the influence of mental derangement and «distextion.:of., mental RresoM,
benign aggression may give way to the more deep and 'primitive maili-

gnant leading to an exceeding tendency dewards: destructive: behaviour.
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‘ ABSTRAIT

, ; Lc Danget en Psychlatne ,
Une étude du.nombre et des différents. genres.de crimes dans 692
pa’uents qui sont mentallement malades et qui sont consignés l’hopltal
mental de I’état, depuls 1961 jusqua 1977, a été fa1te Parm1 ceux-ci,
395 sont des crimes majeurs et 297 des cnmes mineurs. Le dlagnostlc
de la catégcme qui y est lu ptus impliquée est la schlzophreme suivie
par les troubles maniaco-depressives. La grande prévalence de la schizo-
phrénie, comme une sourge de danger parmi les patients qui sont men-
tallement malades va en ligne avec la plus grande prévalence de ce.
desordie dans I’échantillon procuré et dans la population toutc entiere.
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The Lithium Clinic for Treatment and
Prevention of Manic Depression :
A Cost Benefit Approach

by Rowald R. Feve

ABSTRACT

Approximately 2-3% of a nation’s mental finew s Minly
to be some form of primary affective disorder. Since the discovery
of lithium for treatwment and prevention of manic depression, and
ﬁedﬁcovuyandwﬂumdueofmm~ﬁe
outlook for treatment and prevention of affective ifimess is
extraordinarily good provided that these new discoveries can
eﬂectivelymchtllemn-uﬁonedmctedwhhmood
disorders. Cost bemefit studies are being used to determine the
most officient mesns of reaching large numbers of patients
with thise trestments. In the Uniled States a fast-developing
model for the treatment and prevention of affective illmess is the
~Lﬁhﬂhﬁc.ludonﬁen‘dinlmdel,ﬁeﬂ&hnor“—,
fegﬁyeDboﬂquhl;nakumo[ngquﬁcomhﬁ,me—
clials,nﬂn:mlu,andirunonlbrhgtomvﬂede,dfecﬁve
and inexpensive care for a large number of affectively ill
patients. )

Although some progress has been made in America and abroad
toward the development of community mental health care centers, we
continue to hear of the inadequate efforts of local and national depart-
ments of mental health to decentralize the large, antiquated hospitals
into smaller units. The urgent need to increase the availability of
psychiatric services at the community level has been recognized for some
time. A master plan established during the Kennedy administration
proposed the organization of specific catchment areas in America which
would then be served by the community mental health centers. The plan
requires that these centers have a number of outpatient facilities and
that they provide direct access to an attached inpatient hospital unit
where brief hospitalization, day care, and long-term care arc available

when necessary.
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Serious criticism has been levelled at this excellent blﬁeprint. The
transition from the large city, 'state-opera‘ted public mental institution to

the new, smaller community mental health center means that more
patients will live at home, returning only for outpatient treatment. Many
citizens are alarmed, frightened, and angry about this development, and
they have accused the department of mental health of abandoning their
responsibility by returning sick patients to the community.

We are now emerging from the era of psychiatry when government
funding depended simply on politics and a few nationatly prominent
psychiatrists’ opinions of what areas deserved funding. We now are knee
deep in the age of cost-benefit analysis which simply means that the
funds for service delivery to mentally ill patients in any oommumty
will depend on hard figures and facts, e.g. which specific treatment for
which specific #llness delivered in which specific. way has been proven
to be the most cost effective.

In our research and treatment of affective disorders, we have been
concerned with determining whether it is possible to achieve successful
long-term outpatient lithium prophylaxis. of affective disorders and to
keep the patient an essentially well member of the community, There
are many data (which I will summarize) demonstrating a consistently
high level of success with lithium prophylaxis. Furthermore, our
experience indicates that a high level of prevention of mood  disorder
can be achieved in a specialized outpatient clinic, the so-called Lithium
Clinic. which we have modeled and employed for our own patients at
the Columbia Presbyterian Medical Center and New York State Psy-.
chiatric Institute over the past 15 years.

CLASSIFICATION OF AFFECTIVE DISORDERS
The primary affective disorders are- generally subdivided according
to the bipolar-unipolar classification of Leonhard and associates (1962),

Perris (1966), and Winokur et al., (1969).
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. Bipolar I patients are thosc who have been hospitalized for mania.
(In this category, as well as in tthe unipolar I category, treatment in the
hdme requiring special obser'yavtior‘l‘ and nursing care is considered
equivalent to hospitalization.) Bipolar IT patients have been hospitalized
for depression only; their hypomanias are usually mild and do not reqilire
treatment. Bipolar-other patients have been treated as out-patients for
either hypomania or depression. The cyclothymic personalities meet the
criteria for mild mood swings but have not been treated.

