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EDITORIAL 

                                                                                                                                    
 
                                                                                                                           
Maria Filippidou, Editor, Hellenic (UK) Psychiatric Bulletin 
  
 
 
 
 

Dear members and friends, 

Six months have gone by and we are already celebrating the Christmas festive period with 2016 at our doorsteps. 
Another issue is being distributed and I would personally like to thank all the authors who contributed their work. 
As mentioned during this year’s HPA-UK AGM, we are constantly trying to improve and expand in order to make 
this space more creative, interesting and informative. We always welcome new ideas, suggestions as well as 
criticism that will help us produce better results in the future.  
 
In this issue, the HPA-UK Chair, Professor Eleni Palazidou in her message gives us an overview of events from 
2015. Angela Hassiotis, Professor of Psychiatry of Intellectual Disabilities at UCL, shares her extensive experience 
in this issue’s feature article with regards to the advances in the field, also highlighting the need for further research. 
Dr Lida Panagiotopoulou has written her account on our autumn annual meeting that had a focus on intellectual 
disability but was also devoted to Professor Emeritus Nick Bouras. Nick Bouras also writes in this issue’s column 
“Let’s talk about…” on mental illness, stigma, discrimination and the need for parity with physical health, in 
celebration of this year’s world mental health day. Professor George Ikkos is reviewing a timeless paper written by 
Emil Kraepelin which reminds us how difficult diagnosis and classification in psychiatry can be and how a paper as 
old as this can inspire an ever topical and highly interesting discussion on this subject.  
 
I would like to wish you all a happy festive period, spent with loved ones and let’s hope that 2016 proves another 
successful year in fighting mental illness. We hope you enjoy this issue, which as usual will also be available on 
www.psych.gr.  
 
 
 
 
 
 
 
 
 



 

 
 

Hellenic (UK) Psychiatric Bulletin   - December 2015 | Volume 5 | Issue 2  
4 

4 

CHAIR’S MESSAGE  
 
 
 
Professor Eleni Palazidou                                                                           
 
Chair, Hellenic Psychiatric Association, UK Division  
 
Dear all, 
 
It is the end of the year 2015, a year of world turbulence, war and conflict, with refugees fleeing and 
hardened stances from extremists and non-extremists globally. Our homelands are still struggling with the 
problems of the economy and Cyprus still trying to reunify our island.  A time to re- examine our common 
humanity and for us psychiatrists to try and make sense of collective motives.  
 
Back to our own little world, the HPA(UK) has had another good year with our membership rapidly 
increasing and the link with the Hellenic Centre has proved a major success. Being part of the HC has 
widened our horizons, opening the doors of our meetings to the wider Hellenic diaspora and the non-
Greek, philhellenes of London. Our events are now true to the concept of “Medicine (Psychiatry) in Society” 
as promoted by the major Medical Institutions. This gives our organization the opportunity to demystify 
mental disorders, inform the lay public about these conditions and their treatment, remove misconceptions 
and hopefully contribute to the reduction in the stigma, that plagues the mentally ill and us mental health 
professionals.  
 
The Asclepian Oration I introduced with a lot of trepidation 2 years ago has been a great success and we 
maintain the theme of the unity of body and mind. Last year’s Oration, the first one held at the Hellenic 
Centre attracted a lot of interest from professionals and others. The lecture on “Autism Spectrum 
Disorders in the 21st century” eloquently delivered By Prof David Skuse, an international expert on the 
subject in January, was very well received. We expect even more interest for next year’s Oration, which will 
be delivered by Lord David Owen, in March, on the subject of “Hubris”.  
 
In October we had a very successful event, organized and led by our academic secretary Prof Angela 
Hassiotis, on the theme of “Intellectual and Developmental Disability”. The meeting was devoted to our 
colleague Prof Nikandros Bouras not only for his major contribution to the field of clinical, research and 
service development for people with intellectual and developmental disability but also for his untiring 
interest, over many years, in supporting the newly arrived Greek doctors, find their way into the medical 
system of the UK and establish contact with fellow Greek professionals. Prof Bouras was made life member 
of the HPA(UK). 
 
On the subject of life membership, I am delighted to announce that our previous Chair, Prof George Ikkos, 
was granted the honour of honorary membership to the Royal College of Psychiatry.  
 
I close with wishing everybody a well-deserved rest, Merry Christmas and a Happy, healthy and successful 
New Year!   
	  

