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ApOpo Zovta&nc

Global mental health

The projection is that by 2030 the three leading causes of the burden of disease are expected to be HIV/AIDS,
depression and ischemic heart disease.! The actual burden of mental disorders is likely to have been underestimated
because of inadequate appreciation of the link between mental illness and physical health conditions. The
interaction of mental and physical health conditions confirms that there can be no health without mental health.?

Mental health service developments are in transition at this point of time in may countries of the World with
emphasis on community care. There is still a remarkable variation internationally in existing provision of services. In
the USA, paradoxically, the prisons are supporting the mental-health-care system. Almost a third and half of all the
homeless people in American cities suffer from mental illness. Furthermore a widespread stigma of mental iliness
prevails across the Globe.

Government spending on mental health in most of low-income and middle-income countries is far lower than
is needed. There is an almost total reliance on mental hospitals, where quality of treatment and care is generally
poor and there are very few community mental health services. There is a serious shortage of skilled mental health
professionals and lack of legislative protections. Poor facilities and lack of skilled mental health workers too often
result in neglect and abuse of the human rights of people with mental iliness and their families.? Barriers to mental
health service developments are complex and in addition to shortage of funding and skilled personnel include lack
of political will, resistance to decentralisation of mental health services, challenges to implementation of mental
health care in primary-care settings and the frequent scarcity of leadership.*

In response to the growing concern the Lancet published a call for action to scale up mental health services that
has received support from World leaders.?

A set of core and secondary development targets and indicators to monitor progress in achieving the objectives of
the call were proposed. The indicators selected (5 core and 6 secondary) address four important overarching goals:
(a) sufficient planning and investment for mental health care; (b) a sufficient workforce to provide mental health
services; (c) consistency of mental health care inputs and processes with best practice and human rights protection;
and (d) improved outcomes for people with mental disorders. This will mean that the packages of treatment and
care that are developed as part of scaling up activities must go well beyond clinical treatment of mental disorders
to include rehabilitation programs, education, housing and employment.

There is, at present, no agreed method for classifying mental health systems or for systematically comparing
mental health systems across countries, or in any one country over time. There is a need to develop simple and
robust measures of mental health system quality, and feasible methods of data collection, that will enable tracking
of outcomes and impacts of scaling up activities.
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In response to call for action in Global Mental Health promising initiatives were launched recently including the
World Health Organization Mental Health Gap Action Programme,® World Psychiatric Association programmes,
the Movement for Global Mental Health,” the International Observatory Mental Health Systems at the University
of Melbourne,® the Global Mental Health Centre at King’s College London and Maudsley International (www.
maudsleyinternational.com)

Mental health is a central component of a person’s wellbeing and inseparable from physical health. Every country
must include mental health as key priority of their clinical and public health plans. This will become a real challenge
at times of Global financial crisis.

N. Bouras
Professor Emeritus of Psychiatry,
Institute of Psychiatry, King’s College London,
David Goldberg Centre, HSPR Department
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Editorial

H maykocpia puxikin vysia

MpoPAémetal 6Tt pEXPL To 2030 ol TPEIG KUPLEG alTiec emPBapupévng vdéonong avapévetal va gival to HIV/AIDS, n
KaTtaBAupn kat n ioxaikn kapdiondbeia.! H mpaypaTikg emMPBApuvon ouvEMEla PUXWOIKWV Statapayxwv ival —moa-
vOTaTA — UTTOEKTIMNUEVN €€artTiag TNG avemapkoUg afloAdynong TNG cUVEEONC TWV YPUXIKWY VOOWV e AANEC KaTa-
OTAOEIG CWMATIKAG LYEiac. H aAAnAemidpaon HeTa&l YPUXIKWV KAl CWHUATIKWY KATACTACEWV MPBEBAlWVEL TNV EMIOA-
pavon 6Tt Sev umdpxel uyeia Xwpeic Puxikn vyeia.?

Avdntuén unnpeciwy Lyeiag Tapatnpeital, OTIG UEPEG HaG O€ TTOANEG XWPEG TOU KOOHOU HE £UPacn GTNV KOVOTI-
K} @povTida. YIApyel, akoun, pla onuavtikn dtagopomoinon —oe 81eBvég eminedo— otnV mapoxr UITNPECLWV. XTIG
HMA, mapaddéwg, ot @UAAKEG aiveTal va umooTnpi{ouv To CUCTNHA TTAPOXNG PUXLATPIKWVY UTTNPECIWV. Emtiong, oxe-
S0V 1O €va TPITo 1 akdUN Kal To £va SEUTEPO TWV ACTEYWV ATOPWY OTNV APEPLKH TTACXOUV AT PUXIKEG ACOEVELEC.
EmmAéov, To «oTiypa» o€ oxéon e TIG PUXIKES SlaTtapaxég Kuplapyei o maykoopio eminedo.

JTIC TTEPICOOTEPEG XWPEG HE XAUNAO 1} HECO €100ONUA Ol KPATIKEG SATIAVEG 0T YPUXIKN LYEIa gival TTOAU xaun-
Aotepeg am' 6,11 auTég xpetalovtal. Katd kavova, uieptepei n voonAgia ota YPuxlatplkd VOoOKoUEia Ommou Ouwe, N
TOLOTNTA TWV BEPATTEVTIKWY UTTNPECIWV KUMAIVETAL, EVW UTIAPXOUV TTOAU AiYEC KOIVOTIKEG UTTNPEDIEC PUXIKAG UYEIAC.
AKOUN, UTTAPXEL £Va 0ORAPO EANEIUUA EKTTAIOEVUEVWY EMAYYEALATIWV PUXIKAG UYEIOG O KOIVOTIKEG SOUEC Kal ENNEL-
PN vopoBeTNUéVWV Kavovwy TTPooTaciag yia Toug aoBeveic. H avemdpKela TwV KOIVOTIKWVY UTTNPECLWV Kal N EAAEIPn
EKTTALOEVUEVWV EMTAYYEAUATIWV PUXIKAG LYEIAG, ouxvd, odnyei og TapaPEANON TwWV acBevWV Kal KATAmATnon av-
Bpwivwy SIKAWUAETWY TWV 0GBEVHV KAl TWV OIKOYEVEIDV TOUC. Ta epmoSia oTnv avanmtuén KOVOTIKWY UTINPECIOV
WUXIKAG Lyeiag amotehovv cUVOETO TIPOPRANKA, TTOU OXETICETAL PE TN PEIWON TWV KPATIKWY XOPNYIWY, TNV EAAEIPN
eKTTAIOEVUEVOU TIPOCWTIIKOU, TNV EAAEIPN TTOMTIKACG BoUANONG, TNV AVTIOTACH OTNV ATTOKEVTPWON TWV UTTNPECIWV
WUXIKAG VYEIAG, TIC ApPLoPBNTAOELS yia eUmAOKN TG povTidag YuxIkng vyeiag otig Sopég mpwTtoPdbulag gpovtidag
vyeiac kai TV ENAePn Twv oTeENEXDV uPnhou emmédou.”

Y& anmdvtnon tou auénuévou evolapépovTog OXETIKA UE Ta mapandvw Béuata, To meptodikd Lancet Snuooisuoe
pia mpookAnon ya Spdon yla Tnv avamtuén unnpectwv YuxIKNAg vyeiag mou umodeixOnkav amnd maykOCULEG TTPOOW-
mMKOTNTEC.” MPOTABNKE Uia O£1pd amd TPWTEVOVTEC Kal SEUTEPEVOVTEC AVAMTUEIAKOUC GTOXOUG Kal SEIKTEC yia TV
a&lohoynon tng e€ENENC Kat TNV TPAYUATOTTOINON TWV AVTIKEIUEVWY TNG TTPOOKANONG.

Ot SeikTeg oL MPoTABNKAV (5 MPWTEVOVTEC Kal 6 SEUTEPEVOVTES) 0O YNOAV OE TECOEPIC lEPAPXNUEVOUG OTOXOUC:
(a) emapkng oxedlaoudg Kal xpnpatodoTnon yia Tn @povTida YuxikAg vyeiag, (B) emapkég epyatikd Suvapikd yia
TNV e€ao@AaMon Aeltoupyiag Twv UTTNPECIWV PUXIKAG LYEIAG, (V) CUVEXELD KAl CUVETTEIA OTNV KaTaypagn 6e6ouévwy
Kat Sladikaouwv o oxéon Ue Tn epovTida YUXIKAG Lyeiag o cuvdptnon Ke TNV KAAUTEPN TTPAKTIKA KAl TTPOCTACIA
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Twv avBpwmivwv Sikalwpdtwy, (8) BeAtiwon tng ékPaong yia dtopa pe YuxikéG Slatapaxés. Auto onpaivel 0Tt Oha
Ta «TaKETA» Beparmeiag kal epovTidag Ta omoia avanmtiooovTal W HEPOC TNG SpaotnEIdTNTAG Ba TTPETEL VA TIPOXW-
pouUv mépav TG YeVIKNAG Bepamneiag Twv Puxikwv datapaxwv mepIAaUBAvovVTaG amoKaTaoTAolaKAd mpoypdupata,
exmaibevon, dlapovn Kat emayyeApaTtikh évtaén Twv acevwv.

2T pé€peEG pag Oev UTIAPXEL KOWVA cuppwvnuévn péBodog katnyoptomoinong kat tTa&ivounong Twv cucTNUATWY
PUXIKAG UYEIOG 1] CUCTNUATIKAG OUYKPIONG TWV CUCTNUATWY YPUXIKAG UYEIAG avapeca o SIAQOPES XWPEC 1 O pia
Xwpa Staxpovikd. Yrdpxel avaykn avamtuéng amiwv Kal EYKUPpWV EPYAAEIWV HETPNONG TNG TOLOTNTAG TWV CUOTN-
MATWV PUXIKAG LYEiag kal euxpnoTeg pEBoSol GUANOYNC TTANPOPOPIWY TTou Ba PMoPOUV va avixveloouv Tnv ékfBaon
Twv aoBevwv Kat TNV avénon Twv SpacTNPIOTATWY TTAPOXNAS UTTNPECIWV.

Y& anmdvtnon Tng mMPOokAnong yia dpdon o€ oxéon e TNV MAYKOOMIA YUXIKN LYEia, EATTIS0(pOpEeC TPWTOROUAIEC
onuelwdnkav mpoogata mepthauavovtag to «Mpdypaupa Spdong yia to Xaopa Yuxtkig vyeiag» tng World Health
Organization,® «tnv kivnon yia tnv MNaykoouia Yuxikn Yysia» tng World Psychiatric Association,” «to Maykoopio
KévTtpo Yuxikr¢ uygiac» Tou University of Melbourne,® «to Maykdopio Kévtpo YuxikAc uyeiac» Tou King's College of
London and Maudsley International (www.Maudsleyinternational.com).

H Quxikn vyeia amotelei Bacikd cuoTaTiko Tou «gu (giv» Kal gival avandomaoTa ouvOedeévn UE TN YEVIKN OW-
MaTikn vyeia. KaBe xwpa mpémel va mephapdvel tTnv YPuxikh vyeia wg KOpLa mpotepatdtnTa oToug oXedlacuoug
NG KAWVIKAG Kat dnuootag vyegiag. Autd BERata, Ba amoteNéel Hia TTPAYUATIKEA TTPOKANGCN O& EMOXEC TTAYKOOUIAG
OLKOVOUIKNG Kpiong.

N. Mmoupag
Oudtipog Kabnyntric Yuyiatpikrig,
Institute of Psychiatry, King’s College London,
David Goldberg Centre, HSPR Department

BiBAwoypagia

1. Mathers CD, Loncar D. Projections of global mortality and burden of disease from 2002 to 2030. PLoS Med 2006, 3:e442
2. Prince M, Patel V, Saxena S, Maj M, Maselko J, Phillips MR et al. No health without mental health. Lancet 2007, 370:859-877

3. Saxena S, Thornicroft G, Knapp M, Whiteford H. Resources for mental health: scarcity, inequity, and inefficiency. Lancet 2007, 370:878-
889

4. Saraceno B, van Ommeren M, Batniji R, Cohen A, Gureje O, Mahoney J et al. Barriers to improvement of mental health services in
low-income and middle-income countries. Lancet 2007, 370:1164-1174

5. Lancet Global Mental Health Group. Scale up services for mental disorders: a call for action. Lancet 2007, 370:1241-1252

6. World Health Organization: mhGAP: Mental Health Gap Action Programme: Scaling up care mental, neurological and substance use
disorders. Geneva, World Health Organization, 2008

7. Editorial. A movement for global mental health is launched. Lancet 2008, 372:1274

8. Minas H. International observatory on mental health systems: a mental health research and development network. Int J Ment Hith Syst
2009, 3:2d0i:10.1186/1752-4458-3-2



PSYCHIATRIKI 20 (4), 2009 297

Research article

Association of serum BDNF
and val6émet polymorphism
of the brain-derived neurotrophic factor
in a sample of first psychotic episode patients

E.N. Rizos, N. Siafakas, N. Stefanis, A. Douzenis,
V. Kontaxakis, E. Laskos, A. Kastania, V. Zoumbourlis, L. Lykouras

2nd Department of Psychiatry, National and Kapodistrian University of Athens, Medical School,
"ATTIKON" General Hospital of Athens, Athens, Greece

Psychiatriki 2009, 20:297-304

olymorphisms in the brain-derived neurotrophic factor (BDNF) gene have been indicated to be

associated with schizophrenia. Previous studies have suggested that val66met polymorphism

may increase the risk for schizophrenia, although other studies have not confirmed this

association. Decreased BDNF levels in the brain and the serum of patients with psychotic
disorders have been reported in first episode psychotic (FEP) patients. In our study we investigated the
potential genetic association of this polymorphism with schizophrenia in a sample of 38 FEP patients
with schizophrenia compared with a sample of 21 normal controls. Furthermore, we assessed serum
BDNF levels and investigated whether there was an association between this polymorphism and
alterations of serum BDNF levels between the investigated groups. There was a significant difference
in genotyped frequencies between cases and controls (p=0.030). The homozygous carriers Met/Met
were over-represented in the schizophrenia group (13/31, 41.9%), compared to controls (2/19, 10.5%).
The serum BDNF levels in the sample of FEP patients was significantly reduced compared to controls
(18.8748.23 ng/mL vs 29.2+7.73ng/mL, U=140, p=0.0). No association was found between alterations
of serum BDNF levels and Val66Met polymorphism in the group of patients (p=0.198). Negative
correlations were shown between serum BDNF levels of the patients and the PANSS Negative subscale
scores (p=0.015). There was found no significant difference between genotypes and memory scores
in the sample of patients. Our findings indicate that serum BDNF levels at the onset of schizophrenia
and BDNF Val66Met variant may be susceptibility risk factors for schizophrenia.

Key words: BDNF, BDNF val66met polymorphism, first episode, schizophrenia, psychopathology.
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Introduction

The brain-derived neurotrophic factor (BDNF) is
a member of the neurotrophic family that modu-
lates neurotransmitter synthesis, metabolism and
neuronal activity’ BDNF is also involved in the
development of dopaminergic-related systems,?
and the mesolimbic dopamine systems.? Thus, ac-
cording to both the neurodevelopmental theory*®
and the dopamine hypothesis®’ in the etiology of
schizophrenia, the BDNF genetic locus is a strong
candidate gene implicated in the development of
this disorder.

The function of BDNF in Central Nervous System
(CNS) raises the possibility that this type of neuro-
trophin is relevant to schizophrenia and a number
of studies have reported the potential contribution
of BDNF in the pathophysiology of the disorder.
Decreased serum BDNF levels have been reported
in neuroleptic free patients with schizophrenia when
compared to healthy controls,®? and also in serum
and in prefrontal cortex in chronic patients with
schizophrenia on antipsychotics.!®"" Increased BDNF
levels have been reported in chronicaly medicated
patients.'”'* BDNF levels have also been associated
with the severity of positive psychotic symptoms of
the patients® and with both positive and negative
psychotic symptoms.’

A number of association studies have been carried
out to test correlation between BDNF gene variants
and schizophrenia. The two most common studied
BDNF polymorphisms were the G196A (val66met)
and the C270T.*7'¢ Specifically the val66met poly-
morphism at codon 66, has been reported to influ-
ence changes in BDNF expression in the hippocam-
pal area and affect the ability to perform tasks of
verbal episodic memory.'® Furthermore BDNF has
been studied as a risk factor for schizophrenia.'”'®
Other genetic studies however have not confirmed
this result in various populations of schizophrenic
patients.'*~!

In this study, we investigated whether this poly-
morphism of the BDNF gene is associated with first
psychotic episode of schizophrenia and additionally
whether there was a relationship with the alteration
of serum BDNF in the group of drug-naive patients.
Furthermore, we investigated the correlation of se-
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rum BDNF levels with the positive and negative psy-
chotic symptoms of the patients.

Material and method
Subjects

Thirty seven unrelated drug-naive FEP patients (M/
F:16/21) with a mean age 26.81+9.22 years old, were
recruited from the Psychiatric Departments of the
two General Hospitals (General Hospital of Nikea-
Pireaus and "ATTIKON" General Hospital, Haidari,
Athens) from January 2006 through June 2008.
Blood samples were collected at the time of patients’
admission. Patients were assessed by SCID-1V,? by
Positive and Negative Syndrome subscales (PANSS),*
and by the Wechsler Digit Span forwards and back-
wards Task.?* Exclusion criteria included a history
of any neurological disease and current substance
abuse or dependence in the preceding 6 months as
defined by DSM-IV.*®

Three patients were excluded because they were
diagnosed -based on SCID- as suffering from brief
psychotic episode and five patients with mania.
The patients were followed-up monthly by two ex-
perienced psychiatrists. During this period three
patients were excluded from the sample because
they were diagnosed as suffering with substance
abuse. Twenty five patients were suffering from
paranoid type of schizophrenic disorder, ten of
disorganized schizophrenia and 3 of the catatonic
subtype.

The healthy control group consisted of twenty two
persons (M/F:13/9) with a mean age 26.81+9.22 years
old, which were recruited from the Biochemistry
Laboratory Department of Athens Dromokaition
Psychiatric Hospital. All controls were candidates
for military services and as such were interviewed
by one psychiatrist who had excluded the presence
of any major psychiatric or neurological disorder.
Additionally the exclusion criteria included history
of current substance abuse or dependence in the
preceding 6 months as defined by DSM-IV (APA,
1994).

Patients were matched to healthy controls re-
garding gender (Pearson Chi Square=1.386, df=1,
p=0.2390), age (Mann Whitney U=354, p=0.405),
years of education (Mann Whitney U=360, p=0.412),
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marital (Pearson Chi Square=2.091, df=1, p=0.148)
and employment status (Pearson Chi Square=0.101,
df=1, p=0.750). The study was approved by the eth-
ics committees of the three Hospitals and written
informed consent was obtained from all research
participants.

BDNF Measurement
Preparation of serum and storage

Human sera were obtained by drawing blood in se-
rum collection Vacutainer tubes (Becton-Dickinson,
Rutherford, NJ). The samples were allowed to clot for
30 min before centrifuged at 3500 rpm for 15 min at
15 °C. Serum was carefully separated and stored at

-20 °C until analyzed.

Measurement of BDNF levels

Serum BDNF levels were quantitated in the
rethawed serum samples by Quantikine Immuno-
assay Kit (Catalog No. DBD000) of R&D Systems
(Minneapolis, MN 55413, USA). This was a double
antibody sandwich ELISA method. The manufactur-
er’s instructions were applied to develop the kit to
the calibration method and to the measurement of
the samples. The absorbance was measured at 450
nm and corrected at 570 nm by Mediators PhL mi-
croplate reader (Mediator Diagnostika Gmbh, Vienna,
Austria).

Genotyping

DNA for genetic analysis of the BDNF precursor
protein gene was extracted from 200ul of whole
blood from each patient with the QIAGEN DNA
Blood mini kit, according to the manufacturer’s in-
structions. A PCR-RFLP assay was used for the detec-
tion of the single nucleotide substitution (A578G)
which results in the Val/Met amino acid change in
the BDNF precursor protein, as originally described
by Maisonpierre et al.?® A 206bp-long fragment of
the BDNF precursor protein gene was amplified us-
ing the primers 5-CTGGAGAGCGTGAATGGGCC-3’
and 5-TCCAGCAGAAAGAGAAGAGGAGGGC3’, accord-
ing to the protocol described by Nanko et al.'”” RFLP
analysis of the PCR products with the restriction en-
zyme PmacCl followed and the A578G mutation was
detected by the production of two restriction frag-
ments, 70 and 136bp-long respectively. If both re-
striction patterns were observed (uncut PCR product

SERUM BDNF IN FIRST EPISODE PSYCHOSIS 299

and the two restriction fragments) the patient was
described as a heterozygote for the BDNF precursor
protein gene, coding for both normal (Val) and mu-
tated (Met) phenotypes of the protein.

Statistical analyses

Deviation from the Hardy-Weinberg equilibrium
was determined using a Pearson’s x? test. The geno-
type frequencies of the patients were in accordance
with the Hardy Weinberg equilibrium, whereas the
respective frequencies in the control population
were not. Spearman’s test was used to study the
correlations between serum BDNF and PANSS-posi-
tive and negative subscale scores. Differences in
genotype frequencies between FEP patients and
healthy control subjects were compared using the
chi-square test. The statistical significance was de-
fined by p<0.05.

Results

Serum BDNF levels of FEP patients were signifi-
cantly reduced compared to healthy controls (Mann
Whitney U=140, p=0.0). Serum BDNF levels were
not correlated in patients to age (onset of disease)
(Spearman’s rho=0.274, p=0.101) and to the subtype
of the schizophrenic disorder (Kruskal Wallis Chi-
Square=3.883, p=0.144). Significantly negative cor-
relation was found between serum BDNF levels and
PANSS-negative subscale scores (Spearmans’ rho=
-0.398, p=0.015). There was no correlations observed
between serum BDNF levels and PANSS-positive
subscale scores (Spearmans’ rho=-0.001, p=0.994).

Significant differences in genotype frequencies
of BDNF Val66Met polymorphism were observed
between FEP patients and healthy control sub-
jects (Pearson Chi-Square=7.013, df=2, p=0.030).
Specifically the homozygous mutant Met/Met geno-
type frequency was higher in the group of patients
compared to healthy control subjects. The preva-
lence of genotypes Val/Val, Val/Met and Met/Met in
patients with first psychotic episode was 19.4% (6 of
31), 38.7% (12 of 31) and 41.9% (13 of 31) respectively,
with p=0.39 and q=1-p=0.61, whereas the preva-
lence of these genotypes in the control population
were 10.5% (2 of 19), 79% (15 of 19) and 10.5% (2 of
19) respectively, with p=0.5 and q=1-p=0.5 (see table
1). The genotype frequencies of the patients were in
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Table 1. Association of val6émet genotypes in the group of normal controls and in the group of first psychotic

episode patients (p=0.030).

BDNF Val66Met variant

Allele Frequency

Homozygous Heterozygous Homozygous Val allele Met allele
Val-val val-met met-met
Normal 2 (10.5%) 15 (79%) 2 (10.5%) 19 (50.0%) 19 (50.0%)
n=19
Patients 6 (19.4%) 12 (38.7%) 13 (41.9%) 24 (38.7%) 38 (61.3%)
n=31

accordance with the Hardy Weinberg equilibrium,
whereas the respective frequencies in the control
population were not.

Genotype was not associated by age at onset of
illness (Kruskal Wallis Chi-Square=0.506, p=0.776),
serum BDNF levels (Kruskal Wallis Chi-Square=3.235,
p=0.198), PANSS-positive (Kruskal Wallis Chi-Square
=3.198, p=0.202) and PANSS-negative (Kruskal Wallis
Chi-Square=2.471, p=0.291) subscale scores in the
group of patients (see table 2).

Neither the digit span forwards (a measure of sus-
tained attention) nor the digit span backwards scores
(@ measure of verbal working memory were associ-
ated significantly with genotype (p=0.338, p=0.678
respectively) or serum BDNF levels (Spearman’s
rho=-0093, p=0.732) in the sample of FEP patients
(table 2).

Discussion

In the present study we investigated the serum
BDNF levels and the presence of BDNF Val66Met
polymorphism and their association with psycho-

pathological and memory variables in a sample of
drug-naive FEP patients with schizophrenia. This
study was a follow up of our project with drug-
naive FEP patients and alterations in serum BDNF
levels.

We confirmed the significantly reduced serum
BDNF levels in FEP drug-naive patients compared to
healthy controls. These results are consistently with
our previously published results’ and with other
clinical studies observed in patients not only in the
context of schizophrenia® but also in the context of
mania and major depressive episode.?”?® This may in-
dicate that BDNF though non specific to schizophre-
nia, could be a biomarker of clinical importance. Our
results offer further support to the prominent role of
neurotrophins in the neurodegenerative pathoge-
netic theory of schizophrenia through their capacity
to regulate central neurotransmission as well as to
promote neuroplasticity.*?%3°

We also found a significant difference in the fre-
quency of BDNF Val66Met variant in the sample of
FEP patients (p=0.030), compared to healthy con-
trols. Specifically the homozygous Met/Met carri-

Table 2. Sample characteristics and main effect of genotype in studied variances (means)

Variable Val/Val Val/Met Met/Met Chi-Square p
Patients (31) 6 12 13

Age of onset 26.50 27.08 26.53 0.506 0.776
Ser BDNF 17.06 22.65 16.96 3.235 0.198
Panss-pos 35.33 36.58 32.23 3.198 0.202
Panss-neg 31.16 30.33 33.46 2471 0.291
B mem sc 33.66 19.60 19.33 0.776 0.678
F mem sc 23.33 24.40 33.71 2.170 0.338

B mem Sc: Backwards memory scores
F mem Sc: Forwards memory scores
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ers showed a 41.9% over-represented with respect
to the heterozygous type. Our study confirms the
association of BDNF Val66Met polymorphism with
schizophrenia. Other studies have confirmed the
implication of this polymorphism to schizophrenia®'
and the age of onset of the disease.? The first study
was a meta-analysis with chronic schizophrenic pa-
tients and the second referred to a sample of 42 FEP
African-Americans patients. However other stud-
ies have failed to associate this polymorphism with
schizophrenia in either Caucasians or Asian popula-
ti0n5.21'33_35

Although there are contradictory results about the
association of BDNF Val66Met variant to schizophre-
nia, other studies have linked this polymorphism to
brain morphology, cognitive function and psychiat-
ric symptoms in schizophrenia.**® Met allele carriers
had significantly greater reductions in frontal gray
matter volume, with reciprocal volume increases in
the lateral ventricles than Val homozygous patients.
This is a result that seems to be in association with
changes in cognition and clinical symptoms in schizo-
phrenia.**>* Although we found no significant dif-
ferences between genotypes status of patients and
other variables like age of onset, alteration of serum
BDNF levels, PANSS-Positive and PANSS-Negative
subscale scores, we cannot rule out that other poly-
morphisms of BDNF gene could be related to these
features of schizophrenia.

