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Editorial

Delusional misidentifications
in a procrustean bed

Psychiatriki 2018, 29:15-16

The Delusional Misidentification Syndromes (DMSs) are characterized by defective integration of the normal-
ly fused functions of perception and recognition." The classical sub-types are: the syndromes of Capgras,’ Fregoli,
Intermetamorphosis (mentioned in 3) and Subjective doubles.* These syndromes occur in a clear sensorium and should
be differentiated from the banal transient misidentifications occurring in confusional states and in mania and from the
non-delusional misidentifications (e.g. prosopagnosia).

Joseph Capgras, who described the best-known sub-type, was indecisive on its pathogenesis. In his original report?
he defined the syndrome as "agnosia of identification" produced by a conflict between affective accompaniments of
sensory and mnemonic images. In his subsequent two publications, he considered the syndrome as a restitution delusion
and as a psychopathological mechanism to hide incestuous desires. For more details see the chapter by J.P. Luauté in a
volume on DMS.?

Psychodynamic approaches are, essentially, variants of the formulation that DMSs result from ambivalent feelings re-
solved by directing hate feelings onto an imagined double in order to retain the original intact (and thus avoid guilt).
These views have been voiced by David Enoch [relevant chapter in (3)] and with variations by many other investigators
reviewed by Oyebode.’

Regression to archaic modes of thought (like thinking in terms of doubles and dualisms) due to personality disintegra-
tion produced by psychotic illness is a fascinating hypothesis by John Todd [mentioned in (1)]. However, if this was the
case, DMS should be much more frequent.

Mayer-Gross and Ackner (mentioned in 9) had observed that when there is a delusional development, depersonaliza-
tion-derealization experiences tend to be included within the delusional system. Such experiences usually precede or
coincide with the onset of DMS.6 In view of this, Christodoulou'® suggested that DMSs may represent delusional evolu-
tions of depersonalization—-derealization experiences. Similar mechanisms were proposed for false memories of familiar-
ity, reduplicative paramnesia and autoscopy.

Cerebral “dysrhythmia” has also been noted in patients with DMS.” In view of clinical and prognostic similarities of DMS
patients with patients suffering from psychotic states occurring in an epileptic setting, many of these patients have been
considered as suffering from broadly speaking "epileptic" psychoses.” Joseph [mentioned in (6)] suggested that organic
causes produce disconnection between right and left cortical areas that decode afferent sensory information. This results
in the creation of a separate image in each hemisphere leading to an awareness of two, physically identical images.

Ellis and Young [mentioned in (1) and (6)] have maintained that DMS may result from defects at different stages of an
information processing chain. More specifically, the Capgras Syndrome appears when the route for unconscious recogni-
tion is damaged. Similar mechanisms have been proposed for the rest of the subtypes.

Margariti and Kontaxakis® have considered that in DMS there is disruption of the ability to recognize identities rather

than superficial appearance. Others have maintained that DMSs are multimodal neuropathologies and cannot be linked
to a single cognitive defect.
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Lastly, in view of the marked organic abnormalities detected in all DMS subtypes, DMSs have been linked with a great
number of organic conditions [reviewed in detail by Oyebode (5)].

According to Greek mythology, Procrustes was a bandit who stretched or amputated the limbs of his guests to fit his
iron bed. The DMSs do not deserve such treatment. Submitting them to the procrustean bed of uniformity should be
avoided.

People develop DMS for a variety of reasons. Most subjects have right hemisphere dysfunction but not exclusively.
Their condition is associated not with one but with diverse phenomena (depersonalization — derealization, prosopag-
nosia, false memories of familiarity, autoscopy, reduplicative paramnesia etc.) similarities with psychotic phenomena as-
sociated with epilepsy have been suggested but this refers to some patients only. Additionally, the charged emotional
relationship of the patient with the misidentified person(s) is neither necessary nor sufficient.

Diagnostically speaking, many roads lead to DMS, ranging from the monosymptomatic and monothematic one (con-
sidered as par excellence DMS) to that associated with disorders mainly of the schizophrenic or organic spectrum. DMS
can also be reached by a more “superficial” road, the one of depression, in which the delusion is secondary and often de-
pendent on the self-depreciation ideation. Speculating on these syndromes is a fascinating journey in psychopathology
but, although in most cases an organic contributor is present, yet the great diversity of conditions in the setting of which
DMSs occur renders the possibility of a unifying hypothesis unlikely.

Key words: Delusional misidentification syndromes, Capgras, Frégoli, Intermetamorphosis, syndrome of subjective
doubles.
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ApOBpo cuvtaéng

Ot mapafnpnTikég MapayvapiGeLg
GE TMPOKpPOoUGTela KAivi

Yuxiatpikry 2018, 29:17-18

Ot Xuvdpopég Mapalnpntikng Mapayvwptong (XMNMM) xapaktnpiovtal and diatapaxr otV amaptiwon Twv QUOLoAo-
YIK& GUVTNYHEVWY AEITOUPYIWV avTIAnYng Kat avayvwplong. Ot KAAGIKEG HoPPEC eivat: ol ouvSpouéc Capgras,?, Frégoli,
Intermetamorphosis [ava@epdpeveg oto (3)] Kal «YTOKeIevikoU Twoiax.* Ot ouvSpopéc autég oupBaivouy Xwpic va ou-
VUTTIAPXEL Slatapayr TNG oLVEIdNoNG Kal TTPETTEL va S1a@oPOoToLloUVTAL ATTO TIG KOIVOTOTIEG, TTAPOOSIKEG TTAPAYVWPIOELG TTOU
aAmavToUV OTIC CUYXUTIKEG KATAOTACELG KAl 0TN pavia, KaBwg Kal and Ti¢ pn mapaAnenTikéG mTapayvwpIoelg (.. Tpoow-
nayvwaoia).

O Joseph Capgras mou mepléypayge tn yvwotdtepn popen ZMM Atav avamo@daocioTog we mPog TV maboyéveon Tng.
TNV apxIKA Tou Snuocisuon? xapakTHEIoE TN GLUVEPOUR WE «ayvwWaoia avayviplong Kal Thv anédwaoe o acupBatdtnta
avdpeoa ota ouvalotriuata mou cuvoSeVOULV TIC AICONTNPIAKEC KAl TIC UVNUOVIKEC EVTUTIWOELC. XTIC EMOUEVEC SUO dnuo-
olevoelg o Capgras Bewpnoe tn cuvdpoun W AUuVa EvavTl Jag HEYOAUTEPNG ATTEINAG (TNG «ATTOTTIPOCWTTOTOINONG») Kal
WG YuXoTaBoAOYIKO UNXAVIOUO TTOU ATTOBAETEL OTN CUYKAAUYN aTTAYOPEUUEVWY EMIBUULWV. MEPIOCOTEPEG AETTTOUEPELEG
070 Ke@dMaio Tou J.P. Luauté.’

Ot Yuxoduvapikég amoyelg ival katd Bactv maparAayég TnG avtiAnyng 0Tt ol MMM mpokUTITouv dTav T AUPIOUMIKE OU-
valoOnuata emAvovTal HECW EKTPOTIAC TOU UIoOUC TTPOC évav (avTAoTIKO owaoia woTe va dlatnpnbei avémao To olkeio
TPOoWTO (KAt £TOL TO UTTOKEIEVO va amo@UyeL TNV evoxn). AuTtéG ol amdyelg StatunwOnkav apxikd amoé tov David Enoch
[oxeTikd Ke@AAalo oTo (3)] Kat pe Stapopeg maparlayég amd AANoUG epeuvnTEG [avaokomnon amd tov Oyebode (5)]1.

H YuxwTtik maAivépounon og apxaikolg TPOTouG oKEWNG (OTTwG gival ol owoieg Kat ot duiopoi) BewpnBnke amd Tov
Todd kat Toug ouvepydteg Tou [avagopd oto (1)] umevBuvn yia T MMM, H utdBeon autn ival e€aipetikd evdlapépouaoa,
av ioxue opwe Ba émpeme ol MM va gival ToAD cuxVOTEPEC.

Ot Mayer Gross kat o Ackner [avagopd oto (9)] eixav mapatnprosl 6Tt étav n Yuxomaboloyia maipvel mapaAnEnTIKA
KATELOLVON, TA ATTOTIPOCWTTOTIOINTIKA-ATIOTIPAYHUATOTOINTIKA PIWHATA TEIVOUV VA EVOWHUATWVOVTAL OTNV TTAPAANPNTIKA
oupunmtwatoloyia. Tétola Biwpata cuvABwG TponyolvTal A ekSNAKVOVTAL CUYXPOVWE UE TNV évapén Twv XMM.S. Xtn Ba-
on auTtwv Twv Sedopévwy umooTtnpixdnke" ® 6T o1 MMM avTimpoownelouv TApaAnEnTIKEG ueTeEeNIEEIC amoTpoowTomoIN-
TIKWV-ATTOTTPAYUATOTTOINTIKWVY BlwpdTwv. Mapdpolol unxaviouoi mpotdinkav yla CUUTTWHATA OTTwG To «AdN 1I8WBEV» Kal
10 «NON BlwOEév», N avadImAACIACTIKA TAPAUVNCia Kal N EQUTOCKOTTIA.

H eykepahik «SucpuBuia» éxel emiong cuvSedsi pe Ti¢ EMM.7 AeSopévwy TwV KANIVIKWV KAl TTPOYVWOTIKWY OMOIOTATWY
Twv aoBevwv pe 2MM pe Toug aoBeVeig TOU TTACXOUV ATIO PUXWTIKEG KATAOTACELG O £€60¢p0g emAnpiag, ummootnpixOnke
6Tt MoAoi amd Toug TPWTOUC TACXOLV artd (UTTO eUPUTEPN évvola) «EMANTITIKES» Puxwoelc.” Emiong o Joseph [avagopd
o710 (6)] umooThPIEe OTI SIAPOPEC OPYAVIKEC AITiEC TTPOKAAOUV amoouvdeon PeTAlL Twv Se€lwv KAl TWV APIOTEPWV TIEPIO-
XWV TOU EYKEPANOU TTOU amTOKWSIKOTIOOUV Ta aloONnNTNPLaKd epebiopata pe AMOTENECHA VA TTIPOKUTITEL O€ KABE NUIo@aiplo
avtiAnyn Vo EexwPIOTWV TTAVOUOLOTUTIWVY EIKOVWV.

Ot Ellis kat Young [avagopd oto (1) kat (6)] umootipi&av 6Tt ot XM mpokalovvTal and Satapayég os Siapopa otadia
NG enegepyaciag Twv MANPOPOPLWV. ZUyKeKpLUéva, Bewpnoav 6Tt n ouvdpoun Capgras gival amotéleopa BAABNG TNG
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0600 acuveidnTng avayvwplong. Avaloyol Pnxavicopoi éxouv mpoTabei yia Tig AAeC umro-katnyopieg XMM. Ot Mapyapitn
kat Kovta&aknc® umootApi€av ott otig ZMMN unmdpyet Slatapayrn IKavéTNTAg avayvwpeiong TautdTnTag Kat Ox1 TnG eEwTe-
PIKNG p@avions. AANol umootnpifouv 6Tt ot XTI gival moAUTpomeg veupomaboloyieg kat Sev ouvdéovTtal Pe HOVO ia
yvwoTtikn dtatapaxn. TEAOG, e apeTnpia TNV avelpeon opyavikwy dlatapayxwv o€ OAEG TIG uTTo-KaTnyopieg 2, ol ouv-
Opopég auTég €xouv ouvSeDEei pe évav peydlo aplBud opyavikwy kataotdoswv [avaockomnon and Oyebode (5)].

Katd tnv EAAnvikn MuBoMoyia o MNMpokpouotng uméBaile Ta BUpatd Tou oto Bacaviotrplo Bialag TPOCAPUOYG TOUG
oTNnV MpokpovoTela KAivn Tou. Ot XIMM dev a&ilouv Tétola petayeipion. H mpokpoloTela avalATnon AmoKAEIOTIKA HIAG
aitiohoyiag eivat avedagikn. Ot cuvdpopég XMM SnuiovpyolvTal €€ attiag Ox1 vog aAAd TTOKIAWVY Adywv. Ot TIEPLOTOTEPOL
aoBeveiq éxouv Suoheltoupyia Tou Se€loU NuIo@atpiov aAld Ox1 kaT’ amokAeloTikdTNTA. H KaTdoTOOoN TOUG CUVSEETAL X!
HE éva aANd HE TTOLKIAG KAVIKA @alvOpEeva (AmoTTpoowonoinon-amompayuatonoinon, mpoowmnayvwoia, déja vu kat déja
vecu, EQUTOOKOTTIA, avaSITAACIACTIKY TTAPAUVNOIa KAL) UTTAPXOUV OUOLOTNTEG UE YUXWTIKA QAlVOPEVA GUVOEOUEVA E
TV emAnyia aAAd auTtd apopd PHOVo o€ 0pIoUEVOUG aoBeveic. EmMmpooBEéTwe, n évtaon TnG oX€oNG TOU UTTOKEIUEVOU HUE TO
napayvwpllopevo mpdowmo Sev gival oUTe avaykaia oUTe EMOPKAG.

Amé SlayvwoTikr okomid, moANoi Spopot odnyoulv oe MM, amd Tn HOVOCUUTITWHATIKH Kal povoBepatikn 0606 (mou Bew-
peitatkat’ e€oxnv ZMM) péxpt autég mou cuvdéovTtal pe Slatapaxég Kupiwg Tou oXI{oPPEVIKOU 1 TOU OPYAVIKOU @ACHATOC.
H mpooméNaon duwG PMopEi va YiveL Kal armo €va TIO «ETTIPAVEIOKO» MOVOTTIATL, AUTO TNG KATAOAYNG, oTnv omoia n mapa-
AnpnuaTikni 16€a Tou cwoia gival deutepoyevn Kat ouxvd e€apTdtal amd Tov auTo-amadlwTiko 16eacpd. H peAétn autwy
Twv odwv ival éva yonteuTtikd taidt otnv Yuxomaboloyia, woTdoo —av Kal OTIC TIEPICCOTEPEC TIEPITTTWOELS EiVAL EPUPAVAG
N TTOPOUGCIA OPYAVIKWY CUVTEAECTWV— N LEYAAN TTOIKIAIQ TWV KATACTACEWV TToL 08nyouv o€ XM pHag amopaKkpUVEL Ao TO
ev&exOUEVO pIag povadiKig maboyeveTikng umdOeonc.

Né€erg evpeTnpiou: MapalnpnTikég mapayvwpioelg, Capgras, Frégoli, Intermetamorphosis, cuvSpour UTTOKEIUEVIKOU
owoia.
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Research article
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Psychiatriki 2018, 29:19-24

he link between poverty, unemployment and economic downturns and increases in crime

rates has long been the subject of social science study. However, the relationships between

these phenomena has not been studied sufficiently and through time in most European

countries that suffered, or, like Greece, are still suffering the recent financial crisis. We ex-
amined if the recent financial crisis in Greece has coincided with an increase in crime, analyzing
crime rates since the start of the financial crisis and over an extensive time period (7 years). Crime
statistics were taken from the Greek Police. Repeated measures analyses of variance were per-
formed to reveal potential differences in criminality for the years 2008, 2010, 2012 and 2014. There
was a significant increase in global criminality rate per 100,000 residents (Wilks’ Lambda=0.32, F
(3,11)=7.93, p=0.004). There was a significant increase in illegal gun possession (Wilks’ Lambda=0.16,
F (3,11)=18.68, p=0.001), fraud (Wilks" Lambda=0.10, F (3,11)=32.35, p=0.001), extortion (Wilks’
Lambda=0.38, F (3,11)=4.45, p=0.040), and beggary (Wilks’ Lambda=0.33, F (3,11)=6.22, p=0.014).
A reversed U shape was found for homicides, thefts and robberies, with rates peaking in 2010
and 2012 before dropping off in 2014. Narcotics and sexual exploitation crime rates remained un-
changed. Surprisingly, the incidence of rape decreased (Wilks’ Lambda=0.42, F (3,11)=5.14, p=0.018).
Our results are in agreement with the results of previous broader studies as well as with crimino-
logical theories according to which in times of economic stress an increase in both property crimes
and violent crimes is expected. As predicted, an increase in financial crime was observed (e.g. fraud
and extortions) as well as petty crime related to financial hardship like beggary. Concerns regarding
the escalation of white-collar crimes in times of economic downturns that have been raised in the
literature warrant further investigation.

Key words: Criminality, financial crisis, poverty, unemployment, Greece.
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Introduction

Poverty, unemployment and economic down-
turns have been linked globally with increases in
crime rates.'™ Violent crime and property crime are
also associated with absolute and relative poverty,
as well as economic inequality.®’ Living in poverty
makes not only offending but also being the victim
of crime more likely.> Furthermore, crises of unem-
ployment during economic recessions polarize the
poor into offenders and non-offenders, and this
polarization is felt most severely by those with the
least resources and the most structural constraints
due to their criminal involvement.>®® According to
Pridemore'® the most striking and consistent rela-
tionship between poverty and crime across many
different contexts is how powerfully poverty pre-
dicts homicide rates. Nevertheless, the relationships
between these phenomena has not been studied
sufficiently and through time in most European
countries that suffered, or, like Greece, are still suf-
fering the recent financial crisis.

The Greek financial crisis began in spring 2010,
when rising interest rates on its sovereign debt
forced the Greek government to resort to a domes-
tically controversial bailout from an ad hoc support
mechanism overseen by the European Union, the
European Central Bank and International Monetary
Fund." In return for €110 billion in bailout money
to service its debt the Greek government agreed
to undertake painful spending cuts and tax hikes.
The unemployment rate spiked from 9.6% in 2009
to 26.6% in 2014, real wages plummeted and prop-
erty values collapsed, while state pensions were
slashed.""'?

There is evidence that in the period leading up
to the full-blown crisis crime rates in Greece had
already started to creep up.”*'* Divorces have also
been dramatically spiked, and in tandem with soar-
ing unemployment appear to be closely associated
with violent crime, particularly homicides."”

According to Stuckler, Basu and Suhrcker'® be-
tween 1970 and 2007 throughout Europe for every
1% of rise in unemployment rates there was a 0.79%
rise in homicide. A study conducted in 26 European
Union countries concluded that the recent econom-
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ic downturn has had a multifaceted negative soci-
etal impact, including unemployment, early violent
death, suicides, homicides and alcohol abuse.'®
Women in particular appear to be especially vul-
nerable to increased homicide during recessions.!”
These results are not confined to Europe. A study in
Hong Kong found that roughly one out of three vio-
lent offenders were under financial pressure when
committing homicide, and more than one out of
four offenders appeared directly motivated by eco-
nomic distress.'®

Economic stress is also a major source of family
tension and a leading cause of family breakup.'” A
survey of 630 domestic violence shelters in the USA
reported a 75% increase in the number of requests
for services since the onset of the crisis."” Even
though abuse has become more severe women ap-
pear to stay longer in these abusive relationships."
Increased rates of domestic violence linked to the
crisis have also been reported in Curacao, India,
the Lao People’s Democratic Republic and the UK,
among others. According to Cooper?® each financial
recession will be followed by an increase in levels of
domestic violence.

The aim of this study is to examine crime rates
since the start of the current Greek financial crisis.
This is the first study to examine the impact of the
European financial crisis on crime over such an ex-
tensive time period (7 years). An increase in violent
crime rates during the first years of the crises was
predicted. We also predicted increases in financial
crime like frauds and extortion, as well as petty
poverty-related crime like beggary.

Material and method

Regional crime data (Greece is divided into 14
police regional units) were taken from the Crime
Analysis Section of the Public Security Department
of the Hellenic Police Headquarters. Data for ten
crime categories were taken: homicide, fraud, rape,
extortion, narcotics, illegal gun possession, sexual
exploitation, theft/burglary, beggary and rob-
bery. Annual population data were taken from the
Hellenic Statistical Authority (ELSTAT). Using these
two datasets we were able to compute popula-
tion-adjusted crime rates in the form of incidence
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per 100,000 residents for each crime category
separately, as well as a composite index of “global
criminality” (crude crime rate) which was derived
by summing the population adjusted crime rates
from all ten categories per time point. In our anal-
ysis each region was treated as one case (N=14).
Eleven repeated measures analyses of variance
were therefore conducted to test for differences
in criminality between 2008, 2010, 2012 and 2014
(table 1). SPSS version 20 was used for all statistical
analyses.

Results

There was a significant increase in global criminal-
ity rate per 100,000 residents (Wilks’ Lambda=0.32,
F (3,11)=7.93, p=0.004). The global criminality rate
for the year 2014 was slightly lower, but the pair-
wise Bonferroni comparisons of 2014 with 2010
and 2012 were not significant (figure 1). There was
a significant increase in illegal gun possession
(Wilks" Lambda=0.16, F (3,11)=18.68, p=0.001) (fig-
ure 2), fraud (Wilks’ Lambda=0.10, F (3,11)=32.35,
p=0.001) (figure 2), extortion (Wilks’ Lambda=0.38,
F (3,11)=4.45, p=0.040) (figure 3), and beggary
(Wilks" Lambda=0.33, F (3,11)=6.22, p=0.014) (fig-
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Figure 1. Incidence of thefts/ burglaries and narcot-
ics per 100,000 residents. The incidence of the overall
crude crime rate per 100,000 was derived by summing
the incidence of the other ten crime categories.

ure 2). There was a significant decrease in rape
(Wilks” Lambda=0.42, F (3,11)=5.14, p=0.018) (figure
3), whereas no differences were found for narcotics
(Wilks" Lambda=0.60, F (3,11)=2.48, p=0.115) (fig-
ure 1) and sexual exploitation (Wilks’ Lambda=0.65,
F (3,11)=1.82, p=0.207) (figure 3). There was a ten-

Table 1. Means of the crime rates per region for years 2008, 2010, 2012, 2014.

Wilks’ ,
2008 2010 2012 2014 Lampda FO012 P n
M  SD M SD M  SD M SD
Homicides 096 060 133 058 140 062 089 048 0511 351 .053 0.50
Fraud 516 6.68 1024 7.48 17.62 1682 17.18 10.19 0.102 3235 .001 0.90
Rape 241 214 194 129 146 099 126 129 0416 514 .018 0.58
Extortion 086 068 125 082 116 087 132 043 0375 445 .040 0.63
Narcotics 95.03 2579 9392 2202 8812 2096 97.66 25.12 0596 248 .115 0.40
lllegal gun 26.16 2190 32.85 26.02 43.88 2231 5375 2585 0.164 18.68 .001 0.84
possession
Sexual 219 161 323 270 226 313 191 232 0646 182 207 035
exploitation
Thefts/
. 206.16 348.14 514.47 379.07 509.39 371.87 397.15 297.67 0317  7.90 .004 0.68
burglaries
Robberies 1156 17.39 2328 29.30 23.75 28.66 13.87 19.62 0470 413 .035 053
Begging 578 7.02 1146 1077 924 988 2898 2189 0325 622 .014 0.68
Crude orime /o5 10443 69251 11800 697.04 11690 61012 9172 0316  7.93 004 0.68

rate
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Figure 2. Incidence of fraud, begging, robberies, and
illegal gun possession per 100,000 residents.
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Figure 3. Incidence of extortion, rape, sexual exploita-
tion, and homicide per 100,000 residents.

dency for a reversed U shape for homicide (Wilks’
Lambda=0.51, F (3,11)=3.51, p=0.053), (figure 3),
thefts (Wilks’ Lambda=0.32, F (3,11)=7.90, p=0.004)
(figure 1), and robbery (Wilks’ Lambda=0.47, F
(3,11)=4.13, p=0.035) (figure 2), with higher levels
during 2010 and 2012 (table 1).

Discussion

As the results of the analysis at the regional level
show, criminality in Greece increased between 2008
and 2014. Our prediction of an increase in violent
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crime (e.g. homicides and robberies) during the
first years of the Greek financial crisis was therefore
borne out. It should be noted though that after sev-
eral years of recession, starting in 2014, a mild de-
crease in violent crime appeared to take place.

A study at the national level that explored the im-
pact of the economic crisis on crime indicators for
2008-2009 showed that in 7 out of 11 countries af-
fected by the crisis there was a systematic increase
in at least one criminality rate.4 Robbery increased
the most, followed by homicide. The results of the
present study are in agreement with these broader
studies results as well as with criminological theo-
ries according to which in times of economic stress
an increase in both property crimes and violent
crimes is expected.?'

As predicted, an increase in financial crime was
observed (e.g. fraud and extortions) as well as pet-
ty crime related to financial hardship like beggary.
Financial crime includes the so-called white-collar
crime, i.e. economic crime committed by business
and government professionals. Concerns regarding
the escalation of white-collar crimes in times of eco-
nomic down-turns have been previously raised in
the literature and warrant further investigation.?>*

This is the first study that attempted to investigate
patterns and changes in crime rates during this fi-
nancial European crisis over a long time-period. It is
plausible that the impact of a crisis is moderated by
its depth and duration as well as a society’s ability
to develop protective mechanisms for its citizens.?*

A limitation of this study involves the small sample
of observations (N=14). This is due to the fact that
the Crime Analysis Section of the Public Security
Department of the Hellenic Police Headquarters only
aggregates data at the regional level. It is likely that
data at the prefecture level (N=52) would provide a
clearer image of the variability and change of crime
rates. Another limitation involves the barriers to self-
reporting of certain crime categories to the Greek
police.

Acknowledgements: We thank the Hellenic
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EykAnpatkotnra v €Adada cta xpovia
TG OWKOVORKIG Kpiong: 2008-2014
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"Turua Wuxodoyiac, EOviké kai KammoSiotpiakd Mavemotriuio ABnvay,
2A” Yuxiatpikn KAvikn, EOviké kai Kamodiotpiakd Mavemothiuio ABnvav, Ayivriteio Noookoueio, ABrva,
3Section of Cognitive Neuropsychiatry, Department of Psychosis Studies, Institute of Psychiatry,
Psychology and Neuroscience, King’s College London,
“Department of Oncology, University of Oxford, UK, *Mn KepSookomikéc Opyavioudc «Ourmpéar, ABAva

Wuyiatpikn 2018, 29:19-24

H cuox€tion TNG PTWYXELAG, TNG AVEPYIAG KAl TWV OIKOVOUIKWY UQECEWV HE TNV avénon tou Babuou
EYKANUATIKOTNTAG €ival €W Kal TTOAU Kalpd Bua HEAETNG TWV KOIVWVIKWV EMOTNUWV. Q0oTd00, Ol
OX£0E€IG METAEY AUTWVY TWV PAIVOUEVWV SV €xOUV HENETNOEL emapKwg Kat og BAaBog xpdvou oTIG Te-
PLO0OTEPEC ATIO TIG EVPWTIATKEG XWPEC, Ol OTIOIEG AVTIMETWTIIOAY, 1, OTTWG cupPaivel pe Tnv EANGSq,
avTIHETWTTICOUV OKOUN TNV TPOCPATN OIKOVOMIKN Kpion. E€etacape katd mdéoov n mpdo@atn olko-
VOUIKN Kpion otnv EAAASa ouvémeoe e pia av€non otnv eyKANUATIKOTNTA, avaAuovtag Tov Babud
EYKANUATIKOTNTAG 1O TNV évapén TNG OIKOVOUIKAG KPIong Kat KaTd Tn SIAPKELD UIaG EKTETAMEVNG
XPOVIKNG TTEPLOSOU (7 xpdvia). Ta OTATIOTIKA OTOIKEIQ OXETIKA HE Ta EYKARATA EAPOnoav amd tnv
EAANvikr Aotuvopia. AlevepyrnOnke availuon SlakOpavong EMAVOANTITIKWV HETPAOEWV yia va e&e-
TOOTOUV EVOEXOUEVEC SIAPOPEC OTNV EYKANMATIKOTNTA HETALD TwV TWV 2008, 2010, 2012 kai 2014,
Yrmpée pia onuavTikh av§non tng EMMTWoNg TNG CUVONIKNAG eyKAnuatikdtntag avd 100.000 katoi-
kou¢ (Wilks" A=0,32, F (3,11)=7,93, p=0,004). Ynp&e onuavTiki avénon otnv mapavoun omAOKATOXN
(Wilks' A=0,16, F (3,11)=18,68, p=0,001), Tic anmdtec (Wilks’ A=0,10, F (3,11)=32,35, p=0,001), Toug eKfi1-
aopouc (Wilks' A=0,38, F (3,11)=4,45, p=0,040) kat tnv ematteia (Wilks’ A=0,33, F (3,11)=6,22, p=0,014).
KaumuAn oxfuatog avteotpappévou U BpéBnkKe yia Tnv mMopeia Twv avOpwmoKTOVIWY, TwV KAOTIWV
KAl TWV ANOTEIWY, PE TNV EMMTWON VA KOPLPWVETAL oTa €T 2010 Kat 2012 Kat akoAoUBwWC va UELWVE-
Tal 10 2014. H eminmtwon Twv eyKANUATWV TToU oXeTI(OVTAL € VAPKWTIKA KAl 0EEOVANIKE EKUETAANEL-
on, 6ev ep@Aavioe PeTABOAEC. ATTPOOSOKNTO EVPNHA RTAV N PEiwon TNG EMIMTWONG 0TOUG Blacpolg
(Wilks A=0,42, F (3,11)=5,14, p=0,018). Ta amoteAéopaTa TNG LEAETNG pag BpiokovTal o cuppwvia pe
TO ATTOTEAECHATA TTPONYOUHEVWY EVPUTEPWV PEAETWY, KABWE KAl E EYKANUATONOYIKEC Bewpiec oUY-
QWVA E TIC OTTOIEC O€ KalPOoUC OIKOVOUIKNG THECNC AVApEVETAL aVENon TOCO TwV Bialwv eyKANUATWY
000 Kal TwV YKANUATWV 1Tou oxeTiCovtal Ye Tnv meptouaia. Onwg gixape mpoBAEEL, mapatnpnOnke
av€non O0Ta OIKOVOUIKA EYKARHATA (TT.X. O€ aTATEG KAl EKBLaooUg) KaBwE Kal O HIKPO-eYKARUATA
OXETI{OPEVA UE TNV OIKOVOUIKH 0TéPNON, OTwg N enartteia. Mepaitépw Siepevivnon amatteital yia Tig
avnouyieg mou €xouv StatunwBei otn BiPAloypagia oXeTIKA pe TNV KAPAKWON TOU EYKARUATOG «AEV-
KOU KOAAAPOU» O€ KAIPOUC OIKOVOUIKWY UPECEWV.