Καλά	  Χριστούγεννα	  και	  ευτυχισμένο	  το	  Νέον	  Έτος	  2016!	  
Χρόνια	  Πολλά!	  
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Reflections on the HPA-UK autumn 
academic meeting 
 
Dr Lida Panagiotopoulou, MRCPsych 
Member of the HPA-UK committee 
 
 

                                         
                                      

Contributions to the Study of Intellectual and Developmental Disorders: A tribute to 
Professor Emeritus Nick Bouras  

 
I was delighted to attend the HPA-UK autumn 
academic meeting. We had the opportunity to go 
through the study of Intellectual Disability (ID) in the 
UK, including a tribute to Professor Emeritus Nick 
Bouras for his extraordinary contribution. 
 

 
 
There was a brief introduction by our Chair, 
Professor Eleni Palazidou, introducing our speakers. 
 
Our first speaker was Professor Angela Hassiotis 
who presented current advances in the research of 
ID. Angela shared with us that she started as a 
trainee in the Trust that Nick Bouras worked in. She 
referred to the phenomenon of “diagnostic 
overshadowing”, which is one of the challenges in 
treating patients with ID. She then spoke about the 
National Institute of Clinical Excellence (NICE) 
having recently developed interest in the field. 
Guidelines on challenging behaviour were issued in 
May 20151. Professor Hassiotis also spoke about 
further work undertaken by the NICE, with new 
guidelines expected soon2, 3.  She then referred to 
two other important documents, the Mansell report4 
and the Winterbourne view report5, which followed 
the revelation of psychological and physical abuse 
suffered by people with ID in this private hospital. 
The Mencap report 20146, pointed out that there is 
less research in people with ID than we would 
expect and also lack of good quality medical 

research, in particular clinical trials, specifically 
targeting people with an intellectual disability.  
 
Professor Hassiotis is involved with both treating 
and performing medical research on people with ID 
and could share with us some of the challenges and 
also new directions in the field. About 1% of the 
population has life long-disabilities associated with 
ID. The point prevalence of mental illness in this  
population is 41%, indicating that the mental health 
needs of this population are high. Prevention is very  
important. One of the challenges faced by 
researchers in the field, when trying to secure 
funding is the need to make a good case around why 
studies from the general population cannot be 
generalised in this population group. One of the new 
directions in the field is engaging service users in 
identifying priorities for research in ID. This brings 
us to the concept of values-based practice, which is 
an important concept emerging along with the 
evidence based practice. The values-based practice 
takes into consideration the complex and conflicting 
values encountered in healthcare and is linked to the 
concept that the values of the individual patient 
should be taken into consideration. Another area 
where research on ID focuses is on how to adapt 
mainstream established treatments, for instance CBT 
to the ID population. Professor Hassiotis completed 
her interesting presentation with a reference to the 
ESTIA centre7, a training, research and development 
resource for people who support adults 
with intellectual disabilities and additional mental 
health needs, based at the Maudsley. Professor 
Bouras was involved in founding the ESTIA. 
 
Our second speaker was Elias Tsakanikos, who had 
the opportunity to work with Nick Bouras as part of 
the research team of the ESTIA centre. The concept 
on which the ESTIA centre was based was linking 
clinical services with research and teaching. Elias 
shared with us his experience of working with Nick 
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Bouras. He described him as an inspirational 
personality. His style was laconic and ascetic. He 
worked hard from dawn to midnight and his 
leadership style was to inspire and lead by example. 
Nick Bouras did not say a little in many words but a 
great deal in a few. 
 
The final speaker was Professor Emeritus Nick 
Bouras in person, sharing with us his experiences. 
He arrived in the UK in the late 1970s for his PhD. 
The initial plan was for him to go back to Greece 
soon after. However he was offered a job in 
Lewisham, to work in community mental health, 
which was a novel concept at the time. In 1982 he 
was encouraged to apply for a job in ID. This was a 
new area for him. This job was generated as a 
consequence of the Orange report (1981). This was 
in the new policy context of “de-institutionalisation” 
for mental health patients. This was linked to the 
concept of “normalisation” which means aiming at 
these patients to live normal lives as far as possible. 
It was also linked with the concept of 
“resettlements” which meant that the patients 
should be moved from the institutions where they 
lived to the community. This is when the term 
“behaviour problems” was replaced by the term 
“challenging behaviour”, a term which is also used 
nowadays. One of the factors that played a role in 
the concept of de-institutionalisation was Rosemary8, 
a member of the Kennedy family who had ID, though 
this remained a family secret for years due to stigma. 
Her father had her undergo a prefrontal lobectomy 
at age 23, which left her permanently incapacitated. 
At that time one of the largest institutions in the UK 
was the Dareth Park hospital9, near Dartford in 
Kent, where more than 1500 people with a wide 
range of disability lived. Nick Bouras felt that his role 
as a psychiatrist was blurred, combining a consulting 
and a clinical role.  
  
