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Editorial

From DSM-I to DSM-5

Psychiatriki 2015, 26:13-16

The fifth edition of DSM (Diagnostic and Statistical Manual of Mental Disorders) of the American Psychiatric Association, pub-
lished in May 2013, aimed to a make a breakthrough in the history of the taxonomy of mental disorders." The first edition of the
manual (DSM-1) by the American Psychiatric Association in 1952 was an attempt to provide a common language for communi-
cation between the clinicians. Both DSM-I and its revision, DSM-II (published in 1968), identified only three broad categories of
mental disorders: psychoses, neuroses, and character disorders. The terminology used and the description of disorders in these
early editions largely reflected the psychoanalytic approach of psychopathology and the identification of specific disorders
was based rather on an expert consensus than on research findings. DSM-III, published in 1980, established the most important
changes in psychiatric classification so far.? It defined specific descriptive criteria for the diagnosis of mental disorders while
dropping any reference to particular theories on their etiology, relied to a much greater extent on data from clinical and epide-
miological studies to define the specific disorders, and introduced the multi-axial diagnosis (apart from the clinical-diagnostic
categories, additional separate axes describing personality and intelligence disorders, medical conditions, psychosocial prob-
lems, and global functioning). These features of psychiatric classification remained in the next edition of the manual, DSM-
IV (published in 1994).2 The general taxonomic approach introduced by DSM-IIl —using specific descriptive diagnostic criteria,
atheoretical with regard to etiology, and based on empirical data- remained in DSM-5, but there are also several important
changes in classification methodology as well as in diagnostic categories and criteria’

The shift from the categorical approach of psychopathology (diagnosis based on criteria that either are fulfilled or not) to a
dimensional approach (definition of the disorders based on psychopathological dimensions along a continuum of severity or
intense) was a central goal in the development of DSM-5, which was reduced, however, to the introduction of some “dimen-
sional” aspects in its current version.* More precisely, while the categorical diagnostic criteria remain, there are also specifiers
of disorder severity and other clinical features, and certain symptoms can be also assessed by clinical scales. Several disorders
are grouped into broad categories that are called “spectrums”, e.g. “schizophrenia spectrum”, however only in autism separate
disorders of DSM-IV are now unified in a psychopathological continuum, the autism spectrum disorder. Moreover, a multi-
dimensional model for the description of personality disorders is proposed as an alternative, whereas in the official model the
DSM-IV diagnostic categories and criteria for these disorders are preserved.

The multi-axial system for diagnosis has been dropped in DSM-5, although there was no argument against the clinical im-
portance of the axes in past editions of DSM, i.e. the biopsychosocial approach to assessing and treating the patients. Since the
multi-axial diagnosis was not widely used in everyday practice, in the new system diagnoses of any mental disorder (including
personality disorders) and any medical condition are made on a single axis. Additionally DSM-5 comprises, although optionally,
the identification of certain psychosocial stressors and the assessment of global functioning by a self-administered scale, the
WHODAS 2.0.> As a companion to diagnosis, the use of certain clinical tools is proposed: “cross-cutting symptom measures” for
the assessment of symptoms co-occurring across mental disorders (e.g. depression, anger, mania, anxiety),® and specific clini-
cal scales for the assessment of symptom severity in certain disorders (e.g. dimensions of psychosis symptoms). Another useful
clinical instrument, especially in a cross-cultural clinical context, is the Cultural Formulation Interview, a semi-structured inter-
view for the assessment of cultural factors with significant impact on patient’s attitude towards the recognition and treatment
of a mental disorder.’

The number of diagnoses included in DSM-5 is much higher than DSM-IV (541 versus 383). This increase is mainly due to

splitting or regrouping of disorders already existing in prior editions. However, DSM-5 introduced a significant number of new
disorders, such as disruptive mood dysregulation disorder, premenstrual dysphoric disorder, binge eating disorder, hoarding
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disorder etc. Important changes from DSM-IV have also been made in diagnostic criteria and clinical subtypes of specific disor-
ders.® Regarding schizophrenia, for example, the special diagnostic significance of bizarre delusions and auditory hallucinations
(Schneiderian first-rank symptoms) are eliminated. Moreover, clinical subtypes of schizophrenia are eliminated due to their lim-
ited validity, reliability, and longitudinal stability. Instead, the evaluation of clinical heterogeneity and severity of the disorder
through the dimensions of symptomatology (positive, negative, disorganized, psychomotor, affective, and cognitive) is recom-
mended. Catatonia is now described as a distinct clinical syndrome and can be specifier to the diagnosis of psychotic, bipolar,
or depressive disorders. Some of the possible new disorders that were considered, they are proposed for further research. The
most important and most controversial among them, the “attenuated psychosis syndrome”, describes a condition that is con-
sidered prodromal of psychosis, although many individuals with this condition do not finally manifest the full blown syndrome.’
Suicidal behavior and nonsuicidal self-injury are also proposed as candidate distinct syndromes for further study, because these
behaviors may be associated with specific psychological and biological factors independently of other co-occurring mental
disorders. Other conditions (syndromes) proposed for further study are the following: depressive episodes with aort-duration
hypomania, persistent complex bereavement disorder, caffeine use disorder, internet gaming disorder, neurobehavioral disor-
der associated with prenatal alcohol exposure.

The controversies that surrounded the development and publication of DSM-5 rose important issues not only about the
changes in this revision but more generally about diagnostic systems and the status of psychiatric diagnosis. The risk of diag-
nostic overexpansion through the “medicalization” of psychopathology, the currently poor evidence for the validity of psy-
chiatric diagnosis, the “phenomenological poverty” that is resulted from the exclusive use of the DSM in clinical practice and
psychiatric training, are issues open for discussion and crucial for the future of psychiatry.”® On the other hand, the revolutionary
changes that have been proclaimed but could not be actualized as yet, i.e., the incorporation of neuroscientific findings in the
diagnostic system and the dimensional and spectrum approach in psychopathology, also aim to strengthen the scientific status
of psychiatric diagnosis."" The most interest and progressive aspect of the new diagnostic system might be its association with
the prospective of faster and continuing revisions (to DSM-5.1, -5.2, etc.). Modern psychiatry should find a shorter route to the
direction that combines more reliable and valid diagnosis with individualized care for patients.
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ApOpo cuvtaéng

Ao tTo DSM-I éto DSM-5

Yuylatpikn) 2015, 26:13-16

H 5n ék&oon tou SlayvwaoTtikov cuotipatog DSM (Diagnostic and Statistical Manual of Mental Disorders) tTng ApEPIKAVIKNAG
Yuxlatpikng Etatpeiag, mou kukAo@opnoe tov Mdto tou 2013, ihodolei va amoteAéoel Toun oTnv loTopia TNG TAIVOUNOoNGS TWV
YuxlaTpikwv Statapaywv.! H mpwtn ékSoon tou eyxelpidiov (DSM-I) éyive To 1952 amd Tnv Apepikavikn Yuxiatpikr Etaipgia wg
Mo mpoondBeta uloBETnong Hiag Kolvig Y\ wooag petal Twv KAVIKWV. Tooo to DSM-I 600 kat n avabewpnon tou, To DSM-II
(1968), avayvwpllav pOvo TPELG EVPEIEC KATNYOPIES PUXIKWY SIATAPAXWY, TIC YUXWOELC, TIG VEUPWOELG KAl TIG XOPAKTNPONOYIKEG
Slatapayéc. H opoloyia kal ol meplypa@ég Twv Slatapaxwy o€ AuTEG TIG ekGOOEIG avtavakAlovoav o€ peydo Babuo tnv Yuxava-
AUTIKN IPOCEyYion TG Yuxomaboloyiag, Kat n TauTomoinon Twv Slatapaxwv otnei{oTav mEPICOOTEPO OTN YEVIKI CUVAIVESH TWV
€10IKWV Tapd o€ epeuvnTika dedopéva. To DSM-III (1980) emépepe TIG ONUAVTIKOTEPEG AANAYEG oTNV YuxlaTpikn Tagivounon péxpt
ofuepa.? Opioe EI8IKA TTEQIYPAPIKA KPITHPLA YA TN S1dyvwon Twv PUXIKOV Slatapay®v amaleipovTag KAOe ava@opd os CUYKE-
KpPIHEVEG Bewpieg wg TIPOG TNV attioloyia Toug, otnpixOnke o peydho Babud os dedopéva KAIVIKWV Kal EMSNUIOAOYIKWY HEAETWV
yla ToV TTPOGOSI0PIoUO TWV SIATAPAXWY, Kal 0T yaye TNV MoAVa&ovIKh Sidyvwon (EKTOC amo TIG KAIVIKEC-S1aYVWOTIKEC KATNYOPIES
emmAéov mapAaAAnAot Aoveg yia TNV TPOCWITIKOTNTA Kal TN VONOoUVN, TI CWHATIKEG VOOOUE, TIG PUXOKOIVWVIKESG AVTIEOOTNTEG
KAl TN YEVIKN AEIToUpyIKOTNTA). Ta yvwpiopata autd Tng Yuxlatplkig tTagivounong Siatnpridnkav kat otnv eméuevn ékdoon Tou
gyxep16iov, DSM-IV (1994).2 H yevikr mpooéyyion Tou DSM-IIl yia Tnv Ta€lvopunon —pe auoTnpd IEPIYPAPIKA SIayvwoTIKA KPITAPLA,
aBewpnTIKN WG TPOG TNV arttoAoyia kat Bact{épevn o eumnelpikd Sedopéva- dlatnpndnke oto DSM-5, evw TapdAAnAa emixelpou-
VTl OPIOUEVEC ONMAVTIKES AANaYEC TOOO 0Tn HeBodoloyia Tng Ta&lvopnong 000 Kal o€ S1ayVWOTIKEG KATNYOPIEC KAl KPITHPLa.

H otpo@n amod Tnv Katnyopikr mpoaoéyylon tn¢ Yuxomaboloyiag (Sidyvwon pe Baon kpttrpla mou minpouvtal i éx1) oTn
Slaotaclakn mpooéyylon (mMpoodloplopog Twy dlatapayxwy péow Yuxomaboloyikwv dtaotdoswv Stafabuiopévng Baputntag
N évtaong) umnpée kevtpikn emdiwén otn Siapdpewon tou DSM-5, n omoia WoTACO MEPLOPICTNKE OTNV EI0AYWYI OPICUEVWY
HOVO «S1a00TACIAKWV» GTOIXEIWY 0TV TTapovoa £kdoon.* SuyKeKpIéva, evi S1atnpolvTal Ta KATNYOPIKA S1ayvwoTIKE KPITH-
pla, elodyovtal e€e101keVTEC TNG Stayvwong Bdacel TG BapltnTag TG Slatapayng rf AAAWY KAIVIKWV XAPAKTNPIOTIKWY TNG, Kal
Suvatotnta dafabuiopévng amotipnong cupntwpdtwy. Oplopéveg Slatapaxég opadomolovvtal og euPUTEPEG KATNYOPIEG TTOU
KOAOUVTAL «@ACHATAY, TLY. «PACHA OXI(OPPEVELAC», AAAA HOVO OTNV TIEPITTTWAON TOU AUTIOHOU S1aPOopPETIKEG SIOYVWOTIKEG KATN-
yopieg tou DSM-IV cuvevwvovTal o€ éva PuxomaBoAoyIkd CUVEXEG, EV TTIPOKEIPEVW TN Slatapayr auTioTikou @douatog. Emiong
€va MOAUSIA0TACIAKO HOVTENO TIEPLYPAPNC TWV SIATAPAXWY TTPOCWTTIKOTNTAC TTPOTEIVETAL WG EVOANAKTIKO, AAAA MO UWCE UIO-
BeTouVTal 0L KATNYOPIES Kal Ta KpITrpla Tou DSM-IV yia Tig v Adyw StaTapaxéc.

>to DSM-5 katapyeital To mohua&ovikd clotnua Sidyvwong, mapodlo mou Sev aueiofnTeital n KAVIKA onpacia mou ixav ot
a&oveg Twv mponyoLpevwy ekd6oewy, SnAadn n Blo-PuxXo-KOWWVIKK TTPOCEYYION TNG EKTIUNONG KAl AVTIMETWITIONG TWV aoOe-
vwv. Emeién n mohuvaovikn Sidlyvwon dev €Tuxe eupeiag epappoyng otnv KABNUEPLVH TTPAKTIKN, TO VEO oUoTNHaA cuvdudalel Tn
S1dyvwon kdBe Yuxikng Statapayng (cupmepAapfavopévwy Twv Slatapaxwyv MPOoowWIKOTNTAC) Kal KAOE CWHATIKAG VOOOU o€
évav povo aéova. NMapdAAnia to DSM-5 meptAapAvel, av Kal TPOALPETIKA, TNV TAUTOTIOINGCN CUYKEKPIUEVWY avVTiEOwWV Yuyo-
KOIVWVIKWV TTOPAYOVTWY KAl TNV AmoTiNon TNG YEVIKNAG AEITOUPYIKOTNTAC HECW TNG AUTOCUUMANPOUREVNG KAinakag WHODAS
2.0.° TupmAnpwpaTIKG TTPOG TN S18yVWweon TTPOTEIVETAL N XPFHON CUYKEKPILEVWV KAIVIKWV £QYAAEIWV yla ThV avixveuon Kat Tnv
AmoTiUNON UN-EI0IKWV CUMTITWHATWY TTOU «SlAaTPEXOUV» TO CUVOAO TwV YPUXIKWV Slatapayxwv (cross-cutting symptoms) (0mwg
KaTtdOMyn, Bupdg, pavia, dyxog K.A.),% kabwe Kat oplopévwy EISIKOV KAIHAKWY yia TNV eKTiunon ¢ BapUTNTag CUNMTWUAETWY
OUYKEKPIPEVWY Slatapaywv (m.x. S1a0TAcewv TNG YUXWTIKAG cupmtwpatoloyiag). Eva kAwvikd xpnowpo epyaleio, 16iwg oe dia-
TIOAITIOMIKA TIAQio1a doknoNng TNG KAWVIKAC TpAéng, amoteAei emiong n €181KA NUI-Sounuévn ouvévteuén yla TNV KTiUNoN TTOAL-
TIOUIKWY TTAPAYOVTWY JE ONUAVTIKA EMIGPACN 0TN 0TAON TOU AoBevoUG OXETIKA LE TNV AvayvwPLoN Kal TNV AVTIHETWITION TNG
PYuxIkA¢ Sratapaync (Cultural Formulation Interview).

O ap1Buéde Twv dlayvwoewv Tou Teptypd@ovtal 0to DSM-5, givat KaTtd TOAU PeyaAUTEPOC Ao auTtov Tou DSM-IV (541 évavTi 383).
H av&non mpokuntel og peydlo Babuod amod Slaxwplopoug Kat eEEISIKEVOEL TTPOUTIAPXOVTWY SlATapaxwy, EI0AYETAL OUWG KL £VAG
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ONUAVTIKOG aplOpog VEWV Slatapaywy, 0mwg n dtatapayrn amnoppuBbuiong Tng S1dbeong pe euepedloTdTNTA, N TTPOEUUNVOPPUCILA-
kn} Suopopikn Satapayn, n dlatapayr Kpicewv umep@ayiag, n SlaTapayr TAPACUCOWPEVONG K.A. XNHAVTIKEG LETABOAEG amod To

DSM-IV yivovTal kat 6Ta S1ayvwoTIKA KPITHPIA KAl TOUG UTIOTUTIOUG 0pIouévwy Statapaywv. Na mapdadetypa, ot oxi{oppévela ka-
Tapyeital n daitepn SlayvwoTiKn BapuTnTa Twv AAAOKOTWY TTAPAANPNTIKWVY IGEWV KAl TWV AKOUCTIKWV YPeudalobniocwv (mpwtng

Tta€ewg ovpmtwpata Katd Schneider). EmmAéov, katapyouvTal ot KAIVIKOI UTTOTUTTOL, AOYW TIEPIOPIOHEVNG EYKUPOTNTAG, a§lomioTiag

Kal 0TaBepdTNTAC TOUG OTOV XPOVO, KAl AVT' AUTWV CUCTHVETAL N EKTIUNON TNG ETEPOYEVELAG KAl TNG BapUtnTag TNG Slatapaxng

Héow S100TACEWV TNG CUMMTWHATOAOYIAC TNG (BETIKAG, apvNTIKAG, AmoSIopYAVWTIKAG, YUXOKIVNTIKNAG, CLVAICONUATIKAG, VONTIKAG).
H katatovia meptypdetal miéov wg exwploTo KAVIKO oUvEpopo Kat propei va amotelei e€€181keuTr TG Sldyvwong oTi¢ Yuxw-
TIKEC, SumoAIkEG Kat katabMmTikég Satapayég. Oplopéveg amd Tig véeg Slatapaxég mou culnTABNKav, TTPOTEIVOVTAL YIA TIEPAITEPW

Stepevvnon. H mmo onpavtikr aAAd kal TAEOV aU@INEYOHEVN AT AUTECG gival To «aUVEpopo e€aoBevnuévng Yuxwone» (Attenuated

Psychosis Syndrome), To omoio meplypd@el pia katdotaon mou Bewpeitat mpdSpopn TnG YUXwong, av Katl ToAAA armod Ta ATopa Tou

v mapouaidlouv Sev Ba eppavicouy TeAkd Puxwoikol Tumou Siatapayn.’ Mpoteivovtal emiong w¢ mbavd Eexwplotd cluvEpopa

TIPOC TIEPAITEPW MENETN N AUTOKTOVIKF) CUMTTEPIPOPA KAl Ol N-0UTOKTOVIKO{ QUTOTPAUATIOMOI, ETTEISH Ol CUUTTEPIPOPEC AUTEG TTI-
Bavwg ouvdéovTal pe 161KoUG YuxohoyikoUg Kal BloloyikoUg mapdyovTeg aveédptnTa amd AANeG GUVUTIAPXOUOEG YUXIKEG SlaTtapa-
XEG. ANNEG TTPOTEIVOUEVEG KATAOTATELG (CUVOPOA) Yia TIEPAITEPW PEAETN Eival Ol TAPAKATW: KATABNITTTIKA EMTEICOSIA e CUVTOUNG

S1apkelag umopavia, emuévouca cUVOeTn Satapayn mévBoug, dtatapayr xpriong kageivng, Statapayn maxviSIwv péow internet,
VEUPOOUUTEPLPOPIKH Slatapaxr oxeTI{OUEVN PE TIPOYEVVNTIKH €KOEON O€ ovomveupaTWoN.