Né€eig evpeTnpiov: EykANUATIKAOTNTA, OIKOVOUIKN Kpion, TWYELa, avepyia, EANaSa.
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atural disasters, such as earthquakes, are traumatic events causing both acute and enduring stress
to affected individuals. Psychosocial consequences include posttraumatic stress disorder (PTSD),
reactions of anxiety and depression and sleep problems. The island of Cephalonia in lonian Sea
is characterized by its high seismic activity. More specifically, this activity has been considered
to be the highest of the Balkan Peninsula and Europe in general. In January and February of 2014 a long
sequence of earthquakes, which included two main shocks of 6.1 Richter and 6.0 R, struck the island. The
epicenter of the earthquake was the city of Lixouri. A long series of aftershocks measured > 4.0 R followed
these main shocks. In total, the number of earthquakes that affected those living in Cephalonia between
January 26 and August 2014 when the present study took place, was 2055. Several damages concerning
buildings, monuments and churches, stonewalls, road networks and port facilities occurred, but there were
no human casualties. The aim of the present study was to assess sleep problems, insomnia in particular in
the affected population after the two severe earthquakes in the island of Cephalonia. The assessment was
made through the Athens Insomnia Scale (AlS). Sleep problems were assessed for two time points, i.e., ret-
rospectively one month before and six months after the earthquake. In terms of psychopathology, anxiety
(STAI — State anxiety) and symptoms of depression (CES-D) were more pronounced in our study popula-
tion than the expected norm in the community. Correlations with depression (Center for Epidemiological
Studies-Depression), anxiety (State-Trait Anxiety Inventory — State Anxiety) and PTSD symptoms (Impact
of Event Scale-Revised) were investigated. A significant increase of sleep problems pertaining to insom-
nia was found (p<0.001). The most frequent complaints were difficulty with sleep induction, awakenings
during the night, and sleepiness during the day. Higher STAI - State anxiety, CES-D, and IES-R scores were
associated with greater likelihood of having insomnia six months after the earthquake. No other significant
associations were detected with several recorded sociodemographic parameters. In conclusion the local
population exhibited sleep disturbances 6 months after the earthquake. Sleep problems and ensuing next
day dysfunctioning appear to be dependent on the existing psychopathology but independent of sociode-
mographic factors, and are potentially the result of constant worry due to the continuing seismic activity.
Therefore, mental health providers should recognize and manage disordered sleep after earthquakes, al-
though further studies are required to investigate the long-term impact of natural disasters on sleep.

Key words: Natural disasters, earthquake, sleep problems, insomnia.
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Introduction

The island of Cephalonia in lonian Sea is character-
ized by its high seismic activity. More specifically, this
activity has been considered to be the highest of the
Balkan Peninsula and Europe in general.' Cephalonia’s
most destructive earthquake of the past century oc-
curred in 1953 causing 455 deaths and 4,400 serious
injuries. Since then a serious number of earthquakes
have occurred. In 2014 a long sequence of earthquakes

—-which included two main shocks of almost the same
magnitude- struck the island. The epicenter of the
earthquake was the city of Lixouri and the western
part of Cephalonia was mostly affected. A long series
of aftershocks followed these main shocks. The first
earthquake of a magnitude of 6.1 R on the Richter scale
struck on January 26 at 15:55 local time, damaging re-
inforced concrete buildings, monuments and churches,
stonewalls, road networks and port facilities. The after-
shock sequence included approximately 731 seismic
events, of which thirty-one had a magnitude >4.0 R
(maximum 5.3 R). On the 3rd of February, eight days af-
ter the major earthquake and at 05:08 local time, a sec-
ond 6.0R earthquake struck the island at the same area
exacerbating previous material damages, without hu-
man casualties. This earthquake’s aftershock sequence
included 427 seismic events during the next ten days;
fourteen of the aftershocks measured >=4.0 R. This
high seismic activity continued, albeit in decreasing
intensity, for six months till end of August 2014, when
the present study took place. In total, the number of
earthquakes that affected those living in Cephalonia
between January 26 and August 2014 was 2055.?

Natural disasters, such as earthquakes, are traumatic
events causing both acute and enduring stress to af-
fected individuals. There are immediate threats, such
as risk of death and risk of injury to oneself or a loved
one, and enduring stressors such as housing, eco-
nomic, social and emotional problems. Psychosocial
consequences include post-traumatic stress disorder
(PTSD), reactions of anxiety and depression, and co-
morbidities.>™®

Prominent sleep complaints in the aftermath of
trauma, either isolated or in the context of PTSD, are
also very common and disturbed sleep has been re-
ported by several investigators”™'" after various types
of trauma, such as sexual abuse, war, car crashes, hurri-
canes and earthquakes. The most frequent self-report-
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ed complaints are difficulties in initiating and main-
taining sleep, shorter sleep duration, restless sleep,
daytime fatigue, nightmares and anxiety dreams.'?
Immediate and short-term post-trauma sleep prob-
lems have been often reported in the literature but
only a few studies have investigated sleep complaints
several months following a natural disaster.'>'*

In the present study we assessed sleep problems,
insomnia in particular, in the affected population of
Cephalonia, retrospectively one month before and 6
months after the earthquake, and investigated their
correlation with depression, anxiety and PTSD symp-
toms.

Material and method

Participants

A total of 220 residents were randomly selected
from the municipal lists of the epicenter city of Lixouri.
Of those selected, 50 subjects declined to participate
either due to lack of time or other inconvenience, or
were excluded from the study because they did not
properly complete the administered questionnaires.
Thus, 170 subjects were finally included in the study.
The selected individuals were assessed through ques-
tionnaires either at home or at the local hospital, at
their own convenience. The assessments were carried
out by a general doctor and three mental health pro-
fessionals 6 months after the earthquake. Informed
consent was obtained from all participants.

Assessment

The assessment was made through the following
psychometric scales:

The Athens Insomnia Scale (AIS),”® a self-adminis-
tered 8-item psychometric instrument based on the
ICD-10 criteria for the diagnosis of insomnia, which
measures sleep quality and quantity as well as next
day subjective functioning. Each item is rated from 0-
3 (0="no problem at all", 3="very serious problem"). In
the present study, the cutoff point for the presence of
insomnia was set at 8. Sleep problems were assessed
for two time points, i.e., retrospectively (based on rec-
ollection) one month before and six months after the
earthquake.

The Greek version of the Center for Epidemiological
Studies - Depression (CES-D) questionnaire'® was
used for detecting depression in a general population
sample.
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The state anxiety subscale of the State-Trait Anxiety
Inventory (STAI)'" which has been validated in the
Greek population'® was used for the assessment of
anxiety.

The 22-item Impact of Event Scale-Revised (IES-R)
for the measurement of PTSD symptoms; the scale
provides a total IES-R score, as well as subscores for in-
trusion, avoidance and hyperarousal symptoms.'?

Statistical analysis

Continuous variables are presented with mean
and standard deviations, while qualitative variables
are presented with absolute and relative frequen-
cies. For the comparisons of proportions chi-square
test has been used. McNemar's test was computed
to compare the presence of sleep complaints before
and after the earthquake. Estimating equations were
used to assess if changes in the presence of insomnia
before and after the earthquake were significantly
different between different demographic groups.
Univariate logistic regression analyses were used to
test the effect of the demographic factors on insom-
nia, followed by multiple logistic regression analysis in
a stepwise method (p for removal was set at 0.1 and
p for entry was set at 0.5), based on which odds ra-
tios (OR) with 95% confidence intervals (95% Cl) were
computed. All p values reported are two-tailed; statis-
tical significance was set at 0.05. Analyses were con-
ducted using the SPSS statistical software version 19.0
(IBM Corporation, Armonk, New York).

Results

Data from 170 participants (37.9% men) from whom
AIS measurements were obtained were analyzed.
Sample characteristics are presented in table 1. The
mean age of the participants was 41.1 years (SD=15.5
years). Almost half of the responders had more than 12
years of education and 58.8% were married. Physical
health problems were stated by 12.9% of the sample,
while mental health problems were mentioned by
4.1% of the participants (referring to the time of the
assessment). The majority of the participants were ei-
ther in their home or in another building during the
earthquake. The mean STAI-State anxiety score was
44. (SD=10.9) suggesting clinically significant symp-
toms of anxiety, since a cutoff point of 40 on the STAI-
State anxiety scale has been proposed as indicative
of the presence of anxiety symptoms in the general
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Table 1. Sample characteristics.*
N (%)

Si;l‘en 65 (38.2)

Women 105 (61.8)
Age, mean (SD) 41.1 (15.5)
Age**

<35 57 (33.5)

35-46 57 (33.5)

>46 56 (32.9)
Education (years)

<12 88 (54.7)

>12 73 (45.3)

Missing 9
Marrital status

Single/Widowed 70 (41.2)

Married 100 (58.8)
Children

No 65 (38.2)

Yes 105 (61.8)
Number of children, mean (SD) 2.2 (0.9)
Physical health problems

No 148 (87.1)

Yes 22 (12.9)
If yes, do you receive any treatment?

No 2 (9.1)

Yes 20 (90.9)
Mental health problems

No 163 (95.9)

Yes 7 (4.9)
If yes, do you receive any treatment?

No 1 (16.7)

Yes 5 (83.3)
Location during the earthquake

In their home 156 (91.8)

In another building 3 (1.8)

In the street / open space 5 (2.9)

In a vehicle 3 (1.8)

Other 3 (1.8)
STAI-State anxiety score, mean (SD) 441 (10.9)
CES-D score, mean (SD) 20.7 (7.1)
IES-R total score, mean (SD) 4.7 (2.8)
IES-R Avoidance, mean (SD) 1.5 (0.9)
IES-R Intrusion, mean (SD) 1.6 (1.0)
IES-R Hyperarousal, mean (SD) 1.7 (1.0)

*At the time of the assessment
**Categorized according to tertiles
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population.'”” The mean CES-D score was 20.7 (SD=7.1),
which is well above the cutoff score of 16, that accord-
ing to the literature®® indicates a significant depressive
symptomatology in a community sample.

The presence of insomnia as assessed by the AlS, for
the total sample was 26.5% (95% Confidence Interval:
19.8-33.2%) before the earthquake and 55.3% (95%
Confidence Interval: 47.7-62.8%) after the earthquake,
indicating a significant increase in sleep problems
(p<0.001). Regarding the specific sleep complaints
("marked" or "severe" problem) as reflected in the
eight items of the AIS before the earthquake, these
were particularly related to awakenings during the
night, final awakening, and sleepiness during the day.
Six months after the earthquake, the most frequent
complaints were difficulty with sleep induction, awak-
enings during the night, and sleepiness during the
day. The specific sleep problems are shown in table
2. There was a highly significant increase (p<0.001)
in almost all sleep complaints after the earthquake.
The percentage of increase in the presence of insom-
nia according to different demographic categories is
shown in table 3; this increase did not differ between
the different socio-demographic groups (p>0.05).

The results from univariate logistic regression analy-
sis with dependent variable the presence of insomnia
6 months after the earthquake are presented in table
4. Higher STAI-State anxiety scores and higher CES-D
scores were associated with greater likelihood of hav-
ing insomnia after the earthquake; higher total IES-R
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scores and higher scores in all subscales were also
associated with a greater likelihood of having insom-
nia after the earthquake. When multiple regression
analysis was conducted with dependent variable the
presence/absence of insomnia (based on the AlS cut-
off for a diagnosis of insomnia) 6 months after the
earthquake, it was found that STAI-State anxiety and
total IES-R score were associated with greater likeli-
hood of having insomnia after the earthquake [OR
(95%Cl): 1.38 (1.15-1.66) and 1.06 (1.01-1.11) respec-
tivelyl. When the dimensions “avoidance”, “intrusion”
and “hyperarousal” were used in multiple analysis in-
stead of the total IES-R score it was found that “intru-
sion” (OR=2.18, 95%Cl: 1.33-3.57, p=0.002),“avoidance”
(OR=2.01, 95%Cl: 1.27-3.17, p=0.003) and “hypera-
rousal” (OR=2.41, 95%Cl: 1.51-3.84, p<0.001) were sig-
nificantly and independently associated with greater
odds of having insomnia.

Discussion

The main finding of the present study was a signifi-
cant increase (p<0.001) of sleep problems, pertaining
to insomnia, in a random sample of the adult popu-
lation of the city of Lixouri in Cephalonia six months
after the island was struck by two earthquakes (6.1
R and 6.0 R) followed by a long series of aftershocks.
This increase was found to be closely associated with
the presence of anxiety, depression and post-traumat-
ic stress symptoms.

Table 2. Sleep complaints one month before and six months after the earthquake. Number of individuals (%) who
estimate to have a "marked" or "severe problem" as assessed through the eight items of the AIS.

Before After
p*

AIS-8 items N (%) N (%)
Sleep induction 22 (12.9) 59 (34.7) <0.001
Awakenings during the night 32 (18.8) 59 (34.7) <0.001
Final awakening 27 (15.9) 47 (27.6) 0.004
Total sleep duration 20 (11.8) 46 (27.1) <0.001
Sleep quality 19 (11.2) 47 (27.6) <0.001
Well-being during the day 23 (13.5) 46 (27.1) <0.001
Functioning during the day 19 (11.2) 39 (22.9) 0.001
Sleepiness during the day 27 (15.9) 52 (30.6) <0.001

*McNemar’s test
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Table 3. Subjects diagnosed with insomnia according the AIS scoring before and after the earthquake, according

to various socio-demographic variables.*

Insomnia
Before After
(%) Change p*
N (%) N (%)
Sex
Men 18 (28.1) 33 (51.6) 235 0.237
Women 27 (25.7) 61 (58.1) 32.4
Age**
<35 12 (21.1) 33 (57.9) 36.8 0.230
35-46 19 (33.3) 32 (56.1) 22.8
>46 14 (25) 29 (51.8) 26.8
Education (years)
<12 31 (35.2) 54 (61.4) 26.2 0.470
>12 13 (17.8) 35 (47.9) 30.1
Marrital status
Single/Widowed 18 (25.7) 39 (55.7) 30.0 0.767
Married 27 (27) 55 (55) 28.0
Children
No 14 (21.5) 38 (58.5) 37.0 0.084
Yes 31 (29.5) 56 (53.3) 23.8
Physical health problems
No 41 (27.7) 85 (57.4) 29.7 0.847
Yes 4 (18.2) 9 (40.9) 227
Mental health problems
No 41 (25.2) 90 (55.2) 30.0 0.072
Yes 4 (57.1) 4 (57.1) 0.0
Location during the earthquake
In their home/another building 44 (27.7) 91 (57.2) 29.5 0.985
Other 1(9.1) 3 (27.3) 18.2

*At the time of the assessment

**Effects reported are significant differences between groups in the degree of change in insomnia proportions

Sleep problems subsequent to the exposure to
natural disasters are well documented.'*?"*2 Extreme
stress may have both a short-term and a long-term
impact on sleep. However, the long lasting effects on
sleep have been investigated by rather few longitudi-
nal studies.®'*"*?* |n this context, various predictive
factors of sleep disturbances have been investigated,
such as proximity to the earthquake’s epicenter, ex-
tent of material and human losses, socio-demographic
characteristics, and coexisting psychopathology (anxi-
ety, depression, and PTSD symptoms in particular).

In our study, proximity to epicenter and extent of
losses were not assessed, since all participants came

from the same area at the earthquake epicentre,
where the majority of aftershock quakes also occurred,
but there were no widespread material losses nor any
human casualties. This should be attributed to the
fact that the majority of the buildings after the 1953
catastrophic quake had been constructed according
to and following strict anti-seismic regulations and
specifications and therefore responded well during
the earthquakes; thus, not one of them collapsed and
none of the residents were killed or seriously injured.?
However, the continuing seismic activity kept resi-
dents in a state of constant worry and caused them
to wake up repeatedly during the night hours. There
follows that the relatively most frequent complaints
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Table 4. Univariate logistic regression analysis with dependent variable the presence of post-earthquake insomnia.

Insomnia after the earthquake

No Yes
OR (95% CIl)* o]
N (%) N (%)
Sex
Males 31 (48.4) 33 (51.6) 1.00** 0.407
Females 44 (41.9) 61 (58.1) 1.30 (0.70 — 2.43)
Age, mean (SD) 43.0 (17.4) 39.6 (13.7) 0.99 (0.97 - 1.01) 0.157
Age
<35 24 (42.1) 33 (57.9) 1.00
35-46 25 (43.9) 32 (56.1) 0.93 (0.44 - 1.96) 0.850
>46 27 (48.2) 29 (51.8) 0.78 (0.37 — 1.64) 0.514
Education (years)
<12 34 (38.6) 54 (61.4) 1.00 0.089
>12 38 (52.1) 35 (47.9) 0.58 (0.31 — 1.09)
Marrital status
Single/Widowed 31 (44.3) 39 (55.7) 1.00 0.927
Married 45 (45.0) 55 (55.0) 0.97 (0.53 -1.80)
Children
No 27 (41.5) 38 (58.5) 1.00 0.514
Yes 49 (46.7) 56 (53.3) 0.81 (0.44 — 1.52)
Physical health problems
No 63 (42.6) 85 (57.4) 1.00 0.151
Yes 13 (59.1) 9 (40.9) 0.51 (0.21 — 1.28)
Mental health problems
No 73 (44.8) 90 (55.2) 1.00 0.920
Yes 3 (42.9) 4 (57.1) 1.08 (0.24 — 4.99)
Location during the earthquake
In their home/another building 68 (42.8) 91 (57.2) 1.00 0.067
Other 8 (72.7) 3 (27.3) 0.28 (0.07 - 1.10)
STAI-State anxiety, mean (SD) 39.1 (10) 48.3 (9.8) 1.10 (1.06 — 1.14) <0.001
CES-D score, mean (SD) 18.5 (4.9) 22.6 (8.1) 1.11 (1.04 - 1.18) 0.002
IES-R Avoidance, mean (SD) 1.2 (0.8) 1.8 (0.9) 2.32 (1.58 - 3.41) <0.001
IES-R Intrusion, mean (SD) 1.1 (0.9) 2.0 (1) 2.69 (1.84 - 3.93) <0.001
IES-R Hyperarousal, mean (SD) 1.2 (0.8) 21 (1) 2.89 (1.98 - 4.22) <0.001
IES-R total score, mean (SD) 3.3 (2.3) 5.8 (2.7) 1.46 (1.26 — 1.68) <0.001

*Qdds Ratio (95% Confidence Interval);
**Indicates reference category

regarding night sleep were difficulty falling asleep,  cent study'® showed that two years after the L' Aquila
nocturnal awakenings, and sleepiness during the day. (Italy) catastrophic earthquake, which caused the
Moreover, this particularity may explain the high per-  death of 309 people and more than 1,600 injuries, sur-
centage (55.3%) of insomnia observed in our sample. vivors continued to suffer from reduced sleep quality,

The proximity to the earthquake’s epicenter seems as well as disruptive nocturnal behaviors; also, these
to be important in terms of symptom severity. A re-  problems were significantly correlated with the dis-
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tance from the earthquake’s epicenter, people, espe-
cially the elderly, living closer to the epicenter exhib-
iting more sleep problems. Also, in another study**
among child and adolescent survivors two years after
the 2010 Haitian 7.0 R earthquake, the distance from
the earthquake’s epicenter was crucial for the devel-
opment of PTSD symptoms and depression, followed
by high percentages of sleep disorders.

Several sociodemographic characteristics are well
acknowledged®?’ as potential risk factors for the de-
velopment both of insomnia problems and increased
responses to traumatic experiences. Women, older
people, less privileged people with lower levels of ed-
ucation and income, and being divorced or widowed
appear to be more vulnerable in developing these
conditions. Furthermore, prior psychiatric disorders
and physical health problems have been associated
with the development of insomnia and post-traumat-
ic stress reactions.”®* However, in the present study,
individuals reporting insomnia six months after the
earthquake did not differ from those without insomnia
problems in any sociodemographic aspect, although
in a previous retrospective study by our group™ fifty
years after the catastrophic earthquake in the same re-
gion in 1953, women were found to have considerably
more often recurring dreams of the earthquake and
overall distress than men. A possible reason for this is
that living close to the epicenter of the earthquake and
the lasting exposure to aftershocks minimizes the sig-
nificance of these predisposing factors.

In terms of psychopathology, anxiety (STAl-State
anxiety) and symptoms of depression (CES-D) were
more pronounced in our study population than the
expected norm in the community, and their severity
was associated with a greater likelihood of having in-
somnia after the earthquake. Anxiety and depression
are common findings after a natural disaster as shown
by many investigators®**3! also, those living in close
proximity to the earthquake epicenter are at greater
risk of developing such reactions.*?

Regarding PTSD symptoms, we found that posttrau-
matic stress symptomes, as assessed through the IES-R,
were associated with a greater likelihood of having
insomnia six months after the earthquake. It is widely
admitted that disturbed sleep is a most frequent post-
trauma symptom either per se or as a feature of PTSD
and other disorders as well; it is still debatable®-*
whether sleep problems and PTSD are distinct or co-
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morbid conditions. There are several theories regard-
ing what cluster of PTSD symptoms is directly associ-
ated with sleep problems. The emotional processing
theory of traumatic stress suggests that traumatic
memory is activated by re-experiencing trauma re-
lated clues during sleep. According to this perspective
intrusive PTSD symptoms are suggested to be more
closely related to sleep problems.*® However, there
are studies® reporting a relationship with the PTSD
hyperarousal and avoidance symptom clusters as well,
which was also the case in the present study.

Study limitations

The main limitation of the study is that the com-
parison of insomnia symptoms before and after the
earthquake is based on retrospective assessment of
the presence of such symptoms (for the period before
the event). It is possible that some of the subjects who
rate as insomniacs in the pre-earthquake period are
influenced by their current state at the time of assess-
ment and that the percentage of insomnia before the
earthquake is over-estimated.

The relatively small study sample recruited from the
local population, the assessment of sleep problems, in
particular pertaining to insomnia without a detailed
investigation of other sleep disorders, the lack of a
thorough psychiatric evaluation of the participants,
and the lack of information regarding previous trau-
matic events are also factors that limit the validity of
our findings.

Concluding remarks

The 2014 earthquake that struck the island of
Cephalonia had important repercussions on the local
population, even though there were no human casu-
alties. Adults living in the epicenter city area exhib-
ited symptoms of depression, anxiety, post-traumatic
symptoms, and enduring sleep disturbances 6 months
after the earthquake. Sleep problems and ensuing
next day dysfunctioning appear to be dependent on
the existing psychopathology but independent of so-
ciodemographic factors, and are potentially the result
of constant worry due to the continuing seismic activ-
ity. Therefore, mental health providers should recog-
nize and manage disordered sleep after earthquakes,
although further studies are required to investigate
the long-term impact of natural disasters on sleep.
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MpoBAnfpata ummvou £€§1 pPRveg
PETA QIO IGXUPI] GEIGHIKI] OpactnplotnIa
6to vinel tn¢g Kepannoviag

E. Aalapdrov,’ ©. Nanapnyomoulog,’ Xp. Avopitpn,’
N. AAe€avdpomoUlov,? I. Tahavdc,? X. Namayswpyiov’

'A” Wuxiatpikr KAvikn, EKTIA, Ayiviteio Noookopsio, ABAva,
’MatlaBvdtsio Noookopeio Anéoupiou, Kepardovid

Wuylatptkn 2018, 29:25-33

Ol QUOIKEC KATAOTPOPEC OTIWG Ol CEICMOI Urmopolv va §pdoouv cav TPAUUATIKA yeyovoTa TTou Tipo-
KaAoUv évtovn Yuxoloyikry Sucpopia. Yrmdpxel avénuévog kivbuvog yla tnv avantuén diatapaxnic
HETATPAUMATIKOU stress (PTSD), dyxoug, katabhipng kat Siatapaywv umvou. H KepaAlovid, vnoi Tou
loviou TeEAAyoUC, €ival TO TTAéOV OEIGUOYOVO PEPOC TNG BAAKAVIKAG XEPOOVOOU Kal YEVIKOTEPA TNG
Eupwnng. ZTi¢ 26 lavouapiou 2014 1o vnoi XTumidnke amd oeiopd peyéboug 6,1 Richter kat ot 6
DeBpouvapiov akolovBnoe évag Seutepog 6,0 R. MARBOG peTaceiopwy peyéboug 24,0 R kataypagnke
070 evdlApeco Twv VO Kal PETA Tov SeUTEPO PEYANO OEIoO. ZUVOAIKA 2055 peTaoelopol ixav kata-
ypa@ei amod téAn lavouapiou péxpt Tov AUyouoTto omote Kal Sie€nxOn n mapovoa épeuva. Ol oelopoi
TIPOKAAECAV ONUAVTIKEG UMKEG KATAOTPOPECG XWPI¢ OUwG va umdpéouv avBpwmiva Buuata r cofa-
POl TPAUHATIONOL. ZKOTTOC TNG TTapoLoag MEAETNG gival va a&loAoynoel Ta TPoBARATA UTTVOU, KUPIWG
Vv aimvia, o€ eiypa 170 atduwv — Katolkol 6Aot TG mOANng tou Anfoupiou, To omoio RTav To Emi-
KEVTPO Tou oelopoL. XopnyrBnke n Khipaka Avmviag twv ABnvwv (Athens Insomnia Scale), kat exTi-
pABnkav ot Satapayég UTTVoU yla KABe ATopo €vav piva TPV Kat €61 uAveG HETA and toug SUo 1oxu-
POUC OEIOUOUC. AlEpeuVBNKAV ETTIONG CUCXETIOUOI e TNV KATAOAYN He TNV KAipaka CES-D (Center
for Epidemiological Studies-Depression), pe To dyxog (State-Trait Anxiety Inventory — State Anxiety
State) Kal TO CUUTTTWHATA PETATPAUMATIKOU 0TpeC — PTSD (Impact of Event Scale — Revised). H peAétn
Katédel€e pia onuavTiki avénon Twv mpoRAnpdTwy UTTVOU —KUPIWE TG abmviag (p<0,001)- €&L urveg
HETA TOV O€lopo. O1 ouxvOTEPA avapePOUEVES SUOKONIEG apopoloav oTnv €\eucn Tou UTIVOU, O€ a-
@uUMVIoEeIC KaTtd TN SIdpKela TNG VUXTAG, Kal uTTvnAia Katd tn SidpKela TN NUEPAG. ATo tnv amoyn Tng
Yuyomaboloyiag, To AyXog Kal TA CUMMTWHATA TNG KATAOAYNE TAV TIEPIOCOTEPO €VTOVa GTOV TTANOU-
OMO TNG MEAETNC HOC aTTO TA AVAUEVOUEVA OE KOIVOTIKOUC MANBuopouc. Ta upnAd okop o STAI - State
anxiety, CES-D kat IES-R cuoyeTioTnkav pe peyaAltepn mOavotnTa va undpxet admvia €€L prveg petd
TOV O€I0MO. Agv avixveuBNKav AANEC ONUAVTIKEG CUOXETIOELG e SIAPOPES KOIVWVIKO-ONUOYPAPIKES
TTAPAUETPOUC TTOU KATAYPAPNKAV. ZUPMTEPACUATIKA, Ta MpoBAfjuata UTvou @aivetal va cuvdéovtal
UE TNV umdpyxouoa Yuxomaboloyia Kat gival mMOavod To AmoTENECHA TNG CUVEXOUG AVNOUXIaG TWV KATOI-
KWV AOYyw TNG oLVEXI{OPEVNG METACEIOUIKAC SpaoTnPIoTNTAG £€1 PVES LETA amd Toug SU0 KUPLOUG O€l-
OpoUG. Q¢ €K TOUTOU, OL ETAYYEAUATIEG YUXIKNAG LYEIOG TTPETeL va avayvwpilouv kal va Slaxetpifovtal
Ta poPAnuata UTTVou HETA amd CEICUOUE, AV KAl ATTAUTOUVTAL TTEPAITEPW UENETEG Yila va SlepeuvnBein
HaKPoTTPOBeouN eMGPAON TWV PUOIKWY KATACTPOPWY OTOV UTTVO.

