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Mr. Chairman and Members of the Committee:
I am Thomas R. Insel, M.D., Director of the National Institute of Mental Health (NIMH)
at the National Institutes of Health, an agency in the Department of Health and Human Services.
Thank you for this opportunity to present an overview of the current state of mental health
research at NIMH, with a particular focus on our efforts to address serious mental illness, and
our efforts to discover, develop, and pursue new treatments for these brain disorders. In my
statement, I will review the scope of mental disorders in the United States and their impact on
public health, and I will outline examples of NIMH’s research efforts designed to address this
challenge.
PUBLIC HEALTH BURDEN OF MENTAL ILLNESS
The National Institute of Mental Health is the lead Federal agency for research on mental
disorders, with a mission to transform the understanding and treatment of mental illnesses
through basic and clinical research. The burden of mental illness is enormous. In the United
States, an estimated 11.4 million American adults (approximately 4.4 percent of all adults) suffer
from a serious mental illness (SMI) each year, including conditions such as schizophrenia,
bipolar disorder, and major depression.1 According to a 2004 World Health Organization report,
neuropsychiatric disorders are the leading cause of disability in the United States and Canada,
accounting for 28 percent of all years of life lost to disability and premature mortality (Disability
Adjusted Life Years or DALYs).2 The personal, social and economic costs associated with these
disorders are tremendous. Suicide is the 10th leading cause of death in the United States,
accounting for the loss of more than 38,000 American lives each year, more than double the
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number of lives lost to homicide.3 A cautious estimate places the direct and indirect financial
costs associated with mental illness in the United States at well over $300 billion annually, and it
ranks as the third most costly medical condition in terms of overall health care expenditure,
behind only heart conditions and traumatic injury.4,5 Even more concerning, the burden of
illness for mental disorders is projected to sharply increase, not decrease, over the next 20 years.6
NIMH-supported research has found that Americans with SMI die eight years earlier than
the general population.7 People with SMI experience chronic medical conditions and the risk
factors that contribute to them more frequently and at earlier ages. There are low rates of
prevention, detection, and intervention for chronic medical conditions and their risk factors
among people with SMI, and this contributes to significant illness and earlier death. Two-thirds
or more of adults with SMI smoke8; over 40 percent are obese (60 percent for women)9,10; and
metabolic syndrome is highly prevalent, especially in women.11 Approximately five percent of
individuals with schizophrenia will die by suicide during their lifetime, a rate 50-fold greater
than the general population.12
DELAYS IN RECEIVING TREATMENT—AND THE CONSEQUENCES
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According to a study published in 2004, the vast majority (80.1 percent) of people having
any mental disorder eventually make contact with a health care professional to receive treatment,
although delays to seeking care average more than a decade.13 Although instances of SMI are
associated with shorter delays, the average delay was nevertheless approximately five years—
that is five years of increased risk for using potentially life-threatening, self-administered
treatments, such as legal or illicit substances, or even death. During an episode of psychosis,
people can lose touch with reality and experience hallucinations and delusions. Research has
suggested that persons with schizophrenia whose psychotic symptoms are controlled are no more
violent than those without SMI.14 Nonetheless, when untreated psychosis is also accompanied
by symptoms of paranoia and when it is associated with substance abuse, the risk of violence is
increased. Importantly, the risk of violence is reduced with appropriate treatment. Moreover,
people with SMI are 11 times more likely than the general population to be victims themselves
of violence.15
HOW NIMH IS ADDRESSING THIS PUBLIC HEALTH CHALLENGE
In the past, we viewed mental disorders as chronic conditions defined by their apparent
symptoms, even though behavioral manifestations of illness are in fact the last indications—
following a cascade of subtle brain changes—that something is wrong. We understand now that
mental disorders are brain disorders, with specific symptoms rooted in abnormal patterns of brain
activity. Moving forward, NIMH aims to support research on earlier diagnosis and quicker
delivery of appropriate treatment, be it behavioral or pharmacological. NIMH has a three-
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pronged research approach to achieve this aim: (1) optimize early treatment to improve the
trajectory of illness in people who are already experiencing the symptoms of SMI; (2) understand
and prevent the transition from the pre-symptomatic (prodrome) phase to actual illness; and (3)
investigate the genetic and biological mechanisms underlying SMI in order to understand how, in
the future, we can preempt illness from ever occurring. Here are examples of NIMH efforts on
these three fronts:
(1) In the United States, the delay between a first episode of psychosis and onset of treatment
ranges from 61 to 166 weeks, with an average of 110 weeks.16 NIMH seeks to reduce that
delay as much as possible, through continued support of the Recovery After an Initial
Schizophrenia Episode (RAISE) project; a large-scale research project to explore whether
using early and aggressive treatment will reduce the symptoms and prevent the gradual
deterioration of functioning that is characteristic of chronic schizophrenia. The project is
currently focused on maintaining the quality of the treatment over time, and retaining
individuals in treatment. Results from initial analyses suggest that a RAISE-type intervention
would not only produce superior clinical outcomes, but will reduce re-hospitalization during
the first year.
(2) NIMH is continuing to fund research directed at the prodromal phase of schizophrenia, the
stage just prior to full psychosis. A consortium of eight clinical research centers (North
American Prodrome Longitudinal Study or NAPLS) are using biological assessments,
including neuroimaging, electrophysiology, neurocognitive testing, hormonal assays, and
genomics, to improve our ability to predict who will convert to psychosis, and to develop
new approaches to pre-emptive intervention.

16

Marshall M, Lewis S, Lockwood A, Drake R, Jones P, Croudace T. Association between duration of untreated
psychosis and outcome in cohorts of first-episode patients. Arch Gen Psychiatry. 2005 Sep 62:975-983.
5

(3) For decades, we have known that schizophrenia has a genetic component, but different
methods for studying genetic changes have led to uncertainty about which genes are involved
and how they contribute to illness. Using a new method to integrate information about
illness-related genes from different types of studies, NIMH-supported researchers have
identified a network of genes that affect the development, structure, and function of brain
cells. The researchers detected important variations in how these gene-related brain changes
affected risk for schizophrenia versus other disorders.17
PREEMPTION: THE FUTURE OF MENTAL HEALTH RESEARCH
Research has taught us to detect diseases early and intervene quickly to preempt later
stages of illness. This year we will avert 1.1 million deaths from heart disease because we have
not waited for a heart attack to diagnose and treat coronary artery disease.18 The 100,000 young
Americans who will have a first episode of psychosis this year will join over two million with
schizophrenia. Our best hope of reducing mortality from this, other SMI, and other brain
disorders will come from realizing that just like other medical disorders, we need to diagnose and
intervene before the symptoms become manifest. The health of the country cannot wait.
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