OravtimapaBéoelg mou cuvodsucav TV avamTuén Kat TNV KukAo@opia Tou DSM-5 avédel§av onpavtikd {nTthpata, oxt pévo yia
TN OUYKEKPIPEVN €KGOON AANA YEVIKOTEPA YIA TA SIAYVWOTIKA CUOTAUATA KAl TNV EMOTNHUOVIKA TEKUNpiwon TNG Yuxlatpikng Sid-
yvwong. O kivbuvog yia S1ayvwoTiko unepmANBwWPIoUO HECW TNG «lATPIKOTIOINONG» TNG Puxomaboloyiag, n UTTOAETOUEVN aKOUA
O€ TEKUNPIWoN eyKUPOTNTA TNG PUXIATPIKAG SIdYVWong, N «QAIVOUEVONOYIKH TITWYX(a» TTOU EMEPXETAL ATTO TNV ATTOKAEIOTIKNA XPon
Tou DSM katd tnv KAviKn mpdaén kat tnv ekmaideuon Twv véwv YPuxidtpwy, givat Bépata avolyTtd yia oulrtnon Kat Kpiolpa yia 1o
HENoV TN WuxiaTtpikAc.'® Ao Tnv dAAN TTAEUPd, Ot EMaVACTATIKEG alayEg TTou e€ayyéNBnkav —aANd Sev tav Suvatd va mpay-
patomoinfouv otn BAon Twv onueEPIVOV SESOUEVWV—, OTTWG N EVOWUATWON VEUPO-ETMIOTNHOVIKWY EUPNUATWY 0TO S1ayVWOoTIKO
oUOoTNUA Kal N SI00TACIOKN KAl @ACHATIKN TTPOoEyylon TnG Yuxomaboloyiag, OTOXEUOUV EMIONG OTNV EVIOXUON TNG EMOTNHUOVIKAG
TeKpNpiwong TG YuxlatpikAg Sidyvwonc." lowg To mo evSlapépov Kal TPOXWPENHUEVO OTOIXEID TOU VEOU Sl1ayvwoTIKOU GUGTH-
HaTOG €ival OTI CUVOEETAL PE TNV TIPOOTITIKY TAXUTEPWV Kal ouveXI{opeVwY avabewpriocewv (o€ DSM-5.1, -5.2 k.0.k). H cuyxpovn
WYuylatpikn mpémel va Bpel Tov GuVTopdTEPO SPOHO TIPOG TNV KateuBuvon mou cuvSudlel Tnv o éykupn kat a&lomotn Sidyvwon
ME TNV €EATOUIKEVIEVN PPOVTIOA YIA TOUG TTACXOVTEC,.

BaciAng Kovra&akng
Kabnyntri¢ Khvikri¢ & Kovwvikri¢ Yuxiatpikri MNavemotnuiov ABnvwv

NMwpyog Kwvotavrtakomoulog

Emotnuovikég Zuvepydtng, A Yuxiatpikr Khivikrj Mavemotnuiouv ABnvawy,
Atywviteio Noookoueio, AbBriva
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Research article

The relationship of Theory of Mind
with symptoms and cognitive impairment
in bipolar disorder: A prospective study”
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2Section of Cognitive Neuropsychiatry, Department of Psychosis Studies, Institute of Psychiatry, King’s College London, UK
3Department of Psychiatry, General Hospital "G. Gennimatas', Athens, Greece

Psychiatriki 2015, 26:17-27

revious studies in bipolar disorder suggest patients’ deficient performance in Theory of Mind
tasks, both during manic or depressive episodes and in remission. However, most of the extant
studies were cross-sectional and did not control for potential confounders such as residual
symptoms or co-existent deficits in other cognitive functions. The present study is the first pro-
spective study that assessed the effect of remission on Theory of Mind (ToM) in patients with Bipolar
Disorder (BD) controlling for other cognitive deficits. ToM was assessed in 29 patients with BD type
| during an episode of the illness and in remission as well as in 29 healthy controls. The two groups
were pair-matched for gender, age and education level. Three tests with different levels of complex-
ity were used to assess ToM: First Order False Belief Task, Hinting Task and Faux Pas Recognition Test.
Concomitantly, a comprehensive battery of neuropsychological tests was administered to all partici-
pants assessing general intelligence, working memory, attention, speed processing, verbal learning,
and memory and executive functions. The Hamilton Rating Scale for Depression, Young Mania Rating
Scale, Brief Psychiatric Rating Scale, and GAF were also administered to the patients. Differences be-
tween patients —in acute phase and in remission- and the control group on neuropsychological tests
were tested using one-way ANOVA with post hoc Bonferroni corrections. The effect of other cognitive
deficits on patients’ ToM dysfunction was controlled for using general linear models. The patients

* Award "in memory of Maria Zaousi" . International Congress "Crises and Disasters: Psychosocial consequences"”,
6-9 March 2013, Athens
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showed significantly lower performance in all ToM tests during the acute phases as compared to the
control group (p values from 0.001 to 0.014). However, these impairments did not persist beyond
acute mood episode, except patients’ poor performance on Faux Pas (p=0.001). Additionally, patients
had poorer performance compared to control group in verbal learning and memory (p<0.001) as well
as visuospatial working memory (p<0.001) during both the acute and the euthymic phases of theill-
ness. Patients also had poorer performance than healthy controls in immediate memory (p=0.026)
and executive functions (p=0.001), however only during episodes of illness. Differences in Faux Pas
did not remain statistically significant when the effect of verbal memory and visuospatial working
memory was controlled for. Differences in other ToM tests during episodes did not remain statisti-
cally significant, when other cognitive functions that were found impaired in patients during episodes,
were controlled for. The findings of this study support the hypothesis that ToM dysfunction in BD is
associated with mood symptoms and it might reflect underlying cognitive deficits rather than repre-

senting a specific trait marker of the disorder.

Key words: Theory of Mind, social cognition, cognitive dysfunction, bipolar disorder, remission.

Introduction

Theory of Mind (ToM), the ability to understand
mental states of other people (such as beliefs and
intentions), is one of the key components of social
cognition."? Many studies have offered evidence for
ToM dysfunction in schizophrenia and two recent
meta-analyzes found large effect sizes of the differ-
ences between schizophrenia patients and healthy
controls in ToM performance.>* ToM dysfunction has
a significant negative impact on social functioning of
these patients, probably in a greater extent than any
other concurrent cognitive deficit.> Moreover, ToM
deficits in schizophrenia persist beyond the acute
phase of the disorder®™ and they may be independ-
ent of concomitant deficits in other cognitive func-
tions, such as general intelligence, memory, atten-
tion and executive functions.”'*'¢

More recently, the examination of ToM in bipolar
disorder (BD) has been the focus of relevant research,
as ToM impairments could be associated with psy-
chosocial dysfunction in this disorder too. Significant
deficits in ToM tests were found during the acute
phases of the illness (mania or depression) in both
adults"%° and pediatric patients with BD*' as well as
in subsyndromal phases.?> Moreover, some studies
in remitted patients with BD found that they exhibit
poorer performance in some ToM tests compared
with healthy controls.2*7° However, other studies
have not found ToM impairment in BD patients in
both remission'” and mania,*' while in most of the
studies that they used multiple ToM tests BD patients

performed worse than controls only in some of these
tests and not in others.'®19222>27.2830.32 Therefore, the
available evidence on ToM impairment as a stable
characteristic of BD is far from robust, and a number
of methodological issues in this line of research as
well as the effect of potential confounding factors
should be further examined.

Regarding the methodological shortcomings of
previous studies, it should be noted that some of
them used mixed samples of patients with BD and
major depression'®?* or patients with BD type | and
11,2273932 3lthough it has been found that the type of
disorder can significantly affect ToM performance.?'
Moreover, the studies in non-acute phases of BD
used different criteria for the definition of euthymia
and/or remission.'*?>283% Thus, it is not clear whether
patients’ ToM dysfunction in these studies was not
related with residual symptoms. On the other hand,
studies that examined the effect of symptoms on
ToM performance in BD patients found a significant
correlation with the severity of both manic?'3? and
depressive?” symptoms. To our knowledge, there has
been as yet no prospective study that directly exam-
ined the effect of remission in ToM performance in
patients with BD.

The potential impact of deficits in other cognitive
functions on ToM dysfunction in BD was examined
in previous studies, although only two of these as-
sessed a wide range of cognitive abilities and found
an association between executive functions and ToM
deficits.*** There is also evidence that ToM dysfunc-
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tion in BD is associated with sustained attention
deficits.?®? Hence, in contrast to previous findings in
schizophrenia, both symptoms and overall cognitive
functioning might be determinants of ToM in BD.
Therefore, recent reviews*>* and a meta-analysis*”
on ToM deficits in BD highlighted that the role of
subclinical symptoms, general cognitive deficits and
other possible confounding factors should be fur-
ther investigated in order to determine whether ToM
dysfunction is a stable feature of the disease.

This study is the first prospective study examining
the effect of remission on ToM in BD. ToM perfor-
mance was evaluated in patients with BD type | dur-
ing episode and was reassessed in euthymia. The po-
tential impact of coexisting deficits in a wide range
of cognitive domains on ToM dysfunction in BD was
also examined.

Material and method

Participants and procedures

Twenty-nine patients (12 male and 17 female)
aged 22-65 years meeting the DSM-IV-TR criteria
for BD type 1,°° 16 of them being in depressive and
13 in manic episode, were recruited along with 29
healthy participants. Patient and control groups
were matched for gender, age and education lev-
el. The clinical sample was recruited from the psy-
chiatric departments of the General Hospital "G.
Gennimatas" and the Eginition Hospital in Athens.
Healthy participants were recruited from local com-
munities. Clinical and neuropsychological evalu-
ation of the patients was held in two phases. The
first assessment was conducted shortly after their
admission to the hospital, while the second as-
sessment was performed at least 4 weeks after
discharge (mean 7.2+3.4 weeks) and only if the pa-
tients met the criteria for euthymia (see below). All
patients were receiving medication at the time of
assessment. In particular, all of them were receiving
mood stabilizers (lithium, divalproex sodium, etc.),
and the majority of them were additionally on an-
tipsychotics, antidepressants or benzodiazepines.
Exclusion criteria for all participants included: age
beyond 60 years old, intellectual disability, history
of head injury, history of a serious neurological dis-
order or a systemic illness with known neurological
complications, alcohol or substance abuse (other
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than nicotine) within the last month or alcohol or
substance dependence (other than nicotine) in the
last 6 months preceding their inclusion in the study,
and receiving electroconvulsive therapy within the
last 6 months. Inclusion criteria for the control sub-
jects were no personal history of psychiatric disor-
der or family history of psychosis or bipolar disor-
der. All participants were Greek native speakers. All
participants had been informed about the research
procedures and given written informed consent as
approved by the local Ethics Committee. Additional
information for patients was obtained from their
medical records and treating physicians.

Clinical assessment

Symptom severity in patients with BD was evalu-
ated by valid and widely used clinical scales: (a) the
Brief Psychiatric Rating Scale (BPRS),*” which assesses
psychotic symptoms, (b) the Hamilton Depression
Rating Scale (HDRS),*® which assesses depressive
symptomatology, and (c) the Young Mania Rating
Scale (YMRS),*® which assesses manic symptomatol-
ogy. Euthymia was defined by a score of 6 or less at
the YMRS and a score of 8 or less at the HDRS. Finally,
the patient’s psychosocial functioning was assessed
by the Global Assessment of Functioning (GAF).*°

Neuropsychological assessment

A neuropsychological battery assessing a wide
range of cognitive functions was administered to
all participants. The Vocabulary subscale (WAIS-
Vocabulary) from Wechsler Adult Intelligence Scale
(WAIS)*" was used to estimate general intellectual
ability, because it is considered as the scale with the
highest correlation with individual’s general intel-
ligence. The Block Design (WAIS-Block design) and
Digit Span (WAIS-Digit span) subscales were used
to assess visuospatial and verbal working memory,
respectively. Executive functions were examined us-
ing three different tasks: the Stroop Color-Word test
(Stroop),* the Wisconsin Card Sorting Test — 64 ver-
sion (WCST),*”® and the Trail Making Test, part A & B
(Trails).** The Stroop-Interference, WCST-Categories,
WCST-Perseverative errors and Trails-B were used as
indicators of executive functioning. Moreover, the
Stroop-Word and Trails-A scores were used in this
study as measures of sustained attention and pro-
cessing speed. Verbal learning and memory were
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assessed by the Rey Auditory Verbal Learning Test
(RAVLT)* scores — immediate memory, learning
curve, immediate and delayed recall, recognition.

ToM assessment

ToM was evaluated by the following three tests in
order of increasing complexity:

a. The First Order False Belief task.”***” This test con-
sists of two stories that are read aloud to the sub-
ject followed by two questions. The first question
refers to one of the characters’ mistaken belief re-
garding the situation. Correct answer to this ques-
tion requires the knowledge of the mental state of
the hero (ToM question). The second question is
a measure of story comprehension regarding an-
other aspect of the situation and can be answered
correctly without using ToM skills (reality ques-
tion).

b. The Hinting task.”***” This test requires the sub-
ject's ability to infer the real intentions behind di-
rect speech. The original test consists of 10 stories
(4 of which are only used in this study) describing
an interaction between two characters in which
one of them drops an obvious hint. The subject is
then asked what the character really meant when
he/she said this. For each correct response two
points are given. If the subject fails to give the cor-
rect response, an even more obvious hint is added
to the story and one point is given for each correct
response.

c. The Faux Pas Recognition Test (Faux Pas).*® A Faux
Pas occurs when someone says something with-
out thinking that the person who hears it may not
want to hear it or be offended or hurt by it. The
test consists of 20 stories arranged in random or-
der - 10 stories with social cognition mistakes and
10 control stories. In the present study, the sum of
correct error detections and correct rejections in
control stories (non-Faux Pas stories) were meas-
ured (Faux Pas-recognition score).

Statistical analyses

The normality of distribution was examined by the
means of Shapiro-Wilk test. None of the variables
showed non-normal distribution; therefore, exclu-
sively parametric tests were used. For comparisons
between BD patients and healthy controls in demo-
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graphic characteristics t-test was used for quantita-
tive variables and x? test for gender. The differences
in clinical variables between episodes and euthymia
and in neuropsychological variables between manic
and depressive episodes were tested by t-test. The
differences between patients —whether in the acute
phase or in remission— and controls in neuropsy-
chological performance were tested using one-way
ANOVA with paired contrasts corrected for multiple
comparisons using Bonferroni corrections. To exam-
ine ToM impairment after controlling for the poten-
tial influence of other cognitive deficits, comparisons
in ToM performance were repeated using general
linear models in which other neuropsychological
variables were entered as covariates. All results at a
p level <0.05 were considered significant, unless oth-
erwise noted. Statistical analyses were performed us-
ing IBM SPSS Statistics version 20.