Although this categorization is still somewhat tentative, there are

clinical, genetic, and pharmacological criteria that support such a.classi-
fication (Fieve and Dunner, 1975).

PREVALENCE

Since many individuals with severe affective disorders never seek
treatment, it is difficult to estimate the prevalence of manic-depression
and recurrent unipolar depression.

‘In a study published in 1965, Winoker and Pitts estimated that
approximately 3 percent of the population suffers from clinical depres-
sion at any given time. Lehman (1971) gave a figure of 3 to 4 percent,
calculated on the basis of the number of suicides per 100,000 depressed
patients. Winokur and Pitts and Lehman all worked with the inadequate
figures available in 1964, and their samples included only those depreséed
individuals who required treatment. In 1974, Gruenberg found that 10
percent of a sample of 309 state hospital employees interviewed at work
reported a clinically depressed mood but were able to function. This
sample procedure excluded depression severe enough to necessitate hos-
pitalization or absence from work. Manheimer (1974) estimated in 1974
that 15 percent of the total population of this country suffers from
depression. In 1973, Cisin found that 15 percent of a 'randomly sampled
population had depressive symptomatology; in a sampling of two Cali-
fornia communities, he set the figure at 20 percent. These data indiqate
that there are between 18 and 20 million Americans suffering from de-

pression.
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In a 1964 study in Iceland, Helgason determined that the risk of
developing an episode of affective disorder during a lifetime is 7.1
percent; this figure is an estimate based on his statistical study of data
“Covering the period from 1895 to 1957. The disorders surveyed included
manic-depressive  psychosis, psychogenic psychosis (depressive), and
-depressive neurosis. The average risk was 5.2 percent for males and
9.0 percent for females. a

In a Swedish study based on a sample community of 2,600 people
studied for 10 years, Hagnell (1966) found a 14 percent risk for deve-
loping an episode of clinical depression before age 60; this figure excludes

the major affective disorders (psychotic depression, involutional melan-
cholia, and mani-depressive illness). :

DIAGNOSIS AND TREATMENT

One survey of the estimated 600,000 discharges from general psy-
chiatric inpatient units over a l-year period (1970-1971) revealed that 40
percent of the female patients but only 17 percent of the males received
‘a primary diagnosis of depressive disorder (National Institute of Mental
Health, 1973). Bertram Brown, (1973), ex-Director of the National
Institute of Mental Health, has estimated that half of all hospitalized
patients over the age of 60 have a treatable depressive illness, usually
not recognized as such, and that one-third or more of all patients seeing

general practitioners are suffering from depression.

It is apparent that the affective disorders continue to be seriously
underestimated by mental health authorities and the general public. Even
‘more alarming is our poor record in diagnosing these disorders.

Based on these prevalence rates, affective disorders requiring treat-
ment are at least 3 to 4 times more prevalent than schizophrenia. In
1970, a United States-United Kingdom international diagnostic study

(Cooper and associates, 1972) showed that psychiatrists -in nine state
hospitals in the New York metropolitan area mislabeled 86 percent of
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all affective disorders; for example, 63 percent were mislabled as
schizophrenia. The project diagnostic team found 38 patients with de-
pressive psychosis and 13 with depressive neurosis in the sample of 192
patientg the state hospital doctors diagnosed only 7 cases of depressive
p;ychosis and 2 of depressive neurosis in this group. In no case was
manic behavior correctly diagnosed by the hospital psychiatrists as
compared with the diagnosis of the independent project team.

This problem of incorrect diagnosis leads to improper treatment of
affective disorders, which certainly contributes to the high readmission
and social breakdown syndrome in many of these patients. With improved
dviagnosis‘ and treatment, the community would have less cause to fear
that inadequately treated patients would be returned to society.

Inadequate diagnostic and lithium treatment facilities exist in many
of our hospitals and community mental health centers. One admitting
hospital psychiatrist who was trained in our lithium program related that
none of the 5,000 patients seen in his facility had been given a dia-
gnosis of manic-depression — nor was lithium being dispensed. Re-
cently, our team visited another state hospital unit a population of 2,000
outpatients and 300 inpatients. No formal lithium facilities existed; very
fewv patients were receiving lithium. Surely, a change in the detection
and treatment of affective disorders is in o:der if lithium treatment is
as good as its proponents say it is.