The concept of “community care” for people with 
mental health problems was new and many 
colleagues had their reservations. Nick Bouras was 
told by a senior colleague that he has been very 
provocative when he said that there will be no 
institutions in the future. At around that time the 
term “dual diagnosis” was introduced. The term was 
initially used for people with ID who also had mental 
health difficulties. However later the meaning of the 
term changed and nowadays it is used for people 
with mental health problems who also have 
addiction difficulties. The implication of “dual 

diagnosis” is that the services developed for these 
patients were ineffective and fragmented. To address 
this issue the “model of the bridge” was proposed. 
This was a specialist community mental health 
service for people with ID. The idea was to bring 
together social care and mental health services. 
Interestingly this is a model that is still used in ID 
services. 
Despite reservations the “de-institutionalisation / 
resettlement process” was gradually put in place. 
The result was a large scale resettlement with 
several thousands of patients enjoying a better 
quality of life. A certain degree of social inclusion has 
been achieved, whilst only a limited number of them 
is able to access employment.  
 

 
The event ended with closing remarks by Professor 
Eleni Palazidou, who has recently become the Chair 
of the Hellenic Psychiatric Association UK (HPA-
UK). She referred to Nick’s book “Έλληνες στο 
Λονδίνο” (2013)10 which is an autobiographic book 
describing his activities in London. She remembered 
that a few years ago, Greek doctors who had newly 
arrived to the UK would go to Nick for advice. We 
hope that our group, as HPA-UK will be able to play 
a similar role.  
 
The event was followed as usual by an informal 
dinner, offering us the opportunity to network with 
new members and catch up with old friends. 
1. https://www.nice.org.uk/guidance/ng11 
2. https://www.nice.org.uk/guidance/qs101 
3. http://pathways.nice.org.uk/pathways/challenging-behaviour-and-learning-
disabilities 
4.https://www.kent.ac.uk/tizard/research/research_projects/dh2007mansellr
eport.pdf 
5.https://www.gov.uk/government/uploads/system/uploads/attachment_data/
file/213215/final-report.pdf 
6.https://www.mencap.org.uk/sites/default/files/documents/Participation%20
of%20people%20with%20a%20learning%20disability%20in%20medical%20_1.
pdf 
7.http://www.slam.nhs.uk/about-us/clinical-academic-groups/behavioural-
and-developmental/estia 
8 https://en.wikipedia.org/wiki/Rosemary_Kennedy 
9https://en.wikipedia.org/wiki/Darenth_Park_Hospital10 
http://www.akakia.net/el/
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Feature ARTICLE 

    
Angela Hassiotis, Professor of Psychiatry of Intellectual Disability, UCL 
Division of Psychiatry, a.hassiotis@ucl.ac.uk 
 
Current advances in research in intellectual and developmental disorders: an 
overview.   
 
On Friday 30th October 2015, the Hellenic 
Psychiatric Association-UK, honoured Nick 
Bouras, Professor Emeritus, who devoted his 
career to the investigation of mental disorders in 
people with intellectual disability (ID).  In 
preparing my presentation for the evening, I was 
not only impressed (again) by how much Nick has 
achieved in our field but also by the relative 
improvement of the conditions for research in the 
speciality in recent years.  Nick was very much a 
pioneer and set many of the priorities in which 
services and research in ID developed.   
 
Intellectual disability is a lifelong disorder of 
development, which is accompanied by low 
cognitive ability (IQ<70) and by difficulties in 
adaptive behaviour.  It affects about 1% of the 
population1 and requires high levels of care.  
Recent European Union data indicate that “mental 
retardation” is one of the 10 most expensive 
conditions in the UK after dementia, psychosis, 
common mental disorders and addictions at 5,975 
euros, most of it accounted for by healthcare 
expenditure2. 
 