Results

Demographic and clinical characteristics of the
sample are presented in table 1. There were no sig-
nificant differences between patients and healthy
controls in gender, age and education level. As ex-
pected, patients had significantly higher scores in all
clinical scales ~-HDRS, YMRS, and BPRS- and signifi-
cantly lower GAF score during mood episodes than
in remission.

The comparison between patients undergoing
a manic episode and those in a major depressive
episode did not reveal statistically significant dif-
ferences in any of the neuropsychological tests.
Accordingly, patients undergoing a mood episode
irrespective of polarity were considered as a single
group in further analyses. Neuropsychological per-
formance of the groups and the results of ANOVA
and post hoc comparisons are presented in table
2. Patients with BD exhibited significant deficits in
general intellectual ability (WAIS-Vocabulary), visuo-
spatial working memory (WAIS-Block design), ver-
bal learning (RAVLT-Learning curve), short and long
term verbal memory (RAVLT-Immediate and Delayed
recall) both in mood episodes and in remission com-
pared to healthy controls. Patients’ performance was
impaired only during mood episodes in the verbal
component of immediate memory (RAVLT-Immediate
memory) and in executive functions - in particular,
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Table 1. Demographic and clinical characteristics of patients with bipolar disorder (BD) and healthy controls.

BD Patients (n=29) Healthy Controls (n=29) Statistics p
Mean (SD) Mean (SD)
Gender (Women), n (%) 17.0 (58.6) 17.0 (58.6) x2=0.00 1.000
Age (years) 44.2 (11.8) 44.9 (13.0) t=0.21 0.833
Education (years) 12.7 (4.0) 124 (3.7) t=-0.27 0.786
Age at onset (years) 28.1 (7.4) -
Duration of illness (years) 16.3 (10.0) -
Hospitalizations 34 (34 -
HDRS (n=16) - t=8.40 <0.001
Episode 23.7 (7.9
Remission 6.7 (1.4)
YMRS (n=13) - t=14.12 <0.001
Episode 30.5 (5.1)
Remission 55 (1.0
BPRS - t=5.92 <0.001
Episode 429 (9.9
Remission 28.8 (7.0)
GAF - t=-9.27 <0.001
Episode 38.8 (9.9
Remission 65.8 (11.6)

HDRS=Hamilton Depression Rating Scale, YMRS=Young Mania Rating Scale, BPRS=Brief Psychiatric Rating Scale,
GAF=Global Assessment of Functioning

Table 2. Neuropsychological performance of patients with bipolar disorder (BD) during episode and in remission,
in comparison with healthy controls (one-way ANOVA and post hoc Bonferroni corrections).

Healthy BD-Episode  BD-Remission F p Pairwise

controls (n=29) (n=29) (df=2.87) comparisons

(n=29) Mean (SD) Mean (SD)

Mean (SD)
WAIS-Vocabulary 11.93 (1.89) 10.07 (2.09) 9.92 (2.26) 8.18 0.001 E,R<HC
WAIS-Block design 10.55 (1.68) 7.96 (1.91) 8.15 (1.76) 18.48 <0.001 E,R<HC
WAIS-Digit span 9.61 (2.87) 8.07 (2.21) 8.23 (2.49) 3.07 0.052 NS
Stroop-Word 94.58 (16.77) 8257 (19.21) 87.73 (19.27) 3.14 0.048 NS
Stroop-Interference 1.69 (9.02) -1.61 (9.08) -1.50 (9.38) 1.19 0.311 NS
RAVLT-Immediate memory 7.00 (2.46) 5.45 (1.90) 6.54 (2.18) 3.81 0.026 E<R,HC
RAVLT-Learning curve 13.48 (2.60) 10.38 (2.65) 11.15 (2.85) 10.34 <0.001 E,R<HC
RAVLT-Immediate recall 11.93 (3.44) 7.86 (3.18) 8.92 (3.65) 10.97 <0.001 E,R<HC
RAVLT-Delay recall 12.28 (3.24) 7.69 (3.13) 9.38 (3.35) 14.87 <0.001 E,R<HC
RAVLT-Recognition 19.45 (6.45) 16.21 (6.67) 18.38 (6.32) 1.88 0.160 NS
WCST-Categories 3.03 (1.27) 1.69 (1.28) 2.23 (1.53) 717 0.001 E<HC
WCST-Perseverative errors 11.11 (8.67) 20.31 (9.99) 14.27 (8.00) 7.77 0.001 E>R,HC
Trails A 47.00 (29.71) 72.14 (60.32) 52.27 (31.90) 2.70 0.074 NS
Trails B 109.59 (80.54) 181.52 (87.68) 165.54 (92.92) 5.43 0.006 E>HC
False belief task 1.71 (0.66) 1.17 (0.85) 1.58 (0.58) 4.50 0.014 E<HC
Hinting task 7.11 (1.03) 552 (1.72) 6.61 (1.74) 8.04 0.001 E<HC
Faux Pas-Recognition 10.47 (1.94) 1232 (2.33) 13.91 (2.78) 8.26 0.001 E<R<HC

E=Patients during episode, R=Patients in remission, HC=Healthy controls, NS=Not Significant differences
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set shifting (WCST-Categories and Perseverative er-
rors, Trails-B). Regarding ToM assessment, patients
had significantly poorer performance than healthy
controls in all tests during the episode but only in
Faux Pas during remission.

The neuropsychological profiles of patients dur-
ing the episode of the disorder and in euthymia are
graphically illustrated in figure 1. Patient’s z scores
presented in this graph were calculated using means
and standard deviations of the healthy control group.

In order to examine the effect of other cognitive
deficits on patients’ ToM performance general lin-
ear models were created. In each of these models, a
ToM task was the dependent variable and the group
of participants (patients with BD/healthy controls),
along with their scores on other neuropsychologi-
cal tests, were entered as independent variables (see
Table 3). Regarding Faux Pas test, scores in other tests
in which euthymic patients showed significantly
poorer performance than healthy controls were en-
tered as covariates. This analysis revealed that differ-
ences in Faux Pas performance were no longer statis-
tically significant when the effect of WAIS-Block de-
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sign, RAVLT-Immediate recall and delayed recall were
controlled for, whereas these differences remained
significant after controlling for the effect of WAIS-
Vocabulary and RAVLT-Learning curve. The impact
of other cognitive deficits on patients’ performance
on ToM tests during episodes was also tested with
general linear models. Scores in other tests in which
patients performed significantly poorer than healthy
controls during episodes were entered as covariates.
The difference in performance on the False Belief test
did not remain statistically significant when WAIS-
Vocabulary and Block design, RAVLT- Learning curve,
Immediate and Delayed recall, WCST-Categories and
Perseverative errors and Trails-B were entered as co-
variates. Furthermore, performance differences on
Hinting task did not remained statistically significant
when WAIS-Block design was entered as covariate
(table 3).

Discussion

The present study is the first to examine prospec-
tively ToM and cognitive functioning in patients with
BD-I during episodes and in euthymia. In order to as-

-0.5+

-1.5 1

24

—m— BD-Episode
—&— BD-Euthymia

Figure 1. The impact of remission on cognitive functioning: Performance of patients with bipolar disorder (BD)
during episode and in euthymia (z-scores). Asterisks indicate statistically significant differences between patients

and healthy controls.
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Table 3. The impact of other cognitive functions on ToM in patients with bipolar disorder (BD): The effect of study
group (bipolar patients/healthy controls) in general linear models with scores in other neuropsychological tests

entered as covariates.

Variables Adjusted R? F* p*
Dependent: False Belief Task**

WAIS-Vocabulary 0.19 2.50 0.119
WAIS-Block design 0.12 2.19 0.145
RAVLT-Immediate memory 0.10 4.30 0.043
RAVLT-Learning curve 0.18 1.24 0.270
RAVLT-Immediate recall 0.22 0.53 0.470
RAVLT-Delay recall 0.13 1.22 0.275
WCST-Categories 0.20 1.46 0.233
WCST-Perseverative errors 0.13 2.56 0.116
Trails B 0.17 2.69 0.107
Dependent: Hinting Task**

WAIS-Vocabulary 0.32 6.64 0.013
WAIS-Block design 0.33 2.13 0.151
RAVLT-Immediate memory 0.26 10.85 0.002
RAVLT-Learning curve 0.25 7.90 0.007
RAVLT-Immediate recall 0.28 5.73 0.020
RAVLT-Delayed recall 0.28 4.42 0.040
WCST-Categories 0.25 9.39 0.003
WCST-Perseverative errors 0.21 10.97 0.002
Trails B 0.29 9.54 0.003
Dependent: Faux Pas — Recognition***

WAIS-Vocabulary 0.19 4.24 0.018
WAIS-Block Design 0.20 2.12 0.127
RAVLT-Learning curve 0.21 3.53 0.034
RAVLT-Immediate recall 0.35 1.79 0.174
RAVLT-Delay recall 0.33 1.57 0.259

*Values correspond to study group (patients with BD/healthy controls) as an independent variable in each general
linear model, **Patients’ performance during episode, ***Patients’ performance in remission

sess more accurately the impact of symptom remis-
sion on ToM, patients were reassessed only if they
met strict criteria for euthymia. Moreover, the impact
of concurrent cognitive deficits on patient’s ToM per-
formance was examined.

We found impairments in verbal immediate mem-
ory, verbal learning ability, short-term and long-term
verbal memory as well as in executive functions —in
particular, mental flexibility- during BD episodes
in agreement with the findings of previous stud-
ies.*** Deficits in sustained attention have also been
found with specific tests that were not included in
our study battery. The significant deficits that were
found in general intellectual ability and visuospatial

working memory, have also been identified in previ-
ous studies, mainly in the manic phase.*® However, in
our study these deficits remained significant after re-
mission. The majority of previous studies in euthymia
found deficits in executive functions, verbal learning
and memory, processing speed and sustained atten-
tion.**#97°¢ The findings of this study confirm only
impairments in verbal memory and learning but not
in the other aforementioned cognitive functions in
euthymia. As it has been pointed out in reviews of
the literature, findings vary considerably across the
available studies.>**’

Regarding ToM assessment, patients in a mood
episode had significantly poorer performance in all
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tests than healthy controls. Our findings are in line
with studies of Kerr et al,”” and Bonstein et al,'® that
found ToM impairment only in the acute phase of
BD using false belief tests. Moreover, ToM deficits
have been also found in other studies using false
belief and hinting tests in patients with bipolar ma-
nia,'*?® with depression'® as well as in acute pediat-
ric patients.?' To date, only one study did not find
ToM deficits using cartoon stories in manic patients,
whose symptoms however were of mild to moder-
ate severity.’® In euthymia, only patients’ perfor-
mance in the Faux Pas, the most complex of ToM
tests administered, remained significantly poorer
than in healthy controls. Otherwise, euthymic pa-
tients did not differ from normal controls in any
other ToM test. In line with our findings, none of
the previews studies has detected ToM dysfunction
using false beliefs or ToM stories in euthymic pa-
tients'”?*2>% and/or in patients with subsyndromal
symptoms.?? Only in the study by Wolf et al' eu-
thymic BD patients performed worse than healthy
controls in both first and second-order false belief
stories as well as in hinting task. However, regarding
hinting task, findings are contradictory: euthymic
patients showed impaired performance in one
study® while in another study no such impairment
was detected.?> By contrast, all studies that used
Faux Pas or other similar test in euthymic patients
found impairments,?® mainly in the cognitive*2%3°
but not in the emotional component of ToM.

The effect of cognitive functions on ToM during BD
episodes has not been as yet systematically studied.
Only a few studies have investigated specific effects
on ToM performance in bipolar patients during acute
phases and found no correlation with general intel-
ligence (1Q),"'®2° practical intelligence and executive
functions.' In the present study, it was found that in
BD episodes, deficits in many cognitive functions (in-
tellectual ability, visuospatial working memory, ver-
bal learning and memory and executive functions)
decisively contribute to patients’ poor performance
in false belief tasks. Moreover, working memory im-
pairment significantly contributed to patients’ poor
performance in hinting task. In addition, differences
between patients and control group in Faux Pas test,
both during episodes and in remission, remained
significant after controlling for other cognitive defi-
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cits which also persist in remission, such as visuos-
patial working memory and verbal memory deficits.
Two previous studies found no effect of executive
functions and attention on ToM performance of BD
patients in the Faux Pas test.?®?° However, unlike the
present study, these studies were not prospective.
Moreover, they did not examine patients’ cognitive
deficits, both in episodic relapse and in remission, as
covariates. Based on our findings, ToM deficits that
are present in both episodes and remission of BD
might be secondary to underlying deficits in basic
cognitive functions.

Among the limitations of our study we should ac-
knowledge that its sample size, although adequate
for comparisons between groups, was not large
enough for the assessment of differences between
depressed and manic patients. Moreover, the prac-
tice effect in repeated neuropsychological testing
should be taken into account in the interpretation of
the findings. Finally, as in all previous studies, it was
not possible to eliminate the confounding effect of
medication.

In conclusion, the findings of this study offer sup-
port to the hypothesis that ToM dysfunction in BD is
associated with mood symptoms and is more likely
to reflect other underlying cognitive deficits than to
represent a stable characteristic of the disorder. The
effect of ToM as a key component of social cogni-
tion on psychosocial functioning of patients with BD
should be further investigated. However, our find-
ings indicate that ToM may be a mediator in the rela-
tionship between basic cognitive deficits and social
dysfunction that is observed in BD.>*® Consequently,
therapeutic interventions targeting enduring cogni-
tive deficits in the course of BD are crucial to improve
both patients’ social cognition and global function-

ing.
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MponyoUueveg peNETEC Tapeixav evprpata utép TG mmapéng SucAeitoupyiag Tng Oswpiag Tou Nou
(©1TN) otn StmoAikn Sdtatapayr (AA), Tooo o€ o&gieg PATEIC TNG VOOOUL 000 Kal 0TV LPeon. QOTOCO,
EUUEVOVTA UTTOKAIVIKG CUUTITWHATA KAl CUVUTIAPXOVTA EANEIUHATA AAAWY VONTIKWV AEITOUPYIWV
amoteAoUV TBAVOUC CUYXUTIKOUG TTAPAYOVTEG TWV HEAETWV auTtwy. H mapoloa peAéTn amoTeAel TNV
TIPWTN TIPOOTITIKI LENETN PE OKOTIO VA EKTIUNOEL TNV eMidpaon tng Lpeong otn OTN o€ acbeveic pe
AN, ouvefetalovtag AAeg vonTiké Aettoupyiec. H ©TN a&lohoyriBnke o€ 29 aoBeveic pe AA tOMOUL
| katd tn Sdpkela emelcodiov Kal KATA TNV UPECN TNG CUPMTWHATOAOYIAG, KABWC Kal o€ 29 LyLE(g
ouppeTEXOVTEG. Ot SU0 opdAdeg evapuovioTnKav YE avTioTolXia €vag-pog-évav wg mPog To QU-
Mo, TNV nAkia kat to emimedo ekmaidevong. Xpnotpomolndnkav Tpelg Sokipaoiec OTN pe diapopeTi-
Ka emimeda moAumhokoTnTag: Aokipaoia Eopalpévng Memoibnong Mpwtng Taéng (First Order False
Belief Task), Aokipaocia vmawviypouU (Hinting Task) kat Aokipaoia avayvwplong atomripatog (Faux
Pas Recognition Test). AflohoyriOnkav mapdAAnAa pe cuoTtolyia veupouxoAoyiKwv SOKIPACIWV TO
YEVIKO vonTiké SuVAULKG, N UVAKN €pyaciag, n TPoooxr, N Taxutnta eneepyaciag, N AeKTIKN Uvi-
U Kal Hdnon, Kal ol EKTEAECTIKEG AEITOUPYIEC. XopnynOnkav 0Toug aoBeVeig ot KAIVIKEG KAIUOKEC:
Hamilton Rating Scale for Depression, Young Mania Rating Scale, Brief Psychiatric Rating Scale kat
GAF. Ot Siapopéc petalld twv acBevwv —oe o&gia pdaon Kal o€ UPeoN- Kal TNG opAdag EAEyxou OTIG
veUPOWYUXONOYIKEG SoKIpaoieg, EAéyxOnkav pe tn dokipacia one-way ANOVA pe post hoc Bonferroni
SlopBwoelc. H emidpaon Twv AAAwv vonTIKWV SUCAEITOUPYIWV OTA EAAEIUHATA TwWV acBevwy o€ do-
Kipaoieg OTN eAéyxOnKe HEOW YEVIKWV YPAUUIKWV HOVTEAWV. Ot aoBevei¢ eppdvicav onuavTika
XOUNAOTEPN emidoon og OAeg TG Sokipaoieg OTN katd TNV ofeia @don oe oclykplon Pe TNV opdada
eNéyxou (TIpég p amo 0,001 €wg 0,014). Qotdoo, Ta eAAeippata TnG OTN dev Siatnpndnkav KaTd TNV
U@eon, Tapd Povo n xapnAn emidoon twv voppoBupuikwy acBevwv oto Faux Pas (p=0,001). EmmAéoy,
1000 KaTd TN Sidpkela Twv emelcodiwv 000 Kat Katd Tn vopupobupia Bpébnke Suohertoupyia otn Ae-
KTIKA VAN Katl pdonon (p<0,001) Kal TNV OTTIKOXWPIKA HVAUN Epyaciag (p<0,001), oe oxéon pe TNV
opada eAéyxou. Xaunhotepeg embooelg otnV dpeon Pviun (p=0,026) Kal TIG EKTEAECTIKEC AEITOUPYI-
€¢ (p=0,001) BpéBnkav pévo katd ta emelcdSia Tng véoou. Ot Stapopéc oto Faux Pas Sev mapépeivav
OTATIOTIKA ONUAVTIKEG, OTAV OUVEKTIMAONKE N emidpaon TNG AEKTIKAG UVAMNG KAl TNG OTTITIKOXWPIKAG
MVAUNG epyaciac. H peiwpévn emidoon Twv aoBevwv oTig umodAotneg Sokipaoiec OTN ota emelcddia
&V TTOPEPEIVE OTATIOTIKA ONUAVTIKI OTAV CUVEKTIUAONKAV AANEC vONTIKEG AEITOUPYIEC OTIC OTTOIEG
ol aoBeveic eppavicav ENelgpa ota emeloodia. Ta vpripata TnG mapouoag PeAéTNG ummootnpilouv
TNV unéBeon o611 n Suochettoupyia TG OTN otn AA oxetifetal e Ta CLUVAIOONUATIKA CUUTTTWHATA
Kal gival mBavéTtePo va avtavakAd unokeipeva eANEIPPATA AAAWY VONTIKWVY AEITOUPYLWV TTAPA va
avTIMPOoWTEVEL £va 0TABEPS XOPAKTNPIOTIKO TNG SlaTtapayng.