EFFECTIVENESS OF LITHIUM TREATMENT

The work of Cade (1949), Schou and associates (1954), our group
at the New York State Psychiatric Institute, and others has established
the efficacy of lithium in the treatment of mania. What_is not so well
known is whether lithium can prevent future episodes of depression in
bipolar manic-depression and, particularly, whether it is effective pro-
phylactically in the unipolar recurrent depressive disorders. During our
15 years at the Lithium Clinic, we have accumulated data on. the ef-
ficacy of lithium prophylaxis in mania as well as depression in both

bipolar and unipolar affective illness.
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The double-bind lithium discontinuance studies of Baastrup and
associates (1970), Melia (1970), and Hullin and associates (1972)
provided data indicating that relapse occurred in 51 percent (No. 25)
of the bipolar patients on placebo. Relapse ogcurred in only 11 percent
(No. 6) of the group maintained on lithium. In the lithium-placebo
randomization studies of Coppen and associates (1973), Prien and asso-
ciates (1973), Fieve and Mendlewicz (1972), and Stallone and associates
(1973), 62 percent of the aggregate of 60 bipolar patients responded to
lithium treatment, while only 5 percent of the 61 placebo-treated patients

responded. Employing a third design (a cross-over study), Cundall and
associates (1972) obtained similar results.

Doublve-blbind lithium prophylaxis studies with unipolar subjets have
also provided encouraging data. In the lithium discontinuance - study by
Baastrup and associates (1970), 53 percent of the 17 unipolar patients
receiving placebo suffered relapse within 6 months, but there was no
relapse among the 17 patients maintained on lithium. In the lithium-
placebo randomization studies of Coppen and associates (1973) and
Fieve and associates, 25 percent of the aggregate of 24 placebo subjects
responded to placebo, while 86 percent of the aggregate of 21 lithium
subjects responded to treatment. Prien and associates (1973) and Fieve
and associates studies a total of 35 placebo and 37 lithium unipolar
subjects over a 2-year period and found that 6 percent were without
failure on placebo and 34 percent were without failure on lithium. In
our lithium-placebo study of unipolar patients, we found the mean
number of depressive episodes per year to be 2.7 times higher for
lithium patients (1.6 versus 0.59).

THE LITHIUM CLINIC : A SERVICE DELIVERY MODEL

During the 15 years in which we have developed our research trai-
ing, and treatment program in the Lithium Clinic, we have also evaluated
our manpower utilization. The clinic population consits of approximately
200 manic-depressive (bipolar) and recurrent depressive (unipolar) paticnts
We undertook an experiment with a service delivery model in our ef-
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‘forts to:conduct research while providing “an ‘effective, ‘efficient system
for the care of this xecurrently ill population.

“Clinie 0rganimtion-~ and Procedures

- Patients accepted into  the clinic are diagnosed independently by
two psychiatrists as-having either manic-depressive or recurrent depres-
sive. illness and ‘are requiréd to have a thorough medical screening before
‘going on psychotropic drugs. All research protocols require informed
.content. The patient load is handled by one supervising psychiatist, four
or five paramedical personnel and rating teams. The rating team per-
sonnel, conmsisting of a psychiatric nurse and one or two aides, varies

from week to week, so that no patient is- seen frequently by the same
_staff members. '

All team members have been-trained and supervised by a psycho-
logist or-a psychiatrist in-the administration of a strictured interview, a
‘modified = version .of the Hamilton: mood and behavior rating scale
(Hamilton, 1967). . Separate cards for demographic data, initial diagnostic
-evaluation and:for each subsequent clinical research visit are scored on
-forms. which facilitate casy computer storage and retrieval of all ‘data.
-The rating:teams interview each patient, usuaily in pairs. Blood samples
_are taken at each clinic visit, and ‘the technicians alert the medical staff
«if serum lithium levels are too high or too low.

