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Schizophrenia is a serious mental disease with a high mortality rate and severe social consequences. Due to insufficient knowledge about its etiopathogenesis, curative treatments are not available. One of the most promising new research concepts is the mild encephalitis hypothesis of schizophrenia, developed mainly by Karl Bechter and Norbert Müller. According to this hypothesis, a significant subgroup of schizophrenia patients suffer from a mild, but chronic, form of encephalitis with markedly different etiologies ranging from viral infections, traumas to autoimmune diseases. This inflammatory process is thought to occur in the beginning or during the course of the disease. In this article, we investigate the consequences of the mild encephalitis hypothesis of schizophrenia for the scientific community, and evaluate these consequences ethically. The mild encephalitis hypothesis implies that schizophrenia would no longer be considered an incurable psychiatric disorder. Instead, it would be considered a chronic, but treatable, neurological disease. This paradigm shift would doubtlessly have significant consequences: (1) major reforms would be necessary in the theoretical conceptualization of schizophrenia, which would challenge the psychiatric diagnostic systems, Diagnostic and Statistical Manual of Mental Disorders version 5 and ICD-10. (2) Psychotic patients should be treated in interdisciplinary teams, optimally in neuropsychiatric units; additionally, specialists for endocrinology, diabetology, and cardiology should be consulted for the frequently occuring somatic comorbidities. (3) Current diagnostic procedures and (4) therapies would have to be modified significantly. (5) There might be repercussions for the pharmaceutical industry as well: first, because old drugs with expired patent protection could partly replace expensive drugs and, second, because there would be a demand for the development of new anti-inflammatory drugs. (6) Legal evaluation of compulsory treatment orders might have to be reconsidered in light of causal therapies; leading to increased legal approval and reduced need for compulsory treatment orders due to better patient compliance. (7) The social inclusion of patients might improve, if treatment became more effective regarding cognitive and social functioning. (8) The stigmatization of patients and their relatives might decrease.
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INTRODUCTION

Schizophrenia is a severe psychiatric disease that affects about 1% of the worldwide population. It is characterized by hallucinations, delusions, disorganization of thought and behavior, depression, flattened affect, cognitive disorders, and social withdrawal. In most cases, the disease takes a chronic, relapsing-remitting course with progressive cognitive decline and a significantly reduced life-expectancy. Most patients are excluded from society because of their bizarre and sometimes frightening behavior, and—depending on the societal system—end up in special care homes, asylums or jails, on the street, or are even executed. Human Rights Watch (1) states that “US prisons and jails have taken on the role of mental health facilities” as a consequence of the “limited availability of community-based outpatients and residential mental health programs and resources.” In the USA, direct and indirect costs of schizophrenia amounted to approximately 62.7 billion in 2002 (2). Between 1.5 and 3% of the total national health-care expenditures are spent on patients with schizophrenia (3).

The pathophysiology of schizophrenia is still unknown (4). Standard therapies against schizophrenia are only symptomatic and provide control rather than cure (5). Antipsychotics, the standard drugs, are criticized because of severe side effects, including metabolic syndrome and brain atrophy (6, 7). More and more evidence supports the hypothesis that schizophrenia is a neurological disease rather than a psychosocial disorder. One important piece of evidence is the recent discovery of anti-NMDA receptor encephalitis (8), which causes psychotic states leading, in some cases, to a misdiagnosis of schizophrenia (9).

One of the most promising new research concepts is the mild encephalitis hypothesis of schizophrenia, developed mainly by the German psychiatrists, Karl Bechter and Norbert Müller (10–15). According to this hypothesis, a significant subgroup of patients with schizophrenia suffer from a mild, but chronic form of encephalitis which can have quite different etiologies ranging from viral infections, traumas to autoimmune diseases. At least in a subgroup of schizophrenia patients, inflammatory processes occur in the beginning or during the course of the disease (16–20). Therefore, anti-inflammatory drugs might be effective. Indeed, several small, but high quality studies have shown significant effectiveness of several anti-inflammatory drugs such as aspirin and N-acetylcysteine as add-on medication to antipsychotic drugs, particularly for first-episode psychosis patients (18, 20, 21). Since different etiologies (genetically caused, immunological, growth factor-related, acquired, etc.) can underlie psychotic symptoms, a careful differential diagnosis is necessary. The aim of this article is not to provide a comprehensive review, but to focus on arising ethical questions.

The mild encephalitis hypothesis implies that schizophrenia would no longer be considered an incurable psychiatric disorder, but instead, a chronic, and in many cases, treatable neurological disease. With this paradigm shift, significant consequences could be expected for (1) the theoretical conceptualization of schizophrenia, which will challenge the psychiatric diagnostic systems, Diagnostic and Statistical Manual of Mental Disorders version 5 (DSM-5) and ICD-10; (2) the medical discipline in charge of schizophrenia patients; (3) the diagnostic procedures; (4) the therapies; (5) the pharmaceutical industry; (6) the legal evaluation of compulsory drug treatment; (7) the social inclusion of patients; and (8) the stigmatization of patients and their relatives.

We proceed with a general description of schizophrenia (part 2). Then, we present the mild encephalitis hypothesis of schizophrenia, discussing the available scientific evidence (part 3). Finally, we investigate which consequences could be expected of the mild encephalitis hypothesis of schizophrenia, and evaluate these consequences ethically (part 4).

SCHIZOPHRENIA

The recent psychiatric diagnostic systems ICD-10 and DSM-5 ground on a nominalistic concept of mental diseases, which is agnostic with regard to etiology and neuropathology.

Symptoms of schizophrenia are categorized into two classes: positive symptoms describe an excess of normal functions (e.g., delusions, hallucinations, disorganized speech, and behavior) and negative symptoms a decline or loss of normal functioning (diminished emotional expression or avolition).

The DSM-5 defines schizophrenia by six criteria (A–F) (22). Criterion A requires for the diagnosis of schizophrenia that at least two of five characteristic symptoms (1. delusions, 2. hallucinations, 3. disorganized speech, 4. grossly disorganized or catatonic behavior, and 5. negative symptoms) are present for a significant portion of time during a 1-month period (or less if successfully treated). Criterion B refers to social/occupational dysfunction, and Criterion C defines the required duration of symptoms. Criteria D–F distinguish schizophrenia from other disorders. Particularly, Criterion E excludes a diagnosis of schizophrenia if the disturbance is attributable to physiological effects of a substance or another medical condition.

Clinical Course

Psychotic features of schizophrenia typically appear between the late teens and mid-30s. Sustained recovery occurs in less than 30%; relapse rates are very high and reach approximately 80% (4). In the majority of patients, the illness becomes chronic with severe social consequences: in Europe, only 20% of people with schizophrenia are employed. In the USA, 20% are homeless 1 year after the diagnosis (4). Individuals with schizophrenia are at increased risk to become violent offenders (23). The risk of committing a violent offense is 4.6-fold increased in men, and even 23.2-fold in women (24).

People with schizophrenia have high comorbidity rates for further psychiatric disorders, particularly substance abuse, obsessive-compulsive disorder, and panic disorder (22).

Apart from psychotic symptoms, people with schizophrenia often suffer from inappropriate affect, disturbed sleeping patterns, lack of interest in eating, somatic concerns, impulsiveness, reduced attention, and deficits in Theory of Mind (22).

Furthermore, schizophrenia is associated with general medical risk factors: a higher prevalence of obesity, diabetes mellitus (partly due to atypical antipsychotics), and hypertension. These risk factors lead to an elevated risk for chronic illnesses, such as coronary heart disease, metabolic syndrome, and pulmonary diseases (22).

Patients with schizophrenia have twofold to threefold higher mortality rates compared to the general population. Life expectancy is reduced by 10–25 years (25). Four main reasons contribute to the higher mortality rate: comorbid physical illnesses, insufficient physical health care, adverse effects of antipsychotic medication, and suicides (25). Approximately 20% of patients with schizophrenia attempt suicide, while 5–6% die by suicide (22).

Genetic and Environmental Factors

The heritability of schizophrenia is about 80%, but the search for its genetic basis has been frustrating (26). Schizophrenia is a polygenetic disorder. A genome-wide association study discovered 108 schizophrenia-associated genetic loci, many of which are involved in important immune functions, particularly in acquired immunity (27). This finding is conceptually in line with the mild encephalitis hypothesis (13).

The vulnerability-stress model has been the prominent explanatory model for schizophrenia during the past decades (15). Neither the genetic code nor the environment is the sole cause for schizophrenia. Rather the effect of an individual’s genotype depends on environmental exposure and, vice versa, the effect of environmental exposure on risk depends on an individual’s genotype (13, 26). The incidence of schizophrenia is twofold to fourfold increased in people living in or raised in urban areas, in migrant and minority ethnic groups, in cannabis users, and in people with childhood adversity (26).

Neurotransmitter Disturbances and Reduced Brain Volume

Disturbances in neurotransmitters and receptors have been postulated for decades in diverse hypotheses of schizophrenia, especially imbalances in dopamine, glutamate, and serotonin systems. It is assumed that hypofunction of dopaminergic projections from mesolimbic to prefrontal structures causes negative symptoms and that a subcortical excess of dopamine is responsible for positive symptoms (28). The main source of serotonin, the dorsal raphe nucleus, is hypothesized to be chronically upregulated due to stress in schizophrenic patients; this can influence glutamatergic transmission and inhibit dopaminergic neurons, thus causing negative symptoms (29).

Magnetic resonance imaging (MRI) studies demonstrated a progressive loss of brain volume in patients with schizophrenia. Both gray and white matter damage is already present in prodromal and first-episode psychosis patients (6, 7). The reduction of gray matter is associated with elevated peripheral inflammatory markers (7). However, findings of MRI studies are valid on a group level, and do not allow individual diagnoses.