Our study also revealed significant negative cor-
relations between serum BDNF levels of the pa-
tients and the PANSS-Negative subscale scores.
Correlations of BDNF levels with PANSS-Positive
subscale scores have been reported in previous
studies.®?’ Additionally our study reports a nega-
tive correlation between PANSS negative subscale
scores and serum BDNF levels. As mentioned be-
fore, reduced serum BDNF levels in FEP patients
might reflect an abnormally functioning dopamin-
ergic-related signaling system, which leads to the
emergence of psychotic symptoms. The negative
correlation with PANSS-Negative but not with
PANSS-Positive subscale scores may reflect the ab-
normally functioning dopaminergic-relating sign-
aling system of mostly negative symptoms which
are the core symptoms of schizophrenia. Therefore,
it can be suggested that BDNF levels might be
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linked to the formation of these symptoms. These
correlations may also indicate that BDNF is associ-
ated with the severity of psychotic symptoms of
schizophrenia.

We found no significant difference in both digit
span forwards and digit backwards scores. In a
study of Egan et al, the same BDNF val66met poly-
morphism was found to have an effect on memory
function and modulation.'® This effect though not
specific to schizophrenia seems to influence cogni-
tive function which is found to be abnormal in cer-
tain forms of schizophrenia and also, as mentioned
above, to aspects of brain morphology.*' Therefore
BDNF variations may influence memory function by
impacting on an underdeveloped abnormal frontal
gray brain matter. Despite the fact that in our sam-
ple of FEP patients the Met/Met carriers had the low-
est digit forward digit backwards scores compared
to the two other carriers, this hypothesis cannot be
substantiated from our data.

Among the limitations of our study is the rather
small though well balanced sample size. However, it
must be stated that drug-naive first-episode patients
with schizophrenia are difficult to ascertain. BDNF
levels were assessed in serum, thus representing an
indirect measurement of brain BDNF levels. However,
preclinical studies have confirmed the relationship
between BDNF levels in the peripheral blood and
the brain.***3

Conclusions

Our results reinforce the finding that decreased
serum BDNF levels are strongly associated in drug-
naive first psychotic patients with schizophrenia
reflecting pathophysiological processes related to
the onset of the disease. The significant evidence for
association between the BDNF Val66Met polymor-
phism and schizophrenia in a pure sample of greek
nationals, provides evidence that this polymorphism
is associated with schizophrenia in this caucasian
population as well. Further analysis of other poly-
morphisms with the BDNF gene are needed to be
investigated in order to ascertain the relationship
between specific genotype status, alterations of
BDNF levels and psychopathology in patients with
schizophrenia.
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LUGXETIGN TWV EMITEOWV VEUPOTPOPIKOU TIapayovia
opou BDNF kat tou yevetikoU mToAupop@IGRoU
val66met tou idlou mapdyovra Ge€ pia opada

AGleveV PE TPWTO PUXWGIKO ETTEIGOOL0

oXt{opeVvIKIG dratapaxng

E.N. PiCoc, N. Ziag@dkag, N. Zte@avic, A. Aoulévng,
B. Kovta&akng, E. Adokog, A. Kaotavid, B. ZoupmoupAng, A. AUKoupag

2n Yuxiatpikry KAvikn, EQvikS kai Kamodiotpiakd Mavemotruio ABnvwy, latpikr ZxoAn,
Mavemotnuiaké leviké Noookoueio ABnvwv «ATTIKON», ABriva

Wuxiatpikry 2009, 20:297-304

H mapoucia apkKeTWwv AEITOUPYIKWY TTOAUPOPPIOUWY OTO YEVETIKO TOTTO TOU VEUPOAVATTTUEIAKOU
napdayovta BDNF éxel cuoxeTioBei pe tnv avantuén tng oxil{o@pevikng dtatapayxng. Edikdtepa oe
TIPONYOUMEVEG HENETEG Xl BpeOeil OTL N Tapoucia Tou moAupop@lopou Val66Met audvel Tov Kiv-
Suvo avantuéng oxiloppeVvikig dlatapaxng, av Kat AANeG peléteg Sev To emPePaiwvouv. Meiwpéva
enimeda BDNF otov eyké@alo Kat oTov 0po acBevwv pe Puxwolkég Statapaxég Exouv avapepOei o
a00eveic ue TPWTO PUXWOIKO EMEICOB10. TTNV TAPOVoA PEAETN PAG EPEVVICAUE TNV MOAVH YEVETIKNA
OX€0N aUTOU TOU TTOAUHOPQICHOU o€ £€va MANBUOUO 38 aoBevwV He TTPWTO PUXWOIKO eTEICOSIO OXI-
CoppeviKi dlatapayng oe ouyKplon Pe évav aAho mAnBucopo 21 vylwv eBehovtwv. Emmpoobétwg,
petprioape ta emimeda BDNF otov 0po kat peAetricape tnv moavr) oxéon HETAEY TOU CUYKEKPIUE-
VOU TTOAUHOP®IoHOU Kal Twv peTaBoAwv Twy emmédwv tou BDNF oTtov 0pd kat twv dUo umod pe-
AN opddwv. BpéOnke oTATIOTIKA ONUAVTIKA OX€0N OTIC CUXVOTNTEG TWV YOVOTUTTWV PETAED TWV
aoBevwv Kal Twv vywv (p=0,030). Ot opdluyol popeic Met/Met uTTEPEKTTIPOCWTTOUVTAV GTNV OUd-
6a twv aocBevwyv pe oxillogpevikn diatapaxn (13/31, 41,9%), o€ olyKplon PE TNV Opdda TwV VYLV
(2/19, 10,5%). Ta enimeda opou Tou BDNF otnv opdda Twv acBevwv ATav HElwPéva O OGN UE Ta
avtioTtolya emimeda 0TOV 0pO TWV LYWV OE OTATIOTIKA ONUAVTIKO Baduo (18,87+8,23 ng/mL évavtl
29,2+7,73 ng/mL, U=140, p=0,0). Aev BpéOnke cuoxéTion HETAEL TWV PETABOAWV TWV EMITESWV TOU
BDNF otov opd Kal TnG mapouasia Tou YeVETIKOU ToAupop@iopol Val66Met otnv opdada Twv acBe-
vwv (p=0,198). ApvnTikéC cuoxeTioelg Ppédnkav petaL Twv emmédwv tou BDNF otov opd kat Tou
okop otnv KAipgaka PANSS apvnTikwv cupmtwpdtwy tng oxillogpévelag (p=0,015). Aev Bpédnkav
ONUAVTIKEG S1a@opéC HETAEU TWV YOVOTUTIWY KAl TWV UVNHOVIKWY OKOP OTNV ouada Twv acBevwv.
Ta amoteAéopaTd pag Katadelkvuouv OTl Ta emimeda Tou veupoavamtuélakou mapdyovta BDNF kat
0 YEVETIKOG TOAUpOp Lo Tou BDNF Val66Met amote ouv mapdyovteg KivoUvou yla tnv avamtuén

NG oX1{oPPeVIKAG Slatapaxng.

Né€eig eupetnpiov: Neupotpo@ikdg mapdyovtag, BDNF, yeVETIKOG MOAUMOPQIOUOG, TIPWTO
emnelood1o, oxilogpévela, Yuyxomabohoyia.
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ttitudes towards assisted death activities among medical students, the future health gate-

keepers, are scarce and controversial. The aims of this study were to explore attitudes on

euthanasia and physician-assisted suicide among final year medical students in Athens, to

investigate potential differences in attitudes between male and female medical students
and to review worldwide attitudes of medical students regarding assisted death activities. A 20-
item questionnaire was used. The total number of participants was 251 (mean age 24.7+1.8 years).
52.0% and 69.7% of the respondents were for the acceptance of euthanasia and physician-assisted
suicide, respectively. Women's attitudes were more often influenced by religious convictions as well
as by the fact that there is a risk that physician-assisted suicide might be misused with certain disad-
vantaged groups. On the other hand, men more often believed that a request for physician-assisted
suicide from a terminally ill patient is prima-facie evidence of a mental disorder, usually depression.
Concerning attitudes towards euthanasia among medical students in various countries there are
contradictory results. In USA, the Netherlands, Hungary and Switzerland most of the students sup-
ported euthanasia and physician-assisted suicide. However, in many other countries such as Norway,
Sweden, Yugoslavia, Italy, Germany, Sudan, Malaysia and Puerto Rico most students expressed neg-
ative positions regarding euthanasia and physician assisted suicide.

Key words: Euthanasia, physician-assisted suicide, attitudes, medical students.

Introduction phers. Plato and Socrates argued that suicide and as-
sisted suicide were acceptable if they meant a more

Euthanasia (EUT) and physician-assisted suicide peaceful and less painful death. Plato in his tract
(PAS), i.e. voluntary euthanasia, have received in-  “The Republic” writes that a physician should not lay
creased attention over the last decades.'” The term a finger on a terminally ill body, as this would result
euthanasia originated from Ancient Greek philoso- in a long and unhappy life for the ill person. However,
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the Ancient Greek physicians were opposed to eu-
thanasia. According to the “Hippocratic Oath” doc-
tors should preserve the patients’ life and not cause
harm to them. “l will never give anyone, even if | was
asked for, fatal poison...” wrote Hippocrates. The
“Hippocratic Oath” is an important issue in contem-
porary medical debates.*

Nowadays there are many changes in the prevail-
ing causes of death (e.g. traffic accidents, malignant
tumours) as well as in medical technology prolong-
ing the process of dying but, many times, without
improving the patients’ quality of life. Numerous sur-
veys have explored attitudes toward EUT expressed
by lay public, terminally ill patients or their relatives
and medical professionals. However, the available
data on this area among medical students, the fu-
ture health gate-keepers, are contradictory although
they will be concerned with terminally ill patients as
well as with suicidal patients.

The aims of this study are: (a) to explore attitudes
on EUT and PAS among final year medical students
in Athens, (b) to investigate potential differences
in attitudes between male and female medical stu-
dents and (c) to review worldwide attitudes of medi-
cal students regarding assisted death activities.

Material and methods

To assess attitudes toward EUT and PAS the au-
thors developed a questionnaire based on a review
of international studies on the views of physicians
and medical students regarding assisted death ac-
tivities.">>"8 The Greek version of the questionnaire
consists of 20 items and requires about 10 minutes
to complete. The answers on the questionnaire are
assessed by fixed-response items with three re-
sponse options. A copy of the questionnaire can be
obtained from the first author (VPK). For a sample
of Greek students (n=30) the questionnaire showed
appropriate temporal stability (test-retest reliability,
k=0.91).

A consecutive series of final year medical students
in Athens University completed the questionnaire
in the presence of members of the research team.
Students were informed briefly about the aim of the
study. The questionnaires were administered before
starting lectures on various psychiatric topics not
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related to EUT. The survey was anonymous and no
identifying information was placed in the question-
naire. Because the terms “euthanasia” and “physician-
assisted suicide” could be unclear, respondents were
provided with definitions of the terms. Students
were asked to give an opinion on whether EUT or
PAS should be permitted as well as to determine the
factors that could influence their view on EUT or PAS
or would be important in deciding when PAS should
be allowed. Questions about age, sex and religion of
the respondents were also included.

Descriptive statistics were used to explore patients’
demographic characteristics as well as their respons-
es to the questionnaire’s items. Frequencies of re-
sponses between men and women were compared
with the chi-square test. The level of significance
was set at 0.05.

Results

Out of a total of 266 students, 15 (5.6%) refused
to participate in the study. 251 students completed
the questionnaire. Their mean age was 24.7 (+1.8)
years. There were 139 (55.4%) men with a mean
age of 24.19 (+1.6) years and 112 (44.6%) women
with a mean age of 24.50 (+1.5) years. 79.6% of the
students were informed about EUT and PAS. 130 re-
spondents (52.0%) were for the acceptance of EUT
under some circumstances (i.e. terminal illness). 175
respondents (69.7%) endorsed the view that PAS
may be morally acceptable under some circum-
stances and that the decision should be up to the
affected individual. 138 students (55.6%) endorsed
the view that if they themselves had a terminal ill-
ness, there might be conditions (pain and physi-
cal discomfort) under which they would consider
obtaining a physician’s assistance to end their life.
Only 36.8% of the respondents endorsed the view
that if a family member or friend had a terminal ill-
ness there might be conditions under which they
would consider obtaining a physicians’ assistance
to end his/her life. 199 students (79.2%) believed
that withdrawing life-sustaining medical treat-
ment in terminally ill patients to hasten death, if re-
quested by the patient, should be always or under
circumstances permitted. 134 respondents (53.3%)
believed that prescribing drugs to relieve pain in
doses that may hasten death, if requested by the
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patient, should be always or under circumstances
permitted. Only 86 students (35.0%) believed that a
physician should be always or under circumstances
permitted to hasten the death of a terminally ill pa-
tient if that is requested by his/her family members
or friends.

The following factors would be very or moderately
important in deciding when PAS should be allowed:
the expected quality of life of the affected patient
(82.2%); the length of time the patient could be ex-
pected to live (52.9%); and the financial burden of
the patient or the patient’s family (27.5%).

The following factors influenced a great deal or
moderately the respondents’ view on the issue of
EUT or PAS: the consistency with the physician’s
role in preserving or protecting life according to the
Hippocratic Oath (96.0%); the risk that PAS might be
misused with certain disadvantaged groups (94.0%);
personal moral convictions (92.8%); personal experi-
ence with terminally ill patients (i.e. family members,
friends or important others) (85.6%); personal reli-
gious convictions (66.9%).

140 students (55.7%) believed that there should be
sufficient legal safeguards regarding the possible
legislation of PAS and EUT. 135 (53.7%) agreed that
the legalisation of PAS or EUT may be a risk for the
legitimate everyday medical practice.
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Only 10 respondents (3.9%) believed that psychi-
atric evaluation of the patient is required in the case
of PAS. Yet, 21.7% agreed that a request for PAS from
a terminally ill patient is prima-facie evidence of a
mental disorder, usually depression.

The comparison between male and female medical
students’ attitudes revealed statistically significant
differences in only three questions (table 1). Religious
convictions as well as the risk that PAS might be mis-
used with certain disadvantaged groups influenced
women’s attitudes more often. On the other hand,
men more often believed that a request for PAS from
a terminally ill patient is prima-facie evidence of a
mental disorder, usually depression.

Discussion

Concerning the dilemma for or against EUT and
PAS there are contradictory data among medical
students. In many countries such as the USA, the
Netherlands, Hungary and Switzerland most of the
students supported EUT and PAS. Two studies among
medical students on attitudes towards EUT and PAS
were carried out in the USA. In the Oregon study®
65% of the respondents expressed support to PAS
and in the Miami study® EUT was acceptable by 75%
of the respondents. In the Netherlands, Muller et al’
found that 80% of medical students were in favour
of EUT and 50% of them endorsed the view that le-

Table 1. Statistically significant differences between male and female medical students’ attitudes on euthanasia

and physician-assisted suicide.

Question Answers  Women N (%) Men N (%)  Stat. Sign

13. To what degree influence your view on the issue of AGD 48 (42.9) 45 (32.4) x?2=11.45
physician-assisted suicide or euthanasia your reli- M 40 (35.7) 35 (25.2) p<0.001*
gious convictions? NA 24 (21.4) 59 (42.4)

16. To what degree influence your view on the issue AGD 104 (92.9) 109 (78.4) x?=4.30
of physician-assisted suicide or euthanasia the risk M 6 (5.3) 18 (12.9) p<<0.05*
that it might be misused with certain disadvantaged NA 2 (1.8) 12 (8.7)
groups?

20. Do you believe that a request for physician-assisted Yes 15 (13.4) 37 (26.6) p<<0.05**
suicide from a terminally ill patient is prima-facie evi- No 82 (73.2) 92 (66.2)
dence of a mental disorder, usually depression? IDN 15 (13.4) 10 (7.2)

AGD=a great deal; M= moderately; NA=not at all, IDN=I do not know/l do not answer

* AGD and M answers vs. NA answers
** Yes vs No and IDN answers
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gal punishment of EUT and PAS should be abolished.
In Hungary, 78% of medical students supported a
person having a right to die, but 44% of them had
doubts about the legalization of PAS and EUT.E In
Switzerland most medical students supported PAS
(77%) and direct active euthanasia (70%).°

However, in many other countries, students ex-
pressed negative positions regarding the EUT and
PAS. In Norway, 36% of the respondents supported
EUT in cases of terminal disease, while the legali-
zation of EUT was favoured by 23% of them.”” In
Sweden, 34% of the respondents expressed a posi-
tive opinion regarding legalization of EUT, 52% had a
negative opinion and the rest were undetermined."
In Yugoslavia, 35% of students were for the accept-
ance of EUT and 23% believed that EUT should be le-
galized.” In Italy, only 28% of the students were in fa-
vour of EUT and PAS.” In Germany, 89% of fifth-year
medical students believed that PAS was illegal and
only a third of the students viewed PAS as ethically
acceptable in certain situations." In a recent study at
two German universities (U1 Bohn, U2 Dusseldorf),
with and without palliative medicine education re-
spectively, only 22.4% of final year medical students
at U1 and 35.7% at U2 favoured a legalisation of ac-
tive EUT.” In Sudan, the majority (76%) of final year
medical students opposed euthanasia and their rea-
sons included religious beliefs, ethical convictions
and fear of misuse.'® In Malaysia, only 32% of stu-
dents favoured the legalization of EUT, 71% of them
were against the idea of active euthanasia but 52%
of the respondents were for the withdrawal of active
therapy in a patient suffering from a painful terminal
disease."” In Puerto Rico, 40% of medical students ex-
pressed support for EUT and 50% of students were
not opposed to PAS, if legalized."® In a more recent
study from Puerto Rico, 28% of medical students
supported EUT and only 13% of them would engage
in PAS."

About half of medical students in our study fa-
voured EUT and a greater proportion of them (70%)
believed that PAS may be acceptable under circum-
stances. In this study, the variables that influenced
the students’ attitudes towards EUT and PAS were:
moral, religious and professional ethical restrictions
(Hippocratic Oath), personal experiences with termi-
nally ill patients and the risk that PAS might be mis-
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used with certain disadvantaged groups. Only 4% of
the respondents believed that psychiatric evaluation
is indispensable in patients requesting PAS. Yet, 22%
agreed that a request for PAS from a terminally ill
patient is prima-facie evidence of a mental disorder,
usually depression.

The issue of whether psychiatric consultation
should be optional or mandatory for requests for PAS
from patients with a physical disease remains contro-
versial. In favour of mandatory psychiatric evaluation
is the risk of the physician misjudging the patient’s
competence and the high prevalence of mental
disorders, especially depression, among terminally
ill patients asking for PAS. On the other hand, in fa-
vour of optional psychiatric evaluation is mainly the
risk of “psychiatrization” and “stigmatization”.?*"*
Nevertheless, given the state-dependent nature of
mental illness the important role of psychiatrists to
detect and treat psychiatric illnesses, mainly depres-
sion, in these patients, as well as to provide an as-
sessment of the patients’ decision-making ability is
well documented.?"#%%

Gender differences in attitudes towards EUT and
PAS among medical students have scarcely been
explored in published literature to date. Reported
results are contradictory and do not allow definite
conclusions to be drawn. A study in Dutch medical
students found that males were more opposed to
EUT and PAS than females’; another two studies, in
Puerto Rico'® and in the USA,?® found that women
were generally more neutral or uncertain regard-
ing assisted death practices than men; finally, a
Norwegian study recorded no significant gender dif-
ferences.”® In our study, no significant differences in
the acceptance of EUT and PAS between males and
females were recorded either; however, women'’s at-
titudes were more often influenced by religious con-
victions as well as the risk that PAS might be misused
with certain disadvantaged groups than men while
the latter more often believed that a request for PAS
from a terminally ill patient is prima-facie evidence
of a mental disorder, usually depression.

When looking for explanations for differences in
attitudes on EUT and PAS between countries or be-
tween time periods, the role of cultural influences
(such as religious beliefs, family ties, etc.) and their
changes diachronically should be considered.?™'
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In Greece, where EUT and PAS are banned by the of data. Attitudes do not necessarily relate to actual
law, the code of medical practice and the Christian behaviour and there is no simple causal relationship

orthodox religion, there are few data exploring gen-  between cultural and personal attitudes and the re-
eral population or health professionals’ attitudes spective behaviour.

on this subject. Few years ago, Papapetropoulos et In conclusion, the results of our study could be
al (32) explored the attitudes towards PAS among  of interest regarding the progress of legalisation
sixth-year medical students in Patras, the third larg-  of EUT and PAS in many countries and the need

est city in Greece, and found that less than 10% of  for procedural safeguards. Nowadays, students in
the respondents agreed with PAS. In a Greek public  medical schools are trained to investigate, diagnose,
opinion survey regarding EUT, about 45% of the re-  treat aggressively, prolong life and cure. Yet, both

spondents were opposed to life-sustaining medical physicians and students feel uncomfortable with

treatment. The most important reasons behind are-  geath and dying patients.>**” Therefore, there is a
. . . 33

quest for PAS were pain, despair and depression. need for special education of medical students, the

There are limitations in all studies dealing with future health gate-keepers, on end-of-life decisions
subjects’ attitudes. The first limitation concerns and the possible relationship between the request
the potential effect of the tendency of some re-  for PAS and the existence of a treatable mental dis-
spondents to respond in a socially desirable fash-  order, usually depression, motivating patients’ in-
ion. Another limitation concerns the interpretation terest in PAS.

ITAcelg Twv ottntwv TG larpikig
Ixofng AOnvwv exetika pe tnv gvbavacia
Kau tnv umoBonBoupevn autoktovia

B.M. Kovta&akng, K.I. MamAog, M.I. Xapakn-Kovtaéakn, M. Oepevtivog,
M-E.B. Kovta&akn, K.©. K6AAag, E. AUkoupag

A’ kat B” Yuxiatpikry Khivikn, Mavemotriuio ABnvav, Atyvriteio Noookoueio, ABriva

Wuxiatpikry 2009, 20:305-311

H evBavaocia (EY) kat n umofonBoupevn auvtoktovia (YA), SnAadn n eBelovtikn eubavaoia, amo-
TeAOUV QVTIKEIMEVO EKTETANEVWY oUINTAOEWV UETAEY EMOTNUOVWY SIAPOPETIKWY KATEUBUVOEWY
(latpoi, vouikoi, KAnptkoi K.d.) Ta TEAeUTAia XPOVIA. XTIG MEPEG HAG KATAYPAPETAL ONUAVTIKA alén-
ON TWV VEOTTAACHATIKWY KAl AAAWY XPOVIWV-TEPUATIKWY TTOOACEWV Kal TWV TPOXAIWV aTuXNUATWV.
To yeyovdg autéd o€ cuvduacud pe tnv peyain mpdodo tng texvoloyiag odriynoe o avénon tTou
TMPOCaSOKIUOU XPOvou emBiwong Twv acOevwv auTwy Xwpig dSpw —ouxva- Tnv avaioyn BeAtiwon
NG moldTNTag TNG {Wrig Toug. Meydlog aplBudc epeuvwy, o€ TTAYKOOUIO €TTiTeSO, TPAYUATOTTOLETAL
TIPOKEIUEVOU VA KATAYPAPOUV Ol ATTOYEIC-TACELG TOU YEVIKOU TANBUGUOU, TwV aoBevwV e aviaTteg
A0OEVEIEC KAl TWV CUYYEVWV TOUG OTTWG ETTIONG KAl TWV EMAYYEAUATIWV PUXIKNAG VYEiag og Bépata
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EY kat YA. O1 mAnpo@opieg o€ oxéon pe ta mapandvw B€uata, 600V aQopd 0ToUG QOITNTEC LATPL-
KAG —MEANOVTIKOUG UTIEPACTIIOTEG TNG SNUOCIAG UYEIAG— €lval OXETIKA AVETTAPKEIC KAl AVTIQATIKEC.
H peAétn autr otoxevel (a) va diepeuvioel T 0TAoelC o€ Bépata euBavaciag kal utofonBolpevng
auTokToviag HeTa&l teAeld@oltwy omoudacTwV TG latpiKAg ZX0ARG Tou Mavemotnuiov ABnvwy,
(B) va evtomioel mBavécg Sl1apopéC OTIC OTACELC AvOPWV Kal YUVALKWY QOITNTWV, Kal (y) va Tapou-
OlACEL KAl VA OXOAIAOEL TIC OTACEIG POITNTWVY LATPIKNG O€ SIAQOPESG XWPEG TOU KOOUOU. Ma TN HeNE-
N auTn avanmtuxOnke Kal XpnoIpoTolOnkKe éva epwTnUATtoloylo 20 epwTtnocwyv ou Baciodnke
o€ avaloya epwtnuaTtoAdyla mou Xpnotpomotifnkav o€ Sid@opeg AANeG XWpPEG. 251 teleldpoltol
LATPIKAG (55% Avdpeg kat 44% yuvaikecg), pe péon nAikia 24,7 (+1,8) xpovia, CUNTTARPWGCAV TO EPW-
TNUaToAoylo. ‘ONot ol olTnNTEG TNG peAéTng ATtav XploTiavoi OpBodool we mpog To Bpriokeupa.
79,6% TWV QOITNTWV ATAV EVNUEPWHEVOL OXETIKA PE Ta Bépata Tng EY kat tng YA. 52% Kkat 69,7%
TWV epwTNOEVTWY NTAaV UTTEP TNG EY Kat Tng YA, avtioTolxa, KATw amd oplopéveg mpolmoBEoelc.
55,6% Twv £pwTnNOEVTWY amavTnoav 0Tl €av ol idlol urépepav and emwduvn-aviatn-KATaANKTIKN
aocBévela Ba {ntovoav tn BoriBela WTPOoL yia va teppatioovv tn {wr toug (umoonboluevn au-
ToKTOVia). 79,2% TwV £pwTNBEéVTWY UTTOOTHPIEAV OTL Ba émpeTe £va YIATPOG LTTO TTPOUTTIOBECEIC
Kal aveEdpTnta mpoUmoBéoewv va ekTeNEDEL TNV eMOUia vog acBevoug mou doxel and aviatn-
emwduvn -KATAANKTIKA a0B£vela Kal va TIPOXWPNOEL O€ SIAKOTIH TNG UNXAVIKAG UTTOOTAPIENG TwV
{wTIKWV Tou ActToupylwv. Ot Tapakdatw mapdayovteg emnpéalav OeTikd tTn oTdon Twv EpwtnOévTWY
amévavti otn EY kal tnv YA: n xapnAn mototnta {wri¢ Tou acBevoug Kal ol évtovol mévol (82,2%), n
pikpn Stapkela mpoodokiung emPiwong (52,9%), n oofapr olkovoulkn empBdpuvon tou acBevolg
Kal TNG OIKOYEVELAC TOV (27,5%). EEAANov, ol mapakdtw mapdyovteg emnpéalav apvnTika Tn oTdon
TWV epWTNBEVTWY amévavTi otnv EY kat tnv YA: ol ITTTOKPATIKEG apxEC TTOU 0ploBETOUV TO POAO TOU
YIOTPOU OTO «va TPOoCTATEVEL Kl va dtatnpei» Tnv avBpwrivn {wn) (96,0%), o kivduvog Katdxpnong
o€ AToUA HE CWHATIKEG Kal YUXIKEG HELOVESiEC (94,0%), ol TPOOWTTIKEG NOIKEG apXéG (92,8%), n Tpo-
OWTTIKA-OIKOYEVEIAKN EUmelpia yOpw amd aviateg aoBévele (85,6%), Ol TPOOWTTIKEC OPNOKEVTIKEC
niemolOoelg (66,9%). 55,7% Twv EpWTNOEVTWY amAvTNOoaV OTL TIPETIEL VA UTTAPEOUV IKAVOTIOINTIKEG
SikAeidec ac@aleiag otnv mepimTwon VOUIKAG KatoxUpwong tng EY kat tng YA. Mévo 3,9% twv @ol-
ntwv andvinoav 0Tt Bewpeital amapaitnTn N PUXIOTPLKA EKTIUNON TOU aoBevolg Tou emBOuUUE(
va teppatioel tn {wrj Tou evw 21,7% amdvtnoav 6t1 n embupia Tou acBevoug yia YA sivat mbavry
évéel&n Yuxikng dratapaxng (cuvnBwg katdbAnc). H cuykplon yuvalkwy Kat avdpwv @oltnTwv
£€6e1&e 0TI o1 yuvaikeg ouxvoTepa emNPeAlOVTaL OTIC OTATELG TOUG ATIO TIC OPNOKEVTIKEG TOUG TTETTOL-
Onoeig kal Tov Kiviuvo Kataxpnong o€ ATOMA PE CWHATIKEG Kal PUXIKEG pelovedie. AvTiDeTa, ol Av-
Speg ouxvoTepa TMoTEVOULV OTI N emMBupia aoBevolg yia YA givat mBavn évdelén Yuxikng diatapa-
XNG. Yrép TNG EY kat tng YA €xel taxOei n mhelovotnta twv goitntwv otig HMA, OAavdia, Ouyyapia,
ENBeTia. AvtiBeTa, oe aANeg xwpeg 6mwe NopPnyia, Zoundia, NMouvykoohafia, Itakia, Meppavia,
>oubdav, MaAaioia, MouvépTo Piko peydho pépog Twv @oltNTWy gival kKatd tng EY kat tng YA.