New patients are seen once a week until they are stabilized - on
lithium and/or tricyclis and clinically well, at -which time-they come-in
every 4 weeks for clinical evaluation, behavior and mood ratings, and
_Seriim “monitoring.. A physician is calted in only-if the -patient. requires
a change in dosage, is experiencing mood change, or shows possible
_symptoms of ‘toxicity. 1f a ‘patient experiences an affective: episode, a
‘physician prescribes additional medication uritil the episode subsides. -

~*The Lithium Clinic is held twice a week for 2 hours each and is
“attended by the. entire group of 200 patients-cach month. (The name
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Lithium Clinic is & misnomer in the sense that other drugs are given and
other services, including social work, nursing, and referral, are provided.
‘We have tried calling it the “affective disorder clinic” and the “recur-

rent depression clinic,” but staff and patients have perpetuated - the
current- name.)

This clinic model makes optimal use of its small medical staff by

maximum utilization of paramedicals. This enables us to manage a

large patient population quickly, inexpensively, and safely. The tradi-
tional model of patient-problem and psychiatrist has been shifted to
patient well-care and rating team with a supervising psychiatrist.

Our focus in the clinic is on the presence or absence of an affective
episode, and the staff makes little attempt to deal with the interpersonal
‘or intrapsychic problems of the patients, except as they relate to mood.
Well-care during the symptom-free period has resulted in decreased
psychiatric contact and increased emphasis on the use of nonphysician
rating teams. '

Comprehensiveplmfor_[iﬁmWofMaaicw o

Now I will attempt to describe a rational plan for the development
and implementé,tion of a comprehensive mental health systeni for hthlum
treatment of manic depression. On the basis of the epidcmioldgy and
-data, the incidence of misdiagnosis and the specificity of - lithium, a
model delivery system will be -described for ‘a specific geographic area
and at-risk population incorporating technical, ‘administrative, and eco-
nomic factors.

As in any service organization, the incorporation of 2 major new
technology into its delivery system usually has a lag time of from 5
to 10 years. For example, the technology of rehabilitation services for
the chronically mentally ill, although known since 1964, is still in process
of being implemented into -our system of care today. (Daily, 1974) A
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tational plan for the use of electroconvulsive therapy has never developed
as a part of a comprehensive service system, resulting in wide-spread
abuses ‘in‘its implementation for the treatment of mental illness. The
overly reactive recent legislation in California establishing severe restric-
tions on its application and ihcreby almost ecliminating 1tsuse1s an
example of community backlash to irrational planning (Cammer, 1975).
Because of the lethal toxicity of lithium it is even more imperative that
there be adequate guidelines and rggulaﬁons for its use in the treatment
of the affective disorders. Today we are in the early phrases of its
development as a therapeutic modality, and therefore, this is the most
appropriate time to design a model delivery system. It has been stated
that “if what some authors are claiming for lithium does in fact appear
to be .true, we have for the first time in the history of psychiatry a
simple naturally occuring salt thax controls a major mental illness. Its
impact could equal the impact of insulin on diabetes!” which, unlike
lithium for manic depression, has effectively reached most of the under-
developed countries in the world.

PILOT EXPERIMENT: INVESTIGATING COST EFFECTIVE-
NESS OF LITHIUM TREATMENT FOR MANIC DEPRESSION

GEOGRAPHIC AREA AND TARGET POPULATION:

‘Getgraphic areas selected for planning a model delivery system.

? The gqograpMc areas chosen are the Murray Hill catchment area,
with a population of 184,570, and the East Side catchment area, With
a population of 78,872, of New York City (Daly, 1978).

The Murray Hill catchment area is one of the most diverse areas in
Manhattan (Christmas). On one hand it has extreme wealth and on the
_other glaring poverty. It has highly concentrated commercial areas as
well as vacant lots and substandard housing. Another feature of the
changmg nature of the catchment areas is that hotels which served the
tourist and commercial traveler many years ago are currently being used

as single-room occupancy residences (Table B).



The East Side catchment area is the next to smallest of 11 catch-
ment areas in Manhattan. During fiscal year 1976 to 1977, this area had
added to it the Urban Development Corporation Complex on Roosevelt
Island, where the first units will contain 10,000 persons. In subsequemnt
years, as the complex is completed, approximately 20,000 more persons
will be residing in this area. The East Side is an area of superior medical
institutions, colleges, luxury apartments, and old railroad tenemients.
Located within it are many young newcomers to the city of New York,
especially young women of low or moderate income, with problems of
adjustment to an urban culture with its accompanying isolation and de-
pression. There is great affluence. The percentage of the population 65
years and older is almost 18 percent, considerably greater than that of
the rest of Manhattan and 1.5 times that of New York City. Women
pedominate three to two over men. There is a high number of unmarried
persons. The rate of State hospital admissions per 10,000 is the smallest
in Manhattan, Noteworthy however, is the suicide rate, which is more
than 1.5 times that for the city (Table B).