It is widely acknowledged that people with ID 
across the lifespan suffer with a range of mental 
disorders.  For example, it has been shown that 
children with ID are six times more likely to have 
a mental illness than compared to children and 
young persons without ID3; in adults, psychosis is 
almost 5 times more prevalent than in adults 
without ID4.  Recent advances in genetics research 
also suggest that several conditions such as 
psychosis, autism spectrum disorders, ID and 

epilepsy may share common genetic pathways and 
may present as comorbidities in the same 
individual5.   Copy number variants may be found 
in up to 15% of people with ID and may be 
associated with mental disorders or challenging 
behaviours6.  The latter, are often treated with 
psychotropic medications7 and have become the 
focus of NHS England’s medium term action plan.   
 
As it is already apparent, research and practice 
directions have moved on significantly from the 
early days of the 20th when people with ID were 
confined in asylums and “therapeutic disdain” was 
prevalent.  The perception that the lack of 
intellectual ability precluded response to 
treatment and the underdiagnosis of treatable 
conditions have led to increased suffering and 
neglect of people with ID.  Research studies to 
guide clinical practice are still lacking and often the 
only evidence available is that for people without 
ID.  Some of the reasons that have led to this 
situation have included the ethical challenges 
presented by people who lack capacity in taking 
part in randomised controlled trials of 
interventions, especially of medications, limited 
funding or funder interest in ID research, limited 
experience of research within NHS services and 
lack of guidelines.  However, many of these 
challenges have been addressed either by changes 
in legislation, e.g. the introduction of the MCA 
2005, the streamlining of research processes such 
as ethics applications and obtaining research and 
development permissions and finally, there are 
several clinical guidelines published or in 
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development by the National Institute of Health 
and Care Excellence8. 
 
We require more research to be carried out in 
ID.  The impact that findings may make on the 
care of patients cannot be underestimated even 
when it is incremental or small scale.  Findings 
form other populations can not necessarily be 
applied to people with ID because patterns of 
health may differ.  An example is the case of 
reduced rates of cancer in this population.  People 
with ID suffer from a lifelong condition that may 
have affected their brain in a way that it is still 
difficult to decipher, and their overall development 
psychological and social maybe impacted by stigma, 
low self-esteem, genetic makeup that affects 
behaviour, stress and lack of resilience, limited 
communication ability and possibly higher 
deprivation than other populations.  
Researchers have written about their 
disappointment with efforts to enlist patient, carer 
and professional support for their research9.  
However, in 2014, MENCAP produced a report 
that is generally favourable to research activity 
recognising potential benefits and advising 
researchers of how they may go about 
communicating their ideas to patients and eliciting 
their support and collaboration10.  Research 
partnerships between people with ID, their family 
carers in particular and clinical and third and 
private sector is pivotal in recruiting participants, 
capacity building and maintaining an environment 
that is conducive to this work, especially for 
randomised controlled trials of interventions.  
At the same time, the research community has 
been able to “diversify” its research effort by 
accessing databases such as the Adult Psychiatric 
Morbidity Surveys or the The Health 
Improvement Network primary care database, 
which allow for the investigation of research 
questions in large samples of patients that would 
be difficult to collect through other means.  We 
accept that all research has limitations but as 
ascertainment of people with ID at primary care 
level improves, the use of such databases will be 
an invaluable resource in examining disease 
trajectories in people with ID across the lifespan.   
Finally, I want to address new blood researchers 
who may be interested in ID from all health 
related professions.  ID, and other developmental 

disorders are a field where a lot of work has to be 
done in order to improve evidence based care and 
services as well as carrying out basic sciences 
research to better understand mechanisms of 
disorders.  There are several schemes for those 
interested in sampling academic life and 
completing projects as well as those interested in 
postgraduate degrees in the speciality.  Look out 
for opportunities, as you will be the ones taking 
the baton from us in improving the conditions for 
children, young people and adults with ID. 
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REFLECTIONS on a paper 
 

     
George Ikkos, Hon. Archivist, Royal College of Psychiatrists* 
 
“Patterns of Mental Disorder”: a late paper by Emil Kraepelin 
 
Written in his 66th year of life, four years before 
his death, Emil Kraepelin’s paper “Patterns of 
Mental Disorder” 1 is a summary of a lifetime’s 
dedication to the study of psychopathology. The 
key questions seem to be, what are the patterns 
of mental illness? Why do different illnesses, as 
well as normal reactions, regularly manifest the 
same or similar clinical phenomena? Why does 
one illness manifest so differently in the same 
person over time? And what are the 
psychobiological underpinnings of these? 
 