Né&eig eupetnpiov: EuBavaoia, umofonBolpevn autokTovia, GTACELC, POITNTEC LATPIKAG.
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Research article

Fatigue and somatic anxiety
In patients with major depression

P.P. Ferentinos, V.P. Kontaxakis,
B.J. Havaki-Kontaxaki, D.G. Dikeos, G.N. Papadimitriou

1st Department of Psychiatry, University of Athens, Eginition Hospital, Athens, Greece

Psychiatriki 2009, 20:312-318

he objective this study aimed to investigate the independent contribution of somatic anxi-

ety to the severity of depression-related fatigue. Seventy-six patients (85.5% female), aged

23-65 years (mean 48.7+10.6), diagnosed with major depressive disorder and currently in

a major depressive episode (MINI 5.0.0.) with a 17-item Hamilton Depression Rating Scale
(HDRS) score =17, were studied. Forty-nine patients (64.5%) were concurrently suffering from anxi-
ety disorder(s). Patients with physical diseases or other fatigue-related conditions were excluded.
Reported fatigue was measured with the 14-item Fatigue Questionnaire (FQ). Based on HDRS item
11 (somatic anxiety) scores, patients were divided into those with somatic anxiety (HDRS-11=2) and
those without (HDRS-11<1). Pearson’s (r) and Spearman’s (rho) correlations between FQ score, age,
gender, inpatient status, HDRS score and somatic anxiety status were calculated. A multiple regres-
sion analysis was then performed, with FQ as the dependent variable. Fifty-seven patients (75%)
were rated as suffering from somatic anxiety (HDRS-11=2). Patients with somatic anxiety had sig-
nificantly higher HDRS and FQ scores. The FQ score significantly correlated with the HDRS score
(r=0.36, p=0.001) and somatic anxiety status (rho=0.35, p=0.002). The FQ score was independently
predicted by HDRS score and somatic anxiety status, with standardised beta coefficients of 0.259
(p=0.028) and 0.255 (p=0.031), respectively. R2 was 0.185. Both the severity of depression and the
presence of somatic anxiety independently correlate with the severity of reported fatigue in pa-
tients with major depression. This finding has potential implications for the management of depres-
sion-related fatigue.

Key words: Major depression, somatic anxiety, fatigue.
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Introduction

Fatigue is a frequent symptom in the general popu-
lation and one of the principal presenting symptoms
in primary care facilities."? Fatigue is also associated
with a wide variety of conditions (physical diseases,
neurological or psychiatric disorders, chronic fatigue
syndrome), in which it is a major determinant of prog-
nosis and functional capacity.® Various self-report
measures have been introduced to assess the sever-
ity and prevalence of fatigue in various settings.*”
The Fatigue Questionnaire® is the most widely used
multidimensional measure assessing the intensity of
reported fatigue-related symptoms.

Depressive and anxiety symptoms are prevalent
in many fatigue-related conditions and have been
found to correlate with the severity of reported fa-
tigue. Studies in the community and in primary care
settings have found that the severity of reported fa-
tigue correlates with the severity of both depression
and anxiety.”° Furthermore, several studies have
isolated strong independent correlations between
the severity of reported fatigue and the intensity of
depressive and anxiety symptoms in patients with
fatigue-related diseases or conditions, such as multi-
ple sclerosis,"'® Parkinson’s disease,'* cancer,”'® HIV
infection,”'® fibromyalgia,'®*° systemic lupus ery-
thematosus,®' sleep apnea,® and chronic fatigue
syndrome. > %

Fatigue is a core symptom of major depression as
well as a prodromal and a residual symptom of de-
pressive disorders.?®? |t is prevalent in 73-97% of
depressed patients and has a detrimental impact
on their level of functioning and quality of life.3%>'
However, fatigue in major depression is understud-
ied compared to other fatigue-related conditions. A
few studies have recently attempted to isolate pre-
dictors of depression-related fatigue; female gen-
der, sleep disturbances and the severity of depres-
sion are the main ones that have been located.3*-*
Depressed patients often suffer from comorbid anxi-
ety disorders or subthreshold anxiety symptoms.*¢*’
However, the independent contribution of somatic
anxiety symptoms (i.e. effects of autonomic overac-
tivity) to the severity of depression-related fatigue
has not been investigated and this was the objective
of this study. The isolation of potential additional
predictors of depression-related fatigue might allow
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clinicians to manage this debilitating symptom in a
more specific and efficient way.

Material and method
Subjects

Subjects included in the study were consecu-
tive patients of both sexes, aged 18-65 years, who
were either hospitalized in one of the wards of the
Psychiatric Clinic, or treated at the outpatient service
of Eginition Hospital from March 2005 to March 2007.
All patients had a diagnosis of Major Depressive
Disorder (MDD) and were currently in a Major
Depressive Episode (MDE), as assessed by the short
structured DSM-IV-based interview MINI version
5.0.0.%® Moreover, all patients had a 17-item Hamilton
Depression Rating Scale (HDRS)* score >17.%°

Exclusion criteria were: (1) other diagnoses interfer-
ing with patients’ cooperation in the study (catatonic
or psychotic features in the present episode, organic
mental disorders, mental retardation), (2) other DSM-
IV axis | mental disorders except anxiety disorders
(alcohol or other substance abuse during the last 6
months, eating disorder during the last 6 months,
sleep disorders) potentially associated with clinical-
ly significant fatigue, (3) severe physical diseases or
other fatigue-related conditions (severe obesity with
BMI>45, pregnancy, fatigue-associated medications
except psychotropics), (4) a recent (i.e. less than 3
weeks ago) change in the drug treatment regimen.

All patients had their medical history recorded.
A thorough physical examination was carried out
and blood was drawn for a biochemical profile, to-
tal blood count and basic endocrinological tests
within £2 days from the clinical/psychometric eval-
uations. Patients were further tested once clinical
evaluations and routine laboratory tests provided
evidence for physical diseases potentially associated
with prominent fatigue. When patients met one or
more of the exclusion criteria, they did not enter the
analyses. All patients were asked to provide written
informed consent before participating in the study.
The study protocol was approved by the Research
Ethics Committee of Eginition Hospital. Subjects fi-
nally included were 76 patients, aged between 23
and 65 years (mean 48.7+10.6 years); 65 were females
(85.5%) and 38 (50%) were inpatients. Forty-nine



314 P.P. FERENTINOS et al

patients (64.5%) were concurrently suffering from
anxiety disorder(s), as assessed with the MINI. The
majority of patients (N=63, 82.9%) were under anti-
depressant medication (47.4% on SSRIs and 35.5% on
SNRIs).

Measures

The following instruments were used for cross-sec-
tional assessment of the severity of fatigue and de-
pression.

Fatigue

The severity of fatigue during the last two weeks
prior to assessment was recorded by means of the
Fatigue Questionnaire (FQ), a frequently used, estab-
lished, self-report fatigue questionnaire, comprising
14 items measuring the intensity of fatigue-related
symptoms. Each item is rated on a 4-point Likert
scale (0 "better than usual”, 1 "no more than usual",
2 "worse than usual", 3 "much worse than usual).
The FQ score is the sum of all items’ scores. Greek
translation and back translation of the FQ was made
according to the guidelines of the World Health
Organization.* The FQ consists of two subscales: a
mental and a physical fatigue subscale.®

Depression

The severity of depression was assessed with the
17-item HDRS, which is one of the most widely used
observer-rated instruments to assess the severity of
depressive symptoms in MDD patients. Ratings are
completed by the examiner on the basis of patient
interview (depressive symptoms experienced over
the past week), information provided by relatives
or nurses and observations. Eight items are scored
from 0 to 2 and nine items are scored from 0 to 4. A
cut-off point of 17 is often used to ensure a degree of
depression severity.*

Somatic anxiety

HDRS item 11 measures somatic anxiety and in-
cludes physiological concomitants of anxiety, i.e.
"butterflies”, indigestion, stomach cramps, belching,
diarrhoea, palpitations, hyperventilation, paraes-
thesias, sweating, flushing, tremor, headache, uri-
nary frequency.®. It is rated on a 5-point Likert scale
(0=absent, 1=mild, 2=moderate, 3=severe, 4=inca-
pacitating). Using the median HDRS item 11 score (i.e.
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2) as a cut-off point, patients were divided into those
with somatic anxiety (HDRS-11 score =2) and those
without (HDRS-11 score <1).

Statistical analysis

Descriptive statistics were used to check the dis-
tributions of all variables. Student’s independent
samples t-test or Mann-Whitney U test (as appropri-
ate) and Pearson Chi-square test were used for the
comparison of continuous and categorical variables,
respectively, between patients with somatic anxiety
and those without. Pearson’s (r) and Spearman’s (rho)
coefficients were employed in bivariate correlations
between the FQ score as the dependent variable and
the independent variables (age, gender, inpatient
status, HDRS score and somatic anxiety status), as
well as in intercorrelations between the independ-
ent variables to test for collinearity.

Then, a stepwise multiple regression analysis was
performed, with the FQ score as the dependent vari-
able, so as to isolate independent predictors of the
severity of fatigue. Any variable found to correlate
with the FQ score at a p<0.1 entered the regression
analysis. Whenever two independent variables had a
Pearson’s or Spearman’s correlation coefficient =0.7
between them, one of them was excluded from the
multivariate analysis for collinearity.*?

Results

Age, HDRS and FQ scores had approximately nor-
mal distributions. HDRS scores ranged from 17 to 33
(mean 21.7+5.1). FQ scores ranged from 8 to 42 (mean
30.317.6); 65.8% of patients had a mean item score of
>2. Fifty-seven patients (75%) were rated as suffering
from somatic anxiety (HDRS-11 score >2).

Patients with somatic anxiety did not significant-
ly differ from those without in age (t=0.19, df=74,
P=0.85), gender (x2=0.89, p=0.35) and inpatient sta-
tus (x>=0.63, p=0.43). However, patients with somatic
anxiety had significantly higher scores both on the
HDRS (t=3.83, df=74, p<0.001) and the FQ (t=3.32,
df=74, p<0.001). Inpatients scored higher on the
HDRS (t=2.71, df=74, p=0.008) than outpatients, but
these two groups did not significantly differ in the
FQ score (t=0.36, df=74, p=0.72). There were not sig-
nificant differences between males and females both
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in the HDRS (U test, z=1.58, p=0.11) and FQ scores (U
test, z=1.69, p=0.09). Medicated and non-medicat-
ed patients had not significant differences in HDRS
(t=0.87, df=74, P=0.39) and FQ scores (t=0.34, df=74,
p=0.74). Patients on SNRIs did not significantly differ
from those on SSRIs in HDRS (t=0.80, df=61, p=0.42)
and FQ scores (t=0.82, df=61, p=0.41).

Bivariate (Pearsons’s or Spearman’s, as appropriate)
correlations between FQ scores and the independ-
ent variables are shown in table 1. FQ scores signifi-
cantly correlated with HDRS scores (r=0.36, p=0.001)
and somatic anxiety status (rho=0.35, p=0.002). Age,
gender, HDRS score and somatic anxiety status en-
tered the multiple regression model with the FQ
score as the dependent variable. The HDRS score
and somatic anxiety status turned out to be the only
significant predictors of the FQ score, with standard-
ised beta coefficients of 0.259 (p=0.028) and 0.255
(p=0.031), respectively. R* was 0.185.

Discussion

The present study aimed to investigate whether
somatic anxiety independently correlates with the
severity of fatigue reported by patients with unipolar
non-psychotic major depression. Depressed patients
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with other axis | mental disorders (except anxiety dis-
orders) or severe physical diseases potentially associ-
ated with prominent fatigue were excluded, so that
the confounding effect of other fatigue-related con-
ditions is avoided. Moreover, included patients were
either drug-free (17.1%) or, when medicated (82.9%),
on a stabilized antidepressant treatment regimen,
so as to avoid the confounding effect of side-effects
associated with treatment initiation or modification.
The correlation of the severity of reported fatigue
with anxiety symptoms has been investigated in
the general population,”'® in patients with chronic
fatigue syndrome,” neurological or physical dis-
eases,"* but not in patients with major depression.
Fatigue is highly prevalent in these patients and has
a debilitating effect on them; therefore, the isolation
of independent predictors of fatigue reported by de-
pressed patients and the implementation of effec-
tive treatment strategies are highly warranted.*

In general, the percentages of fatigue and somatic
anxiety of clinically significant severity reported by
patients in our sample are in accordance with data
from previous studies.?>3"333°73744 The severity of fa-
tigue did not have significant correlations with age,
in accordance with data from previous studies.3*343>

Table 1. Correlations between FQ score, age, gender, inpatient status, depression severity (HDRS score) and

somatic anxiety status in patients with major depression.

FQ Age Inpatient status  Gender HDRS Somatic anxiety
status
FQ 1.000
Age -0.054 1.000
0.641
Inpatient status 0.000 0.183 1.000
1.000 0.113
Gender -0.195 0.108 0.037 1.000
0.092 0.352 0.748
HDRS 0.362(**) 0.156 0.293(*) 0.183 1.000
0.001 0.179 0.010 0.114
Somatic anxiety status 0.352(**)  -0.037 0.091 -0.108 0.394(**) 1.000
0.002 0.753 0.434 0.353 <0.001

Pearson’s r or Spearman’s rho correlation coefficients with corresponding p-values, *P<0.05, **P<0.01 (two-

tailed)

Gender (0: female, 1: male); inpatient status (0: outpatient, 1: inpatient); somatic anxiety status (0: without somatic

anxiety, 1: with somatic anxiety)
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Fatigue scores did not significantly differ between
males and females, in contrast to findings from pre-
vious reports which have recorded higher levels of
fatigue in female subjects.?*** This may be due to
the low percentage of males (14.5%) in our sample,
which may have concealed gender differences in fa-
tigue scores, as well as to males having slightly higher,
albeit not to a statistically significant degree, HDRS
scores than females (mean 24.3 vs 21.3). Inpatients
were more depressed than outpatients, as expected,
but their difference in HDRS scores (means 23.3 vs
20.2) was not great enough to yield a statistically sig-
nificant difference in FQ scores, as well.

The severity of fatigue was significantly correlat-
ed with the severity of depression (HDRS score) in
our sample, corroborating previous findings.3-3>44
Fatigue scores were significantly higher in patients
with somatic anxiety compared to those without, in-
dependent of the severity of depression. This find-
ing has potential implications for the rationale of
therapeutic interventions needed to alleviate de-
pression-related fatigue. Somatic anxiety lowering
medications, such as anxiolytics or beta-blockers,
might prove to be helpful, when properly selected
and dosaged, in the management of fatigue-related
complaints in depressed patients.

Certain limitations of this study should be noted.
First, the vast majority of patients studied were
under antidepressant medication (SSRIs or SNRIs).
Fatigue and somatic anxiety in depressed subjects
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under treatment can be associated both with de-
pression per se and with its treatment. Nevertheless,
recorded fatigue severity was not correlated with
being or not medicated nor with the kind of anti-
depressant received (SSRIs or SNRIs), suggesting
that antidepressant-related fatigue might, at least in
part, be compensated for by the alleviating effects
of antidepressants on depression-associated fatigue.
Moreover, newer antidepressants are far less associ-
ated with fatigue and other physical complaints than
older tricyclic drugs.* Second, the low percentage
of males in our sample may have concealed gender
differences in fatigue scores. A final limitation was
that estimates of somatic anxiety relied exclusively
on HDRS item 11, which concerns physiological con-
comitants of anxiety, and no specific somatic anxiety
scale was used. Therefore, our results should be rep-
licated in studies using specific anxiety scales also
measuring a somatic anxiety component.

In conclusion, our results suggest that the sever-
ity of depression as well as the presence of somatic
anxiety independently correlate with the severity of
reported fatigue in patients with major depression;
this finding has potential implications for the man-
agement of depression-related fatigue. However,
further studies are warranted to investigate ques-
tions about the causality of recorded associations
between fatigue and somatic anxiety in major de-
pression as well as the underlying pathophysiologi-
cal mechanisms.

Kommwon Kat 6upatnikd ayxog
6e acOeveig pe peiova katadbnuyn

N.N. ®epevrivog, B.MN. Kovta&akng,
M.I. XaBakn-Kovta&akn, A.l. Aikaiog, I'N. Mamadnuntpiov

1n Yuxiatpikny KAvikn, Mavemotriuio ABnvay, Atyivriteio Noookoueio

Wuxiatpikr} 2009, 20:312-318

JKOTIOC TNG TAPoUoag PEAETNG NTav N Slepelivnon TNG aveapTnNTNG CUVEICPOPAC TOU CWHATIKOU
ayxoug otn Baputnta TNG KOMWong mou oxeTi(eTal pe tn peifova katdbAyn. MeketriBnkav 76
aoBeveic (85,5% yuvaikeg, 50% sowTtepikoi aoBeveic), nAikiag 23-65 etwv (MO 48,7+10,6), Tou &i-
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FATIGUE AND SOMATIC ANXIETY IN PATIENTS WITH MAJOR DEPRESSION

xav StayvwoBei pe peifova katabAimtikn Statapayn kat fpiockovtav tn dedouévn otiyun og peiCov
KATAONITTIKO emeloddio (e Bdon tn Ppaxeia dopnpévn cuvévteuén MINI 5.0.0.). ONol ol acBeveic
gixav eAdxiotn Babuoloyia 17 otnv KAipaka katdbApng tou Hamilton twv 17 Anuupdtwv (HDRS).
AmnokAeioBnkav acBeveic e cwPATIKEG VOOOUC 1 AANEC KATOOTACELG TTOU cuvoSelovTal amod €VTo-
vn Komwon. H ava@epopevn KOTIwon LETPNONKE E TO EpWTNUATOAOYIO KOTIWoNG (FQ), Twv Chalder
et al (1993), mou éxel 14 Mjupata Kat armoteAeital and Vo UNMOKAIMAKEG, CWHATIKAG Kal StavonTi-
KA KOmwong. Mg Baon tn Siapeco Badpoloyia (dnhadr 2) oto Appa 11 tng HDRS, mou petpd-
€l CWHATIKO AyX0o¢, ol aoBeveic Slalpédnkav og 600UG gixav cwuatiko ayxog (HDRS-11=2) kal o€
6ooug dev eixav (HDRS-11<1). Xtn ouvéxela, urmtoAoyioOnkav ol CUVTENESTEG oUOXETIONG Pearson
(r) A Spearman (rho) avapeca otn Babpoloyia oto FQ, Tnv nAkia, To @UAO, TNV UTAPEN N KN O€
voonAeia, Tn Babuoloyia otnv HDRS kat Tnv Umapén 1 pn oWUATIKOU Ayxouc. TeAkd, mpayua-
TomolnOnke avdiuon moANAmAnG maAivdpounong pe 1o FQ wg e§nptnuévn petafAnth ya tn Si-
gpelivnon Twv MAPAPETPWY TTOU cuoXeTiCovtav ave&dptnta Ye TN PaplTnTa TNG AVAPEPOUEVNG
KOTIWoNG. 49 aoBeveiq (64.5%) dieyvwoOnoav emmAéov pe TouhdyloTov pia ayxwdon diatapayn. 57
aoBeveic (75%) Bpédnkav va éxouv cwpatiko dyxog (HDRS-11=2). Ot acBevei pe cwuaTIKO AyXog
gixav oe FaOpo otatioTikd onuavtikd vPnAotepn Babuoloyia otig kKAipakeg HDRS (t=3,83, df=74,
p<0,001) kat FQ (t=3.32, df=74, p<0,001) oc cUykplon e TOUG a0BeVEiG XwpPIi¢ cwuatikd dyxog. H
BaBuohoyia oto FQ cuoxetioOnke og Babuod otatiotikd onpavtiké pe Tn Babpoloyia otnv HDRS
(r=0,36, p=0,001) kat pe TNV UMAPEN cwpatikou dyxoug (rho=0,35, p=0,002). H BaBuoloyia otnv
HDRS kat n umapén owpatikou dyxoug cuoxeTi{ovtav avefdptnta pe tn fabuoloyia oto FQ otnv
avdaluvon moANamAng maAivépdunong, ue otabuiopévouc ouvteleoTég Brita 0,259 (p=0,028) kat
0,255 (P=0,031), avtiotoixa. H Tiurf Tou R2 ntav 0,185. Toco n Baputnta tnG KAaTtdbAPng 600 Kal n
TTapoUCia CwHATIKOU AyXoug cuoxetiCovTal ave€dpTnta HE TN BapuTnTa TNG AVAPEPOUEVNG KOTIW-
ong o€ aoBeveig pe peifova katddMYn. To elpnUa auTtod eival MOAVWE XPAOIUO OTNV AVTIPETWTTION
NG KOTWonNG mou oxeTietal pe tn peiCova katdOAYn.
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igration is considered an important risk factor for schizophrenia. However, studies on
the differences in psychotic symptomatology between immigrants and native patients
revealed mixed results. This study compared clinical symptoms and social function-
ing between immigrant and native patients with schizophrenia in Greece in order to
examine the influence of social factors on the disorder’s manifestation and severity. A structured
questionnaire including demographic and clinical information was administered to two groups of
patients with schizophrenia; the first one was comprised of 65 immigrant patients (38 men and 27
women) and the second included 58 greek patients (35 men and 23 women). Patients’ psychopathol-
ogy was evaluated by the Positive and Negative Syndrome Scale (PANSS), the Calgary Depression
Scale for Schizophrenia (CDSS) and the Global Assessment of Functioning Scale (GAF). The x? test
and the ANOVA were used for the comparisons of categorical and continuous variables respectively
between the two groups of patients. Analysis of eigenvalues and multivariate analysis (MANOVA)
were also used. Age and duration of illness were significant greater in the greek group of patients.
Lack of insight was the only reason of hospitalization of immigrant patients. The immigrant group
of patients had significantly lower scores in the negative syndrome subscale, the general psycho-
pathology subscale and the total PANSS scale while they had significantly higher scores in the GAF
scale. No between patients’ groups difference was found on CDSS scores. Analysis of eigenvalues
and MANOVA revealed that the national group (immigrants vs native) and the reason of admission
were the only general variables with significant influence on patients’ psychopathological features
and functioning. Consistently with previous studies that have shown better prognosis in immigrant
compared to the native patients with schizophrenia, immigrant patients in our study had milder
negative and total psychotic symptomatology and were less impaired in terms of global function-
ing than the greek group. Being an immigrant appears to be an important factor related to these
differences between our study groups. A possible explanation of our findings could be that im-
migrant patients with schizophrenia attending to greek mental health services have been “filtered’
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because of a ‘salmon bias’ type phenomenon; the severe ill usually return to their country of birth
due to the lack of financial and social support for immigrant patients in Greece. An alternative hy-
pothesis is that the families and the local communities of immigrant patients with schizophrenia,
being tied enough, provide support to their ill members that results in better outcome, especially
with respect to negative syndrome and social functioning.

Key words: Schizophrenia, migration, positive symptoms, negative symptoms, social functioning.

Introduction

During the 1990s, Greece had to face the newly
arising problem of organising mental health serv-
ices for immigrants. The number of immigrants in
our country had grown five times within a decade
(1991-2001). Officially the immigrants constitute up
to 7% of the population, and this rate would proba-
bly be 10%, if illegal immigrants were also included.

Migration is considered an important risk factor
for schizophrenia, and numerous studies confirmed
the increased incidence of schizophrenia among im-
migrant populations,"? while no specific association
with particular ethnic group has been found. The
trauma of migration (loss of cultural identity, adap-
tation in new, mainly unknown and probably disad-
vantageous conditions), as well as the probability
that a high rate of “pre-schizophrenic” individuals
migrates, have been discussed as the main causa-
tive factors —between others- for this phenom-
enon.> Immigrants coming from poorer countries
are at higher risk for mental diseases, allowing the
hypothesis that migration as a risk-factor for mental
disorders constitutes the resultant of many different
social-environmental factors (social class, living in
big cities, etc).” In addition, a recent meta-analysis®
has shown that second generation immigrants were
at higher risk for schizophrenia in comparison with
the first generation. As probable explanation for
this finding, it was proposed that second generation
immigrants are exposed for long to conditions of
social competition and discrimination, experiencing
“social defeat” —cancellation of their expectations
for complete social intergration and permanent
stress— which results in increased vulnerability to

mental disorders. We have also to study accultura-
tion as a factor of deterioration of mental health.’

It has been proposed that the study of schizophre-
nia in groups of immigrants provides important in-
formation concerning the aetiology of the illness,
especially for possible social-environmental patho-
genetic factors.® Studying schizophrenia in immi-
grant populations could also provide information
for the possible effect of socio-enviromental factors
on the phenomenology, the course and the prog-
nosis of the illness. However, large-scale studies on
differences in phenomenology of schizophrenia be-
tween immigrant and native groups of patients are
limited.*

The present study aims to examine whether mi-
gration affect the pattern and the severity of symp-
tomatology and the impairment of functioning in
patients with schizophrenia. According to the find-
ings of the most previous relative studies®'* we hy-
pothesize that immigrant patients with schizophre-
nia will have more severe psychotic symptoms and
deficits in functioning than native greek patients. To
the best of our knowledge, this is the first compara-
tive study on the symptoms of schizophrenia in im-
migrant and native greek patients.

Material and method

Participants

Data were collected in “Eginition” hospital and
“Dromokaition” psychiatric hospital, after approval
of both hospitals’ ethic-committees. The random
sample constituted of 123 patients; 65 immigrants
(28 inpatients and 37 outpatients, 38 men and 27
women) and 58 native greeks (28 inpatients and 30
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outpatients, 35 men and 23 women). Criteria of in-
clusion were: age younger than 55 years, absence
of mental retardation or history of neurological ill-
ness, brain injury and substance abuse. Diagnosis of
schizophrenia was made by clinicians of equivalent
clinical experience, according to DSM-IV criteria."”
The demographic and clinical data were collected
through interviews of patients and members of their
families and were cross-checked with relevant data
from patients’ medical records.