Target population.

The estimate of the target population, namely, the number of
lithium-responsive clients present in these two catchment areas, is purely
speculative. The only statistical data found in the reporting system for
hospital and outpatient clinic admissions established by the State of New
‘York Department of Mental Hygiene. In fiscal year 1973 to 1974 for
New York City, there were 137,105 admissions to local services, and we
have diagnostic material on 114,804 cases. There were 18,522 admissions
to State psychiatric centers and there is diagnostic material available on
16,638 cases. Of this total number, only 2,533 patients were diagnosed
as having major affective disorder, 1,712 from local services and 823
from State admissions (Tables C and D).

These data do not include patients treated in private practice Of
proprietary hospitals. Despite this fact, these statistics are significantly

lower than our estimate of approximately 1,000 manic depressive patients
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“per 200,000 population. Also the total number of major affective disor-
ders and psychotic depressive reactions, 3,769, for New York City is
much lower than our epidemiologic data would suggest. During the same
year, there were 26,00 schizophrenic and 12,000 neurosis cases admitted
to our local and state services for New York. City. The conclusion which
appears evident is that there has to be large-scale mis-diagnosis by the
clinicians on our mental health agencies. Since depressive neurosis is
within the category of neurosis, we can assume that many of these are
really manic-depressive disorders. Continuing this line of reasoning, the
schizophrenia categories include schizo-affective disorders and do. not
distinguish between reactive and process schizophrenia. Again, within
these large categories there must be many manic-depressive disorders. It
becomes imperative, now that we have a specific treatment for a group
of affective disorders, that mental health administrators educate clini-
Cians, in this instance, New York City, toward greater precision in
psychiatric diagnosis. On the basis of our present statistical data, there
were diagnosed in these two catchment areas only 65 manic-depressive
disorders. Certainly, as regards its public health aspects, these preva-
lence data would not be enough to cause any particular focus of at-
tention by mental health officials. But in this case it is because the
number is so low that mental health administrators should be concerned,
-and a model delivey system for this specific drug-responsive disease
should be developed.

, Model Delivery System.

A question is often asked by young psychiatrists: whatever hap-
pened to manic depressive illness ? Within this question is implied one
of the major obstacles to planning a comprehensive tratment system for
" this disorder. Because it is assumed mistakenly by most practitioners to
be a rare disorders, there is very little interest in any treatment metho-
dology especially when it is associated with a drug known for its toxicity
and deaths. Combine this lack of enthusiasm by the provider with an
almost advertisement blackout because of its commercial nonprofitability,
and you have in New York City and elsewhere in the world an almost
scandalous underutilization of lithium.
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Add to this the loose and amorphous state of psychiatric dia-
gnosis, the bias of many providers toward a quagmire of psychody-
namic etiology and psychotherapeutic treatment with its financial incen-
tives, and finally, the absence in some psychiatrists of a residual of a
medical orientation of clinical pharmacology, and the planner is faced
with a technical change in a complex system that does not recognize the
need for it. A recent summary of the findings by the State of New York.
Legislative Commission on Expenditure Review emphasizes the current
mismanagement of manic-depressive illness: “However, the expanded.
outpatient services in the State have not been able to prevent the high
readmlsswn and return rates among such groups as those with five or

~more previous admissions, those who leave against advice, those on fa-

mily care, and those diagnosed as mamcdepresswe or chronic schizophre-
nic. Sixty-five percent of the manic-depressive disorders were readmitted
within sixteen months.” (Marchi, 1975).

Therefore, inherent in any model 'fcv)r" the delivery of comprehensive
services for the lithium-responsive manic depressive patient, there r-nu'st‘
be tramlng, public and professional marketing, and continued research.
To accomphsh this there is a need for at least one comprehenswe center
in New York City whose exclusive efforts will be to focus on the af-
fective disorders. The poss1b111ty of further organic breakthroughs, the
need for careful and refined diagnosis, the low toxic-therapeutic ratio
of the lithium salt, and the use of this agent as a prophylaxis with periodic
antldepressant drugs mandates a centralized and concentrated center for
research, training, and pubhc information. The errors in mislabeling the
affective disorders, the springing up of lithium clinics without adequate
controls and evaluation, and the large gap in services for the affective
disorders can be corrected by such a center. The center would have a
public educatlon arm which would work through the pharmaceutical
industry, medlcal schools, the New York County District Branch of the
American Psychiatric Association, the City of New York, Departmen nt of
Mental Health and Mental Retardation Services, the State of New York
Department of mental Hyglene and the new health system agency for
the New York City district to disseminate information and plan for
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services. It would have a manpower training section to teach paramedics
the screening, record-keeping, monitoring, and evaluation techniques to
be used by them in the affective disorder clinics thoughout the city. Si-
milar centers could be launched by WHO in underdeveloped countries.

