

controversial. Day hospitals pursue several aims, the

Day hospital treatments seem effective for a broad

most common being a reduction in inpatient treat

range of psychopathologies. Most day hospitals do not

ment, and the promotion of social integration or re

select patients according to their diagnosis and thus a

habilitation by keeping patients in contact with real-

wide range of diagnosis categories are usually encoun

life conditions [2]. Day hospitals appear to be an

tered [4, 15]. When day hospitals are not specialised in

adequate alternative to a substantial proportion of in

a specific diagnosis [16], the most frequent primary

patient 
admissions [3], and accumulating evidence

diagnosis categories are depressive and anxiety dis

shows the advantages of partial hospitalisation. In a

orders and/or psychotic disorders [9, 17]. In addition,

recent systematic review, Marshall and colleagues [4]

personality disorders may also be prevalent as second

showed that the outcomes are comparable to those of

ary diagnoses [18]. Some studies report no difference in
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effectiveness according to diagnosis [9, 15]. However,

ward; a systematic review showed that women im

patients with alcohol dependence improve during a

proved more than men in social functioning[7]. This

day hospital stay, but not more than outpatients and

latter review also showed that age was positively asso

at a higher cost [19]. Patients with an affective [17] or a

ciated with improvement, but Priebe and colleagues

personality disorder seem to benefit more from day

[15] did not find any association.

hospitalisation than other forms of treatment [20], in
a cost effective way [21, 22]. This was nevertheless
not the case in Cluster B personality disorder patients:
the outcome was better for inpatients [23].

The current study
The literature reviewed above shows little consistency
in the predictors of successful stays in day hospitals,

Affection severity

probably owing to the wide diversity of settings, pro

A systematic literature review [7] showed that day

grammes and patients in different day hospitals. Day

hospital care is adequate for patients with an acute

hospitals a
 ppear efficient, but how and for whom is still

psychiatric disorder. However, there are contradictory

not clear. This study thus aimed to contribute to the

results regarding the role of the severity of the disor

empirical literature on psychiatric day hospitals.

der. Priebe and colleagues [15] showed that patients

Our first goal was to give an insight into the population

with a high symptom load at baseline had a better

attending the Fribourg day hospital. Our second goal

outcome with inpatient treatment than at day hos

was to assess treatment outcomes. More specifically,

pital. However, Arnevik et al. [24] found no differ

we hypothesised an improvement and measured it

ence in outcome according to the functioning level

with the following indicators: enhancement of the

in borderline patients. Suicidality also indicates the

level of general functioning, and a reduction of sui

severity of mental disorder [25] and is frequent in

cidality and self-harming behaviours. Our third goal

severely ill psychiatric patients [26, 27]. As patients

was to assess improvement predictors. More speci

go home daily, it can be questioned whether a day

fically, we hypothesised that the outcome would be

hospital setting is adequate for suicidal patients. Mazza

affected by the following factors:

and colleagues [28] provided preliminary evidence

a) Diagnosis at admission; patients with a depressive

that day hospitals are suitable for at least some suicidal

or personality disorder will show better outcomes,

patients, as the level of anxiety and depression de

and patients with substance-related disorder will

creased and no 
patient of this cohort committed

show worse outcomes.

suicide. Episode length is another indicator of the


b) Severity of affection, as measured by the level of

psychopathology s everity [29]. To our knowledge, no

functioning, psychopathological load, self-destruct

study has taken the episode length into account in

ing attitudes (suicidality and self-harming behav

evaluating day hospital treatment.

iours), episode length; they were hypothesised to
negatively affect the outcome.

Treatment intensity

c) Treatment intensity, assessed by stay length and

Severe psychiatric disorders suggest long-term inten

attendance rate; it is expected to be positively re

sive treatment (see [30]). However, long treatments are

lated to the outcome.

expensive, and not necessarily more efficient [31].

Because outcome differences according to age and

Moreover, it has been argued that too long hospitalisa

gender have been found, we controlled for them in

tions could threaten patients’ autonomy, and a limited

our analyses.

time-frame for psychotherapy has become established
practice [32]. Among patients with severe psychiatric
disorders, treatment adherence is often problematic

Method

[33]. Unlike the inpatient setting, coming every day to a

The Fribourg day hospital

day hospital can be challenging. Thus, the number of

The Fribourg day hospital pertains to the Fribourg

days people attend the hospital during their stay might

Mental Health Network (RSFM/FNPG), which hosts

affect the treatment outcome.

all public psychiatric services of Canton Fribourg,
Switzerland, which has about 300 000 inhabitants


Sociodemographic features

and two o
 fficial languages, French and German. The

Some studies found gender differences in the outcome

Fribourg day hospital’s mission is the reintegration

of day hospital treatment. Priebe and colleagues [15]

and rehabilitation of a psychiatric population, aged

showed that women had a more favourable outcome

between 18 and 65 years, from inpatient facilities or

in a day hospital setting than a conventional hospital

from outpatient services, and to offer an alternative
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to inpatient stays. The day hospital is a rather young

speaking patients (165 stays). The 327 patients of the

facility, established in Fribourg in 2010 after a pilot

whole sample had a mean n
 umber of 1.30 stays during

phase started in 2007. The programme was designed

the study period (standard deviation [SD] 0.61, range

on the basis of the experiences of other Swiss day

1–4), with one stay for 77.0%, two stays for 17.4%, three

hospitals. The formal admission criteria are to have a

for 4.5% and four for 1.2% of the patients. They were

fixed home address, to be able to come to the hospital

adults of a wide age range (mean 40.63 years, SD 12.32,

autonomously every weekday, and to speak French

range 18–70), with 58.2% of women. Half (50.1%) of

or German. Severe suicidal ideation or behaviour is a

the stays were preceded by a psychiatric inpatient

(temporary) exclusion criterion. Crisis management

stay, and 42.4% by ambulatory treatment by a psychia

is part of the hospital’s mission and very brief inpa

trist, psychologist, family doctor or in an outpatient

tient stays, shorter than 5 days, do not interrupt the

institution. The data collection in this prospective

treatment.

naturalistic study was approved by the cantonal ethics

Patients are expected to participate in the programme

commission and all patients signed an informed con

for about 7 hours per day, every weekday. The facility

sent form.

closes at weekends. The therapeutic programme relies
on two corner stones: on the one hand, a group pro
gramme, based on standardised third wave cognitive

Measures

and behavioural therapy, general psychoeducation

During the data gathering period, at each admis

and other group activities; and on the other hand, in

sion and discharge, the patient’s main therapist (a

dividualised therapies (including individual psycho

psychiatrist or psychologist) completed a form record

therapy, couple, family and network meetings, and

ing various patient’s characteristics. All forms were

pharmacological treatment). Patient’s needs can be

checked and revised by the day hospital’s clinical

very different [34]. Thus, based on the individual needs,

head (third author). The following information was

patients were assigned to one of two options for the

collected.

group programme: (a) a p
 rogramme emphasising psy

Demographics. Age, gender and treatment before

chotherapy and psychoeducation; (b) a programme

admission were assessed.

mainly based on group activities such as art therapy

Diagnoses were made according to the Tenth revision

and manual workshops. A psychotherapist (physician

of the International Classification of Diseases’ Classifi

or psychologist) and s enior clinician (nurse or social

cation of Mental and Behavioural Disorders [35] at

assistant) team is responsible for each patient. A

admission. The main therapist relied on all available

multidisci
plinary team provides social work assis

information (from previous hospitalisation(s), contact

tance, art-therapy and a focus on professional life

with other therapists and initial interview). Thus, the

resumption. The day hospital collaborates frequently

diagnosis was based on clinical judgement, without a

with the 
patient’s relatives and other community

structured interview. For the analyses, diagnoses were

health professionals involved.

grouped at the general c ategory level.