Two-fifths into his discourse Kraepelin writes: 
“The patient’s personal attributes [italics in original] 
represent by far the strongest formative influence 
on symptomatology, at least in my local clinical 
experience. The endless diversity of temperament 
and experience gives to each individual his own 
psychological stamp, which is peculiar to him alone 
and which, of course, affects the form in which his 
illness expresses itself. This is crudely apparent 
from the way in which the content of every 
delusion is clearly rooted in the patient’s personal 
universe. His emotional state and his volitional 
acts too are in the last analysis reducible to his 
premorbid personality, no matter how severe the 
destruction, dislocations, and upheavals which the 
illness may bring in its train.” 
 
Three fifths in he adds: “By far the most common 
manifestations of mental disorder are associated 
with a morbid affect [italics in original]. Affective  
 

 
symptoms dominate the clinical picture in manic-
depressive insanity and in hysteria; they also play a  
large part in general paralysis and dementia 
praecox as well as in many psychopathic disorders, 
and they may come to the fore in almost any 
other disorder.” And a little further down he 
continues: “Many of the delusions we have 
observed originate in emotional influences: in a 
very general sense this is possibly true of all 
delusions.” 
 
One gets a sense here of Kraepelin the clinician, 
taking great care to know his patient and his/ her 
feelings as an individual, both because the patient’s 
temperament and experience are “the strongest 
formative influences” and because morbid affect is 
the “most common manifestation” in what today 
we might call organic and functional psychoses, 
affective and common mental disorder and 
psychosomatic and personality disorders. It is 
difficult to see however, how one can discern 
reliable patterns of mental disorder from the 
“endless diversity” of personal attributes and 
morbid affect and Kraepelin is of that view too. 
What he wants to do is get under their skin. 
 
As is widely known, Kraepelin was no social 
constructivist! In my reading, there are at least 
“two sets” of “patterns” in Kraepelin’s 
formulation. These overlap but are not identical. 
He goes beyond the surface patterns of personal 
attributes and affect, in an attempt to classify the 
wide variety of clinically described conditions on 
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the basis of hypotheses about the underlying 
psychobiology.  He places great emphasis on 
evolutionary theory. For example, he writes: “if 
we accept the hypothesis that the patterns of 
mental disorder may be very much affected by 
phylogenetic factors and personal heredity, we are 
in a position to understand the confusing fact that, 
on the one hand, the same disturbances may 
occur in completely different illnesses and that, on 
the other hand, the clinical constellation found in 
the course of the same illness may undergo 
changes. The various syndromes of illness may be 
compared with the different registers of an organ 
[GI: I think he means the church organ here], any 
of which may be brought into play according to 
the severity or extent of the pathological changes 
involved. They impart a characteristic tone to the 
illness quite irrespective of the mechanism which 
has brought them into play. Disturbances 
produced in this way do not therefore necessarily 
denote a particular process…”  
 
To recapitulate, one may paraphrase the above to 
say that the same psychobiological mechanisms of, 
for example, “fear” or “desire” or “aggression” 
may be employed in normal function, common 
mental disorders, the psychoses and organic 
disorders. Today we would add “attachment” 
mechanisms to any series of psychobiological 
mechanism. How and when they will come into 
play will depend on the patient’s personal 
attributes (constitutional, experiential, subjective). 
Once they have come into play, they will colour 
decisively the clinical picture, including perhaps 
particularly affect, irrespectively of the cause of 
psychopathology.  Such colouring may occur in 
common across different mental disorders or 
change across time in the same person with a 
single disorder. Sometimes, perhaps often, this 
generates confusion and despair to those who are 
seeking a simple and neat way of classifying mental 
disorders. One senses that Kraepelin thinks they 
are chasing a chimera. He does not come across 
as someone that believes that detailed biological 
study will establish exact and unvarying 
correspondences between specific constellations 
of symptoms (i.e. syndromes) and corresponding 
biological structures. 
 

Such challenges notwithstanding, Kraepelin is far 
from nihilistic about psychopathology. Although he 
does not expect a simple and neat classification, he 
is intent on understanding and elucidating the 
complex picture that he has sketched out. 
Working towards his conclusion he proposes 3 
distinct levels of psychopathology, with 
increasing severity, from group 1 (“delirious, 
paranoid, affective, hysterical and instinctual” 
mental disorders), through group 2 
(“schizophrenia”) to 3 (“encephalopathic, 
oligophrenic and paroxysmal forms” of mental 
illness). He adds, “If these views are at all correct, 
we may expect the less penetrating disturbances 
of the first group to combine with each other and 
with those of the second group; they will not 
however, be found in association with the third 
group. The symptoms of the second and third 
groups will frequently or regularly be accompanied 
by those of the first. In the second group we may 
expect an occasional admixture of the first and 
third groups.”  
 
