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is training. Again, training has from the start been foundational 
to values-based practice. Among new training initiatives is an 
international web-based masters-level programme in Phenom-
enology and Values-based Clinical Care (PVbCC). Jointly spon-
sored by the Collaborating Centre for Values-based Practice in 
Oxford and the Santa Casa de São Paulo School of Medical Sci-
ences in Brazil, with international partners (including the WPA 
Section on Philosophy and Humanities), the programme offers a 
series of master classes delivered by experts from different parts 
of the world (see https://metamastersonline.com). Participat-
ing students will thereby gain an additional international level of 
experience over and above their respective national home study 
programmes. As such, the PVbCC programme will help to build 
what, many years ago, and anticipating contemporary develop-
ments, a former President of the Royal College of Psychiatrists, J. 
Birley9, called an international “open society” of mental health 
stakeholders underpinning best practice in personalized mental 
health care.
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Use of DSM-5 diagnoses vs. other clinical information by 
US academic-affiliated psychiatrists in assessing and treating 
psychotic disorders

The DSM is based on extensive observations of patients, with 
suggestions on categories going back over 100 years. The origi-
nators commented that the models were not entirely adequate 
and needed further modifications1. Current models, too, have 
been called “a first approximation” needing additional features 
to achieve better utility and validity2. Specific issues identified as 
needing improvement include reliability, validity, completeness 
and utility3,4.

While standard clinical practice does employ DSM diagnoses 
in making treatment decisions, it often emphasizes additional in-
formation from patient assessment. That is, physicians often use a 
broad problem solving rather than a diagnosis specific approach5.

Explicitly targeting utility and completeness, we asked a sam-
ple of clinicians, by an online RedCap survey, how they use DSM 
diagnoses in the context of other clinical information in assessing 
and treating psychotic disorders (i.e, schizophrenia spectrum and 
bipolar and major depressive disorder with psychotic features). 
Psychiatrists surveyed were at 27 academic centers in the US, 
as they are the greatest users of DSM and are most engaged in 
ongoing consideration of how to choose and use DSM criteria. 
Answers were anonymous and physicians did not receive any 
compensation for completing the survey. The study was approved 
and classified as exempt by the Partners Healthcare institutional 
review board.

Respondents ranked the importance in their practice of nine 
clinical assessment considerations (DSM-5 diagnosis, specific 
presenting signs and symptoms, severity of signs and symptoms, 
history of signs and symptoms, comorbidities, treatment history, 
social assessment, family history, and medication history), rated 

for each of four clinical decision and intervention domains (prog-
nosis, recommended level of care, recommended medications, and 
recommended psychosocial therapies), using a five-choice Lik-
ert-type scale ranging from not important (assigned a value of 1) 
to extremely important (assigned a value of 5).

Of 566 psychiatrists who were invited to participate in the sur-
vey, 129 (22.8%) responded. They represented both sexes, and 
many ages, regions, sites and types of practice. Results indicated 
that all of the nine assessment considerations were considered at 
least moderately important for at least one clinical purpose. Prima-
ry hypothesis testing found highly significant evidence of a greater 
mean rating for current signs and symptoms than other clinical 
assessment considerations (X2=667, p<0.001). Using a second-
ary intersection-union approach, we found strong evidence that 
psychiatrists rate current signs and symptoms as more important 
than every other assessment consideration included in the survey 
(mean importance rating=4.46, t=5.86, p<0.001). DSM-5 diagnosis 
had the lowest observed mean importance rating (mean=2.77).

Post-hoc t-tests found evidence that the mean for DSM-5 di-
agnosis was significantly lower than the mean for every other 
assessment consideration (mean>3.58, t

121-123
<–9.65, p<0.001) ex-

cept family history (mean=2.84, t
123

=–0.77, p=0.44). Post-hoc tests 
using linear regression found no association of the difference in 
mean importance ratings between current signs and symptoms 
and DSM-5 diagnosis with age (t

122
=–0.43, p=0.67); sex (t

120
=1.04, 

p=0.30); US region (X
(4)

2=1.21, p=0.88); site (categorized as hospi-
tal only, hospital and other, private practice only, and clinic only, 
X

(3)
2=2.37, p=0.50); and number of patients seen (X

(4)
2=0.97, p=0.91).

We did not sample all possible elements that clinicians use in 
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assessments, but had an open question where psychiatrists could 
note factors not surveyed. Factors suggested included: previous 
diagnoses, age, cognitive function, risk or history of suicide or vi-
olence, forensic history, legal status, cultural background, social 
networks, work history, family involvement, insight, acceptance 
of illness and treatment, preferences among treatments, rapport 
between doctor and patient, and financial resources.