Né€eig eupeTnpiou: Ocwpia Tou Nou, Kovwvikr vénon, vonTikn ducheitoupyia, SimoAkn diatapa-
XA, Vpeon.
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ementia not only affects patients but also care providers. The assessment of Caregivers’
Burden (CB) has grown exponentially in the dementia field, as studies have shown that it is
higher in dementia than in other diseases. Dementia care in Greece is different compared
to other developed countries, as most of the patients receive care at home from family
members. The aim of the present study was to examine the level of burden in Greek caregivers
who live in Athens, and its association with patient and caregiver factors. This was a cross-sectional
study of 161 primary caregivers of dementia patients living in the community and attending a sec-
ondary clinic. CB was assessed with the Zarit Burden Interview (ZBl) and caregivers’ depression with
the Center for Epidemiological Studies Depression Scale (CES-D). Clinical characteristics of the pa-
tients were also assessed using validated scales (cognitive status, functional ability, neuropsychiat-
ric symptoms). In order to find predictors of caregiver Burden, we conducted a 3-step hierarchical
regression analysis. Most patients were suffering from Alzheimer’s Dementia (n=101; 62.73%) and
had moderate and severe dementia according to the MMSE score (mean MMSE=11.50), with pa-
tients being unable to perform 2 basic activities of daily living on average. 45 patients (27.95%) had
depression according to the CSDD; only 5 patients didn’t have any behavioral problem in the NPI,
while patients had more than 5 behavioral problems on average. Caregivers were involved in their
role for 3.6 years on average and the mean weekly caregiving time was more than 70 hours. Nearly
half (n=80; 49.06%) of the 161 caregivers demonstrated high CB (ZBI >40) and nearly one fourth had
depression according to the CES-D scale. All blocks of variables entered into the regression model
independently predicted caregiver burden’s variance (demographics, clinical factors and caregiv-
ing characteristics). Lower caregiver’s age, high behavioral symptoms of dementia patients and
caregivers’ depression were found to be independently associated with CB. The final regression
model explained 47.2% of the variance in CB. Dementia causes a great burden in caregivers. CB is a
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complex issue that is associated with several patients and caregivers’ factors. The level of CB should

be assessed in everyday dementia clinical practice.

Key words: Alzheimer’s disease, dementia, caregiver, burden.

Introduction

Dementia is a chronic deteriorating condition. Sym-
ptoms of dementia include cognitive and functio-
nal decline, behavioral problems, lack of insight,
and personality change on the part of patients. As
a result, all areas of daily life are hampered, not
only for patients themselves but also for their care-
givers.'”?

The concept of burden has been developed in or-
der to study the effects of caring. Caregiver burden is
a term that includes all the consequences of caring for
a chronically ill patient: economic, social, physical and
psychological.? It is divided into objective and sub-
jective burden. Objective burden is the result of care
on family life and includes items such as activities of
daily living, economic and physical health of family
members. Subjective burden refers to how caregiv-
ers perceive the burden of care and its emotional im-
pact.* Caregiver burden is increasingly recognized as
a key component in dementia treatment. Its study has
grown considerably in the past decade and has been
used to evaluate the impact of pharmacological and
non-pharmacological treatments in dementia and the
effectiveness of social and health services.?

Caregivers of patients with dementia experience
greater burden than caregivers of patients with oth-
er chronic diseases,® for example compared to carers
of patients with cancer.” Caregivers of patients with
dementia also report greater cost, less free time and
more difficulty in working than similar aged matched
caregivers of patients with physical disabilities.® The
same has been reported for depression® and anxi-
ety.' Dementia care in Greece differs compared to
many other countries in that the vast majority of pa-
tients (>95%) receive care at home from family mem-
bers. Community services for dementia in Greece are
developing and the need to establish these as policy
priorities is urgent. We have highlighted the impor-
tance of caregiver factors in contributing patients’
Quality of life in a companion study."

The main objective of this study was to evaluate
the prevalence of burden experienced by caregivers
of dementia patients in Greece and its association
with the sociodemographic, psychological and clini-
cal characteristics of patients and caregivers.

Material and method
Participants

The study took place in a memory clinic of the
Psychogeriatric Association "Nestor", a Non-Profit
Organization offering free of charge services for de-
mentia patients and their families in Athens, Greece.
200 community residing patients and their primary
caregivers were invited to participate in the study,
when they contacted the service by phone for the
first time. Patients were invited only if they had a de-
mentia diagnosis and their primary caregivers were
available. A total of 197 caregivers responded posi-
tively after one reminder. 11 patients did not show
up at the interview, 24 patients did not meet the
inclusion criteria of the study (most commonly, they
didn't have dementia) and one caregiver stopped
before the end of the study. Thus the study partici-
pants consisted of 161 patients and their primary

Table 1. Patient and caregiver demographic character-
istics (n=161).

Patients’ demographics

Female gender (%) 109 (67.70)
Age (SD) 76.87 (7.03)
Married (%) 85 (52.80)
Years of education (SD) 8.24 (4.44)

Caregivers’ demographics

Female gender (%) 110 (68.32)
Age (SD) 59.18 (13.88)
Married (%) 123 (76.40)
Years of education (SD) 11.61 (3.96)

Kinship relationship to the patient (%)

Adult child 72 (44.72)
Husband or wife 71 (44.10)
Other 18 (11.18)
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Table 2. Disease and caregiving characteristics (n=161).

Age of dementia onset (SD) 72.97 (7.61)
Dementia type (%)
AD 101 (62.73)
VD 32 (19.88)
DLB 13 (8.07)
FTD 13 (8.07)
PD 2 (1.24)
Severity of the disease (%)
MMSE 20-30 40 (24.84)
» 10-19 56 (34.78)
» 0-9 65 (40.37)
Stay in relation to the patient (%)
Same house (%) 107 (66.46)
Same building (%) 20 (12.4)
Same neighbourhood (%) 9 (5.6)
Same town (%) 24 (14.9)
Other town (%) 1 (0.6)
Years of caregiving (SD) 3.6 (2.61)
Weekly caregiving hours (SD) 73.11 (40.89)
Professional caregiver at home (%) 35 (21.75)
Health problems (SD) 1.38 (0.59)

AD=Alzheimer Disease, VD=Vascular Dementia, LBD=
Lewy Body Dementia, FTD=Frontotemporal Dementia

caregivers. All patients met the diagnostic criteria for
dementia according to DSM-IV-TR.'? Caregivers were
all primary, informal caregivers, involved in their role
for at least two hours, twice a week.

Procedure

The study took place between May 2007 and April
2008. All caregivers and patients signed their written
consent before their enroliment in the study, which
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was approved by the Ethics Committees of both the
Psychogeriatric Association and the Department
of Psychiatry, Medical School of the University of
loannina. Patients and caregivers were seen sepa-
rately when they visited one of the consultation clin-
ics for the first time. Demographic factors and scales
on patients were completed by a neuropsychologist;
caregiver demographic factors and scales were com-
pleted by a Psychiatrist. On the same day, the psy-
chiatrist interviewed both patient and caregiver, in
order to complete the Cornel Scale for Depression in
Dementia and make the diagnosis of dementia (ta-
ble 3). Both professionals received special training for
scale administration and had at least 3 years of work-
ing experience with dementia patients.

Measures

Demographic data (gender, age, education and
patient-caregiver family relationship) were collected
for both patients and caregivers. Specific disease
characteristics (age of dementia onset, dementia
subtypes) were also assessed, as well as specific car-
egiving characteristics: whether the caregiver was
living with the patient, weekly caregiving time, years
of caregiving, presence of professional caregiver and
subjective number of caregiver’s diseases posing
problems in the caregiving process.

Dementia type was diagnosed according to
the Diagnostic and Statistical Manual of Mental
Disorders criteria (DSM-IV; American Psychiatric
Association, 2000) for the diagnosis of Alzheimer's
disease (AD) and vascular dementia (VD), consen-

Table 3. Patient and caregiver assessment variables (n=161)

Scale Mean SD Range alpha Rater Professional
Patient assessment variables

MMSE 11.50 7.08 0-28 0.81 Patient Neuropsychologist
Katz ADL 4.01 1.90 0-6 0.81 Caregiver  Psychiatrist

IADL 3.04 217 0-8 0.82 Caregiver  Psychiatrist

CSDD 5.43 4.55 0-21 0.76 Both Psychiatrist

NPI 29.61 20.07 0-88 0.71 Caregiver  Psychiatrist
Caregiver assessment variables

CES-D 14.31 11.61 0-54 0.86 Caregiver  Psychiatrist

ZBI 42.26 16.33 8-76 0.87 caregiver Psychiatrist

MMSE=Mini Mental State Examination, Katz ADL=Katz Activities of Daily Living, IADL=Lawton’s Instrumental Activities
of Daily Living, CSDD=Cornell Scale for Depression in Dementia, NPI=Neuropsychiatric Inventory, CES-D=Center
for Epidemiological Studies Depression Scale, ZBl=Zarit Burden Interview
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sus criteria by Mckeith et al'® for the diagnosis of
dementia with Lewy bodies (DLB) and Neary et al'*
criteria for the diagnosis of Frontotemporal demen-
tia (FTD).

Caregiver burden and depressive symptoms were
assessed as follows:

a. Zarit Burden Interview'” (ZBl), a 22 item scale. It
was initially developed in 1986 in order to assess
the subjective burden experienced by caregiv-
ers of dementia patients in USA. Since then it
has been translated and validated in many lan-
guages. The 22 items assess various sources of
burden and the caregivers are asked to respond
using a 5-point Likert Scale (ranged from “nev-
er” to “nearly always”) how often they feel that
way. The questions are about caregivers’ physi-
cal and mental health, economic status, social
life and interpersonal relationships. Higher
score means higher burden. The cutoff score
of clinically significant burden is score >40. The
scale was translated and validated in Greek by
Papastavrou et al.'® The results from validity and
reliability analysis in the Greek population have
shown that the internal consistency reliability is
exceptional (a=0.93). Furthermore, validity and
reliability analysis gave 4 factors which explain
63.92% of the variance and refer to “personal in-
tensity”, “intensity of role”, “loss of relationships”
and “care management”. In a recent review on
caregiver stressors and health by Pinquart and
Sérensen,'” ZBl was used in 32 of 85 articles
studied.

b. Center for Epidemiological Studies Depression
Scale (CES-D),'®' a 20-item measure, which has
been extensively used in caregiver research.?

Patients’ clinical characteristics, namely cognition,
disease severity, functioning, depression and neu-
ropsychiatric features were assessed by the use of
the following scales:

a. Mini Mental State Examination (MMSE),?' the most
widely used instrument for measuring cognitive
function. MMSE was translated and validated in
Greek by Fountoulakis et al.*

b. Katz ADL (Katz's Activities of Daily Living Scale),”® a
measure of six basic activities of daily living (bath-
ing, dressing, toileting, transferring, continence,
feeding).

PSYCHIATRIKI 26 (1), 2015
c. Cornell Scale for Depression in Dementia (CSDD),**
a 19-item instrument for measuring depressive
symptoms in dementia. Both the patients and the
caregivers are interviewed by a psychiatrist, but
the scale is clinician-rated. Ratings >12 are strongly
correlated with a psychiatric diagnosis of major
depressive episode.?®

d. Neuropsychiatric Inventory (NPI)*® assesses 12
non-cognitive, psychiatric symptoms of demen-
tia: delusions, hallucinations, agitation, dysphoria,
anxiety, euphoria, apathy, disinhibition, irritabil-
ity, aberrant motor behavior, sleep, and appetite
and eating disorders. The caregiver rates each of
the syndromes by frequency and severity. We in-
cluded night-time behaviors and appetite/eating
that are usually not counted in the total score of
the NPI. The scale was translated and validated in
Greek by Politis et al.?’”

Statistical methods

The Statistical Package for Social Sciences (SPSS),
version 13 for Windows, was used for the data anal-
yses. To analyze demographic factors and to inves-
tigate the prevalence of cognitive and psychiatric
symptoms in persons with dementia and their car-
egivers, mean scores and standard deviations were
calculated. Cronbach's alpha was estimated to assess
the internal consistency of all scales used. ZBI, the
dependent variable in this study, was normally dis-
tributed (Kolmogorov-Smirnov test). We conducted a
3-step hierarchical regression analysis with Caregiver
Burden as the dependent variable. Patients’ and car-
egivers’ demographic characteristics were entered
at step 1, disease and clinical characteristics were
entered at step 2 and caregiving characteristics were
finally entered in the model. The possibility of mul-
ticollinearity was investigated in order to ensure the
validity of our model.

Results

The demographic profiles of patients and caregiv-
ers are presented in table 1. Our sample represent-
ed a typical community dementia sample visiting a
memory clinic: patients were elderly, mainly female
with a low education level; caregivers were younger
female (patients’ daughters or wives) and highly ed-
ucated. Clinical factors and caregiving characteristics
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are presented in table 2. Most patients were suffer-
ing from Alzheimer disease and had moderate to se-
vere dementia, according to the MMSE.

Most caregivers were living in the same house
or building with the patients and were involved in
caregiving on a daily basis. Caregivers had been in-
volved in their role for 3.6 years on average and the
mean time given to caregiving was more than 70
hours weekly. Finally, in every one in five cases, a
professional caregiver was also present.

Cognitive function was severely impaired (mean
MMSE=11.50), with patients being unable to per-
form 2 basic activities of daily living on average. 45
patients (27.95%) had depression according to the
CSDD; only 5 patients didn’t have any behavioral
problem in the NPI, while patients had more than 5
behavioral problems on average. Nearly half (n=80;
49.06%) of the 161 caregiver were highly burdened
(ZBI>44). Moreover, 36 caregivers (22.4%) had de-
pression according to the CES-D scale (scores>24).
The mean scores of assessment scales in both pa-
tients and caregivers as well as internal consistency
reliability (Cronbach’s alpha) for all scales used are in
table 3. Alpha coefficients were fair to good for all
scales used.