Having outlined the different levels of 
psychopathology, it is fascinating to read Kraepelin 
as he goes on to discuss what he terms “epileptoid 
convulsive disorders” [italics in original], because we 
see in his discussion the different sets of patterns 
in interplay. One does not need to know exactly 
what he means by “epileptoid convulsive disorders” 
to get a sense of his outlook and reasoning. He 
writes: “These “paroxysmal” forms show more 
clearly than any other that the clinical pattern is 
very largely independent of the basic illness. The 
convulsive attack may follow exactly the same 
course whether its caused be an infection, a toxic 
process, or an extensive cerebral disorders, which 
may be due to such varied conditions as syphilis, 
uraemia, severe alcoholism, tuberous sclerosis, or 
genuine epilepsy. There can be no doubt that 
affective processes and conscious simulation can 
also produce the same picture. Only the extent of 
the original damage has any real effect on the form 
of the convulsions. There are mild forms in which 
at times the convulsions or the accompanying loss 
of consciousness may be less marked or even 
entirely absent. Again, the convulsion may be 
accompanied or replaced by instinctual acts and 
twilight state which, in spite of many variations, 
are in general similar to hysterical manifestations 
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evoked by emotional upset; on the other hand, the 
instinctual actions which characterize epilepsia 
procursiva et rotatoria [italics in original] are more 
reminiscent of catatonic disturbances.”  
 
Quite literally, one may therefore observe 
identical clinical phenomena in conditions of 
widely different causation (infection vs affective 
processes), because they utilise the same 
psychobiological mechanisms, as far as Kraepelin is 
concerned. The precise clinical picture will depend 
on how deep proximate causes penetrate and 
affect biological systems and not on the different 
nature of these causes (e.g syphilis vs uraemia vs 
affective processes or even “conscious 
simulation”.) 
 
 Kraepelin writes with great clarity about very 
complex matters and expresses his views in a 
tentative manner (e.g. “if these views are at all 
correct”) and with humility (e.g. “the themes 
developed here are not new. They fit in with 
Guislain’s view...” or “the picture I have given of 
the genesis of mental disorder is certainly crude 
and incomplete”).  There is one exception to such 
restraint, however, and this is where he sets down 
his distrust of subjective experience. He is 
dismissive of “psychoanalysis” and “empathy”, the 
first because of what he sees as premature 
theoretical formulations and the latter because he 
considers it impossible to empathise with 
experiences which are way beyond the “normal”.   
There is a lot that can and has been debated 
legitimately about such opinions.   
 
Should one wish to be critical of Kraepelin s/he 
may point out that Eric Kandel, one of only 2 
psychiatrists to receive a Nobel prize in the 20th 
century (for research in neurobiology) argued that 
psychoanalysis is the only credible theory of the 
human mind2; developments in “neuro-
psychoanalysis” 3, 4 also suggest the dismissal may 
have been premature. As for subjectivity and 
empathy, though it is true that one needs to be 
cautious5, it is also true that some neuro-
philosophers have argued that a full understanding 
of human biology is impossible without 
understanding subjectivity6; also it is the case that 
today’s “Recovery” movement is a reaction to the 
perceived adverse clinical implications of 

Kraepelin’s dismissive approach to subjectivity, 
which leads to caricaturing the patient as “alien”.   
 
Having adopted such a stand on subjectivity, how 
then does Kraepelin propose to get under his 
patients’ skin? His answer is careful description 
and “comparative research” i.e. comparing psychic 
phaenomena and psychopathology among different 
groups, e.g. children, different racial (his term) 
groups, older people etc. For example, he thought 
that the underdeveloped psychic structure of 
children would help elucidate the psychobiology of 
morbid mental states in adults, in whom it is 
obscured by layers of elaboration and 
concealment brought on by greater maturity and 
civilisation. It is indeed the case, that comparison 
of different groups has been a major research 
approach in understanding psychopathology, both 
before and since the invention of complex imaging 
techniques!  Kraepelin warns us however, that 
though comparative research may help clarify their 
relationship, one must know what one is looking 
for before getting started down that way.  He 
states: “before any such comparative study can be 
undertaken, however, the relevant pathological 
processes must first be defined and delineated.” 
[italics in original] 
 