Treatment

First-generation antipsychotic agents (FGA, typical antipsychotics), such as haloperidol, fluphenazine, and chlorpromazine, exert their effects by blocking dopamine receptors and thus decreasing mainly positive symptoms (30). However, FGAs have severe side effects, e.g., deterioration of negative symptoms and cognition, prolactin elevation, acute and chronic movement disorders, such as tremor, rigidity, and tardive dyskinesia (30).

Second-generation antipsychotic agents (SGA, atypical antipsychotics), e.g., clozapine, olanzapine, and quetiapine also block dopamine receptors, but additionally influence serotonin and norepinephrine receptors, which makes them more effective against negative symptoms (28, 30). While SGA do not evoke the typical FGA side effects, they have other severe adverse effects such as agranulocytosis (reduction of white blood cells), weight gain, and alterations in glucose and lipid metabolism (30).

Although brain volume of schizophrenic patients is already reduced before the beginning of antipsychotic medication, both FGAs and SGAs seem to increase this effect (6, 7). The cumulative antipsychotic medication can cause neurocognitive decline, negative and positive symptoms, and worsen psychosocial functioning (6). Cognitive deficits and negative symptoms respond only modestly to antipsychotic medication (4). Neither FGAs nor SGAs improve functional recovery (e.g., employment) (4).

Anti-epileptic agents can be added for reducing aggression and impulsiveness, and antidepressants to reduce depression, anxiety, and if necessary craving for drugs.

Psycho-educational and coping-oriented interventions, cognitive behavioral therapy, cognitive remediation, social skills training, and assertive community treatment can help patients to reintegrate and participate in the community (30). Supportive therapies for family members and patients can enhance medication adherence and help to cope with persistent psychotic symptoms (30).

THE MILD ENCEPHALITIS HYPOTHESIS OF SCHIZOPHRENIA

The hypothesis that infections could play a part in the development of schizophrenia is not new: the association between bacterial infections and psychosis was already proposed in 1896 (31). Later on, psychosis and schizophrenic symptoms were hypothesized as consequences of the influenza pandemia in 1918. Unfortunately, these theories were not further investigated due to a lack of relevant treatment methods and the growing prominence of Freudian theories (31). Today, the role of inflammation in psychiatric disorders has become one of the most promising research fields (21).

The mild encephalitis hypothesis published by Karl Bechter in 2001 and updated in the following years, explains the pathophysiology of a subgroup of severe psychiatric disorders, especially of schizophrenic and affective psychoses, in terms of a mild encephalitis. This hypothesis is based on findings from immunology, cerebrospinal fluid (CSF) investigations, imaging studies, and clinical observations. Mild encephalitis is a non-lethal, low grade cellular-infiltrative and/or humoral brain inflammation, possibly accompanied by neurological soft but not hard signs (12). The demarcation between “classical” encephalitis and “mild” encephalitis is important, since “mild” points to the so-called “low-level neuroinflammation” (12). This term is used in clinical publications to describe molecular or cellular abnormalities of minor degree (12).

According to the mild encephalitis hypothesis, the reduced brain volume of schizophrenia patients could be a consequence of mild inflammatory states, which are caused by trauma or various types of toxicity (12). Indeed, elevated cytokine levels are correlated with brain volume loss (7, 12, 14). Inflammation can also disturb brain development of unborn children: during the second half of pregnancy, maternal levels of serum IL-8 (sensitive inflammatory marker) are associated with decreased cortical volumes and an elevated risk for schizophrenia in the offspring (14).

A multitude of factors can trigger mild inflammation, e.g., infections, autoimmunity, toxicity, and trauma; this is modulated by genetic and environmental factors, and immune status (12).

Several lines of evidence support the mild encephalitis hypothesis of schizophrenia.

1. Patients with schizophrenia have increased levels of certain inflammatory markers.

2. Inflammatory processes in the brain can disturb neurotransmitter metabolism.

3. Infections, both prenatal and postnatal, can increase the risk of schizophrenia.

4. There is a correlation between autoimmune diseases and schizophrenia which could be linked to inflammatory events.

Inflammatory Processes

According to the vulnerability-stress model of schizophrenia, physical and mental stress can cause psychotic episodes. Inflammation could be the missing link between stress and psychosis (15). Stress deteriorates the body’s ability to fight infections, triggers autoimmune activity (32), and increases the production of pro-inflammatory cytokines (15, 16, 31, 33). Pro-inflammatory cytokines are key regulators of inflammation, whereas anti-inflammatory cytokines can inhibit the production of their pro-inflammatory counterparts. Cytokines can affect neurotransmitter levels and microglial activation (33). Microglial cells fight invading antigens, influence growth and apoptosis of neural cells, and can produce cytokines (19). Microglia can be “primed” so that they respond even to a small, second stimulus (14, 15). Thus, cytokine production by microglia can become chronic and also proceed in the absence of the initial trigger.

Schizophrenic patients seem to be in such a heightened inflammatory state: in non-medicated schizophrenic patients, cytokine levels are increased (15, 19). Activated microglia have been detected in patients with recent-onset schizophrenia (15).

Infections

Maternal immune activation is an important risk factor for schizophrenia and autism in the offspring (15, 34). Inflammation during pregnancy could alter normal neurodevelopment, gene expression, and immune function in the unborn child (34–36). Epidemiological studies, prospective birth studies, and animal studies support the hypothesis that maternal immune activation can cause life-long neuropathology and altered behavior in the offspring. Most maternal infections act as a disease primer (“first hit”) making the individual more susceptible to the effects of genetic mutations and environmental exposures (20, 34).

CNS infections in childhood and in adulthood also elevate the risk of schizophrenia (20, 31). Likely, in both prenatal and postnatal infections, the schizophrenia risk is rather elevated by the immune response (inflammatory cytokines, antibodies), instead of a specific pathogen being responsible for the disease (15, 31, 34–36). As a matter of fact, the risk of developing schizophrenia is associated with the number of severe infections, following a dose–response relationship (31).

Nevertheless, infections with the parasite Toxoplasma gondii play a special part in schizophrenia. According to a recent meta-analysis, the evidence for an association between schizophrenia and T. gondii is “overwhelming” (37): the prevalence of T. gondii antibodies is 1.43-fold higher than in controls (37). A similar association exists for obsessive–compulsive disorder, bipolar disorder, and possibly addiction (37). Presumably, a latent infection with T. gondii is reactivated in patients with schizophrenia. The underlying mechanism might be T. gondii increases the concentration of dopamine in the brain (38). Toxoplasma-infected schizophrenia patients have more severe delusions and a reduced gray matter density in certain parts of the brain compared to Toxoplasma-free patients (38).

Autoimmunity

People with several autoimmune diseases have an elevated risk of developing schizophrenia, and vice versa. There are correlations between schizophrenia and many autoimmune diseases, e.g., multiple sclerosis, type 1 diabetes, celiac disease, autoimmune thyroiditis, autoimmune hepatitis, systemic lupus erythematosus, Crohn’s disease, psoriasis, and Guillan–Barré syndrome (32). Multiple sclerosis and schizophrenia might even have similar pathogenetic mechanisms (15). Moreover, multiple sclerosis can at times predominantly present itself with psychiatric features (13).

Linking factors between schizophrenia and autoimmune diseases might be inflammatory events and their consequences (increased permeability of the blood–brain barrier and the intestinal wall, brain-reactive antibodies, increased levels of inflammatory cytokines, and primed microglia) (32). Another explanation might be a genetic vulnerability for dysfunctions of the immune system (32). The correlations between autoimmune disorders and schizophrenia fit well with the mild encephalitis hypothesis, which supposes autoimmunity as a possible trigger for mild inflammatory processes (12).

Autoimmune Encephalitis

Schizophrenia shares commonalities with autoimmune encephalitis, first described in 2008 (8). In autoimmune encephalitis, antibodies attack neural brain structures (9, 39). For example, anti-NMDA receptor encephalitis is caused by immunoreactivity against a specific part of the NMDA receptor (9, 39). The disease primarily affects females in early adulthood and is accompanied by a tumor in approximately 50% of cases, in this patient group (39). Healthy controls were also found to carry NMDA receptor antibodies, with increasing prevalence depending on age, making the presence of antibodies insufficient for the diagnosis of anti-NMDA receptor encephalitis (40).

Nowadays, additional types of autoimmune encephalitis have been uncovered targeting different neurotransmitter receptors, channel complex associated proteins or other cell structures (39). A growing number of neural antibodies can be detected, due to improved laboratory methods (13).

In anti-NMDAR encephalitis, psychiatric features such as psychosis, confusion, and aggressive behavior are often predominant in the initial phase; hence, patients are initially treated in psychiatric facilities (9). However, as the disease progresses, neurological symptoms, such as tongue thrusting, cheek biting, sucking of lips, hyperkinesia, rigidity, involuntary, stereotyped movements, and spasms, increase. Late stages of the disease are characterized by decreased consciousness and dysregulation of the autonomic center with hyperthermia, elevated heart rate, and reduced breathing (39). Patients can often be treated successfully with immunosuppressive agents such as steroids, intravenous immunoglobulins, and plasmapheresis. Second-line therapy includes pharmacological agents used in cancer treatment and autoimmune disease (9, 39).