A peculiarity of the Fribourg day hospital is the bi

Episode length. At admission, the current episode

lingual approach. It covers a catchment area of about

length was assigned to one of five categories: less than

200 000 habitants (the rest of the canton being covered

1 week, 1 to 4 weeks, 1 to 12 months, more than 1 year,

by a second French-speaking day hospital founded in

or unknown.

2012), offering 20 French-speaking places and 15 Ger

Functioning level. At admission and discharge, the

man-speaking places. Covering all positions, the staff

patient’s functioning and illness severity were as


consists of about 12 full-time-equivalents. Patients are

sessed with (a) the Global Assessment Scale (GAF; [36]),

separated according to their language during the ver

which reflects in a single measure the rating of psycho

bal sessions (group therapy, assemblies) and united

logical, social and occupational functioning on a scale

for the nonverbal therapies and activities. Individual

ranging from 0 to 100, and (b) the Clinical Global

psychotherapy is offered in the patient’s tongue.

Impression s everity scale (CGI-S; [37]). The GAF and the
CGI can be usefully and validly implemented in daily
clinical practice [38, 39]. Therapists assessed life-time

Sample and procedure

(answer options: yes, no, unknown) and current suici

The data of all Fribourg day hospital stays were gath

dality (no suicidality, suicidality, suicide attempt,

ered from 1 January 2011 to 31 March 2014. The original

unknown), as well as self-harm behaviours (yes, no,

sample consisted of 426 stays of 327 patients, including

unknown) at admission, and at discharge regarding

French-speaking patients (261 stays) and German-

the stay. We computed a score of self-destructive atti
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Results

Table 1: Descriptive statistics for stays characteristics.
Mean

SD

Range

Stay length (in week days)

51.46

39.27

1–245

Attendance rate

83.35%

15.87% 12.5–100%

GAF score at admission

50.37

7.63

25–70

GAF score at discharge

54.54

39.27

5–84

Difference in GAF score over stay

4.07

9.53

–43–35

CGI score at admission

4.69

0.82

2–7

CGI score at discharge

4.47

1.01

0–7

CGI improvement

2.93

1.22

0–7

Difference (Wilcoxon)

Stay characteristics
Our first goal was to report the characteristics of the
hospital stays. The majority concerned patients with

Z = –10.42***, r = .38

a main diagnosis of affective disorder (F3x, 48.8%),
followed by stays of patients with a personality disor

Z = 5.442*** r = .20

der (F6x; 18.2%), a neurotic or stress-related disorder
(F4x; 14.2%), a psychotic disorder (F2x; 9.2%), an organic
disorder (F1x; 7.1%), and a disorder associated with

n = 426 stays for 327 patients. According to Cohen’s criteria, 0.10< r <0.30
is a small effect and 0.30< r <0.50 is a medium effect.

physiological disturbances (F5x; 1.9%). One stay (0.2%)
concerned a patient with a mental retardation (F7x),
one with a disorder of psychological development
(F8x), and one with an unspecified disorder (F9x).

tudes by adding up the presence of life-time s uicidal

Most admissions concerned patients with one (58.2%)

attempt, current suicidality and self-harming behav

or two (30.0%) diagnoses, but there were up to five

iours.

(mean = 1.54, = SD 0.77, range = 0–5). Table 1 summarises

Treatment intensity was assessed as the attendance

the entire sample’s stay characteristics. The initial

rate during the stay (the percentage of billed days, indi

functioning level was rather low, indicating moder

cating when the patient attended the hospital during

ate to serious impairment on the GAF scale. The

their stay) and the stay length (number of weekdays).

CGI score also indicates a low level of functioning,
with a mean score close to 5, corresponding to “mark

Data analysis

edly ill”. At admission, the current episode length

To provide a more adequate picture of what was actu

was: 1–4 weeks (2.8%), 1–12 months (48.0%), more than

ally happening in the day hospital, we performed all

1 year (46.6%), unknown (2.6%). For subsequent analy

our analyses at the stay level, and not at the patient

ses, the episode length was divided in less vs more

level. The characteristics of the entire sample were

than 1 year. More than half of the patients were

summarised (426 stays for 327 p
 atients), to provide a

currently at risk for suicide at admission. At dis


picture of stay diversity. Some stays were removed

charge, most stays were followed by 
outpatient

from the statistical inference analyses, to give a more

treatment either by a psychiatrist (48.2%), by a psy

accurate reflection of general tendencies: missing


chologist (15.7%), or in an institution (14.3%). Over

admission data (n = 1) or discharge data (n = 4), outlier

all, 16.1% of the stays were followed by an inpatient

values on the studied variables (n = 35) or, because they

stay. On a
verage, the stays lasted about 10 weeks,

were the sole instance of a diagnosis category (F7x, F8x

but length varied considerably (SD 39.49, range

and F9x; n= 3). The final sample for the analyses was

1–245 week days). The average attendance rate was

composed of 383 stays for 292 patients.

high (mean = 83.03%), but also varied widely (SD =

To test the hypotheses for our second goal (impro

15.87%, range 12.5–100.0%).

vement of the stay), Wilcoxon tests were used to

Our second goal was to assess with multiple indica

compare the GAF and CGI-S at admission and discharge

tors whether an improvement could be observed

and McNemar tests to compare the d
 ifferences in suici

over the treatment (table 1). The GAF score signifi

dality and self-harming behaviour rates. For our third

cantly 
improved, with a medium effect size. The

goal (predictors of improvement at the GAF-scale),

overall 

symptoms (CGI-score) decreased signifi

we first ran analyses for each predictor individually,

cantly, even if the effect size was small. The mean

using analysis of variance (ANOVA) models for the

therapist-rated improvement level was close to mini

categorical variables (gender, diagnostic category, and

mal (3 = minimally improved); 70.8% of the stays were

as outliers the 1.5 times

episode length) and a regression model for the con

rated as b
 eing associated with improvement (CGI-I

the Interquartile range

tinuous v
 ariables (age, GAF at admission, self-destruc

from 1–3; n = 351) and 29.2% as unchanged or worsened

Even if outliers are to

tive a
 ttitudes, stay length and attendance rate). The

(CGI-I from 4–7; n = 145). At the end of the stay, there

be expected in a facility

effect of gender and age was assessed before testing

were significantly fewer suicidal patients and fewer

admission criteria, they

the hypothesised predictors and kept in the subse

patients showing self-harming behaviour (table 2).


were removed from the

quent analyses only if found to be significant. Finally,

This shows a consistent p
 icture of improvement over

all significant predictors were included in a single

the stay.