Néeig eupeTnpiov: DUCIKEG KATATTPOYES, OEICUOG, TTPOoBARHaTA UTTVou, abmvia.
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plethora of studies have examined the prevalence and severity of anxiety and depression in rela-

tion to infertility, while ignoring social and cultural factors. The aim of this cross-cultural study

is to examine emotions related to quality of life, perceived social support, depression and anxi-

ety in two groups of young women with identical demographic characteristics (age, education,
and duration of infertility — years to have a child) who experience fertility problems in two neighboring
countries, Greece and Bulgaria. A total of one hundred forty-eight women from both countries com-
pleted a demographics questionnaire along with the Multidimensional Scale of Perceived Social Support
(MSPSS), the Subscale regarding State Anxiety from the State-Trait Anxiety Inventory (STAI), the Center for
Epidemiologic Studies Depression Scale (CES-D), and some chosen questions from the Fertility Quality of
Life (FertiQol). Seventy-four female participants from Northern Greece and seventy-four female partici-
pants from Southern Bulgaria were examined. The two groups of women did not show any statistically sig-
nificant differences regarding their age, years of education, and the years needed in order to have their first
child. The women were not on any type of medical treatment for their infertility problem at the time of the
completion of the questionnaires. Results indicated that women in both countries did not have different
levels of anxiety and depression regarding their infertility, but they had statistically different self-reported
perceptions of social support and related to infertility quality of life. Future research should further inves-
tigate infertility and its relation to other emotional variables in larger samples of varying age ranges from
different cultural environments.

Key words: Depression, anxiety, perceived social support, quality of life, infertility, cross-cultural study.

Introduction sistent internationally." Couples, as well as individu-

ally men and women are affected by infertility in

Infertility is considered to be a major life event different ways.>™ This study is focused on emotional

that brings about social and psychological problems. aspects of infertility in women, because it has been

Among couples of reproductive age, 9% experience established that men appear more reluctant than

constant infertility, 16% experience infertility at women to submit to examination into fertility prob-
some point in their lives, while these rates are con-  lems.’
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Research examining the varying effects of infertil-
ity on the emotional-psychological health of women
focus mainly on the measurement of negative emo-
tions during infertility treatment periods,®’ while the
general impact on everyday life is not adequately
examined so far in different countries. Regardless
of the country, the couples with infertility may feel
uncertainty about the future, stress, sadness, anxiety,
depression, and other negative emotional states.

Disclosure of negative emotions in relationships
(e.g. with spouse/partner, family members, friends,
and significant others) have been found to reduce
adverse sequalae of stressful events and engage-
ment in social coping has been demonstrated to
augment physical and psychological wellbeing for
a wide range of stressors.” Social support-relation-
ships within the context of infertility appear to be
complex, because some research demonstrates simi-
lar positive effects of perceived and obtained sup-
port,® % while other studies indicate that individu-
als with infertility problems (both men and women)
often experience negative consequences when in-
formation is shared."""? Sharing infertility problems
could sometimes provoke derision by the surround-
ing people. Declining fertility in modern societies is
related to low social support, and few kin (relative)
networks.?!

The principal aim of this paper is to investigate for
the first time different aspects of emotional experi-
ences in young women who face infertility problems
in two neighbouring countries that share a lot of cul-
tural, social and religious traditions.

There are some similarities, but also differences
in fertility patterns in both countries. Greece is in-
cluded in the list of the countries characterized by
1785-1900 fertility decline onset, whilst Bulgaria is
among the countries with 1900-1945 fertility decline
onset.?? At the beginning of the twentieth century,
Bulgaria and Greece had similar rates of fertility -
high fertility, but by the late 1920s Bulgarian birth
rate had fallen.?®> Proportion of individuals having
no children was higher for Greece than for Bulgaria
from 1940 to 1960.** Fertility rate in Greece was
relatively stable from 1960 to 1995,% a small fertil-
ity decline occurred in Greece between 1960 and
1998.% Bulgaria and Greece had similar fertility rates
for the period from 1980 to 2000.%* Higher popula-
tion decline is expected in Bulgaria than in Greece.?”

EXPLORING EMOTIONAL ASPECTS OF INFERTILITY IN WOMEN FROM TWO COUNTRIES 35

Bulgaria and Greece both have a lower total fertility
rate compared to the EU-27 average.?®

In addition to that, there is a continuous decrease
in fertility rate in Eastern Europe after 1990.%° Eastern
Europe has the lowest fertility in the world® that is
why it is important to be studied emotional aspects
of infertility in women from Bulgaria and Greece.

Low fertility of the countries of Southern Europe
occurs in those countries in which an emphasis on
the family remains strong, they are family oriented.?®
Both Bulgaria®® and Greece® value family, despite of
the changing contemporary gender roles.

Infertility pattern in Bulgaria is characterized by
its beginning among almost entirely rural popula-
tion, under the conditions of early marriages, in the
social and economically homogeneous Bulgarian
society that presumes relative ease of internal com-
munication, and hence a faster diffusion of the ideas,
norms and practices associated with birth control.?®
Besides, there has been a huge emigration wave of
Bulgarians at fertility age®® that could explain partly
low Bulgarian fertility rate. Immigrants have higher
fertility rates than native residents®' and immigrant
women were not studied for the goals of this re-
search.

Low fertility is typical for modern industrialized
and urbanized nations.?'*>** Migration from rural to
urban areas is related to higher infertility. This paper
is focused mainly on emotional aspects of infertility
among women from the urban areas of Bulgaria and
Greece.

Greek society is characterized by masculinity val-
ues®® that supposes more rational than emotional
approach to infertility. More institutional support
than emotional support to infertility could be ex-
pected in a society with masculine values.

Both states have active policies regarding infertil-
ity that express concern about people with infertility
problems, for example the countries’ policies try to
facilitate the access to assisted reproductive technol-
ogy.' They offer a wide range of educational and oc-
cupational choices for women.*®

Women in Bulgaria tend not only to be educated
and employed, but to have low life expectancy?®
that could be related to lower quality of life and
durable negative experiences. Bulgarian mothers
seem to have more anxiety and depression in self-
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report measures when compared to Greek moth-
ers.’” Therefore, it could be expected that Bulgarian
women would experience high levels of anxiety and
depression related to infertility.

Low fertility might be the consequence of a deci-
sion to delay motherhood,* as it is the case in Greece.
Mothers in Greece are older at childbirth and the ma-
jority of live births are inside marriage.? Bulgaria has
younger mothers,?® adolescent fertility was much
higher in Bulgaria than in Greece in 2014.%

Low fertility might be related to the new attitudes
towards family and the working life of women as a
consequence of their new education and economic
status, and also as a result of the combination of gen-
der equity to distribute family costs, and the lack of
stability in the labour market which prevails in south-
ern European societies.®

The changes in socio-economic conditions are
connected with decrease in fertility.*’ Both countries
have undergone some changes in their political and
economic development — Bulgaria, in the transition
from socialism to democracy, Greece during its eco-
nomic debt crisis,*' that could increase uncertainty,
especially in women.

Poverty rates have been increased in Greece from
2009 onwards.** Bulgarian Gross Domestic Product
per capita is below 75% of the EU average.”® The in-
creased financial difficulties among a huge part of
the population might make more difficult the choice
to raise children and they could cause low fertility
rates. The negative emotional states in women with
fertility problems could be related also to some fac-
tors that parallel infertility, as their financial prob-
lems, not only to their health problems.

Fertility expectations and fertility choices are dy-
namic and change over time, they are not stable, but
the impact of partnership status on fertility expecta-
tions cannot be ignored at any moment. Partnership
status is a major factor in understanding someone’s
fertility expectations over time.*

People who are not in a relationship and who are
more advanced in age often do not expect to have a
child in the future.”® This study is focused on young
women who are in a relationship and who desire to
have children.

More specifically, emotional experiences were ex-
amined in the form of levels of anxiety and depres-
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sion, perceived social support and quality of life.
Apart from the hypothesis that Greek women would
have less negative emotional experiences, due to fi-
nancial and social differences that may act as burden
for the Bulgarian sample, a second hypothesis was
also tested. The second purpose of the study was to
investigate the relationships between anxiety/de-
pression symptomatology and social support as well
as all these variables with the quality of life, assum-
ing that less anxiety/depression would be correlated
with more perceived social support and better qual-
ity of life.

Material and method

Seventy-four female participants from Northern
Greece and seventy-four female participants from
Southern Bulgaria participated voluntarily in this
cross-cultural study, while at the time of the ques-
tionnaire administration they were not on any
type of medical treatment for their infertility prob-
lem. The two groups (Greek versus Bulgarian) did
not differ in age (26.48+6.82 versus 24.09+8.21,
t(146)=1.92, p=.056), did not differ in years of edu-
cation (13.00£1.72 versus 13.05+1.97, t(145)=.179,
p=.858), and did not differ in the period of time that
they made in order to have a child (1.7941.54 versus
2.02+2.18, t(146) =.737, p=.462).

Data collection was conducted during the same
period in both countries (summer of 2016). All of
the participants were tested in their mother tongue,
with the Multidimensional Scale of Perceived Social
Support (MSPSS) (12 questions, Cronbach'’s alpha for
our sample=.929), three questions from the Fertility
Quality of Life (FertiQol), the State-Trait Anxiety
Inventory (STAI) (20 questions regarding anxiety as
state in our case, Cronbach’s alpha for our sample
=.803) and the Center for Epidemiologic Studies
Depression Scale (CES-D) (14 questions, Cronbach'’s
alpha for our sample=.922).

The three questionnaires were chosen based on
their widespread use, mainly in the English-speaking
world in clinical as well as non-clinical samples and
because there are available forms in both the Greek
and Bulgarian language. More specifically, the
MSPSS* is a 12-item self-report measure of subjec-
tively assessed social support, which includes three
subscales, each addressing a different source of
support, such as a. family, b. friends, and c. the sig-
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nificant other. The scoring for all of the sentences
ranges from 1=if you very strongly disagree, 2=if you
strongly disagree, 3=if you mildly disagree, 4=if you
are neutral, 5=if you mildly agree, 6=if you strongly
agree, and 7=if you very strongly agree.

The STAI*® is an introspective psychological inven-
tory consisting of 40 self-report items pertaining to
anxiety symptoms. In our study, we used only the 20
state questions, which are scored on 4-point Likert-
type response scale. Scores range from 20 to 80, with
higher scores suggesting greater levels of anxiety.
According to Spielberger's criteria, a score of 40 or
higher reflects clinically relevant symptoms of anxi-
ety. Although this specific cut-off has not been vali-
dated in a Greek or Bulgarian population, the Greek
and Bulgarian STAI scales have been shown to have
similar psychometric properties to other translations
used in the international research.*®*’ Bulgarian ad-
aptation of STAl indicates 53 as the cut-off score for
S-trait and T-trait in men between 18-60 years old;
57 as the cut-off score for S-trait among women from
18 to 60 years old; 59 as the cut-off score for T-trait
among women from 18 to 60 years old; 48 as the cut-
off score for S-trait among boys between 13-18 years
old; 49 as the cut-off score for T-trait among boys
between 13-18 years old; 52 as the cut-off score for
S-trait among girls between 13-18 years old; and 56
as the cut-off score for T-trait among girls between
13-18 years old.*” Low scores suggest mild anxiety,
median scores suggest moderate anxiety, while high
scores suggest severe anxiety.

The CES-D*® is measure that rates how often over
the past week they experienced symptoms associat-
ed with depression. Responses range from 0 to 3 for
each item (O=rarely or none of the time, 1=some or
little of the time, 2=moderately or much of the time,
3=most or almost all the time). Scores range from 0
to 60, with high scores indicating greater depressive
symptoms. The CES-D also provides cutoff scores
(e.g., 16 or greater) that aid in identifying individuals
at risk for clinical depression, with good sensitivity
and specificity and high internal consistency.

Finally, the chosen 5-point Likert scale questions
from the FertiQol were namely: A) How would you
rate your health?, B) Are you satisfied with your qual-
ity of life?, E1) Are your attention and concentration
impaired by thoughts of infertility?, E14) Do you
feel your family can understand what you are going
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through?, E18) Are you bothered by fatigue because
of fertility problems?, and E22) Do you feel social
pressure on you to have (or have more) children?***°
These specific questions were chosen instead of the
full questionnaire, because they were considered as
not activating defense mechanisms, not pointing
out the issue of fertility as an intimate and intimidat-
ing problem for the participants, and at the same
time taking into account personal and social conse-
quences of infertility. The chosen questions permit
the issue of fertility to be studied also among people
who have not stated directly, overtly that they have
some fertility problems.

Statistical analyses were performed using SPSS
package for Windows, version 21. The statistics mean
(M), standard deviation (SD), Pearson correlation
coefficients (r), and independent samples t-tests (t)
were conducted as the obtained data followed nor-
mal distribution. The significance level was selected
at p<.001.

Results

Comparisons with t-tests revealed that there were
no statistically significant differences between the
two demographically equated ethnic groups of
women for the STAI (t(119)=.833, p=.407), and the
CES-D (t(134)=1.812, p=.072), but a statistically signifi-
cant difference was found between the groups for
two countries for the MSPSS (t(138)=.573, p<.001, eta
squared=.18), with the Greek women facing infertil-
ity problems mentioning less support from their en-
vironment in contrast to the Bulgarian women who
face infertility problems, but mention more social
support (see table 1).

More specifically, all three subscales of MPSS
were found to differentiate in a statistically sig-
nificant way between Greek and Bulgarian women.
Namely, family subscale (t(146)=5.275, p<.001, eta
squared=.16), friends subscale (t(146)=4.721, p<.001,
eta squared=.13), and significant other subscale
(t(146)=4.181, p<.001, eta squared=.10) differentiated
in the two countries (see table 2).

When the selected questions from the FertiQol
were entered into the analyses with the use of
Pearson correlations, a number of statistically signifi-
cant correlations were found for the whole sample
regarding the total score of the questionnaires and
some other variables, such as FertiQolA and educa-
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Table 1. Anxiety, depression, perceived social support and quality of life in the two study groups.

Questionnaires MPSS o] STAI o] CES-D o]
total scores (maximum (maximum (maximum

score 84) score 80) score 60)
Greece 59.88 (11.96) <.001* 48.78 (10.41) 407 24.41 (9.44) .072
Bulgaria 71.30 (11.61) 47.59 (5.03) 21.85 (6.88)

MPSS=Multidimensional Scale of Perceived Social Support, STAI=State-Trait Anxiety Inventory, CES-D=Center for
Epidemiologic Studies Depression Scale
*Statistically significant at p<.001

Table 2. Differences in family, friends, and significant other subscales of MPSS between Greek and Bulgarian
women.

MPSS Family p Friends o] Significant p
subscales mean (SD) mean (SD) other

mean (SD)
Greece 20.28 (5.33) <.001* 19.37 (3.97) <.001* 20.43 (4.78) <.001*
Bulgaria 24.60 (4.61) 22.76 (4.51) 23.83 (5.07)

*Statistically significant at p<.001

tion years (r(145)=-.186, p=.024), FertiQolA and age
(r(146)=-.163, p=.048), FertiQolE22 and age (r(145)=-
183, p=.026), FertiQolA and CES-D (r(134)=-.477,
p<.001), FertiQolA and MSPSS (r(138)=.398, p<.001),
FertiQolB and CESD (r(134)=-.503, p<.001), FertiQolB
and MSPSS (r(138)=.486, p<.001), FertiQolE1 and
CES-D (r(130)=.362, p<.001), FertiQolE14 and MSPSS
(r(138)=.422, p<.001).

No statistically significant correlations were found
between STAI and MSPSS (r(114)=-.047, p=.618),
CES-D and MSPSS (r(128)=-.50, p=.573). In addi-
tion to that, there were no statistically significant
correlations between STAI and FertiQolA (r(119)=-
.073, p=.424), STAl and FertiQolB (r(119)=-.907,
p=.289), STAI and FertiQolE1 (r(115)=-.156, p=.092),
STAI and FertiQolBE14 (r(119)=-.122, p=.182), STAI
and FertiQolIBE18 (r(119)=-.170, p=.063), STAl and
FertiQolBE22 (r(118)=-.154, p =.093).

No statistically significant correlations were found
for CES-D and FertiQolE14 (r(134)=-.077, p=.375), and
also CES-D and FertiQolE22 (r(133)=-.135, p=.119).

An interesting finding is that a number of differ-
ences between the two countries were found when
independent samples t-tests were applied, and sta-
tistically significant cross-cultural differences exist

for the questions directly related to infertility: A) How
would you rate your health? (t(146)=7.156, p<.001, eta
squared=.25), B) Are you satisfied with your qual-
ity of life? (t(146)=6.286, p<.001, eta squared=.21),
E1) Are your attention and concentration impaired
by thoughts of infertility? (t(146)=4.254, p<.001, eta
squared=.11), E18) Are you bothered by fatigue be-
cause of fertility problems? (t(146)=3.879, p<.001, eta
squared=.09), and E22) Do you feel social pressure
on you to have (or have more) children? (t(146)=6.527,
p<.001, eta squared=.22), with the exception of the
statistically non-significant finding for the question
E14) Do you feel your family can understand what you
are going through? (t(146)=.922, p=.358) (see table 3).

Discussion

Our study results reveal that there are no cross-
cultural differences in the Greek and the Bulgarian
women regarding their anxiety and depression
levels. There were a number of statistically signifi-
cant differences with large effect sizes regarding
the scores of the MSPSS scale, and more specifi-
cally higher perceived levels of family, friends, and
significant other support reported by the Bulgarian
women. This finding corresponds to stronger family
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Table 3. Means and standard deviations for the select-
ed questions of the FertiQol

FertiQol Country Mean SD p

Questions value

A Greece 2.04 1.05 <.001*
Bulgaria 3.09 .70

B Greece 1.98 95 <.001*
Bulgaria 2.87 .75

E1 Greece 2.05 1.04 <.001*
Bulgaria 2.78 1.00

E14 Greece 1.70 1.03 .358
Bulgaria 1.52 1.27

E18 Greece 2.12 1.27 <.001*
Bulgaria 2.89 1.14

E22 Greece 2.16 1.30 <.001*

Bulgaria 3.45 1.08
*Statistically significant at p<.001

solidarity slightly more expressed among Bulgarians
than among Greeks.”' It is of interest that although
the relationship between STAI - MSPSS and CES-D
- MSPSS did not reach in this sample statistical sig-
nificance, a number of statistically significant corre-
lations were found for MSPSS and all FertiQol ques-
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tions. Thus, anxiety and perceived social support, as
well as depression and social support, may not relate
in a profound way in women with prior infertility
problems, but quality of life does have a strong rela-
tion with perceived social support.

Additionally, young Greek women with infertil-
ity problems mention statistically significant lower
perceived levels of general health, lower perceived
quality of life, lower everyday attention to the infer-
tility problems, less fatigue directly linked to infer-
tility and less social pressure regarding infertility in
contrast to the young Bulgarian women with infertil-
ity problems.

Although the findings from the correlations re-
vealed not strong correlations between the variables
of infertility and emotions, these results concern
only young women who have not many years facing
infertility problems. In this direction future research
should further investigate confounding variables, by
including in the analyses other hidden social and/or
psychological parameters that might be related di-
rectly or indirectly with the social-financial changes
in Greece, and may affect the way that women with
long-term infertility problems feel and think about
infertility.

Awgpeivnon cuvaicOinpatikwv mievpwv
TG UTTOYOVIROTITAG GE YUVAIKEG QIO OUO XWPEC

B. MavvouAn,’ X. Ztoyiavofa?

'latpikr ZxoAr, AptoTotéAcio Mavemotriuto Osooalovikng, EAMGSa
2TuRua Yuyodoyiac, Notio-8utiké Mavemotriuio "Nedgit Pidokt" MmhaykdsBykpavt, Boudyapia

Wuylatptkr 2018, 29:34-41

MARBOC peENETWV €XOUV EEETATCEL TOV EMIITOAACUO KAl TN 00BapOTNTA TOU AyXOUG KAl TNG KATABAYNG
o€ oXéon HUE TNV UTTOYOVIUOTNTA, AYVOWVTAG WOTOCO TOUG KOIVWVIKOUE KAl TTOMTIOMIKOUG TTapAyo-
v1eG. O 0TdX0G AUTAG TNG SIATTOAITIOUIKAG MENETNG €ival va e€TAOEL Ta cLVAICORUATA TTOU APOPOUV
otnv motdétnNTa {wng, TNV avtidapBavopevn KOWwVIKN oTAPLEN, TNV KAtabAyn kat to dyxog og dUo
OUASEC VEAPWV YUVAIKWV HE Ta iSla Snuoypa@ikd XapaktnpetoTikd (nAtkia, ekmaidevon kat Sidpketa
UTTOYOVIMOTNTAG — XPOVIA €W TNV ATTOKTNON £vOc maidio), ol omoieg avtipeTwmi(ouv mpoAruata
YOVIMOTNTAG 0€ SUO0 YEITOVIKEG XWPES, TNV EANASa Kat T BouAyapida. ZUuVoAIKA eKaTOV 0OpAVTA OKTW
YUVAIKEG TIPOEPXOUEVEC Kal ammod TIG U0 XWPESG CUPMARPWOAV €va EPWTNUATOASYIO yia TNV Kata-
YPa®n Twv SNUOYPaA@IKWY Toug oTolxeiwv padi pe tnv NMoAuvdidotatn KAipaka MpoohapBavopeving
Kowvwvikng YrmootnpEng (Multidimensional Scale of Perceived Social Support), Tnv umokAipaka
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Kataotaolakol Ayxoug amd 1o Epwtnuatoloylo KataotaoiakoU-Xtabepou Ayxoug (State-Trait
Anxiety Inventory), Tnv KAipaka CES-D (Kévtpo yia tnv Emdnuiohoyikry HEAETN TNG KATAOAMYNG),
KAl KATTOLEG EMAEYUEVEG EPWTNOELG amd To EpwtnuatoAdyio Mootntag Zwng Novipdtntag (Fertility
Quality of Life). EBSoprvta Té00€pelg yuvaikeg ol omoieg mpoépxovtav and tn Bopeia EANGSa kal
eBSounvta téooepelg yuvaikeg amd tn Noétia Boulyapia ocuppeteixav otnv épguva. Ot 600 opddeg
yuvailkwv §gv mapouacialav OTATIOTIKWE ONUAVTIKEG Slagopég 0oov agopd oTnv NAIKIia, Ta €Tn &k-
naidevong kat ta xpévia yla Tnv anmdktnon evog maidlov. Ot yuvaikeg Sgv AdpBavav kavevog idoug
Bepareia 1 PAPUAKEUTIKN aywyn Yla To TpoRANUa uToyovIHOTNTAG TOUC KATA TN CUUTIAPWON TWV
epwtnUaToloyiwv. Ta amoteréopata £del§av 6Tt ol yuvaikeg kat oTig SVo xwpeg Sev gixav dtapope-
TIKd emineda dyxoug kat KatdOMYNng og ox€on UE TO TTPORANKA UTTOYOVILOTNTAG TTOU AVTILETWTI(OUV,
aA\d& mapouciacav oTaTIoTIKA S1APOPETIKEG AVTIAYPELC yia Tov BaBud TNG KOWWVIKNAG 0TAPENG Kal
™V avagepouevn motdtnta (wng Touc. H peANovTIKN épguva Ba Tpémel va SIEPEVVIOEL TIEPAITEPW
TNV UTTOYOVIMOTNTA KAl TN OX€0N TNG Kal UE AAAEC CUVALCONUATIKEG PETABANTEC O€ peyaluTepa Seiy-
pata S1agopeTikoL NAIKIAKOU EUPOUC Ao S1AQOPETIKA TTOMTIOUIKA TIEPIBANNOVTA.

Né€erg evpeTnpiov: KatdabMyn, ayxog, mpooAauavépevn Kowwvikn umootnpién, moldtnta {wng,
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UTTOYOVIHOTNTA, SIATTOAITIOMIKN €pEuval.
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ementia is one of the increasing problems of modern societies. The immediate cure is not a

possible solution, at least at the moment, but science has found a number of new ways to

retard and under specific conditions to halt its development. A potential, and constantly

evolving scientific field is the use of Computerized Cognitive Rehabilitation (CCR) and Virtual
Environments (Vr.E). According to the existing literature, subjecting patients to various neuro-rehabili-
tative conditions within 3D virtual environments, allows them to obtain significant therapeutic benefits
in which both transferability and durations over time are observed, in relation to the training period
of the intervention. In the present study we examine whether "Serious Games (SGs)" - (learning and
rehabilitating games in virtual and augmented reality) — have utilitarian value in the field of cognitive
neurorehabilitation, concerned with demented population. For research purposes, we have conducted
a number of case studies, based on 10 elderly patients, suffering from moderate or mild severity im-
pairment of higher cortical functions, attributed to various types of dementias (Vascular, Alzheimer’s
disease, DLB dementia and mixed dementia). Each participant underwent rehabilitative intervention
through our SG for a total of 10 hours within 4-5 weeks period. At the end of the cognitive rehabilitation
program, patients' performance was assessed based in standard neuropsychological tests (measuring:
working memory, memory retention, attention, problem solving, rigid thinking and executive function)
and the results were compared with measurements taken before, during, and at the end of the interven-
tion. Our experimental hypothesis states that there will be a significant difference between the results of
cognitive performance of the patients between the pre- and post- rehabilitative period, consequential
of the Interactive Computer-based Training (ICT). In conclusion, a review and brief analysis of the rele-
vant literature was carried out in order to investigate the specification of potentially beneficial variables
and to appreciate as much as possible the multifactorial causes related to this particular rehabilitation
method of the corresponding suffering population. The ultimate purpose of our research is the design
and creation of a prospective interactive cognitive rehabilitation training SG, able to combine both the
neuro-rehabilitative character of the controlled virtual environment, as well as the potential realism that
is also attributed to it (factual validity under high experimental realism). The results showed a relative
improvement in the total of the cognitive variables under consideration after the completion of the
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neuro-rehabilitative program, while a parallel review of the literature on the subject revealed method-
ological considerations similar to those of the present study.

Key words: Dementia, serious games, neurorehabilitation, virtual environments, Interactive Computer

Training.

Introduction

Population aging leads to an increase in the preva-
lence of neurodegenerative diseases and in particu-
lar of dementia, characterized as a major problem
with multidimensional features.'

In order to address dementia at all levels, mainte-
nance of patients’ potential greater operational ca-
pacity, for as long as possible, remains crucial. This
effort comprises two parts. Firstly, delay of the pro-
gression of dementia and secondly, operational aid-
ing and functional rehabilitation of the patients.*”

Cognitive enhancement has been proposed and
widely used for functional assistance, concerning
demented population.®2* Intrinsically, significant ac-
knowledgement is obtained by SGs and ICTs associ-
ated with the field. The term Serious Games mainly
refers to “digital games used for purposes other than
those of personal and collective entertainment”.'”
Centered on the theory of interactive cognitive com-
plexity, it is proposed that simulation games (VR SGs)
are more effective than other instructional methods,
because they simultaneously engage trainees’ affec-
tive and cognitive processes.'®

Studies in recent years indicate the beneficial
effect of SGs and ICTs on patients with demen-
tia,”""171? with the participants reporting that by
following their training-rehabilitation, they were not
only more attentive and focused on the trained skills,
but also on other daily procedures.'® The findings
underline the improvement, even in just 12 sessions
during a total the period of four weeks."