Clinical assessment

A structured questionnaire was administered for
the demographic and clinical data collection. The
following standardized clinical scales were used for
the patients’ clinical assessment:

1.The Positive and Negative Syndrome Scale
(PANSS),'® standardized in greek language,”
was used to assess current psychotic symptoms.
PANSS includes three subscales: for the positive
syndrome (PANSS-Pos), the negative syndrome
(PANSS-Neg), and the general psychopathology
(PANSS-Gpsy.)

2.The depressive symtoms were assessed with
the Calgary Depression Scale for Schizophrenia
(CDSS),'® standardized in Greek."

3.The Greek version of Global Assessment of
Functioning (GAF) was used as an overall measure
of functioning. The GAF is the modified version of
the Global Assessment Scale,?® which has proven
validity and reliability in Greek language.”’

Statistical analysis

For the purposes of our analysis, we will refer to
the demographic and clinical data collected through
the structured questionnaire with the term “general
variables”, while the data that resulted from the clin-
ical scales will be reported as “specific variables”. Chi-
square test and ANOVA were used for comparisons
between immigrant and Greek groups on the cat-
egorical and the continuous variables respectively.

In order to examine if the differences between im-
migrant and Greek patients concerning their symp-
toms and global functioning could be attributed
exclusively to the condition of belonging to one of
these groups (immigrants vs natives) —which will be
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further reported as “national group” in the statisti-
cal analysis— we had to control for the effect of any
other general variable on the specific variables as
well as for interactions between the general varia-
bles. For this reason, the power of each variable was
calculated in a 64-dimension space with Matlab 7.01
using analysis of eigenvalues in a matrix of distances
(euclidean and manhattan block). For further analy-
sis we used Statistica 6.0. Statistically importance in
our analysis was defined by a confidence interval
over 90%. Multiple Analysis of Variance (MANOVA)
was used for the analysis of the dependence of the
specific variables on general variables.

The analysis of eigenvalues revealed that 18 vari-
ables account for 99% of the total variance. Further
analysis using multidimensional scaling showed that
the following five variables accounted for 90% of the
total variance, therefore they were eligible to enter
as independent factors in MANOVA: National group
(Greek/Immigrant), Age, Sex, Education, Main reason
of admission (hospitalization or outpatient treatment).
Of note, only general variables were finally eligible
to enter in MANOVA and national group was one of
them.

Results
Description of the group of immigrant patients

Socio-demographic and clinical characteristics of
immigrant and Greek patients in our sample as well
as the between-groups differences are presented
in table 1. The mean age of immigrant patients was
32,3 (£4.2) years whereas the mean age in the greek
group was 36.1 (£3.1) years.

All immigrants came from countries with low or
relatively low level of economic growth: 61.5% came
from countries in Balkans and Eastern Europe, 27.7%
from African countries and 10,8% from countries
in Middle East, Asia and Latin America. Their mean
duration of living in Greece was 8.35 (+5.58) years.
Among them, 62.3% lived legally, while 37.7% ille-
gally in Greece or were admitted in a residence for
refugees. The 23% of them reported that they came
in Greece after the onset of the illness and 77% that
the onset of the illness had followed migration -
50% within the first 5 years and 27% within the first
10 years living in Greece.
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Differences in general variables between
the two groups (immigrants vs greeks)

Demographic and clinical characteristics of the
two groups are presented in table 1. There were no
significant differences between the two groups re-
garding sex, years of education and family status.
Age was significantly greater and duration of illness
significantly longer in the greek group. The reasons
of hospitalization were significantly different be-

Table 1. Comparison between immigrant and greek
patients with schizophrenia: demographic and clinical
characteristics.

Immigrants  Greeks p

(n=65) (n=58)
Age :
-18 4 (6.2%) 0.030*
18-24 11 (16.9%) 2 (3.4%)
25-34 22 (33.8%) 2 (3.4%)
35-44 19 (29.2%) 19 (32.8%)
45-55 9 (13.8%) 23 (39.7%)
Sex (male) 38 (58.4%) 12 (20.7%) 0.856
Family status 0.123
Unmarried 38 (58.4%) 44 (75.9%)
Married 15 (23.1%) 8 (13.8%)
Divorced 12 (18.5%) 6 (10.3%)
Education 11 (16.9%) 12 (20.7%) 0.180
(years)
Family history of:
Schizophrenia 12 (18.5%) 15 (25.9%) 0.385
Bipolar disorder 2 (3.1%) 1 (1.7%) 1.000
Depression 10 (15.4%) 9 (15.5%) 1.000
Duration of 5.6 (+£3.5) 12.6 (+3.1) 0.001**
iliness(years)
Outpatients 28 (43.1%) 28 (48.3%) 0.560
Main reason of 0.000***
admission:
Lack of insight 28 (43.1%) 7 (12.1%)
Aggressive 0 3 (5.2%)
behaviour
Self-harming 0 3 (5.2%)
behaviour
Other 0 15 (25.9%)

*k*k

*p<0.05, **p<0.01, ***p<0.001
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tween the two groups, since lack of insight was the
only reason of immigrant patients’ hospitalizations,
whereas it was reported as the main reason in only
the one fourth of greek patients’ admissions. No sig-
nificant difference between the groups was found
with respect to family history of psychiatric disor-
ders.

Differences in specific variables between
the two groups (immigrants vs greeks)

Table 2 shows the mean scores of the two groups
on the clinical scales used for the assessment. There
was no significant difference between the two
groups in the positive syndrome subscale of PANSS,
whereas greek patients had significant higher scores
on the negative syndrome and the general psycho-
pathology subscales as well as the total score of
PANSS. The immigrant group had higher mean score
on CDSS but this difference did not reach statistical
significance. Immigrant patients had also significant-
ly higher mean score on GAF scale, which means that
they were less impaired in term of global functioning
than greek patients.

Associations between general
and specific variables

The effects of the five general factors that were
found with analysis of eigenvalues, namely national
group, age, sex, education, and main reason of ad-
mission, on the specific variables (PANSS-Pos, PANSS-

Table 2. Comparison between immigrant and greek
patients with schizophrenia: ratings on clinical scales

Group

Scale Immigrants Greeks mean F p

mean (SD) (SD)
PANSS- 17.52 (6.87) 18.79 (7.09) 1.02 0,316
Pos
PANSS- 17.93 (7.51) 23.31 (10.14) 9.81 0.002**
Neg
PANSS- 35.37 (7.80) 40.75 (10.53) 7.83 0.006™*
GPsy

PANSS- 77.05 (15.83) 90.27 (26.70) 8.90 0.004**
Total

cDS 7.03 (4.07) 5.83 (4.48) 229 0,113
GAF 5587 (14.08) 43.35 (16.50) 23.17 0.000***

*p<0.05, **p<0.01, ***p<0.001
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Neg, PANSS-GPsy, PANSS-total, CDSS, GAF) were test-
ed with MANOVA using Wilks’ test. Although there
was a significant difference between groups on the
duration of the illness, this variable did not have sig-
nificant effect on the total variance of the sample.
The effects of all general factors except the years
of education, on the total variance of the sample
were significant on the 90% level, as shown in table
3. The national group and the main reasons of ad-
mission had the greater effect on the total variance
(p<0.001).

The associations between the five general factors
and the scores on the clinical scales are presented in
table 4. The dependence of negative syndrome and
the general psychopathology subscales, as well as
the total score of PANSS on the “national group” was
statistically significant. The effect of “national group”
on the CDSS and the GAF scores was also signifi-
cant. The GAF and the negative syndrome subscale
of PANSS were significantly dependent on the main
reason of admission. The educational level had sig-
nificant effect on negative syndrome subscale and
PANSS total score. MANOVA revealed that no specific
variable was significantly dependent on age after
controlling for the remaining general variables. This
finding is important, since the comparison between
the two groups using ANOVA showed significant dif-
ference in age. No dependence was also found with
respect to sex.

Table 3. The effect of general factors* on the total
variance of the patients’ sample (Wilks’ test).

Wilks’ A F  Effect  Error p**

National 0.757 4.651 6 87,000 0.000
group

Age 0.625 1452 30 350,000 0.062
Sex 0.873 2.107 6 87,000 0.060
Education 0.749 1.096 24 304,717 0.346
Reason of 0.498 2.806 24 304,717 0.000
admission

Only variables entering in the Multiple Analysis of

Variance (MANOVA) are presented here.

*General factors include social-demographic and clini-
cal variables

**p values correspond to the indepedent effect of each
variable
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Table 4. Dependence of specific patients’ variables
on general patients’ variables resulting from Multiple
Analysis of Variance (MANOVA).

Specific General variables
variables
National Age  Sex Educa- Reason
group tion of
admis-
sion
PANSS- 0.115 0.229 0.337 0.409 0.070
Pos
PANSS- 0.001* 0.173 0.811 0.031* 0.027*
Neg
PANSS- 0.000 0.580 0.087 0.098 0.177
GPsy
PANSS- 0.000°** 0.689 0.577 0.037° 0.126
Total
GAF 0.014* 0.987 0.704 0.557 0.000™**
CDSs 0.035" 0.516 0.602 0.484 0.275

*p<0.05, **p<0.01, ***p<0.001

Discussion

Effect of migration on psychopathology
and functioning in patients with schizophrenia

The major finding of the present study is that
belonging in one of the two national groups (im-
migrants or native greeks) was an important factor
affecting the psychopathological profile and the
level of functioning in patients with schizophrenia.
This was indicated by the significant difference be-
tween the two groups with respect to their psycho-
pathological features and functioning and further
confirmed after detection and controlling for inter-
correlations with other factors that were possible
confounders and mediators, such as age, sex, edu-
cational level, and reason of admission in our study.
Moreover, the psychopathological characteristics in
our analysis were associated with the national group
more potently than with any other factor studied.

The second factor potently correlated with psy-
chopathological variables was the reason of admis-
sion which was a rather artificial factor in our study,
thus without great clinical importance. The latter
variable, as defined in our study included the follow-
ing categories: lack of insight, aggressive behaviour,
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self-harming behaviour and other reasons. Taking in-
to account this categorization, clinicians could obvi-
ously predict that patients belonging to each one of
them will have a different psychopathological profile
from the remaining patients. For example, it is likely
that patients with “lack of insight” as major reason
for treatment will present more intense both positive
and negative symptoms as well as lower level of de-
pressive symptoms.*2

Therefore correlations between psychopathologi-
cal characteristics with the main reason of admis-
sion should not be considered of equal importance
with the correlations between them and the national
group.

Although there was significant association be-
tween the educational level and the negative syn-
drome subscale as well as the total score of the
PANSS, the effect of the educational level on the to-
tal sample variance was found not significant with
the WIliks' test. Therefore, we should consider the
independent effect of this variable on the psycho-
pathological profile much less potent than the effect
of the national group.

Conclusively, being immigrant or native was sin-
gle the most important factor affecting the psycho-
pathological profile and level of functioning relative
to other demographic, social or clinical characteristic
examined in this study.

Differences in psychopathology
and functioning between greek
and immigrant patients with schizophrenia

Greek patients in our sample had significant higher
scores on PANSS scale than the immigrant patients,
which was a rather unexpected finding. Previous
cross-sectional studies either have not show signifi-
cant differences between immigrant and native pa-
tients with schizophrenia in the manifestation and
severity of psychotic symptoms,?*?* or have shown
more severe positive’™"® or negative symptoms in
immigrant patients. However, our results are consist-
ent with longitudinal studies on the course and the
prognosis of schizophrenia in immigrant patients.
McKenzie et al,>® were the first to find in a prospec-
tive comparative study that Afro-Caribbean patients
with schizophrenia in the United Kingdom had mild-
er course of illness than the British patients — mainly
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larger periods of remission.?* Callan,*® in a retrospec-
tive study, compared hospitalized afro-caribbean
and native british patients with schizophrenia and
found that the onset of the illness was more acute
and the duration of hospitalization was shorter in
immigrants, concluding a milder course of illness in
immigrants.?® More recent prospective studies on
relapses after the first episode of schizophrenia in-
dicated better outcome in immigrant patients.?”?®
However, other studies found that the course and
the prognosis of the illness were more unfavour-
able in immigrant patients with schizophrenia.?®=* A
large-scale multi-center trial in the United Kingdom
by McKenzie et al,** indicated that differences be-
tween immigrant and native patients in terms of the
outcome and the course of illness, though complex,
certainly exist. Although our study provides further
support to this conclusion, it is obvious that the find-
ings on specific differences in psychotic symptoms
are yet contradictory and therefore further investiga-
tion is warranted.

The difference on the PANSS total score between
greek and immigrant patients resulted from immi-
grants’ significant lower scores on the negative syn-
drome and the general psychopathology subscales.
Besides, immigrants had lower scores on GAF. The
between groups differences in negative syndrome
severity probably contributes to the different level of
functioning as measured with GAF.

Many hypotheses have been postulated to explain
the differences in symptoms and functioning be-
tween native and immigrant patients with schizo-
phrenia. Increased possibility of false diagnosis of
schizophrenia given to cases of “acute psychotic re-
actions” has been proposed as a possible explana-
tion for better prognosis observed in immigrant pa-
tients.? However, this assumption is not relevant with
our findings because the clinical diagnosis of schizo-
phrenia in our study was strictly based on DSM-IV
criteria and the mean duration of illness in the two
groups was sufficiently long for differential diag-
nosis. Consequently, we have to look into the living
conditions of immigrant patients with schizophrenia
in our country, their family and social environment as
possible sources of support as well as the treatment
and care they receive, for possible explanations for
our findings.
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Taking into account that immigrants in our country
—as well as in our sample- are in their great majority
economic immigrants coming from adjacent coun-
tries,® mainly from the Balkans and Eastern Europe,
we can hypothesize that a “salmon bias” type phe-
nomenon® related with schizophrenia could ac-
count for our findings. It is possible after the onset of
the disease, when the relatives perceive the chronic
dysfunction of the sick individual, in the absence of
any social benefit and frequently any social assist-
ance, they often decide to send the patient back to
relatives living in the country of origin. This tendency
would be more intense in cases of patients with se-
vere negative symptoms, cognitive impairment and
disorders of behaviour, which might result in respec-
tively mild symptoms observed in patients that re-
main in Greece as in our study group. Cochrane and
Bal® observed that immigrants women from Pakistan
living in UK returned more often to their country, af-
ter the onset of schizophrenia.

However, if we assume that the sample of immi-
grant patients attending mental health services in
Greece are not “infiltrated”, then we should look for
conditions that increase the efficacy of care and sup-
port the immigrant patients receive in our country.
Differences in the support offered to the patients by
their families could account for differences in severi-
ty of symptoms and level of functioning between the
two groups. Many immigrants living in Greece come
from countries where the families are extended and
its members are strongly linked together. Moreover,
immigrants from adjacent countries often immigrate
together with many of their family members. The ex-
tended family contex offering a role, even auxiliary
(eg. in a family business, manufacture or in home-
work) to its ill member, constitutes a safe and sup-
portive environment for patients with schizophrenia,
which may contribute to their clinical improvement,
especially with respect to their negative symptoms
and level of functioning.

Since the 1980s international epidemiologic stud-
ies have shown that the outcome of schizophrenia is
considerably worse in industrial countries compared
to developing countries,®” Birchwood et al*’ found
that the rates of relapses and readmissions to the
hospital after the first episode of schizophrenia in
the United Kingdom were lower in Asian immigrant
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patients than in Afro-Caribbean immigrants and
natives. They attributed these findings to the main-
tenance of specific feature in Asian communities,
namely extended family structure, greater oppor-
tunities for social reintergration, and more positive
constructions of mental illness. Some cultural char-
acteristics of certain traditional communities have
been offered as possible explanations to this effect.
Rabinowitz and Fennig*® found that at the time of
first hospitalization Jewish immigrants in Israel were
considerably older than the native-born Israelis, but
this difference was not observed in the second gen-
eration immigrants. They also attributed the delay-
ing effect of migration on the age of onset of the ill-
ness to habits conserved in the communities of first
generation immigrants, such as a higher tolerance to
odd behaviour and stronger social support.

Limitations

Our findings should obviously be further tested
by studies with larger sample sizes. Other limitations
of our study need to be mentioned here, were data-
collection in two psychiatric hospitals in Athens, the
inclusion of both inpatients and outpatient in the
study groups and the greater age and duration of ill-
ness of greek patients.

Conclusions

Our findings are consistent with the hypothesis
that there is significant effect of migration on the
manifestation, the severity of symptoms and the
level of functioning in schizophrenia. Contrary to
other relative studies, we found that immigrant pa-
tients with schizophrenia in our country present less
severe symptoms and higher level of functioning
than native patients. We have attempted to explain
our findings based on two alternative and contradic-
tory assumptions; the possibility that an “infiltrated
sample” of immigrant patients attending to mental
health services in our country due to a specific type
of selection bias, and the hypothesized favorable ef-
fect of stronger support offered by patients’ families
and social intergration due to traditional features of
immigrant communities, on the outcome of schizo-
phrenia. In the latter case, our study reflects the im-
portant influence of specific social-environmental



326 H. LEMPESI et al PSYCHIATRIKI 20 (4), 2009

factors on the psychopathological profile and the
functioning impairments in schizophrenia.

Some important implications for the mental health
system in our country come out:

- There are no sufficient data about the mentally ill
immigrants and their needs

- Itis very probable that families and social networks
in the communities of immigrants could offer a

considerable amount of support to immigrant pa-
tients with schizophrenia, contributing to better
outcome.

Consiquently, improvement of care provided to
mentally ill immigrants and the support offered to
their families by the Greek mental health services,
could result in optimal outcome with low financial
invenstment.

KAwikn cupmmtoparofoyia Kat PuXOKOWVWVIKE
AEITOUPYIKOTNTA PETAVAGTWV KAl eAfAfvwv aclevwv

PE GXL{OPPEVELA. LA GUYKPLTIKI ReEN€Tn

E. Aeuméon, A. Novumidng, B. Kovta&dakng, M.l. Xapdakn-Kovta&akn,
I Kwvotavtéomoulog, @. Novidakng, I Mamadnuntpiov

A’ Yuxiatpikry Khivikri, Mavemotruio ABnvwy, Atyiviiteio Noookopueio, ABriva

Wuxiatpikry 2009, 20:319-328

H petavdoteuon amotelei onuavTiko mapdyovta emKkivéuvoTnTag yia TNV oXI{oQPEVELD KAl N PIE-
AT TNG O OMAdEC peETAVAOTWY UTTOPEi va CUPBAAAEL onuavTika otn digpedivnon Twv AlTlona-
BOYEVETIKWV MAPAYOVTWY TNG VOoou. H mapouoa PeNETN amOTENED TNV TTPWTN aMomelpa Slepev-
vnong tng oxlloppévelag oe HETAVAOTEG aoBevei¢ 0T XWPA Hag Pe OKOTTO va evTtomioel mOavoug
KOIVWVIKOUG-TTOAITIOUIKOUG TTApAYOVTEG TTou emnpedlouv Tn pop@n Kal Tn fapltnta Twv Yuxorna-
BoMNoyIkWV eK&NAWOEWVY TNG VOOOU. TN HENETN CUMUETEIXOV 65 peTAVAOTEG aoBeveiq ue oxi{o@pé-
vela Sla@opwv eOVIKOTATWY (38 AvTpeC Kal 27 yuvaikeg) Kal 58 EAAnveg aoBeveic pe oxiloppévela
(35 dvdpec kal 23 yuvaikeg). e 6Aoug Toug aoBeveic xopnyndnke Sounuévo epwtnuatoldylo on-
MOYPAPIKWV KAl KAIVIKWY TTANPO@OPIWV KAaBW¢ Kal ol KAiJakes: KAipaka OeTikoU Kal ApvnTikou
Juvdpoépuou (PANSS), Khipaka KatdBAyng yia oxiloppevikolg aoBeveic tou Calgary (CDSS) kat
KAipaka Zeaipikig Ektipnong tng Asttoupytkdtntag (GAF). lNa tn olyKplon Twv KATnyopIKWY HETA-
BANTWV peTagd Twv SVo opddwy xpnotuonolBnke n Sokipacia x? eV yla TIC UVEXEIC HeTABANTEG
n avaiuon tng dtakupavong (ANOVA). Eyive emimAéov perétn tng S1aomopdc Twv HETABANTWY pHEoW
avdaiuong Twv 1I81oTinwy Kat MoAAamAng Avaiuong tng Atakipavong (MANOVA). Ot éAAnveg aoBe-
VEi¢ eupavi{av onuavTiKa peyalutepn péon nAikia kat Stapkela TnG voéoou. Znuavtika Siéepepav
o1 SUo opnddeg otoug Adyoug voonAeiac. Ot peTavdoTeg aoOeveiC EUPAVIOAV ONUAVTIKA LIKPOTEPN
BaBuoAoyia oTIG UTTOKAILAKESG TOU apvNTIKOU GUVEPOUOU Kal YEVIKAG Yuxomaboloyiag kabwg kat
ouvoAIKn BaBuoloyia tng PANSS, evw gugavifouv onuavTikd peyalitepn Babuoloyia otnv KAipa-
Ka GAF. AvtiBeta, Sev mapatnpndnke onuavtikn diagopd otnv KAipaka CDSS petady Twv 0o opd-
Swv. Até tn MANOVA Bp£Bnke onuavTikn emidpaon tng €BVIKAC opadag otn cupnTwpatoloyia
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Kal TN A&IToupylkoTNTa. T EVPHATA TNG WEAETNG CUVNYOPOUV UTTEP TNG UTTOBEONC OTI N HETAVA-
oTeuon enMnPEACEl CNUAVTIKA TIG PuxoTraBoAoyIKEG EKONAWOELG Kal TN BaplTnTa TNG oXI{oPPEVELAG.
Mpoteivovtal 800 eVAANAKTIKEG EPUNVEUTIKEC UTTODEDEIG: €iTE OTL Ol PETAVAOTEG 000EVEIC PE AMMIa
Baputnta TnG véoou mapapévouv Kal AapAavouv utnpecieg YUXIKAG UYEIOG 0TN XWpa Jag EiTe OTL
givat nmoéTEPN N TOPEIA TNG VOOOU 0TOUG PETAVAOTEG a00eVEIG AOYW TNG LOXUPNG OLKOYEVEIAKAG KAl
KOIVWVIKAG 0TAPIENG TTOu AdpBAVOUV EVTOG TWV KOIVOTATWY TOUG.

Né&erg eupetnpiov: Xx1loppévela, PETAVAOTEUON, OETIKA CUUMTWUATA, APVNTIKA CUUNTTWMATA,

KOIVWVIKN AEITOUPYIKOTNTA.
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Acquired competence in cognitive
therapy following a two level course

A. Pehlivanidis, K. Papanikolaou, Y. Zervas, A. Liossi, A. Politis, S. Portinou,
V.M. Papakosta, S. Simidala, Y.G. Papakostas

1st Department of Psychiatry, Athens University Medical School, Eginition Hospital
and University Mental Health Research Institute Athens, Greece

Psychiatriki 2009, 20:329-335

he objective of this study was to examine the predictive value of trainees’ previous experi-

ence and performance at an introductory course in Cognitive Therapy for their subsequent

success in an advanced course. From 203 completers of an introductory course during seven

consecutive years 32 participated in an advanced course. In a linear regression analysis previ-
ous clinical and psychotherapeutic experience as well as performance at the introductory course
were studied as predictors for trainees’ success in the advanced course. Performance at the intro-
ductory course was the only significant predictor of trainees’ successful completion of the advanced
course. An introductory course might help to select those trainees who have the desired qualities to
succeed in a formal psychotherapeutic training program.

Key words: Cognitive therapy, training, acquired competence.

Introduction

Psychiatry training programs are developing meth-
ods to demonstrate competence of trainees in cer-
tain areas of psychotherapy.' Educators should be
able to assure formative competencies that include
mastery of core knowledge of the psychotherapies,
actual undertaking of these psychotherapies, and
adequate performance in selected elements of these
psychotherapies.*®

In the discipline of cognitive therapy (CT) there
has been a long history of standardizing methods
of training, supervision and assessment’"'° although
the readiness of residency training programs to pro-
vide adequate training in CT has not been estab-
lished."" It has been anticipated that working with
specialty organizations for CT could assist in devel-
oping better programs."

Not all residents have the desired qualifications to
participate in an advanced course with supervised
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clinical practice. In our previous report'* we sug-
gested that we might need to reconsider the policy
regarding trainees’ admission to such programs.
The “objective” background criteria may be less im-
portant than having the trainees enter an introdu-
ctory course that provides a better opportunity for
observing and selecting those trainees that have
the desired qualities to participate in an advanced
clinical level. In that study we explored the criteria
that educators follow when selecting candidates
for a subsequent advanced training course, which
includes the treatment of patients. We found that
trainees’ abilities to learn and to successfully relate
to others in group situations were decisive for enter-
ing the advanced CT training course. An important
limitation was that a circular measurement could not
be avoided since rank ordering of the suitability for
continuing training in CT was based on the decision
of staff members. The staff of the course might be
biased in estimating the competence acquired dur-
ing the same course where they teach and subjec-
tive factors can play a role.

In the present study we assessed the predictive
value, if any, of trainees’ previous clinical and psy-
chotherapeutic experience and their performance
at the introductory course for their subsequent per-
formance at the advanced course which includes
the treatment of clinical cases under individual and
group supervision. The effectiveness of the trainees
in practice when treating psychiatric patients un-
der supervision would give a better picture of their
formative performance. Our hypothesis was that
their performance in the introductory course would
be the safest predictor of success at the advanced
course.

Material and method

Training program: The CT educational program in
the department of Psychiatry at the Athens University,
in collaboration with the University Mental Health
Institute, consists of a two level program, an intro-
ductory and an advanced, each of them lasting for
one academic year.

The introductory course consists of 25 sessions of
four hours duration each spread over one academic
year. Each training session includes 2 hours of dida-
ctic presentations for the basic principles of CT theo-
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ry and practice and 2 hours of participation in one of
three groups (8-12 trainees). These groups are coor-
dinated by experienced cognitive therapists and aim
at a more active participation of trainees through
role-playing, modelling, and group supervision of
videotaped therapeutic sessions. At the end of the
course group coordinators rate trainees’ suitability
to continue further training according to a rank order
of the participants in the group. Approximately the
top quarter of trainees are accepted to the advanced
course. According to our previous report™ the in-
troductory course is a helpful screening procedure
since it offers the opportunity to observe and select
those trainees who have the qualities necessary for
participation in a formal training program undertak-
ing the treatment of patients under both individual
and group supervision. The decision to advance a
trainee to the next course was found to be mainly
influenced by the coordinators’ rating and perform-
ance in written assignments."

The advanced course helps developing the basic
skills learnt during the introductory course and ex-
pand them in order to treat patients under supervi-
sion. It comprises individual and group supervision.