1

1 Outliers were determined
with boxplots of all
the used variables
in SPSS [40], which defines

(see for example [41]).

having such broad

analyses to avoid them
having a disproportionate
impact on the results.

analysis of covariance (ANCOVA) model.
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Table 2: Suicidality and self-harming behaviours at admission and discharge.

We then tested whether the treatment intensity
affected the outcome. Stay length significantly and

Life-time suicide attempts

positively predicted the GAF score improvement (b =
0.26, t(374) = 5.25, p <0.001. The same applied to the at

Yes

40.0%

No

54.1%

Current suicidality

Shortly before admission

During stay

McNemar test

the day hospital during their stay, the better the GAF

No suicidality

49.6%

65.4%

χ2(1) = 33.83***

score improvement (b = 0.11, t(373) = 2.16, p <0.05).

Suicidality

40.7%

31.8%

8.7%

2.6%

Suicide attempt

tendance rate; the more intensively patients attended

The final analysis, which included all significant pre

Self-harming behaviour

Shortly before admission

during stay

McNemar test

No

78.5%

85.1%

χ2(1) = 5.03*

Yes

16.3%

14.9%

n = 426 stays for 327 patients. Remaining percentage to attain 100% are in the
“unknown” category.

dictors within the same model, revealed that most
predictors remained significant: GAF at admission

(F(1, 355) = 28.39, p <0.001), episode length (F(1, 355) =
11.48, p <0.01) and stay length (F(1, 355) = 25.31, p <0.001).
Some predictors dropped to marginal significance:
diagnosis category (F(1, 355) = 1.95, p <0.10) and attend
ance rate (F(1, 355) = 3.74, p <0.10 (table 3). This model

Predicting improvement over the stay

explained 18% of the variance (adjusted R2 = 0.18).


Our third goal was to assess predictors of improve

Hence, the factors that a
 ppear to matter most in pre

ment (i.e. the difference between the GAF at discharge

dicting the outcome are the initial functioning level,

and at admission) over the stay.

the chronicity of the d
isorder and the treatment

We first tested whether age or gender were significant

length, and when we control for these factors, the

predictors of improvement. This was not the case for

percentage of attendance and the diagnosis category

age (b = 0.01, t(378) = 0.22, p = 0.83) or for gender (F(1, 378)

lose importance.

= 0.14, p = 0.70).
We then tested our prediction that the outcome would
differ according to the diagnosis category. This was the

Discussion

case: F(5, 373) = 3.71, p <0.01. Post-hoc analyses revealed

This paper provides an overview of the stay character

that the difference was significant only between F1x

istics from a day hospital recently opened in a small

(substance related disorders) and F3x (mood disorders;

Swiss city. The data, based on a large pool of patients

Tamhane T2 = –5.05, SE = 1.34, p <0.001) categories, the

and stays, showed a wide diversity and generally high

stays with patients of the latter category being associ

affection severity, but overall patients’ functioning

ated with a greater improvement. Next, we tested

level significantly improved over the stay. An initially

whether several indicators of the functioning level

low functioning level, as well as a longer stay signifi

would affect the improvement. GAF at admission was a

cantly predicted a favourable treatment outcome,

significant predictor, such that the lower the initial

whereas the chronicity of the disorder predicted a less

functioning level at intake, the more the GAF score

favourable outcome.

improved (b = –0.23, t(378) = –4.64, p <0.001. However,
stays of patients with a longer episode length before

High population diversity

admission gave a significantly lower improvement

In agreement with most literature on day hospitals

(F(1, 68) = 10.00, p <0.001). Estimated marginal means

[4, 15], the stay characteristics were very heterogeneous

for episode length shorter than 1 year were 5.93 (SD =

for a broad range of factors (diagnosis, age, stay length,

0.53, and for episodes longer than 1 year 3.46 (SD = 0.57).

functioning level and improvement at discharge, etc.).

Self-destructive attitudes did not affect the outcome

Moreover, the illness severity of the treated patients

(b = –0.01, t(344) = –0.11, p = 0.92).

was rather high. Initial global assessments of func
tioning were generally rather low (about 50, indicating

Table 3: Final NICOVA model predicting GAF score improvement over the stay.
F

(df)

p

Partial η 2

markedly ill patients with moderate to serious impair
ments). This is not surprising given that the target
population was patients presenting a severity of illness

1.95

5,355

<0.10

0.03

justifying intense daily treatment, but with a level of

GAF at admission

28.39

1,355

<0.001

0.07

autonomy and stability allowing them to go back


Episode length

11.48

1,355

<0.01

0.03

home daily. Also indicating the severity of disorders

Stay length

25.31

1,355

<0.001

0.07

in the treated population, about 40% of the stays

3.74

1,355

<0.10

0.01

concerned patients with comorbid disorders and


Diagnosis category

Attendance rate

n = 383 stays for 292 patients. R2 = 0.20, adjusted R2 = 0.18.
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or attempts). The most represented diagnosis category

shown contradictory results; Arnevik and colleagues

was mood disorders, which matches previous litera

[24] found no difference in o
 utcome according to the

ture [9, 17]. However, in contrast to the literature,

functioning level, but Priebe et al. [15] showed that

many patients had a main diagnosis of personality

patients with a high symptom load at baseline had a

disorder, and few patients had psychotic disorders [9,

worse outcome in day hospital than with inpatient

18]. Offering a treatment that suits this very hetero

treatment. In our facility, stays of patients with a lower

geneous population in a single facility represents a

functioning level seemed to have higher improve

challenge.

ment. In addition, improvement of the GAF score was
predicted by episode length; stays of patients whose

Improvement over the stay

episode had lasted less than a year were more likely to

The day hospital appeared to be helpful in a majority

be associated with an improvement, showing that less

of the cases, despite their heterogeneity: 71% of the

chronic cases are easier to treat [45]. Finally, self-de

stays ended with a global clinical improvement (CGI-I)

structive attitudes did not affect the o
 utcome, indicat

and a s ignificant medium-sized increase in function

ing that, despite the potential threat to the treatment

ing level (GAF scores) and a small decrease in illness se

that suicidal thoughts or self-harming behaviour

verity (CGI severity scores) was found. Suicidality and

might represent, they do not seem to interfere with the

self-harm 
behaviours also significantly decreased,

therapy outcome. This shows that suicidal p
 atients can

even if many patients often disclosed their suicidal

be treated in a day hospital with a success level similar

thoughts only during the stay (which may have biased

to nonsuicidal patients [28]. However, our data do not

our results in a conservative way [42]).

consider the s everity of suicidality, and close monitor
ing of the suicidality level should always be a priority.

Predictors of improvement

In our day hospital, referring patients to an inpatient

Our third goal was to determine what predicted im

ward to protect them from a high suicidal risk was

provement over the stay. To begin with, gender and age

common.

did not influence the outcome, such that the day clinic
seem to have been equally useful for male and female

Treatment intensity

patients of all ages.