In Greece, studies in the use of Personal Computers,
video games, and its effect, have been conducted
predominantly in the teenage population,? limiting
considerably the reports on elders. In a characteristic
study conducted in 2014, according to which a vir-
tual environment was created on the basis of "the
experience in a virtual supermarket”, the editorial
team concludes that their software is able to diag-
nose mild cognitive impairment (MCI), adequately

depending on the degree of adaptation of the pa-
tients within the virtual environment.!

Aim
The present study examines the effect of CCR and

ICT on the potential cognitive enhancement and reha-
bilitation, in patients with mild dementia.

In addition, we want to combine enjoyment with
learning, which can be originally translated briefly in
"intrinsic transference".?? In particular, the aim of the
research could be defined as the study of the effect
of the virtual environment and game experience, in
which the content of the information that should be
taught, can be synthesized naturally with some con-
tent relevance, in elderly population facing moderate
or minor executive functions decline.

Research methodology

Participants

Participants consist of elderly patients suffering
from either incipient or mild dementia. A total num-
ber of 10, with an average age of 73.6 years old.

The reference was made based on the diagnosis by
the treating neurologist and characterization of sever-
ity according to Mini Mental State, using the Greek
population criteria, as set by Solis et al (2014).%*

Exclusion criteria were:

1. Photosensitive epilepsy.

2. Color Blindness and/or other major vision problems.

3. Acute or chronic immobility impairments that pre-
vent proper operation of the computer.

4. Presence of major psychiatric comorbidity.

5. Coexistence of other neurodegenerative disease.

Materials

A personal computer that will host the virtual envi-
ronment. As input device we have selected a classic
controller with indications for the direction buttons
(arrows), and bright colors for the action buttons (blue
and green). Moreover, the computer is connected
with speakers to help with auditory stimuli for the au-
tomated voice directions.
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Software

Patients were trained in three main tasks. The first
task is based on the activity of shopping from a super-
market. The second task, is based on the preparation
of breakfast, and the third task requires the patient to
tide up and clean their house. All tasks are performed
within the virtual environment and are designed
for high resemblance with everyday activities that
demented patient face. For each level the difficulty
changes. Starting from the 1st level of each task, with
plenty of aids, concerning working memory, atten-
tion, problem solving, motivation, organization and
impulsivity, with the form of screen inventories, verbal
and written directions and in-game arrow indications.
Each time the participant completes a level, the afore-
mentioned aids are removed, level by level, with the
three last levels of each “Main Task”, being of the high-
est resemblance to real life experience. The gradual
release of the patient from the aids and cues is based
on the learning process of scaffolding.?**

For the development of the Virtual Environments
and the tasks included, we have used a combina-
tion of three programming platforms named 3D Rad
(www.3drad.com/open access), for the 3D game ap-
proach, Google Sketch Up (www.sketchup.com/open
access) for the 3D modeling, and Adobe Photoshop
(www.photoshop.com/paid software) in order to edit
graphics. End result of the computerized project are
the three “Main Tasks” represented by 30 levels, with
10 levels corresponding for each “Main Task”.

Procedure

The duration of the experiment is almost seven
weeks, a total of 48 days. The experiment took place
at the facilities of General Hospital of Evangelismos af-
ter approval of the protocol from the Scientific Council.

Phase 1, Familiarization: Training period, during
which participants will attend three sessions, one hour
each. During the first session all Neuropsychological
tests are performed. In the second and third session
familiarization with the software and the device is
completed.

Phase 2, Training: After familiarization standard train-
ing starts. The second phase includes training in the
three “Main Tasks” based on our interactive software
(SG, ICT). In the middle of training, patients are resub-
mitted for neuropsychological testing again, similar to
that of the first week, in order to objectify their progress.
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Phase 3, Final Assessment: During the last sessions, for
the third time, the Neuropsychological tests are admin-
istered once again, in order to obtain the final data.

Sessions start from the task “Shopping in Grocery”
for 20 minutes, where participants have to complete
as many levels as possible. Then, they move to the
second task “Make Breakfast” for another 20 minutes,
with the last task being “Clean the House”. The pur-
pose of those alterations within the time period of a
session, is to preserve the interest of the participant.
In each of the following sessions, the patients contin-
ue from the previous levels of their last session. Every
level has a specific completion time, which has been
established after trials in healthy familiar and not first
person video games and computer use, aged from 20
to 65. The mean completion time for each level is the
basis upon which demented patients have five addi-
tional minutes to complete their tasks. Nevertheless,
if the participant exceeds the allowed time, he or she
returns at the beginning of the level and -in case of a
repeated error- at the first level of the analogous task.

Design

We carried out six nonparametric statistical analyses
with data from the participants before, in the middle,
and after a relevant training period.

In this case our experimental methodology wants
to follow a Friedman analysis of variance, repeated
measurements and, therefore, dependent samples,
between the three levels of the independent vari-
able (V). The null hypothesis supports that there
won’t be any significant difference between the
results of the cognitive tests of the participants ad-
ministered at the beginning, the middle and the end
of our intervention. The independent variable (IV)
is the training period on the software that repro-
duces the virtual tasks. Variable’s measurement lev-
els are without training, at the midterms of the four
weeks, and the third, after the training. The units of
measurement of the dependent variables (DVs) are
the individual results (scores) in the respective di-
agnostic tests that the participant performed. The
DVs are listed in 6 types with reference in Working
Memory (Digit Span Forward & Backward), Memory
Retention (Babcock story recall test), Attention (Trail
Making Part A), Problem Solving (Hanoi Tower), Rigid
Thinking (Wisconsin Card Sorting Test x64), and the
executive functions (FAB). The proposed methodol-
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ogy has been chosen because of the small sample
size and the fact of multiple dependent variables.

Results

The descriptive statistics concerning the results of the
neuropsychological tests in the start, in middle and at
the termination of our ICT are presented in table 1.

As shown in table 2 statistical significant differ-
ence in perceived scores, concerning Digit Span Test
(Working Memory) is presented with X*(2)=6.500,
p=0.039. Unfortunately, while using Wilcoxon single-
rank tests, as post hoc test, no significant differences
were apparent, especially with the Benferroni correc-
tion set at p<0.017 (0.05/3=0.0168=0.017). Probably,
the reason for such incompatible results is due
to small sample size and low power. Thus, we can
support that the training did have an effect on the
outcome over time, with the significant difference
occurred after our intervention with the compare
of time means based, mainly, on Friedman Mean
Ranks and means from the descriptive statistics.
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Consequently, we can support the overall effect of
our training software based on the fact that mean
values increase as the project’s timeline occurs.

Regarding Babcock Test (Memory Retention), sta-
tistical significant difference is revealed, which rose
in perceived effort in the pre-training scores ver-
sus the post-training scores (Z=-2.615, p=0.009) as
shown in table 3.

However, no statistical significant improvement was
observed in Trail Making scores (Attention) and Hanoi
Tower Task (Problem Solving) since p-values corre-
spond in higher values than significant levels. Despite
the aforementioned results, there is still, a clear reduc-
tion in time needed to complete the tests as we can see
in tables 4 and 5, respectively.

In the neuropsychological assessment of FAB bat-
tery (Executive Functions) a statistically significant
improvement is observed in pre-training and mid-
training diagnostic scores (Z=-2.565, p=0.010), as well
as, in pre-training and post-training trails (Z=-2.219,
p=0.007) (table 6).

Table 1. Descriptive statistics concerning the results of the neuropsychological tests in the Start, in Middle and

at the termination of our ICT.

Descriptive Statistics of Neuropsychological Tests

Name of test N Mean SD
Digit Span Start 10 18.80 5.770
High score proves better performance Middle 10 20.60 6.257
End 10 20.00 8.393
Babcock Story Recall Start 10 2.30 1.337
High score proves better performance Middle 10 3.45 1.674
End 10 4.65 3.055
Trail Making A Start 10 96.50 51.569
Low score proves better performance Middle 10 95.90 57.357
End 10 101.60 81.863
Hanoi Tower Start 10 175.10 118.850
Low score proves better performance Middle 10 152.40 111.415
End 10 136.20 111.145
FAB Start 10 12.20 2.098
High score proves better performance Middle 10 14.00 2582
End 10 14.00 2.582
WCST-64 Start 10 19.10 7.094
High score proves better performance Middle 10 24.70 6.945
End 10 32.90 13.755
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Table 2. Results of the Friedman analysis and Wilcoxon post-hoc test at the beginning, middle and end of the
training with the ICT, regarding the neuropsychological test of short-term memory.

Neuropsychological df X2 Friedman Ranks Wilcoxon Asymp. Sig.
test
Digit Span 2 6.500 *Start 1.45 0.107 Start ->
Middle
*Middle 2.30 0.892 Middle ->
End
*End 2.25 0.160 Start ->
End

Table 3. Results of the Friedman analysis and Wilcoxon post-hoc test at the beginning, middle and end of the
training with the ICT, regarding the neuropsychological test of active memory.

Neuropsychological df X2 Friedman Ranks Wilcoxon Asymp. Sig.
test
Babcock Story Recall 2 9.892 Start 1.35 0.036 Start ->
Middle
Middle 1.95 0.024 Middle ->
End
End 2.70 0.009 Start ->
End

Table 4. Results of the Friedman analysis and Wilcoxon post-hoc test at the beginning, middle and end of the
training with the ICT, regarding the neuropsychological test of attention.

Neuropsychological df X2 Friedman Ranks Wilcoxon Asymp. Sig.
test
Trail Making A 2 1.400 Start 2.30 0.646 Start ->
Middle
Middle 1.80 0.541 Middle ->
End
End 1.90 0.541 Start ->
End

Table 5. Results of the Friedman analysis and Wilcoxon post-hoc test at the beginning, middle and end of the
training with the ICT, regarding the neuropsychological test of problem-solving.

Neuropsychological df X2 Friedman Ranks Wilcoxon Asymp. Sig.
test
Hanoi Tower 2 3.161 Start 2.25 0.398 Start ->
Middle
Middle 2.15 0.207 Middle ->
End
End 1.60 0.106 Start ->

End




PSYCHIATRIKI 29 (1), 2018

REHABILITATION VIA VIRTUAL ENVIRONMENT IN PATIENTS SUFFERING FROM DEMENTIA 47

Table 6. Results of the Friedman analysis and Wilcoxon post-hoc test at the beginning, middle and end of the
training with the ICT, regarding the neuropsychological test of executive functions.

Neuropsychological df X2 Friedman Ranks Wilcoxon Asymp. Sig.
test
FAB 2 15.500 Start 1.15 0.010 Start ->
Middle
Middle 2.40 1.000 Middle ->
End
End 2.45 0.007 Start ->
End

Finally, in WCST (Rigid Thinking) we notice that there
is a statistically significant difference in perceived
scores, as observed in the pre-training scores versus the
post-training scores (Z=-2.449, p=0.014) (table 7).

Discussion

Based on one of the most important dysfunctional
aspects of dementia, cognitive decline, and the pos-
sible non-pharmacological approaches that may help
to restore or retrain the demented population, ICTs
and/or SGs have achieved an impressive acceptance
from the scientific community, with several research-
es demonstrating the beneficial features of their im-
plementation.®'"1819

Overall, we observe that the use and effects of SGs
have a strong theoretical background concerning the
enchantment of cognitive schemata. This is based
mainly on a fundamental principle, typical to most in-
formation-processing approaches that wants the vari-
ous complex daily tasks performed by most of as to
be broken, deconstructed into mere key actions/oper-
ations. By extending this theory, in 2002, Anderson in-
troduced the "Decomposition Hypothesis”, according
to which the daily presented tasks that we face in our
life, complex and non-complex, can be degraded, de-

composed, into equally fundamental actions, and by
training ourselves in those actions/operations, we can
get improved overall."” Thus, repetition of procedures
and even behaviors lead to specialization and adop-
tion over the fields we devote that time, and maintain
mental clarity.

This notion is heavily supported from our research,
as our observations point improvement in the perfor-
mance of each cognitive test, verifying the portion of
the literature that supports the use of SGs and ICTs as
rehabilitation tools.

Our theoretical background leads to the selection
of six main levels in the construction of our SG. The
first level is based on the pedagogical and restorative
goals. The second is based on the simulation of the
virtual environment, the third in the interaction with
the virtual environment, the fourth is based on the
problems and how progress is being made in the de-
velopment of the game, the fifth on the decoration of
the environment, and the sixth level is based on the
conditions under which the SG is applied.”® In order
to have a better guidance by following the above six
levels, we are led to a corresponding model, by Winn
(2006),%” who uses an equally usable and well-coded
table system, which follows the most basic levels,

Table 7. Results of the Friedman analysis and Wilcoxon post-hoc test at the beginning, middle and end of the
training with the ICT, regarding the neuropsychological test of rigid thinking.

Neuropsychological df X2 Friedman Ranks Wilcoxon Asymp. Sig.
test
WCST-64 2 6.368 Start 1.45 0.033 Start ->
Middle
Middle 2.00 0.044 Middle ->
End
End 2.55 0.014 Start ->

End
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but -on the other hand- combines other levels in a
broader category called “gameplay experience”. The
privilege of Winn's model, although older than the
first, expresses a more complete and user-friendly
classification, not only for the levels of the SG structur-
ing, but also on the correlation of learning styles and
forms of entertainment that can be involved as stimuli,
in addition to the gender of computer game that can
be applied. Accordingly, learning levels are separated
in three parts. The cognitive, emotional and kines-
thetic part. The SG developed for our study is based
on Bloom’s Taxonomy of Educational Objectives.?®
Therefore, as an excellent tool, by combining Bloom's
classifications during learning with the forms of train-
ing, and game types, appear to meet the theoretical
criteria regarding the format and type of our virtual
environment, which will be used for the neurocogni-
tive rehabilitation of demented population.

Another study, which shares much resemblance to
ours, was conducted in 2011 by University of Quebec,
in Canada, essentially focusing on patients suffering
from dementia and the potential therapeutic benefits
that can be obtained from the exploitation of CCR. In
the study, researchers used an excellent diagnostic
tool as a basis, reproducing processes in the virtual
environment in comparison with the already existing
extensive database from the Naturalistic Action Test
(NAT). The challenge was breakfast-making process
in a two-dimensional virtual environment, where the
research eventually concludes that for the correct ap-
proach to their experimentation should focus on four
areas, those of memory, organization, motivation and
attention perseverance.”

Another study, of close resemblance, was conduct-
ed in 2014, and despite of the two-dimensional en-
vironments used, the excellent experimental design
and programming development, proved that partici-
pants showed improvement in conditions requiring
mental flexibility, multiple manipulations, stimulation
of organizational mechanisms and reduction of the in-
formation processing time.3° Of course, the game was
developed specifically to train the participants, while
the investigation concludes that rehabilitation, as tar-
geted, improved the attention of patients.

On the contrary, Kristjansson (2013),*' despite the
fact that he accepts the potential benefits from game
playing, supports that the causal influence of action
video game-play upon vision and attention is rath-
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er absent in most of conducted studies until 2013.
With longitudinal studies being completely absent,
Kristjasson concludes that “how videogame training
modulates attentional abilities should make as treat it
with more caution instead of how we react now”.

At the same time, the literature shows extensive
top-down cognitive processes, such as strengthening
of the control capacity of the top-down approach in
attention and action learning. These indications seem
to be consistent with the results of a study conducted
by Bavelier & Davidson (2013),** according to which
avocation with video games tend to lead in better
top-down cognitive information processing regard-
ing situations that need usage and guidance of atten-
tion for the potential location of targets within an en-
vironment. The same findings were also supported by
Wu & Spence (2013)** whose study shows improved
classic visual search and strengthening visual spatial
attention in dual search that mimics certain aspects of
an action videogame, with focus to the top-down en-
hancement of spatial selective attention via increased
inhibition of distractors.

Furthermore, a fairly recent study highlights the
bottom-up cognitive processes when dealing with
action video games. Such cognitive processing capa-
bilities represent the visual-perceptual processing and
the process of attention. Finally, the research shows
that the benefits of training with commercial comput-
er games are more specified and less universal, with
wide transferability in various aspects of daily life.**
This conclusion stresses the importance of reasonable
ecological validity of these interventions.

In the present study 6 categories were tested. Those
of functional memory, memory retention, atten-
tion, problem solving, executive functions and cog-
nitive flexibility. Four of them showed a statistically
significant difference (Functional memory, Memory
Retention, Executive Functions and Rigid Thinking)
while the remaining 2 showed marginal changes
(Attention and Problem Solving). They are considered
“marginal”, despite the absence of significant statisti-
cal difference, based on the average distribution by
analyzing fluctuations and descriptive statistics, and
because of the fact that the average performance in-
crease throughout the entire progression of the train-
ing period. The diversification of the results in two
groups centered in the specificity or not of the tested
functions is also essential. From the 6 tests used, the



PSYCHIATRIKI 29 (1), 2018

3 are related to basic cognitive functions: operational
memory, which is part of executive functions and was
tested by digit span test- memory retention, which in
turn is part of both operational and short-term mem-
ory, and was checked with the use of Babcock history
recall- finally, that of rigid thinking, part of problem
solving and executive processes, which was tested
using the Wisconsin card sorting test. The other three
tests are related with more generalized and complex
cognitive functions, which contain the aforemen-
tioned basic functions. For example, the executive
cognitive processes include functions such as plan-
ning, working memory, cognitive response inhibition,
cognitive flexibility, maintenance of attention, emo-
tional self-control, postponement of satisfaction and
several more. Problem Solving, which is considered
the most complicated mental function, requires the
control of both executive functions and a plurality of
fundamental and common skills.* Similarly, attention,
which is enclosed in each of the above functions, but
is also divided into general (vigilance), selective, al-
ternating and fragmentary. Consequently, we under-
stand that the results seem to be analogous and in
line with the research by Oei & Patterson (2014),** who
support that the results from CCR tend to be more
specific and less universal.

The present study has also some methodological
limitations. The low number of samples (N=10), did
not allow us to use a control group, neither the option
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of a parametric variance analysis (MANOVA). Therefore,
to meet the necessary conditions, we chose to use
a non-parametric analysis based on Friedman. This
choice initially underestimates the statistical power of
our analysis, while the absence of a control group lim-
its the evaluation of the variable’s "therapeutic effect"
throughout the training period. Also, a possible evo-
lution of the present research protocol should focus
on the development of new software, which would
allow potential automatic environmental adjustments
for each level, according to the capabilities of each
participant. Equally important is to create a code that
allows real time calculation of correct routes, and the
setting of cues and aids during navigation in the vir-
tual environment.

Conclusion

Keeping up with technological development, cogni-
tive rehabilitation and restoration of demented popu-
lation with the use of Interactive Computer Training
(ICTs) is seeking for a position. Positive samples of our
study, despite severe restrictions, support both incor-
poration and research in this field, and seems to verify
the specificity of the beneficial effects of computer
games, but also the universality that we can achieve
through SGs. Finally, the same findings indicate the
need for future researches, with larger number of par-
ticipants and better designed, both from a structural
and infrastructural perspective.

MAotiky peNétn kKat Bpaxeia avackomnen
ywa 1 xprien &wkovikou mepiBannovrog
GV QIMOKATAGTAGH aclevwv pe avouwa

©. ®aciAng, M. NatpikéAng, A. Ziatouvn, A. AAe§oudn,
A. BepevtQuwtn, A. Zayov, X.-Xt. Nkat{wvng

Movada Aesitoupyikric Neupoxeipoupyikric, A~ Nevpoxeipoupyikii KAvikr, latpikr ZxoAr) EBvikoU kai Kamodiotpiakou
Mavemotnuiou ABnvwv, Noookoueio «O EvayyeAioudc», ABriva

Wuxlatpikn 2018, 29:42-51

H dvola amote)ei éva amd ta ouvexwg emdevoleva TPORARATA TG OUYXPOVNG Kovwviag. H apeon
{aon bev amotelel mBavr Auon TPOG TO TTAPOV, N EMOTAUN OUWG EXEL AVAKAAUYEL TTAEOV Hla Olpd
amo TPOTOUC yia va emPBpadlvel Kal, uTTO MPOUTTOBECELG, va avakomTel TNV eEENEN TNC. Eva Stapkwg
AVATTTUCOOUEVO EMOTNHOVIKSO TeSio gival n yvwoTIkr evOuvApWon f/Kal amoKataoTaon He Tn Xpn-
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on NAEKTPoVIKWY utodoyloTwv (Computerized Cognitive Rehabilitation) kat eikovikwv ePIBAAOVTWY
(Virtual Environments). ZUp@wva pe Tnv umidpyxouoa BiAoypagia, umofdilovtag Toug aobeveic o
S14popEC VEUPOATIOKATACTACIAKEC OUVONKEC OTO TIAAICIO TPIOSIACTATWY EIKOVIKWY TTEPIBAANSVTWY,
eivat Suvatodv va amoktnBolv onuAvTIKA o@EAn, 6TTwe N SuvatdTNTA EMOTPOPNG OTNV KABNUEPIVR
Cwn Tou atdépov (transferability), aANd kat n dtatripnon Tou émolou BepameuTikol o@éNoug og BABog
XPOVOU Gg OXEON HE TO XPOVIKO SIA0TNUA TNG VEUPOATTOKATACTACIOKAS MapéufBaong. Ztnv mapovoa
peNéTN e€eTaleTal Katd TOOOV Ta «NAEKTPOVIKA Tralkvidla ekmaideuong kat pabnong» (HMME - Serious
Games) €xouv xpnoTIKA a&ia oTov Topéa TNG VEUPOYVWOTIKAG urtofBoridnong maoxoviwy anéd avola.
MNa TIG avayKeg TnG €peuvag £xoupe Sle€aydyel pia oglpd mEPIMTWOLOAOYIKWY HEAETWV, Bacl{opevol o€
10 nAIKiwpévoug aoBeveig ol omoiol Taoxouv and péong n AMAG BaplTNTAG EKTTTWON TWV AVWTEPWV
Aettoupylwy, mephapBavopévwy dlapopwy Tunwv dvolag (Ayyelakn, Néoog tou Alzheimer, LewyBD,
Kal ouVOUAOUOE). Ot CUMUETEXOVTEG UTTOPBARBNKAV O€ amokataoTaclak mapéufBaon péow HIMME yia
éva ouvolo 10 wpwv o€ draotnua 4-5 efSopddwyv. Me To TTEPAG TOU TIPOYPAMHATOS YVWOTIKAG ATo-
KaTdotaong, ekTiuAOnke n emidoon Twv acBevwv o€ TUTTOTTIOINUEVEG VEUPOWUXOAOYIKEG SOKIATIEG
(aopouv: evepyoloa PVAUN, CLUVTAPNON UVAUNG, TTPocoxH, emAuon mpofBAnudTwy, AKAunTog Tpd-
TTO0G OKEPNG Kal EMITENKEG AEITOUPYIES) KAl CUYKPIONKE YE HETPAOEIG TTOU TIPAYUATOTOIRONKAY TPV
v évapén g mapéuPaong, katd tn Sidpkeld TNG, KAl PE To TIEPAG TNG. H melpapatiki pag umoeon
avadnTei pa onuavTiki d1lapopd PeTagl TWV ATTOTEAECUATWY TNG YVWOTIKAG MGooNG Twv acBevwv
peTa&l TG TPO- KAl HETA-OTTOKATAOTACLAKNG TIEPIOSOU, AmOTOKN TNG S1adPACTIKAG AMOKATACTACNG
He BAon Toug NAEKTPOVIKOUG UTTOAOYIOTEG (Interactive Computer-based Training, ICT). Ev katakAeidt,
TIPAYUATOTOINONKE AvaoKOTNoN Kal oUVTopn avdluon tng oXeTikNg BiBAoypagiag pe otdxo tn Ste-
PEUVNON TNG CUYKEKPIUEVOTIOINONG TWV SUVNTIKA WPEAOUUEVWY PETARBANTWY, AAAd Kat yia TNV 600 TO
Suvatdv KaAUTEPN KATAVONON TWV TTIOAUTIAPAYOVTIKWV AITIWV TTOU OXETI(OVTAl E TNV ATTOKATACTACN
Kal emavekmaideuon tou MAoxovtog MANBUCHOU. ZKOTIOC NTAV O TIPOOTITIKOG OXESIAOUOC YVWOTIKAG
amokatdotaong péow HIMME, ikavdg va ouvSudlel TOOO TOV VEUPOATTOKATACTATIKO XOPOKTHPA TOU
eNeyXOUEVOU £LKOVIKOU TTEPIBAANOVTOG, 600 Kal Tov SuvnTikd peallopd mou Tou amodidetal (mpaypa-
TOMNOYIKA €YKUPOTNTA). Ta amoteAéopata £56e1§av OXETIKN BeATiwon 0To GUVONO Twv UTIO e€€TAON YVW-
OTIKWV HETABANTWV PETA TNV OAOKARPWON TOU TTPOYPAUMATOC VEUPOATIOKATACTACNG, EVW N TTAPAA-
AnAn avaokomnon ¢ BiBAoypagiag emi Tou Bépatog avédeie peBoSoloyikoug MPoANUATIOHOUE
AVTIOTOIXOUG E AUTOUC TNG TTAPOUCAG MEAETNG.

Né€erg eupeTnpiov: Avola, NAeKTPOVIKA Talxvidia ekmaidevong Kal pabnong, VEupoamokataoTaon,
Pnotakn S1adpaoTiKn amokatdotaon.

PSYCHIATRIKI 29 (1), 2018

References

3.

. Price M, Albanese E, Guerchet M, Prina M. World Alzheimer’s

Report — Dementia and Risk Reduction, Alzheimer’s Disease
International (ADI), 2015. London. Available from https://www.