Individual supervision: All trainees are assigned four
cases of patients from the CT clinic. They are all psy-
chiatric patients suffering mainly from depression
(non psychotic and not bipolar)™ and anxiety disor-
ders. All patients are assessed by one of the coordi-
nators of the program as for their suitability for brief
CT. The maximum number of therapeutic sessions
for each patient is set to 25. Each therapeutic ses-
sion corresponds to one session of individual super-
vision. Treatment sessions start at the beginning of
each academic year (September) and are scheduled
to be completed by the end of the academic year
(June). At the beginning of the course each trainee
is assigned a patient to treat. If a patient drops out
then immediately the trainee undertakes another
patient from the available waiting list. After a rela-
tively small number of sessions the supervisor has
to decide whether the trainee is able to undertake
another case. If yes, the trainee immediately is as-
signed a second patient from the waiting list and re-
ceives individual supervision by a second supervisor.
If the trainee is not considered competent enough
to continue to a second case he has to wait until his
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competence is reconsidered. In the meantime he
is proceeding with his current patient and attends
group supervision as described below. The same
rule of thumb applies to the second, third and fourth
cases. In order to reach a decision, supervisors take
in consideration trainee’s ability to assess patients
(clinical, behavioral and cognitive assessment), to
produce and communicate to the patient and the
supervisor the case formulation, to develop a psy-
chotherapeutic relationship based on collaborative
empiricism through “Socratic questioning” and the
use of “behavioral experiments”. All supervisors are
experienced cognitive therapists and academically
oriented clinicians trained to use global methods
of evaluating competency in psychotherapy which
are considered to be more realistically achievable."
They may also use ratings from supervisors’ scales
such as the Cognitive Therapy Scale (Young and
Beck 1980 unpublished manuscript) which usually is
completed according to an audiotape of a therapy
session. Finally supervisors are taking into considera-
tion patient’s symptomatic and functional improve-
ment through ratings of psychopathology scales. In
order of a case to be considered as completed the
individual supervisor has to assess the successful im-
plementation of CT in at least ten sessions leading
to clinical improvement. A trainee is considered as
successful completer when he has finished all four
cases during an academic year. All supervisors have
to agree on the competence of a trainee and special
meetings are set for this purpose. An academic year
is considered to be an adequate time period for the
completion of four cases since availability of patients
is ensured by a long waiting list already assessed as
for their suitability for brief CT. There is an effort to
eliminate factors outside the control of trainees that
could inhibit the completion of training in time. We
assume therefore that “prompt termination” during
an academic year, properly defined and assessed,
reflects the successful performance at treating four
cases of patients under individual supervision not
only in temporal but also in qualitative terms.

Group supervision: It consists of 25 two-hour ses-
sions during the academic year lead by two experi-
enced cognitive therapists. It aims at helping trainees
to acquire the basic skills believed to be necessary
and common for all psychotherapies such as abili-
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ties to manage boundaries, develop a therapeutic
alliance, listen, deal with emotions and understand.'?
Trainees choose either a representative session or re-
lational problems that they wish to bring upon in the
group. At the conclusion of the 25 sessions of group
supervision, group supervisors rate, in consensus,
each trainees’ performance in the group supervision
based on a 4-item general psychotherapy skills rat-
ing scale (4-item GPSS). The items of the scale are: (1)
Theoretical knowledge, (2) Active presence or par-
ticipation, that is both the number of absences and
the extent of his/her essential involvement in the
group processes, (3) Group relational capacity and
(4) Relational capacity with the patient as reflected
in the discussion of the assigned cases in the group.
Each item is rated in a three (3=excellent, 2=good,
1=fair) points scale. A total score (sum) is calculated
for the 4-item GPSS score that represents trainees’
rating for their performance at the group supervi-
sion. Cronbach’s alpha value show a good reliability
for the scale (Cronbach’s a =0.846).

In the present study we examined the files of all
trainees who during seven consecutive years partici-
pated in the advanced course. They all derived from
the population of 203 trainees described in our pre-
vious report' concerning the introductory course.
During this period of time the status of the training
staff remained unchanged, thus both individual and
group supervisors were the same.

In order to measure the performance of trainees
at the advanced course we used two variables: the
total score of the 4-item GPSS rating scale and a vari-
able stating prompt (1) or delayed termination (0) of
assigned cases. As dependent variables we used (a)
previous clinical experience according to the number
of years of participation in the treatment of mental
health patients (3=extensive>3years; 2=medium:
between 1 and 3 years; 1=low<1 year), (b) previous
psychotherapeutic experience (3=extensive: treated
cases under supervision; 2= medium: participated in
courses of less than one year duration; 1=low: par-
ticipated in courses of less than one year duration),
(c) performance at the introductory course as rated
by the place in the rank order in the group (4th, 3rd,
2nd, 1st).

Statistical analysis: Linear regression estimates the
coefficients of the linear equation, involving one or
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Table 1. Professional background and previous experience of the participants in the advanced course (N=32).

Characteristics of participants

n Prompt Delayed
termination n (%) termination n (%)

Profession

Psychiatrists and residents in psychiatry
Psychologists and other

Clinical experience

Extensive: >3 years*

Low/Medium: <3 years*

Psychotherapeutic exrerience

Extensive: treated cases under supervision

Low/Medium: participated in courses of up to one year duration

18 (56.3) 12 (62.5) 6 (37.5)
14 (43.7) 10 (71.4) 4 (28.6)
14 (40.6) 11 (78.5) 3 (21.5)
18 (59.4) 1 (5.6) 17 (94.4)
8 (25.3) 7 (78.5) 1 (12.5)
24 (74.7) 15 (62.5) 9 (37.5)

*Participation in the treatment of mental health patients

more independent variables, which best predict the
value of the dependent variable. We used twice the
linear regression analysis in order to assess the pre-
dictive value of previous experience and perform-
ance at the introductory course for trainees’ per-
formance at the advanced course. The variables pre-
vious clinical experience, previous psychotherapeu-
tic experience and performance at the introductory
course were used as the independent variables for
the prediction of the score of the 4-item GPSS (de-
pendent variable). The same independent variables
were used in the second linear regression analysis
for the prediction of prompt termination (depend-
ent variable).

Results

Out of 42 trainees eligible to participate at the ad-
vanced course, data from 32 of them have been ana-
lysed (table 1). Six never started the advanced course
due to changes in their professional and family sta-
tus and four were unable to undertake in time cases
of patients because of significant reasons apparently
irrelevant to their competence in CT (one for health
reasons and three because they changed profession-
al status). Table 1 shows professional background
and previous experience of the trainees in relation
to the time of termination of assigned cases. Twenty
trainees managed to treat four cases of patients un-
der four different individual supervisors during an
academic year (prompt termination) while twelve
needed extra time to finish their training (delayed

termination). Table 2 presents the 4-item GPSS rating
of the 32 participants in the advanced course in rela-
tion to the time of termination.

The data from the first simple linear regression
analysis which used as dependent variable the 4-

Table 2. The 4-item general psychotherapy scale rat-
ing (4-item GPSS) of the participants in the advanced
course (N=32)

N Prompt Delayed
termination termination
N (%) N (%)

Theoretical knowledge
Excellent 14 (43.8) 11 (78.6) 3 (21.4)
Good 13 (40.6) 8 (61.5) 5 (38.5)
Fair 5 (15.6) 1 (20) 4 (80)
Participation
Excellent 18 (56.3) 13 (72.2) 5 (27.8)
Good 7 (21.9) 4 (57.1) 3 (42.9)
Fair 7 (21.9) 3 (42.9) 4 (57.1)
Relationship in group
Excellent 14 (43.8) 13 (92.9) 1(7.1)
Good 15 (46.9) 7 (46.7) 8 (53.3)
Fair 3 (9.4) 0 3 (100)
Therapeutic relationship
Excellent 17 (53.1) 13 (76.5) 4 (23.5)
Good 10 (31.3) 6 (60) 4 (40)
Fair 5 (15.6) 1 (20) 4 (80)
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item GPSS score are shown in table 3 while the sec-
ond linear regression with dependent the prompt
termination are shown in table 4. The results from
these analyses show that only performance at the in-
troductory course is a significant predictor for both
the score of the 4-item GPSS (p=0.009) (table 3) and
prompt termination (p=0.021) (table 4).

Discussion

Performance at the introductory course was found
to be a significant predictor of success at the ad-
vanced course for both the rating of the group su-
pervision and the prompt termination of clinical cas-
es under individual supervision. On the other hand,
previous clinical and psychotherapeutic experiences
do not contribute significantly in the prediction of
performance at the advanced course.

In our previous report,'" which included the pop-
ulation from which these trainees were drown, the

Table 3. Coefficients of Simple Linear Regression (B),
the 95% Confidence Intervals for B and the statistical
significance of all variables entered in the analysis with
the score of the 4-item GPSS as the dependent vari-
able (n=32).

B 95% ClI P
0.315 -0.755-1.388 0.552
0.707 -0.847-2.261 0.359

Clinical Experience

Psychotherapeutic
Experience

Performance at the -0.425 -7.36-0.114 0.009

introductory course
R?=0.310, adjusted R?=0.633 (F=4.19, P=0.013)

Table 4. Coefficients of Simple Linear Regression (B),
the 95% Confidence Intervals for B and the statistical
significance of all variables entered in the analysis with
prompt termination (O=yes, 1=no) as the dependent
variable (n=32).

B 95% CI P
Clinical Experience 0.078 -0.172-0.273  0.643
Psychotherapeutic 0.150 -0.185-0.461 0.389

Experience

Performance at the -0.423 -0.141--0.012 0.021

introductory course
R?=0.256, adjusted R?>=0.176 (F=3.210, p=0.038)
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most significant predictors of performance at the
introductory course were learning abilities and the
ability to relate in group situations. In both studies,
clinical and psychotherapeutic experience were not
significant predictors of performance either at the
introductory or the advanced course. Our findings
support that the temporal definition of professional
experience and training is not by itself a safe predi-
ctor for successful termination of a two year dura-
tion CT course. The level of professional training and
experience is subject to misinterpretation because it
does not account to what is trained. It seems that an
introductory course in CT prior to the formal training
offering treatment of patients under supervision, is
useful. In order to train residents in psychiatry to CT
a full-scale training might not be needed, instead an
introductory course might help to observe and select
those trainees who have the qualities necessary for
participation in a formal training program in CT. In a
more theoretical framework it can be suggested that
an introductory course such as the one presented in
our previous report might help to overcome some of
the clinical and organizational problems for evalua-
tion of competence in CT in the context of training
in psychiatry.*>'" Further it might offer a solution
for those residents who go beyond residency train-
ing requirements in CT through the qualities of adult
learning.'®

One limitation of the study can be the depend-
ent variables that measure the competence in CT
might have been influenced by various hard to con-
trol factors. We tried to reach decisions on trainee’s
competence based on the opinion of many mem-
bers of the staff. All training staff are academically
oriented clinicians trained to use global methods
of evaluating competency in psychotherapy which
are considered to be more realistically achievable,'?
Another limitation is the small number of subjects
which might have biased our results relating to the
finding that prior clinical and psychotherapy expe-
rience did not affect the outcome. However, we de-
cided to use the same population of trainees (from
the 203 trainees who completed the introductory
course in seven consecutive years) that was includ-
ed in our previous report although the possibilities
for the variables that could enter in the regression
analysis diminished.
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In conclusion, our results support two main points:
first, an introductory course in CT during the period
of training in psychiatry may facilitate the selection
of the most motivated trainees who can effectively

acquire competence in a formal CT course and sec-
ond, previous clinical and psychotherapeutic expe-
rience is not by itself a safe predictor of successful
termination of a CT course.

ATIOKTINGI) EMAPKELQG GTI] YVWGLAKL Ppuxodepameia
PETA QMO EKTTAOEUTIKO GEHIVAPLO OUO0 EMUITEOWV
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A" Yuxiatpikry Khvikn, Mavemotiuio ABnvwy, Atywvriteto Noookoueio kat
Epeuvntiké Mavemotnuiakd lvotitouto Yuyikiic Yyiewvric (EMIYY), ABriva

Wuxiatptikry 2009, 20:329-335

JTKOTOG TNG HEAETNG gival va e€eTaoTei N mpoPAenTikn a&ia TNG mMponyoUUEVNG EUTIEIPIAG KAl TNG
amédoong Twv eKTTAISEVOUEVWV OE €va EI0AYWYIKO CEUIVAPLO OTN YVWOLaK YuxoBepameia, wg
TIPOC TNV EMITUX OAOKARPWGCN TOU TIPOXWPNHEVOU CEUIVapiou Tou emakoAouBouace. ATo Toug 203
eKTTAISEUOUEVOUC TTOU OAOKAIPWOAV TO EI0AYWYIKO CEMIVAPLO O S1IAoTNUA 7 ETWV, Ol 32 CUUMETEI-
X0V OTO TTIPOXWPNUEVO OEUIVApPLO. Me TN Xprion YPAUUIKAS TTAOAVOpOUNGoNG N TPONYOUMEVN KAIVIKN
Kal YuxoBepameuTIKN gUelpia Kal N amdédoon 0To El0AYWYIKO CEUIVAPLO PEAETHBNKAV WG TTPO-
BAemTtikoi mapdyovTeg yla TNV €mTUX OAOKARPWGN TOU TTpoXwpPNUEVOU Coepivapiov. H amddoon
OTO E10AYWYIKO OEUIVAPLO ATAV O HOVOG ONUAVTIKOG TTPORBAENTIKOG TTAPAYOVTAG Yid TNV EMITUXA
OAOKANPWGCHN TOu TIpoxwpnuévou aepvapiov. H Ummapén evdg elcaywytkol cepvapiov Pmopei va
BonBnoel otnv kKaAUTEPN EMAOYH TWV EKTTAISEVOUEVWY TTIOU £XOUV TA ATTAITOUHEVA TIOIOTIKA Xapa-
KTNPIOTIKA Yla TNV EMTUXH OAOKARPWON €VOC EMiONUOU PuX0OEPATIEUTIKOU EKTTAISEVUTIKOU TTPO-
ypdupatog otn yvwolakn YuxoBepaneia.

Né€eig evpeTnpiov: [Vwaolakn Yuxobepaneia, ekmaideuon, amoKTnon eunelpiac.
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egardless of one’s stance on the topic, drugs are an important issue in sports. Sports

pages in newspapers around the globe routinely report on athletes at every level of
competition using performance enhancing substances to gain an unfair advantage over

their competitors. The level of sophistication in beating drug testing, and developing
“next-generation” agents continues to raise. The relative paucity of well designed research has
been an additional factor impeding attempts to adequately address the problem. Very limited
funds are currently available to conduct the necessary research. Without credible data, athletes
are more vulnerable to the claims made by those benefiting from the sales of these compounds.
Many younger fans and those dreaming of a similar future admire highly successful professional
athletes. A strong, consistent statement admonishing drug use is needed. Actions speak louder
than words. Every time a successful athlete is caught using PE drugs, every effort to diminish drug
use is negatively impacted. The “win at all cost” and “second place is the first loser” mentality
needs to be continually challenged by words and actions in youth sports at every level of compe-
tition. Finally, the war on drugs in sports needs to be a coordinated, well organized international
undertaking as sports play an important role in virtually every culture. If we are to maintain the
integrity of competition and protect the health of the athletes, we must dramatically increase our
efforts to eliminate performance enhancing drugs as an acceptable option for any athlete. Sports
science professionals and sports psychiatrists need to work with coaches, trainers, athletes, and
national governing bodies to educating athletes on the effects of performance enhancing drug
use. To achieve this important goal everyone involved in sports needs to be knowledgeable on
the negative impact this has on all aspects of organized sports. It is a difficult challenge, but one

that must be addressed.

Key words: Doping, sports, athletes.
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Dope

The word dope is derived from the Afrikaans term
“Dop”. Dop was a brandy made from grape skins and
was used as a stimulant during ceremonial dances. In
1889 a mixture of opium and other narcotics was giv-
en the name “dope”. It was given to race horses in an
attempt to improve their speed. Today, doping refers
to the use of virtually any illegal or banned substance
with the intent to improve athletic performance by
cheating. Doping is intended to improve strength,
speed, endurance, recovery time, relieve pain, or
mask the use of other illegal or banned drugs.' The
most common examples of drugs used in doping
include stimulants (@amphetamines), narcotic anal-
gesics (morphine), beta-blockers (inderol), and the
most commonly used doping agent, anabolic ste-
roids. Not all doping agents are illegal. In fact, many
are prescription medications used to treat diseases.
When athletes dope for performance enhancement,
they consume far greater doses than a doctor would
prescribe to treat an illness. Caffeine, found in cof-
fee, tea, and many beverages, is considered doping
when taken in large quantities for the purpose of
performance enhancement. Another form of doping
used by some endurance athletes (i.e. long distance
runners, cyclists, cross country skiers) is blood dop-
ing, this involves taking out your own blood over
time and putting back the oxygen carrying compo-
nents of the stored blood prior to competing with
the intended goal of increasing endurance. Doping
is a potentially serious, even life threatening practice
and is, by definition, cheating.

Doping Control

These are efforts of organized sports federations
or leagues to catch athletes who dope and educate
all competitors on the health risks associated with
doping. The mainstay of doping control is urine drug
testing. This involves the athlete providing a urine
sample under strict collection procedures, which is
sent to a certified laboratory, which screens the urine
for banned drugs. Drug testing can take place at
the competition (in-comp testing) or out of compe-
tition (out of comp testing). Given the use of mask-
ing agents, out of comp, no advance notice testing
is the most effective way of catching those athletes
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seeking an unfair advantage. Beating drug testing
(providing a drug free urine even after doping) has
become a lucrative, largely internet based, business.
Products sold include drug free urine, which can be
inserted into an artificial penis or vaginal pouch and
adulterants (see definition).

Clean Urine

A urine sample which does not contain any banned
substances.

Dirty Urine

A urine sample that tests positive for banned sub-
stances.

In-comp testing

Drug testing performed at the time of an athletic
competition.

Out-of-comp testing

Drug testing which takes place before or after a
competition, game or match.

Split Sample

A procedure used in drug testing where the urine
sample collected is divided into two containers (A
and B sample). The A sample is tested for banned
substances and the B sample is only used to confirm
a positive test found in the A sample. If the A sample
is clean, the B is not tested and is thrown out.

Chain-of-Custody

This refers to the protocol carried out in drug
testing. Once a urine sample is collected by the
Doping Control team it stays in visual contact until
it is signed off to the transport service and ultimately
delivered to the testing laboratory. The purpose of
chain of custody is to ensure the urine sample is not
tampered with before being received by the labora-
tory. A sign-off sheet accompanies the sample, docu-
menting that all parties handling the sample have
directly observed it. At no time can the sample be
not accounted for. Lapses in the sign-off log could
call into question the validity of a positive test result.
In fact, the lab will not even test a sample, which has
a broken chain of custody.
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Adulteration

Tampering with a urine sample in an attempt to in-
validate a drug screen. Dopers will adulterate a urine
specimen by adding contaminants to alter the pH,
specific gravity or other characteristics of the sam-

ple.

Stacking

A form of anabolic steroid doping involving a sys-
tematic increasing of the dose of steroid taken over
a given time frame. Doping with anabolic steroids
results in dosing which far exceeds that required to
treat medical illness and has serious adverse health
consequences for the athlete.

Masking

The taking of a substance by an athlete with the in-
tended goal of covering up the use of a banned drug
on a urine drug screen. Masking agents, although
not performance enhancing, are banned substances
as well.

Theme

The practice of doping to gain an unfair advantage
in athletic competition dates back as far as competi-
tive sport itself. Ancient Greek athletes were known
to cheat over 2,000 years ago. Unfortunately, dop-
ing in sports is a serious concern of virtually every
sports federation, professional and amateur league
and high school and university sports program. The
use of steroids by a well-known athlete is likely to
get more media coverage than someone breaking
a world record. Doping control policies and pro-
grams are often complex. Although most agree that
knowingly taking a banned substance to gain an un-
fair advantage is cheating and should be punished,
the issue is often less obvious. For example, would
it be considered cheating if an athlete who takes a
banned substance for a known medical condition
or is given an illegal drug by a coach or trainer and
not informed it is banned? The policy of all Doping
Control agencies is that the athletes are responsible
for everything they put into their body. Although
arbitration boards exist, established to evaluate the
athletes’ explanation of their drug use, ignorance of
the rules is rarely a successful defense. The goal of
drug-free competition is to maintain fair competi-
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tion, safeguard the health of athletes, and maintain
the integrity of sport. Drugs in sports are bad for the
multibillion euro/dollar sports business. Fans admire
the accomplishments of gifted athletes, but are fre-
quently angered when a doping scandal is uncov-
ered. Recently, the American baseball player, Barry
Bonds, surpassed the legend Babe Ruth in hitting
home runs. At the same time, he has been accused of
taking steroids to gain strength and power. Despite
denying the allegations, he is ridiculed by fans out-
side his home city. Many have called for his accom-
plishments to not be entered into the record books.
Another example is the winningest Tour de France
champion of all time, Lance Armstrong: despite be-
ing cleared of allegations of doping, he has lost virtu-
ally all of his lucrative endorsements. The 2006 win-
ner of the Tour was tested positive for testosterone
and pending his appeal, will be stripped of his title.
Although testosterones is a naturally made steroid, it
can be taken to increase strength. Given the fact that
these substances are naturally occurring, it is difficult
to define them as doping agents. The world loves a
winner, but not one who is perceived as a cheat. As
the rewards for victory have continually increased, so
has the apparent need to win at any cost.

To underscore the importance and current rel-
evance of doping in sports, Bud Selig, the current
commission of American Baseball ran a full page
statement in the most prestigious newspapers in the
United States on Jun 16, 2006.% In this “open letter to
baseball fans,” mr Selig addressed the use of human
growth hormone (hGH) by baseball players. This ac-
tion was directly related to recent reports of hGH use
by a professional baseball player. In his letter, he ac-
knowledged the revelation of a Major League player
admitting to using hGH, a performance enhancing
drug. He expressed his “anger and disappointment”
for someone breaking the rules. He defended the
players by pointing out this is a rare event and that
it is difficult to test for hGH, but “he is committed
to work with testing organizations to develop a re-
liable test.” He emphasized Major League Baseball
agreed to the “toughest drug testing and penalty
program for steroids in all of professional sports.”
He proclaimed he was “committed to protecting our
game... and the integrity of America’s pastime.” Of
interest, the fact that performance enhancing drug
use only recently seemed to become a priority for
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Major League Baseball, after Congressional hearings
were held following the Balco-Barry Bonds steroid
abuse allegations. It is widely acknowledged that
drugs have been used by players for many years pri-
or to these public proclamations. Mr Selig’s closing
statement captures the goal of doping control. He
wrote, “the goal of baseball is simple. It's a game that
is to be won or lost on the field as a result of the natu-
ral talents of the game’s remarkable athletes. | will do
everything possible to make sure that this one goal
can always be met.” A skeptic might question the
true motivation for this action and how it is related
to the business of MLB and its fan base. Regardless,
it speaks volumes about the importance of doping in
modern day sports.

There are well documented cases of athletes dy-
ing from doping, but fortunately this is uncommon.
Given the high doses used in doping, it is difficult to
determine the short and long term effects on the
athlete.’ It would not be ethical to give doses equiva-
lent to those used “in the gym” to athletes in a re-
search study to determine the side effects. What is
known about the side effects of many of the drugs
of abuse, such as anabolic steroids and growth hor-
mone, is extrapolated from observation and reports
of admitted users.” Additional information is derived
from the existing medical literature on the effects in
patients prescribed these drugs for medical reasons.
There is some controversy over the reported side
effect profiles of many of these compounds when
used in healthy athletes. Steroids, for example, have
a large number of documented adverse side effects,
but not every user will necessarily experience these
problems. There is no way of predicting which ad-
verse effects will develop and to what extent. Much
has been written about “roid rage”.** This refers to
the extreme anger reported in some steroid abusers.
The clinical studies, which have attempted to study
this reaction, have reported inconsistent findings.
What has been reported by most users is irritability
and mood lability. Aggression is not routinely report-
ed and may be related to other factors, unique to the
individual and their current life circumstances. Given
all the potential adverse side effects, why do athletes
take anabolic steroids? The most obvious answer is
to increase skeletal muscle mass (size) and ultimately
strength, power and speed. These drugs do not cre-
ate an athlete. They do allow the conditioned ath-
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lete to train harder by improving recovery time from
strenuous workouts. The ability to “overtrain” and
improve strength, power and speed does give the
user an unfair advantage over the non using athlete.
Some investigators have reported a prominent pla-
cebo effect experienced by athletes taking anabolic
steroids. Regardless, there is no doubt that use of
high dose anabolic steroids combined with intense
workouts will result in physical changes not achiev-
able by training without using steroids. This is why
efforts to discourage drug use through testing and
education are important not only for the health of
the athlete, but to promote fair competition as well.

The majority of competitors never dope and
commit themselves to being the best they can be
through hard work and dedication. The pressure to
use performance enhancing drugs also comes from
teammates, coaches, trainers and even parents who
develop a distorted perspective on the meaning of
competition. Education on the potential dangers of
doping needs to include coaches, trainers, and par-
ents (in the case of adolescent athletes), in addition
to the athlete.

Virtually all doping agents present a health risk
to the user, some more significant than others.
Unfortunately, the side effects experienced with
many of the other performance enhancing drugs are
not well known. Of potentially greater concern, is the
long term ill effects on health. By the time these ef-
fects are discovered, it will likely be too late for those
abusing these drugs to be treated and the damage
will be done. For this reason, it is important to re-
search and learn about the short and long term side
effects of all doping agents. Eliminating drug use by
all athletes is the ultimate goal, but not realistic at
this time or in the foreseeable future.

Case Studies

Case |

Unfortunately, an entire text could be written on
modern day athletes and doping. High profile case
examples may only represent the tip of the iceberg,
no one knows. Data on the prevalence of doping in
sports is highly speculative and difficult to interpret.
For obvious reasons, the actual number of dopers in
any given sport is not known. Cheaters are unlikely
to freely admit their actions, and large scale screen-
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ing on a regular basis of all athletes is currently not
possible. The following real-life cases highlight a few
of the issues associated with doping in sports.

A 16 year old adolescent male always dreamed of
being a high school football player. Despite an ag-
gressive workout schedule and intense weight lift-
ing, he was only able to get his weight up to 215
pounds. The coach told him after the tryout that he
liked his effort, but he would need to put on 25 addi-
tional pounds to make the team. The player asked the
coach how he could possibly do it. The coach gave
him a name of someone who could help him achieve
his goal. Eight months later the player returned
weighting 255 pounds and looking very muscular.
His strength had increased dramatically and he was
able to train at a very high level. He made the team
and was very pleased. In the third game of the sea-
son, he became angry over a penalty called on him
and punched the official. He was thrown off the team
for his misconduct. He later confided to a teacher he
felt close to that he had been given anabolic steroid
injections by a strength and conditioning coach. The
coach was subsequently fired for his actions when it
was discovered he had been sending his players to a
known steroid “pusher.” Whether the steroids caused
the violent behavior is debatable. The increase in
weight and strength and the ability to over-train was
directly related to his steroid use. The tragic ending
to this case is the player was told he had to increase
his size in order to fulfill his dream, by his coach. The
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high school did not have a drug testing program or
any form of drug abuse education available to the
athletes prior to this incident, but now does.