Endres et al. (41) found CSF and autoantibody abnormalities in 54.4% of 180 psychotic patients. Bechter (13) found that pathological measures (immunoglobulines, elevated cell counts, inflammatory cytokines, and blood-barrier dysfunctions) in CSF of 41% of schizophrenic and affective spectrum disorder patients, with lower level CSF abnormalities detected in 79% of severe, treatment-resistant cases. Several further studies investigated the prevalence of autoantibodies targeting neural structures in schizophrenia patients, psychiatric patients in general and controls, whereby the results are complex and difficult to interpret (40, 42–45). Presumably, the loss of blood–brain barrier integrity contributes to NMDAR antibody pathologies (40, 43). Antibody-associated mechanisms may be a transient phenomenon in schizophrenia (9), and the concurrent presence of autoantibodies is suggestive of a mild form of encephalitis syndrome (44). Antibody positivity may express itself as a continuum, ranging from relatively “pure” psychotic presentations to catatonia and potentially moribund encephalitis (44).

Just recently, in Germany, the death of a polar bear (ursus maritimus) of the Berlin Zoological Garden, received nation- and worldwide attention: the polar bear, called “Knut,” drowned in 2011 due to seizures and was diagnosed with anti-NMDAR encephalitis post-mortem (46). Knut is the first non-human case of anti-NMDAR encephalitis. It received extensive media coverage and made autoimmune encephalitis known to the wider public.

Anti-inflammatory Drugs

The mild encephalitis hypothesis is reinforced by clinical studies finding therapeutic benefits when anti-inflammatory agents were added to the antipsychotic medication of schizophrenic patients (18, 20, 21). A meta-analysis of 26 randomized, placebo-controlled double-blind studies describes significant effects for aspirin, estrogens, and N-acetylcysteine (NAC, cough syrup) with low to moderate effect sizes (18). Estrogens seem to be effective only in female patients (16, 18); presumably, its effects are hormonal. No statistically significant effects are found for minocycline (antibiotic agent), and omega-3 poly-unsaturated fatty acids (omega-3 PUFAs) (18, 20, 21). However, these substances were shown to be effective in subgroups of patients, particularly in first-episode psychosis patients. Results for celecoxib [a selective cyclooxygenase-2 (COX-2) inhibitor] show a significant advantage in the same subgroup of patients (20, 47). Due to promising but inconclusive effects, further research on these and other anti-inflammatory drugs is necessary.

In a small pilot trial, Tocilizumab, an IL-6 receptor monoclonal antibody, was added to antipsychotics, showing positive effects on cognition without clinically significant side effects [(48), http://ClinicalTrials.gov identifier NCT01696929].

A recent Cochrane study reviewed the effectiveness of antiglucocorticoid substances including 11 studies with 509 patients with psychotic disorders and found some positive effects for mifepristone, although the current data is insufficient to give clear recommendation (49).

A review on nutritional interventions summarizes clinical trials with adjunctive substances, such as antioxidants, vitamin B supplements, neuroprotective, and anti-inflammatory nutrients (alpha-lipoic-acid, melatonin, NAC, vitamin C and E, PUFAs, L-Theanine), as well as exclusion diets (casein-free, glutein-free diet). Based on the reviewed findings, the authors recommend personalized food supplementation, because this strategy could help detect and treat the nutritional deficiencies and food intolerances often encountered in patients. Furthermore, nutritional supplementation could ameliorate symptoms of schizophrenia in some patients (50).

Generally, the effect strength of anti-inflammatory drugs is shown to be greater in first-episode psychosis patients (18). This supports the assumption that inflammatory processes play an important part mainly in the early phase of mild encephalitis schizophrenia.

However, most of these drugs not only exert anti-inflammatory effects, but have further effects that might additionally or alternatively explain their efficacy in schizophrenia: (1) influences on the transmission of dopamine (estrogens, NAC), glutamate (NAC) or serotonin (omega-3-PUFAs), (2) effects on the gut microbiota (minocycline), (3) influence on the body’s stress system (aspirin), (4) neuroprotection (omega-3-PUFAs), (5) enhanced neurogenesis (omega-3-PUFAs), and (6) influence on the composition of cell membranes (omega-3-PUFAs) (16, 18, 21, 51).

Inflammatory Status in Other Psychiatric Disorders

Inflammatory events could also play an important part in the development of bipolar disorder, major depression, and obsessive–compulsive disorder (21, 33, 52–55). Furthermore, neuroinflammation potentially contributes to neurodegenerative diseases, such as Alzheimer’s disease, Parkinson’s disease, amyotrophic lateral sclerosis, and frontotemporal dementia (56). Some forms of autoimmune encephalitis can even mimic Alzheimer’s disease (57, 58).

Patients with mood disorders suffer more frequently from autoimmune disorders, e.g., multiple sclerosis and diabetes (3-fold higher prevalence), rheumatoid arthritis, systemic lupus erythematosus, and inflammatory bowel disease (33). For example, bipolar disorder is accompanied by several systemic chronic diseases, such as artherosclerosis, hypertension, diabetes, and obesity, which are triggered by inflammatory processes (53). Anti-inflammatory agents (COX-2 inhibitor, acetyl-salicylic acid, fatty acids, and minocycline) are therapeutically effective in patients with bipolar disorder and major depression (33).

Schizophrenia as a Systemic Disease

According to the mild encephalitis hypothesis, schizophrenia is a systemic disease with preferential involvement of the brain rather than an exclusive brain disease (12, 20, 53). The link between pathologies both in the brain and in the residual body could be the CSF. CSF is produced by the choroid plexus, fills the ventricles and the area around the spinal cord, flows along cranial and spinal nerves, and comes into contact with muscular, subcutaneous, and peripheral neural tissue (12). In 41% of schizophrenic and affective spectrum disorder patients, CSF showed pathological signs (immunoglobulines, elevated cell counts, inflammatory cytokines, and blood-barrier dysfunctions), and 79% of severe, treatment-resistant cases had CSF abnormalities of low level degree (13). Inflammatory messengers likely spread via the peripheral cerebrospinal outflow pathway from the CNS to peripheral body compartments. This mechanism could also explain sensory hallucinations experienced by many patients (12). In a study of 180 psychotic patients, 54.4% displayed CSF and autoantibody abnormalities (41).

The understanding of schizophrenia as a systemic disease is further upheld by research on the gut microbiome: inflammatory bowel diseases, such as ulcerative colitis, Crohn’s disease, and irritable bowel syndrome, have a more than 10-fold higher incidence in schizophrenia patients (3.4%) compared to controls (0.3%) (59).

Furthermore, the microbiomes of the oropharynx, pharynx, and intestinal organs differ between schizophrenia patients and controls (59, 60). By profiling oropharyngeal microbiomes with metagenomic sequencing, patients with schizophrenia can be distinguished from controls (60). Hence, a biomarker based on gut microbiota is conceivable (59, 60), and research in this area might facilitate the development of a laboratory test for schizophrenia.

ETHICAL ISSUES OF THE MILD ENCEPHALITIS HYPOTHESIS

If the mild encephalitis hypothesis was further strengthened by clinical evidence, major consequences would have to be expected for (1) the theoretical conceptualization of schizophrenia, (2) the appropriate medical discipline for schizophrenia, (3) the diagnostic procedures, (4) the treatment, (5) the pharmaceutic industry, (6) compulsory treatment, (7) the patients’ social inclusion, and (8) the stigmatization of patients and their relatives.

In the following, we analyze the expected consequences ethically.

Theoretical Conceptualization of Schizophrenia

The diagnostic term “schizophrenia” can be compared to the umbrella term “bellyache,” for didactic purposes. Rather than delineating certain organs, functional units, and mechanisms that cause the characteristic symptoms, its definition is based solely on symptoms, regardless of their possible causes (4). In an analogous way, the umbrella term “bellyache” describes pain in the abdomen, regardless of its anatomical position, e.g., gastrointestinal tract, Fallopian tube, or the liver, and regardless whether it is caused by infection, autoimmune processes, or poisoning.

Since schizophrenia is not a disease entity, but an umbrella term for different pathologies with common symptoms, subgroups of schizophrenia are feasible; e.g., “schizophrenia should be deconstructed” (61). One subgroup may be caused by mild encephalitis.

For a diagnosis of schizophrenia, DSM-5 requires that the disturbance is not attributable to “another medical condition” (criterion F). Defining “bellyache” analogously, this term could not be used as soon as the pain was attributable to a disorder of the stomach listed in DSM or ICD. The DSM-definition of schizophrenia makes it nearly impossible to explain schizophrenia by reducing the disease to a biological mechanism, since any mechanism would be considered “another medical condition.” This would automatically exclude the diagnostic term: “schizophrenia.” For example, if a patient is diagnosed with mild encephalitis (or, in fact, any other organic pathology), a diagnosis of schizophrenia can no longer be applied (44). Although mild encephalitis is not yet defined as a disease in the ICD-10, it would supposedly be considered a “medical condition” as soon as it was acknowledged that it can cause symptoms of schizophrenia. From that point on, the diagnosis “schizophrenia” could no longer be applied to patients with mild encephalitis.

The psychiatric classification systems DSM-5 and ICD-10 have often been criticized as “descriptive taxonomy based on expressed feelings and observed behavior” (62), as being agnostic on the etiopathogenesis of disorders (63), since its diagnostic tools are insufficiently based on a biomedical understanding of mental illness ((64)). The etiology of psychiatric disorders cannot be elucidated by psychopathology itself (13). The nominalistic approach of the DSM also poses an obstacle for research, slowing the progress of psychiatric science. For example, one reason for the lack of reliable biological tests for psychiatric disorders is the dependence of research criteria on the often too superficial DSM criteria (63).

The Research Domain Criteria (RDoC) project of the National Institute of Mental Health is being developed as an alternative classification system to the DSM-5 system, especially for researchers. The aim of this project is to classify mental disorders based on dimensions of observable behavior and neurobiological measures, e.g., genes, molecules, cells, circuits, physiology, behavior, and self-reports (63, 65). The RDoC could set the foundation for a classification system in which descriptive taxonomy is supported by a biomedical understanding of mental illness. This would further reduce the concerns that psychiatry is merely a tool for social control (64). The main elements of the mild encephalitis hypothesis of schizophrenia could be easily integrated into appropriate RDoC sections, particularly the sections “molecules,” “cells,” and “physiology.”