While our survey was being completed, a worldwide screen of 
expert opinion from mental health clinicians, assessing the value 
of ICD-11, which is similar to DSM in its categorical approach and 
content, was published6. This global survey addressed all the cat-
egories in the ICD and DSM, exploring the relative use of ICD/DSM 
for administrative purposes, managing treatment, communicat-
ing with other treaters, and teaching. Our survey targeted only US 
psychiatrists, focused on psychotic disorders, and obtained relative 
rankings of the use of DSM diagnoses versus other clinical findings 
in choosing and guiding treatment. Thus, the two studies were par-
tially overlapping. Consistent with our project, the authors of the 
global survey concluded that the ICD and DSM categories are most 
useful for administrative and billing purposes and for communicat-
ing with other clinicians. They are least used and substantially less 
useful for choosing individual treatments or advising on prognosis.

Our results suggest that, among patients with psychotic dis-
orders, the DSM-5 diagnosis is less important than identifying 
other individual features of illness, especially type and severity of 
symptoms, but also comorbidities and some aspects of personal  
history. Relevant factors noted by other investigators include sui-
cidality, recreational drug use, obstetric complications, early or re-
cent adverse events, social cognition and neurocognition5. The use 
of these factors allows more flexibility in description than catego-
ries alone. Course can be included as well.

Notable for interpreting the responses, we only contacted clini-
cians at well-known academic centers. The majority (70.5%) of re-
spondents had hospital-based practices, but this might be expected 
for those who treat many patients with psychotic disorders. The 
results represent opinions of clinicians who teach and perform re-
search, in addition to their clinical practices. Most psychiatrists did 

not respond. Nonetheless, the response rate (22.8%) was typical of 
online surveys7. Possibly, those who did respond were interested in 
the subject and might have thought about the matters raised. We are 
not suggesting that responders were representative of US psychia-
trists, but it might be noted that the suggestions, made a century ago, 
on which ICD and DSM are based, were also from clinical observa-
tions, largely from clinicians in select sites. They were not made or 
since have been confirmed on the basis of other validators1.

Lastly, an argument has been made that changes in DSM and 
ICD should strive to improve utility and accuracy8. Accuracy in 
choosing treatments and predicting outcome might be enhanced 
by incorporating factors that clinicians cite as most important into 
formal diagnostic systems. That these factors are already in use 
for making clinical decisions shows that they are practical and 
suggests that they may be valid. An improved system might in-
corporate both categorical entities and additional features, such 
as those provided by recognizing individual symptoms and se-
verity of those symptoms, in new models9. Such models can be 
tried and tested, then implemented if they show advantages 
compared to existing systems.
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Anorexia nervosa and the long-term risk of mortality in women

Anorexia nervosa affects up to 3% of young women and has 
the highest mortality rate of any psychiatric disorder1,2, with ap-
proximately 5% of patients dying within four years of the diagno-
sis1. Severe weight loss and malnutrition can cause widespread 
damage to organs that may persist over time, even if anorexia 
nervosa is ultimately well-managed1,2. However, the factors in-
volved in the high mortality associated with anorexia nervosa 
remain unclear3.

Among a longitudinal cohort of 1,298,890 women from the 
Maintenance and Use of Data for the Study of Hospital Clientele 
registry4 in the province of Quebec, Canada, we identified women 
admitted to hospital for anorexia nervosa between 1989 and 2016. 
A comparison group of women of similar age who presented for 
either delivery or pregnancy termination and were representative 

of the large majority of women in Quebec was also identified. We 
measured anorexia nervosa as a binary variable (yes, no), and 
included a categorical variable for the total number of anorexia 
admissions (0, 1, 2, ≥3 admissions) to capture disease severity.

We followed the women over time to identify in-hospital deaths 
up to March 31, 2018. We categorized the cause of death as anorexia 
nervosa, suicide, cardiovascular, pulmonary (including pneumo-
nia), cancer, liver and other digestive disease, infectious (other than 
pneumonia), kidney, nervous system, diabetes and other endo-
crine disease, shock and organ failure, obstetric, other, or unknown 
causes.

We used Cox regression models to estimate hazard ratios (HRs)  
and 95% confidence intervals (CIs) for each cause of death, adjust
ed for baseline age, pre-existing morbidity (depression, anxiety, 