Case 2

A 24 year old world class swimmer came to a world
championship meet and broke two world records.
Despite being an elite swimmer, she had never chal-
lenged world records in her career. Her drop in times
was remarkable and many of her competitors ques-
tioned her dramatic improvement. In addition to her
increased speed in the pool, she had a significant
change in her physique. Her upper body became
much more muscular and her breasts appeared small-
er. Her voice was noted to be much deeper than it had
been in the past. Given her bodily changes combined
with her incredible improvement in her times, many
felt she had to be doping. She was drug tested fol-
lowing her world record swims and no performance
enhancing drugs were detected. Despite her negative
drug test, many felt she had beaten the test and, in
fact, had used performance enhancing drugs.

This case highlights a belief of many involved in
doping control that the cheaters are often one step
ahead of the testers. One athlete confided that cur-
rent drug testing is little more than an intelligence
test, since “only an idiot will get caught.” Although
a cynical view, it does represent a sense of failure of
the doping control process by some athletes.

To «VIOMIVYK» GTQ GIMOpP

D.A. Baron, T. Foley
KAdbog Aoknong, Yuxiatpikric kat Xmop, lNaykéouia Yuxiatpikn Etaipeia

Wuxiatpikry 2009, 20:336-341

Ave€dptnta amod Tnv TonmoBETnon Tou KabBevdg pag amévavTl o€ auto To B€ua, ol ouaieg mou Pe-
TIWVOULV TIG aBANTIKEG emSOElG Taifouv ONUAVTIKO pOAo oTov aBANTIONS. Ot aBANTIKEG OTAAEG
TWV epnuEPiIdwyY, 81EBVWC, SnUocielouy TAKTIKA TIEPIMTWOELG 6TTOU ABANTEC XPNOLUOTIOOUV BeN-
TIWTIKEG TNG eMidoong ouoieg yia va eé€ac@alicouv TAEOVEKTAATA £VAVTI TWV avTIMAAwWV Toug. H
€€EMEN otV avakdAuyn peBdSwy TTOU AMOTPEMOUV TNV AVIXVEUON TWV OUCLWV AUTWV Eival EVTU-
TIWOLAKA. AUCTUXWG N €PEUVA GTOV TOPEA TNG XPNONG TWV OUCIWV autwy Sev Xpnuatodoteital
eMAPKWG. Xwpig adiomota Sedopéva ol aBANTEC eival EVAAWTOL OTOUG IOXUPLIOHOUG AUTWY TTOU ETTW-
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@elovvTal and TIC TWANCELC TwV oualwv. NMoANoi veapoi ommadoi Twv aBAnTwv Kal 6ol ovelpevovTal
pta Aaumpry aBAnTikn otadlodpopia, Bavpdlouv Toug EMTUXNUEVOUC Kal ETTAYYEAUATIEG aBANTEC.
Xpetaletal emopévwg pia loxupn katayyehtikn dtaknpuén. Qotdoo, ot PA&elg LETPOUV TTEPIOTO-
Tepo amd Ta Aoyla. Kdbe popd mou évag katadlwpévog abAntn¢ Siamotwvetal Tl KAVEL Xpron
0UCLWY, N TPOOTIABELQ TTEPIOPIOHOU TWV OUCLWV auTWV Xdvel £8agog. H vootpomia mou Baciletal
otV apxn «vikn pe omolodnmote KOOTOC» Kal «n SeUTEPN Béon eival n mpwtn Oéon Tou NTTNUE-
VOU» TIPETEL VA ap@LoPnTeital pe Aoyla Kat Pe €pya oTov aOANTIOUO TWV VEWV 0 OAOUG TOUG TOUEIG
AObANoNG. TENOG, 0 TTOAEROG EVAVTIOV TWV OUCIWV 0TOV ABANTIOUO TIPETIEL VA €ival Ia CUVTOVICHEVN,
KaAd opyavwpévn S1eBV¢ emixeipnon emeidn o aBANTIoUOC Taiel onuavTikd pdho og GAoug Toug
TMOANTIOHOUG. Av Béhoupe va Sla@UAGEOUHE TNV aKEPAIOTNTA TNG AMIANAG KAl VA TIPOOTATEVOOUUE
TNV LyEia Twv aBANTWV Ba TPETTEL VA EVTATIKOTIOI|COUE TIG TTPOOTIABEIEG AG YIa VA ATTOKAEI0O0UV
Ol OUGIEC AUTEC WG ia amoSeKTH TTPOOTTIKN Yld Toug aBANTEC. Ot emayyeAUATIEC TWV EMOTNUWY
TOu AaBANTIOHOU Kal ol PuxiaTpol Tou aBANTIoHoU TTPETIEL va ouvepyalovTal PE TOUG TTPOTTOVNTEG,
TOUG aBANTEC Kal TIG S10IKAOELG 0TV eKTAideUoN TWV ABANTWV O€ OXE0N UE TIG EMOPATELG TIOU UTTO-
poUV va €xouv ol oucieg auTéc. MNa va emTeuxOei autdg 0 ONUAVTIKOG OTOXOC TTPETEL OOl auToi TTou
aoxolouvTal pe Tov aBANTIoUO va yvwpiCouv TNV apvnTIKN EMIMTWON TTOU £€XOUV Ol OUGIEC OE ONEG
TIC TAEUPEC TOU OpYaVWHEVOU aBANTIoHOU. MNpoKelTal yia pia SUoKOAN TTPAKANGN TTOU TTPETEL OPWG
Va aVTIUETWTTIOOEL

Né&eig eupeTnpiov: «NTOMIVYK», aOAjuata, aBAnTéc.
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he question of whether psychoanalysis —outside the original psychoanalytical setting- can

co-exist with the public sector of health services has been substantially answered by the de-

velopment of relevant psychoanalytic theory and the evolution of novel psychotherapeutic

techniques. Psychoanalysis has a non specific and a specific effect on the public sector. The
first explores how psychoanalytic concepts formulate a special understanding of mental disorders
in everyday clinical practice; both in the organisation of services and a personalised approach of
particular circumstances and needs of patients. The second explores how different kinds of psycho-
analytic therapies are incorporated in the public sector. The setting is as crucially important here
as are the appropriate funding, the recruitment of an adequate number of specialists and psycho-
analytic training. Unfortunately psychoanalysis is not considered as cost-efficient by the majority
of decision makers. In Greece, psychoanalysis has been present since the late 20’s, initially as an
instrument of perfection of children’s understanding and education and also as a specific therapeu-
tic method, appropriate for human psyche’s understanding and for the treatment of some mental
diseases. In the last 30 years psychoanalysis has been more closely implicated in the development
of public health services and, by extension, in the psychiatric reform taking place in the country.
Psychoanalytic supervision is mainly implemented in outpatient clinical practice. Brief psychoana-
lytic psychotherapies are implemented in outpatient and inpatient settings.

Key words: Psychoanalysis, public health, psychoanalytic setting, psychoanalytic supervision, brief
psychoanalytic psychotherapies, public sector, Greece.
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Introduction

Psychoanalysis, just like all original theories, has
been influenced, since the beginning until the
present, by specific social circumstances percepti-
ble in the work of S. Freud and his disciples. A social
understanding is equally necessary, in order to ap-
proach reactions to psychoanalysis. A characteristic
example is the reaction caused by the concept of
child sexuality, in the early 20th century, especially
in some social classes and within the psychoanalyt-
ic movement itself (We are referring to the detach-
ment of A. Adler). Also, the hostility of Academic
Medicine to psychoanalysis, the accusation of not
being a scientific method, in comparison to the
dominant biological positivism of that time. In
practice, the context of private/solitary medicine
was prevalent, at that time, and a serious debate
on the existence of a Public health sector, was not
possible.

Since this early period, psychoanalysis transcend-

ed the margins of solitary and private practice. The
experiences of the “Poliklinic” in Berlin and of the
“Ambulatorium” in Vienna, in the early 20’s, testi-
mony on the interest of Freud and his disciples
for a public exercise of psychoanalysis. They have
proposed time limited indications for psychoanal-
ysis, especially for delinquent young people and
patients suffering psychosomatic diseases.! We
have to notice also K. Jung’s® remarkable work on
the therapy of psychotic patients and the pioneer-
ing work of S. Ferenzi,®> who was the first to devel-
op novel therapeutic techniques for patients that
would be today diagnosed as “borderline”, and re-
alized the importance of countertransference and
empathy.

Many changes have occurred in all aspects of hu-
man life in the century following the appearance
of psychoanalysis. The development of a continu-
ously developing Public Healthcare Sector is one
of those changes. This was the consequence of a
public mandate for free and comprehensive health
care for everybody under the auspices of the State.
As a pioneering practice, in the beginning, and as
a necessary component of any psychotherapy after
World War Il, psychoanalysis have gained a huge au-
dience, some people speaking about a “right to psy-
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choanalysis”. Psychoanalytic theory, following the
changing needs and opportunities, has proposed
new techniques, new fields of application and im-
provements in its theoretical framework, all these in
a more and more competitive field of psychothera-
pies , where new concepts and methods (behavio-
ral, systemic, cognitive and others) have challenged
psychoanalysis, adopting in the same time many of
its achievements.

General theory —
Basic psychoanalytic concepts

Psychoanalysis revealed the role of drives in the
formation of a subject’s desire and the mechanisms
through which desire is satisfied. At the same time
emphasized on the primordial mother-child rela-
tionship, recognizing the importance of the object
of investment of drives and later of psychical rep-
resentations in the formation of the subject. This is
how S. Freud set the foundations of the develop-
ment of each individual’s unique personality and of
the person as a social being.*

Psychoanalysis has to investigate the individual-
ity of the subject and its relationship to the external
and internal environment. Concerning the internal
environment, investigation equally refers to its in-
trapsychic and its interpsychic dimensions, while for
the external environment it is important to study
the relationships with significant others, in the con-
text of family and social institutions.

Psychoanalysis —-through understanding the sym-
bolization of symptoms- is able to assign meanings
to psychic illness of suffering individuals, without
alienating them from their social environment and
their personal history. Psychoanalysis attributes a
meaning to projective processes (projection, proje-
ctive identification), in relation to the development
of transference towards “the Other”, who could be a
therapist or an institution (e.g. a ward of a hospital,
or a group). In parallel, the development of empa-
thy and the understanding of countertransference
and its reactions allow a better understanding of
the needs of a patient and favor a more effective
management. The recognition of the importance of
these processes in a therapist-patient relationship,
is a sine qua non condition for the transformation of
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an ordinary relationship to a therapeutic one, in in-
dividual and also in group therapies.’

Psychoanalysis promoted the idea of the “setting”
that is to say of a framework of rules for its applica-
tion, since the very beginning. This is the only way
for psychic processes to be studied and dealt with,
by using the interpretation as the basic therapeu-
tic tool. The following questions are posed: (a) un-
der the current conditions of medical practice, can
the need for the setting be preserved outside the
solitary-private doctor-patient relationship? and (b)
how can the tool of interpretation be applied?

The initial capital importance of the interpretation
for psychoanalysis, its value per se, has not been
denied. However, nowadays we know better the
substantial therapeutic value of other derivatives,
such as the function of silence, of containment and
of the corrective emotional experience.®’

With regard to the setting, it seems necessary to
emphasize that it primarily refers to the internal ca-
pacity of the therapist or the therapeutic team to
maintain firm boundaries in the relationship with the
patient, so that the creation and -subsequently- the
maintenance of the necessary intermediate space,
which permits contact and collaboration between
them, for the duration of the therapy. This means that
the stability of the setting is a dynamic situation and
not an inflexible technique, which has to respond to
the particular needs of a patient. The setting permits
the constancy of the therapeutic situation. It is com-
posed of real and symbolic determinants. Its main
characteristics are stability, consistency, foresight,
confidentiality and continuity. It is ever-present, just
like parents are for their child. Therefore it is neces-
sary for any therapeutic process.?

We emphasized on the development of the set-
ting in psychoanalysis, because we think that the
application of rules, mostly deriving from it, in the
development of psychiatric, therapeutic practices
in the Public Sector services, is one of the most sub-
stantial contributions of psychoanalysis.

Modern psychoanalytic theory
and practice

During the past few decades, clinical practice
had to face new psychopathological forms, follow-
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ing concurrent social and family trends, requiring
new, modified techniques. Psychoanalysis mainly
deals with a broad spectrum of disorders related to
morbid personalities, reflecting new forms of famil-
ial and interpersonal relationships.” We are called
to deal with patients who have severe pre-oedipal
developmental fixations, with severe archaic and
narcissistic symptoms, with incomplete, non-inte-
grated mental structures, with split aspects of their
self and diffused identity. They present incomplete,
problematic identifications, restricted internal dif-
ferentiation and incomplete internalization of solid
psychic structures, which can not dictate accept-
able inhibitions and also can not allow sublimation
and constructive outcomes on a social level. Thus
the patient’s complaint is not fixed on a symptom,
but mainly on various types of psychological mal-
function: interpersonal and social difficulty and
isolation, deprivation of social and personal inte-
gration, an unbearable feeling of void or boredom,
seeking an identity and the meaning of life. These
new forms of psychopathology and their associ-
ated clinical practice are closely observed and in-
terpreted by modern psychoanalytic theory, sug-
gesting new techniques, which are differentiated
in their therapeutic aims and are adapted to the
needs of these patients.

Holmes'® summarizes the changes in modern psy-
choanalytic psychotherapy, as follows:

1. From the awareness of unconscious psychic con-
tent and the arrest of repression, to the appropri-
ate integration of the fragmented aspects of the
self. Now the focus is in trying to establish the self
and create a sense of subjective identity.

2.The aim of treatment is no longer an accurate
reconstruction of past childhood, but rather the
study of the patient’s material, as experienced in
“the here and now” of the therapeutic relationship.
Emphasis is placed on the analytic meeting as a
new corrective experience, with key features of
reliability, consistency, stability and non-exploita-
tion."" The elements of the psychoanalytical proc-
ess leading to structural change are: (a) insight, (b)
the operation of containment and (c) the unprec-
edented new experience.
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3. The redefinition of infant sexuality primarily in
terms of dependence on the primary object of
care, and emotional connection with it. The psy-
choanalytic theories of attachment emphasize
the ability of the therapist-parent for emotional
match-attunement with the patient-infant, as an
important factor in mental change.

4.From reaching insight, to the development of
self-consciousness. This means to be able to
identify feelings, thoughts and impulses and to
put them into words. This is very important for
the abundance of modern clinical presentations
characterized by poor mentalization and exces-
sive somatization and acting out, for instance
“psychoses blank”, psychosomatic disorders,
heavy borderline situations. Here the role of the
therapist is to provide a transitional space, not
only for making sense, but also for symbolic ex-
change and processing, which is internalized by
the patient.'?

5.There is a move towards being pragmatic about
therapeutic goals, with emphasis, not so much on
the radical restructuring of the personality, but
rather on the shift of the psychic balance towards
more mature-healthier patterns of function.

Psychoanalysis is able to assess its advantageg, its
limitations, its indications and contraindications. We
have to notice some efforts to treat autism and es-
pecially schizophrenia in the 60s and 70’s."*'* Today,
we focus on the psychoanalytic therapy of psycho-
ses putting emphasis on the maturing role of identi-
fications.">'® The therapist offers primarily the most
mature and healthy model for internalization and
identification. This function of internalization is not
limited to the personal relationship, but seeks the
active support of the whole therapeutic framework.
This process is closely related to the psychoanalytic
concepts of intermediary-transitional space, the
holding environment, the importance of a stable
setting and the role of empathy.”

Specific psychoanalysis units

Psychoanalytic theory and practice has assured
a decisive influence on the formation of mental
health professionals and on the understanding of
mental illness by psychiatrists. New points of view,
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basic concepts, therapeutic techniques and prac-
tices resulted from it, which have been adopted, to
variable degrees by the Public Sector. In addition,
the contribution of psychoanalysis is objectified by
the incorporation of specific psychoanalysis units.
The latter are pleomorphic in both their theoretical
and their technical approach. The main reason for
this is the need to be adaptable to various and dif-
ferent clinical needs. For instance, psychoanalytic
psychotherapy units that offer their services in the
context of the General Hospital are very different to
the psychosocial rehabilitation units for chronic pa-
tients.'8~20

Psychoanalytic education

The necessary requirements for the application
of psychoanalysis in the Public Sector are the pres-
ence of a critical mass of psychoanalytically-trained
mental health professionals and the necessary clini-
cal supervision on the level of individuals, group
and unit. The most important problem is the non-
recognition of Psychotherapy as a profession by the
State. This is directly correlated with the fact that
psychoanalytic training occurs outside the State’s
educational institutions and costs dearly. This de-
ters a lot of young mental health professionals who,
under current circumstances, seek heuristic answers
to their psychotherapeutic and intellectual needs.

Another problem, related to staffing, is the fact
that existing staffs are expended at long-term
therapies, not really necessary, which more modern
forms of psychoanalytic work can remediate. These
long therapies permit to the State’s services to
claim that psychoanalysis is more costly compared
to other forms of therapy and not to recruit psycho-
analysts. Recent literature strongly suggests that
psychoanalysis is a cost-effective form of therapy, in
the long-term perspective.?’* Another major anti
psychoanalytic argument; psychoanalysis being a
metaphysical and a non-scientific method, has col-
lapsed under the weight of current findings of neu-
rosciences.?

The case of Greece

Particularly, as far as Greece is concerned, we can
mention some pioneer experiences since the 20’s
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and 30’s.?’ With the exception of a short experi-
ence of establishment of a psychoanalytic group,
in late 40’s, under the leadership of Princess M.
Bonaparte,?® the structured psychoanalytic groups
appeared following the demise of the military junta
in 1974.2% Psychoanalysis had been strongly impli-
cated in the research of a more liberal and friendly
social environment, in the research of a profound
reform of psychiatric services and more closely
in the social demand of the development of well
equipped services of public health. This process
became more evident since the establishment of a
National Health System, since 1983.%°

The recent psychoanalysis movement was prima-
rily based on the action of many young psychiatrists
who became socially radical during the years 1967-
1974, of military dictatorship in the country. Many of
them have followed later a psychoanalytic training.
These young psychiatrists have been influenced
by a small group of psychoanalysts of the previous
generation, who had accumulated the necessary
knowledge and experience from their practice in
the National Health System of the United Kingdom,
in psychoanalytic settings developed in public serv-
ices in France, Switzerland, Italy and United States.
These developments gave rise to a number of psy-
choanalytically educated psychiatrists, who inte-
grated their psychodynamic expertise in the newly
developed public sector. Psychoanalysis had a more
profound impact in Children’s and Adolescents’
services, created in late 70’s, because there was no
resistance derived from a pre-existing non-psycho-
analytic practice.>

During the last 25 years the public mental health
care sector has been transformed by a considerable
development of out door and in door services. From
the era of the big hospitals and asyla, when primary
care was more or less practiced by the private sec-
tor, we have now transcended to the era of sector-
ised community-based psychiatry, where the State
assumes responsibility for all levels of care.?’

We can resume as follows:

1. Gradual decline of the asyla and their scheduled
closure. Three of them have already closed, and
the rest are expected to close by 2012.
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2.Big psychiatric hospital has been reformed. The
number of beds per ward has decreased substan-
tially; they acquired short-stay and acute units.
They also developed community mental health
centers and community services.

3.A large, multimodal and extended network of psy-
chosocial rehabilitation was developed through-
out Greece, in order to cater for the increasing
numbers of patients released from ex-asyla.
Funding is a crucial problem to resolve for these
rehabilitation units.

4.A substantial number of Community Mental
Health Centers was created, albeit still not suffi-
ciently many.

5.For the first time, Psychiatric Sectors were formed
in General Hospitals, which now offer inpatient,
outpatient and liaison psychiatric services.

6.In parallel, an independent network of child psy-
chiatric services was developed, mainly in the
form of Child Guidance Clinic. There are only three
child psychiatry sectors in general pediatric hospi-
tals, and two outpatient services for adolescents
(in Athens and Salonika). The development of
child psychiatric services remains inadequate and
lags behind that for adults.

7. These changes were accompanied by an extend-
ed effort to educate and train personnel in order
for them to create an array for all different mental
health professions.

8.0n the academic level, the study curriculum for ba-
sic mental health professions changed. The main
characteristic is the reform of educational pro-
grams, which adopted a psychodynamic direction
- not exclusively of psychoanalytic orientation. E.g.
psychotherapy education became compulsory
within psychiatric training and child psychiatry
has been recognized as an autonomous specialty,
separate to adult psychiatry since 1981.3%%

Psychoanalysis, as a cohesive theory, put its
mark on these developments focusing on the lib-
eration of suffering persons from the compulsions
of their mental illness, not merely relieving them
from present symptoms. The basic psychoanalytic
concept of a spectrum of defenses and psychical
functions extending from mental health to mental
illness provided the theoretical basis for the crucial
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anti-stigma campaign, which is still on-going today.
We think that the osmosis between the basic ideas
of social psychiatry and psychoanalysis permitted
to the later to have a serious impact in the develop-
ment of the public sector.>'®

The influence of psychoanalysis in the improve-
ment of public psychiatric services has been con-
siderable. Three examples which concern an early
influence on everyday’s work can be mentioned:

(@) working through appointments with pre-set
duration, (b) favoring psychiatric practice in the
team of mental health professionals, instead of
solitary psychiatrist stand (c) the recognition of the
significance of mental health professionals’ feelings
and their role in the establishment of a therapeu-
tic framework - implicated in the process of under-
standing patient’s morbidity and professionals’ at-
titude and reactions.

Psychoanalysis and especially psychoanalytic
training has blossomed in the private sector.?®

In parallel, specific psychoanalytic services have
developed mainly in University departments, far less
in units within the national health system and also
in private non profit organizations. Training in psy-
choanalytic psychotherapy has been established in
the Psychiatric University departments of Athens,>*
37 Thessaloniki' and also in those of Patras®® and
Thrace. These units are focusing more particularly
on brief psychoanalytic psychotherapy.®*° The psy-
chiatric department of Athens University has also
developed psychoanalytic inpatient and outpatient
care of borderline patients.*>*'

We have to note that experiences of psychoana-
lytic supervision of clinical practice, since the be-
ginning of the 80’s, have significantly contributed
to improve the exercise of community based psy-
chiatry in urban areas and also through rural mobile
units.***6

Finally, psychoanalysis has offered a framework
of understanding of institutional functioning as a
whole 48

If one critically examines the current status of
psychiatry in Greece, could suggest that this is
a status of a very wide reform, albeit still incom-
plete. If the reform focusing on out door care and
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prevention can not be completed; a danger of
regression becomes evident.** There is a mixed
involvement of public and private services in dif-
ferent sectors of care, within the actual psychiatric
reform. How to distribute, between them, service
users and funding, becomes a serious problem of
planning of the steps to follow further. The ways
of funding of units, of establishing psychothera-
pies and of training of psychotherapists are also
some crucial problems to face. Psychoanalytic
training is still offered mainly through private, vol-
untary engagement of trainees. It remains always
a unique method of profound training in facing
the needs of a person as a whole. Everyday prac-
tice in the public sector, especially in the field of
short psychotherapies, is rather eclectic, joining
methods and concepts coming from psychoanaly-
sis, but also from other approaches.>®

Conclusion

Psychoanalysis, not without trouble and retrac-
tions, is making the necessary theoretical and
technical adjustments in order to meet modern
requirements, i.e. new morbid conditions and new
ways of developing units to cope with mental ill-
nesses. It contributes greatly to preserve the indi-
vidualized, human approach of patients, against
“industrialized” forms of psychiatric care. The de-
velopment of psychoanalytic theory and the evo-
lution of novel psychotherapeutic techniques per-
mit to psychoanalysis to face challenges coming
from ongoing impact of other psychotherapeutic
methods, like systemic and cognitive ones, espe-
cially in the public sector of mental health.?®> The
acceptance of psychoanalysis in the public sector
depends equally on the decision making strate-
gies of governments concerning finances and
stuff equipment. Psychoanalysis has to diffuse ev-
idence on its efficacy, in order to limit preferences
for less expensive, standardized methods, whose
long term efficacy is not evident.

In Greece, social demand for psychoanalysis and
therapies of psychoanalytic inspiration remains
quite strong, offering a fertile ground for a further
development of these methods of care and of un-
derstanding of our rapidly changing societies.
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WYuxavanuen 6to OnNpoOGlo TOpéQ UYELQG:
H €Afnvikng gpmepia

A. Avayvwotomoulog,’ N.I. XpiotoSoulouv,? A.N. Movpmidng’

A" Yuyiatpikn Khvikn, Mavemotipio ABnvav, latpikn xolr, Ayiviteio Noookopusio, ABAva,
2Research Department of Mental Health Sciences, University College, London, UK

Wuxiatpikr 2009, 20:342-350

To epwtnua av n Yuxavdaiuon, ¢€w amd 1o cuvnBiouévo TAAIcIo AoKNOoNG, KTOPEL va CUVUTTAPXEL

pe To Snuéoio Topéa €xel amavtnOei ouolaoTIKA amd TNV avamTuén TG YuxavaAuTikhg Bewpiag kat

TIPAKTIKAG KAl TNV €§ENEN TwV VEWV PuxoBEPATIEUTIKWV TEXVIKWV. H eMidpacn tng Ypuxavailuong oto

SnNUooLo Topéa €xel éva pn €181KO Kat éva 101KkO XapakTrpa. O TPWTOG apopd GTO TTWG Ol PUXAVAAUTL-
KEG EVVOLEC ETITPEMOUV HIa I81AITEPN KATAVONON TWV PUXIKWV Slatapaxwy oTnv Kabnuepvr KAVIKA

TIPAKTIKN, TOOO0 O€ OTL APOopPA OTNV 0PYAVWON TWV UTINPECIWY 00O Kal (ia EEATOUIKEVUEVN TIPOCEYY!I-
on Twv 1I810ITEPWV CUVONKWY Kal avayKwy Twv acBevwv. O §e0TeEPOC apopd GTo TTWE TA SIAPOPETIKA

€i6n YuxavauTikAg Bepameiag éxouv evowpatwBei oto dnudaoto topéa. H évvola tou setting (Tng

opydvwong tng OepameuTIKNG Asttoupyiag) gival {WTIKNAG onuaciag, Omwc Kal To {ATna tTng Xpnuato-
80TNOoNG, TNG TPOCANYNG EMAPKOUG ApBP0U I8IKWV Kal TNG PUXAVAAUTIKAG eKTaideuong. AUCTUXWG,
n Yuxavdiuon dev Bewpeital OIKOVOUIKWE ATOSOTIKA armd TNV MAEIOVOTNTA TWV QOPEWV ARPNG amo-
@aoewv. Xtnv EANASa, n Ypuxavaluon éxel mapouaia amd Ta 1€An TG dekaeTiag Tou 1920, apxIKd wg

Opyavo TEAELOTIOINONG TNG KATAVONONG Kal TNG ekmaideuong Twv matdiwy, aAld Katl wg 181kn Bepa-
TMEUTIKN MEB0SOC, KATAAANAN Yla TNV KATAVONGON TOU avBpWITIVOU YUXIGHOU KAl TNV AVTILETWTTION

Twv Yuxikwv acBevelwv. Katd ta teAeutaia 30 xpdvia, n Yuxavaluon €xel EUTTAAKEL TTIO EVEPYA 0TV
avamntuén Twv SNUOCIWY UTTNPECIWY UYEIAG Kal, KAT' EMEKTAON, OTNV YUXLIOTPIKN HETAPPUOUION, TTOU

TIPAYUATOTIOLEITAL OTN XWPEA HAG. Ot TTIo EKTETAPEVES PUXAVAAUTIKEG TTAPEUPATELC apopolv oTnV
€MOTITEIQ TOU KAIVIKOU €pyou, KATA KUPLOo AOYO, o€ povadeg AoKnong TNG PUXIATPIKAG HECA GTOV KOol-
VWVIKO 10TO Kal TIG Bpaxeieg PuxoBepameieg, ouxva g cuvepyaoia pe povAadeg voonAeiag.