The Appropriate Medical Discipline for Treating Schizophrenia

The question of the medical discipline in charge of psychotic patients has far-reaching consequences for the diagnosis, treatment and life-long health care of patients. If patients do not present hard neurological signs such as epilepsy or movement disorders, they are normally hospitalized in psychiatry and diagnosed according to DSM-5 or ICD-10. Many psychiatrists do not routinely perform full physical examinations, since they are less aware of somatic causes of mental illness. Somatic illness is usually addressed as comorbidity, instead of being seen as a symptom of schizophrenia. Only if patients present hard neurological signs, they are referred to neurology, where they undergo CSF analysis, EEG, anti-neural antibody titer analysis, and brain imaging.

This kind of differentiation can become precarious, e.g., for patients with anti-NMDAR encephalitis. Initially, and sometimes throughout the whole course of disease, they may exclusively present psychiatric symptoms and are consequently hospitalized in psychiatric hospitals (9). Since blood tests and CSF analysis for anti-neural antibodies are not standard diagnostic tools in most psychiatric clinics, these patients are at risk of being diagnosed with schizophrenia. As a result of ineffective treatment, they might suffer severe, permanent brain damage or die. Indeed, several cases of patients with anti-NMDAR encephalitis and misdiagnosed with schizophrenia have been reported (42). Somatic examination and adequate antibody screening should become standard procedure in first-episode psychosis patients in order to find possible organic causes (9, 52, 54, 55, 66).

We recommend treating psychotic patients primarily in interdisciplinary teams, optimally in neuropsychiatric units. Psychiatric expertise is necessary for adequately dealing with severe behavioral symptoms and for psychotherapeutic treatment. Neurological expertise is necessary for CSF analysis, imaging data, and further neurological examination in order to adequately identify treatable organic causes (9, 13). Knowledge from both disciplines is needed for optimal, personally tailored pharmacotherapy. Causal therapies might target, e.g., teratomes, parasites, infectious agents, or autoimmune processes. Treating mental illness continuously over longer periods of time is especially challenging since symptoms, such as denial of illness, paranoia, irrational thoughts, deficits in executive function, and disruptive behavior, are often complicating factors (4). Therefore, it is of great importance that patients in early stages of the disease swiftly receive interdisciplinary diagnostics followed by appropriate, possibly causal, treatment.

If more evidence in favor of a mild encephalitis component in schizophrenia was gathered, the diagnostic procedure for patients with psychotic outbreaks would have to change significantly. Three different developments are possible: first, the responsibility for patients with schizophrenia would shift from psychiatry to neurology as it has happened with dementia. Second, the mild encephalitis hypothesis of schizophrenia would contribute to a reunion of psychiatry and neurology. Third, it would support interdisciplinary treatment concepts for schizophrenia.

In addition to psychiatrists and neurologists, internists, and when necessary experts for endocrinology, diabetology, and cardiology should be consulted for somatic comorbidities of schizophrenia, e.g., hypertension, obesity, diabetes mellitus, nicotine dependence, and dyslipidemia. This is of particular importance since physical illnesses are mainly responsible for the twofold to threefold increased mortality rate (25).

To reduce these high mortality rates of patients with schizophrenia and to adequately address their special medical condition, an integrated service provision is required (67). The coordination of mental and physical treatment could be managed by care coordinators (25, 67). Compared to standard care, patients in comprehensive community care settings showed better clinical and functional outcomes (68).

Diagnostic Procedure

As traditional classification systems such as DSM or ICD will not undergo radical change in the near future, biomedical tests should be added to the existing diagnostic schemes. A first example is the biomarker for schizophrenia based on the gut microbiota (59, 60). Progress in genomics, medical imaging, molecular biology, and cognitive sciences could aid in the development of reliable tests to accurately diagnose psychiatric disorders and to predict treatment response to specific drugs (4, 20, 62, 64). Several diagnostic procedures are recommended based on the mild encephalitis hypothesis.

The International Encephalitis Consortium recommends methods such as the investigation of CSF and serum, MRI, EEG and neurologic examination for diagnosing acute encephalitis (69). However, for mild encephalitis, a standard diagnostic procedure does not yet exist, because relevant changes in disease indicators are small and unspecific, making it difficult to set cut-offs and to detect pathologies (12). Nevertheless, standard diagnostic procedures for acute encephalitis could be adopted for mild encephalitis.

For detecting acute encephalitis, it is recommended to test paired CSF-serum samples for routine parameters, infectious agents, autoantibodies associated with autoimmune encephalitis, and immunoglobulins (69). Similarly, the gold standard for diagnosing schizophrenia of the mild encephalitis type is the investigation of CSF, since it allows the detection of even minor pathological abnormalities (12, 13).

CSF and Serum Investigation

Cerebrospinal fluid investigation is the most precise method for detecting inflammation in the central nervous system (13). Although it is not recommended in most guidelines, there are strong arguments for a systematic CSF screening of psychotic patients, especially prior to initiating psychopharmacological treatment (13, 41). With the help of CSF analysis, most neurological disorders can be excluded (13). However, lumbar puncture is not without risks. The most frequent complication is headache (36.5–60%). Rare complications are brain herniation, cardiorespiratory compromise, local or referred pain, hemorrhage, subarachnoid epidermoid cyst, and CSF leak. Serious adverse events caused by infectious agents (e.g., meningitis) occur in <1% (70). When comparing the medical risks and the financial cost with the benefits of routine lumbar puncture in psychotic patients, the benefits overweigh, especially since CSF analysis offers the possibility for an effective, causal treatment.

Autoimmune Encephalitis

Each patient with psychosis should be tested for autoimmune encephalitis via routine screening for antibodies and inflammatory parameters in serum and CSF, particularly in a first-episode psychotic outbreak. This is necessary to avoid misdiagnosis and consequent inappropriate treatment possibly resulting in long-term disability or even death (41, 66). Patients with pathogenic antibodies can be detected only by screening all first-episode psychosis patients for antibodies (45). With the help of improved laboratory methods to measure antibodies, an increasing number of neural offenders will become detectable (13).

Red flags in the psychopathological status clinically pointing to autoimmune encephalitis, are movement disorders, disturbed consciousness, hyponatriemia, a rapid disease progression, catatonic symptoms, comorbid autoimmune diseases (Hashimoto thyroiditis), focal neurological deficits, MRI-, CSF- and EEG abnormalities, and a very acute disease onset (13). Since not all relevant autoantibodies are known yet, autoimmune encephalitis may be present even if tests for all known autoantibodies are negative. In this case, brain biopsy might confirm autoimmune encephalitis (52).

Disease-specific antibodies for schizophrenia have neither been found in serum nor in CSF (39). In a minority (8%) of schizophrenia patients, NMDAR antibodies are detectable, although they differ from those required for a diagnosis of anti-NMDAR encephalitis (44). These autoantibodies were found in patients with a first episode of psychosis, but not in chronic patients (44). Most likely, autoantibody-associated mechanisms are a transient phenomenon in schizophrenia (9). The presence of autoantibodies in some patients with schizophrenia suggests that these patients have a mild form of encephalitis (44). Whether an individual develops only psychotic symptoms or the full encephalitic syndrome may depend on several factors such as antibody subtype, antibody titer, brain area affected or blood-brain barrier integrity (40, 44).

Brain Imaging

In acute encephalitis, MRI can assist to detect abnormalities, demyelination or necrotic lesions, helping to illuminate the pathogenesis (39, 69). However, in mild encephalitis, MRI is not sensitive enough to reliably detect minor lesions and inflammation (12). Nevertheless, signs of mild atrophy, minor local intensities or local swelling could indicate states of mild inflammation (12). Fluorodeoxyglucose positron emission tomography is an important screening tool for yet undetected, but underlying tumors such as teratomas or lymphomas, which can produce antibodies causing psychosis (39). Furthermore, with the advanced dynamic contrast-enhanced MRI, blood-brain barrier disruptions can be investigated (40). Due to good availability and low side effects, neuroimaging is an appropriate method for excluding major brain pathologies (13).

Treatment

Since the pathophysiology of schizophrenia is still unknown, curative treatment or preemptive interventions are missing (4). Current treatments provide control rather than cure (5). The mild encephalitis hypothesis could change the treatment of schizophrenic patients considerably.

Reducing inflammation is the most important therapeutic consequence of the mild encephalitis hypothesis. It is the prerequisite for controlling both mental symptoms and the comorbidity “metabolic syndrome,” which itself is also associated with mild and chronic inflammation (17, 20). Several treatment strategies are under investigation.

Food Supplements

Fishoil (omega-3 PUFAs) might be a preventive drug for patients with a high risk for developing schizophrenia. In a randomized, double-blind, placebo-controlled trial with high risk individuals aged 13–25, intervention with omega-3 PUFAs reduced the risk of progression to psychosis as well as psychiatric morbidity (follow-up 6.7 years). Only about 10% (4/41) in the omega-3 PUFA group transitioned to psychosis, compared to 40% (16/40) in the placebo group (5). Additionally, omega-3 PUFAs reduced positive and negative symptoms, and improved functioning compared to placebo (5, 51). The number needed to treat was 4, which is comparable to atypical antipsychotics (51). The effectiveness of omega-3 PUFAs has also been confirmed for (major) depression by a large meta-analysis (71). Omega-3 PUFAs are key components of brain tissue and, therefore, essential for neural development and function. Presumably, they influence membrane fluidity, receptor responses and modulate dopamine, noradrenaline, and serotonin levels (51). Furthermore, they have anti-inflammatory and anti-apoptotic potential (5). Possible side effects of omega-3 PUFAs, concerning the gastrointestinal tract, are only mild. The advantages of omega-3 PUFAs are their excellent tolerability, public acceptance, relatively low costs, and benefits for general health (21, 51).