Finally, and importantly for the clinical implications,
stay length and attendance rates were significant posi

Diagnosis category

tive improvement predictors. They not only indicate a

Stays of patients with different first diagnosis catego

time but also a dose-response effect. After controlling

ries showed different outcomes. Stays of patients with

for stay length, the effect of attendance rate dropped

substance related disorders brought a lower impro

to marginally s ignificant, showing that a key factor is

vement than stays of patients with mood disorders.

to grant enough time to the patient to improve. Despite

The better outcome for mood disorder is consistent

the financial burden represented by longer stays, our

with Mazza’s [17] results. Moreover, previous literature

results indicate that patients with the best outcome

showed that general day hospitals are not optimal

need to have sufficient time and participation with

for patients with substance disorders [19]. These less

the treatment. The day hospital setting allows contact

favourable outcomes may be due to the challenges

with real-life conditions, and thus conserves or trains

associated with these disorders (higher severity for

daily skills. Given the severity of disorder in the treated

dual disorders [43]). Current research recommends

population, a longer stay seems important for patients

treatments integrating mental health and substance

to be able to benefit, as has been shown in other

related disorder problematics [44]. In our facility,

psychiatric settings with severely affected patients


the problematics associated with substance related

[31, 32]. This is in line with a recent study showing

disorders were not specifically targeted. For some


that adults from a psychiatric outpatient clinic showed

diagnosis categories, such as substance related, psy

better outcomes with longer treatments, especially if

chotic or personality disorders, a diagnosis-specific

the patients improved slowly [46]; this was mostly

intervention (individual or group) might help address

the case in our sample, as improvements were modest.

the p
 articular difficulties associated with these dis

It should also be noted that the stays of patients

orders.

dropping out from the treatment likely have been
rated with a worse outcome, and that the longer stays

Severity of affection

concern more committed patients. Thus, working on

The lower the initial functioning level (GAF-score), the

the patient’s motivation and adherence to treatment

higher the improvement. P
revious literature has

appears important (e.g. [47]).
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Limitations and future research

relation, etc. Fifth, as this was not a randomised con

This study offers a comprehensive and ecologically

trolled study, we have no data concerning the effective

valid picture of a day hospital and is to our knowledge

ness of our day hospital compared with o
 utpatient or

the first to do so for a Swiss day hospital that is not

inpatient services. A cost/benefit analysis is thus not

specialised in a certain diagnosis or approach. Analy

possible. Finally, our study did not a
 llowed us to tease

ses were based on a large representative sample of the

apart the effect of different therapeutic orientations,

treated population, including 89.9% of all patients

which varied according to the therapists’ individual

treated during the data acquisition period in French

training. However, the treatment concept seems to

and in German. However, several limitations must be

have little relevance and patients’ characteristics to be

taken into account.

much more important [53].

First, the effect sizes were small, such that the results
should be interpreted with caution. This is, however,

Implications for practice and future research

not surprising given the illness severity of the treated

The strength of this study was its naturalistic, real-

popu
lation, and that the treatment stops once the

life setting, based on the bilingual population of

patient is stable enough to be treated in an outpatient

Canton Fribourg. Even with severely impaired patients

setting, thus setting a natural ceiling on the potential

with very diverse psychiatric disorders and comorbidi

improvement. Second, the results concerning the dif

ties, small to medium improvements were observed,

ferences regarding the diagnosis must be interpreted

allowing good conditions for a subsequent outpatient

cautiously. Diagnoses were not made with a structured

treatment. The treatment intensity (stay length and

clinical interview, and were often refined and changed

attendance rate) was an important predictor of out

during treatment, as part of the day clinic services [1].

comes, demonstrating the importance of offering

More
over, comorbid disorders were not taken into

a sufficiently substantial treatment. Owing to the large

account and might have been more frequent if assessed

variation in outcome, the question of admission crite

with structured clinical interviews, because of over

ria and indication (e.g. GAF thresholds) remains open

lapping symptoms between diagnosis [48]. Third,

and would be important to address in order to admit

despite their general good measurement properties

patients for whom day hospital treatment is best indi

[38, 39], the GAF and CGI are very broad measures and

cated. The different outcomes according to diagnosis

their 
reliability can be affected by 
several factors,

raise the question of whether disorder-specific treat

such as the rater’s attitude toward these measurements

ments might be important for at least a portion of

[49], the patient-therapist relationship history or the

patients.

therapist’s memory [50]. Hence, in public psychiatric
services, at least one rater-completed and one patientcompleted instrument should be used [51]. Future
research should assess p
 atients’ self-reported general
Correspondence:
Anik Debrot, Ph.D.

psycho
pathology, 
specific symptoms (e.g. with the

University of Toronto –

symptom check list [52]) and user satisfaction. Fourth,
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our design did not a
 llow conclusions about the influ
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ence of specific process factors such as individual
therapy, group therapy, social support, therapeutic
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Interview mit Dr. phil. Niklas Baer (Leiter Fachstelle Psychiatrische Rehabilitation, Psychiatrie BL)

Warum ist die Arbeitsrehabilitation
für psychisch Kranke so wichtig?
Karl Studer, Niklas Baer

Rund ein Drittel der erwerbstätigen Patienten in
den psychiatrischen Praxen hat Probleme am
Arbeitsplatz. Dr. Niklas Baer legt dar, wie eine
partnerschaftliche Zusammenarbeit zwischen
Patienten, Psychiatern, Arbeitgebern und Versicherern zu einer verbesserten Arbeitsrehabilitation führen kann.
Karl Studer: Wo stehen wir derzeit
im Umgang mit der Problematik der Arbeit
bei unseren Patienten?
Niklas Baer: Ich denke, wir stehen an einem
Punkt, an dem das Bewusstsein für die Zusammenhänge von 
A rbeitssituation und
psychischen Problemen überall zunimmt,

nicht nur bei den Versicherungen, sondern
auch bei den Arbeitgebern und Psychiatern.
Zum Beispiel haben sich kürzlich rund
700 Psychiaterinnen und Psychiater an einer
umfang
reichen nationalen 
Befragung aller
Psychiater zu diesem Thema beteiligt. Das
finde ich sehr erfreulich. Diese Umfrage kann
eine Grundlage für die weitere Auseinandersetzung mit diesem Thema darstellen. An
dem SGPP-Kongress in Basel im vergangenen
August wurden die ersten Resultate vorgestellt, Mitte 2017 sollen sie publiziert werden.
Die ersten Auswertungen bestätigen die
grosse Be

deutung der Thematik: Rund ein
Drittel der erwerbstätigen Patienten in den
psychiatrischen Praxen hat aktuell Probleme
am Arbeitsplatz, weitere sind krankgeschrieben oder riskieren eine Kündigung. Hinzu
kommen natürlich all die Patienten, die Pro
bleme haben, weil sie arbeitslos oder invalidisiert sind, aber an sich gerne arbeiten würden
und zum Teil auch teilerwerbsfähig wären.
Neben vielleicht familiären Problemen gibt es
nichts, was auch zahlenmässig eine derartige
Relevanz hat für psychisch Kranke wie die
Arbeitssituation.
Und hier zeigt sich, dass eine grosse Dis
krepanz b
 esteht zwischen dem Wissen der
Psychiater und Psychotherapeuten um die
Bedeutung der Arbeit und dem tatsächlichen
praktischen Umgang damit. Obwohl schon
Sigmund Freud ja die zentrale Rolle von
«Liebe und Arbeit» für die psychische Gesundheit betont hat. So kommt es bei Arbeitsproblemen von Patienten zum Beispiel selten
zu einem Kontakt zwischen Psychiatern und
Arbeitgebern. Es bestehen bis heute kaum
Konzepte oder Forschung zum Thema Arbeit