Né&erg eupetnpiov: Wuxavaluon, Yuxavalutikn enomteia, Ppayxeieg Yuxobepaneieg, dnuodoiog
Topéag, OepameuTtikd MAaiolo, EAAASa
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UEMS Working Group —
Compulsory treatment in the community

The UEMS-Section of Psychiatry is sensitive to the
very diverse legal structures in the EU and of the
need to restrict itself to general issue. It recognises
that detail is the responsibility of individual legis-
latures and that to try to cover every circumstance
would be impossible. Initially, the Section consid-
ered attempting to produce a position statement
on arrangements for detention under legal meas-
ure in EU Psychiatric practice. Following discus-
sions, this became restricted to a consideration of
Compulsory Care and Treatment in the Community.
This, narrower focus has already been the subject
of legislation in some countries [e.g. Mental Health
(Care and Treatment), (Scotland) Act 2003] and is
being actively considered in others. This paper also
has that focus, so that issues relating to hospital
care and detention fall out-with the review.

Kilsey et al (2005) in a Cochrane review have shown
how few are the randomised controlled trials on in-
voluntary out- patient commitment. The two trials
they cite reflect the mental health care systems in
specific mates of the TJISA. Here, legal measures were
introduced in response to highly publicised acts of
violence by persons with mental disorder. The result-
ant benefits in the management of dangerous indi-
viduals are held to be limited. There is evidence of
greater benefit for those with schizophrenia, bipolar
disorder and other serious illnesses where unrelated
to the prevention of acts of violence though this is
only providing that there is an appropriate plan of
care (Applebaum 2001). It also seems evident chat
any legislation, requires both realistic levels of invest-
ment in active outreach and intensive multi-agency
care coordination in the community. Given the avail-

ability of care in the community, however, compul-
sory care and treatment in that community offers a
less restrictive alternative to compulsory in-patient
hospital detention.

Principles

The, expert committee charged with making re-
commendations in rexpect of mental health law
reform in Scotland (Millan 2001) commented that
such legislation spans a range of boundaries and in-
terests. Most notably, the sensitivities of the patient
and his/her carers, as well as of the legal and medi-
cal professionals and statutory care providers must
all be considered. For these reasons, the committee
recommended the adoption of a series of principles
to guide those involved in the interpretation and
implementation of the legislation. UEMS-Section
of Psychiatry has reviewed these principles and be-
lieves they provide a sound basis on which to struc-
ture discussion.

They reflect the four key underlying principles of
medical ethics, namely Justice, autonomy, benefi-
cence (seeking to do good) and non-malificence
(avoiding doing harm). Each of the points outlined
below can be seen to reflect one or more of these
key points.

Justice
Non discrimination

People with mental disorder should wherever
possible retain the same rights and entitlements as
those with other health needs.



352

Equality

There should be no direct or indirect discrimina-
tion on grounds of physical disability, age, gender,
sexual orientation, language, religion, national, eth-
nic or social origin.

Respect for diversity

Service users should receive care, treatment and
support in a manner that accords respect for their in-
dividual qualities , abilities and diverse backgrounds.
Their age, gender, sexual orientation, ethnic group
cultural and religious background should be prop-
erly taken into account.

Reciprocity

Where society imposes an obligation on an indi-
vidual to comply with a programme of treatment
and care, it should impose a parallel obligation on
the health and social care authorities to provide safe
and appropriate services, inducing ongoing care fol-
lowing discharge from compulsion.

Autonomy
Informal care

Wherever possible, care, treatment and support
should be provided to people with mental disorder
without recourse to compulsion.

Participation

To the extent permitted by their individual capacity,
service users should be fully involved, in all aspects
of their assessment, care, treatment and support.
Account should be taken of their past and present
wishes, so far as these can be ascertained. Service us-
ers should be provided with all the information and
support necessary to enable them to participate ful-
ly. All such information should be provided in a way
which renders it likely to be understood.

Respect for carers

Those who provide care to service users on an in-
formal basis should receive respect for their role and
experience. They should have their views and needs
taken into account and receive appropriate informa-
tion and advice.
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Beneficence and non-malificence
Least restrictive alternative

Any necessary care, treatment and support for
service users should be provided in the least invasive
manner and in the least restrictive manner and en-
vironment compatible with the delivery of safe and
effective care, taking account where appropriate of
the safety of others.

Benefit

Any legislative intervention on behalf of the serv-
ice user should be likely to produce benefit which
cannot reasonably be achieved by other means.

Child welfare

The welfare of a child with mental disorder should
be paramount in any intervention imposed on the
child under the law.

Target Group

UEMS-Section of Psychiatry believes that resort
to compulsory treatment in the community should
be restricted to those who have a repealed history
of deteriorations through non-compliance, severe
enough in the past to have required involuntary in-
patient care. Compulsory community intervention
should reduce the likelihood that the service user will
again deteriorate to a degree that in-patient com-
mitment will again be necessary. There should also
be evidence that a treatment plan, with the potential
for appropriate care and support, can be delivered in
the community. We believe it would be preferable to
deliver treatment with medication in a medical set-
ting, such as a local health centre rather than in the
service user’'s home. The intention should be to pre-
vent a “revolving door” situation. Community com-
mitment should not be seen as an emergency, first
line legislative intervention or financially cheaper
alternative to in-patient hospital care if that is neces-
sary.

Applicants

We believe it would be appropriate for there to be
more than one applicant involved in legal submis-
sions. A fully trained psychiatrist must be involved.
Additional consideration should be given to requir-
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ing a medical second opinion and the involvement
of community care professionals, such as any social
work and community psychiatric nursing staff, taxed
with the implementation of the proposed care plan.
We would advise against the direct involvement
of carers in the application. Clearly they should be
consulted but there is routine experience that their
involvement in the legislative application itself may
lead to subsequent recrimination from the service
user and damage to their longer term relationship.

Appeal

Service users and their carers should have rights
of appeal both in respect of the compulsory order
itself and of the treatment measures allowed un-
der it. There should be defined time limits for the
duration of legally enforced measures although re-
application should be possible, if required. Service
users and carers should be aware of these time con-
straints and reminded of their riphts of appeal at
times of review. It is our view that, in the interests of
justice, they should not have personally to finance
legal representation in respect of appeals against
orders or medical second opinions with respect to
treatment.

Patient non-compliance

Where identical in-patient and out -patient com-
mitment criteria exist, readmission to hospital care
should be possible, providing that subsequent le-
gal review to confirm this is appropriate. Where out-
patient criteria differ from in-patient, this may not
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prove possible and alternative strategies will need
to be developed. In practice a degree of service user
compliance is essential for the effective functioning
of a community order. This needs to be a necessary
consideration when an application is initiated.

Conclusion

It would be fallacious to believe that the introduc-
tion of legal measures for compulsory intervention
in the community will prove successful in isolation.
There must also be an associated investment in
community services, especially in the training and
recruitment of professionals able to deliver the treat-
ment and the supports necessary for service users
and carers .

UEMS-Section of Psychiatry is aware that in many
EU countries delivery of community care is still at a
rudimentary stage. We would advise against the in-
troduction of compulsory community care measures
until a robust system of care delivery in the commu-
nity has already been established and tested for the
wider compliant service user population .
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Schizophrenia:

Biopsychological approaches and current
challenges

Eds.: Kasper S, Papadimitriou GN

Informa Healthcare, London, 2009

ISBN-13:978-1-4200-8004-9

We introduce here the second edition of this book
aiming to present, in five units and twenty nine
successive chapters, the acquired knowledge and
current challenges on diagnosis, psychopathology,
neurobiology, pharmacological treatment of schizo-
phrenia, as well as its role in society. The chapters
are obviously written by leading experts all over the
world.

The editors underline that, “...patients with schizo-
phrenia are overwhelmed by the complexity of the
problems emerging with the disease, so are their rel-
atives and caregivers”. In consequence “the chapters
(of this book) aim to reach an audience comprising
of physicians and basic scientists in various psychi-
atric specialties as well as doctors of neurology and
aim to be of importance in public health considera-
tions. The book should also be of interest to policy
makers...". We think that the book achieves to sat-
isfy a major challenge, which is to preserve scientific
rigueur and, in the same time, be useful to people
who need to familiarize with these issues.

Issues on neurobiology, genetic and epigenetic
studies, brain abnormalities and biochemical al-
terations are expected to enrich substantially clini-
cal approaches. Pharmacological advances are also
described in corresponding chapters. Biological re-
search is obviously the field of special interest of the
majority of the contributors, but no one is willing to
underestimate the complexity of psychological and
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Books review

social phenomena related to schizophrenia, devel-
oped in the units on Non pharmacological Treatment
and Schizophrenia and Society.

Titles and authors of the chapters are the follow-
ing:

Schizophrenia: Historical roots and brief review of
recent research developments, C.N. Stefanis and N.C.
Stefanis/Epidemiology and gender, J. Wancata, M.
Freidl, A. Unger/Interviewing the patient with schizo-
phrenia, F. Thibaut/Evaluation of symptomatology on
schizophrenia, J. Bobes, M.P. Garcia-Portilla, P.A. Saiz,
M. Bousono/Clinical characteristics of first episode
schizophrenia, L.P. Henry, P.D. McGorry, M.G. Harris, P.
Amminger/Schizophrenia: Differential diagnosis and
comorbidities, C.A. Altamura, F. Dragogna, S. Pozzoli,
M.C. Mauri/Neurocognition and schizophrenia, G.
Sachs/Genetic and epigenetic factors in schizophre-
nia, A. Schosser, P. McGuffin/Brain abnormalities in
schizophrenia, B. Bogerts, J. Steiner, H.G. Bernstein/
Imaging in schizophrenia, W. Cahn, N.EM. Van Haren,
R.S. Kahn/Biochemical alterations in schizophrenia,
B.Y. Glenthhoj, L.V. Kristiansen, H. Rasmussen, B. Oranje/
Dopamine dysregulation in the brain network of de-
cision-making: Can this explain the psychopathol-
ogy of schizophrenia? S.M. Assadi, M. Yiicel, C. Pantelis/
Neuropsychological markers and social cognition in
schizophrenia, J. Burns/An update of meta-analyses
on second-generation antipsychotic drugs for schiz-
ophrenia, S. Leucht, C. Corves, W. Kissling, J.M. Davis/
Maintenance pharmacotherapy in schizophrenia, S.
Kasper, E. Akimova, M. Fink, R. Lanzenberger/Evaluation
and medication therapy for treatment resistance
in schizophrenia, R.R. Conlay/First episode schizo-
phrenia: Considerations on the timing, selection,
and duration of antipsychotic therapies, B.J. Miller,
P.F. Buckley/Pharmacological profile and pharmaco-
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genetic approaches of antipsychotics, M.S. Lee, H.S.
Chang/Side effect burden of antipsychotic medica-
tion, H.J. Méller, M. Riedel/Rehabilitation in schizophre-
nia: Social skills training and cognitive remediation,
J. Ventura, L.H. Guzic/Evidence-based psychosocial
interventions for schizophrenia, E. Granholm, C. Loh/
Transcultural psychiatry and schizophrenia, T. Stompe/
Electroconvulsive therapy in schizophrenia, G. Petrides,
R.J. Braga/Schizophrenia and stigma: Old problem:s,
new challenges, M.P. Economou, N.C. Stefanis, G.N.
Papadimitriou/Patient rights: Ethics and the clinical
care of patients with schizophrenia, E.G. DeRenzo, S.
Peterson, J. Schwartz, A. Jeannotte, S. Selinger/Genetic
counseling in schizophrenia, D.G. Dikeos, E. Vassos,
G.N. Papadimitriou/Violence in schizophrenia: Risk
factors and assessment, J. Rabun, S. Boyer/Economic
evaluation and schizophrenia, M. Knapp, D. Razzouk/
Transcultural aspects of schizophrenia and old-age
schizophrenia, T. Okasha, A. Okasha

We think that this handbook offers an up-to-date,
integrated knowledge on various aspects and ap-
proaches of schizophrenia, permitting familiariza-
tion or a better understanding on it.

V. P. Kontaxakis
Associate Professor
of Psychiatry

D.N. Ploumpidis
Associate Professor
of Psychiatry
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Ixloppévaia:

BlopuxoloyikéG MPOCEYYIOELG KAl EMIKAIPEG
TIPOKANCEIG

Emp. ékdoong: Kasper S, Papadimitriou GN

Informa Healthcare, London, 2009

ISBN-13:978-1-4200-8004-9

Mapoucialoupe tn deutepn €kdoon Tou MTOAUCUY-
YPA®IKOU auToU TOPOU OTIOU, OE TIEVTE EVOTNTEC KAl
ota Stadoxika kepdalala, mapouvoialovtal 160 ol
YVWOEIG 000 Kal Ol TIPOOTTTIKEG YUpw amd Ta {nTAua-
Ta ™C dildyvwong, Yuxomaboroyiag, veupofioloyiag,
Kl APHOKEVTIKAG aywyng TnG oX1l{o@pEvelag, OTiwg
€MiONG Kal TNG KOIWVWVIKAG TNG QuUOloyvwuiac. Ta Ke-
@AAala €xouv ypagel amod €yKpLToug CUYYpAPEic,
anmo 6A\o Tov KOGHO.

‘Eva BiBAio autou tou TUTOUL YiveTal amapaitn-
To amd TNV TTOAUTTAOKOTNTA TWV TIAPAYOVTWY TTIOU
UTTELOEPXOVTAL OTNV KATAVONGON KAl TNV TTopEia tng
oxlloppévelac. Orodoia Tou eival va MpooPEpel
EMOTNUOVIKA ApTIa, aAAA Kal KATAvVONTH yvwon
o€ S1dpopeC Katnyopieg emotTnuévwy, aAd Kal o€
unrelBuvouG yia TN Xdpa&n MOALTIKAG. H moltdtnTa Kal
TO €UPOC TWV KEIPEVWY TTOU TEpAapPdvovTal o€ au-
TO TOV TOMO AMOTEAOUV £YyUNON Yla TNV EMITUXIA TWV
OTOXWV TOU.

A.N. Mouumiéng

AvanAnpwtri¢ Kabnyntiig

Yuxiatpikrig

B. I1. Kovtaéakncg
Avaminpwtri¢ Kabnyntric
Yuxiatpikng
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Psychodynamic Diagnostic Manual (PDM)

PDM Task Force (2006). Silver Spring,
MD: Alliance of Psychoanalytic Organizations

The Psychodynamic Diagnostic Manual (PDM) at-
tempts to expand contemporary psychiatry’s ability
to capture the different levels of psychiatric nosology
by incorporating in an easily accessible language the
long experience of psychoanalytic tradition mostly
on the comprehension of personality. In accordance
with DSM-IV-TR and ICD-10 phenomenological ap-
proach to psychiatric disorders, PDM deals extensive-
ly with the phenomenology of psychopathology and
very little with the various psychoanalytical herme-
neutical constructs. Diagnosing a patient according
to the strict criteria of DSM and ICD classifications
frequently leads to a number of different diagnoses
that seem to overlap, as if discrete problems and
symptoms just by chance coexist in the same per-
son. Although PDM is modeled in its structure and
title upon DSM-IV-TR, its central focus is on a more
holistic picture in terms of personality functioning,
affect expression, coping strategies, mechanisms of
defense, quality of relationships. It is the individual
that suffers the symptoms and a meaningful treat-
ment planning is needed for the patient and not for
the disorder.

The book is created though the collaborative ef-
fort of major psychoanalytic organizations, name-
ly the American Psychoanalytic Association, the
International Psychoanalytical Association, the
Division of Psychoanalysis (39) of the American
Psychological Association, the American Academy
of Psychoanalysis, and the National Membership
Committee of Psychoanalysis in Clinical Social Work.
The text is organized in three parts. Part | deals with
adult mental health disorders and Part Il with child
and adolescent mental health disorders. Part I
deals in separate papers with the conceptual and
research foundations that constitute the epistemo-
logical background of this book. Within Parts | and
Il the book uses a multidimensional approach which
is similar and an expansion of DSM axial system. In
detail Parts | and Il are separated into chapters on
personality patterns (P Axis), mental functioning
(M Axis) and subjective experience (S Axis), and are
followed by case illustrations that attempt to give
an idea about how similar DSM-diagnosed patients
may require quite different treatment approaches,
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depending on their individualized histories and spe-
cific situations.

In the P Axis, different personalities are set on
a continuum of mental functioning, namely from
healthy personalities to neurotic-level and border-
line-level personalities. It is important to note that
the term “borderline” is used by psychoanalysts in
order to denote a dimensional level of severity of
personality organization, whereas the same term
in DSM realm means a specific (the more histrionic
and dramatic) manifestation of this level of severity.
After the dimensional personality approach, 14 dis-
tinct personality types are described; between them
some that are not included in the last DSM editions
(like sadistic and sadomasochistic, masochistic, so-
matizing, depressive, anxious and dissociative per-
sonality patterns). Each personality type ends with a
synopsis of the following items:

« Contributing constitutional-maturational patterns
- Central tension/preoccupation

« Central affects

« Characteristic pathogenic belief about self

« Characteristic pathogenic belief about others

« Central ways of defending.

The M Axis underlines the variety of mental func-
tioning —and may offer a useful expansion of DSM
axes Il and V- by providing illustrative descriptions
of ranges and adequacy of functioning within each
of the capacities listed below:

- Capacity for regulation, attention, and learning

- Capacity for relationships and intimacy (including
depth, range, and consistency)

« Quality of internal experience (level of confidence
and self-regard)

- Capacity for affective experience, expression, and
communication

- Defensive patterns and capacities
- Capacity to form internal representations
- Capacity for differentiation and integration

- Self-observing capacities (psychological-minded-
ness)

« Capacity to construct or use internal standards and
ideals (sense of morality).
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The S Axis builds upon the manifest symptom de-
scriptions of DSM-IV-TR by laying the emphasis on
the patient’s subjective experience of symptoms.
Descriptions of affective states, mental content, so-
matic experiences, and relational patterns are added,
along with clinical examples. The symptom-pattern
section is placed third since the authors state ‘that
such patterns can be understood only in the context
of the patient’s overall personality structure and pro-
file of mental functioning’.

A major aim of the PDM group was to broaden
the horizons of current psychiatric practices by
emphasizing the invaluable role of personality
and mental functioning on health and disease. The
effort to compromise with current phenomeno-
logical classifications may be simultaneously its
significant advantage and its major disadvantage.
Disadvantage, as it may be unsophisticated in
characterizing psychological processes and etio-
logical constructs that had always been at the core
heart of psychoanalytic though. On the other hand
it may be a very useful complement to DSM-IV-TR
and ICD-10 followers, independently of their in-
volvement with psychoanalysis. It could be helpful
to those who are mostly influenced by other tra-
ditions, biological, cognitive-behavioral or family
oriented and those colleagues who are new in the
puzzling field of psychiatry.

The PDM is self-published and is available online at
www.pdm1.org and at other e-bookshops (e.g. ama-
zon) at a surprisingly affordable price.

A. Spyropoulou
Psychiatrist, 1st Department of Psychiatry,
Medical School, Athens University
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Eyxeipidio Wuxoduvapiknig Aiayvwong (PDM)
Ouada Epyaciag PDM (2006). Silver Spring,
MD: Zuvepyacia Yuxavalutikwv Opyavwoewv

To Eyxelpidlo Wuxoduvauikig Adyvwong (PDM)
eMIXELPEl va Slevpuvel Tn SuvatdTnTa TNG CUYXPOVNG
YuxlaTpIKNAG va KATAVONOEL TNV PUXIATPIK VOCOAoYia,
EVOWMATWYOVTACG OTA TPEXOVTA SlayVWOTIKE CUOTH-
pata TN Hakpd YuxavaAuTikn mapadoaon, mou agopd
Kupiwg oTNV Katavonon tTnG MPOOWTTIKOTNTAG. 2€ CUL-
Qwvia UE TN QAIvVopEVONOYIKH TIpoaéyylon Tou DSM-
IV-TR kat tou ICD-10, To PDM mpaypateveTal o€ pia
€UKOAA TIPOCITA YAWOO T patvopevoloyia TN Yuxo-
naBoloyiag, Xwpic OUWE va UTIEICEPXETAL OE EPUNVEU-
TIKEG PuyxoSuVApIKEC Tpoaoeyyioelc. To BiBAio xwpile-
Tal o€ Tpia pépn. To MPWTO PEPOG TIPAYHATEVETAL TIG
YUXIKEG Slatapaxég TNG eVAMKNG {wNG, To SeUTEPO TIG
PuxIKES Statapaxég Tng matdikng Kat eenPiknig (wiig
KOl TO TPITO PEPOC Ta EVVOLIOAOYIKA Kal EPELVNTIKA O€-
Sopéva Mo amoTeAOUV TNV EMOTNUONOYIKH Bdon Tou
BiBAiov. Zta dvo mpwta pépn, To BIPAio xpnotpomolei
pta S1a0TacIaKN TTPOCEYYIoN TTOU ival O€ avTIoTolyia
JE To ouoTtnua aédvwy Tou DSM, opyavwvovTtag TV
UAN otov afova tng mpoowmikétnTag (P), otov a&o-
va NG YuxovonTikAg AsttoupylkdtnTag (M) Kal otov
a€ova TNG UTTOKEIPEVIKNG eumelpiag (S). Av kal To PDM
éxel BaoloBei Tooo oTov TitAo, 600 Kal oTNn dour Tou
oto DSM-IV-TR, n mpooéyylon Tou €ival o oMOTIKH,
ocuumepIAapBavovtag tn Asltoupyia TN TPOCWTTIKO-
™NTag, TNV €KPPacn Twv cuvalodNUATWY, TOUG UNXa-
VIOHOUG AUVAG, TOUG TIPOCAPHOGCTIKOUG UNXAVICHOUG
Kal TIG S1aTIPOCWTTIKEC OXETEIG.

A. Zmupormoviou
Yuxiatpog, A* Mavemotnuiakn Yuxiatpikr KAvikn,
latpikn ZxoAn, Mavemotriuio ABnvwv



Future scientific meetings

= "56th Annual Meeting of the Academy of Behaviour
Psychosomatic Medicine (APM). Quality of Care: Collaboration: Hellenic Psychiatric Association,
Implications for Psychosomatic Medicine", Psychiatric Association for Eastern Europe and the
Las Vegas, USA Balkans, Hellenic College of Academic Psychiatry
November 11-14, 2009 E-mail: salonica@triaenatours.gr
Organizer: Academy of Psychosomatic Medicine: The Website: www.triaenatours.gr

Organization for Consultation-Liaison Psychiatry

Contact: Executive Director APM = “WPA Regional Meeting", Dhaka,

E-mail:apm@apm.org, Website: www.apm.org Bangladesh
January 21-23, 2010
= 10th World Congress of the World Association of Organizer: Bangladesh Association of Psychiatry
Psychosocial Rehabilitation, Bangalore, India Contact: Prof A.H. Mohammad Firoz

November 12-15, 2009
Organizer: World Association for Psychosocial

E-mail:bap@agni.com

Rehabilitation = 18th European Congress of Psychiatry, Munich,
Contact: Dr Afzal Javed, T. Murali, Prof. M. Madianos Germany

E-mail: afzal@afzalaved.co.uk/muralitryloth@gmail. February 27-March 2, 2010

com Organization: European Psychiatric Association

. . Website: www.Kenes.com/epa
< 1st International Congress on Neurobiology and

Clinical Pharmacology & European Psychiatric « 20 MovoBspatiké MaveAAjvio Zuvédplo
Association Conference on Treatment Guidance, Yuxatpikng «<E§aptioelg, Tuvvoonpotnra,
Thessaloniki, Greece MNpoAnyn kai Ospansia», Oecoalovikn
November 19-22, 2009 Mdptiog 5-7, 2010

Organization: International Society of Neurobiology Opy. Poptac: EAAnvikr) Yuxiatpikn Etaipeia
and Psychopharmacology Opy. lpageio: Frei S.A. Congress Travel,
Collaboration: WPA Section on Private Practice TnA. 210-32 15 600, Fax: 210-32 19 296
Psychiatry, European Psychiatric Association E-mail: info@frei.gr

E-mail: info@globalevents.gr,

Website: www.globalevents.gr =« 5th Biennial Conference. International

Society for Affective Disorders (ISAD)

= DGPPN Congress, Berlin, Germany Vancouver, Canada

November 25-28, 2009 April 16-19 2010
Organization: German Psychiatry & Psychotherapy Organizer: International Society for Affective
Association, Website: www.dgppn-congress.de Disorders (ISAD)
= 4th International Gongress on Brain & Behaviour Collaboration: WPA Section on Affective
& 17th Thessaloniki Conference-Dual Congress Disorders
Thessaloniki, Greece Contact: Ms Caroline Holebrook
December 3-6, 2009 E-mail: isad@isad.org.uk

Organizer: International Society on Brain and Website: www.isad.elsevier.com
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< 10 NMaveAARvio Zuvédprlo EAAfvwv Nevpoldywv
«Ogpamevutikn ota Neupoloyika Noorpata»,
Kwg
Mduiog 20-23, 2010
Opy. Dopéac: EAAnvikn Neupoloyikn Etaipeia
Emkowvwvia: KaB. N. Aptéung
Opy. lpageio: GEM Congress,
Xp. NikoAdou 49, 173 43 Ay. Anuntplog, ABriva
TnA. 210-97 10 800, Fax: 210-97 10 844
E-mail: info@frei.gr
Website: www.24neurocongress.gr

< CINP World Congress, Hong Kong
June 6-10, 2010
Organizer: Collegium Internationale Neuro-
Pharmacologicum
Website: www.cinp2010.com

= 20th IFP World Congress of Psychotherapy,
Lucerne, Switzerland
June 16-19, 2010
Organizer: International Federation for
psychotherapy
Website: www.IFP-FMPP2010.com

<« “WPA Regional Meeting", St. Petersburg,
Russia
June 10-12, 2010
Organizer: Russian Society of Psychiatrists
Contact: Dr Valery Krasnov,
E-mail: krasnov@mtu-net.ru

< "XIll Annual Scientific Meeting of the European
Association for Consultation-Liaison Psychiatry
and Psychosomatics (EACLPP) and XXVIII
European Conference on Psychosomatic
Research (ECPR)", Innsbruck, Austria
June 30-July 3, 2010
Contact: Prof. Gerhard SchiiBler, MD
E-mail:info@eaclpp-ecpr2010.org
Website: www.eaclpp-ecpr2010.org

< VIl World Congress of Depressive Disorders
and International Symposium on Post-traumatic
Stress Disorder, Mendoza, Argentina
August 19-21, 2010
Organizer: University of Cuyo
Contact: Dr Jorge Nazar
E-mail: jorge_nazar@hotmail.com
Website: www.mendoza2010.org
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< 13th European Symposium on Suicide

and Suiciedal Behaviour, Rome, Italy
September 1-4, 2010

Organization: University of Molise, Campobasso &
University of Chieti-Pescara, Italy

“WPA Regional Meeting”, Beijing, China
September 1-5, 2010

Organizer: Chinese Society of Psychiatry
Contact: Dr Yizhuang Zou

E-mail: yzouy@263.net

Website: www.psychiatryonline.cn

International Conference: From Adolescence to
Adulthood - Normality and Psychopathology,
Larnaca, Cyprus

September 9-12, 2010

Organizer: Cyprus Psychiatric Association
Cooperation: World Psychiatric Association,
European Society for Child and Adolescent
Psychiatry, Hellenic Psychiatric Association, Hellenic
Society of Child and Adolescent Psychiatry,
Contact: Dr Neofitos Papaneofitou,

Tel.—Fax: 435 724 62 42 04

E-mail: neopap@cytanet.com.cy

Website: www.topkinisis.com/AANP

100 ETriolo Zuvédpio, International College of
Geriatric Psychoneuropharmacology, AGrjva
YentéuPplog 15-18, 2010

Emkowvwvia: Kab. E. AUkoupag

Opy. opéag: EANAnvikn Wuxoynplatpikn Etaipeia
Emot. Zuvepyaaoia: B' Mavemotnuiaki Yuxlatpiki
KAwiki-MNMavemotnuiako leviké Nocokopueio
«ATTIKOV», KANabog Wuyxoynplatpikng EW.E.