Additionally, food supplementation with Vitamine C and Ginkgo biloba showed significant effects compared to placebo (20, 72).

Anti-inflammatory Medication

Anti-inflammatory medication seems to effectively target the underlying inflammatory states present in a subgroup of patients with schizophrenia (12, 17, 18, 20, 21, 47). Add-on of this treatment regimen was found to be most effective in first-episode psychosis and influenced by the initial inflammatory status of the patient. Therefore, anti-inflammatory medication could be a cause-targeted therapeutic strategy in early phases of the disease to stop its progression (16, 21).

Nevertheless, undesirable side effects have to be considered: aspirin can cause gastrointestinal bleeding; a complication to be avoided by adding gastric protection (16, 18). All in all, the benefit–risk ratio for aspirin is in favor of the prescription (21). NAC (cough syrup), has negligible side effects and offers specific benefits: it can be administered during pregnancy, and might reduce substance abuse, a frequent comorbidity in patients (22). This makes NAC ideally suited as the first-line anti-inflammatory agent against schizophrenia (16, 18).

Celecoxib has rare but severe cardiovascular and gastrointestinal side effects, and should therefore be administered only in acute episodes rather than as long-term medication (21). Minocycline, though positively evaluated in animal and laboratory studies, cannot be recommended as first-line add-on agent because of its unclear efficacy and its significant risks (18, 20, 21).

At the moment, it is difficult to draw strong conclusions about the efficacy and safety of anti-inflammatory agents (16). Thus, no recommendations can be made in general (13). From an ethical point of view, NAC and aspirin can be recommended because of significant effectiveness and good tolerability; omega-3 PUFAs can be recommended because of a good benefit-risk ratio. Two patient groups might especially benefit from add-on of anti-inflammatory medication: schizophrenic patients with predominant immune alterations, and second, first-episode psychosis patients (16, 61). These two patient collectives should be included in future studies as a first step toward personalized medicine for schizophrenia (16, 20, 61).

Ongoing clinical studies include, e.g., studies on aspirin (http://ClinicalTrials.gov identifier: NCT02685748; NCT02047539), Siltuximab (IL-6 monoclonal antibody, NCT02796859), Tocilizumab (IL-6 receptor monoclonal antibody, NCT02874573), and L-tetrahydropalmatine (dopamine antagonist, NCT02118610), Withania somnifera (immunomodulator and anti-inflammatory agent, NCT01793935). Trials adding substances to conventional therapies are under current investigation, with promising results, e.g., statines, metotrexate (immunosuppressive and anti-inflammatory agent), glucocorticoids, ibuprofen, and salsalate (non-steroidal anti-inflammatory drug) (20).

Antipsychotics

Apart from their evident anti-dopaminergic characteristics, antipsychotics might be effective in schizophrenia due to their anti-inflammatory properties (16, 17, 33). However, many patients refuse antipsychotics due to side effects, particularly in the long run (28, 51, 64). Since the benefit-risk ratio of antipsychotics is unsatisfactory, they should be administered for the shortest time and the lowest dose necessary to avoid severe side effects (6).

CSF Filtration

Cerebrospinal fluid filtration could be an add-on therapy in severe therapy-resistant schizophrenic and affective spectrum psychoses with immunological genesis (11). The risks of CSF filtration are justifiable in light of the reduced quality of life and high suicidal risk of psychotic patients (11).

Consequences for the Pharmaceutic Industry

Current pharmacological treatment options for schizophrenia (mainly antipsychotics) are merely symptomatic, not curative, with limited effectiveness and tolerability. They cannot improve functional recovery, and relapse rates are still about 80% (4). Therefore, better drugs are urgently needed. In agreement with the mild encephalitis hypothesis, drug development focusing on suppressing inflammatory processes might finally open the door to curative treatment.

The main challenge in developing an appropriate anti-inflammatory agent is the agent’s ability to pass the blood–brain barrier.

Current available agents known to cross the blood-brain barrier include: antipsychotics, celecoxib, estrogens, omega-3-PUFAs, minocycline and NAC (18). Aspirin, monoclonal antibodies, and corticosteroids are less able to reach the CNS (18). Despite varying treatment response, older, existing anti-inflammatory drugs with expired patent protection (e.g., NAC, aspirin, celecoxib) could partly replace the more expensive antipsychotic drugs. As there is little incentive for research on old drugs with expired patent protection or cheap food supplements (e.g., omega-3 PUFAs, fishoil), further drug development will likely have to be state-funded.

However, as elaborated above, established anti-inflammatory drugs have a varying efficacy in schizophrenia, and entirely novel, more effective and well tolerable drugs are urgently needed. The demand for new, anti-inflammatory drugs would have significant impact for the pharmaceutical industry. The necessary research would be much more expensive than research on existing drugs. Therefore, depending on the economic and legal conditions of different countries, this research should be conducted by universities, and, if necessary, in combination with the pharmaceutical industry.

Compulsory Treatment

In response to the UN Convention on the Rights of Persons with Disabilities (73), many countries have modified their laws in order to protect psychiatric patients from being treated compulsorily. For example, the German Federal Constitutional Court acknowledged the “freedom to be ill” in several court rulings on forensic patients, diagnosed with schizophrenia, resisting compulsory treatment with antipsychotics. Besides these individual decisions, the Court decided that the federal laws allowing compulsory drug treatment were unconstitutional. German state parliaments were urged to reformulate their civil commitment laws and implement stricter legal conditions for compulsory treatment. In particular, compulsory treatment was limited to patients incapable of consent; justified by the argument that the freedom to be ill must not be considered detached from the real capacities of free decision-making which may be limited by illness (74).

Although legislation in most Western countries increasingly gives priority to patient autonomy, the concept of autonomy is insufficiently elaborated on. Criteria for the legal concept of “free will” require further explanation. Particularly, input from neurobiology, psychiatry and philosophy is needed. It is important to note that certain psychiatric diagnoses do not exclude freedom of will. Tebartz-van-Elst (75) showed the extent to which free will depends on certain mental functions and those that can be compromised by brain diseases.

We are convinced that individual court rulings would have come to a different conclusion in light of the mild encephalitis hypothesis of schizophrenia, assuming successful treatment of schizophrenia with anti-inflammatory drugs in a relevant subgroup of patients.

First, the Court extensively cited the adverse side effects of antipsychotic drugs. In contrast, current anti-inflammatory drugs such as aspirin and NAC are considered harmless; thus, making a ruling in favor of compulsory treatment more plausible.

Second, the Court’s decision was likely influenced by the fact that antipsychotics are merely a symptomatic, rather than a curative treatment for schizophrenia.

Third, the Court argued with the potential of antipsychotic medication to change the personality. Although it remained inconclusive with regard to the question whether schizophrenia is a psychosocial disorder or a genetically determined condition, as the disease was considered deeply ingrained to an individual’s personality. If the Court adopted the understanding of schizophrenia as an acquired neurological condition, caused or triggered by viruses, parasites, tumors or autoimmune processes, it would not condemn curative drugs. Rather, these drugs would have to be considered personality-restoring drugs. Particularly, the involvement of the parasitic protozoan T. gondii in schizophrenia might be a convincing argument for the judges, as its survival strategy can be explained by the manipulation hypothesis (38): T. gondii is transmitted from intermediate hosts such as mice and rats to its definitive hosts, namely cats, by predation. Hence, Toxoplasma relies on cats to eat infected rodents. For facilitating the transmission from the intermediate to the definite host, the parasite manipulates the rodents in several ways: reaction times become prolonged, and the rodents specifically lose their fear to cat odor; this peculiarity is called the fatal attraction phenomenon. The same mechanism is probable in our next of kin: Toxoplasma-infected chimpanzees lose the fear to leopard urine (76). Toxoplasmosis can also cause similar behavioral changes in humans: it increases reaction times, resulting in higher probability of traffic and work accidents; additionally, infected men rated the smell of cat urine as relatively more pleasant (38). The suicide rate of infected mothers is twice that of non-infected mothers (77). According to the manipulation hypothesis, these changes could result from the fact that our distant ancestors were also part of the leopards’ prey. In this context, schizophrenia cannot be seen as belonging to the core of the personality.

We expect that the threshold for allowing compulsory treatment would decrease, if legal theorists and high judges accepted the mild encephalitis hypothesis of schizophrenia and if anti-inflammatory drugs were more effective and had lesser adverse effects compared to antipsychotic medications.

However, we expect that the number of compulsory treatment would be reduced significantly in the long run: if patients made the experience that physicians could effectively help them overcome their suffering in the psychotic phases without experiencing the adverse effects of antipsychotics, many would be more compliant with long-term treatment (if necessary). Furthermore, they might sign psychiatric advance directives (Ulysses contracts) for allowing drug treatment in case of another psychotic episode, even against the psychotic will (78). Finally, the better medical treatments can cure the disease, the lesser compulsory treatments would be necessary at all.

We recommend the following: the will of an acutely psychotic individual most likely differs significantly from his or her free will. In a psychotic state, reality perception is largely disturbed; the affect is changed; anxiety and panic dominate, such that the power of judgment is corrupted. Particularly, thought intrusions corrupt the individual’s free will. The affected person is not autonomous, and therefore lacks the capacity to give informed consent. Consequently, a proxy has to decide—but according to the affected individual’s will: first, according to his or her formerly declared will (ideally in an advance directive), second, to his or her assumed will, and third (in case that the latter two are unknown), in his or her best interest.