So, where does this leave us as practicing clinicians 
in psychiatry today? Recently I followed up work 
first published with colleagues7 and have 
summarised by proposing8 that “Unlike 
neurologists, affect not the brain is the object of 
psychiatrists’ specialist medical expertise. Defined 
as feelings, emotions and agitations, affect drives 
brain and body changes, thinking, perceiving, 
relating and acting. In no particular order, it 
depends on genes, evolution, culture, physiology, 
personal experience, social history, chance, 
meaning, the environment and a sense of self and 
others.” Readers may reflect and decide for 
themselves on how much such a statement chimes 
with or departs from Kraepelin’s formulations and 
why this may be so. On my part, having observed 
his cautious style of writing, without retreating 
from the statement, I wish I would have started by 
saying “Perhaps, unlike neurologists…”. Certainly I 
have found Kraepelin’s paper enormously helpful 
in making sense of my over 30 years’ experience 



 

 
 

Hellenic (UK) Psychiatric Bulletin   - December 2015 | Volume 5 | Issue 2  
12 

12 

in psychiatry, particularly the endless variation 
with which patients present at consultation.  
 

*Professor Ikkos is the co-author of the 
recently published European Psychiatric 

Association Guidance on "Roles and 
Responsibilities of Psychiatrists" (it may be 

accessed electronically 
on http://www.europsy.net/publications/g

uidance-papers/). More about his work 
can be found on www.georgeikkos.com . 
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Let’s talk about…  

 
 

 
Nicandros Bouras, Professor Emeritus, Institute of Psychiatry, King’s College, London 

  
  
Mental Health: The big challenge of our times 

  
Dignity and respect of human rights was the subject 
of this year’s “Global Mental Health Day” that has 
been established by the World Federation for 
mental health in order to emphasize this very 
important problem of our times. 
  
One in four people will experience a mental illness 
during their lifetime. It has been estimated that 450 
million people in the world at any one point in time, 
present with some form of a mental illness with 
depression, anxiety, alcoholism, substance misuse 
and psychoses being more prominent. A tragic 
consequence of mental disorders is suicide. It has 
been proven that during financial depression, mental 
health services are needed more, while there is 
evidence that suicide attempts increase during 
periods of financial austerity. Suicide is the second 
most common cause of death globally for ages 
between 15 and 29 and it is estimated that its cost in 
the US economy alone is over 100 billion dollars 
every year. The World Health Organisation 
emphasises that suicide can be prevented and that 
mental disorders are treatable but because they are 
not being dealt with, more than 800000 lives per 
year are lost. 
  
Amongst the contemporary challenges of mental 
health, the “therapeutic gap” has been added which 
is observed in all mental disorders and in all age 
groups. In contrast to ¾ of people with chronic 
physical illnesses that receive treatment in developed 
countries, only 1/4 of people with chronic mental 
illness are under treatment. The difference is even 
larger in low-income countries. The lack of 
accessible, financially affordable and quality mental 
health services leads to bad outcomes for the illness 
while there is serious evidence that people with 

mental illness are likely to live for 15-20 years less 
than the healthy individuals. 
  
In England the financial and social cost of mental 
illnesses has reached £105.2 billion per year and out 
of this amount £30.3 billion are due to the lack of 
financial activity. The problem gets worse if during 
these periods there is a decrease in social benefits. 
The constant increase of unemployed, homeless, 
refugees, immigrants, older adults and other 
marginalised groups, especially children and 
adolescents, create great pressure on mental health 
services in Europe but also globally. Paradoxically, 
there is a decrease of funds that are made available 
for mental health. For example in England there has 
been a decrease of funds since 2008 by 32% in 
contrast to physical illnesses that haven’t had any 
such degree of decrease. 
  
People with serious mental disorders and 
consequential probable disability face discrimination 
and barriers globally in their participation as whole 
and equal members of the society, which leads to 
denial of their human rights. The United Nations 
declaration for human rights recognises that 
discrimination against anyone due to disability equals 
infringement of inherent dignity and value of the 
person and recognises the need for promotion of 
the protection of human rights for every person 
with a disability, including those who need more 
intensive support. Social justice demands equal 
access to opportunities and services as well as equal 
rights. 
  