Multivariate regression analysis

In the first block, patients’ and caregivers’ socio-
demographic characteristics were entered into the
regression equation (table 4). Demographics as a
block were associated with caregivers’ burden (R’=
0.123, p=0.02). Regarding single variables, caregiv-
ers’ age was the only variable that was indepen-
dently associated with ZBI. In the next step, clini-
cal characteristics were entered into the equation.
Their inclusion resulted in a significant increase in
the R? (p<0.001), with NPI contributing indepen-
dently to the CB variance. This shows that the per-
centage of CB variance explained by the model has
increased; it means that clinical characteristics addi-
tionally explained CB variance after demographics
have been taken into account. The R? was signifi-
cantly increased (p<0.001), with caregivers’ depres-
sion being independently associated with CB. In
this third step of the regression analysis, lower car-
egiver’s age was independently associated with CB.
The R? of the final model was 0.472.
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As we were concerned with the potential correla-
tion between independent variables, it should be
noted that intercorrelations among independent
variables were below 0.80 with the exception of age
of disease onset that showed a very high correlation
with the patients’ age (Spearman’s r=0.949) and thus
it was not used in the analysis. To further test for mul-
ticollinearity, the Variance Inflation Factor (VIF) was
calculated for each independent variable. VIF values
were between 1.35 and 6.82, indicating the lack of
severe collinearity problem.

Discussion

In the current study, nearly half of the 161 caregiver
were highly burden (ZBI>40) and almost one fourth
were depressed (CES-D scores >24). Lower caregiv-
er's age, behavioral symptoms of dementia patients
and caregivers’ depression were found to be inde-
pendently associated with CB.

The high percentage of highly burdened caregiv-
ers found in this study confirms previous findings
reported in the literature.>? It is difficult to com-
pare the amount of caregiver burden between dif-
ferent studies due to methodological differences.
For example, the mean ZBI score in our study was
higher than that found by Rymer et al.* or Davis and
Tremont;*® this may be explained by the fact that
the former studied caregivers of Alzheimer Disease
patients only, while the latter only included car-
egivers of patients with mild and moderate demen-
tia. There is evidence that CB is lower in Alzheimer
Disease patients and in patients with less severe dis-
ease.? A study from Cyprus revealed higher mean
caregiver burden than our study.?” This may be due
to the fact that the Cyprian sample derived from lo-
cal Caregivers Association members. Cultural issues
may also play an important role, as in both studies
that used patients of Greek origin, the mean ZBI
was much higher (42.26 in our study, even higher
in the Cyprian study) than the average burden level
of 29.9 found in the meta-analysis of Pinquart and
Sorensen.®

Depressive symptoms are also common in caregiv-
ers of dementia patients. In our study, 22.4% of the
caregivers had depression according to the CES-D
scale (score>24). Rates of depression in caregivers of
patients with dementia range, among studies, from
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10,5%°" up to 83%,3? while the rate of depression in
elderly patients living in the community is estimated
at only 7%.3% Caregivers’ burden and depression are
highly associated, although their association remains
complex.*® In general, although different methods
are used, a common finding in all studies is the high
prevalence of both burden and depression in car-
egivers of patients with dementia.

As concerning the associations of CB, all three
blocks of variables entered in the hierarchical re-
gression, were significantly associated with CB. That
confirms that CB is a complex issue, resulting from
multiple demographic, clinical, personal, social and
specific caregivers’ characteristics, as found in other
studies.5**

Patients’ and caregivers’ demographics were asso-
ciated with CB, explaining 12.3% of its variance. The
younger age of caregivers independently predicted
CB. This has been reported elsewhere* and may be
linked to the fact that younger caregivers have more
family and professional obligations, to which they
cannot respond due to their caregiver role.

The only clinical characteristic that appeared to be
associated with ZBl was patients’ behavioral prob-
lems. Cognitive status (MMSE) and functional level
(Katz ADL) did not appear associated with the ZBI.
This is in agreement with other studies and reviews
of the literature: only 2 of the 8 studies reviewed by
Schulz et al*® found an association between CB and
patients’ cognitive function. In their review, Pinquart
Kat Sérensen® noted the weak association between
CB and functional decline. Finally, depressive symp-
toms seem to have a weaker role in CB than more
positive patients’ behaviors.” In most studies, behav-
ioral problems in dementia are the most important
predictor of caregiver burden, with respect to pa-
tient characteristics.>*’=° The Bédard et al*® study
reported that the neuropsychiatric symptoms of
patients were the most important predictor of car-
egiver burden in 74% of the studies reviewed; more-
over, the Almeida and Black*' review of the literature
reported that neuropsychiatric symptoms could
explain 5.6-71% of the CB variance. As concerning
specific caregivers’ characteristics, caregivers’ de-
pression predicted ZBl. However, the interrelation-
ship between depression and burden is not yet fully
understood.*?
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Our final multivariate model explained 47.2% of
the CB variance. In a meta-analysis by Pinquart and
Sérensen,® caregiver and patient’s variables could
only explain 28% of the variance of burden. As CB is
a complex issue, other factors that were not studied
here may contribute to the variance of CB: quality of
patient-caregiver emotional relationship,** caregiv-
er's sense of adequacy,* family functioning,*® car-
egiver’s high expressed emotion** and coping strat-
egies.'® A recent study on the associations of CB by
Campbell et al** ended up in a 7 factor model which
explained 80% of CB variance. Most of these factors
(quality of patient-caregiver relationship, negative
life experiences, neurotic caregiver’s components,
and caregiver’s sense of adequacy and feeling of
capture within caregiver’s role) comprise compo-
nents of the caregivers’ personality.

There are several limitations in our study. Cross
sectional studies cannot provide definitive answers
regarding cause and effect and the possibility of re-
verse causality should be explored further in longitu-
dinal studies. Our sample may not be representative
of dementia community patients, as the study was
conducted in a secondary clinic. Caregivers in the
clinic may be particularly motivated or severely bur-
dened; many patients were referred for a second opin-
ion. Furthermore, most patients were suffering from
moderate and severe dementia; neuropsychiatric
symptoms are more common in the most advanced
stages of the disease.!' Functional status, behavioral
competence, comorbidities and economic situation
were measured based on the caregiver's report and
the results might have been biased by caregivers' fac-
tors. Caregivers, especially those who are more bur-
dened, are known to underestimate patients' abilities.
Furthermore, factors such as caregivers’' economic
and health status weren't assessed. In addition to all
these, the sample comes from the urban population
of Athens. The level of burden may have been differ-
ent if the sample had come from all over Greece in-
cluding suburban and rural areas. Finally, the sample
size, although large, did not allow us to differentiate
predictive factors between subgroups of patients and
caregivers. This is important, because the associations
of CB may differ, for example, between dementia sub-
types. For example, it is possible that caregivers of de-
mentia patients with Lewy bodies and frontotempo-
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ral dementia experience more burden than caregivers
of AD patients, although in this study that couldn’t be
observed due to the small number of patients with
LBD and FTD. Also, the impact of caregiving differs ac-
cording to the caregiver's Kinship relationship to the
patient.3%%°

Caregivers have a very important influence on the
course of dementia. Their psychological status deter-
mines the time of patient’s institutionalization.*' If
we want to delay institutionalization of dementia pa-
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tients, it is essential that interventions for dementia
target both patients and caregivers. CB should rou-
tinely be assessed and novel caregiver interventions
must be developed. This study highlights behavioral
problems, as the first target of such interventions.
Homecare services must be developed, especially
for younger caregivers. Future research in caregiv-
ing must contain factors not studied in the current
study and dementia interventions should also aim to
diminish the burden of care.

H emBapuven amo tn @poviida
GTNV Avola Kat ol mapayovteg mpoBAewng tng

A.A. Mouyiag,' A. MoAitng,2 M. MoOytag,' E. Kotpwtoou,’
M. Zkamvakng,? A. Aapiyoc,® B.I. Mavpéac®

'Kévtpo Alzheimer Yuyoynpiatpikrc Etaipiag «O Néotwp», ABAva,
2Wyyiatpikr KAwikr, Atywriteio Noookoueio, latpik ZxoAn, Mavemothuio ABnvwv, ABrhva
SWuxiatpikry KAwikn, latpikni oA, Mavemotriuto lwavvivwy, lwdvviva

Wuxlatpikr 2015, 26:28-37

H avola dev emnpeddlel povo toug iSloug Toug acBeveic, aAAd Kal TOUG PPOVTIOTEG TOUG. H peAétn
¢ EmPBdapuvong amd tn epovTtida otnv dvola éxel avantuyBei ta Teheutaia Xpovia, KaBwg HENETEG
Seixvouv nwg n EmPBdpuvon amnd tn epovtida otnv dvola gival HeyaNUTePN o€ Ox€on He AANEG VO-
oou¢. O BacIKOC OKOTIOC TNG TTAPOUCAG LEAETNG ival 0 uTTOAOYIONOC TG EmMPBapuvong og éva Seiyua
@POVTIOTWV aoBevwy Pe dvola mou Stapévouv otnv ABrva, Kabwg Kal n eVPECN TWV TTAPAYOVTWY
mou tnVv emnpedlouv. MNPOKEeLTal YIa GUYXPOVIKI) MENETN EMOKOTINONG KAl CUCXETIONG O€ 161 aoBe-
VEIG UE AVOLa KAl TOUG PPOVTIOTEG TOUG, Ol OTTOI0L KATOLKOUV TNV KOWVOTNTA KAl EMOKEPTNKAV £va
latpeio pvAuneg. H EmPBdapuvon amd tn @povtida petpriBnke pe 1o Epwtnuatoldyilo EmpBapuvong
Tou Zarit (Zarit Burden Interview, ZBI) kat n KatdOA PN Twv POVTICTWV UE TNV KAiJaKka Tou Kévtpou
Eménuiohoyikwv Epguvwv yia tnv KatdOhn (Center for Epidemiological Studies Depression Scale,
CES-D), evwy Ta KAIVIKA XAPAKTNPIOTIKA TwV aoBevwv ummoAoyioTnKav Ue xprion oTaBuIopévwy KAL-
MAKWVY (YVWOLOKN KATAOTAON, AEITOUPYIKOTNTA, Slatapaxéc CUMTEPIPOPAC). MNa Tnv eVpeon TwvV
mapayoéviwv mou emnpedlouv tnv EmPBdpuvon, mpaypatomoibnke pia Epapxikry avaiuon ma-
Avdpopnong Tpiwv otadiwv. O1 meploocdTeEpOL aobeveic émaoyav and vooo tou Alzheimer (n=101-
62,73%) o€ pétplo éwg oofapd otadio dvolag cupgwva pe to MMSE (péon tiury MMSE=11,50) kat
napoucialav aduvapia otnv mpayuatonoinon SVo Bactikwyv SpacTNPIOTATWY TNG KABNUEPIVOTNTAG
KOTA péoov 6po. ZUp@wva pe TV KAipaka CSDD, 45 aoBeveic (27,95%) émaocyav amd KatabAyn, evw
oupewva pe To NPI ot acBeveic mapouaialav 5 mpofAnpaTa cupmePIPoPAG Katd pécov 6po. Ot ppo-
VTIOTEC TTAPEIXaV TIC UTTNPECIEC TOUG OTOUG ACOEVEIC Yia PECO XPOVIKO Stdotnua 3,6 xpovia Kal yla
mePLooOTEPO amd 70 wpeg TV €fSopdada. Xxeddv ol piooi (n=80" 49,06%) amd toug 161 GPOVTIOTECG
mapoucialav vynAn empBapuvon (ZBI>40) kat 36 @povTIOTEC (22,4%) gixav KATABAYN cUPPWVA e
NV KAipaka CES-D (amotéheopa=24). H iepapyiki avdluon maiivdpodunong katédelée mwe Oha ta
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emimeda mou eloxOnoav lEpapXIKA 0To PovTéNo cuvéPBalav avefdptnta oTn Stakupavon Tng empPa-
puvong (bnpoypa@ikd oTtolxeia aoBevwy Kal POVTIOTWY, KAIVIKA XOPAKTNPIOTIKA TWV AoOEVWV Kal
XOPOKTNPIOTIKA TNG GpovTidag). H LkpoTePN NAIKIA TOU GPOVTIOTH, Ol S1ATAPAXEC CUUTTEPLPOPAS
0TO TAQIO10 TNG Avolag Kal N KATtdOAIPn Tou @PovTIoTH Tapouciacav ave€dpTnTn CUCXETION WE TNV
EmpBdpuvon ané tn gpovTida. To R* Tou TeAKoU povtéhou Atav 0,472. H dvola PoKaAEi GNUAvVTIKA
empPdpuvon oToug PPOVTIOTEC Twv aoBevwv. H EmPBdapuvon amod tn gpovTida givat pia moAUTTAoKNn
évvola, n omoia e§aptatal amd MoANOUC TAPAYOVTEG TWV ACOEVWY Kal TWV YPOVTIOTWV. XTNV Kabn-
MEPVR KAVIKA TTPAKTIKN, N EmMBdapuvon twv @povtiotwy mpémel va a&loloyeital.

Né€eig eupetnpiov: Noococg Alzheimer, dvola, ppovTtioTég, emPBdapuvon.
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Religiosity dimensions and subjective
health status in Greek students
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he quest for existential meaning constitutes a universal phenomenon traditionally manifested
in official religions (religiosity) or personal modes of transcendence (spirituality). Religiosity
and spirituality have been found to be associated with a variety of mental health and illness
parameters. In the last decades there is an increasing number of publications with interesting
results on the relationship between religiosity and mental health, both on a theoretical and a clinical
level. Recent research suggests the presence of clinically important interactions between religious
beliefs and mental health, although the exact nature of the associations remains unclear. The aim of
the present study is to investigate subjective health status in relation to specific dimensions of religi-
osity and spirituality in Greek students; 202 students of the faculty of Theology of the University of
Athens were interviewed using the Brief Multidimensional Measurement of Religiousness/Spirituality
(BMMRS), which assesses the dimensions of "daily spiritual experiences"”, "meaning", "values/beliefs",

’
non non

"forgiveness", "private religious practices", "religious/spiritual coping", "religious support”, "religious/
spiritual history", "commitment", "organizational religiousness", and "religious preferences". Subjective
health status was measured by the General Health Questionnaire (GHQ-28) which examines four areas
of health in the following sub-scales: (a) somatic symptoms, (b) anxiety and insomnia, (c) social dys-
function and (d) severe depression. Pearson correlations coefficients and linear regression analyses
were used to estimate the associations of GHQ-28 subscales with religiosity dimensions. High scores
in each dimension of BMMRS corresponded to a low level of religiosity. The dimension of "daily spir-
itual experiences" was positively correlated with the subscales of anxiety/ insomnia, social dysfunc-
tion and severe depression, while the dimension of "values/beliefs" with social dysfunction and se-
vere depression and the dimension of "forgiveness" with all GHQ-28 subscales. The "organizational
religiousness" dimension was positively correlated with anxiety/ insomnia, while overall self-ranking
with social dysfunction and severe depression. Additionally, the dimension of "meaning" had a nega-
tive correlation with somatic symptoms. Moreover, in the multiple linear regression analyses, "mean-
ing" was independently negative associated with somatic symptoms (p=0.032), whilst "daily spiritual
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experiences" were positively associated with anxiety/insomnia (p=0.023). Also, "values/beliefs and the
overall self-ranking were positively associated with social dysfunction (p=0.026), (p=0.01) and "daily
spiritual experiences”, "values/beliefs", "forgiveness", as well as the overall self-ranking with severe de-
pression (p=0.03), (p=0.01), (p=0.017), (p=0.009). Certain religiosity dimensions ("daily spiritual experi-

ences", "values/beliefs", "forgiveness" and "organizational religiousness") were correlated with lower
morbidity, in accordance to previous reports in different populations, whereas "meaning" was corre-

39

lated with more somatic symptoms.

Key words: Religiosity, spirituality, mental health.

Introduction

Religion is an organized system of beliefs, practic-
es, rituals and symbols designed to facilitate close-
ness to the sacred or transcendent (God, higher
power, or ultimate truth/reality) and to foster an
understanding of one's relationship and responsi-
bility to others in living together in a community.'
Religiosity is defined as the level of involvement and
the personal significance that the subject invests in
a given religion. Religiosity is a description of the ex-
tent and depth to which a person holds the beliefs
of his/her religion.? Spirituality is the personal quest
for understanding answers to ultimate questions
about life, meaning and relationship to the sacred
or transcendent, which may (or may not) lead to or
arise from the development of religious rituals and
the formation of community.

Religion continues playing an important role in
the lives of many people. Recent research suggests
the presence of clinically important interactions be-
tween religious beliefs and mental health, although
the exact nature of the associations remains un-
clear. Psychiatry has been biased against taking full
account of this for many possible reasons, but this
seems to be changing in the last decades.?