As we have argued elsewhere (79), respect for autonomy is also a positive duty. If a person’s capability for autonomy is corrupted by a disorder, respect for the person’s autonomy means primarily to restore her capability for autonomy. If restoration of the capability for autonomy is possible with antipsychotics and/or anti-inflammatory medication, then it is a moral obligation to treat the person with these drugs. Once the capability for autonomy is restored, the patient can decide autonomously about his or her further treatment. However, if the patient has ruled out any of these treatments in an advance directive written in a state of legal competence, then this decision has to be respected, as well.

Social Inclusion

Until the 1970s, people with severe mental illness such as schizophrenia were treated in psychiatric hospitals in great numbers. Due to their often chronic conditions and missing treatment options, they spent most of their lives in sanitariums or asylums (67). With the deinstitutionalization process, the responsibility of care for people with chronic mental illness shifted from hospital- to community-based health services. However, the chronic and severe course of schizophrenia often leads to mental and medical disability, unemployment, homelessness and even incarceration (4). Throughout Europe, less than 20% of people with schizophrenia are employed, and in the USA, people with severe mental illness are three times more likely to be found in the criminal justice system than in hospitals (4).

If new, more effective treatments were developed on ground of the mild encephalitis hypothesis, many patients with schizophrenia of the mild encephalitis type could shift from being chronically ill and mentally disabled to being temporarily ill and treatable patients. Presumably, early interventions targeting underlying pathologies could prevent a chronic course of disease and cognitive impairment, enabling successful reintegration and participation in the community. However, it remains an open question as to how many patients could actually profit from these new therapeutic strategies.

Economically, employment of patients in remission can reduce indirect health costs, since the patient’s productivity is no longer lost and family members can partly pursue their professions (80). Employment improves the patient’s compliance and reduces hospital re-admission rates, which plays an important role in the patient’s quality of life (80).

Stigmatization

Psychiatric disorders are severely stigmatized in both lay and professional settings (67, 81). Stigmatization means that people are classified and stereotyped due to a negatively connoted attribute. It is often associated with segregation, loss of social status, discrimination in important contexts, and devaluation in a social hierarchy (82). Stigmatized individuals often develop self-stigmatization and withdraw from society. Stigmatization often includes the families of stigmatized persons (courtesy stigma) (83).

The question, whether biological explanations for psychiatric disorders reduce or increase stigma, has been discussed controversially for several decades.

The pessimistic fraction suspects that biologizing psychiatric disorders, particularly “genetic determinism,” intensifies discrimination and stigmatization, because it increases feelings of fear and unfamiliarity (84). Since it assumes an inborn predisposition for deviant behavior, it strengthens the assumption that the disease is unchangeable, persistent, and hereditable (85).

The optimistic fraction is convinced that biological explanations reduce blame against persons with mental disorders, since it assumes that the main reason for stigmatization is the attribution of responsibility for the onset and/or maintenance of the deviant behavior. If a mental disorder is biologically caused, then the person is not responsible for the onset nor the offset or the resulting behavior of the disorder (85).

Empirical research on stigmatization has shown that biological explanations particularly increase stigmatization of diseases which are associated with perceived dangerousness and unpredictability (81). Furthermore, poor treatment success increases stigmatization. Hence, biological explanations might reduce stigmatization as soon as successful treatment options are available (86).

Schizophrenia is associated with (1) perceived high dangerousness and unpredictability, (2) high psychosocial disability and exclusion, and (3) poor treatment success. However, onset and offset responsibility is low. Indeed, it has been shown that stigmatization of people with schizophrenia increases due to biological explanations (86, 87).

The mild encephalitis hypothesis will probably affect stigmatization of schizophrenia in several ways: it does not support genetic determinism, but instead the concept of genetic vulnerability. Therefore, we expect that it will decrease stigmatization in comparison to mainly genetic explanations, but increase it compared to social explanations of schizophrenia.

With the mild encephalitis hypothesis, we do not expect a change concerning the attribution of onset responsibility. We expect a de-stigmatizing effect insofar as it offers some hope for better treatment strategies. Additionally, the patients’ compliance might improve due to less adverse effects of effective drugs, thus, in the long-term, relapse rates might be reduced and cognitive functioning improved. This could decrease the perceived dangerousness and unpredictability of patients and improve their social inclusion. Furthermore, we expect reduced stigmatization of genetic relatives, if the influence of genes is seen not as a determination, but merely as a vulnerability factor.

Finally, we expect a major de-stigmatizing effect as soon as a multi-disciplinary approach in the treatment of schizophrenia is adopted, integrating psychiatry, neurology, and somatic disciplines.

The story of the popular German polar bear, Knut, might also contribute to destigmatization of schizophrenia because some empathy might be transferred from the bear to people suffering from psychosis.

In summary, we expect the mild encephalitis hypothesis to decrease stigmatization of patients with schizophrenia, provided effective drug therapies are developed based on biological findings. Novel therapies based on anti-inflammatory substances might help not all, but a significant number of patients with schizophrenia of the mild encephalitis type.

CONCLUSION

We cannot predict the further scientific development in psychiatry. Rather, we investigated the consequences of the mild encephalitis hypothesis of schizophrenia for the scientific community, and evaluated these consequences ethically. Most of these consequences are favorable from an ethical point of view.

Effective treatments of schizophrenia are urgently needed in order to reduce the burden for the patients, their relatives and society in general. For the development of effective treatment strategies, biological research on the etiology of schizophrenia is paramount. Research on both old and new drugs for treating mild encephalitis should be funded by public authorities. Increasing evidence supports the mild encephalitis hypothesis. Therefore, from both a scientific and an ethical point of view, further research on the role of inflammation in the etiology of schizophrenia and other psychiatric and neurological diseases is essential. Knowledge about the biological underpinnings of psychiatric disorders should be transferred into clinical research and clinical practice. Biological tests, particularly paired serum-CSF analyses, should become standard investigations for all psychotic patients in order to identify the appropriate treatment for the individual patient.

AUTHOR CONTRIBUTIONS

RR and SM have both contributed to the article with regard to development of ideas and definition of its contents and structure. RR conducted the literature search and evaluation. Both authors read and approved the final manuscript.

ACKNOWLEDGMENTS

The authors wish to thank Anne Patricia Nilles and Andreas Jooß for providing writing assistance and proofreading the article.

FUNDING

This work was partly funded by the Federal Ministry of Education and Research of Germany (01GP1621A).

Abbreviations

COX-2, cyclooxygenase-2; CSF, cerebrospinal fluid; CT, computer tomography; DSM-5, Diagnostic and Statistical Manual of Mental Disorders version 5; FDG-PET, fluorodeoxyglucose positron emission tomography; NAC, N-acetylcysteine; NMDA, N-methyl-D-aspartate; NMDAR, N-methyl-D-aspartate receptor; MRI, magnetic resonance imaging; PUFA, poly-unsaturated fatty acids; RDoC, Research Domain Criteria project.

REFERENCES

1. Human Rights Watch. Callous and Cruel. Use of Force against Inmates with Mental Disabilities in US Jails and Prisons. (2015). Available from: http://www.hrw.org/reports/2015/05/12/callous-and-cruel

2. Wu EQ, Birnbaum HG, Shi L, Ball DE, Kessler RC, Moulis M, et al. The economic burden of schizophrenia in the United States in 2002. J Clin Psychiatry (2005) 66(9):1122–9. doi:10.4088/JCP.v66n0906

3. Knapp M, Mangalore R, Simon J. The global costs of schizophrenia. Schizophr Bull (2004) 30(2):279–93. doi:10.1093/oxfordjournals.schbul.a007078

4. Insel TR. Rethinking schizophrenia. Nature (2010) 468(7321):187–93. doi:10.1038/nature09552

5. Amminger GP, Schäfer MR, Schlögelhofer M, Klier CM, McGorry PD. Longer-term outcome in the prevention of psychotic disorders by the Vienna omega-3 study. Nat Commun (2015) 6:7934. doi:10.1038/ncomms8934

6. Aderhold V, Weinmann S, Hägele C, Heinz A. Frontal brain volume reduction due to antipsychotic drugs? Nervenarzt (2015) 86(3):302–23. doi:10.1007/s00115-014-4027-5

7. Chung Y, Cannon TD. Brain imaging during the transition from psychosis prodrome to schizophrenia. J Nerv Ment Dis (2015) 203(5):336–41. doi:10.1097/NMD.0000000000000286

8. Dalmau J, Tüzün E, Wu H, Masjuan J, Rossi JE, Voloschin A, et al. Paraneoplastic anti–N-methyl-D-aspartate receptor encephalitis associated with ovarian teratoma. Ann Neurol (2007) 61(1):25–36. doi:10.1002/ana.21050

9. Pathmanandavel K, Starling J, Dale RC, Brilot F. Autoantibodies and the immune hypothesis in psychotic brain diseases: challenges and perspectives. Clin Dev Immunol (2013) 2013:257184. doi:10.1155/2013/257184

10. Bechter K. Mild encephalitis underlying psychiatric disorder – a reconsideration and hypothesis exemplified on Borna disease. Neurol Psychiatry Brain Res (2001) 9:55–70.