Disease Facts and Figures. Alzheim Dement 2015, 11:45-56,
doi: 10.1016/j.jalz.2016.03.001

. Selkoe D, Mandelkow E, Holtzman D. Deciphering Alzheimer

Disease. Cold Spring Harb Perspect Med 2012, 2:1-9, doi:
10.1101/cshperspect.a011460

alz.co.uk/research/WorldAlzheimerReport2014.pdf 7. Lundbeck H. Life with Parkinson’s. European Parkinson’s
. Duthey B. A Public Health Approach to Innovation “Priority Disease Association (EPDA), 2011
Medicines for Europe and the World”. Update on 2004 8. Zucchella Ch, Sinforiani E, Tassorelli Ch, Cavallini E, Tost-
Background Paper 6.11 written by Saloni Tanna — Alzheimer Pardell D, Grau S et al. Serious games for screening pre-
Disease and other Dementias, 2013 dementia conditions: from virtuality to reality? A pilot project.
Funct Neurol 2014, 29:153-158, PMID: 25473734
Halliday G, Less A, Stern M. Milestones in Parkinson’s Disease ] ) ]
— Clinical and Pathological Features. Movem Disord 2011, 9. Robert PH, Koning A, Amleva.H, Andrieu S, Bremon.d Jdi
26:1015-1021, doi: 10.1002/mds.23669 Bullock R et al. Recommendations for the use of Serious
Games in people with Alzheimer’s disease, related disorders
. Hardy J. A hundred years of Alzheimer's disease research. and frailty. Front Aging Neurosci 2014, 54:1-13, doi: 10.3389/
Neuron 2006, 52:3-13, doi: 10.1016/j.neuron.2006.09.016 fnagi.2014.00054
. Gaugler J, James B, Johnson T, Scholz K, Weuve J. Alzheimer’s 10. Appelbaum LG, Cain MS, Darling EF, Mitroff SR. Action video

game playing is associated with improved visual sensitivity,
but not alterations in visual sensory memory. Attent Percept



PSYCHIATRIKI 29 (1), 2018

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

Psychophys 2013, 75:1161-1167, doi: 10.3758/s13414-013-
0472-7

Chiappe D, Conger M, Liao J, Cardwell JL, Vu KPL. Improving
multi-tasking ability through action videogames. App/ Ergonom
2012, 44:278-284, doi: 10.1016/j.apergo.2012.08.002

Brox E, Fernandez-Luque L, Tollefsen T. Healthy Gaming - Video
Game Design to promote Health. Appl Clin Informat 2011,
2:128-142, doi: 10.4338/ACI-2010-10-R-0060

Mayeux R. Alzheimer’s Disease, Epidemiology. In: Aminoff MJ,
Daroff RB (eds) Encyclopedia of the Neurological Sciences,
Elsevier Science, USA, 2003, 1:96-102

Schreiber M, Schweizer A, Lutz K, Kalveram K. T, Jancke L.
Potential of an Interactive Computer-based Training in the
Rehabilitation of Dementia: An Initial Study. Neuropsycholog
Rehabilit 1999, 2:155-167, doi: 10.1080/713755596

Susi T, Johansson M, Backlund P. Serious Games: An Overview.
IKI Technical Report 2007

Sitzmann T. A meta-analytic examination of the instructional effec-
tiveness of computer-based simulation games. Person Psychol
2011, 64:489-528, doi: 10.1111/j.1744-6570.2011.01190.x

Anderson JR, Bothell D, Fincham JM, Anderson AR, Poole
B, Qin Y. Brain Regions Engaged by Part- and Whole-task
Performance in a Video Game: A Model-based Test of the
Decomposition Hypothesis. J Cognit Neurosci 2011, 23:3983-
3997, doi: 10.1162/jocn_a_00033

Buss B. Virtual Reality Training System for Patients with Dementia.
Master Thesis. Institute of Neuroinformatics, Swiss Federal
Institute of Technology, Zyrich 2009. Available from http://e-
collection.library.ethz.ch/eserv/eth:205/eth-205-01.pdf

Green CS, Bavelier D. The Cognitive Neuroscience of Video
Games. In: Messaris P, Humphreys L (eds) Digital Media:
Transformations in Human Communication. Peter Lang Publish-
ing, Inc., New York, USA, 2004

Kokkevi A, Stavrou M, Kanavou E, Fotiou A. Addictive behav-
iours in adolescence: Part B. Other addictions. Series of Short
Reports. University Mental Health Research Institute (UMHRI),
2015

Papamakarlos G, Glakoumis D, Vasileiadis M, Drosou A, Votis
K, Tzovaras D. Monitoring activities of daily living and physi-
cal exercise for support of MCI and AD patients. HINM 2014,
17(Suppl1):73. Available from: http://www.nuclmed.gr/maga-
zine/eng/suppl1/72.pdf

Fabricatore C. Learning and Videogames: an Unexploited
Synergy. AECT National Convention — a recap 2002. Long
Beach, CA: Secaucus, NJ: Springer Science & Business Media,
2002

Solias A, Skapinakis P, Degleris N, Pantoleon M, Katirtzoglou E,
Politis A. Mini Mental State Examination (MMSE): Determination
of cutoff scores according to age and educational level.
Psychiatriki 2014, 25:245-256

Pamng A, Partn A. Md6non kat AdaokaAia otnv Eroxn g
lAnpogopiag, OAwr Mpoogyyion. Tépog A'. ABriva, 2007:112
Kim J. The effects of a Constructivist Approach on Student
Academic Achievement, Self-concept, and Learning Strategies.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

REHABILITATION VIA VIRTUAL ENVIRONMENT IN PATIENTS SUFFERING FROM DEMENTIA 51

Asia Pacif Education Rev 2005, 6:7-16, doi: doi.org/10.1007/
BF03024963

Marne B, Wisdom J, Huynh-Kim-Bang B, Labat JM. The Six
Facets of Serious Game Design: a Methodology Enhanced
by our Design Pattern Library. In: Ravenscroft A, Lindstaedt
S, Kloss C, Hernandez-Leo D (eds) 27st Century Learning for
21st Century Skills. Springer Publishing, Saarbriicken, Germany,
2012:208-221

Winn BM. Serious Games Construction Worksheet 2006.
Michigan State University. Available from http://gel.msu.edu/
winn/Serious%20Game%20Construction%20Worksheet.pdf
Krathwohl DR. A Revision of Bloom’s Taxonomy: An Overview,
Theory Into Practice 2002, 41:212-218. Available from: https://
www.depauw.edu/files/resources/krathwohl.pdf

Imbeault F, Bouchard B, Bouzouane A. Serious Games
in Cognitive Training for Alzheimer's Patients. |[EEE 2nd
International Conference on Serious Games and Applications
for Health (SeGAH), Braga 2011:1-8

Montani V, De Filippo MD, Zorzi M. “A new adaptive videogame
for training attention and executive functions: design principles
and initial validation.” Front Psychol 2014, 5:409, doi: 10.3389/
fpsyg.2014.00409

Kristjansson A. The case for causal influences of action video-
game play upon vision and attention. Attent Percept Psychophys
2013, 75:667-672, doi: 10.3758/s13414-013-0427-z

Bavelier D, Davidson RJ. “Games to do you good.” Nature
2013, 494:425-426, doi:10.1038/494425a

Wu S, Spence |. Playing shooter and driving videogames
improves top-dawn guidance in visual search. Attent Percept
Psychophys 2013, 75:673-686, doi: 10.3758/s13414-013-0440-
2

Oei AC, Patterson M. Are videogame training gains specific
or general? Front Syst Neurosci 2014, 54:1-6.doi: 10.3389/
fnsys.2014.00054

Goldstein FC, Levin HS. Disorders of reasoning and prob-
lem-solving abilities. In: Benton AL, Meier MR, Diller L (eds)
Neuropsychological Rehabilitation. Guilford Press, New York,
1987:327-344

Corresponding author: Th. Fasilis, Department of Neurosurgery, School

of Medicine, University of Athens, Neurological Clinic, Evangelismos
Hospital, Athens, Greece
e-mail: fasilistheo@gmail.com



PSYCHIATRIKI 29 (1), 2018

Special article

Promoting healthy lives and well-being for all:
The contribution of the International College
of Person-Centered Medicine (ICPCM)

G.N. Christodoulou,’ J.E. Mezzich,” C.R. Cloninger,? N. Christodoulou,*
E. Villar,” J. Appleyard,® M. Botbol’

"Hellenic Psychiatric Association, Athens University Medical School, Athens, Greece,
?Icahn School of Medicine, Mount Sinai, New York,
3Washington University School of Medicine, St Louis, MO, USA,
"University of Nottingham and Queen’s Medical Center, Nottingham, UK,
SWorld Health Organization, Geneva, Switzerland,
®International College of Person-Centered Medicine, London, UK,
’Medical School, University of Breste, France

Psychiatriki 2018, 29:52-57

his article defines the scope of Person-Centered Medicine, traces its roots in ancient conceptions,

explains the reasons for the revival of this perspective in our times, and highlights the contribution

of the International College of Person-Centered Medicine (ICPCM) in the promotion of the person-

centered perspective in health and disease. The value of communication is underlined with refer-
ence to both diagnosis and treatment. The concept of Health is considered historically and the inclusive-
ness, holistic vista and positive health orientation of the WHO definition of Health (1948) is underlined. It is
emphasized that Mental Health Promotion is differentiated conceptually from Disease Prevention in that
promotion deals with health and prevention deals with illness, the relationship of Health Promotion with
Salutogenesis (Antonovsky 1996) is noted and it is pointed out that among the targets of health promo-
tion, preservation of peace is also included (WHO, 2004). In line with this, the ICPCM has supported and
co-signed the Athens Anti-War Declaration (2016). Evaluating the impact of Health Promotion efforts is a
necessary but difficult task as it requires targeted research and there are many inherent confounding fac-
tors. The social or environmental contexts of health behaviors should be taken into account as well as the
subjective indicators of health. In an attempt to resolve the difficulties arising from this issue, the ICPCM
has developed a prototype “Person-centered Care Index” (Kirisci et al 2016). With reference to Education
itis pointed out that it is necessary for the educators to speak with the students rather than speak to them.
Concerning research, the ICPCM in its 2013 Geneva Declaration has identified the main research areas
in the person-centered field. The importance of assuring healthy lives and well-being for ALL is under-
lined and the difficulties associated with the achievement of this goal are noted. Lastly, the need to apply
the principles of Person-centered Medicine to victims of natural, human-made and economic disasters
(Christodoulou et al 2016) is underlined, especially in view of the frequent occurrence of these disasters in
our times. In conclusion, the contribution of the ICPCM during the ten years of its existence, with reference
to the sensitization of health professionals in the Person-centered approach is noted. This contribution has
been carried out in line with the principles of the ICPCM and with its Geneva Declarations.

Key words: Health promotion, mental health, communication, evaluation, disasters, financial crisis, ICPCM.
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Introduction

Person-centered Medicine aims at the promotion
of health and well-being of the totality of the per-
son.”? The person is perceived as the center and goal
of health care and the emphasis is shifted from pa-
tient to person.

The Person-centered perspective is not a modern
idea but a revival of ancient conceptions that can
be found in ancient Western civilizations (notably
Greek philosophical thinking of Socrates, Plato and
Aristotle)® as well as in major Eastern civilizations,
Chinese and Ayurvedic.?

Revival of the person-centered perspective was
necessary because in everyday clinical practice the
person does not receive the attention he or she de-
serves. Is it because our understanding of priorities
does not leave space for interpersonal interaction,
is it because we trust technology too much and we
base our diagnoses solely on laboratory findings, is
it because some of us refuse to deal holistically with
our patients, is it because we as professionals are dis-
satisfied and even burned out and we cannot give
any more, is it because our way of thinking has been
infiltrated by commercial ideology ("consumers" and

"clients" instead of persons or people)? We cannot say

with certainty what should be blamed for this situa-
tion. It is true, however, that in spite of the wonderful
advances in medical technology, the quality of care
and especially prevention and health promotion*
have not advanced to the desired extent. We feel
that the person-centered ideology can contribute a
lot to the solution of this serious problem.

Under this light, the International College of
Person-Centered Medicine, along with other organi-
zations, has worked in the direction of promotion of
the person-centered perspective in health and dis-
ease. In the year 2017, ten years of consistent work in
this direction have been completed.

Communication

From the Person-centered perspective, communi-
cation is vital because by neglecting attention to the
person through communication, we often miss the
diagnosis and we certainly miss the therapeutic ef-
fect of interpersonal interaction.

With reference to diagnosis it is helpful to men-
tion what Jaspers had to say on its difficulties and
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its personified character. “Psychopathology is lim-
ited in that there can be no final analysis of human
beings as such, since the more we reduce them to
what is typical and normative the more we realize
that there is something hidden in every human indi-
vidual which defies recognition. We have to be con-
tent with partial knowledge of an infinity which we
cannot exhaust”.” It is indeed, clear to all clinicians
that this “hidden something” that is associated with
the personality and the circumstances of each indi-
vidual person cuts through diagnostic categories.
Communication is vital in trying to unveil this hidden
constituent. Of course what Jaspers is saying refers
to psychiatric diagnosis but there are certainly analo-
gies with physical diagnosis. We should additionally
be reminded of the fact that communication is also
non-verbal and that there are additionally “under-
ground” channels of communication (intuitive rather
than rational “intersubjectivity” channels that result
in positive or negative “chemistry”) that function in
parallel with the classical clinical channels.

The person-centered perspective in Diagnosis em-
phasizes positive health, elucidates risk and protec-
tive factors and assesses experience and values, thus
promoting a personified approach.

With reference to the therapeutic effect of commu-
nication there is evidence indicating that communica-
tion with the patient is not only a social or humani-
tarian obligation but can have a strong beneficial ef-
fect on the outcome of the illness and this has been
demonstrated for example in the improved outcome
of surgical operations and even the long-term adjust-
ment of the patients when such a communication
preceded the operation. It is within this context that

“the physician’s compassion, competence, caring and
empathetic attitude enable the person’s own story to
unfold within this interpersonal relationship”® It is al-
so important to point out that mental health workers
should communicate “with” the person rather than

“to” the person.” The primacy of the person and of the
person in relationship with others is central to the un-
derstanding of Person-Centered Medicine.

In conclusion, as health workers we have the ethi-
cal obligation to make use of the person-centered
tool of communication, not for reasons of social cor-
rectness but for therapeutic and preventive reasons
and for reasons associated with the preservation of
health (health promotion).
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Health

Before considering Health Promotion it would be
useful to briefly discuss Health. This concept is not
as clear as one might imagine and this lack of clarity
is not limited to ancient times. But, let us start from
those times.

Before the 5th century BC, health was considered
a gift of the Gods (and in line with this, illness was
considered as a punishment) until Hippocrates (c
460-377 BC) angrily protested that the most typical
“divine” illness, Epilepsy, was equally “un-divine” as
the rest of the illnesses. This protest required a lot of
courage in the society of that time in which respect
to the Gods was sine qua non.

In ancient Greece and Rome the ideal health condi-
tion was soundness of both body and mind (“healthy
mind in healthy body”) («voug uyIng ev owpaTt LYLAY).
In modern times, however, it was only soundness of
the body that was accepted until “wellbeing” was in-
troduced as a complementary component of health.
This has been received with skepticism as its inclu-
sion made the concept of health appear more close to
happiness than health.2 The WHO definition of Health
(“health is a state of complete physical, mental and so-
cial wellbeing and not merely the absence of disease
or infirmity”)° exemplifies this approach and although
there have been some valid criticisms like, for exam-
ple, that the inclusion of the word “complete” makes
it unlikely that “anyone would be healthy for a reason-
able period of time”'° yet it is a very advanced defini-
tion and very much in line with the holistic approach
and with the concept of positive health.

Health promotion

Promotion of Health is a different concept than
Prevention. Its scope is advancement of Health
whilst the scope of Prevention is avoidance of lliness.
The emphasis of Promotion is on Health whilst the
emphasis of Prevention is on lliness.

Health Promotion is defined by WHO as action
and advocacy to address the full range of potentially
modifiable determinants of Health."

Antonovsky's concept of salutogenesis'? is closely as-
sociated with both health promotion and the person-
centered perspective. Salutogenesis (creation of health)
is considered by many as an antecedent and theoreti-
cal basis of health promotion'*'* and many of its con-
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cepts (like, for example the search for the person's total
history) are related to the person-centered perspective.

Itis important to note that health promotion is more
closely linked with general measures not necessarily
associated with the health sector, like social, economic
and political actions that result in reduction of unem-
ployment, improvement of schooling, reduction of dis-
crimination, prevention of conflicts and management
of economic and other crises as well as the protection
of civil, economic, social, political and cultural rights.
On an individual basis, health promotion is linked with
concepts and actions like positive health, empower-
ment, resilience, self-help, holism, recovery etc.

Preservation of Peace and prevention of conflicts
have been seen as targets of mental health promo-
tion.”” In line with this, the International College of
Person-centered Medicine (ICPCM) has supported
the Athens Anti-war Declaration (2016) (Www.psy-
chiatricprevention.com)'® that has been co-signed by
more than 100 Associations and is relevant to mental
health-related issues of refugees and citizens of the
host countries.

Evaluation

Evaluating the impact of our health promotion ef-
forts during the ten years that the ICPCM has been in
existence is a very difficult task. It requires targeted
research and owing to the great number of inherent
confounding factors arising from the magnitude of
parameters contributing to health or ill-health, this
task is very difficult indeed.

It has been pointed out that health promotion re-
search does not focus sufficiently on the social or en-
vironmental contexts of health behaviours and that
it should ensure that efficacy and effectiveness are
proven prior to policy and community implementa-
tion."” Additionally, it has been suggested that health
promotion research should not be limited to the tra-
ditional bio-medical methodology but should also
include subjective indicators of health, like feeling ill
or well, whether or not a disease is present.'* Under
this perspective, mental health promotion outcomes
should include issues like recovery, sense of hope,
empowerment and resilience.

As mentioned by Kirisci et al'® Economics Nobel
Laureate Stiglitz stated that, with reference to his
field, assessment tools should incorporate a broad-
er concern for human welfare, not just economic
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growth. If this is the case with Economics it should
certainly be the case with Health. Under this light,
person-centered care should be one of the most im-
portant matrices for health care evaluation.

A detailed review of evaluation of person-centered
care in Health Services revealed that these services
represent a complex multidimensional domain. In an
attempt to resolve the difficulties arising from this is-
sue, the ICPCM has developed a prototype “Person-
Centered Care Index” that includes 33 items under
eight broad categories. The preliminary validation of
this instrument suggests its value for the generic as-
sessment of person-centered health care across set-
tings and populations.'®

Education

In order to achieve person-centered medical prac-
tice one needs person-centered medical education'
and an essential principle to achieve this is for edu-
cators to speak with the students rather than speak
to the students. Furthermore, the educators should
be committed to be role models.” These points have
been highlighted by the ICPCM.

Research

The ICPCM recognized as early as 2012 the need to
produce evidence for person-centered medicine. For
this reason, it dedicated the 2013 Geneva Conference
to this topic. The non-linearity and complexity of
Person-Centered Care has been recognized and high-
lighted and instruments like the “Person-Centered
Care Index” and the “Expert-based Collaborative
Analysis”® that complements classical data analysis
with prior expert knowledge have been suggested.”’

The main research areas identified at the 2013
Declaration are the following:

e Conceptual, Terminological and Ontological issues

e Research concerning evidence on the main compo-
nents of Person-Centered Medicine (PCM) and its
implications for Mental Health

e Clinical communication in Mental Health
e PCM Diagnostic Models in Mental Health

e Person-Centered Care and Interventions in Mental
Health

e People-Centered Care
e Research in Training and Curriculum Development
e e-tools for Person-Centered Mental Health.
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Health equity

Assuring healthy lives and well-being for ALL is
a gentle, ethical and just scope and in view of evi-
dence associating poor health with inequities, it cer-
tainly promotes population health. It would, howev-
er, be unrealistic to believe that this is an easy goal
to achieve. Inequities are likely to continue in spite
of all efforts to abolish them. A realistic goal would
be to highlight their detrimental health effects in the
hope that they will be reduced.

The “all” and “population” dimension provides a
broader conceptual and operational framework that
enlarges the “person-centered medicine” approach
to also incorporate a “public health centered” one.*

Of special importance is the application of the
person-centered perspective to victims of natural,
human-made and economic disasters.?*® A remind-
er is timely in view of the “epidemic” occurrence of
these three kinds of disasters in our days.**

Conclusion

During the last 10 years the ICPCM has been able
to sensitize health professionals and especially
younger ones in the person-centered approach and
in the awareness of the contribution of psychologi-
cal, social, financial, political, cultural and spiritual
factors to health promotion. The College has high-
lighted the necessity and benefit of multidisciplinary
collaboration, it has collaborated with organizations
of advocates, patients, relatives and carers and the
cardinal importance of empathic attention to the
needs of the recipient of our services (medicine for
the person) has been emphasized. This has been
achieved by the yearly conferences held in collabora-
tion with WHO in Geneva, Switzerland, by the region-
al conferences, through the Journal (Journal of the
International College of Person-centered Medicine)
through the website (http://www.personcentered-
medicine.org/) and especially the ICPCM Newsletter,
through collaboration with a great number of or-
ganizations worldwide and through the radiation
effect (transmission of information, dexterities and
attitudes to colleagues in the professional environ-
ment of each member of the College).

The ICPCM must continue its efforts to promote
person-centered promotion of health and well-be-
ingin line with its principles, the Geneva Declarations
and especially its 2017 Geneva Declaration.”’
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Ykomog TnG MNpoowmokevipikng latpikig (Person Centered Medicine) sival n mpoaywyr tng
Yyeiag kat tng Eveiag Tou avBpwmou otn ouVOAIKN (OAIOTIKHA) TOou UMOoTACN. H MpoowmokevTpl-
Kl autr) Bewpnon Sev eival véa. Xuviotd avaBiwon mavapxaiwyv avTINfPewy Tou avayovTal 0TV
EAANVIKA apxaldétnta kat oe moATiopoU¢ tnG Avatoliig (Ivsia, Kiva). H oclyxpovn avaBiwon tng
MpoowmokevTPIKNG laTpIKAG oPeileTal O€ pia oglpd aitiwv HETAEY TWV OTTOIWV CNUEIWVETAL N KAKN
EKTIUNON TWV MTPOTEPAIOTHTWVY TTOU Sev emtpénel TN Stampoowmikr Siadpaon, n uTTEPPOAIKN EUTTL-
oTtooUvn 0Tn oVyxpovn Texvoloyia mou odnyei o€ SlayvWoelg BACIOUEVEG LOVO OE EPYAOTNPLOKA EV-
pnpaTa, n amaiwon TNS OMOTIKAG TTPOCEYYIONG, N EMAYYEAMATIKY E€0UBEVWON TWV EMAYYEAUATIWV
vyeiag, n emMKpAaTNoN TNG EUMOPIKAG VOOTPOTIOG OTNV LATPIKN TTOU EKQPACETAL UE TOV XAPAKTNPIOUO
TWV A0BEVWV WC «TTEAATWV» Kal «KATAVOAWTWV». To AleBvéc KoANéyio MpoowmoKeVTpIKAC laTPIKAC
(ICPCM), avayvwpifovtag 0Tt €€ artiag Twv mapamdvw Sev UTTApXEL BEPATTEVTIKI KAL TIPOANTITIKH TTPO-
O£YYION HE TTPOOWTTOKEVTPIKI OTTIKH AMOQACIOE va aoXoAnOei e Tnv mpoaywyn tng Yyeiag mpog
TNV MPOCWTOKEVTPIKN KateuBuvon Kat Katd 1o €1o¢ 2017 cupmiipwoe 10 £€Tn §paotnpldtnTag oTovV
Topéa autov. ToviCetal o011 n Emkowvwvia maiCel onuavtikd polo otnv MpoowmokevTpIKh latpikn
ylati €xel kevtpikn Béon otn Sidyvwon, otn Bepaneia kat otn diatripnon tng Yyeiag. MNvetal pia -
oTtoplk avadpopn otnv évvola Tng Yyeiag, emonuaivetal n eupuTNTA TOU OPIoUOL Tou MayKOouIou
Opyaviopou Yyeiag (1948) mou Siatnpei Tn StaxpovikdTnTa Kal Tn cUVOAIKN (OO TIKA) Tou Sidotaon
Kall Tovi(eTal N cLVAPELD TOU OPLOPOU pe TN BeTIkA Yuxikn vylelvr. H NMpoaywyn tng Yuxikng Yyeiag
Slaywpiletal evvololoytkd amd tnv MpdAnyn, Hia mou To avTIKEiMeVO TNG TPWTNG €ival n Yyeia e-
vw NG 6eVtepng N Nooog. Emonuaivetat 6t petaél twv otdxwv tng MNpoaywyrigc Yuxikng Yyeiag
evtaooeTal kat n Stapuiaén tng Eiprivng (WHO, 2004) kat avagépetal n umootripi§n tou ICPCM
otnVv AvtumoAepikn Alaknpuén twv ABnvwv (Athens Anti-War Declaration, 2016). ToviCetal 6Tt gival
amapaitntn n alohdynon twv mpoonabelwv NG NPOooWMOKEVTPIKAG lATPIKAG Kal ava@épeTal 0Tl
To KoAAéylo (ICPCM) éxel Snuioupynoet éva €181ko epyaleio a§lohoynong, To Person-Centered Care
Index (Kirisci et al, 2016). Z& oxéon pe tnv Ekmaidevon, to ICPCM Tovilel TNV avAykn ot eKaSEVTEC
VO OHIAOUV UE TOUG EKTTALGEVOUEVOUG KAl OX1 TTPOG TOUG EKTIAIOEUOUEVOUG, KAl OE OXEON HE TNV €PEV-
va Tovi{eTal N avaykn va mapEXoVTal TTEIOTIKEG EVOEIEEIC AMOTEAECHATIKOTNTAG. ZXOMALETAL N ONUA-
oia TnG mapoxng @povTtidag vyeiag mpog OAOYX woTte va meptoplobouyv ol avicdtnTeg, pe Sedopévo
OTL Ol AVIOOTNTEG CUVTEAOUV OTNV KAKH LYEia Tou TANBUGopoU. TéENog, TovileTal n avAykn EQApUOYNS
TWV apxWV TNG MNPOOWMOKEVTPIKAG lATPIKAG 0T BUUATA TWV YUOLKWY, AVOPWTTOEMAYOUEVWV KAl Ol-
KOVOUIKWV KataoTpopwv (Christodoulou et al, 2016) 1Slaitépw¢ oTnV Mapovca oduvnper) cuyKupia.



PSYCHIATRIKI 29 (1), 2018

PROMOTING HEALTHY LIVES AND WELL-BEING FOR ALL 57

SUPTTEPAOUATIKE, eMmonuaivetal n cupBoAr Tou AleBvoug KoAeyiou MpoowmoKevTpIKAG laTpLKAg
(ICPCM) otV MPoowTOKEVTPIKA Bewpnon Tng Yyeiog og evapuovion e Ti¢ apxég Tou KoAleyiou kal
Me Tig Alaknpu&elg Tng leveunc (ICPCM Geneva Declarations).

Né€eig evpeTnpiou: MNpoaywyn vyeiag, Yuxikn vyeia, emkolvwvia, afloAdynon, KATAoTPOPEG, OLKO-

VOIKN Kpion, ICPCM.
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Early intervention services in Greece:
Time to focus on people at high risk
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ver the last twenty years, a lot of early intervention services operate worldwide with the

aim of offering assistance and promoting the early diagnosis and management, not only of

people who experience a first episode of psychosis but also of individuals that are at high

risk of developing psychosis. The early intervention services that operate in other countries
have been reviewed in correlation with the current status of early intervention services for psychosis
in Greece. Early intervention services were first established in Australia, and now hundreds of similar
programs exist in Europe, North America and Asia. Furthermore, early intervention services incorporate
teams that engage people who have an at risk mental state (ARMS), and are at high risk of developing
psychosis. The first clinical service for individuals at high risk for psychosis was established in Melbourne
in 1995, and an increasing number of similar services have since emerged worldwide. One of the largest
of these is OASIS (Outreach and Support in South London). The first early intervention service was devel-
oped during the December 2007, in a rural catchment region of north-western Greece, in loannina. After
the establishment of loannina Early Intervention Service, there was a growing interest of the Greek psy-
chiatric community in the issues of early detection and prevention of psychotic disorders which led to
the development of early psychosis units in other regions of Greece, like Athens, Thessaloniki and Patras.
However, this field remains neglected in Greece, since in the absence of funding for such early detection
services, there are only a few programs that operate mainly on a voluntary basis. Moreover, specialized
mental health services for people at high risk for psychosis that have significant clinical benefits and are
also cost effective, do not exist in the majority of Greek services. Greece and other countries in a similar
condition need to understand the significance of untreated or poorly treated psychotic disorders that
affect a lot of young people in late adolescence and early adult life. Focusing on people at high risk of
developing psychosis will promote public health and will help not only to prevent the onset of psychotic
disorders but to enhance their prognosis as well.

Key words: Early intervention, psychosis, high risk, Greece.
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Introduction

Over the last two decades, specialized early inter-
vention programs have been set up to promote the
early diagnosis and management of individuals ex-
periencing a first episode of psychosis,' and of peo-
ple who have a high risk of developing psychosis.>*
This article reviews the current status of early inter-
vention services for psychosis in Greece.

Early intervention services

Early intervention services
for first episode psychosis

Since early 1990s, a growing worldwide interest for
the early detection and treatment of psychosis has led
to an international effort to develop specialized clini-
cal services for people presenting with a first episode
of a psychotic disorder.* Early intervention services
were first established in Australia,® and now hundreds
of similar programs exist in Europe, North America
and Asia.” These services are designed to provide spe-
cialized mental health care as soon as psychosis has
been diagnosed.® Consensus statements and inter-
national clinical practice guidelines for early psycho-
sis have been published articulating the principles of
early intervention as a therapeutic approach, provid-
ing guidance to clinicians and researchers.®'°

Early intervention services for people
at high risk for psychosis

Early intervention services may also incorporate
teams that engage people who have an at risk mental
state (ARMS), meaning they are at high risk of develop-
ing psychosis."" Up to 36% of those with ARMS will de-
velop a first episode of psychosis within three years of
clinical presentation,'? with the majority of transitions
being towards schizophrenia spectrum psychoses.”
The first clinical service for individuals at high risk for
psychosis was established in Melbourne in 1995,'* and
an increasing number of similar services have since
emerged worldwide. One of the largest of these is
OASIS (Outreach and Support in South London).

OASIS: An example of a high risk service

OASIS provides clinical care for help-seeking indi-
viduals in London. It aims to ameliorate presenting
symptoms and problems, to reduce the risk of later
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transition to psychosis, and to minimize the delay
before antipsychotic treatment if psychosis does de-
velop.'® A three-step course of action is used to man-
age and assess the referrals properly. The first step is
a telephone contact with the client to perform a pre-
screening and to check if the referral is suitable for
engagement with the team. Second, an initial assess-
ment of 2h is carried out by a psychiatrist or a clinical
psychologist using the psychotic symptoms module
of the Comprehensive Assessment of At-Risk Mental
States — CAARMS. The CAARMS is a semi-structured
psychometric instrument made to estimate putative
prodromal psychotic symptoms in help-seeking peo-
ple.'® If the individual gets accepted to the service, a
detailed CAARMS baseline assessment is conducted
along with a neuropsychological assessment.””> The
Structured Clinical Interview for DSM-IV (SCID) and
Global Assessment of Functioning (GAF) scale are
used for the evaluation of possible co-morbid Axis-I
and Axis-Il disorders and the evaluation of the level
of functioning respectively.'”'® Patients are offered
clinical care for at least 2 years.