Most of previous research has operationalized
psychological health and well-being in terms of low
scores on a variety of non-diagnostic measures of
depression and anxiety and only a small number of
studies have examined the relationship between in-
dices of religiosity and mental health employing the
General Health Questionnaire (GHQ). This is some-
what surprising as the family of GHQ measures is
much favored in health, epidemiology, and clinical
psychology in order to detect minor psychiatric dis-
turbances in community or non-psychiatric clinical

settings.* The aim of the present study is to investi-
gate subjective health status in relation to specific di-
mensions of religiosity-spirituality in Greek students
in order to extend the research base in this area to
the Greek Christian Orthodox tradition.

Material and method

Our sample consisted of 202 students attend-
ing the second year of the department of Social
Theology of the University of Athens. They were in-
terviewed using the Brief Multidimensional Measure-
ment of Religiousness/Spirituality (BMMRS), which
assesses the dimensions of "daily spiritual experienc-
es", "meaning", "values/beliefs", "forgiveness", "pri-
vate religious practices", "religious/spiritual coping",
"religious support", "religious/spiritual history", "com-
mitment", "organizational religiousness", and "reli-
gious preferences".> A team of researchers support-
ed by the Fetzer Institute and the National Institute
on Aging has developed this questionnaire which is
one of the best-recognized in the field of health and
religiosity. It was translated into Greek according to
the WHO guidelines and the recommendations of
the Trust Scientific Advisory Committee (forward
and backward translations, review of translated
versions and revision by experts etc).%” Subjective
health status was measured by the General Health
Questionnaire (GHQ-28) which is a well known self-
report measure of common psychiatric symptoms
widely used to identify short term changes in men-
tal health and is often used as a screening instru-
ment for detecting mental disorders in clinical and
non-clinical populations.® The instrument examines
four areas of health in the following sub-scales: (a)
somatic symptoms, (b) anxiety and insomnia, (c)
social dysfunction and (d) severe depression. The

questions were rated on a Likert scale of 0-1-2-3.
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Psychometric properties of the 28-item Greek ver-
sion are reported as satisfactory.” Quantitative vari-
ables are presented with mean and standard devia-
tion (SD). Qualitative variables are presented with
absolute and relative frequencies. Pearson correla-
tions coefficients were used to explore the associa-
tion of two continuous variables. Linear regression
analyses were used to estimate the associations of
GHQ-28 subscales with religiosity dimensions after
adjusting for sex, age, family status, number of fam-
ily members, living alone, with others or with family
and place of birth. Each religiosity dimension was
examined separately in the linear regression model
because model diagnostics with two or more di-
mensions in the models indicated that the regres-
sion estimates were highly collinear. Regression
coefficients and standard errors were computed
from the results of the linear regression analyses.
All reported p values are two-tailed. Statistical sig-
nificance was set at p<0.05 and analyses were con-
ducted using SPSS (version 19.0).

Results

The mean age of the 202 participants was 22.5
years (SD=4.9 years), whilst 71 of them were men
(35.1%) and 131 women (64.9%). Sample character-
istics are presented in table 1. Most of the partici-
pants lived with their family (74.3%) and 91.9% were
single. Bivariate associations of GHQ-28 subscales
with religiosity dimensions are shown in table 2.
The dimension of "daily spiritual experiences" was
correlated with the subscales of anxiety/insom-
nia, social dysfunction and severe depression. The
dimension of "values/beliefs" was correlated with
social dysfunction and severe depression. Also, the
dimension of "forgiveness" was correlated with all
GHQ-28 subscales. The "organizational religious-
ness" dimension was correlated with anxiety/insom-
nia, while overall self-ranking was correlated with
social dysfunction and severe depression. On the
contrary, the dimension of "meaning" had a nega-
tive correlation with somatic symptoms. Multiple
linear regression analyses were conducted with
dependent variables the GHQ-28 subscales. After
adjusting for demographics (sex, age, family status,
number of family members, living alone, with oth-
ers or with family and place of birth) it was found
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Table 1. Sample characteristics

n (%)

Sex

Women 131 (64.9)

Men 71 (35.1)
Age (years), mean=SD 225 (4.9)
Married

No 170 (91.9)
Yes 15 (8.1)
Lives with:

Alone 36 (20.1)

Family 133 (74.3)

Others 10 (5.6)
No of family members, mean+SD 4.4 (1.3)
Place of birth

Urban 125 (65.8)

Rural 51 (26.8)
Other country 14 (7.4)

that the dimension of "meaning" was independent-
ly negative associated with somatic symptoms and
the dimension of "daily spiritual experiences" was
positively associated with anxiety and insomnia
symptoms (table 3). Also, the dimension of "values/
beliefs" and the overall self-ranking were positively
associated social dysfunction and the dimensions
of "daily spiritual experiences", "values/beliefs",
"forgiveness", as well as the overall self-ranking were
associated with severe depression (table 4).

Discussion

In order to comprehend the above findings it is es-
sential to have in mind that high scores in the dimen-
sions of religiosity corresponded to a low level of
religiosity and high scores in the GHQ-28 subscales
corresponded to high morbidity. In our study certain
religiosity dimensions ("daily spiritual experiences",

"values/beliefs", "organizational religiousness" and
overall self-ranking) were correlated with specific
subscales of GHQ-28 and "forgiveness" with all sub-
scales, with the exception of the "meaning" dimen-
sion which was negatively correlated with somatic
symptoms. In the multiple linear regression analyses
"meaning" was independently negative associated
with somatic symptoms, but on the other hand, "dai-
ly spiritual experiences" are independently associat-
ed with anxiety and insomnia symptoms, "values/be-
liefs" and the overall self-ranking are independently
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Table 2. Pearson’s correlation co-efficients of GHQ-28 subscales with religiosity dimensions.

GHQ-28

Somatic Anxiety/ Social Severe

symptoms insomnia dysfunction depression
Daily spiritual experiences 0.05 0.21** 0.15* 0.22**
Values/Beliefs -0.08 0.05 0.15* 0.20**
Forgiveness 0.16* 0.17* 0.17* 0.28***
Private religious practices 0.00 0.10 0.00 0.11
Religious/Spiritual coping -0.14 -0.04 0.09 0.08
Religious support 0.04 0.10 -0.04 0.11
Religious/Spiritual history 0.02 0.13 0.02 0.11
Commitment 0.03 0.08 0.11 0.14
Organizational religiousness 0.09 0.22** 0.00 0.13
Overall self-ranking 0.02 0.12 0.24** 0.21**
Meaning —0.15* 0.03 0.11 0.02

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

Table 3. Multiple linear regression models: regression coefficients+standard errors for somatic symptoms and

Anxiety/Insomnia subscales.

Somatic symptoms Anxiety/insomnia
B*=SE P B*+=SE P
Daily spiritual experiences 0.26+0.36 0.475 0.91+0.4 0.023
Values/Beliefs -0.48+0.71 0.499 0.66+0.78 0.398
Forgiveness 0.79+0.7 0.260 1.05+0.77 0.175
Private religious practices 0.06+0.3 0.829 0.35+0.33 0.286
Religious/Spiritual coping -1.19+0.82 0.153 -0.23+0.94 0.810
Religious support 0.12+0.53 0.826 0.46+0.6 0.446
Religious/Spiritual history -0.12+1.29 0.926 1.83+1.43 0.203
Commitment 0.29+0.56 0.602 0.47+0.63 0.460
Organizational religiousness 0.21+0.33 0.538 0.60+0.38 0.117
Overall self-ranking -0.22+0.57 0.704 0.53+0.64 0.407
Meaning -1.18+0.54 0.032 0.14+0.61 0.819

*Adjusted for sex, age, family status, number of family members, living alone, with others or with family and place

of birth

associated to social dysfunction and "daily spiritual
experiences", "values/beliefs", "forgiveness", as well
as the overall self-ranking were independently asso-

ciated with severe depression.

In the present study, most of the dimensions
of religiosity were correlated with lower morbid-
ity, with the exception of finding meaning. That
is, the greater the religious meaning exhibited by
the participants, the more bodily symptoms they
displayed. Perhaps, this result could be interpreted
with recourse to religion in order to find meaning
in life ordeals.

The daily spiritual experiences seem to constitute
a predictive factor for anxiety and insomnia, a find-
ing similar to previous reports.'®'? This dimension
refers mainly to the subject's relationship to the tran-
scendental in daily life, as it is hypostasized in experi-
ences of unity, fulfilment, security, love and harmony.
These feelings may play a protective role against
psychological stress, and therefore are helpful in sus-
taining health and well-being.

Also, increased religiosity in general (overall self-
ranking) seems to promote social functioning, a
fact which could contribute to sustaining relation-
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Table 4. Multiple linear regression models: regression co-efficients=standard errors for social dysfunction and

severe depression subscales.

Social dysfunction

Severe depression

B*+SE P B*+SE p
Daily spiritual experiences 0.54+0.29 0.063 0.61+0.28 0.030
Values/Beliefs 1.25+0.55 0.026 1.40+0.54 0.010
Forgiveness 0.8+0.56 0.152 1.29+0.53 0.017
Private religious practices 0.04+0.24 0.868 0.30+0.23 0.187
Religious/Spiritual coping 0.76+0.67 0.260 1.16+0.65 0.077
Religious support -0.45+0.43 0.297 0.49+0.42 0.240
Religious/Spiritual history 0.2+1.03 0.845 0.43+1.01 0.674
Commitment 0.55+0.45 0.223 0.88+0.46 0.086
Organizational religiousness 0.01x£0.27 0.979 0.35+0.26 0.186
Overall self-ranking 1.17+0.45 0.010 1.16+0.44 0.009
Meaning 0.46+0.44 0.299 0.02+0.43 0.955

*Adjusted for sex, age, family status, number of family members, living alone, with others or with family and place

of birth

ships, social interactions and a supportive social
network.” Social support, defined as the feeling
of belonging to a social network encompassing,
accepting and offering tangible support to the in-
dividual, is considered to be an important factor
maintaining health in general and mental health
and well-being in particular."

In the present study, forgiveness was indepen-
dently associated with depression, which means that
forgiveness may help prevent depressive symptoms.
These results are consistent with a growing body of
research supporting a positive association between
forgiveness and lower levels of psychological dis-
tress and depression.””™®

A direct effect of forgiveness on depression may
operate through rumination by involving such nega-
tive emotions as resentment, hatred, hostility, anger
and fear."” Cognitive theory suggests that negative
and often punitive thoughts about the self, such as
worthlessness and guilt, are a key characteristic of
depression.”® An indirect effect may operate through
mediating associations with distinct variables such
as health behavior, interpersonal functioning and
social support.?’ So, improvements in intrapersonal
and interpersonal functioning, via forgiveness, may
consequently affect risk for depression.??

In addition, daily spiritual experiences, strong reli-
gious values and increased religiosity in general may
help prevent depressive symptoms. These findings

are in accordance to previous reports in different
populations.?*~%°

It is a fact that in some studies about religiosity
and morbidity there were no statistically significant
correlations,®®% but this could be caused by the mis-
recognition of crucial dimensions of religious experi-
ence as well as by the lack of sensitivity of the instru-
ments measuring religiosity.® In any case, there is a
growing bibliography foregrounding the relation-
ship between religiosity and its various dimensions
with low morbidity or mental well-being?-*' and our
findings support this conclusion. Further investiga-
tion could demonstrate possible interactions within
the dimensions of religiosity and spirituality, as well
as the way in which religiosity and situational factors
might co-determine morbidity on an individual level.

Limitations

The population of our study was relatively homo-
geneous with respect to religiosity or health status.
A non-clinical sample of young adults completing a
measure of subjective health status is likely to result
in limited variability for individual items which, in
turn, can also attenuate the resulting correlations of
interest. Furthermore, it is always important to con-
sider that respondents reporting on religiousness
and spirituality can be influenced by social desirabil-
ity. Our self report, cross-sectional methodology pre-
cludes assessment of causality.
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AlaGTAGELC OPNGKEUTIKOTNTAC KAl UTTOKELREVIKE
aronoynoen tnG vyeiag ce ‘ENfnveg pottntég

K.O. Kiovlog,' I.A. Mriepylavvadkn,' A. TA\apoc,> M. BaciAeiadouv,’
Z. AAe&avdpn,® TN. Mamadnuntpiou’

A" Yuxiatpikn Khvikn, latpikry SxoAr Mavemotnuiov ABnvayv, Ayiviteio Noookopeio,
2TuRua KovwvikA¢ Gsodoyiac, Osoloyikri XxoAr Mavemotnuiov ABnvayv, *WuxoAdéyoc, Abriva

Wuyiatptikr) 2015, 26:38-44

H avalntnon vmapélakol voripatog amoteAei KaBoAIKO Kal mavavBpwmivo @atvopevo mou PBpi-
OKEL TNV éKPPACH TOU péoa amd TIC emionueg Opnokeieg i} TNV MpoowTik «avalitnon». H ouy-
xpovn épeuva éxel avadeiel TOIKINEG CUOXETIOELG PETAEY TNG BPNOKEVUTIKOTNTAG KAl TTAPAUETPWV
YUXIKAG LYeiag” 202 vyleig oltnTtég Tou TUAaToC Kotvwvikng Ogoloyiag EKMA cupminpwoav to
BpaxV MoAuvdiactatikd Epwtnuatoloylo ©pnokeutikdtntac-Nvevpatikdétntag (BMMRS) kal to
EpwtnpatoAdyto levikng Yyeiag (GHQ-28). O1 petpolueveg Slaotdoelg TnG OpnokeutikdtTnTag/
TIVEVPOTIKOTNTAG €ival ol €€NG: NUEPNOLEG TTVEVUATIKEG eUTELPieg, aieq/memoIBRoELg, ouyxXwpn-
TIKOTNTA, IOIWTIKEG OPNOKEVTIKEG TTPAKTIKEG, OPNOKEVTIKOI/TTVEUHATIKOL TPOTIOL AVTIHETWTTIONG,
BpnokeuTikh UTTOOTAPIEN, OPNOKEVTIKO/TTVEVHATIKO I0TOPIKG, SETUEUD, OpyavwUEVN BpNOKEUTI-
KOTNTA, vonua {wng Kat BpnoKeUTIKN TTPOTiUNon/cuvolikr avtoalohdynon. To GHQ-28 gival éva
QUTOCUUTTANPOUMEVO EPWTNHATOAGYIO TO OTIOI0 XPNOIUOTIOLEITAL YIa TNV avixveuon mpdo@atng
(teheutaieg dU0 €RSOUASEC) YUXIKAG voonpdTNTAC Kal TTEPIAAMPBAVEL 4 UTTOKAIMOKES: CWHUATIKA
CUUTTTWHATA, AyXog Kal almvia, Kovwvikry SuoAeitoupyia, coapr] KAaTAOAwn. lNa tov éAeyxo NG
oxéong 6VO MOCOTIKWY HETABANTWY XPNOIOTTOIONKE 0 CUVTEAEOTHG CUOXETIONG TOU Pearson. H
avdaluon ypappikng maAivdpopnong pe tn Stadikacia Stadoxikng évtaéng/agaipeons Xpnolomol-
NONKe yia tnv evpeon ave€dpTNTWV CUOXETIOEWV TWV SLOOTACEWV BPNOKEVTIKOTNTAG HE TIG UTIO-
KAlpakeg GHQ-28. Mpémet va umoypapuloBei mwg xapunAr Babuoloyia avtiotoixei oe uynin Bpn-
OKEVUTIKOTNTA/TIVEUHATIKOTNTA O€ OAEC TIC SlaoTdoelg Tou BMMRS. 'Oc0 AlyoTepeg Tav Ol NEPHOL-
€C TIVEUUATIKEG EUTTELPIEG, TOOO TTEPIOOOTEPA NTAV TA CUUTITWHATA AyXOUG Kal alTviag, KOWVWVIKAG
SuoAeitoupyiag Kat KATaOMYNG. AKOMN, 600 AydTtepeg ol a&ieq/meEMoIONOELS, TOOO TIEPIOGOTEPN N
KOWWVIKA SuoAelToupyia Kal n KatabApn kabwg Kat 66o AlydTepn ATAV N CUYXWPENTIKOTNTA, TOCO
TEPIOCOTEPA ATAV TA CUUTITWHATA 0 OAEC TIC UTTOKAIHAKES Tou GHQ-28. EmimAéov, 600 Ayotepn
NTav n opyavwuévn BpnoKeUTIKOTNTA, TOCO TTEPICCOTEPA NTAV TA CUUTITWHATA AyXoug Kal almvi-
ag, evw 600 HIKpOTEPN ATAV N CUVOAIKH auToa&loAdyNnon, TOCO TTEPIOCOTEPN N KOIVWVIKE SUOAEL-
Toupyia kat N KatddAwn. AvtiBeta, 600 peyalluTtepo vonua {wrig BpioKouv ol CUPPETEXOVTEG OTN
Opnokeia, TG00 MEPIOCOTEPA ATAV TA CWHATIKA TOUC CUUTTTWHATA. EmMmpocBétwe, otnv avdiuon
YPOMMIKAC TTAAVEpOUNONG, N UTTOKAIMOKA TWV CWUATIKWY CUUMTWHATWY €€apTATAl ApVNTIKA artd
n Sidotaon «vénuar (p=0,032), evw n umToKAipaka Tou dyxoug-admviag e€aptdtal Oetikd and Tn
Slaotaon «NUEPNOIEC TIVEVUATIKEC eUmelpiec» (p=0,023). Emiong, n umokAipaka TnG KOWVWVIKAC du-
oleltoupyiag e€aptatal BeTika and tn Sidotaon «aéiec/memolBnoelc» (p=0,026) Kal TN GUVOAIKA
avtoaélohdynon (p=0,01), evw n umokAipaka TG KatddAyng e€aptdtal OTIkA amo Tig S1aoTACELS
«NUEPNOLEG TTVEVUATIKEG eumelpieg» (p=0,03), «a&ie¢/memolBroeig» (p=0,01), «xoCUYXWPNTIKOTNTA»
(p=0,017) kat T ocuvoAikr autoa&lohdynon (p=0,009). Opiopéveg S1aoTACEIC OPNOKEUTIKOTNTAC-
TIVELUATIKOTNTAG (NUEPNOLEG TTVEVUATIKEG EUTTIEIPIEG, aiec/MEMOIONOELG, CUYXWPNTIKOTNTA KAl OP-
yavwuévn BpnokeuTikoTNTa) cuoxetiCovtal e xaunAdtepn voonpdtnta, evw n Sidotacn «vonua
(WNAG» YE TIEPIOOOTEPA CWHATIKA CUPTTTWHATA.