Opy. lpageio: Easy Travel, Avayvwotomoulou 19,
106 73 ABrjiva

TnA.: 210-36 15 201, 210-36 09 442,

Fax: 210-36 25 572

E-mail: easytravel@hol.gr

“18th World Congress on Psychiatric Genetics”,
Athens, Greece

October 3-7, 2010

Organizer: International Society of Psychiatric
Genetics Cooperation: National and Kapodistrian
University of Athens Medical School 1st Department
of Psychiatry Eginition Hospital, University Mental
Health Research Institute

Congress Organizing Bureau: Erasmus Conferences
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Tours & Travel S.A.

Contact: Prof. G.N. Papadimitriou

Tel.: 430 210 72 57 693, Fax: +30 210 72 57 532
E-mail: info@ispq2010.org

Website: www.erasmus.gr

=« 160 AieBvég Dopoup Wuxavaivong -
International Federation of Psychoanalytic
Societes:
«To ev8OYPUXIKO Kal TO AIUTIOKEINEVIKO G TN
Toyxpovn Yuxavalvon», ABrva, EANGG
Oktwpplog 20-23, 2010
Emkowvwvia: Av. KaBnyntnc Mp. BacAapatlng
Opy. ®opéag: EAAnvikn Etaipeia YuxavaluTikig
WuxoBeparmneiag
Opy. Mpagsio: Easy Travel,
TnA.: 210-36 15 201, Fax: 210-36 25 572,
E-mail: easytravel@hol.gr

= XXth World Congress of Social Psychiatry

"Promoting the Integration of Health & Mental
Health, Marrakech, Marocco

23-27 October, 2010

Organizer: World Association of Social Psychiatry
(WASP)

Contact: a. Prof. Julio Arboleda-Florez, b. Prof. Driss
Moussaoui

E-mail: a. julio.arboleda-florez@queensu.ca,

b. drissm49@gmail.com

Website: www.wasp2010.com

< 3rd European, Congress of the International
Neuropsychiatric Association &
4th Mediterranean Congress of the World
Federation of Societies of Biological
Psychiatry, Thessaloniki, Greece
November 18-21, 2010
Contact: Pr. C.R. Soldatos
Organizing Bureau: Easy Travel
19 Anagnostopoulou str, GR-106 83 Athens
Tel.: 430 210 36 09 442, Fax: +30 210 36 25 572
E-mail: easytravel@hol.gr
Website: www.iua-wfsdp-dualcongress.gr

= “WPA Regional Meeting”, Cairo, Egypt
January 26-28, 2011
Organizer: Egyptian Psychiatric Association
Contact: Dr Tarek A. Okasha
E-mail: tokasha@internetegypt.com
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< 16th World Congress of the World Association for

Dynamic Psychiatry (WADP), Munich, Germany
21-25 March, 2011

Organizer: World Association for Dynamic Psychiatry
Contact: Dr Sabino Funk

E-mail: Lauraschreier@yahoo.de

Website: www.wadp-congress.de

“WPA Regional Meeting", Yerevan, Armenia
April 14-17, 2011

Organizer: Armenian Association of Psychiatrists
Contact: Dr Armen Sophoyan

E-mail: soghoyan@yahoo.com

Royal Australian and New Zealand College of
Psychiatrists (RANZCP) 2011 Annual Congress,
Darwin, Northern Territory, Australia

22-26 May, 2011

Organizer: The Royal Australian and New Zealand
College of Psychiatrists (RANZCP)

Contact: Louise Hain

E-mail: Louise.Hain@ranzcp.org

Website: www.ranzcp.org

WPA Thematic Conference: Rethinking Quality
in Psychiatry: Education, Research, Prevention,
Diagnosis and Treatment, Istanbul, Turkey
9-12 June, 2011

Organizer: a. Psychiatric Association of Turkey,

b. Turkish Neuropsychiatric Association.

Contact: Dr. Levent Kiiey

E-mail: kueyl@superonline.com

“XV World Congress of Psychiatry",

Buenos Aires, Argentina

September 18-22, 2011

Organizers: (a) Argentina Association of Psychiatrist
(AAP), (b) Association of Argentinean Psychiatrists
(APSA), (c) Fountation for Interdisciplinary
Investigation of Communication (FINTECO)
Contact: Mariano R. Castex

E-mail: mcastex@congresosint.com.ar

Website: www.congresosint.com.ar

Il International Congress Dual Disorders
Addictive Behaviors and Other Mental Disorders,
Barcelona, Spain

5-8 October, 2011

Organizer: Sociedad Espariola Patologia Dual
(SEPD)

Collaboration: NIDA and APAL
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Contact: Prof. Miguel Casas Europe, b. University of Granada
E-mail: mcasas@vhebron.net Contact: Dr Fransisco Torres
Website: www.cipd2011.com E-mail: ftorres@ugr.es
<« “WPA Regional Meeting", Taipei, Taiwan = WPA Thematic Conference: Addiction Psychiatry,
November 12-13, 2011 Barcelona, Spain
Organizer: Taiwanese Society of Psychiatry 29-31 March, 2012
Contact: Dr Chiao-Chicy Che Organizer: Socidrogalcohol
E-mail: twpsyc@ms61.hinet.net Contact: Julio Bobes Garcia

= WPA Thematic Conference-Community E-mail: a. bobes@ctv.es, b. bobes@uniovi.es

Psychiatry and Family Medicine. Joint Promotion = WPA Third Thematic Conference on Legal and
of Mental Health Care, Granada, Spain Forensic Psychiatry, Madrid, Spain

9-11 February, 2012 12-14 June, 2013

Organizer: a. World Psychiatric Association, Organizer: Spanish Society of Legal Psychiatry

b. Spanish Association of Neuropsychiatry Contact: Dr Alfredo Calcedo Barba

Collaboration: a. WONCA International and WONCA E-mail: alfredocalcedo@gmail.com



"PSYCHIATRIKI"
INSTRUCTIONS TO CONTRIBUTORS

PSYCHIATRIKI is the official journal of the Hellenic Psychiatric
Association. It is published quarterly and has the same scope
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"WYXIATPIKH"

OAHTIEZ TlA TOYZ ZYITPAO®EIZ

H YYXIATPIKH eivai to emionuo 6pyavo tng EAAnviknig Yuxla-
TPIKNG ETaipeiacekdidetal T€00epIg PopEC TO XPOVO Kal €XEL
Tov 610 okomo pe Tnv Etaipeia, SnAadn tnv mpoaywyn tng
Yuxlatpikig Emotiung. To meptodikd Snuooielel epyacieg mou
avagépovtal oToug Topeic TnG emdnuioloyiag, Yuyomabolo-
yiag, KoWwVIKAG Yuxlatpikng, BIoAoyIikAG YuxXlaTpikig, Yuxo-
@appakoloyiag, YuxoBepameiag, mpoAnmTIKNAG YuxlaTtpikng. Ot
npodlaypapég Tou meplodikol TauTi{ovtal HE TIG 0dnyieg Tou
A1gBvouc Emotnuovikol uupouliov EkSotwv. Ma tnv avaiuti-
KN meplypapn Twv mpodiaypagwv BA. "Uniform Requirements
for Manuscripts Submitted to Biomedical Journals" (www.
CouncilScienceEditors.gr). AN\eG Tinyéc: Br Med J 1991, 302:338-
341/Can Med Assoc J 1995, 152:1459-1465.

EKTO¢ amo tnv évtumn ékdoon Tou, To TEPLodikd SlatiBetal
eNeVOePA 0TNV NAEKTPOVIKN TOU €kdoon amd TI¢ LOTOOENISEG:
www.psych.gr  www.betamedarts.gr

To meplodikd "WYXIATPIKH" éxetal mpog Snuocisuon epyacieg
IOV AQOPOUVV TIPWTOTUTIO UAIKO TToU dev €xel SnpoaotevBei mpon-
YOUHEVWC (EKTOC O€ popen epiAnwng) fi Sev éxel ummoAnOei yia
Snuoaoicuon kamou aAlou.

Katd tnv unmofoln tng epyaciag OAot ol cuyypageic mpémel va
UTTOYPAYOUV GTO TUTTOTIOINUEVO €VTUTIO UTTOBOANC (Tou PBpioke-
TAl CLVNUPEVO O KABE TELXOC TOU TIEPLOSIKOU) OTL CUPPWVOUV
UE TO TTEPLEXOEVO Kal amodéxovTal TV utoBarNduevn mpog én-
pooicuon epyacia kat petapipalouv ta cuyypaikd Sikaiwpata
oto meplodikd "WYXIATPIKH". Ot cuyypageic akéun, SnAwvouv
otL: () Sev ump&e olkoVOUIKN UTTOOTNPIEN Ao SIAPOPEC TTNYES
(edv umnp&e mpémel va dnAwoei), (B) dev umipav avTikpououe-
VA CUPQPEPOVTA OXETIKA E TO UAIKO TNG €peuvag Tou uTiEBARON
npo¢ dnuoacicuon, (y) To MPWTOKOANO TNG €peuvag eyKpiOnke
amo tnv Emrpomnr BionBikri¢ tou Nocokopegiou 1} Tou 16pUpatog
OTIOU TIPAYMATOTORONKE N épeuva CUUPWVA UE TIG TPodilaypa-
@é¢ TNG Alaknpuéng Tou EAcivki (1995) énmwe avabswprifnkav
oto EdipBoupyo (2000) kat (6) 6t1 dAot ot aoBeveic Edwoav Tn ou-
yKaTtdBeon Toug mptv cupumepIAn@Bolv oTnVv £€pguva agou Tpon-
YOUUEVWC EVNUEPWONKAV yla Tnv epeuvnTikn Siadikaacia.

Ta kptTripla amodoxng TwV EPYACIWV TTEPIANAUBAVOUV TNV TTOLOTNTA
Kal TNV TPWTOTUTTA TNG £PEUVAG OTIWG ETTIONG TN ONUAVTIKOTNTA Kal
XPNOWOTNTA TV SESOUEVWY OTOUG AVAYVWOTEG TOU TIEPIOSIKOU.

'ONEG Ol €PYOOIEC UTIOKEWVTAL O M APXIKA EKTIUNON amo Tov
Ekd6TN 1 péAN TG ZuvtakTiKig Emtponic Tou meptodikol mpo-
KEIMEVOU VA EKTIMNOEL N KATAAANAGTNTA Kal N TOLOTNTA TouG. Edv
n epyacia Kp1Bei katapxrv KATAAANAN yla dnuoacieuon oto mept-
001KO, ekTIpdTaL armo SU0 avefapTNTOUC KPITEC, EISIKOUG OTO AVTI-
Keipevo g €peuvag. Ot kpttég Sev yvwpiouv Toug ouyypaQEic
NG EPYACIAg KAl TTAPAREVOUV AVWVUOL IO TOUG CUYYPAPEIG.

Ta oxéAla Twv Kpltwv padi pe Ti¢ umodeielg kal dlopObwoelg
TOUG amooTEAAOVTAL OTOUG OUYYPAPEiG. Ot CUYYPAPEIC EVNUE-
pwvovTal EYYPAQWE Yia TNV TEAIKH amO@aon TNG ZUVTAKTIKNAG
Emtpomnng Tou meplodikou dtav n diadikacia a&lohdéynong olo-
KANpwOei. Ta ovOpaTa TWV KPITWV TOU TTPONYOUEVOU €TOUG EU-
@avifovtal 0To TPWTO TEVXOC TOU EMOUEVOU £TOUG. H ZUVTOKTIKNA
Emtpomnn Siatnpei To Sikaiwpa va Kavel @pacTikéG S1opOwoElg
OTO KEIPEVA TTPOKEIUEVOU VA HEIWOEL ACAPELEG KAl ETTAVAANYPEL
Kal va BeATIWoEL TN SuvatoOTNTA EMKOIVWVIAG AVAUESA OTOUG
OUYYPAPEIC KAl TOUG AVAYVWOTEC TOU TTEPLOSIKOU.

EIAH APOPQN

1.ApOpa Zuvtaéng: Xuvtoua apBpa ypaupéva Tautoxpova
0TV EANANVIKN Kal ayyAIKR YAWOoOod TTou avagEépovTal o€ MiKal-
pa Béuata dlaitepng onuaciac. Npdgovtal amod Tn TUVTAKTIKN
Emtponn i petd amd mpookAnon TnG ZUVTAKTIKAG Emtponmig
(MéXPL 500 Aé€elg kat 5-7 BIBAMOYPAPIKEG AVAPOPEC).

2. AvaoKoT\oE€lg: EvnuepwTika dpBpa mou agopolv o€ Kpl-
TIKA avAaAuon YPuxlatpikwv BePdTwy 1 BEPATWY CUYYEVWY
npo¢ tnv Yuxilatpikr Emotrun. Ot avaokomnoelg ypagovTal
amo évav f duo ouyypageic. H éktaon toug dev mpémel va
uniepfBaivel Tig 7.500 Aé€elg (25 SakTuloypagnuéveg oeNidec,
S1mA\6 Sidotnua ypagounxavig).

3. EpguvnTiKEG Epyaciec: [POOMTIKEG 1) avaS pPOUIKES EPYATiEC
mou Baociovtal og epeuvNTIKO TTPWTOKOANO. Mpémel omwodn-
TTOTE Va €XEl YiVEL OTATIOTIKN €Me§ePYaoia TwV AMOTENEOUA-
Twv. Ol EpeuVNTIKEG Epyaoieg dev mpémel va unepfaivouv Tig
3.000 Aé€eig (10 Saktuhoypapnuéveg oehideg, SImAo Siaotn-
Ha YPAPOUNXAVAL).

4. Tovtopa apBpa: Itnv Katnyopia auth umdyovTtal EpeuvnTI-
KEG EPYAOIEC TTOU UITOPOUV va KaTaxwpenBoulv oe mepLopIouEé-
VO Xwpo. H éktaon twv apBpwv autwv Sev TIpEMeL va uTEp-
Baivel Tig 1.500 Aé€elg (5 SakTuloypapnuéveg oeNiSeG, SIMAO
Sidotnua ypagounxavig).

5.E181ka apBpa: lpdgovtal YeTd amd mPOOKANoN NG
JUVTOKTIKNG Emtpomn¢ kat avagépovtal oe Bépata, Y Ta
ormoia €xel 18laitepa aoxoAnBei o cuyypagéag m.. Bepaneia
ouumeplpopdg, maboloyikry {nhotumia, YuxoBepameia pe-
TAIKUIOKWY KATAOTACEWV (MEXPL 6.000 AEEELC).

6. EvBlagpépouvoeg mepmtwoelg: H katnyopia autr mephap-
Bavel evllopépouoeg avagopEG TTEPITTTWOEWY Kal TTEPLYPA-
PEC TIEPUTTWOEWY OTIOU EQAPUOCONKAV VEEC S1AYVWOTIKES
n/kal OepameuTikég uéBodol (uéxpt 1500 AéEeLG).

7.Tevika ap@pa: H YYXIATPIKH &éxetal kat apBpa mou ekppd-
Couv BewpnTikéG amOYPEel 0TO XWPO TNG YUXIATPIKAG, YVWHES
Y10 TO CUCTAMATA TTAPOX NG PUXIATPIKAG TTEPIBAAYNG, ATTOPELG
yla Toug Xwpoug emaAAniiag petafd Yuxlatpikng kat AAAwv
EMOTNHWV Kal dANa apBpa avdloyou meplexopévou. Ta dp-
Opa autda Sev mpémnel va umepPaivouv Tig 2.000 Aé€elg (mepi-
mou 7 Saktuloypapnuéveg oeNideg). H ZuvtakTtiki Emtpomnn
UTTOPE( va TTPOTEIVEL TN CUVTOMELON TWV APBpwV AUTWV TPo-
KelPEVOU va SnuooieuBolv we «EmoTolég mpog Tn Zuvtagn».

8. EmoTtoAég mpog tn Tuvtaén: MNephapPfdvouv oxolia kat
Kpioglg mavw o€ 16N SNUOCIEVEVES EPYATIES, TTAPATNPAOELG
o€ emikalpa PuxlaTPIKA B€uata, TPOdPoUa EPELVNTIKA ATTO-
teAéopata, KA. Agv mpémel va unepPaivouv Tig 400 Aéelc.

9. BipAiokpitiki: H mapouciaon kat kpttiki BiAiwv yivetat
META amd MPOOKANCN TNG ZUVTAKTIKAG Emtpomic (uéxpt 600
Aé€elc - ouvodeveTal amd olvToun ayyAKn TepiAnyn.

10. ApBpa otnv ayyhikn YAwooa: H YYXIATPIKH Ba KukANogopei
otnv EAAnvIKn YAwooa mdvta pe AyyAikn mepiAnyn Twv gpya-
olwv. Eva i duo teuxn eTnoiwg Ba KukAoPopPoLV €€ OANOKApoU
otnv AyYAIKA (UE eKTETAMEVN EAANVIKA TIEPIANYN, 400-500
Aé€e1c). ZTa Tevyn autd Ba dnpooievovTal Epyacieg Evwy ou-
vadéA@wv aAld kat EAAAvwv. O1 epyacieq eANivwv cuvadéA-
WV pmopouv va urofdAlovtat otnv EAANVIKA 1 Tnv AyyAikn
YAwooa. Oogg epyacieg mpokpivovtal yla dnuocisuon Kat
€xouv umoPAnBei otnv EAAnvIKA yAwooa Ba petagpalovTal
UETA amd ouvepyaaia Tou MEPIOSIKOU E TOUG CUYYPAPEIC.



YNOBOAH EPTAZIQON

Ot gpyaoieg umofdAlovTal 0To TPWTOTUTIO KAl OE TPpia pwToa-
vtiypaga, otn ievbuvon;:

Meptodiké WYXIATPIKH
EAAnviki Wuxlatpikn Etaipeia,
Alovuaiou Alywvitou 17, 115 28 ABrva
e-mail: editor@psych.gr

To daktuloypagnuévo keipevo mpémel va cuvodevetal ano Oi-
okéta H/Y pe to Keipevo tng epyaciag ) va amooTéNAETAL NAe-
KTPOVIKO avtiypa@o pe e-mail. To keipevo mpémel va €xel ypa@ei
pe eme€epyaotn oupPato pe mpdypappa Windows fj e omolo-
dnmote mpdypappa yia umodoytotr Macintosh.

Madi pe ta ummoBalrdueva dpBpa mpémel va uToBANAETAL CUN-
mANPwUEVO To «XuvodeuTikd évTumo umofBoArg epyaciagy, umod-
Selypa Tou omoiou UTIAPYXEL 0TO TENOG KABE TEUXOUG TOU TIEPLO-
S1koU. Ot umoPailopeveg epyaoieg xapaktnpifovtal pe KwSIKO
aplBud, OV YVWOTOTIOLEITAL OTOUG CUYYPAYEIG Kal 0 Ommoiog
XPNnoloTIoLEiTal 08 KABE emKolvwvia pe To EPLodikd. Ta dpBpa
ypdgovtal otn dnuotiki yAwooa. H Saktuhoypdenon yivetal
otn pia 6Yn Tou @UANov, pe SIMAG didoTnua Kal meplBwplo Tou-
Adxlotov 3,5 cm.

TNV avw 6§l MAEUPA TNE TPWTNG OENISAG TTPETIEL VO UTTAPXEL
0 XOPOKTNPIOMOG KABe dpBpou (m.x. Avaokonnon, Epguvntiki
epyacia K.Am).

AIATA=H THX YAHX
'O\eg o1 oehideg aplBuouvTal, apyifovtag amd tn oeAida Tithou.

TeAida tithou: MNepihapBavel Tov TitAo Tou ApBpou (Uéxpt 12 Aé-
€€1C), TA OVOUATA TWV CUYYPAPEWV OTNV OVOUAOTIKI, TO KEVTPO
npoéheuonc, Tn S1eUBuvon Kal To TNAEPWVO TOU CUYYPAPEQ TTOU
Oa emikowvwvel pe To ePLodiKo. XTnv idla oelida avagépovTal
€miong ATopa, opyaviopoi, IdpupaTa K.ATT., Tou EVOEXOUEVWG OU-
véBalav oTnv mpayupatonoinon tg epyaciag.

MNepiAnyn: Xtn SeUtepn oeNiba ypageTal n EAANVIKA TTePiAn-
Pn, (mepimou 300 Aé€elg). TTnv mepiAnyn avake@alaiwvovtal
Ta KUpLa pépn NG epyaciag. OpAcelg OTWG «Ta EUPHHATA OU-
{nTouvTal» TIPETEL VA AMOPEVYOVTAL. XTO TEAOC TNG TEPIANYNG
avaypdgovtal 4-5 Aé€eig evpeTnpiov.

AyyAikR mepiAnyn: Xtnv tpitn oglida ypdgetal n ayyAikn
nepiAnYn, mou mpémel va éxel éktaon 400-500 Aé€ewv OTIG
OVAOKOTINOELG KAL TIC TPWTOTUTIEG £pYACieg Kal 300 AéEeIg OTIG
umoAotneg epyaociec. Mpémel va 5ivel oUCIAOTIKEG TTANPOPOPIEC.
TNV apxn TG ayyAlkng mepiAnyng avaypdgovtal ota AyyAikd
TO OVOUATA TWV CUYYPAPEWV Kal 0 TITAOG Tou apBpou.

Keipevo: Xwpiletal og ke@alala. MNa TG EPEVVNTIKEC Epyaoie &i-
vat: Eloaywyn, YAko kat pébodog, AmoteAéopata, Zulrtnon. Oca
amoteAéopata mapatiBevtal otoug mivakeg dev emavalapBdavo-
VTOL AETITOUEPWG OTO KE(UEVO.

BifAloypa@ikég mapamopmég: AplOuouvtal e avovta apld-
pé, avaloya HE TN OEIPd EUPAVIONC TOUG OTO KEipEVO (CUoTNHA

Vancouver). .. O Birley' Bprike 61t..., arAd o Afford? Stapuvnoe...
Ava@épovTal Ta ovOuaTa OAWV Twv cuyypagéwv. 1o BiBAlo-
YPA@IKO mivaka mepthapfBavovtal pévov ol BiAoypa@ikég ma-
POTIOUTTEG TTOU UTTAPXOUV OTO KEiEVO. Ta ApBpa avaokdmnong
Kal Ta €181ka apBpa ol PIPAoypaikéG mapamoumnég Sev PEmMel
va unepPaivouv Ti¢ 100, OTIG EPEVVNTIKEG EPYAOTIEG Kal TA YEVIKA
AapBpa TI¢ 50, oTa cUVTOMA ApPBpa Kal TIC EVOIAPEPOUTEC TIEPIL-
MTWOELG TIG 15 Kal ota dpBpa cuvTa&ng Kat TG EMOTOAEG TIPOG
™ ouvtaén 1ig 5. O BIPAIOYPAPIKOC KATANOYOC OUVTACOETAL UE
av€ovta aplBud, Tou avTioTolxEl 0TN OElpd pPAviong Twv Bi-
BAlOYPOQIKWVY TTAPATIOUTTWV OTO KEIPMEVO, OTIWG OTA aKOAouBa
napadeiypata:

1. Birley JLT, Adear P, Singer D, Rosenberg M. Electrogastrographic
studies in elderly patients. Gastroenterology 1980, 79:311-314
(Neprodikod)

2. Alford J, Nemiah J. Peptic ulcer in childhood. In: Sodeman WA
(ed) Pathologic Physiology. Saunders, Philadelphia, 1970:457-
472 (KegpdaAaio BiAiov)

3.Kinden A. Stress and emotion. Springer, Berlin, 1990 (BiAio)

4. Larsen E, Elliot B. Fatigue in major depression. Psychiatriki 2007,
(Suppl 1):5143-S144 (Mapdptnua meplodikov)

5. Silverstone A, Leman H, Stark J. Attempted suicide by drug-over-
dose. Paper presented at 2nd Congress on Suicide behaviour,
4-6 May 2002. Rome, Abstracts Book, pp 212-213 (Mapouciaon
o€ TuvEéSPLo - TOPoG MPAKTIKWY)

6.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
(lotooehida)

Ot ouvTuNoELG TV TTEPLOSIKWY TIPETEL va yivovTtal pe Baon To
Index Medicus.

Mivakeg: Mpagovtal ye SIMA6 StdoTnpa ypapopnxavig o e-
Xwptotr oelida. AptBuolvtal avaloya Pe TN OEIPA EPPAVIONG
TOUG OTO KEiUEVO, pE apaf kol aplBuouc (mivakag 1), akoAouBei
ouvToun KatatomoTik Aefavta (m.x. AoBeveic mou voonAel-
Onkav yia peudokunon oto Nocokopueio «ANe€avdpa» kaTd To
1988) kal o€ KABe OTAAN UTTAPXEL KATATOTIOTIKA EMIKEQAAISA.
Amo@eUyovTal Ol KAOETEC YPAUUEG.

Ewkoveg: Mpénel va otéAvovtal €ite Ta MPWTOTUTIA TWV OXE-
Siwv (Me ovIKA HeNAVN) €iTE PWTOYPAPIES. ITO MOW HEPOG
TPEMEL va avaypda@eTtal pe HOAUPL 0 aptBudg tng elkévag, ot
OUYYPAQEIG Kal O TITAOG TNG EIKOVAC. ONEC OL EIKOVEG TTPETEL VA
ava@épovTal 0TO KEIMEVO Kal va aplBpouvTal pe apafikoug
aptépoug.

Ovopatoloyia kat povadeg pétpnong: MNa Aentopépeleg, BA.
latpikn 1980, 37:139.

A6pOwon tumoypa@ikwv dokipiwv: O cuyypageic givat
UTTIOXPEWHEVOL Va KAvouv pia S16pBwon Twv Tumoypa@ikwy do-
Kipiwv. EkTeTapéveg petaolég Sev emrtpémovTal.