und psychische Krankheit. Im Unterschied
dazu existiert seit Jahrzehnten eine Unzahl
von Literatur, Forschungsergebnissen und
geteilten Erfahrungen zum Thema der Psychodynamik und Psychotherapie. Aber in
welchen Situationen welche Krankschreibungsstrategie sinnvoll ist, wann man Patienten raten sollte, ihre Probleme gegenüber
dem Vorgesetzten offenzulegen oder wie man
die Vorgesetzten so unterstützen kann, dass
sie ‹schwierige› Mitarbeitende führen können – dazu findet man keine Evidenz.
KS: Was ist der Grund dieser einseitigen
Sichtweise?
NB: Es besteht oft ein zu enges Behandlungsverständnis der innerseelischen Dynamik,
und die sozialen B
 edürfnisse der Patienten
für den Alltag sowie deren Umfeld gehen dabei unter. Dabei gehört doch gerade die Arbeit
und Arbeitsfähigkeit zu jeder systemischen
und psychodynamischen Sichtweise und
macht damit die Auseinandersetzung erst
recht spannend. Viele P
 atienten haben typische Arbeitsprobleme, die oft mit ihrer Biografie zu tun haben und sich immer w
 ieder
als behindernd bemerkbar machen. Wenn
man diese Zusammenhänge versteht und in
pragmatische Massnahmen am Arbeitsplatz
übersetzen kann, ist den Patienten wirklich
zu helfen. Dieses Wissen haben eben normalerweise nur die Psychiater und Psychothe
rapeuten. Hinzu kommt, dass der Fokus auf
das Erleben der Patienten fast immer zu eng
ist: Wenn wir wollen, dass unsere Patienten
trotz ihrer Auffällig
keiten arbeiten, sollten
wir auch wissen, was der Vor
gesetzte und
die Arbeitskollegen brauchen, um nachhaltig
tragfähig zu sein.
Psychiater in der Praxis und in psychiatrischen D
 iensten sind heute noch viel zu weit
von der realen Arbeitswelt und der Arbeits
situation ihrer Patienten entfernt. Sie kennen
auch oft die Anforderungen kaum, d
 enen die
Patienten ausgesetzt sind. Die Folge dieser
Distanz ist, dass oft differenzierte Kennt
nisse fehlen, mit welchen Massnahmen der
Arbeitsplatz
erhalt und der Wiedereinstieg
nach einer Arbeitsunfähigkeit erleichtert werden können. Gerade mit den Arbeitsunfähigkeitszeugnissen haben Therapeuten ein rehabilitativ mächtiges Instrument, mit dem sie
teils zu wenig differenziert umgehen und
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manchmal auch Schaden anrichten. Auch
haben sie aus mangelnder Routine oft eine
gewisse Scheu und Unsicherheit im Umgang
mit Arbeitgebern, teilweise aus Angst, e
 twas
«Falsches» zu sagen und dem Patienten damit
zu schaden. Es bräuchte hier viel mehr Überbrückung zwischen der therapeutischen Welt
und konkreten Massnahmen im Arbeits
umfeld der Patienten. Heute bestehen beiderseits, bei Psychiatern und Arbeitgebern, un
realistische Vorstellungen, Phantasien und
gegenseitige Vorurteile, die allerdings zu Lasten der Patienten gehen.
Ich glaube, Psychotherapie und psychiatrische Behandlung generell könnten noch
attraktiver und dynamischer sein, wenn neben dem Erleben des Patienten auch die reelle
Arbeitssituation und deren Akteure a
 ktiver
einbezogen würden. Vielleicht würde die Behandlung dadurch noch anspruchsvoller, und
durch die komplexere Behandlungsdynamik
würde man als Therapeut möglicherweise
auch mehr Fehler machen. Aber die Behandlung würde an Alltagsrelevanz gewinnen.
Nicht alle Patienten brauchen das, aber viele.
Das wäre wichtig, weil auch die beste Be
handlung per se keinem Patienten hilft, den
Arbeitsplatz zu sichern.
KS: Wie stellst Du Dir das vor?
NB: Es braucht bei allen Akteuren, den Patienten, der Psychiatrie, den Arbeitsgebern und
Versicherern, ein stärkeres Bewusstsein dafür, dass hier letztlich alle dasselbe Ziel haben:
Dass auch Personen mit 
psychischen Pro
blemen erwerbstätig sein können. Psychisch
Kranke wollen sich zur Gemeinschaft der
Tätigen zählen. Psychiater wollen, dass Pa
tienten arbeiten, weil sie dann Tagesstruktur,
Kontakte und eine Identität haben. Versicherer wollen wenig Krankschreibungen und
Invalidisierungen, und Arbeitgeber wollen

genügend Fachkräfte.
Hier muss man sich auch bewusst machen,
dass die Wirtschaft ohne psychisch Kranke
gar nicht funktionieren würde. Jeder fünfte
Arbeitnehmer hat eine psychische Störung
oder anders herum: 75% aller psychisch Kranken sind erwerbstätig. Wir dürfen hier nicht
nur an Patienten mit einer Schizophrenie
oder einer sehr schweren Depression denken – rund eine Million Erwerbstätige in der
Schweiz haben eine psychische Störung,
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wenn auch meist eine leichte. Aber drei vor
vier Erwerbstätigen mit einer psychischen
Stö
r ung geben an, aus gesundheitlichen
Gründen nicht voll produktiv zu sein. Das
sind immerhin 750 000 Personen, bei denen
sich das psychische Leiden bei der Arbeit niederschlägt. Aus diesem Grund sind es letztlich
auch die Unternehmen, die den Löwenanteil
der Folgekosten psychischer Störungen tragen, sei es via Produktivitätsverlusten oder
via Krankheitsabsenzen.
Wenn Psychiater und Psychotherapeuten
vermehrt am Arbeitsplatz präsent wären