Né&erg evpeTnpiov: OpNOKEUTIKOTNTA, TTVEUHATIKOTNTA, YUXIKH LYEia.
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sychotic or psychotic-like experiences and symptoms may precede and be indicative of lat-

er psychosis emergence. DSM-5 has introduced Attenuated Psychosis Syndrome (APS) as a

condition for further study, arguing for its clinical validity and the need for identifying sub-

threshold psychotic states. Early psychosis intervention has an already established role in
reducing the Duration of Untreated Psychosis (DUP), delaying psychosis onset and relieving Ultra
High Risk (UHR) individuals from their presenting symptoms. Pharmacological and mainly psycho-
therapeutical approaches are suggested for this purpose. Cognitive Behavior Therapy (CBT) seems
to have clear evidence of favorable outcome concerning transition to psychosis rates, omega-3 fat-
ty acids lower but promising evidence, while low-dose antipsychotic medication or antidepressant
treatment may seem beneficial, but it remains unclear if the reported favorable effects persist in
the long term and how long intervention in UHR subjects should be given for. Case management
and close monitoring based on principles of social psychiatry are considered key elements for the
management of UHR individuals. However, the blazing case about early psychosis concerns the ac-
curate specification of the prodromal stage of psychosis, which may set the basis for meaningful
and effective early intervention. Although psychometric tools have been developed and provide
a common criteria-based recognition method, debate is alive and well regarding “false positive”
cases, since most UHR subjects will not finally develop psychosis. Moreover, transition rates to psy-
chosis have been declining over the years, leading to fierce criticism over the validity of the UHR/
APS state and legitimacy of its treatment. On this framework, ethical issues of stigmatizing through
unnecessary diagnosing and antipsychotics’ prescribing are matters of serious questioning. Clinical
heterogeneity and high comorbidity are further implications of the UHR state. Current research em-
phasizes on improving validity of inclusion criteria and formulating personalised and clinical stage-
based intervention strategies. In order to do that, early psychosis recognition and intervention ser-
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vices are established throughout the world, trying to contribute in research by applying clinical,
cognitive or neuropsychological criteria. Nevertheless, in the majority of so far conducted studies,
samples sizes are considered small and duration of follow-up short, which are limitations yet to
overcome. Other scientific voices argue that the UHR state might represent a non-specific risk factor
for psychiatric disorders in general and not necessarily for psychosis and tend to examine the UHR
and early intervention idea under the prism of subthreshold or early mental distress state. Either
way, recognizing and intervening early in emerging psychiatric states, especially in those with psy-
chotic or psychotic-like symptomatology, share indisputable benefits under the broader concept of
prevention, setting a strong scientific-clinical rationale for service provision to help-seeking people
and the possibility of changing the course for those with vulnerability to psychotic ilinesses.

Key words: Early psychosis, Attenuated Psychosis Syndrome, psychosis prodrome, preventive psychiatry.

Introduction

Early detection and care are as critical in potentially
serious mental illness as they are in physical illnesses
such as cancer, diabetes and cardiovascular disease.
According to the World Health Organization’s World
Health Report 2001, schizophrenia and other forms
of psychoses, which affect at most young people,
represent a major public health problem. Worldwide,
schizophrenia ranks among the top 10 causes of
disability.! Schizophrenia is related with poor physi-
cal health and premature death, with a reduction in
life expectancy of 10-25 years compared to general
population, mainly due to higher risk for cardiovas-
cular, metabolic, respiratory diseases and suicide.?
Moreover, there are major social and financial con-
sequences, though it is hard to estimate precisely
the direct and indirect impact.>* Thus, schizophrenia
and psychosis in general pose an enormous burden,
both in terms of economic cost and of human suf-
fering. Beside the importance of this serious mental
illness and the need for research regarding its nature,
it is common knowledge that prevention is the best
therapy. Although therapeutic options are improv-
ing, the illness course for patients with psychotic
disorders is often disappointing with multiple hos-
pitalizations and a lifetime of antipsychotic medica-
tion prescriptions.® As the field is far from a “cure” for
psychotic disorders, advancing prevention and early
intervention is vital to improving functional deficits
and later outcome. Identification of those most at
risk for developing a psychotic disorder is a crucial
step. The onset of psychosis may be preceded by

weeks, months or years of psychological and behav-
ioral abnormalities, including disturbances in cogni-
tion, speech, emotion, perception, motivation and
sleep. The emergence of these symptoms provides
researchers with an opportunity to identify those
at heightened risk for psychosis conversion and to
conduct research on early treatment. Over the last
20 years, a focus on early intervention in psychotic
disorders has emerged. Initially, the early psychosis
movement focused on timely recognition, phase-
specific treatment of first-episode psychosis and the
crucial time period coming up.® However, early psy-
chosis researchers suspected that pushing the point
of intervention even further, back to the prodromal
phase of psychotic disorders, may result in even bet-
ter outcomes.

The early (prodromal) phase

The “prodromal phase” is characterized by non-
specific or subtle psychotic symptoms and function-
ing impairment.” People with such symptoms are
considered Ultra High Risk (UHR) for developing psy-
chosis. People UHR of psychosis are associated with
an approximately 30% risk of developing psychosis
in the following two years, 400 times greater risk
than normal people, three- to four-fold higher risk
than people with family history of psychosis alone.??
We can conclude that most UHR subjects will not de-
velop psychosis. Hence the term “Ultra High Risk” is
preferred rather than “prodromal”, as the last one re-
fers to the period of subclinical signs and symptoms
that usually precedes the onset of psychosis.
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Intervening early and effectively in the course
of psychosis can limit initial problems and improve
long-term prospects for recovery. This is further re-
inforced by the emerging role of the Duration of
Untreated Psychosis (DUP). Recent research indicates
that longer DUP is associated with worse functional
outcomes in addition to persistent symptoms, poor-
er quality of life and lower treatment response.'®™
This is one additional reason for early recognition
and intervention for UHR people. Moreover, effective
treatment of first psychotic episode improves pre-
diction and determines more or less further outcome
with an emphasis given in the first five years of the
psychotic disease.'?

Early recognition
(Psychometric tools and Criteria)

The clinical assessment of UHR people is consid-
ered rather challenging, since these people have a
difficult, subtle psychopathology and are usually
guarded. As a result, two or three sessions may be
required for safe clinical evaluation. The small per-
centage of individuals that will finally develop full-
blown psychosis in comparison with the total num-
ber of those diagnosed as UHR raises the question
of “false positive” diagnoses and stigmatization. In
order to limit false positive cases, efforts for accu-
rate diagnostic tools and better screening methods
are made.

For this purpose, established psychometric tools
are being used, specifically CAARMS (Comprehensive
Assessment of At Risk Mental States) and SPI-A
(Schizophrenia Proneness Instrument). These tools
display the patient’s emerging symptoms and com-
bined with psychiatric examination, genetic predis-
posure, family history, young age, presence of risk
factors (such as cannabis abuse or immigration) and
recent functioning impairment, contribute in the for-
mulation of Ultra High Risk criteria'® in order to com-
pose a Close-in Strategy." The most prevalent clas-
sification of UHR people has been suggested from
PACE (Personal Assessment and Crisis Evaluation)
clinic in Australia. According to this suggestion,”
UHR people are classified in three groups: (a) group
of Attenuated Psychotic Symptoms (APS) in which
subjects have experienced subthreshold, attenuated
positive symptoms during the past year, (b) group
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of Brief Limited Intermittent Psychotic Symptoms
(BLIPS) in which subjects have experienced epi-
sodes of frank psychotic symptoms that have not
lasted longer than a week and have spontaneously
abated, (c) group of Trait and State Risk Factor (TSRF)
in which subjects have either a first-degree relative
with psychotic disorder or a schizotypal personality
disorder and have experienced a significant decrease
in functioning during the last year.

Early management

The experience of early intervention services has
indicated that UHR subjects are ‘help-seeking’, clini-
cally unwell, functionally impaired and usually in dis-
tress. They ask for some form of treatment and are
mostly concerned about their presenting problems
and less about their risk of developing a psychotic
disorder.'® It is important to notice that in UHR pa-
tients insight is less impaired than in psychotic pa-
tients. This is a key difference in the appraisal of
symptoms, as UHR subjects attribute abnormal ex-
periences to their personal being unwell, while psy-
chotic patients display bizarre or externalizing expla-
nations for their symptoms.” Since an UHR patient is
presented or referred in an early intervention service,
there are short and long term objectives regarding
his clinical management. Short term objectives con-
cern relieving of presenting symptoms and func-
tional disability and providing information (psycho-
education), while long term focuses on prevention
of psychosis and outcome improvement, if psychosis
eventually develops. The efficacy of clinical manage-
ment is related to engagement maximization and
rapid response to referral, flexibility with time and
place of assessments, psychoeducation, targeted
case management (help with occupational and so-
cial problems), psychological intervention (Cognitive
Behavioural Therapy at most), low dose antipsychotic
medication or antidepressant treatment. Both phar-
macological and psychological interventions appear
to be effective in reducing the severity of presenting
symptoms in UHR subjects. Monitoring of UHR sub-
jects for the first signs of frank psychosis has shown
promise in reducing the delay of untreated psycho-
sis. Follow-up studies are required to test whether
the reduction of DUP leads to an improved long term
outcome and thus prognostic value.
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Early treatment-intervention

Antipsychotics

Antipsychotic medication has been established as
a standard of care for persons diagnosed with a psy-
chotic disorder. According to this rationale, several
trials of antipsychotic agents’ administration have
been conducted in UHR individuals.

Two randomized clinical trials (RCT) have tested
antipsychotic medication in early psychosis. In the
first study, risperidone (1-2 mg/day) or CBT added to
needs-based intervention was compared to needs-
based intervention alone for six months and was
found superior regarding transition to psychosis
rates. However, the study groups were not blinded
to the treatment and the effects of treatment did not
persist at either 12 months or 3 years of follow-up.'®
Another study compared the effects of olanzapine
versus placebo with a double-blind randomiza-
tion, with no significant differentiation in transition
to psychosis after 12 months.' while high drop-out
rates did not allow analysis for two-year outcome.
In two additional open-label studies, researchers
have examined the effect of atypical antipsychot-
ics on symptom severity in prodromal individuals. A
small, non randomized study examined UHR partici-
pants after 8 weeks of receiving aripiprazole. Results
indicated moderate reductions in positive, disor-
ganization and general symptoms and a significant
functional improvement.?® Another randomized par-
allel-group study compared amisulpride plus needs-
based treatment to needs-based treatment alone. At
the 12-week outcome, amisulpride plus needs-based
treatment was associated with a reduction in posi-
tive, basic, negative and depressive symptoms, as
well as an improvement in functional deficits.?' Both
aripiprazole and amisulpride were associated with
less weight gain than has been observed with olan-
zapine or risperidone.

In summary, results of antipsychotic medication
studies in UHR studies suggest that intervention may
delay conversion to psychosis and improve symp-
toms during the active phase of treatment, but there
is no evidence of lasting effects after treatment ces-
sation. Meanwhile, there is skepticism over sensiti-
zation of dopamine receptors in the brain, as it has
been suggested that possibly leads to supersensitiv-
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ity psychosis or rapid-onset psychosis following ces-
sation of antipsychotic medication.?

Antidepressants

Since administration of antipsychotic agents is ac-
companied by social stigmatizing, low adherence
and small tolerance due to side effects, antidepres-
sant studies in UHR population are conducted.
Moreover, up to 50% of UHR subjects present with
low mood and anxiety in addition to their attenuat-
ed psychotic symptoms.?* Antidepressants may have
an effect on the development of psychosis, as emo-
tional dysregulation processes, anxiety and depres-
sive symptoms have impact on ongoing psychopa-
thology and isolated psychotic experiences are more
likely to develop into delusional mood and frank
psychosis, if they occur in the context of depression.
Antidepressants could improve mood, thereby re-
ducing faulty attributions and appraisals of prodro-
mal symptoms. Similarly, antidepressants may also
minimize the risk of psychosis by modulating how
individuals respond to environmental stressors.

Studies comparing antidepressant to antipsychotic
treatment for UHR, found that both improved clinical
symptoms, but conversion rates in antidepressant
treatment groups were much lower than those of an-
tipsychotic treatment.?*?® Issues regarding studies’
methodology question the results, as UHR individu-
als with more severe attenuated symptoms or higher
level of disorganized thinking tended to be adminis-
tered with antipsychotics, while UHR individuals with
less severe symptoms were treated with antidepres-
sants.

Psychotherapy

Psychological interventions have been explored
as cost-effective, well-tolerated and more preferable
as treatment options by consumers. In patients with
schizophrenia, research indicates that social skills,
cognition and interaction training programs lead
to improvements in measures of social functioning.
Psychoeducational family interventions also improve
social adjustment as well as quality of life, family bur-
den and treatment adherence.

Moreover CBT is widely used in UHR subjects.
For example, in the OASIS (Outreach And Support
In South London) Early Psychosis service, when pa-
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tients are offered the choice of treatment, the major-
ity (70%) of UHR subjects choose to have CBT. In a
recent meta-analysis,?’ five trials of CBT were found
to have moderate effect on transition to psychosis
at both 12 and 18 months. There has also been evi-
dence that complex psychosocial interventions (inte-
grated psychotherapy, psychotherapy plus pharma-
cological treatment) could reduce transition or delay
onset of psychosis, relative to supportive counselling
or treatment as usual.

In conclusion, CBT has shown clear evidence of
moderate quality on reducing transition to psychosis
at 12 months.

Emerging treatments

There is evidence on neurodevelopmental disor-
ders suggesting that fatty acid deficiencies or imbal-
ances may be a contributing factor. Researchers have
began to examine the effects of fatty acids, such as
omega-3 fish oils [eicosapentaenoic acid (EPA) and
docosahexaenoic acid (DHA)], on neuropsychiatric
disorders such as schizophrenia, depression, bipo-
lar disorder, autism, attention-deficit/hyperactivity
disorder, dyslexia and dyspraxia.’®?° A 12-week trial
was conducted comparing EPA with placebo in UHR
subjects. At 12 months of follow-up, only 5% of UHR
individuals in the EPA group had developed psycho-
sis, compared to 29% in the placebo group. There
were also improvements in the levels of attenuated
positive and negative symptoms in the active EPA
treatment group.®° This robust finding is being ques-
tioned due to small number of events,?” however,
replication, large multi-center study is currently on-
going.

Other ongoing trials, such as PREVENT, are multi-
centered, with larger samples and aim in comparing
psychotherapeutic interventions, omega-3 fish oils,
antipsychotic agents (ziprasidone, quetiapine, ari-
piprazole) with placebo.?’ Moreover, other neuropro-
tective agents, as lithium or glycine, have been test-
ed in small open label studies®? in UHR individuals.
Finally, two other studies investigate the influence of
glutamatergic agents as D-serine and sarcosine com-
pared to placebo.