A network of specialized affective disorder clinics should be linked
with this center while at the same time remaining an integral part of
their catchment area comprehensive mental health delivery system. Where
there is no clinic in a catchment area a need assessment should be i)er-
formed, and on the basis of this, the gap could be filled. If you had a
closed system, my own estimate would be one clinic per 200,000 popu-
lation. Schou (1973), Fieve (1975), Kerry (1969) and Freyhan et al (1970).
all support the concept of specialized clinics for more efficient and pro-
ductive psychiatric treatment of the affective disorders: “The executive
of a properly controlled lithium treatment is of utmost importance.
Treatment carried out negligently or without knowledge of the principles
involved is hazardous. It is usually advantageous to let a small group of
doctors and nurses be responsible for the administration of lithium so
that they get to know the patients and the treatment.” To facilitate the
team approach with the extensive use of paramedics, a special unit is a
necessity. 1 see the unit as a health maintenance organization, essentially
a well clinic where, along with accurate diagnosis and lithium expertise,
there is also the use of anti-depressants and other secondary
measures. 1 view the affective disorders or Lithium Clinic as analogous
to the specialized clinics which have emerged in medicine such as those
in diabetes, arthritis, cardiology, and hypertension. The main action of
prophylactic treatment is to prevent or suppress further recurrences of
mania or depression. The benefit to be derived from lithium treatment
therefore . depends on how often episodes occur without treatment.
Patients with few or infrequent episodes stand to gain little from long-
term administration of lithium, whereas this treatment may radically
alter the life course of a patient who suffers from frequent and severe
relapses. A frequency of two severe episodes in two years is often used a
convenient lower limit for inclusion for treatment.

This network, through the comprehensive center, would relate di-
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rectly to the City, State, Fed. or WHO Department of Mental Health
and Mental Retardation Services, the agencies that have the responsibility
for planning, contracting, and evaluating mental health services for specific
areas information fed back to the department by the comprehensive
center would be instrumental in assisting the agency in those functions
which are related to the treatment of affective disorders (Fig. D).

One further element of the delivery system is in-patient psychiatric
beds for the treatment and study of severe toxic reactions to lithium.

This is a regional model with the affective disorder clinic an ele-
ment of service in an open -system of comprehensive mental health
services for that catchment area. Coordination and planning is imple-
mented by the subregional mental health committees of the City, State
Federal or WHO sections of the Department of Mental Health and
Mental Retardation Services (Chrismas, 1973).

ECONOMIC IMPLICATIONS IN THE AMERICAN COST
EFFECTIVE PILOT STUDY ’

Again on the basis of educated menﬁ_;l gymnastics and only consider-
ing the hospital treatment of affectiﬁe disorders, eliminating for now the
immense cost in outpatient drugs, psychotherapy, electric convulsive
therapy, and the social and occupational jmpairment resulting from these
disorders, we can assume that wit,hoﬁt lithium - treatment, 800 lithium-
responsive clients, 1 out of 50 hospitalized per year times 40,000, will

require hospitalization for approximately 21 days at a cost of $3,360,000, ...

that is, 800 times 21 times $200 per day. The maintenance cost for
Jithium treatment in an affective disorder clinic is approximately $350
per client per year, making the total cost for 800 clients $280,000. Of
course, some of these patients will require hospitalization at times, but
this cost factor would be counterbalanced by considering the outpatient
costs if these clients were mot on lithium. O’Connell, and associates
(1977) compared the annual medical costs for a group of 28 manic-
depressive patients for a period of one year prior to and during treatment
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FIGURE X