und von Arbeitgebern als hilfreicher Partner
wahrgenommen würden, würde das auch
dem Image der Psychiatrie enorm helfen. Eine
Psychiatrie, die gesellschaftlich und öko
nomisch substantiell relevant ist, würde
v ielleicht auch wieder attraktiver für junge
Ärzte. Das wäre eine Psychiatrie, die bei
Bedarf unkompliziert im Betrieb präsent ist,
sich im kleinen Malerbetrieb wie auch in der
internationalen Pharmafirma zurechtfindet
und mit den B
eteiligten fundierte und
pragmatische Lösungen erarbeitet. Und eine
Psychiatrie, die für diese anspruchsvollen
und exponierten Interventionen ausserhalb
der geschützten Praxisatmosphäre mindestens ebenso gut finanziert wird wie für das
Führen von Betten – all das wäre für mich
eine moderne Psychiatrie und ein moderner
Finanzierungsgedanke.
KS: Welche Rolle spielen hier die
Versicherungen?
NB: Die Versicherungen sind sehr wichtig,
nicht nur die Invalidenversicherung, die
immer wieder in der politischen Diskussion
ist, sondern gerade auch die Privatversicherer. Die Taggeldversicherungen zum Beispiel,
die die Problematik bereits erkannt haben
und im eigenen Interesse in den letzten rund
15 Jahren eine neue Berufsgruppe ins Leben
gerufen haben, die Case Manager oder Care
Manager, die nun einen Teil der wichtigen
Vermittlungsaufgabe zwischen Patienten,
Ärzten und Arbeitgebern übernehmen. Seit
drei Jahren schulen wir – der Psychiater Dr.
Renato Marelli, die IV-Berufsberaterin Neisa
Cuonz und ich – die Case Manager, wie sie mit
psychisch erkrankten Versicherten umgehen
können. Hier ist angesichts der steigenden
Arbeitsunfähigkeiten aus psychischen Gründen das Bewusstsein stark gestiegen.
KS: Welche Rolle spielt die IV derzeit
im Rahmen der Arbeitsrehabilitation?
NB: Die IV hat sich in den letzten 12 Jahren
grundlegend reformiert: Die Regionalen Ärztlichen Dienste wurden 2004 eingesetzt,
neuartige Angebote zur F
 rüherfassung und

-intervention sowie die neuen Integrationsmassnahmen wurden 2008 eingeführt, und
seit 2012 wird aktiv versucht, IV-Rentner
w ieder einzugliedern. Keiner der in diesem
Thema relevanten Akteure hat eine solch
starke Entwicklung gemacht wie die IV. Die
Anzahl der Neurentner wurde in der Folge
sehr stark reduziert. A
 llerdings war nicht alles
erfolgreich: Die geplante Wiedereingliede
rung von IV-Rentnern hat nicht stattgefunden, die Frühintervention funktioniert nur
bedingt, weil sich Arbeitgeber nach wie vor
nur selten an die IV wenden, und die Beziehung zu den Behandelnden wurde eine Zeit
lang vernachlässigt. Auch die nicht immer
ganz unabhängige Gutachterindustrie ist hier
zu nennen.
Das hat zu einer zunehmenden Resignation
der Ärzte geführt, die zu oft wahrnehmen,
dass ihre Beurteilung kaum mehr ernst genommen wird und von der IV häufig keine
Rückmeldung erhalten. Das wiederum reduziert deren Engagement, fundierte Informa
tionen an die IV zu liefern. Die Güte dieser
Informationen ist aber entscheidend, wenn
wirksame berufliche Massnahmen geplant
werden. Was es tatsächlich bräuchte, wären
weniger sehr teure Rentengutachten zu Gunsten von viel mehr und auch besser bezahlten
IV-Arztberichten, die eine Grundlage liefern
für die Eingliederungsplanung.
Der Arztbericht sollte seine alte Bedeutung
wieder e
 rhalten. Der Aufwand sollte am Anfang so gross wie möglich sein (und auch
entsprechend honoriert w
 erden), damit nicht
nur schnelle, sondern auch fundierte Mass
nahmen getroffen werden können, um ein
Herausfallen aus der Arbeitssituation zu verhindern, was nach längerer Zeit sehr oft in
eine definitive 
A rbeitsunfähigkeit mündet.
Grosser Aufwand zu Beginn kann somit Geld
und Ärger sparen. Das heisst, Tempo ist nicht
alles. Wenn man bedenkt, dass 75% der psychischen Krankheiten vor dem 25. Altersjahr
beginnen, und somit Personen, die bei der IV
ange
meldet werden, normalerweise schon
vor Jahren oder Jahrzehnten erkrankt sind,
ist es fahrlässig, Eingliederungsmassnahmen
ohne eine sorgfältige und gemeinsame Analyse zu planen.
KS: Wie steht es in der Lehre und Forschung
an unseren Universitäten zum Thema Arbeit
NB: Die Wiedereingliederung von schwer
und chronisch Kranken hat eine grosse Tra
dition, und viele sinnvolle und beschützende
Institutionen wurden in den letzten Jahrzehnten geschaffen. An den Univer
sitäten
Bern, Zürich und Lausanne wird seit vielen
Jahren das Modell des so genannten «Sup
ported Employment» untersucht. Dabei han-
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delt es sich um das in den letzten drei
Jahrzehnten am besten untersuchte Modell
der Wiedereingliederung. Auch das sehe ich
ambivalent: Die Universitätskliniken konzentrieren sich auf ein Angebot, das wissenschaftlich seit Jahrzehnten auf der Agenda
steht. Gleichzeitig betrifft dieses Modell vor
allem die Wiedereingliederung von insgesamt sehr wenigen Patienten mit sehr schweren Krankheiten. Aber die grosse Masse der
psychisch kranken Erwerbstätigen ist nicht
Zielpublikum dieser Angebote. Für jeden
schwer Kranken, der einen Job findet, sind
diese Angebote ein Segen, und für Forschungspublikationen sind diese Angebote
auch geeignet. Aber gesellschaftlich und für
die noch arbeitsfähigen Patienten, die eben
den Grossteil unserer «Kunden» darstellen,
sind diese teuren Programme derzeit irrelevant. Die «Supported Employment»-Programme führen zwar zu mehr (schlecht bezahlten) Jobs für wenige schwer psychisch
Kranke, was natürlich gut ist, aber sie führen
fast nie dazu, dass unsere Patienten nicht
mehr auf die IV angewiesen sind.
KS: Welche Anregungen und Wünsche hast
Du noch zuhanden der SGPP?
NB: Die SGPP hat sich dieses Themas, psychische Krankheit und Arbeit, angenommen.
Das tun im Moment auch viele andere. Meine
Hoffnung ist, dass die SGPP mit der nötigen
Beharrlichkeit an diesem Thema dranbleibt.
Mit politischen Schnellschüssen ist in diesem
Gebiet gar nichts zu gewinnen, weder mit
marktschreierischen und medial wirksamen Projekten, noch mit den vergleichsweise
enormen Finan
zierungen im Bereich der
Gesundheitsförderung und Prävention. Die

tollen ‹Projektli› sind – genauso wie die Ideen,
man könne psychische Krankheit am Arbeitsplatz präventiv verhindern – für mich eher
Ausdruck einer Verleugnung des Problems.
Wenn wir wirklich etwas verbessern wollen,
dann muss die SGPP und müssen auch die
anderen Akteure nachhaltig W

 issen, Massnahmen und Kooperationen entwickeln.
Letztlich kommen wir alle nur weiter, wenn
wir uns der schwierigen Realität psychischer
Störungen stellen. Ich hoffe, die SGPP wird
weiterhin dafür kämpfen.