Early intervention for psychosis in Greece

In December 2006 the Greek Ministry of Health
and Social Solidarity published a “Guide for the foun-
dation and organization of services for the early diag-
nosis and treatment of first psychotic episodes” un-
der an Operational Program called "Health - Welfare"
funded by the European Social Fund. As a result, in
December 2007 the first early intervention service
was developed in a rural catchment region of north-
western Greece, in loannina. Since then, it has been
operating successfully within the context of the local
mental health network." A total of 132 first episode
psychosis patients were referred in a 2-year period
in the catchment area, mostly from private sector
clinicians.?® After the establishment of loannina Early
Intervention Service, there was a growing interest
of the Greek psychiatric community in the issues
of early detection and prevention of psychotic dis-
orders which led to the development of early psy-
chosis units in other regions of Greece, like Athens,
Thessaloniki and Patras.?' However, in the absence of
funding for such early detection services, these have
been operating on a voluntary basis. Unfortunately,
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there is only a small number of studies or other pub-
lished data about such services.

To begin with, a new book titled “Early Psychotic
Experiences. Signs, Symptoms and Interventions”
was published.?? The Greek translation of the
Comprehensive Assessment of At-Risk Mental States
— CAARMS was included in this book and preliminary
findings about the psychometric properties of the
Greek CAARMS were presented in a local congress.??
In addition, the inter-rater reliability of the Greek ver-
sion of CAARMS was estimated and it was found to
be valid and reliable.?' Furthermore, the translation
and standardization of Schizophrenia Proneness
Instrument, Adult version (SPI-A) was completed.?**
Scientific presentations and training seminars were
organized by the university psychiatric depart-
ments of Athens, Thessaloniki, loannina and Patras
along with the Hellenic Psychiatric Association.?®
Nevertheless, there was a lack of published clinical
evidence related to early intervention services and
only a small report about the operation of a ser-
vice for ARMS patients who were being screened
and followed up by the Eginition Hospital Unit.?' In
October 2016, a study was published presenting the
implementation of the early intervention in psycho-
sis (EIP) service of the 1st Psychiatric University Clinic
in Athens. According to the findings of this study 65
patients were referred to the service. The 26 were
ARMS patients and 17 were First Episode Psychosis
(FEP) patients. The rate of transition to psychosis and
the rate of psychosis relapse after 3 years was esti-
mated to be 19.2% and 11.7% respectively.?’

The field about patients who are at a high risk of
developing psychosis in Greece remains neglected
since nothing else has been found to be reported or
published. This finding could be interpreted in sev-
eral ways. On the one hand, a lot of psychiatrists in
Greece are not aware of the literature and of the im-
portance of early detection and intervention in or-
der to prevent psychosis. On the other hand, even
in the locations that an early intervention service
has been established the clinicians are mainly fo-
cused on patients with a first episode of psychosis.
As a result, there is an imperative need to focus on
people presenting with potentially prodromal psy-
chotic symptoms.
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Why focus on early detection?

A key target for early intervention services in psy-
chosis is to reduce the substantial delay between the
onset of psychosis and the start of antipsychotic treat-
ment (the duration of untreated psychosis — DUP).%%°
Both clinical and functional outcomes have been
found to be better when the duration of untreated
psychosis is shorter.3’ Moreover, clinical intervention
in the high risk phase, before the first episode, has
the potential to reduce the DUP more dramatically.>*'
Furthermore, compared to patients who present after
the onset of psychosis, patients who have become
psychosis after being engaged in the prodromal
phase are less likely to require admission after the first
episode.*? Moreover, if they are admitted to hospital,
these patients have a shorter stay in hospital and a
lower likelihood of compulsory admission.*?

Early detection services can also have health eco-
nomic benefits. In Australia, even though commu-
nity costs were higher, overall costs of care have
been found to be less, compared to the period when
high risk service did not exist, due to a decrease in
in-patient service use.** In the UK, the OASIS service
reduced health costs over a 2-year period by reduc-
ing the DUP in high risk people who made a transi-
tion to psychosis.*®

Future directions

There is now good evidence that specialized men-
tal health services for people at high risk for psycho-
sis have significant clinical benefits and are also cost
effective.

A variety of strategies are necessary to promote
the establishment of high risk services in the Greek
medical community. To begin with, early interven-
tion services should be presented to the doctors in
primary care, like rural doctors and general prac-
titioners as they are often the first health profes-
sional to see patients and refer them on to the right
mental health service. Training should be organized
such that young doctors who graduate from Greek
Medical Schools -the future rural doctors— are able
to recognize subclinical psychotic symptoms and re-
fer their patients to early detection services for fur-
ther assessment. Not only the psychiatrists but also
other groups of mental health professionals should
also be informed about the advantages of early in-



PSYCHIATRIKI 29 (1), 2018

tervention in psychosis, not only after the presence
of a full-blown psychotic episode but, especially, be-
fore. This could be succeeded through events and
presentations of the clinical and research data, by ex-
perts, indicating the positive impact of high risk ser-
vices for psychosis on patients’ lives derived from the
examples of different services throughout the world.

Greece is currently in an economic crisis and as a
result there is a lack of financial programs to support
the efforts of establishing and organizing early inter-
vention services. However, existing services could be
implemented with high risk units staffed with peo-
ple showing a deep interest by dedicating time and
energy to clinical management and research in order
to prevent psychosis. Taking into consideration that
almost all the existing Early Intervention services in
Greece work with volunteers, the need of funding is
still a great concern about the proper development
of these services.

Apart from financial crisis, a lot of changes take
place in Greece due to the refugee crisis. It is now a
reality that more immigrants and refugees who com-
prised only a small proportion of the patients in the
past are now visiting Ambulance and Emergency
units in Greece in an everyday basis, presenting
with either prodromal or frank psychotic symptoms.
Strong evidence shows that some groups of people
have an elevated incident of psychotic disorders after
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migration.*® A variation has also been found between
ethnic groups for voluntary and compulsory admis-
sions in other countries.?” Although early interven-
tion in refugees and immigrants would be a difficult
project, services for people at high risk of developing
psychosis in Greece could lead to early detection of
the iliness among these vulnerable populations of im-
migrants and refugees with beneficial results in the
country’s economy, since all these people have no na-
tional insurance in case of hospitalization.

Conclusions

During the last two decades, early intervention
programs have become common worldwide, prom-
ising optimization of clinical outcomes for people
diagnosed with a first episode of psychosis and also
for people at high risk for psychosis. Greece needs to
recognize the public health importance of untreated
or poorly treated psychotic disorders that affect a lot
of young people in late adolescence and early adult
life. Focusing on people at high risk of developing
psychosis could be a first but very important step to
this direction.
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XEiplon, Oxt HoVo avOpWMWV HE TPWTO PUXWTIKO £MEICOSI0 AANA KAl ATOUwWV IOV BpiokovTtal og UPNAO
Kivéuvo yla va avantuéouv YPuxwon. Ot urnpeaoieg Eykaipng mapéUaong mou AEIToupyoUV o€ AANEG
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XWPEC AVAOKOTINONKAV O€ OX£0N LE TNV TPEXOLOA KATACTAON TWV UTTNPECIWV £yKalpng mapéupaong
otnv Yuxwon otnv EAAada. Yrinpeoieg éykaipng mapéupaong idpubnkav apxikd otnv Auotpalia, Kat
HEXPL OUEPA EKATOVTASEG TTAPOUOLA TIPOYPAMMATA AEITOUPYOUV GTNV EUpWTTn, Tn Bopeta Apepikn Kat
v Acia. EmmAéov, ol umnpeoieg auTtég cuumepAapBdavouy opddeg mou avalapfdavouv avBpwmoug
ol ormoiol Bpiokovtal og kKataotaon avénuévou Kivduvou yla YPuxwon — At Risk Mental State (ARMS). H
TIPWTN UTTNPECIA Yia dTopa Tou Statpéxouv uPnAod Kivouvo yla eupdvion Ppuxwong dSnpoupyndnke
otn MeABolpvn To 1995, Kal €KTOTE €vag auEavopevog aplBpdC avTioTOKWV UTTNPEECLWV AEITOUpYE(
TTAYKOOMiwG. Mia amé Ti¢ peyalltepeg uninpeoisg amotelei to OASIS (Outreach and Support in South
London). H mpwtn umnpeoia éykaipng mapéupaong otnv EAAASa avamtixOnke Tov Agkéufplo Tou
2007 o€ pia aypoTikn meptoxr TG BopeloduTtikrig EANASag, ota lwdvviva. Metd Tnyv idpuon tng umnpe-
oiag ota lwdvviva, epeavioTnke HeyYAlo evSiagépov amd TV MAEUPA TNE EAANVIKAG YUXIATPIKAG KOIVO-
™NTAG, Yia Béuata €ykalpou evIomopoU Kat TPOANYNG Twv YUXWTIKWVY Slatapaxwy, mpAaypa mou odn-
ynoe otnv avantuén povadwv mpwipng mapéuaong otnv Yuxwon Kal o€ AANEG Tieploxég TnG EANASag,
onw¢ n ABrva, n Oscoalovikn kat n Matpa. QoT600, To MESIO AUTO MAPAUEVEL TTAPAUEANUEVO GTNV
EANGSa, agpou, Noyw Tng amouasiag xpnuatoddtnong yia TETOLEG UTTNPETIEG, Ta Aiya mpoypduuata mou
UTTAPXOUV AElTOUPYOUV KUpiwg o€ eBehovTiKn Baon. EmmAéoy, Sev umtdpyouv e€EISIKEVUEVEG UTTNPEDIEC
YUXIKNG LYEIag yia avBpwmoug mou Bpiokovtal o€ UPNAO Kivouvo va eupavicouvv Puxwaor), ot oToieg
va €X0UV ONUAVTIKA KAWVIKE 0QENN Kal va gival amoTeAECUATIKEG £VAVTL TOU KOOTOUG TouG. H EAAGSa
KAl AANEG XWPEG OE TTAPOUOLA KATAOTAON TTPETIEL VA KATAAGBOoUV TN onpacia Twy Pn Bepameudpevwy n
TWV QTWYA BepameudpeVwWY PUXWTIKWY Slatapaxwyv mou emnpedlouv MOANOUE VEOUC avOpwIToug oTNV
VoTepn gpnfeia katl TNV MPWIUN evAAikn {wry. H eotiaon Tou evdilagépovtog oe dtopa uPnAov Kivou-
vou yla Yuxwon Ba mpowOrioet Tn dnudaia vyeia kat Oa BonBroel dx1 povo va poAnedsei n évapén
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YuxwTikwyv Slatapaxwv aAAd kat va BeAtiwBei n mpdyvwor Touc.

Né€eig eupeTnpiov: Eykaipn mapéupaocn, Yoxwon, upniou kivéuvou, EAAada.
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chizophrenia is associated with increased risk for type 2 diabetes mellitus, resulting in elevated

cardiovascular risk and limited life expectancy, translated into a weighted average of 14.5 years

of potential life lost and an overall weighted average life expectancy of 64.7 years. The exact

prevalence of type 2 diabetes among people with schizophrenia varies across studies and rang-
es 2-5fold higher than in the general population, whereas the aetiology is complex and multifactorial.
Besides common diabetogenic factors, applied similarly in the general population, such as obesity, hy-
perlipidemia, smoking, hypertension, poor diet and limited physical activity, the co-occurrence of schizo-
phrenia and diabetes is also attributed to unique conditions. Specifically, excessive sedentary lifestyle,
social determinants, adverse effects of antipsychotic drugs and limited access to medical care are con-
sidered aggravating factors for diabetes onset and low quality of diabetes management. Schizophrenia
itself is further proposed as causal factor for diabetes, given the observed higher prevalence of diabetes
in young patients, newly diagnosed with schizophrenia and unexposed to antipsychotics. Furthermore,
studies support genetic predisposition to diabetes among people with schizophrenia, suggesting
shared genetic risk and disclosing a number of overlapped risk loci. Therefore, special attention should
be paid in preventing diabetes in people with schizophrenia, through intervention in all possible modifi-
able risk factors. Implementation of careful antipsychotic prescription, provision of adequate motivation
for balanced diet and physical activity and facilitating access to primary health care, could serve in re-
ducing diabetes prevalence. On the other hand, increasing calls are made for early diagnosis of diabetes,
application of the appropriate anti-diabetic therapy and strict inspection of therapy adherence, to limit
the excess mortality due to cardiovascular events in people with schizophrenia. Moreover, population
health programs could help counseling and preventing diabetes risk, additionally to early screening and
diagnosis set, aiming to reduce disparities in populations. Finally, mental health-care providers might
greatly promote offered health services to patients with schizophrenia, through a holistic individualized
approach, considering additionally the physical health of the patients and working closely, preventively
and therapeutically, in collaboration with the physicians and diabetologists.

Key words: Schizophrenia, type 2 diabetes, antipsychotics, prevention.



PSYCHIATRIKI 29 (1), 2018

Introduction

The comorbidity between schizophrenia and in-
creased prevalence of type 2 diabetes mellitus is well
established in many different studies on clinical sam-
ples,'? attributed to lifestyle habits and medications,
as well as gene-environment interaction factors and
shared susceptibility genetic loci for schizophrenia
and type 2 diabetes mellitus.

Diabetes is a complex, chronic illness, requiring
strict glycemic control beyond continuous medical
care, with multifactorial risk-reduction strategies. Its
prevalence among adults has risen from 4.7% in 1980
to 8.5% in 2014, more rapidly in middle- and low-
income countries,® whereas similar increasing preva-
lence is observed among patients with schizophre-
nia.4 Therefore, interventions facilitating the knowl-
edge, skills and abilities necessary to prevent, early di-
agnose and efficiently control diabetes are important.
Promoting such steps could also serve moderate dia-
betes complications, such as blindness, kidney failure,
heart attacks, stroke and lower limb amputation, con-
tributing in limiting cardiovascular risk and mortality
rates among people with schizophrenia. A search was
conducted across Medline and Scopus and all relevant
English articles referring to schizophrenia and type 2
diabetes mellitus (until June 2017) were reviewed.

Prevalence of Type 2 Diabetes
among patients with Schizophrenia

The prevalence of diabetes in individuals with
schizophrenia varies across different studies, reflect-
ing increasing rates across years, methodological is-
sues (sample size, methods of diabetes detection, in-
clusion or not of schizoaffective disorders in the case
sample, longitudinal, cross-sectional, case-control, co-
hort, inpatient, outpatient studies), as well as age, sex,
ethnicity disparities and further genetic and lifestyle
particularities. However, most of them demonstrate
elevated diabetes prevalence rates as compared with
the general population, with odds estimated to be
two to fine times elevated.*

Particularly, prevalence estimations of diabetes
among patients with schizophrenia in the USA range
from 14.2% in a retrospective cohort study,” 18.7%
in a cross-sectional study conducted in 819 patients
with schizophrenia,® to 23.3% in another cross-sec-
tional with 2231 patients,” with an alarming trend of
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increase over time (6.9% in 1997 to 14.5% in 2004).
In the European populations, prevalence is evaluated
15% in the Netherlands,” 14.8% in a case-control study
conducted in Sweden with 2.058.408 patients,'® 22%
in a cross-sectional study in Finland,'" whereas the
prevalence of diabetes among patients with schizo-
phrenia in the UK is estimated to be 11.3%.'? Similarly
in Asia, prevalence approaches 15.3% in a case-con-
trol study in India,”® 15% in Malaysia'* and 8% in a
case-control study in Singapore, however it included
only 164 patients and 200 controls.® Accordingly,
prevalence in Australia'® reaches 12.1%. Redefining
all causes contributing to excess diabetes comorbid-
ity with schizophrenia constitutes the cornerstone to
face the problem.

Clinical and lifestyle causes
of Type 2 Diabetes in Schizophrenia

Various factors are involved in diabetes onset
among patients with schizophrenia, which also apply
in the general population. However they are observed
more commonly in schizophrenia. Such factors are
obesity, increasing age, hypertension, hyperlipidemia,
smoking, lack of physical activity, poor diet, social de-
terminants, poverty, quality of sleep, stress and seden-
tary lifestyle.

Most, but not all, patients with type 2 diabetes are
overweight or obese, or present with an increased
percentage of body fat, distributed predominantly in
the abdominal region. Obesity is a common comor-
bidity in schizophrenia, with higher prevalence than
the general population.'® Even in first-episode schizo-
phrenia, 22% of the patients were overweighed in a
study conducted with 2548 patients.'” Another study
showed that patients diagnosed with schizophrenia
were overweight-obese (45-55%, RR: 1.5-2), smokers
(50-80%, RR: 2-3), had diabetes (10-15%, RR: 2), hy-
pertension (19-58%, RR: 2-3), dyslipidemia (25-69%
RR: 5) and metabolic syndrome (37-63%, RR: 2-3)."®
Additionally, it has been observed rates of BMI greater
than 27 to reach 42% in a group of individuals with
schizophrenia, compared to 27% in the general popu-
lation."”

Poor diet and physical inactivity® result in increased
diabetes rates among people with schizophrenia.
Deficits in fruits and vegetables intake, excess of fat,
sugar and fast food consume characterize the dietary
components often preferred by patients with schizo-
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phrenia.?'?? Several studies report poor nutritional
quality”®* with relevant impact on weigh gain and
further cardiometabolic adverse effects. Another
study estimated the mean number of fruit and veg-
etable portions per day at 2.8+1.8, whereas over a
third patients did not eat any fruit in a typical week.?®
However, choices of poor dietary preferences are like-
ly related to unemployment, household income and
lower socioeconomic status, not adequate support-
ive family environment, cognitive deficits and educa-
tional limitations. Homelessness often accompanies
patients with schizophrenia, setting many barriers to
diabetes prevention, including food insecurity, litera-
cy and numeracy deficiencies, lack of insurance and
cognitive dysfunction.?’ Access to health care services
for individuals with schizophrenia is often inhibitory
by perplexed and bureaucratic health service proce-
dures, unequal legislations, as well as communities’
and health providers’ racism against persons with
mental issues.

Furthermore, negative symptoms,?® sedating ef-

fects of antipsychotic medications and obesity*® con-
tribute to restricted physical activity of individuals
with schizophrenia. Engagement in moderate physi-
cal activity is reported less frequently in schizophre-
nia group than the National Health and Nutrition
Examination Surveys group (NHANES group).*
Specifically, few individuals with schizophrenia re-
ported vigorous physical activity, whereas less than
half of the sample followed moderate physical activ-
ity. Similar findings are observed by other studies,
while a systematic review reported linkage of im-
paired physical activity with limited socioeconomic
status.’® Besides exercise, sleep alterations, often
meet in people with schizophrenia,** due to de-
synchronization between melatonin profiles and the
sleep-wake rhythms,***"3 body temperature,® and
levels of tryptophan and prolactin,*® might play a role
on diabetes onset. The disturbed circadian clock un-
derlying in schizophrenia®'~* contributes to the de-
velopment of metabolic disorders, affecting further
the stress axis (hypothalamic-pituitary-adrenal axis,
glucocorticoids, interaction with leptin), the motiva-
tion and reward system (dopamine, interaction with
hypothalamic-pituitary-adrenal axis) and the orexin/
melanin concentrating hormone neuronal network.*

Additionally, smoking, a known risk factor for type
2 diabetes, among people with schizophrenia is cal-
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culated 5.6 times as much as people without,***® thus
increasing the risk for diabetes and its treatment out-
come. Likewise, a study estimated smoking rates at
64.9% among people with schizophrenia and in an
increased number of them cigarette use was heavy.?®
Additionally to smoking, hypertension and hyperlipid-
emia contribute to elevated diabetes risk.*” A cohort
study of 2270 patients from 16 European countries
reported 69.6% hyperlipidemia rates and 43.4% for
hypertension,” while the risk was estimated 5fold
and 2-3fold higher for these condition respectively, in
comparison with the general population.”® Moreover,
odds ratio (OR) of diabetes onset in patients with
schizophrenia and hypertension or dyslipidemia, in
comparison with patients with schizophrenia with-
out this comorbidity, are reported to be 3.23 [95%
Confidence Interval (Cl) 2.04-5.11] and 5.99 (3.87-8.92)
respectively.'” Furthermore, hazard ratio for earlier di-
abetes onset time is evaluated 1.87 (95% Cl 1.12-3.09)
and 4.67 (2.19-10.00) for patients with schizophrenia
under antihypertensive and lipid-lowering treatment
respectively.*’

Finally, environmental loading is proposed as an
etiological factor for diabetes and schizophrenia co-
occurrence, influencing susceptibility to both condi-
tions. For instance, poverty and lower educational
chances are linked to schizophrenia and obesity.*°
Both increased rates of impaired glucose tolerance
and schizophrenia was detected in the cohort born
during the Dutch famine®' in 1944-1945 vitamin D
deficit during early life is associated with risk of schizo-
phrenia,®**>* whereas it also influences the insulin re-
sponse to glucose stimulation, although its limited
impact on basal insulinemia.>*>*

Medication, Schizophrenia
and Type 2 Diabetes

There is a considerable literature on the metabolic
adverse effects of antipsychotic agents. In particular,
comparison between second generation antipsychot-
ics (SGA) with first generation antipsychotics (FGA)
revealed a 1.3 fold elevated risk for diabetes.*® This
effect is intermediated either by weight gain, or —at
25% of cases>’— though direct impairment in glucose
homeostasis, potentially via blockade of central and
peripheral muscarinic M3 receptors.”®*® M3 recep-
tors are widely expressed in the brain (ventromedial
hypothalamic and arcuate nuclei of the hypothalamus,
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dorsal vagal complex of the brainstem)® ¢! effecting
insulin and glucagon secretion, glucose homeostasis
and body weight regulation,®* % as well as on pancre-
atic beta cells, modulating the acetylcholine pathway
for insulin secretion.®*® Antipsychotic affinity for the
M3 receptors is considered the best indicator for dia-
betogenic liability.?®’ Interestingly, olanzapine and
clozapine have a profile to potently block the M3 re-
ceptors, while antipsychotics with a lower risk of meta-
bolic dysfunction side-effect, such as risperidone and
ziprasidone, have little effect on the M3 receptors.®’%®

Another study detected elevated risk of diabetes in
both patients treated with SGA (adjusted hazard ra-
tio [HR] 1.32, 95% Cl 1.01-1.75) and those treated with
FGA (adjusted HR 1.82, 95% Cl 1.30-2.55) against con-
trol patients without schizophrenia.®® Furthermore, a
meta-analysis on the prevalence of diabetes reported
2.1% diabetes prevalence among antipsychotic-naive
patients, whereas the prevalence was 12.8% for anti-
psychotic receivers.”” However, a systematic review
of 22 prospective, randomized, control trials, though
short-term followed, detected no difference in gly-
cemic abnormalities between placebo and antipsy-
chotic cohorts.”® Suggested explanations to those
inconsistent findings are beyond methodological
problems such as medication pre-exposure of tested
groups, duration and dose of medication receive, se-
verity, duration and type of schizophrenia, way of dia-
betes diagnosis (self-report, anti-diabetes drugs, ADA
criteria), homogeneity of case group (schizophrenia,
schizoaffective disorders, psychosis), adherence to an-
tipsychotic receive, follow-up period and other unob-
served confounding, also the heterogeneity among
SGA and FGA groups.

Therefore, other studies attempted to evaluate the
diabetogenic role of each antipsychotic regiment
separately. Particularly, a large, population-based
study conducted in Denmark with 345,937 cases
treated with antipsychotics and 1,426,488 controls
found 1.45% for clozapine, 1.29% for olanzapine and
1.23% for risperidone, 1.94% for sertindole, 1.57% for
perphenazine, 1.94% for ziprasidone and even 1.17
for haloperidol increased diabetes risk,”' whereas no
increase in diabetes risk was detected for aripipra-
zole, amisulpride or quetiapine. On the other hand, a
study on newly-onset schizophrenia patients revealed
diabetes incidence patients with olanzapine initiation
therapy (hazard ratio, HR=1.41) and with mid-potency
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conventional antipsychotics (HR=1.60).* Moreover, an
FDA's database analysis in terms of diabetes, reported
the following adjusted ratios hierarchy for diabetes-
mellitus-related adverse outcomes: olanzapine 9.6
(95% Cl 9.2-10.0), risperidone 3.8 (3.5-4.1), quetiapine
3.5 (3.2-3.9), clozapine 3.1 (2.9-3.3), ziprasidone 2.4
(2.0-2.9) aripiprazole 2.4 (1.9-2.9) and haloperidol 2.0
(1.7-2.3).”2 Clozapine and olanzapine are consistently
associated with greater weight gain risk.”?

Further, antidepressants may attribute to increased
diabetes risk. Probable suggested mechanisms are
their sedative effect, the increase in appetite, and
weight gain.*’¢ A meta-analysis, though included
only observational studies, reported increase in dia-
betes onset likelihood (OR 51.50, 95% Cl 1.08-2.10, HR
51.19, 95% Cl: 1.08-1.32).”” However, most studies’®”’
provide evidence for elevated diabetes risk with the
concurrent use of tricyclic antidepressants and selec-
tive serotonin reuptake inhibitors (SSRIs) (OR=1.89),%°
the long-term use of both tricyclic antidepressants
(incidence rate ratio, IRR=1.77) and SSRIs (IRR=2.06)
in at least moderate daily doses,®' as well as the use
of antidepressants medication in high-risk patients.®
Further, amitriptyline, imipramide and mirtazapine
are associated substantially with weight gain, nortrip-
tyline and paroxetine appear to have intermediate
effect, whereas bupropion and fluoxetine are linked
with weight loss.*®

Additionally, mood stabilizers, especially valpro-
ate itself®®* and lithium,® have been associated with
insulin resistance and diabetes risk,?*% related pos-
sibly to weight gain,®® and/or fatty liver infiltration.®’
However, little research has been performed in terms
of concomitant application of different categories
of medications®*®° to reveal potential synergic ac-
tion. One of those®® conducted in Medicaid-enrolled
youths, reported higher risk for diabetes incident for
SGA initiators concomitantly to antidepressant use
(OR .54, 95% Cl 1.17-2.03, p=0.002), when compared to
only SGA initiators. Further, first-episode and antipsy-
chotic-naive patients with schizophrenia as compared
to chronic patients, are more vulnerable to severe
weight gain, rapidly during the first few weeks, due to
antipsychotics.”

Antipsychotics are associated with lipid abnormali-
ties and thus could increase diabetes risk.***° On the
contrary, most of antidepressants®' as well as lithium??
observe no associated with dyslipidemia. Valproate
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has been associated increased triglycerides and glu-
cose, and insulin abnormalities.”® Antipsychotics are
not associated with hypertension, potentially due
their alpha-1 blocking effects,® which can lower
blood pressure. Among antidepressants, venlafaxine
is most frequently associated with elevated blood
pressure,” while mirtazapine has been found to
be associated less than tricyclic antidepressants.”®
Generally, mood stabilizers have no effect on blood
pressure, apart from chronic renal failure related to
lithium volume distribution.

Genetic predisposition for comorbidity
Schizophrenia and Type 2 Diabetes

Metabolic loading in patients with schizophrenia,
such as dyslipidemia and insulin resistance, presents
also prior to treatment onset,”’~*° implying genetic
vulnerability. Henry Maudsley''? already proposed
the genetic link between diabetes and schizophre-
nia in his 1897 textbook “The Pathology of Mind".
Prevalence of diabetes is estimated 1.27-1.63 fold
higher in medication-naive patients with schizophre-
nia as compared with the general population in the
Netherlands.'® Furthermore, similarly increased levels
of IL-1B, IL-6, TNF-q, but also importantly elevated adi-
ponectin levels were detected in drug naive, first epi-
sode patients with schizophrenia and normal weight,
as compared with obese or overweight individuals
without schizophrenia, which suggest a potential
unique pro-inflammatory role of adiponectin in pa-
tients with schizophrenia, leading to later metabolic
syndrome.'”’