Orgnizational Chart of Model Compretr.ensive
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Table JIs Patients attending th® out-patients eclinic at Taif according to their sationalitisd, Scx and Diagnosis puring the Year (1976)
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Persopality charac- - - - - ,‘
ter disorder 43 4 11 1 1 - - - w 6 51
: u.__._e._._-_..%_ Mm-rﬁoi.. 8 131 2 6 - - 1 - - - - - 2 11 139 150
. Behaviour diserder : : :
© of sdwlescent and 102 12 9 - -- - - - - - - - - 11 12 123
n:m—mo& : . N
. ‘:wMqu,udm»o-n disea- 285 72 33 o - - - _ - . - 6 12 324 84 we
W preapay .,0 B N - -
A ﬂM“W“MNII ie 135 156 18 15 i ' - - - - - - 6 - 165 17 336
- NonePsychiateic di- ‘ . .
seases or diseases ' 175 9% B3 1 & - 1 - - - - - - 198 104 302
NORMAL 30 12 2 1 - 1 - - - - - - 2 32 16 a8 -
GRAND TOTAL 6043 3998 552 153 107" 2 [2¢] 34 26 9 8 105 35 6901 4259 11150
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PISTRIBUTION OF NEW PATIENTS ATTENDING OUT-PATIENTS CLINT

1394 to 1396 H.
(1974 = 1976)
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TABLE A

Psychiatric Hospital Anmual First- Admn R‘e for Affective
Disorder Per Mﬂon Popddion.

England and Wales, 1952
London 1949

New York State - 1949

TABLE B

Iy .3 i
e ¥ “»
§ £
N

2 1970 Cen:nl Daln m

Murray Eet

2 Hil Side
Percent white . - 2 o3
Number of males = = 83,007 T - 324257
Number of females:. .. 101543

Percent aged 20 to70yws 74
Median age in years o 41
Percent aged 21 and over 83
Percent single, never mamed . .39
Percent married < . . 44
Percent widowed =~ - 10

Percent divorced . & Lo

Median school years. complebed for B 13
persons 25 years and over ' i

. 46,447 .
| 75
40
87
39

10
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with lithium carbonate. The cost while in treatment was roughly one
half of that prior to treatment. This saving is a very conservative estimate )
since many cost factors were not considered. Their rate per client was
$720 per year for treatment in the affective disorder clinic.

The clinic %odel can also make optionaf use." of professional per-
sonnel by the maximum utilization of paramedics. As 1 have previously
stated this enables us to handle a large patlent population quickly,
cheaply, and safely The traditional model - of a patlent-problem and
psychiatrist has been shifted to pauent well-caré and ratmg teams with
a supervisory psychxatnst. Our focus in the chmc is on the presence or
absence of an affectlve episode. Little attempt is made by staff to deal
with interpersonal or intrapsychic probletns that many patlenﬁ have,
except as related to mood, although problems m hvmg -along thh psy-
chologic and family response to a psychotic episode are dealt with in
limited supportive therapy administered by a social werker. Well care
during the symptom-free "perioda}ma\'e cresulted in decreased psychiatric
contact and ingreased emphasis on non-physician rating teamis. The
clinical effectiveniess of this approach was demonstrated by a ‘minimal
hospitalization rate and no suicide attempts. W1th these advances in the
treatment of depieessmn ‘over the last decade; we m now baslcally .dealing
with an outpatlént 1lllesa -
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ABSTRAIT

Lneﬁiqndl%mhhémdu
ho-bleoMaﬁaco-Dépndenmhedlcoﬁtubéléﬂm

A peu prés 2-3% des maladies mentales dans une nation est vrai-
semblablement une certaine ferme. des troubles maniaco-depressives.
Depuis la découverte du lithium pour le traitement et la prévention des
troubles ma.maco-déptessives et depuis la découverte et la. propagation
de§ drogues anudépressxves la pe}spectlve du traitement et de la pré-
vention des troubles mamaco-depressxves est -devenue bonge pourvu que
ces nouvelles découvértes’ "puissent parvenir aux masses atteintes par les
" troubles de I'humeur. Des études sur le cofit et le bénéfice ont été
employées ‘pour déterminer les moyens les ‘plus efficaces pour atteindre
. ©e grand nombre de malades par ces traitements. Dans'les -Etats-Unis,
"ilyawun modéle qui se develope rapidement, celui-ci est la chmque du
* lithium. Basé& sur un modile la clinique du lithium ou la chmque des
- troubles de ’humeur emploie un consultant expert, du personel paramé-
dical des drogues moniteurs pour obtenir des soins raisonables, efficaces

. ct moms chers pour un grand nombre de malades.