Korrespondenz:
Dr. med. Karl Studer
Praxis im Klosterhof
Klosterhofstrasse 1
8280 Kreuzlingen
karl.studer[at]bluemail.ch
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Internationale Strategien und Konzepte

Früherkennung psychischer
Störungen und Suizidprävention
Hanspeter Walti

Im Rahmen einer viermonatigen Studienreise
durch Australien, Neuseeland und Hong Kong
hat der Autor verschiedene Institu
tionen
und Organisationen besucht. Der Reise
bericht fasst die gewonnenenen Eindrücke und
Beobachtungen zum Thema «Internationale
Strategien und Konzepte zur Früherkennung
psychischer Störungen und zur Suizidprä
vention» zusammen. Wir publizieren hier die
Zusammenfassung zu den einzelnen Ländern
sowie die Schlussfolgerungen für die Schweiz.
Der vollständige, bebilderte Bericht inklusive
Literaturverzeichnis ist als PDF auf der Website
www.sanp.ch abrufbar.

Australien
Australien verfügt über eine nationale Dach
organisation zur Suizidprävention (Suicide
Prevention Australia).
In einem Positionspapier zum WHO World
Suicide Report 2014 werden der Regierung
konkrete Massnahmen zur Suizidprävention
vorgeschlagen.
Ziel ist eine Senkung der Suizide sowie der
Suizidversuche in Australien um 50% bis zum
Jahr 2023.
Ein Schwerpunkt in der Suizidpräventionsfor
schung liegt angesichts der grossen Distanzen
in der Entwicklung von Internetbasierten
Therapieprogrammen.
Besondere Beachtung findet die Früherken
nung von psychischen Störungen.
Melbourne verfügt über ein weltweit führen
des Früherkennungszentrum (Orygen).
Landesweit werden Zentren zur Prävention,
Früherkennung und Behandlung von psychi
schen Störungen bei Jugendlichen und jungen
Erwachsenen aufgebaut (Headspace Centres).
Besonderer Wert wird dabei auf Jugend
freundlichkeit (niederschwellige Angebote)
und die Mitwirkung der Jugendlichen («Youth
Participation Program») gelegt.
Die Philosophie von Orygen und Headspace
lautet: «Auf Jugendliche muss man zugehen
und dabei ihre Kommunikationsmittel be
nutzen, anstatt darauf zu warten, bis sie Hilfe
suchen».

Neuseeland

Persönliche Schlussfolgerungen

Neuseeland verfügt über eine nationale Stra
tegie zur Suizidprävention.
In einem «Action Plan» werden konkrete Ziele
für eine bestimmte Zeitperiode formuliert
und Verantwortlichkeiten festgelegt.
Die Umsetzung erfolgt regional und liegt in
der Verantwortung der District Health Boards
DHB. Sie schliessen dazu Verträge mit dem
Ministry of Health ab, welche auch die Finan
zierung regeln.
Es wird ein landesweites «Monitoring of
Suspected Suicides» eingeführt zur Erken

nung von «Clusters and Contigeous». Damit
soll ein frühzeitiges Intervenieren auf Regio
nalebene ermöglicht werden.
Besondere Beachtung finden Suizidpräven
tionsprojekte für Maori, welche innerhalb
Neuseelands eine besonders hohe Suizidrate
verzeichnen.
Mehrere Hotlines ergänzen das Angebot.
Sogenannte «One Stop Shops» (ähnlich den
Headspace Centres in Australien) haben in
Neuseeland eine lange Tradition. Unter einem
Dach sollen Jugendliche alle Dienstleistungen
finden, die sie benötigen: von hausärztlicher
Behandlung über psychologische Beratung
bis zu sozialer Unterstützung.

Die Schweiz braucht aus meiner Sicht:
–	
Eine nationale Strategie zur Suizidprä
vention oder zumindest einen nationalen
Aktionsplan, wie er in der Motion Ingold
gefordert und vom BAG zurzeit erarbeitet
wird. Diese bilden den Rahmen, an dem
sich die 26 Kantone bei der Planung kon
kreter Projekte orientieren können.
–	Eine nationale Kampagne zur Entstigma
tisierung psychischer Erkrankungen.
–	Ein nationales, zeitnahes Monitoring der
Suizide («Suizid-Register») bzw. der «ver
muteten» Suizide nach dem Modell Neu
seelands und Hong Kongs. Damit liessen
sich Entwicklungen gesamtschweizerisch
beobachten und gegebenenfalls mittels
Frühinterventionen beeinflussen. Idealer
weise würde das Monitoring auch die
Suizidversuche mit einschliessen, was

auf Grund der fehlenden Meldepflicht
und der teilweise schwierigen Abgrenzung
der S
uizidversuche von selbstverletzen
dem Verhalten aus andern Gründen aber
kaum möglich sein wird. Die Daten des
Monitorings sind zeitnah an die für die
Suizidprävention Verantwortlichen in den
Kantonen für allfällige Interventionen
weiterzuleiten.
–	Eine wissenschaftliche Untersuchung und
Beobachtung der Entwicklung assistierter
Suizide. Die jüngsten Zahlen dazu lassen
einen raschen Shift von S
 uiziden hin zu
den assistierten Suiziden vermuten (2012
erfolgte bereits rund ein Drittel aller Sui
zide in der Schweiz assistiert, 545 von 1591).
–	Eine nationale Plattform zur Koordination
kanto
naler und lokaler Präventionspro
jekte.
– Wissenschaftliche Begleitforschung zur
Suizidprävention.
–	
Vermehrt jugendfreundliche Gesund
heitsdienste (vgl. «Headspace»-Modell in
Australien).
–	
Verstärkte Bemühungen zur Früherken
nung von Depressionen im Alter.

Hong Kong
Hong Kong verfügt über ein renommiertes
Forschungszentrum für Suizidprävention
(Centre for Suicide Research and Prevention
CSRP).
Dank vielfältiger Projekte zur Suizidpräven
tion konnte die Suizidrate in Hong Kong seit
2003 kontinuierlich gesenkt werden.
Besonderes Gewicht wird dabei auf einen
Public Health Ansatz gelegt (Multiebenen-

Strategie).
Ein umfangreiches Monitoring der Suizide
und Suizidversuche bildet die wissenschaft
liche Grundlage für die Suizidprävention.
Für suizidgefährdete ältere Leute wurde
an

gesichts der hohen Suizidrate im Alter
ein spezielles Programm entwickelt (Elderly
Suicide Prevention Program ESPP).
Zur Früherkennung von Psychosen gibt es ein
Netzwerk von spezialisierten Anlaufstellen
(Early Assessment Services for Young People).
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Mögliche Aufteilung der Verantwortlichkei
ten:
National:
–	
Rahmenstrategie zur Suizidprävention
(nationaler Aktionsplan Suizidprävention)
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–	Suizidpräventions-Projekte auf nationaler
Ebene (SBB, Waffen)
–	
Monitoring der Suizide (Suizidversuche)
zur Erkennung von Clustern und Hotspots
–	Wissenschaftliche Untersuchung der assis
tierten Suizide
–	
Wissenschaftliche Begleitforschung und
Evaluation
–	Plattform zum Austausch von Best Practice
–	Entstigmatisierungskampagne
Kantonal:
–	Kantonaler Aktionsplan Suizidprävention