11. Bechter K. Liquorfiltration als experimentelle therapie bei therapieresistenten psychosen borna-disease-virus-seropositiver patienten. Psychiatr Prax (2003) 30:216–20. doi:10.1055/s-2003-39747

12. Bechter K. Updating the mild encephalitis hypothesis of schizophrenia. Prog Neuropsychopharmacol Biol Psychiatry (2013) 42:71–91. doi:10.1016/j.pnpbp.2012.06.019

13. Bechter K. CSF diagnostics in psychiatry – present status – future projects. Neurol Psychiatry Brain Res (2016) 22(2):69–74. doi:10.1016/j.npbr.2016.01.008

14. Müller N, Bechter K. The mild encephalitis concept for psychiatric disorders revisited in the light of current psychoneuroimmunological findings. Neurol Psychiatry Brain Res (2013) 19(3):87–101. doi:10.1016/j.npbr.2013.04.004

15. Müller N. Immunology of schizophrenia. Neuroimmunomodulation (2014) 21(2–3):109–16. doi:10.1159/000356538

16. Cox D, Chan MK, Bahn S. The potential of immune biomarkers to advance personalized medicine approaches for schizophrenia. J Nerv Ment Dis (2015) 203(5):393–9. doi:10.1097/NMD.0000000000000289

17. Stefanovic V, Mihajlovic G, Nenadovic M, Djukic-Dejanovic S, Borovcanin M, Trajkovic G. The effect of antipsychotic drugs on nonspecific inflammation markers in the first episode of schizophrenia. Vojnosanit Pregl (2015) 72(12):1085–92. doi:10.2298/VSP140526016S

18. Sommer IE, van Westrhenen R, Begemann MJ, de Witte LD, Leucht S, Kahn RS. Efficacy of anti-inflammatory agents to improve symptoms in patients with schizophrenia: an update. Schizophr Bull (2014) 40(1):181–91. doi:10.1093/schbul/sbt139

19. Mattei D, Djodari-Irani A, Hadar R, Pelz A, Fernandez L, Cossío D, et al. Brain, Behavior, and Immunity Minocycline rescues decrease in neurogenesis, increase in microglia cytokines and deficits in sensorimotor gating in an animal model of schizophrenia. Brain Behav Immun (2014) 38:175–84. doi:10.1016/j.bbi.2014.01.019

20. Leza JC, García-bueno B, Bioque M, Arango C, Parellada M, Do K, et al. Inflammation in schizophrenia: a question of balance. Neurosci Biobehav Rev (2015) 55:612–26. doi:10.1016/j.neubiorev.2015.05.014

21. Fond G, Hamdani N, Kapczinski F, Boukouaci W, Drancourt N, Dargel A, et al. Effectiveness and tolerance of anti-inflammatory drugs’ add-on therapy in major mental disorders: a systematic qualitative review. Acta Psychiatr Scand (2014) 129(3):163–79. doi:10.1111/acps.12211

22. American Psychiatric Association. Diagnostic and Statistical Manual of Mental Disorders, 5th ed. (DSM-5). Arlington: American Psychiatric Publishing (2013).

23. Hodgins S, Müller-Isberner R. Schizophrenia and violence. Nervenarzt (2014) 85(3):273–8. doi:10.1007/s00115-013-3900-y

24. Brennan PA, Mednick SA, Hodgins S. Major mental disorders and criminal violence in a Danish birth cohort. Arch Gen Psychiatry (2000) 57(5):494–500. doi:10.1001/archpsyc.57.5.494

25. Laursen TM, Munk-Olsen T, Vestergaard M. Life expectancy and cardiovascular mortality in persons with schizophrenia. Curr Opin Psychiatry (2012) 25(2):83–8. doi:10.1097/YCO.0b013e32835035ca

26. Van Os J, Rutten BP, Myin-Germeys I, Delespaul P, Viechtbauer W, Van Zelst C, et al. Identifying gene-environment interactions in schizophrenia: contemporary challenges for integrated, large-scale investigations. Schizophr Bull (2014) 40(4):729–36. doi:10.1093/schbul/sbu069

27. Schizophrenia Working Group of the Psychiatric Genomics Consortium. Biological insights from 108 schizophrenia-associated genetic loci. Nature (2014) 511(7510):421–7. doi:10.1038/nature13595

28. Hensler JG, Artigas F, Bortolozzi A, Daws LC, De Deurwaerdère P, Milan L, et al. Catecholamine/serotonin interactions: systems thinking for brain function and disease. Adv Pharmacol (2013) 68:167–97. doi:10.1016/B978-0-12-411512-5.00009-9

29. Eggers AE. A serotonin hypothesis of schizophrenia. Med Hypotheses (2013) 80(6):791–4. doi:10.1016/j.mehy.2013.03.013

30. Tandon R, Nasrallah H, Keshavan MS. Schizophrenia, “just the facts” 5. Treatment and prevention. Past, present, and future. Schizophr Res (2010) 122(1–3):1–23. doi:10.1016/j.schres.2010.05.025

31. Benros ME, Mortensen PB, Eaton WW. Autoimmune diseases and infections as risk factors for schizophrenia. Ann N Y Acad Sci (2012) 1262:56–66. doi:10.1111/j.1749-6632.2012.06638.x

32. Benros ME, Eaton WW, Mortensen PB. The epidemiologic evidence linking autoimmune diseases and psychosis. Biol Psychiatry (2014) 75(4):300–6. doi:10.1016/j.biopsych.2013.09.023

33. Rosenblat JD, Cha DS, Mansur RB, McIntyre RS. Inflamed moods: a review of the interactions between inflammation and mood disorders. Prog Neuropsychopharmacol Biol Psychiatry (2014) 53:23–34. doi:10.1016/j.pnpbp.2014.01.013

34. Estes ML, McAllister K. Maternal immune activation: implications for neuropsychiatric disorders. Science (2016) 353(6301):772–7. doi:10.1126/science.aag3194

35. Miller BJ, Culpepper N, Rapaport MH, Buckley P. Prenatal inflammation and neurodevelopment in schizophrenia: a review of human studies. Prog Neuropsychopharmacol Biol Psychiatry (2013) 42:92–100. doi:10.1016/j.pnpbp.2012.03.010

36. Feigenson KA, Kusnecov AW, Silverstein SM. Inflammation and the two-hit hypothesis of schizophrenia. Neurosci Biobehav Rev (2014) 38:72–93. doi:10.1016/j.neubiorev.2013.11.006

37. Sutterland AL, Fond G, Kuin A, Koeter MW, Lutter R, van Gool T, et al. Beyond the association: Toxoplasma gondii in schizophrenia, bipolar disorder, and addiction: systematic review and meta-analysis. Acta Psychiatr Scand (2015) 132:161–79. doi:10.1111/acps.12423

38. Flegr J. Influence of latent Toxoplasma infection on human personality, physiology and morphology. J Exp Biol (2013) 216:127–33. doi:10.1242/jeb.073635

39. Leypoldt F, Armangue T, Dalmau J. Autoimmune encephalopathies. Ann N Y Acad Sci (2015) 1338(1):94–114. doi:10.1111/nyas.12553

40. Castillo-Gómez E, Oliveira B, Tapken D, Bertrand S, Klein-Schmidt C, Pan H, et al. All naturally occurring autoantibodies against the NMDA receptor subunit NR1 have pathogenic potential irrespective of epitope and immunoglobulin class. Mol Psychiatry (2016). doi:10.1038/mp.2016.125

41. Endres D, Perlov E, Baumgartner A, Hottenrott T, Dersch R, Stich O, et al. Immunological findings in psychotic syndroms: a tertiary care hospital’s CSF sample of 180 patients. Front Hum Neurosci (2015) 9:476. doi:10.3389/fnhum.2015.00476

42. Steiner J, Walter M, Glanz W, Sarnyai Z, Bernstein H-G, Vielhaber S, et al. glutamate receptor antibodies in patients with an initial diagnosis of schizophrenia: specific relevance of IgG NR1a antibodies for distinction from N-methyl-D-aspartate glutamate receptor encephalitis. JAMA Psychiatry (2013) 70(3):271–8. doi:10.1001/2013.jamapsychiatry.86

43. Hammer C, Stepniak B, Schneider A, Papiol S, Tantra M, Begemann M, et al. Neuropsychiatric disease relevance of circulating anti-NMDA receptor autoantibodies depends on blood-brain barrier integrity. Mol Psychiatry (2013) 19:1143–9. doi:10.1038/mp.2013.110

44. Pollak T, McCormack R, Peakman M, Nicholson TR, David S. Prevalence of anti-N-methyl-D-aspartate (NMDA) receptor antibodies in patients with schizophrenia and related psychoses: a systematic review and meta-analysis. Psychol Med (2014) 44(12):2475–87. doi:10.1017/S003329171300295X

45. Lennox BR, Palmer-Cooper EC, Pollak T, Hainsworth J, Marks J, Jacobson L, et al. Prevalence and clinical characteristics of serum neuronal cell surface antibodies in first-episode psychosis: a case-control study. Lancet Psychiatry (2017) 1:42–8. doi:10.1016/S2215-0366(16)30375-3

46. Prüß H, Leubner J, Wenke NK, Czirják GÁ, Szentiks CA, Greenwood AD. Anti-NMDA Receptor Encephalitis in the Polar Bear (Ursus maritimus) Knut. Sci Rep (2015) 5:12805. doi:10.1038/srep12805

47. Marini S, De Berardis D, Vellante F, Santacroce R, Orsolini L, Valchera A, et al. Celecoxib adjunctive treatment to antipsychotics in schizophrenia: a review of randomized clinical add-on trials. Mediators Inflamm (2016) 2016:3476240. doi:10.1155/2016/3476240

48. Miller BJ, Dias JK, Lemos HP, Buckley PF. An open-label, pilot trial of adjunctive Tocilizumab in schizophrenia. J Clin Psychiatry (2016) 77(2):275–6. doi:10.4088/JCP.15l09920

49. Garner B, Phillips LJ, Bendall S, Hetrick SE. Antiglucocorticoid and related treatments for psychosis. Cochrane Database Syst Rev (2016) 1:CD006995. doi:10.1002/14651858.CD006995.pub2