Recently, the United Nations AGM included for the 
first time amongst new Sustainable Development 
Goals that will affect global growth between 2015 



 

 
 

Hellenic (UK) Psychiatric Bulletin   - December 2015 | Volume 5 | Issue 2  
14 

14 

and 2030, the promotion of mental health, in order 
to prolong life expectancy for everyone, recognising 
in this way the need for universal coverage and 
access of good quality healthcare. Until 2030, 
premature death from non-contagious diseases will 
need to be decreased by a third, through prevention, 
treatment and promotion of mental health. Making 
prevention and treatment of substance abuse more 
robust, including the dependence and harmful use of 
alcohol, is a significant challenge for the long term 
growth as mental health has immediate effects on 
the whole range of Sustainable Developmental 
Goals. 
  
The World Psychiatric Association in an effort to 
promote the improvement of mental health 
undertook recently a worldwide initiative reaching 
out to psychiatrists, family doctors, service users of 
mental health services and carers as well as to policy 
makers. The focus on community mental health 
services has to happen with the following priorities 
in mind: justice and equality in funding, access to 
effective services for physical and mental health, 
stigma and discrimination decrease, dignity and 
equality for all, training and education of people, 
participation mental health service users and carers 
and coordination of all governmental and non 
governmental organisations operating in the 
healthcare field. 
  
  

During the past few decades Greece has been trying 
to make radical changes in mental health and to 
develop modern services compatible to international 
standards. In order to achieve this there was an 
extended co-financed by the EU programme called 
“Psychargos”. No other European country received 
such support from EU. The progress and changes 
that took place in the infrastructure and services are 
significant.  However many more still needs to be 
done especially regarding the organisation and 
mismanagement of services, a well-known issue with 
services in general in Greece. It is necessary to 
reinstate the vision and give the “Psychiatric 
Reforms” a new momentum. It is essential that there 
is political will, knowledge and experience, as well as 
appropriate funding. However we shouldn’t only 
focus on funding because without strategic plan and 
the necessary technology, progress will be 
incomplete and sustainability of changes will be at 
risk. There cannot be health without mental health. 
 
(This article was published by Huffington Post in Greek 
on 10/10/2015 and was translated for the purposes of 
the current publication. It can be accessed here: 
http://www.huffingtonpost.gr/nick-bouras-/-
_1919_b_8272778.html?utm_hp_ref=greece) 
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Selected Future EVENTS 
 
 
Faculty of Forensic Psychiatry Annual Conference 2016  
Date: 2-4 March 2016 in Glasgow 
http://www.rcpsych.ac.uk/traininpsychiatry/conferencestraining/conferences/forensicconference.aspx#Future
Dates 
 
Faculty of Old Age Psychiatry Annual Conference 2016 
Date: 9-11 March 2016 in Glasgow 
http://www.rcpsych.ac.uk/traininpsychiatry/conferencestraining/conferences/oldagefaculty2016.aspx 
 
Faculty of Medical Psychotherapy Annual Conference 2016 
Date 13-15 April 2016 in Leeds 
http://www.rcpsych.ac.uk/traininpsychiatry/conferencestraining/conferences/medicalpsychotherapy2016.aspx 
 
Faculty of Addictions Psychiatry Annual Conference 2016 
Date: 14-15 April 2016 in Edinburgh 
http://www.rcpsych.ac.uk/traininpsychiatry/conferencestraining/conferences/addictions2016.aspx 
 
24th Pan-Hellenic Psychiatric Conference  
Date: 14- 18 April 2016 in Alexandroupolis, Greece 
http://www.24psychiatric2016.gr 
 
Faculty of Intellectual Disability Psychiatry Spring Conference 2016 
Date: 22 April 2016 in London 
http://www.rcpsych.ac.uk/traininpsychiatry/conferencestraining/conferences/idspringconference.aspx#Future
Dates 
 
The Royal Society of Medicine, “Mind, madness and melancholia: Ideas and institutions 
in psychiatry from classical antiquity to the present” 
Date: 10 May 2016, Royal Society of Medicine, London 
https://www/rsm.ac.uk/events/events-listings/2015-2016/sections/psychiatry-section/pyg04-mind,-madness-
and-melancholia-ideas-and-institutions-in-psychiatry-from-classical-antiquity-to-the-present.aspx 
 
Faculty of Liaison Psychiatry Annual Conference 2016 
Date: 11-13 May 2016, Birmingham 
http://www.rcpsych.ac.uk/traininpsychiatry/conferencestraining/conferences/liaisonconference2016.aspx 
 
RCPsych International Conference, Psychiatry: Brain, Body and Mind 
Date: 27-30 June 2016 in London 
http://www.rcpsych.ac.uk/traininpsychiatry/conferencestraining/internationalcongress2016.aspx 
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