–	
Suizidpräventions-Projekte auf Kanton
sebene (z.B. Brücken)
–	Kantonal Verantwortliche für die Bearbei
tung der Monitoring-Daten
–	Gesundheitsversorgung
– Früherkennung von psychischen Störun
gen
Lokal:
–	Gesundheitsprojekte auf Gemeindeebene
(z.B. «Gesund A
 ltern in …»)
–	
Suizidpräventions-Projekte auf lokaler
Ebene (Gemeinde)

–	Ansprechpersonen für Interventionen auf
lokaler Ebene ( Gemeinde, Schulen, usw.)
–	NGO‘s
–	Selbsthilfe

Korrespondenz:
Dr. med. Hanspeter Walti
Ambulante Psychiatrische Dienste des Kantons Zug
Rathausstrasse 1, PF 1123
CH-6341 Baar
Hanspeter.Walti[at]zg.ch

VARIA

Luc-Ciompi-Award
In 2017, the Swiss Society of Psychiatry and
Psychotherapy (SGPP) is awarding, for the

second time, a prize donated by Luc Ciompi for
scientific studies on the relationship between
emotion and cognition and their importance
in schizophrenia.

The prize can also be awarded for publications
from other fields of the natural and social
sciences that contribute to clarification of the
relationship between feeling and thinking.
Relevant works should be submitted electron
ically to the secretariat of the SGPP in Bern
(sgpp[at]psychiatrie.ch) by 31 March 2017. They
should contain a summary of the submitted

SWISS ARCHIVES OF NEUROLOGY, PSYCHIATRY AND PSYCHOTHERAPY

2016;167(8):254–255

paper and its possible relations to the concept
of affect-logic (cf. www.ciompi.com/fieldsof
interest/affect-logic), as well as a brief curri
culum v itae.

For more information:
www.psychiatrie.ch/Luc Ciompi Award.
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BOOK REVIEWS

Book reviews
Robert Heim, Emilio Modena (Hrsg.):

Jacques Lacan triff Alfred Lorenzer
Über das Unbewusste und die Sprache,
den Trieb und das Begehren

Buchreihe: Bibliothek der Psychoanalyse
Giessen: Psychosozial-Verlag; 2016.
178 Seiten, Broschur, 148 × 210 mm.
Preis: Euro 24,90.
ISBN-13: 978-3-8379-2532-6.

Was geschieht mit Theorie, wenn das Gras
der Geschichte über ihr wächst? Was passiert
mit theoretischen Vokabularen, wenn sie als
Teil von generationenübergreifenden Erfahrungen lesbar werden, die nicht – oder
nicht notwendigerweise – zu «ihrer» Theorie
passen? Philipp Felsch und Ulrich Raulff
haben auf je unterschiedliche Art und Weise
gezeigt, wie sehr der emphatische Anspruch,
der mit «Theorie» in den 70er und 80er Jahren
des vergangenen Jahrhunderts verbunden
war, eher Symptom als Ausdruck einer spe
zifischen sozio-politischen Nachkriegsbefind-

lichkeit darstellte. In den «wilden Jahren
des Lesens» war Lesen ein Akt des Widerstandes und «Theor ie-Machen» die revolutionäre
Praxis dazu. Die Faszination, die vom Unverständlichen ausging, speiste sich aus einem
tiefen Misstrauen gegenüber verständlichen,
d.h. «bürgerlichen» Denkfiguren. Diese Gemengelage aus Jugendrevolte, einer Neigung,
mit radikalen Positionen zu flirten, und
dem Pathos der grossen Geste bescherte der
«french theory» ihren «langen Sommer».
Es ist diese «Was-bleibt»-Frage und die mit
ihr einhergehende Aura der Vergeblichkeit,
die über dem hier anzuzeigenden Sammelband schwebt. Dieser geht auf eine Tagung
in Zürich zurück und widmet sich dem
Gespräch zwischen zwei illustren «Köpfen»
der nachfreudschen Psychoanalyse. Jacques
Lacan und Alfred Lorenzer haben beide auf
ihre Weise die Psychoanalyse Freuds reformiert, der eine im Spannungsfeld von Hege
lianismus und Strukturalismus, der andere
im Umfeld der Frankfurter Schule. Soweit
bekannt, haben sich die beiden Theoretiker
nicht gegenseitig zur Kenntnis genommen,
sieht man von e
 inigen Passagen ab, in denen
Lorenzer seine Auffassung der Neurose als
eines desymbo

lisierten Affekts von Lacan
abgrenzt. Das im Titel des Bandes angekündigte «Treffen» ist also fiktiv und somit der
eigentliche «Witz» der Veranstaltung. Die

Frage liegt also auf der Hand, ob es zu diesem
Treffen kommt.
Die Herausgeber haben sich grosse Mühe
gemacht, der Auseinandersetzung das Feld zu
ebnen: Emilio Modena mit einem weit ausgreifenden historisierenden Vorwort, Robert
Heim mit einem eigenen Beitrag, der als
eine Art reflexiver Schlussstein den Band
beschliesst. Die Beiträge gliedern sich in drei
Kapitel – I. Theorie (Widmer, König), II. An-

wendung (Schuller, Prokop), III. Kritik (Simonelli, Michels, Heim). Es wird jeweils die
eigene Position vorgestellt, angewendet oder
als kritisches Instrument am Gegenüber erprobt. Das ist nun alles solide gemacht, und
insofern durchaus erwartbar. Gesteht man

einer Begegnung jedoch die Möglichkeit zu,
dass sie in der Lage ist, die Beteiligten zu über
raschen, zu verwirren oder deren Koordinatennetz zu transformieren, dann findet sich
davon kaum etwas. Zu deutlich treten die
jeweiligen Loyalitäten und Identifikationen
zutage. Insofern ist Heim zuzustimmen,
wenn er schreibt, die Beiträge wären als «je
drei Lobreden […] auf Lorenzer und Lacan»
zu verstehen.
Es ist nun der Beitrag von Robert Heim, der
sich dieser Alternative teilweise entzieht und
ganz im Geiste des platonischen Symposiums
eine siebte Lobrede formuliert: eine sokra
tische Rede auf den Eros als Übertragung.
Damit wird zum Schluss die entscheidende
Frage gestellt. Denn anders als die theore
tische Sozialisierung der 70er Jahre, deren
Geschichte Raulff und Felsch unlängst erzählt
haben, hat Theorie innerhalb der Psycho
analyse einen anderen Status. Sie ist nicht
«bloss» eine Weltanschauung, sie ist ein Diskurs, der von den ihn begründenden affek
tiven Evidenzen – der psychoanalytischen
Erfahrung – nicht abgelöst werden kann. Auf
der anderen Seite ist die Psychoanalyse
zugleich der Diskurs, der diese Subjektivierung von Theorie thematisiert. Sie wäre
durchaus in der Lage, die Frage nach Charisma
und Übertragung in der psychoanalytischen
Schulbildung aufzuwerfen. Tut sie dies nicht,
läuft sie Gefahr, sich in einem Meisterdiskurs – sei es derjenige Lacans oder derjenige
Lorenzers – einzuschliessen. Davon hätte
man gerne mehr gelesen.
Andreas Cremonini, Basel
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