50. Arroll MA, Wilder L, Neil J. Nutritional interventions for the adjunctive treatment of schizophrenia: a brief review. Nutr J (2014) 13:91. doi:10.1186/1475-2891-13-91

51. Amminger GP, Schäfer MR, Papageorgiou K, Klier CM, Cotton SM, Harrigan SM, et al. Long-chain omega-3 fatty acids for indicated prevention of psychotic disorders. Arch Gen Psychiatry (2010) 67(2):146–54. doi:10.1001/archgenpsychiatry.2009.192

52. Najjar S, Pearlman D, Devinsky O, Najjar A, Nadkarni S, Butler T, et al. Neuropsychiatric autoimmune encephalitis without VGKC-complex, NMDAR, and GAD autoantibodies: case report and literature review. Cogn Behav Neurol (2013) 26(1):36–49. doi:10.1097/WNN.0b013e31828b6531

53. Leboyer M, Soreca I, Scott J, Frye M, Henry C, Tamouza R, et al. Can bipolar disorder be viewed as a multi-system inflammatory disease? J Affect Disord (2012) 141(1):1–10. doi:10.1016/j.jad.2011.12.049

54. Endres D, Dersch R, Hottenrott T, Perlov E, Maier S, van Calker D, et al. Alterations in cerebrospinal fluid in patients with bipolar symptoms. Front Psychiatry (2016) 7:194. doi:10.3389/fpsyt.2016.00194

55. Endres D, Perlov E, Dersch R, Baumgartner A, Hottenrott T, Berger B, et al. Evidence of cerebrospinal fluid abnormalities in patients with depressive symptoms. J Affect Disord (2016) 198:178–84. doi:10.1016/j.jad.2016.03.030

56. Ransohoff RM. How neuroinflammation contributes to neurodegeneration. Science (2016) 353(6301):777–83. doi:10.1126/science.aag2590

57. Molloy A, Cassidy E, Ryan A, O’ Toole O. VGKC positive autoimmune encephalopathy mimicking dementia. BMJ Case Rep (2011) 2011:bcr0820114642. doi:10.1136/bcr.08.2011.4642

58. Marquetand J, van Lessen M, Bender B, Reimold M, Elsen G, Stoecker W, et al. Slowly progressive LGI1 encephalitis with isolated late-onset cognitive dysfunction: a treatable mimic of Alzheimer’s disease. Eur J Neurol (2016) 23(5):e28–9. doi:10.1111/ene.12939

59. Severance EG, Yolken RH, Eaton WW. Autoimmune diseases, gastrointestinal disorders and the microbiome in schizophrenia: more than a gut feeling. Schizophr Res (2016) 176(1):23–35. doi:10.1016/j.schres.2014.06.027

60. Castro-Nallar E, Bendall ML, Pérez-Losada M, Sabuncyan S, Severance EG, Dickerson FB, et al. Composition, taxonomy and functional diversity of the oropharynx microbiome in individuals with schizophrenia and controls. Peer J (2015) 3:e1140. doi:10.7717/peerj.1140

61. Schwarz E, van Beveren NJ, Ramsey J, Leweke FM, Rothermundt M, Bogerts B, et al. Identification of subgroups of schizophrenia patients with changes in either immune or growth factor and hormonal pathways. Schizophr Bull (2014) 40(4):787–95. doi:10.1093/schbul/sbt105

62. Kapur S, Phillips AG, Insel TR. Why has it taken so long for biological psychiatry to develop clinical tests and what to do about it? Mol Psychiatry (2012) 17(12):1174–9. doi:10.1038/mp.2012.105

63. Walter H. The third wave of biological psychiatry. Front Psychol (2013) 4:582. doi:10.3389/fpsyg.2013.00582

64. Thagard P. Mental illness from the perspective of theoretical neuroscience. Perspect Biol Med (2008) 51(3):335–52. doi:10.1353/pbm.0.0030

65. Cuthbert BN. Research domain criteria: toward future psychiatric nosologies. Dialogues Clin Neurosci (2015) 17(1):89–97.

66. Tebartz-van-Elst L, Klöppel S, Rauer S. Voltage-gated potassium channel/LGI1 antibody-associated encephalopathy may cause brief psychotic disorder. J Clin Psychiatry (2011) 72(5):722–3. doi:10.4088/JCP.10l06510

67. Jones R, Major B, Fear C. Schizophrenia in a primary care setting. Curr Psychiatry Rep (2015) 17(10):84. doi:10.1007/s11920-015-0620-y

68. Kane JM, Robinson DG, Schooler NR, Mueser KT, Penn DL, Rosenheck RA, et al. Comprehensive versus usual community care for first-episode psychosis: 2-Year outcomes from the NIMH RAISE early treatment program. Am J Psychiatry (2016) 173(4):362–72. doi:10.1176/appi.ajp.2015.15050632

69. Venkatesan A, Tunkel AR, Bloch KC, Lauring AS, Sejvar J, Bitnun A, et al. Case definitions, diagnostic algorithms, and priorities in encephalitis: consensus statement of the international encephalitis consortium. Clin Infect Dis (2013) 57(8):1114–28. doi:10.1093/cid/cit458

70. Flores-Jimenez JA, Gutierrez-Aguirre CH, Cantu-Rodriguez OG, Jaime-Perez JC, Gonzalez-Llano O, Sanchez-Cardenas M, et al. Safety and cost-effectiveness of a simplified method for lumbar puncture in patients with hematologic malignancies. Acta Haematol (2015) 133(2):168–71. doi:10.1159/000363405

71. Grosso G, Pajak A, Marventano S, Castellano S, Galvano F, Bucolo C, et al. Role of omega-3 fatty acids in the treatment of depressive disorders: a comprehensive meta-analysis of randomized clinical trials. PLoS One (2014) 9(5):e96905. doi:10.1371/journal.pone.0096905

72. Magalhães PV, Dean O, Andreazza AC, Berk M, Kapczinski F. Antioxidant treatments for schizophrenia. Cochrane Database Syst Rev (2016) 2:CD008919. doi:10.1002/14651858.CD008919.pub2

73. UN Convention on the Rights of Persons with Disabilities. (2009). Available from: http://www.un.org/disabilities/documents/convention/convoptprot-e.pdf

74. Konrad N, Müller S. Compulsory interventions in dangerous mentally ill persons. In: Clausen J, Levy N, editors. Handbook of Neuroethics. Dordrecht: Springer Verlag (2015). p. 897–905.

75. Tebartz-van-Elst L. Freiheit. Psychobiologische Errungenschaft und neurokognitiver Auftrag. Stuttgart: W. Kohlhammer (2015).

76. Poirotte C, Kappeler PM, Ngoubangoye B, Bourgeois S, Moussodji M, Charpentier MJ. Morbid attraction to leopard urine in Toxoplasma-infected chimpanzees. Curr Biol (2016) 26(3):R98–9. doi:10.1016/j.cub.2015.12.020

77. Pedersen MG, Mortensen PB, Norgaard-Pedersen B, Postolache TT. Toxoplasma gondii infection and self-directed violence in mothers. Arch Gen Psychiatry (2012) 69(11):1123–30. doi:10.1001/archgenpsychiatry.2012.668

78. Müller S. Odysseus-Verfügungen mit besonderer Berücksichtigung der Tiefen Hirnstimulation. Pro. Ethik Med (2016) 28:255–8. doi:10.1007/s00481-016-0404-x

79. Müller S, Walter H. Reviewing Autonomy. Implications of the neurosciences and the free will debate for the principle of respect for the patient’s autonomy. Camb Q of Healthc Ethics (2010) 19(2):205–17. doi:10.1017/S0963180109990478

80. Zaprutko T, Kus K, Bilobryvka R, Rakhman L, Göder R, Michalak M, et al. Schizophrenia and employment: evaluation from professionals’ point of view. Psychiatr Q (2015) 86(4):569–79. doi:10.1007/s11126-015-9354-6

81. Angermeyer MC, Dietrich S. Public beliefs about and attitudes towards people with mental illness: a review of population studies. Acta Psychiatr Scand (2006) 113(3):163–79. doi:10.1111/j.1600-0447.2005.00699.x

82. Link BG, Phelan JC. Conceptualizing stigma. Annu Rev Sociol (2001) 27:363–85. doi:10.1146/annurev.soc.27.1.363

83. Goffman E. Stigma. Notes on the Management of Spoiled Identity. Englewood Cliffs, NJ: Prentice-Hall (1963).

84. Phelan JC. Geneticization of deviant behavior and consequences for stigma: the case of mental illness. J Health Soc Behav (2005) 46(4):307–22. doi:10.1177/002214650504600401

85. Schomerus G, Matschinger H, Angermeyer MC. Causal beliefs of the public and social acceptance of persons with mental illness: a comparative analysis of schizophrenia, depression and alcohol dependence. Psychol Med (2014) 44(2):303–14. doi:10.1017/S003329171300072X

86. Müller S, Heinz A. Stigmatisierung oder Entstigmatisierung durch Biologisierung psychischer Krankheiten? Nervenheilkunde (2013) 32:955–61.

87. Angermeyer MC, Holzinger A, Carta MG, Schomerus G. Biogenetic explanations and public acceptance of mental illness: systematic review of population studies. Br J Psychiatry (2011) 199(5):367–72. doi:10.1192/bjp.bp.110.085563

Conflict of Interest Statement: The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.

Copyright © 2017 Riedmüller and Müller. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) or licensor are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.

OPS/images/cover.jpg
frontiers
in Psychiatry

Ethical Implications of the Mild
Encephalitis Hypothesis of
Schizophrenia





OPS/images/logo.jpg
Ghesk for

i@