To explain this comorbidity between schizophre-
nia and diabetes in genetic terms, linkage studies as
well as genome-wide association studies (GWAS) are
applied to shed light into this direction. As linkage
studies are concerned, one could start with probing
the gene involved in both glucose and dopamine
pathways. According to the data queried from Genetic
Association Database'®? (http://geneticassociationdb.
nih.gov/), a total of 37 common genes are detected
across these susceptibility genes of schizophrenia and
diabetes. For instance, chromosome 1q may harbor
genes influencing working memory'® and diabetes-
related traits.'” Moreover, association studies suggest
that chromosome 1921-24 may harbor risk genes for
diabetes.'” Among others, genes with involvement
in both glucose metabolism and cognitive function
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which may increase the risk of diabetes in patients
with schizophrenia vice-versa, are proposed to be ni-
tric oxide synthase 1 (neuronal) adapter, aka, carboxyl-
terminal PDZ ligand of neuronal nitric oxide synthase
protein (CAPON), Nitric oxide synthase 1 adaptor
protein (NOS1AP), glycogen synthase kinase 3 gene
GSK-3, catecholamine O-transferase gene COMT, ty-
rosine hydroxylase (TH) gene.'® Association findings
further support that TCF7L2, which is responsible for
diabetes, increases risk of schizophrenia in two fur-
ther studies.'””'% Web-based catalog for published
genome-wide association studies (GWAS) to search
for overlapped findings for diabetes and schizophre-
nia'® provided no evidence for shared etiology (with
a significance level of p<10?8). Proposed explanation
therefore is that the genetic overlap for schizophre-
nia and diabetes may depend on combination of rare
variants with small effect acting in concert to cause
both diseases or to variants other than single nucleo-
tide polymorphisms (SNPs).!® Another GWAS analysis
failed to detect risk variants associating schizophrenia
with diabetes in a Japanese population.''® Moreover,
pathway analysis retrieved 2,104 proteins, 364 of them
found simultaneously interacting with susceptibility
proteins of both diabetes and schizophrenia, there-
fore proposed as new candidate risk factors for both
diseases.'"

Prevention and therapy

Clinical practice guidelines and individualized
medicine are keys to improve health of patients with
schizophrenia. The American Diabetes Association
(ADA) highlights the importance of patient-centered
care, defined as care that is respectful of and respon-
sive to individual patient preferences, needs, and val-
ues and ensuring that patient values guide all clinical
decisions. Annual screening for people with schizo-
phrenia for prediabetes or diabetes is recommended.
Changes in weight, glycemic control, blood pressure
and cholesterol levels should be carefully monitored
and the treatment regimen should be reassessed.”’

Motivation in the direction of healthy lifestyle choic-
es, such as healthy eating, physical activity, tobacco
cessation, weight management and effective strate-
gies for coping with stress, should belong to health
providers’ priorities. Providers should assess social
context, including potential food insecurity, housing
stability, and financial barriers, and apply that infor-
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mation to treatment decisions. Patients should be
referred to local community resources when avail-
able and provided with self-management support
from health coaches, navigators, or community health
workers when available.?®

Finally, collaborative, multidisciplinary teams are
best suited to provide care for people with chronic
conditions such as diabetes and to facilitate patients’
self-management. The care team, which includes
the patient, should prioritize timely and appropriate
intensification of lifestyle and/or pharmacological
therapy for patients who have not achieved the rec-
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ommended metabolic targets. Redefining the roles
of the health care delivery team and empowering
patient self-management are fundamental to achieve
diabetes prevention and bring optimal therapeutic re-
sults.?®

Conclusion

Coordinated management of diabetes or prediabe-
tes and schizophrenia is recommended to prevent di-
abetes onset and achieve diabetes treatment targets,
promoting equal health services and reducing dispari-

ties in populations.

IxwWoppévera
KAl Gakxapwong owaBning tomou 2

B. Maudkov,'? A. @avomovAov,? O. loviddkng,*
N. TevtoloUpn¢,’ B. Kovta&daknc*
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Wuylatptkr) 2018, 29:64-73

H ox1oppévela ouvdéstal pe aufnuévo kivbuvo yia eppavion cakxapwdoug Stafrtn tumou 2, cup-
BaAovtag o€ emitaon Tou Kapdlayyelakou KIvEUVoU Kal TIEPLOPLIOHO ToU TPoodoKIpou emBiwong o€
aoBeveic pe ox1lloppévela. Ze 0,Tl apopd oTo TPOCSOKIUO {WNC, AUTO AVEPXETAL CUVOALKA O€ 14,5 €-
™ mOavig anmwA&lag {wng Kal GUVOAIKO péoov épo poadokipou {wng ta 64,7 €Tn. O akpIPng emmo-
Aaopog Tou Staprtn TUToL 2 ota Atopa e oXllo@pEvela SIaPEPEL OTIC PEAETEC KAl KUpAivETal amd
2-5 @opég uYNAOTEPOG O 0XEON UE TOV YEVIKO TANBuouO. H attiohoyia Tou cakxapwdoug Siafrtn
TUMou 2 oToug aoBeveic pe oxtlogpévela gival TOAOTIAOKN Kal TOAUTIAPAYOVTIKH. EKTOG amd Toug Kol-
vou¢ 81apnToyovoug mapdyovTeG, TTOU amavTWVTAL Kal 0TOV YeVIKO TANBUGUO, OTTwG N maxvoapkia,
n unepAmbalpia, To KATVIOUA, N UTTEPTACT), N KOKA Slatpo@n Kal N TEPIOPIoUEVN cwuatikh Spaotn-
pLotnTa, N ouvumapén oxl{oppévelag kat Stafrtn amodidetal oe emmAéov 181AITEPOUC TTAPAYOVTEG,.
JUYKEKPIUEVA, O KABIOTIKOG TPOTIOG (W C, KOIVWVIKOOIKOVOUIKOI TTAPAyOVTEG, Ol AVEMOBUUNTEC EVEP-
YEIEC TWV AVTIPUXWTIKWV QAPUAKWY Kal N TTEPLoPLoPéEVN TpOofacn OTIC UTINPETiES uyeiag Bewpou-
vTal EMPBAPUVTIKOL TAPAYOVTEG Yla TNV RPAvIon Tou SlafATn Kat TN XapnAn moldtnTa Slaxeiplong
Tou. H id1a n ox1loppévela Bewpeital arttohoyikog mapdyovtag yia epedvion cakyxapwdoug dtapntn,
Sedopévou Tou mapatnpolpevou uPnAdTEPOU emmoAacpol Tou SlafrTtn o€ veapoug acbeveic, mou
éxouv mpoogata Stayvwobei pe oxiloppévela kat Oev €xouv ekTeDel oe avTiPuxwTikd. EmimAéoy, ol
peNéTeC umooTtnpiCouv yevetikh podidbeon yia Siafntn petadl Twv atopwy pe oxtloppévela, u-
modnAwvovtag 6Tl Kowvoi yeveTikol mapdyovteg euBuvovTal TO0O Yia TN oXI{oPpPEVELa 000 Kal yid
Tov oakxapwdn Safrtn, evw éxel TPoodloploBei évag aplOUog AAANAETIKAAUTTTOUEVWY UTIEVBUVWY
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yovidiwv. Q¢ ek TouTou, Mpémel va S00kei 1laitepn Mpoooxn otnv mMPoOANYn tou SlafrTn o€ AToud UE
oxloppévela péow mapéuPaong oe SAoug Toug SuvaTolC TPOTTOTIOGIIOUC TTAPAYOVTEC KivdUvou. H
E£PAPHOYN KATAAANANG aVTIPUXWTIKAG AYWYNE, N TTAPOXH EMAPKWV KIVATPWYV yla Icoppomnpévn dia-
TPOYPN Kal uUOIKA dpaotnploTnTa Kat n SteukdAuvon TG MPOoRacng OTIG UTTNPECIEG uyeiag, Ba pmo-
poloav va XpnOolMEVOOLV 0N HEiwon Tou eMMOAACHOU Tou Slafrtn. Ao TNV AAAN TAELPJ, yiveTal
akoOua o €MTAKTIKN N éykaipn Siayvwon Tou Stafrtn, n epapuoyr KAataAANANg avtidiapnTikig
Beparmeiag kal n avotnen emiBAePn TNC CUPPOPPWONG 0TN BepaTeia, yia Tov TEPLOPIoUS TNG avén-
pévng Bvnoipdtntag Adyw Kapdlayyelakwy emelcodiwv og dtopa pe oxiloppévela. EmmAéoy, Ta mpo-
ypdupata uyeiag mAnBuopol Ba pmopouoav va Bondrnoouv otnv mapoxn evnUéPwong, SUUBOUAWY
Kall TNV TPOANYN tou Kivduvou Safrtn, mapdAAnAa pe Tov £yKalpo ENeyx0 Tou TANBUGHOUL Kal TNV
mpWIUN dtdyvwon, meplopifovtag MANBUCUIAKEG aVIoOTNTEC. TENOC, Ol TTAPOXOL LUTTNPECIWV PUXIKNAG
vyeiag Ba pmopoloav va BEATIWOOUV CNUAVTIKA TNV TTOLOTNTA TN TPOOPEPOUEVNS Beparmeiag oe
aoBeveic pe ox1l{oPpévela, HECW PO OMOTIKNAG EEATOUIKEVMEVNG TTPOCEYYIoNG, AaufavovTag coBa-
PA UTIOYN Kal TN CWHATIKA LYEID Twv acBeviv péoa amd Tn OTEVH OuVEPYAsia Kal o€ MAaicla T600
mpOANYNG 6oo kal Bepaneiag, pe maboAdyoug kat SianToAdyoug.

Néerg evpeTnpiou: Zx1oppévela, S1aBATng TUTTOU 2, avTIYUXWOIKA @APUAKA, TTPOANYN.
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e investigated the attitudes towards Euthanasia (EUT) and Physician-Assisted Suicide (PAS)

in a sample of Greek Psychiatry trainees (PT), (n=120, mean age 32.01£0.21, male 60.0%)

and compared these to those of medical trainees of other specialties (OMT), i.e. internal

medicine, surgery, intensive care (n=154, mean age 32.97+1.17, male 57.1%). Most of the

responders were for the acceptance of EUT and PAS under some circumstances. More often PT answer

“never” in the question regarding the permission to withdraw life-sustaining medical treatment to has-

ten death, if that requested by a terminally ill patient (p<0.001) and also more often answer “never” to

the question regarding the permission to hasten the death of a patient if that is requested by family

members (p<0.01). On the other hand OMT were more often for the acceptance of EUT (p<0.001) and

more often expressed a positive view in the case allowing PAS in patients with incurable-terminal illness

and low expected quality of life (p<0.001). According to the results of this study there is a need for spe-

cial education of PT on end of life decisions. Also, it is important for educators to have understanding the

views of the trainees since soon in the future, the new generation of physicians will have to make end of
life decisions.

Key words: Euthanasia, physician assisted suicide, Psychiatry trainees, Greece.

Introduction of U.S.A. (Oregon, California, Vermont, Montana,
Washington)."? In Greece, which has one of the low-

Euthanasia (EUT) and physician-assisted suicide est rates of suicide, EUT and PAS are illegal and pun-
(PAS), i.e. voluntary euthanasia have received in- ishable criminal acts.>® Numerous surveys have ex-
creased attention over the last decades. In our plored attitudes toward EUT expressed by lay public,
days, medical assistance in dying is legal in many terminally ill patients and/or their relatives and medi-
European countries (i.e. Switzerland, Netherlands, cal professionals."”® Comparative studies regarding
Belgium, Luxemburg) as well as in many states attitudes towards EUT and PAS among psychiatry
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trainees are scarce. We investigated the attitudes to-
wards EUT and PAS in a sample of Greek psychiatry
trainees (PT) and compared these to those of medi-
cal trainees of other specialties (OMT).

Methods

The Greek Questionnaire on EUT and PAS con-
sists of 20 items and requires about 10 minutes
to complete. The answers on the Questionnaire
are assessed by fixed response items with three
response options (yes, no, do not answer/a great
deal, moderately, not at all/ never, under circum-
stances, always). Questions about responder’s de-
mographics, personal experience with terminally
ill patients, family members or friends and factors
that influence the view on the issues of EUT and
PAS were included.’ More information about the
Questionnaire has been presented in detail else-
where.® A random sample of Greek psychiatric
trainees (n=120, mean age 32,01+0,21, male 60.0%)
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and a random sample of other medical trainees
(n=154, mean age 32,97+1,17, male 57.1%) complet-
ed the Questionnaire. Among OMT there were 104
trainees in internal medicine, 23 in surgery and 27
in intensive care. Trainees were informed briefly
about the aim of the study. The study was anony-
mous and no identifying information was placed in
the questionnaire. 15.2% of PT and 17.4% of OMT re-
fused to participate in the study. Descriptive statis-
tics including comparisons between PT and OPT on
the frequency of the questionnaire responses using
the chi-square test were made. The significance
level was set at p<0.001 (Bonferroni Correction). P
values< 0.01 were interpreted as “trends”.

Results

As table 1 shows, most of the trainees were in-
formed about EUT and PAS. Yet, most of the re-
sponders were for the acceptance of EUT and PAS
under some circumstances.

Table 1. Comparison between psychiatry trainees (PT) and other medical trainees (OMT) on the answers of the
questionnaire regarding Euthanasia (EUT) and Physician-Assisted Suicide (PAS)

Question

Answer PT (%) OMT (%) Stat. Sign.

X3 P

1. Are you informed about euthanasia and physi-
cian-assisted suicide?

2. Do you think that euthanasia (involuntary) may
be morally acceptable under some circum-
stances?

3. Do you think that physician-assisted suicide (vol-
untary) may be morally acceptable under some
circumstances?

4. If you had a terminal illness would you consider
obtaining a physician’s assistance to end your
life?

5. If you had a family member or friend who had a
terminal illness would you consider obtaining a
physician’s assistance to end his/her life?

6. Do you believe that a physician should be per-
mitted to withdraw life-sustaining medical treat-
ment to hasten death, if that requested by a
terminally ill patient?

7. Do you believe that a physician should be per-
mitted to prescribe drugs in high dosages which
may hasten death, if that is requested by a ter-
minally ill patient?

YES

YES

YES

NO 99.2

NO 98.2

NEVER

UC+A

70.8 79.8 0.89, NS

51.6 73.4 14.82, P<0.001

82.5 75.9 6.51, NS

93.5 0.59, NS

100.0 0,44, NS

49.3 26.6 14.81, P<0.001

82.5 75.9 6.51, NS

(Continued)
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Table 1. Continuation.
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8. Do you believe that a physician should be per-
mitted to hasten the death of a patient, if that is
requested by his/her family members?

9. How important would be for you the patient’s
excepted shortness of life time, in deciding
whether physician-assisted suicide should be
allowed?

10. How important would be for you the patient’s
expected low quality of life, in deciding whether
physician-assisted suicide should be allowed?

11. How important would be for you the financial
burden of the patient or the patient’s family, in
deciding whether physician-assisted suicide
should be allowed?

12. To what degree influence your view on the issue
of PAS your personal ethics?

13. To what degree influence your view on the issue
of PAS your religious beliefs?

14. To what degree influence your view on the
issue of PAS the physician’s role to protect the
patient’s life according to Hippocrates oath?

15. To what degree influence your view on the issue
of PAS your previous experience with terminal
ill patients?

16. To what degree influence your view on the issue
of PAS the risk that physician-assisted suicide
might be misused concerning certain disadvan-
taged groups?

17. Do you believe that there will be sufficient legal
safeguards regarding the legislation of EUT?

18. Do you believe that the legalization of EUT may
be a risk for the legitimate everyday medical
practice?

19. Do you believe that psychiatric evaluation of the
patient is required in the case of PAS?

20. Do you believe that a request for PAS from a
terminally ill patient is prima-facie evidence of
a mental disorder (i.e. depression)?

NEVER 87.5 80.1 9.25, p<0.01
AGD+M 445 38.3 4.54, NS
AGD+M 49.5 73.3 16.51, p<0.001
AGD+M 56.7 65.6 2.27, NS
NA 69.2 58.4 3.34, NS
NA 86.7 81.8 2.86, NS
AGD+M 95.0 95.4 0.77, NS
NA 48.7 51.6 6.28, NS
AGD+M 98.3 97.4 3.01, NS
YES 89.1 91.5 5.76, NS
YES 96.7 98.1 6.51, NS
YES 98.0 96.6 0.75, NS
YES 30.8 35.1 0.54, NS

AGD: A great deal, M: moderately, NA: Not at all, N: Never, UC: under circumstances, A; Always

The comparison between PT and OMT revealed
some statistically significant differences. More often
PT answered “no” in the question regarding the per-
mission to withdraw life —sustaining medical treat-
ment to hasten death if that requested by a terminal-
ly ill patient (p<0.001) and also more often answered

“never” to the question regarding the permission to

hasten the death of a patient if that is requested by
family members (p<0.01) (trend).

On the other hand OMT were more often for
the acceptance of EUT (p<0.001) and more often
expressed a positive view in the case allowing
PAS in patients with low expected quality of life
(p<0.001).
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It is worth noting that almost all the trainees
(98.0 vs 96.6%) believe that psychiatric evaluation
is required in the case of PAS. However, a small
proportion of them (30.8% vs 35.1%) believe that
a request for PAS is prima-facie evidence of a men-
tal disorder.

Comments

Studying attitudes on EUT and PAS in medical
trainees is important as they are the future genera-
tion of physicians who will soon have to make and
of life decisions. Especially, PT will have in the future
the responsibility to decide about the patient’s men-
tal health status and the ability to decide about the
desire for PAS.

Certainly, it is worth noting that there is a disa-
greement among clinicians as to whether psychiatric
consultation should be mandatory for every patient
who requests PAS. Some support the importance of
involving an expert in assessing capacity and identi-
fying and managing mental illness. However, others
disagree citing mainly the fact that most psychia-
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trists have little experience and motivation treating
the terminal ill.”'%"2

Given the special role of PT in end of life decisions
in the future, it is important to compare attitudes of
them with those of trainees of other medical special-
ties on the topics related to EUT and PAS.

To our knowledge up to now only one compara-
tive study focused on the differentiations regarding
EUT and PAS attitudes of medical trainees of differ-
ent speciality fields. In 1997, Weiss-Roberts et al'?
compared residents in three medical speciality fields
(internal medicine, emergency medicine, psychia-
try). They found that psychiatry residents expressed
greater opposition to PAS and EUT than emergency
medicine residents.

According to the results of this study there were
also differentiations between PT and OMT in some
parameters related to EUT and PAS. Therefore, there
is a need for special education of PT on end of life
decisions and also is important for educators to have
understanding the views of the trainees although
most of them feel uncomfortable with death and dy-
ing patients.>'*1°

Amopelg £10IKEVOREVWV 6TtV Wuxiatpiki
GXETIKA pE TNV evbBavacia kat tnv umoBonOoupevn
ammé yuarpo autoktovia

M.-E. Kovta&akn,'? K. MamAéc,? M. Aacomoulou,* B. Kovta&aknc'

"1n Yuxiatpikn Khvikn MNavemotiuiov ABnvav, Aywvriteio Noookoueio,
2Wyxiatpikh KAwikr, «Zwtnpia» [eviké Noookopsio,
3Epyaotiipio lotopiac TN latpikAc, latpikr SxoAn,

“«EMNN> Maibiatpiké Noookoueio «H Ayia Sopia», ABrva

Wuylatptkr) 2018, 29:74-78

MeAeTAONKAV Ol OTACEIG OXETIKA pe TNV EuBavacia (EYO) kat tnv YmoBonBoluevn amd MNatpod
AutokTovia (YTA) o éva deiypa EANAvwy atpwv eidikevopévwy otnv Yuxlatpikn (EV) (n=120, péon
nAikia 32,01£0,21, dvdpeg 60,0%) Kal cuyKpiBNKav UE TIC OTACEIG EISIKEVOUEVWY 1OTPWY O AANEC
latpIkéC €101kdTNTEG (EAEE) 0mwce mabBoloyia, Xelpoupyikr, evTatikn @povTida (n=154, péon nAikia
32,97+1,17, dvSpeg 57,1%): Ot meplocdTEPOL ATTO TOUG EISIKEVOUEVOUG LATPOUG TAV UTTEP TNG ATTOYNG
¢ amodoxnc NG EYO kat tng YTA und mpoimobéoelg. Zuxvotepa ol EW amavinoav «moté» otnv
£PWTNON OXETIKA UE TNV emMBUpia aoBevolg mou MACXEL amd aviaTn-KATAANKTIK acBévela va mpay-
patomotnBei S1aKOTH TNG NXAVIKAG UTTOOTAPIENG TWV {WTIKWV TOU AelToupylwV (p<0,001), Kat akoun
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OUXVOTEPA amavtnoayv «MoTé» 0TNV EpWTNON OXETIKA UE TNV EMOUUIA CLUYYEVWY TOU aoBEVOUC TTOU
BpiokeTal o€ pn avaoTPEYIUN KATAOTACN TIPOKEIPEVOU VA TEpUATIOTEL N {wr) Tou acBevouc (p<0,01).
E€AANou ol EAEE rjtav cuxvotepa umép tng amodoxng TnG EYO kdtw amod oplopévec mpoUmoBEoelg
(p<0,001) kat ouxvotepa uootpilav Tnv dmoyn tng BeTIkNG oTdong anmévavtiotnv EYO kat tnv YTA
o€ a00evei¢ pe aviatn-kataAnKTIKr vooo Kat XapunAi mototnta {wng (p<0,001). ZUuewva e Ta amo-
TeAéopata TNG HEAETNG UTTAPYXEL avAykn €I0IKNAG ekTTaideuong Twv l8ikevopévwy otnv YuxlaTpIikn o€
Bépata xelplopol ano@doswyv TepUatiopol NG (wric. Emiong Bewpeital onpavTikd yla Toug ekmal-
SeuTéc va yvwpilouv TIC amdPelC TwV EISIKEVOUEVWY OTA €V AOYw Béuarta.

Né&eig evpetnpiouv: EubBavacia, umofonBovuevn amod ylatpd auvtoktovia, €ISIKEUSHEVOL OTNV

Yuxlatpikr, EAAGSa.
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The following paradigms illustrate the various reference cat-

egories:

1. Journal article with DOI
Bebbington EP, Freeman D. Transdiagnostic Extension of
Delusions: Schizophrenia and Beyond. Schizophr Bull 2017,
43:273-282, doi: 10.1093/schbul/sbw191

2. Journal article with PMID
Deckersbach T, Savage CR, Phillips KA, Wilhelm S,
Buhlmann U, Rauch SL et al. Characteristics of memory dys-
function in body dysmorphic disorder. J Int Neuropsychol
Soc 2000, 6:673-681, PMID: 11011514

3. Chapter in book
Brenner M. Influence of the Social Environment on
Psychology: The Historical Perspective. In: Barrett JE (ed)
Stress and Mental Disorder. Raven Press, New York, 1979

4.Book
Kinden A. Stress and emotion. Springer, Berlin, 1990
American Psychiatric Association. Diagnostic and statistical
manual of mental disorders. 5th ed. American Psychiatric
Publishing, Arlington, VA, 2013

5. Article in journal supplement
McKee M, Balabanova D, Basu S, Ricciardi W, Stuckler D.
Universal health coverage: a quest for all countries but un-
der threat in some. Value Health 2013, 16(Suppl 1):539-545,
doi: 10.1016/j.jval.2012.10.001

6. Presentation in Congress — Abstract book
Silverstone A, Leman H, Stark J. Attempted suicide by drug-
overdose. Paper presented at 2nd Congress on Suicide be-
haviour, 4-6 May 2002. Rome, Abstracts Book, pp 212-213

7. Webpage
Henry A, Andrews B. Critical issues for parents with mental
illness. N.Y. Centre for Mental Health Services 2001 (Cited 2
June 2005). Available from www.mentalorg/publications

Abbreviations of journals should conform to the style used in
Index Medicus; journals not indexed there should not be ab-
breviated.

Tables: They must appear in a separate page, double-spaced.
They must be numbered in the order in which they are men-
tioned on the text, with arabic numbers (table 1). A descrip-
tive concise title should be included. Avoid vertical lines.

Figures: They must be professionally prepared glossy or other
camera-ready prints. They must be numbered with arabic num-
bers (figure 1) in the order in which they appear in the text. The

figure number, the authors’ names, the title on the paper and

the figure title should be written with soft pencil on the back of
each figure (or on a label affixed to it). A copy of each table and

figure must be included with each copy of the manuscript.

Symbols and abbreviations: Spell out all abbreviations
(other than those for units of measure) the first time they are
used. Follow latriki 1980, 37:139 (in Greek) or «Units, Symbols
and Abbreviations: a Guide for Biological and Medical Editors
and Authors» (3rd ed, 1977) available from the Royal Society
of Medicine of the United Kingdom.

Proofs: Proofs will be sent to the first author of each article.
Extensive changes are not allowed in proof.
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"WYXIATPIKH"

OAHTIEX A TOYZ ZYITPAOEIZ*

H WYXIATPIKH €ival To emionuo épyavo tng EAAnvIkAG WYuxlaTpikng
Etaipeiag, ekdidetal Téooepelg Popég Tov Xpdvo Kal €xel Tov iS1o
okomo pe tnv Etaipeia, dnhadn tnv mpoaywyn tng Yuxlatpikig
EmotAung. To meplodiko SnUocieVel Epyacieg Tou avagépovTal
0TouG Topeig tTNG Emdnuioloyiag, Wuxomaboloyiag, Kolvwvikig
Yuxiatpikig, Bioloyikng Wuxiatpikrig, Yuxopapuakoloyiag, Yu-
xoBeparneiag, MpoAnmtikig Yuxlatpikric. Ot mpodiaypaég Tou me-
plodikoU TavTtiovtal pe TIg 0dnyieg Tou AlgBvoug Emotnuovikou
Juppouliov Ekdotwv. MNMa tnv avaluTiki meptypagr Twv mpodia-
ypaewv BA. "Uniform Requirements for Manuscripts Submitted to
Biomedical Journals" (www.CouncilScienceEditors.gr). ANeG TnyEc:
BrMed J 1991, 302:338-341/Can Med Assoc J 1995, 152:1459-1465.
EkTOG ammo tnv évtumn €kdoor Tou, To meplodiko diatiBeTal eEAeVBepa
0TNV NAEKTPOVIKA Tou €kdoon amo Ti¢ 1oTooeNideg: www.psychiatriki-
journal.gr n www.betamedarts.gr
To meplodikd "WYXIATPIKH" &éxetal mpog Snpocisuon epyacieg mou
a@oPOUVV O& TPWTOTUTIO UALKO TToU Sev €xel SnpoaoleuBei mponyoupué-
VWG (eKTOC o€ pop@n mepiAnyng) ri Sev éxel umoAnBei yia Snuoocieu-
on kamou aAlou.
Katd tnv umoBoAn tng epyaciag Aol ol GUYYPAYEIG TIPETIEL VA UTIO-
YPAYOUV GTO TUTTOTIOINUEVO EVTUTIO UTIOBOARG OTI CUPPWVOUV HE TO
TIEPIEXOUEVO Kal amodéxovTal TNV UTTOBAANOUEVN TTPOG Snosisuon
epyacia kat petafiBdalouvv Ta GUYYPAPIKA SIKAWHUATA OTO TIEPIOSIKO
"WYXIATPIKH". Ot ouyypageic akdun, Snhwvouv ott: (a) Sev uripée ol-
KOVOUIKN UTTOOTAPIEN amo S1apopeg TNYEC (€av uTp&e mpémel va On-
AwOei), (B) dev unmpav avTikpoudUEVA CUPPEPOVTA OXETIKA LE TO U-
Aikd TG épeuvag mou umreBARON pog dnuoaiguon, (y) To MPWTOKOANO
™G épeuvag eykpibnke amd tnv Emrtpomnr BionBikr¢ tou Noookopegiou
1 Tou I§pLATOC OTTOL TTPAYUATOTTOINONKE N €PELVA CUUPWVA HE TIG
nmpodiaypaéc TnG Alakrpuéng Tou EAcivki (1995) omwe avabewpn-
Onkav oto ESiuBoupyo (2000) kat (8) 6T1 6ot ot acBeveic Edwoav
ouykatdBeor Toug MV CUUTEPIANPOOUV OTNV €pEuva apou Tpon-
YOUHEVWG EVNHEPWONKAV yla TNV EpeuVNTIKN Stadikaoia.
Ta kpitfipla amodoxig Twv Epyaciwv mepidapfdavouy tnv moldtnta
KOL TNV TTPWTOTUTTIA TNG EPELVAC, OTIWG ETTIONG TN ONMAVTIKOTNTA Kal
XPNOIHOTNTA TWV SESOUEVWV OTOUG AVAYVWOTEG TOU TTEPLOSIKOU.
‘O\EG Ol EPYATieC UTTOKEIVTAL OE PIA APXIKT EKTIUNON ammé Tov EkSoTn
N HEAN TNG ZUVTAKTIKAG EMTPOom¢ Tou meploSikou TPOKEIUEVOU va
eKTIUNOEL N KATAAANAGTNTA Kal N moldTnTd Toug. Edv n epyacia kpt-
B¢l kaTapxnV KAatdAAnAn yia dnpooicuon oTo MePLOSIKO, EKTIHATAL
a6 SVo ave€APTNTOUG KPITEG, £181KOUC OTO AVTIKEIUEVO TNG EPELVAG.
O1 kpttég dev yvwpifouv TOUG CUYYPAPEIC TNG EPYATIAC KAl TTAPAE-
VOUV OVWVUHOL YId TOUG CUYYPAPEIG.
Ta oxoAia Twv Kpttwv padi pe Tig umodeifelg kat SiopOwaoelg Toug amo-
oTéNOVTAL 0TOUG OLYYPAQEiG. Ol CUYYPAPEIC EVNUEPWVOVTAL EYYPA-
PWCE yla TNV TEAIK and@aon tng TUVTAKTIKAG EmTponnc Tou meplo-
S1kov otav n Siadikacia a§lohdynong ohokAnpwbei. Ta ovéuata Twv
KPITWV TOU TIPONYOUHEVOU £TOUG EPPAVIOVTAL GTO TIPWTO TEVXOG TOU
emopévou €touq. H ZuvtakTikn Emrtpomnn Siatnpei 1o Sikaiwpa va Ka-
VEL PPACTIKEG SLOPOWOEIC OTA KEIUEVA TIPOKEIUEVOU VA LEIWOEL A0A-
PELEC Kal EMAVANAPELG Kal va BeATIwoeL TN SuvaTtdTnTa EMKOVWVIAS
QAVAPESA O0TOUG CUYYPAPEIC KAl TOUG OVAYVWOTEG TOU TIEPLOSIKOU.

* 01 08nyieg MPOG TOUG CUYYPAPEIG KAl TO «GUVOSEUTIKO €VTUTIO UTTOBOANG»
uTTapXoLV 0To Website Tou meplodikol: www.psychiatriki-journal.gr

To meplodiko «WYXIATPIKH» kataxwpeital kat mepthapBdavetat ota MEDLINE/
PubMed, Index Copernicus, Google Scholar,

EMBASE/Excerpta Medica, PsychINFO, GFMER, CIRRIE,

SCIRUS for Scientific Inf., EBSCOhost™ and in latrotek
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EIAH APOPQN

—_

.ApBpa Zuvtagng: Tuvtopa dpbpa ypapuéva tavtdxpova otnv
€ANVIKN Kal ayyAlkp YAWooa Tou avagépovTtal o€ emikalpa
Bépata Saitepng onuaociag. Mpdgovtal amd tn UVTAKTIKA
Emrtponn fj amd péAn tng AleBvoug ZupBouleuTikig Emtpomniic
1 META amd MPAOKANON TNG ZUVTAKTIKAG Emtpomng (uéxpt 700
Aé€eig kat 7-8 BIBMOYPAPIKEG AVAPOPEC).

N

. AvaoKomioelg: EvnuepwTikd dpBpa mou agopolv og KPITIKA
avaluon Yuxlatpikwv Oepatwy fj BEUATWY CUYYEVWV TTPOG TNV
Yuxlatpikn EmotAiun. Ot avaokomnoelg ypdgpovtal amd évav i
SVo ouyypaeic. H éktaon toug dev mpémel va unepPaivel TIC
3.000 Aé€elc.

.EpguvnTikég gpyacieg: MPoomTIKEG 1) AVASPOUIKEG EpYATieS
mov Baocifovtal og epeuvnTIKO TTPWTOKOANO. Mpémel onwaodrimo-
Te va €xel Yivel OTATIOTIKN emeepyacia Twv anoTeAeopdaTwy. Ot
E£PEUVNTIKEG Epyacieg Sev mpémel va umepBaivouv Tig 3.000 Aé-
€el¢ (Ewg 8 ouyypageic).

.Zovtopa apBpa: Itnv Katnyopia autr umdyovTal EPEVVNTIKEC
€PYAOCIEG TTOU UITOPOUV VA KATAXWPENOOUV OE TTEPIOPIOUEVO XW-
po. H éktaon Twv apBpwv autwv dev mpémel va umepPaivel Tig
1.500 Aé€eic.

. Eldika apBpa: Mpdgovtal HeTd amd mPOOKANON TNG ZUVTAKTIKAG
Emtpomnnic kal avagépovtal o€ Bépata, e Ta omoia €xel 1dlaite-
pa aoxoAnBei o ocuyypagéag .. Bepamneia CUPTEPIPOPAC, TIA-
Boloyikn {nAotumia, YuxoBepameia HETAXUIAKWY KATAOTACEWY
(Héxpt 3.000 Aé€elq).

EvSla@pépouceg mePIMTWOELG: H Katnyopia auth mepthapBdvel
€VOLAPEPOUTEG AVAPOPEG TIEPITTWOEWY KAl TIEPLYPAPEC TTEPL-
TITWOEWV OTIOU EPAPUOCOHNKAV VEEG S1aYVWOTIKEG r/Kal Bepa-
TMEUTIKEG pEBoSOL (éxpt 1.500 AEEELG).

w

N

w

o

~N

Fevika apBpa: H YYXIATPIKH &éxetarl kat dpBpa mou ekppalouv
BewpnTikéG amoYelg oTov XwPo TNG YuxIaTPIKAG, YVWHES Yia Ta
OUOTAUATA TTAPOXNG YPUXIATPIKAC TIEPIBAAPNC, AMTOYELS Yia TOUG
xwpoug emaAAnAiag petald Yuxlatpikng kat AAAWV emMoTNHWV
Kal dA\a dpBpa avdloyou meplexopévou. Ta apbpa avtd dev
npénet va urepPBaivouv Ti¢ 2.000 Aé€elc. H ZuvtakTikn Emtpomnn
MTTOPE( VA TTPOTEIVEL TN CUVTOHEUON TWV APBPWV AUTWV TTPOKEL-
pévou va dnuooteuBolv w¢ «EMoToAéC Tpog Tn ZuvTtagny.

o]

.EmoTtolég mpog tn Zovtagn: MNephapfdavouv oxdAia kat Kpi-
oel¢ Mavw o€ O SNUOCIEVPEVEG EpYATieC, TAPATNPAOELS O
emikalpa Yuxlatpikd Bépata, mpdSpoua EPEVVNTIKA ATTOTENE-
ouata, KA. Agv mipémel va umepPaivouv Tig 400 Aé€eig (ouvo-
SeveTal amd cuvToun ayyAiki mepiAnyn).

el

. BipAokpitiki: H mapouciaon kat kpitikn BiBAiwv yivetal petd
amod mpdoKANoN TNG ZUVTAKTIKAG Emtpomng (uéxpt 600 AEEeLG -
ouvoSeVETAL ATTO GUVTOUN AYYAIKN TIEPIANYN).

10. ApBpa otnv ayyAikn YAwooa: H YYXIATPIKH 6a kukAogpopei
oTnNV EAANVIKNA YAWooa mavta Pe ayyAkn mepiAngn Twv gpya-
olwv. Avo TeLxn €TnNCiwg Ba KUKAOPOpPOUV €€ OAOKAjpOU OTNV
AYYAIKN (e eKTETAPEVN EAANVIKA TTEPIANYN, TTEPiTTOU 400 AEEELQ).
310 TeVXN autd Ba Snuootevovtal epyacisg EEvwv ocuvadéApwy,
aAAd kat EANARvwv. Ot epyacieg EAAjvwv cuvadél@wv pmopouv
va urtoBdANovTtal otnv EAANVIKA 1 TNV ayyAIKA YAwooa. Ooeg ep-
yaoieg mpokpivovTtal yla dnpoacicuon kat €xouv uttoBAnBei otnv
eANNVIK YAwooa Ba petagpalovtal HETE amd CUVEPYATIa TOU
TMEPLOSIKOU HE TOUG CUYYPAPEIC.

11.'O\eg o1 epyaoieg Ba mpémel va ouvodevovtal amd EAANVIKA Kal

ayyMkn mepiAnyn, mepimou 400 Aé€ewv n kABe pia. Ot epyaocieg

TTOU ava@EpovTal WG cUVToUa dpBpa Kal w¢ EVOIaPEPOUTEG TTE-

PIMTWOELG Ba mpémel va cuvodelovtal amd eEAANVIKH Kal ayyAIKn

mepiAnyn, mepimou 200 Aé€ewv n kAOEe pia.
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YMOBOAH EPTAZIQN

Ot epyacieg umoPfdAlovtal 0To TPWTOTUTIO Kal Of Tpia QwTo-
avtiypaea, otn Sievbuvon:

Meptobikd YYXIATPIKH
EMnvikn Yuxlatpikni Etaipeia,
Awovuciou Atyiviitou 17, 115 28 ABriva
e-mail: editor@psych.gr

To SakTuloypa@nuévo Keipevo mpémet va ouvodevetat amd CD pe 1o
KEIUEVO TNG EPYACIAg i VA AmOCTENNETAL NAEKTPOVIKO aVTiypapo Ue
e-mail. To keipevo mpémet va éxel ypagei pe emefepyaotri ouppatd
ue mpoypappa Windows 1} ue omolodATMoTe MPOYPAMMA YId UTTONO-
ytot Macintosh.

Madi pe ta umoBalAopeva apBpa mpémel va UTTORAAAETAL CUU-
TANPWUEVO TO «XUVOSeUTIKO évTumo umofBoAng epyaciag». Ot u-
mofBal\dpueveg epyaaieg xapaktnpifovtal pe Kwdikd aplOuo, mou
YVWOTOTTOLEITAL GTOUG OUYYPAPEIG KAl O OTTOI0G XPNOIUOTIOLEITAL O
KABe emkovwvia pe To mePLodiko. Ta dpBpa ypdgovtal otn SnuoTti-
KN Y\wooa. H Saktuloypdenon yivetal otn pia 0Yn tou @UANOU, e
SIS S1doTnpa Kal TePIBWPLo TOUAAXLIoTOV 3,5 cm.

NV dvw Se€1d MAELPA TNG TTPWTNG OENIBAG TIPETIEL VAL UTIAPXEL O XaPa-
KTNPIOPOG KABEe dpBpou (m.x. Avackdmnaon, Epeuvntikn epyacia K.AT).

AIATAZH THZ YAHZ

‘O\eg o1 oeNideg apiBuouvTal, apyifovtag amo tn oeAida Tithou.

Telida tithou: MepihapPavel Tov TiTho Tou ApBpou (Péxpt 12 AéEeL),
TO OVOHATA TWV CUYYPAPEWY OTNV OVOUAGCTIKH, TO KEVIPO TIPOENEU-
ong, tTn 61eBuvon Kal To TNAEQWVO TOu cuyypagéa mou Ba emKoL-
VWVEL PE To TIEPLOBIKO. TNV iSla oeAida avapépovTal emiong AToua,
opyaviopoi, 18plpata K.A., Tou evéeXopévwe ouvéBalav oTnv
TPAypaTomnoinon tTng Epyaciag.

MNepiAnyn: Ztn Sevtepn oelida ypdgetal n eAANVIKA TEPIANYN,
(mepimou 400 Aé€eLg). Ttnv mePIAnYn avake@alaiwvovTtal Ta KU-
pla pépn tng epyaciag. ®pdaoelg OTWE «Ta eupApaTa ocu{ntoLvTal
TIPETEL VA amo@evyovTal. 2To TEAOG TNG MePIANYNG avaypdgovTal
4-6 Né€elg eupetnpiou.

AyyAMikn mepiAngn: Xtnv tpitn oeAida ypdgetal n ayyAikn mepi-
AnWn, mou TipEmel va €xel éktaon mepimou 400 Aé€ewy, o TiTAOG TOU
apBPOL Ta OVOUATA TWV CLUYYPAPEWV Kal N TTPoéAeuon Tou dpBpou
(i6pupa). 1o TéNOC TN MEPIANYNG avaypdgovTal 4-6 NEEEIG EVPETN-
piou. H mepiAnyn mpémet va Sivel OUCIAOTIKEG TTANPOPOPIEC.

Keipevo: Xwpiletal oe kepdalata. Ma Tig pEUVNTIKEG Epyaoieg givat:
Eloaywyn, YAKo kat péBodog, AmoteAéopata, Zulrtnon. Ooa amote-
Aéopata mapatiBevtal otoug mivakeg Sev emavalapBdavovtal Aemto-
HEPWC OTO KEIUEVO.

BifAloypapikéc mapamopmég: AplOuolvtal pe avfovta aplo-
Ho, avaloya He Tn O€lpd €PPAVIOA TOUG OTO Keipevo (ouoTnua
Vancouver). M.x. O Birley' Bprike 6ti..., aAMd o Afford? Siapwvnok...
Ava@épovTal Ta ovopaTa Twv £€L TPWTWV OLUYYPAPEwV. XTov BIBAL-
oYPAQPIKO TivaKka TepIAapudvovtal pévov ot BIBAloypa@IkéS Tapa-
TIOUTTEG TIOU UTIAPXOUV OTO KEIMEVO. ITa dpBpa avaoKomnong Kal Ta
€181kd dpBpa ot BIPAoYypa@IkEG Mapamoumég Sev MpEmel va utrepai-
vouv TIG 100, OTIG EPEVVNTIKEG EPYACIEG KAl TA YEVIKA ApOpa TIg
50, ota oUvTopa ApBpa Kal TIC EVOIAPEPOUTEC TTEPIMTWOELG TIG 15
Kal oTa apBpa cuvTagng Kal TIg EMOTONEG TTPOG TN ouvTagn TIg 8.
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310 TéMo¢ KAOE BiBAOYpaPIKNG avapopdg Ba mpémel va avaypdage-
Tal 0 PNPLOKOC AvVayvVwPIoTIKOG aplOpog tou dpbpou (DOI). Av dev
untdpxet DOI yia éva apBpo, aANd autod mepthapBdvetatl oto PubMed,
TOTE TIPETEL VO AVAYPAPETAL O OXETIKOG KWSIKOG TG (PMID) oTo Té-
Ao¢ TG avagopdc. O BIBAoypa@IkdG KATANOYOG CUVTACOETAL UE
avéovta aplBud, mou avTIoToIXEl 0T OElPA ENPAvions Twv PiBAlo-
YPOAQIKWV TTAPATIOUTWY OTO KEipeVo. Ita akdlouba mapadeiypata
mapoucidlovTal SIaQOoPES KATNYOPIEC AVAPOPWV:

—_

. ApBpo oe meplodiké pe DOI
Bebbington EP, Freeman D. Transdiagnostic Extension of
Delusions: Schizophrenia and Beyond. Schizophr Bull 2017, 43:273-
282, doi: 10.1093/schbul/sbw191
2. ApBpo oe mePLodIkO pe PMID
Deckersbach T, Savage CR, Phillips KA, Wilhelm S, Buhlmann U,
Rauch SL et al. Characteristics of memory dysfunction in body
dysmorphic disorder. J Int Neuropsychol Soc 2000, 6:673-681,
PMID: 11011514
. Kepahaio BipAiov
Brenner M. Influence of the Social Environment on Psychology:
The Historical Perspective. In: Barrett JE (ed) Stress and Mental
Disorder. Raven Press, New York, 1979
4. Bi3\io
Kinden A. Stress and emotion. Springer, Berlin, 1990
American Psychiatric Association. Diagnostic and statistical man-
ual of mental disorders. 5th ed. American Psychiatric Publishing,
Arlington, VA, 2013
5. MNapdptnua meplodikov
McKee M, Balabanova D, Basu S, Ricciardi W, Stuckler D. Universal
health coverage: a quest for all countries but under threat in
some. Value Health 2013, 16(Suppl 1):539-S45, doi: 10.1016/].
jval.2012.10.001
.Napouciaon og Zuvédplo — Topog MPakTIKWV
Silverstone A, Leman H, Stark J. Attempted suicide by drug-overdose.
Paper presented at 2nd Congress on Suicide behaviour, 4-6 May
2002. Rome, Abstracts Book, pp 212-213
lotooelida
Henry A, Andrews B. Critical issues for parents with mental illness.
N.Y. Centre for Mental Health Services 2001 (Cited 2 June 2005).
Available from www.mentalorg/publications

w

o

~N

Ot CUVTUAOELG TWV TTEPLOSIKWYV TTPETEL Va YivovTal pe Baon to Index
Medicus.

Mivakeg: Mpdagovtal pe SimAd Sidotnua oe exwploty oelida.
Ap1BuolvTal avaloya HE Tn OEIPA EUPAVIONG TOUG OTO KEIPEVO, PE
apapikoug aptBuoug (mivakag 1), akohouBei cUVTOPN KATATOTIOTI-
K AeCavta (m.y. AoBeveic mou voonAeubnkav yla Yeudokunon oto
Noookopeio «ANe§avdpa» katd To 1988) kat o€ KOs oTAAN LUTTAPXEL
KOTOTOTOTIKN eMIKEQANiSa. ATo@elyovTal ol KAOETEG YPAUMES.

Eikoveg: Mpémel va otéAvovTal €ite Ta MPWTOTUTIA TWV OXeSiwV
(e OWIKA HENAVN) €iTE PWTOYPAPIEC. ZTO TMOW UEPOC TTPETIEL va
avaypaeetal pe HoAUPL 0 aplOuog TnG IKOVAG, Ol CUYYPAQEIG Kal
0 TITAOG TNG €1KOVAC. ONEG Ol €IKOVEG TTPETIEL VA AVAPEPOVTAL OTO
KeiueVo Kal va aplOpouvTal he apaftkoug aptbuouc.

Ovopatoloyia Kat povadeg pérpnong: Ma Aemtopépeleg, BA.
latpikn 1980, 37:139.

Al6pBwon Tumoypa@ikwv dokipiwv: O1 cuyypageic gival umo-
XPEWHEVOL VA KAVouV pia 816pBwon Twv TUTTOYPAPIKWY SOKIMIWV.
Exktetapéveq petaBoAég Sev emrpémovTal.
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2YNOAEYTIKO ENTYTIO YTOBOAHX EPTAXIAY XTO MNEPIOAIKO "YYXIATPIKH"

(YrmoPdAAetat padi pue Tnv €pyaoia, Tpia wToaVTiypapa TNG Epyaciag Kat TNV avtiotolxn SIoKETA 1 e TV amo-
OTOAN NAEKTPOVIKOU avTIypdA@ou e e-mail, Kal TN CUPIMANPWUATIKA TNG EMOUEVNC OENISAG CUYYPAPIKNG EVOUVNG,
OLKOVOMIKAG YVWOTOTIOINONG KAl EVXAPLIOTIWV)

® [apaKAAW CUUTMANPWOTE/TOEKAPETE ONA TA ONEia TO evTUTOU
® Eidoc epyaoiac (onuelwoTe pe X):
U ANAZKOMHIH U EPEYNHTIKH EPTAZIA U SYNTOMO APOPO

U EIAIKO APOPO U FENIKO APOPO U NAPOYZIAZH NEPINTQZEQY

® Titho¢ epyaciag

® OVOUATETIWVUHA CUYYPAPEWV

® QOopéag i Kévtpo (a), amod to omoio mpogpyxetal n epyacia

® YmevBuvoc cuyypagéag yia Tnv aAAnloypagia

Ovopatenwvupo

AlgvBuvon

TNAEQUVO oot ssssssssassans Fax: E-Mail oo

® EmpBeBaiwoTe (ONUEWOTE He X) OAA TA TTAPAKATW CNUEIN TNG Epyaciag oag:
Q NepiAnyn NS epyaciac ota EAANVIKA Kat AyyAiKd, cUP@wva PeE TIC TTpodlaypa@ég Tou TTEPLOSIKOU
Q 4-5 Né€eig eupetnpiov ota EAANVIKA kal ota AyyAIKA

Q AvtioTtolkia Twv BIFAIOYPAPIKWY Ava@opwV TOU KEIMEVOU WE ToV KatdAoyo tng BiBAloypagiag, mou mapatibe-
Tal 0T0 TéNo¢ Tou dpBpou

Q Kataypaer tTwv BIBAIOYPAPIKWV ava@opwV cUUGWVA HE TIC Tpodlaypa@Eg TnG «Yuxiatoikic»

Ot OUYYPAPEIC TNG EPYATIAC CUPPWVOUV UE TO TTEPIEXOUEVO TNG, TN Snuoacicuon Tng oto meptodiko "Yuxlatpikn'
Kal TN peTaBifacn Twv cuyypa@IKwy SIKAIWUATWY 0To TTEPLOSIKO. To 610 Keipevo dev €xel Snuooieubei oUTe €xel
untoBAnBei yia dnuocicuon o AAAo TepLodikd. Ot cuyypaPeic SV €XOUV AVTIKPOUOUEVA CUUPEPOVTA GE OXEON UE
TO TIEPIEXOMEVO TNG Epyaciag Kat SnAwvVouv 6Tl To TTPWTOKOANO TNG £peuvag eyKpiBnke amd tnv Emtpornr BionBikng
Tou I16pUatog 6mou mpayuatomolnOnke n épguva. OAa Ta AToUA TTOU CUMHETEIXAV €Swoav TN CUYKATABEDT TOUG
TPV CUUTEPIANPOOUV oTNV €pguva. O1 cUYYPAPEIG AKOUN SNAWVOLV 6T eV UTTAPEE TINYT) OIKOVOUIKNG UTTOOTAPIENG
(eav ump&e mpémel va SnAwoki).

YTOypa@EG CUYYPAPEWV Huepopnvia
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WYXIATPIKH: ZYTTPA®IKH EYOYNH, OIKONOMIKH FNQXTOMNOIHXZH KAI EYXAPIZTIEX

Me tn cuumAPwWOoN Kat umoypa®r Tou MapdvTog EVIUTIOU, 0 CUYYPAPEas alAnloypagiag avayvwpilel Kal amodéxetal MARPWE
TNV €VBUVN €K HEPOUG OAWV TWV CLUYYPAPEWV TTOU CUVEICEPEPAY, TWV SNAWCEWV OXETIKA PE TN Zuyypa@ikr EuBUvn, Tnv Otkovouikn
ITvwoTtomoinon, kat Tnv Ymootpi§n Xpnuatodotnong.

ZYITPA®OIKH EYOYNH

Me Tnv umoypa@n Tou TaPOVTOC EVTUTIOU Kal urmoypdgovTag oTa avtiotolxa media, o ouyypagéag aAAnhoypagiag moTomolei Tl
KaBe ouyypagag mAnpoi 6Aa Ta mapakdtw Kpttrpta (A kat B) kat otn ouvéxela mpoodiopilel Tn ouVEIOPOPA TOU KABE CLUYYPAPEWC,
onMEWVoVTaG To dvoud Tou/Tng, Simha oto avtioTtolyo medio.

1 A. O ouyypagéag aAAn\oypagiag motomolei ott:
« H umoBAnBeioa epyacia amoteAei MPpWTOTUTIN KAl £YKUPN EPYOCIA KAl TO KEiMEVO TNG 1 AANO HE TTOPEUPEPES TIEPIEXOUEVO OTA
maiola TG ouyypaeng pou Sev éxel SnuooteuBei i umoBANBEei yla dSnpoacicuon kdmou aANov, EKTOG TNG TEPITTWONG 01O Hadi
UE TNV Epyacia meplypa@ETal KAl ETMIOVVATITETAL TO OXETIKO Keipevo. Epdoov {nTnBei, o cuyypagéag aAAnloypagiag, 6a mapéxel
Ta dedopéva ry Ba cuvePyaoTEi TANPWCE OTN CUYKEVTPWON Kat Tapoxn Twv dedopévwy ota omoia Baciletal n epyacia. Kabe ouy-
ypagéag €xel e€0U01080TNOEL TOV SLUYYPAPEA AAANAOYPAPIAG VA AEITOUPYE WG O KUPLOG EKTTPOCWTTOC TNG CUYYPAPIKAG OpHAdag,
Kal va mpofaivel og BEATIWOELG TNG EPYAOiag pe BAon TIG UTTOSEIEEIC TWV KPITWV TOU TTEPLOSIKOU.

U B. K&Be ouyypapéag éxet Swoel T TENIKN £€yKPLoN Yla va yivel n umoBoAn TAC pyaciag, el CUUMETATXEL EMAPKWE TNV EQPYACIA KAl
avalapPavel Snudaota Tnv euBLVVN yia OAO TO TTEPIEXOUEVO KAl TTANPOI TIC TTPOUTIOBETELG YA CUYYPAPK), EQOCOV UTTAPXEL TO OVOUA
TOU/TNG OTNV AVTIOTOIKN YPOAUMH TwV TESIWV TWV CUVEICPOPWYV TIOU AVAPEPOVTAL TTAPAKATW.

OL CLUYYPAPEIC TTOU AVAPEPOVTAL TTAPAKATW EXOUV CUVEICPEPEL CNUAVTIKA 0TNV £pyacia ota Slagopa media Tou ava@éPovTal TTOPAKATW.

(avépepe Tov avtioTolyo ouyypagpéa Simda oto kaOe medio- kaOe ouyypagpéag mpémet va mepitAapufdveral TovAdyiotov o€ éva
nedio. Mepioootepol ané évag ovyypapeic umopei va avagpépovral e Kabe medio)

- 16¢a kat oxedlaopdg

- Juykévtpwon dedopévwv

- Avaluon kat eppnveia Twv dedopévwv

- Z0vtaén Tou KEIéVou

- Emave&étaon Tou Kelpévou

- ZTATIOTIKA avaluon

- Xopriynon xpnpatod6tnong
— AloiknTIKn, TEXVIKA R VAIKA urtooTApiEn

- Emonrteia

OIKONOMIKH 'NQXTOMOIHZH

U And 6AOUG TOUG CLUYYPAPEIG TIOU €XOUV CUVEICPEPEL TNV £PYACia Sev UTIAPXEL GUYKPOUGT CUUPEPOVTWY, CUUTEPIAAUBAVOVTAG
€161KA OIKOVOUIKA CUUQEPOVTA, OXECELG KOl OUVEPYAOIEG OXETIKEG UE TO AVTIKEIMEVO TNG uTTOPANBEicag epyaaiag.
!

U BeBaibvw ATt OAEG Ol GUYKPOUTELG CUUPEPOVTWY, CUUTIEPIAAUPBAVOUEVWY EISIKWV OIKOVOUIKWV CUPPEPOVTWY, OXECELG KAl CUVEPYQ-
oleq OXETIKEG PE TO avTIKEipevo TNG uToAnBeioag epyaaiag eival ot akOAouBeg:

Xoprynon Xpnuatodotnong kai o PoAog tou Xopnyou
U Aev éNafa xpnuatoddtnon )} AAAN OIKOVOUIKN Evioxuon.
!
U BeBaibvw 6Tt OAn n xpnpatodoTNnan, AAAN OIKOVOIKH EVioXUON, KAl UAIKH UTTOOTHPIEN Yla TNV épeuva Kal/r Ty epyacia mpoadiopi-
Covtal 0a@we oTn SHAWGCN CUNPEPOVTWY OTO TENOG TNG Epyaciag
il
H xpnuatoddTtnon r} GAAN OIKOVOUIKN €vioXuon Kal UAIKH UTTOOTAPLEN Yia TNV €épeuva Kal/n TNV epyacia mpoadlopilovtal EUKPIVWE
TTOPAKATW:

EYXAPIZTIEX
O ouyypagéag aAAnloypagiac Befatwvel ott:

‘OAa ta GTopa TTou €X0UV CGUVEIOPEPEL ONUAVTIKA 0TV £pyacia (.. cuAhoyr Sedopévwy, avaluaon, ypaen ry cupBolr otnv ékdoaon) aA-
Ad 6ev MANPOULV Ta KPITHPLA CLYYPAPNG OVOUATIOVTAL UE TN CUYKEKPIPEV CUVEIOQOPA TOUG OTO KEiPEVO TG Epyaciag oTig EuxaploTieg.
‘ONa ta dtopa mou ovopartifovtal oTig EuxaploTieg éxouv SWOEL ypamTr oUYKATABeon TIPOKEIUEVOU va avapepBei To dvoud Touc.

A@oU odokAnpwoete 6Aa Ta mapandvw amaitovusva media, avth n opua Oa npénel va otadei péow @aé nj e-mail nAektpovika
padi pe to ouvodeuTiko évrumo umoBoAn¢ kai Tnv umoAnOsica epyadcia.
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