The upcoming results of these studies will substan-
tially expand the literature on the use of pharmaco-
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logical or psychological treatments among individu-
als meeting prodromal or UHR criteria.

Limitations of trials to date

Though it is suggested that both pharmacologi-
cal and psychological interventions at the UHR stage
can ameliorate presenting symptoms reporting posi-
tive results, it remains unclear whether each or any
intervention can prevent psychosis onset. To date
trials are underpowered, because of small sample
sizes. UHR individuals are difficult to identify and
engage, unless they are help-seeking and significant
distressed. Another important feature yet to be de-
termined is how long treatment in the UHR stage
should last. Trials conducted so far do not answer
this question, as both the duration of the interven-
tions and the follow-up periods have been relatively
short. It also remains unclear if benefits persist after
cessation of treatment.® Finally, neither heterogenei-
ty in UHR population nor phase-specific intervention
approaches are adequately considered.

The DSM-5 "Attenuated Psychosis Syndrome"
and current attitudes

Attenuated psychosis syndrome (APS) was not in-
cluded in DSM-5 as an official psychiatric disorder,
but introduced as a “condition for further study”. In
section 3 of DSM-5, APS is described as a subthresh-
old (in duration and/or severity) psychotic syndrome.
In comparison with psychotic disorders, the APS psy-
chotic-like symptoms are less severe and more tran-
sient, are accompanied with distress and impaired
function, while insight is relatively maintained. The
need of defining APS has emerged, since research
indicate that APS individuals are at higher risk of de-
veloping a full-blown psychotic disorder within the
next two years.

Nevertheless, concerns regarding its validity as a
clinical entity, ethical issues related to the stigma of a
given diagnosis and unnecessary antipsychotic med-
ication to a probable self-limited psychopathology,
raise skepticism and serious objections in determin-
ing whether APS should be accepted as an official
diagnosis in later editions of DSM.*

In order to avoid stigmatization, authors have
proposed the term "Subthreshold Prodromal State",
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"Subthreshold" because of the decreased severity
of psychotic symptoms, "Prodromal" both because
the term has been associated with psychosis and be-
cause the subjects could manifest major psychopa-
thology in the future, and "State" because diagnosis
may change with time.**

At the same time, the majority of APS individuals
has one or more other current psychiatric comorbid
conditions** (usually mood or anxiety disorders) and
does not (as could initially be hypothesized) exhibit
conversion to psychosis, but other psychiatric out-
comes (most of them either fully recovery or devel-
opment of some other psychiatric disorder and only
a small proportion develops psychotic disorder). As
a consequence, the UHR state might not necessar-
ily be indicative of future psychosis. Moreover, the
transition risk varies among studies with the age of
the patient, the type of treatment provided and the
way the syndrome and transition to psychosis are
defined.*® Recent studies have echoed this with the
observed decline in transition rates*® and presume
that the UHR state might represent a non-specific
risk factor for psychiatric disorders®” and not specific
for psychosis.

Besides, subthreshold psychotic experiences are
commonly met in general population and the major-
ity of them are transitory and disappear over time.*®
Nevertheless, it may become abnormally persistent
—-and subsequently impairing and clinically relevant-
depending on the degree of environmental risk the
person is additionally exposed to, according to the
psychosis continuum hypothesis.?®

Therefore, other key researchers tend to abandon
the UHR idea and focus early, specific-phase inter-
vention concept on the broad syndrome of early
mental distress.*

Outstanding issues

Early psychosis services worldwide have adopted
certain intervention strategies and face common
problems. It is debated whether duration of early
intervention should last for one, two years or more.
The most popular approach in early intervention ser-
vices worldwide is to provide care for two years, as
during this period the risk of transition to psychosis is
considered to be maximal.
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Clinical staging has been proposed as an interven-
tion model in UHR subjects. This model* is suggest-
ed in correspondence to somatic diseases (e.g. stag-
ing in cancer), examines the course of prepsychotic
phase and the quantitive and qualitive features of
psychopathology in terms of phenomenology and
respective severity. This suggests that the nature of
the intervention should depend on the stage of ill-
ness, progressing from low intensity/frequency at-
tenuated psychotic symptoms and low-risk treat-
ments towards more intensive interventions for
those who do not show a response and who may
be more at risk. It is suggested that through clini-
cal staging, it is possible to provide acceptable and
less stigmatizing interventions to patients.*’ Up to
date, there have been efforts in formulating evolv-
ing phases of clinical model in the prodromal states
according to severity of positive symptoms at base-
line. For example, the Hillside-RAP (Recognition
and Prevention programme) suggested a modi-
fied version of the PACE criteria'® using the term of
CRH (Clinical High Risk) based on presence of posi-
tive or negative symptoms,*? the PRIME (Prevention
through Risk Identification, Management and
Education) programme suggested another early
recognition method with modified criteria (COPS,
Criteria of Prodromal Syndromes) and psychomet-
ric tool (SIPS, Structured Interview for Prodromal
Syndromes),*® while the GRNS (German Research
Network for Schizophrenia) programme focused on
a risk classification model (Initial Prodromal State,
EIPS and Late Initial Prodromal State, LIPS)** based
on basic symptoms criteria.*®

Need for targeted intervention has been empha-
sized, since validity of current UHR criteria are de-
bated, as only a minority of UHR subjects will later
develop psychosis. Researchers focus on determin-
ing factors or features that could identify the sub-
group of subjects who will later become psychotic,
so that preventative treatment could be given to
those who need it most. This would permit a more
efficient use of clinical resources and would be more
acceptable from an ethical perspective. A number
of clinical measures have been identified that are
associated with the later onset of psychosis within
UHR samples. The multi-center NAPLS study (North
American Prodrome Longitudinal Study) reported
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that the combination of a family history of schizo-
phrenia, recent functional deterioration, unusual
thought content and suspiciousness/paranoia, and
social functioning deficits provided a positive pre-
dictive power for later psychosis of up to 80%.% The
EPOS (European Prediction of Psychosis Study) multi-
center study found that SIPS (Structured Interview
for Prodromal Syndromes) positive score, bizarre
thinking, sleep disturbances, schizotypal person-
ality disorder, global functioning score in the past
year, and years of education were the best predic-
tor variables.”” Neuropsychological studies of UHR
subjects at clinical presentation have suggested that
certain deficits, particularly impairments in episodic
memory, are more marked in subjects who later de-
velop psychosis.”® Recent studies indicate that Basic
Symptom Criteria*® or combining UHR and cognitive
Basic Symptom Criteria may have greater predictive
value,* improving sensitivity and risk estimation.

Finally, neuroimaging studies of UHR subjects at
presentation have found that the subsequent onset
of psychosis is associated with smaller prefrontal and
medial temporal volumes, increased prefrontal, me-
dial temporal, lateral temporal and midbrain activa-
tion increased subcortical dopamine function and
an alteration in the relationship between subcortical
dopamine function and medial temporal glutamate
levels.>'>2
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Conclusion

Till now, early psychosis intervention trials have indi-
cated that both pharmacological and psychological in-
tervention strategies may be of value in terms of symp-
tom reduction and onset delay of threshold psychotic
disorder. Reducing DUP and severity of first episode
is an indisputable benefit and very important for the
first critical period of psychosis. On the other hand, it
remains unsure whether these interventions have pre-
ventive value. UHR criteria lack convincing validity and
sensitivity, since the majority of at risk individuals will
not develop psychosis and “false positive” cases con-
sist an issue of strong debate. Small cohort samples
and limited duration of follow-up are limitations of so
far conducted studies and are yet to overcome. It also
remains unclear if the reported beneficial effects per-
sist in the long term and how long intervention in UHR
subjects should be given for. Clinical heterogeneity
and high comorbidity in UHR subjects impose different
methodological research conceptualization and indi-
vidualized intervention. Clinical staging is proposed as
an effective model in order to make early intervention
meaningful. Ethical matters and stigmatizing in terms
of unnecessary diagnosing and treating should always
be considered. DSM-5 has introduced APS as an under
consideration psychiatric condition, but all the above is-
sues should be addressed in the field of research.

MPpWIPHEC PUXWGIKEG EPRTTEIPLEC:
MapepBacelc, mpoBANPATIGHOl KAl TTPOOTITIKEC,

3. Anuntpakdémoulog, K. KoAag, N.K. Ztepavrc, B. Kovta&dkng

latpeio Mpwiung MapéuBaocng, A” Yuxiatpikry KAwvikr, latpiki ZxoAr Mavemotnuiov ABnvayv,
Awywriteio Noookopueio, Abrva

Wuxiatpikn 2015, 26:45-54

Ot YUXWOIKOU TUTIOU EUTTEIPIEG KAl CUPTTTWHATA MITOPEL va TponyolvTal Kat va mpostdormolouyv yla
METEMEITA EPPAVIONG PUXwonc. To DSM-5 slorjyaye tnv évvola Tou «Xuvdépouou E€acBevnuévng
Wuxwone» (Attenuated Psychosis Syndrome, APS) w¢ «katdotaon yla mepattépw Slepelivnony, uTo-
otnpiovtag TNV KAWVIKA TNG £yKUPOTNTA KAl TNV avAyKn yld £yKaipn avixveuon Twv UTTOOUSIKWY
PUXWOIKWV ekONAwoewv. H mpwiun mapéufaon otnv Ppuxwon éxel 16n kabiepwpévo pélo otn peiw-
on Tou XpOvou pn Bepameudpevng Yuxwong, otnv kabuotépnon tng évapéng tng Yuxwong Kat otnv
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avakoL@Ion Twv atopwv Alav upnlov Kivduvou (Ultra High Risk, UHR) amé ta cupmtwpatd Touc.
‘Exouv mpoTtabei TO00 QAPUAKONOYIKEG OO0 Kal YUXOOEPATTEVTIKEG TTIPOOEYYIOELC YO TOV OKOTIO au-
Tov. H Ivwaotaki-Zupmepipopikny YuxoBepaneia @aivetal va éxel oageic evoeielg kal euVoikO amoTé-
Aeopa OO0V APOPd 0TA TOCOOTA HETARAONCG O€ YUXWON, TA WwUéya-3 Amapd oéa xapnAdtepa aAld
UTTOOXOUEVA ATTOTENECATA, EVW N XPHON AVTIPUXWOIKWY (0€ XaUNAEG SOOELG) 1 AVTIKATAONTTTIKWV
QAPHAKWY UTTOPEL VA PAVEL EVEPYETIKI, WOTOCO TTAPAUEVEL ACAPEC, EAV TA EVVOIKA amoTeAéopata
NG omotag mapépPaong dtapkolv Kal yia mdéoov kalpod Ba mpémel va epappédletal otoug UHR. H &i-
axeiplon mePIMTWONG Kat n oTevr mapakohoubnon oe emimedo opyavwuévng dSopung pe Baon apxég
TNG KOWVOTIKNAG PUXIATPIKAG armoTEAOUV BACIKA OTOIXEIQ YO TOV XEIPIOUO TWV ATOPWY LYNAOU Kiv-
SUvou. QoTO00, TO PAEYOV {NTNUA OXETIKA HE TNV MPWIUN YUXWON aQopd 0ToV akplPr Kal €yKupo
mpocdloplopd Tou MPodpouIKoU oTadiou TNG PUXWONG, TToU Urmopei va B€oel TIG BACELS yia OUCLAOTI-
KN Kal amoTEAECUATIKA €ykalpn mapépfaocn. Av Kat €xouv avantuxOei YUXOUETPIKA epyaleia Tou
TapEXoUV ia Kotvr, Baoel kpitnpiwv, pébodo avayvwpiong Twv UHR atéuwy, n Stapdyn petado
EPELVNTWV KAAA KpaTei ooV a@opd oTIC «PeVdWC DETIKES TTEPIMTWOELS, SeSoUEVOL OTI TA TTEPLO-
00Tepa €€ autwv dev Ba ekdnAwoouv moté YPuxwaon. Emmiéoy, ol épguveg Seixvouv 0TI Ta TOCOOTA
METARaONG O€ YUXWON €XOUV HEIWOEL PE TNV TTAPOSO TWV ETWYV, 0OSNYWVTAC OE €VTOVN KPITIKN yld
TNV KAWVIKN €ykupotnta Twv UHR/APS kataotdoswv Kat Tn dgovtoloyia wg mpog T Omola mapép-
Baon og autéc. e autd To MAAioo, Ta NOKA {NTAKATA, TTOU TTPOKUTITOUV ATTd TOV OTIYUATIOUO HECW
TWV TMEPITTWV SIAYVWOEWV KAl TNG CUVTAYOYPAPNONG AVTIPUXWOIKWY, GUVIOTOUV onpeia coPfaprig
oulATNonG. H KAVIKA €Tepoyévela Kal N uPnAr cuvvoonpotnta twv UHR atéuwv amote ovv oTol-
xela mepaitépw mpoPAnuatiopou. H tpéxouoa épsuva Sivel Epgacn oTn BeAtiwon TG eykupdTNTAG
Twv Kpitnpiwv évtaéng kat tn Slapdpewon eEATOUIKEVUEVWY OTPATNYIKWV Tapéupaong pe fdon to
HovTENO KAWVIKWV oTtadiwv. MPpog Tov oKoTo auTtov, SOUEC TPWIKNG AvayvVWEIoNE KAl Tapéupaong
otnVv Yuxwaon, mou éxouv avantuxOei avd tov kdouo, mpoomabouv va cupfdlouv oTnv épeuva
ME TNV €QAPUOYN KAIVIKWYV, YVWOTIKWV 1 VEUPOYUXOAOYIKWY Kpitnpiwv. MapoN autd, otnv mA&lo-
vOTNTA TWV PEXPL TWPA SNUOCIEVUEVWY LEAETWY, UTIAPXOLV APKETOI TTEploplopoi Tou Sev €xouv a-
KOUa apBei, KaBwe Ta HeYEDN Twv Pog épguva MANBUCUWY BewpouvTal Pikpd Kat n SldpKela TNG
TapakoAoUONOoNG CUVTOUN. ANAECG EMMOTNHOVIKESG PWVEC uTTooTNPI(oLV OTL N Katdotacon UHR pmopei
VA QVTIMTPOOWTTEVEL évav N €181KO TapdyovTta KivdUvou yla PuxlatpikéS SlaTapayEg YEVIKA Kat OXL
amapaitnTa yia Yuxwon, evw umapyel n taon va egetaletatl n 16éa tng £ykaipng mapéupfaong uméd
TO Tpiopa TNG UTTOOUSIKAG i TPWIKNG YPUXIKAGS KaTtdoTtaong duoopiac. Eite €tol gite aA\we, n ava-
yvwplon kat n éykaipn mapéupaon o€ avaduopeveg PuxlaTpIKEG KATAOTACEL, I81AITEPA OF KEIVEQ
ME PUXWOIKA i} PUXWOIKOU TUTTOU CUUTITWHATOAOYIA, cuvendyovTal adlau@lofAtnTa o@érn umé Tnv
€UPUTEPN évvola TNS MPOANYNG, BETOVTAC £va IOXUPO EMOTNHOVIKO-KAIVIKS TIAGiC10 yia Tpdofaon
O€ TTAPOXI UTINPECIWV 0€ O00UC €XouV avaykn amé Bordeta kal tn Suvatdtnta aAAayig mopeiag Tng
YUXIKAE VOOOU Yla EKEIVOUC TTOU €XOUV EVOAWTOTNTA YA AVATITUEN PUXWOIKWY SLATAPAXWV.

Né&eig eupeTnpiov: Mpwipn Yuxwon, Z0vépopo E§aoBevnuévng Yoxwongc, mpodpouikn Yuxwaolkn
ouvSpoun, TPOANTITIKA YUXIATPIKN.
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n the second part of this diptych, we shall deal with psychiatric training in the United Kingdom in
detail, and we will compare it -wherever this is meaningful- with the equivalent system in Greece. As
explained in the first part of the paper, due to the recently increased emigration of Greek psychiatrists
and psychiatric trainees, and the fact that the United Kingdom is a popular destination, it has become
necessary to inform those aspiring to train in the United Kingdom of the system and the circumstances
they should expect to encounter. This paper principally describes the structure of the United Kingdom's
psychiatric training system, including the different stages trainees progress through and their respec-
tive requirements and processes. Specifically, specialty and subspecialty options are described and ex-
plained, special paths in training are analysed, and the notions of “special interest day” and the optional
“Out of programme experience” schemes are explained. Furthermore, detailed information is offered on
the pivotal points of each of the stages of the training process, with special care to explain the important
differences and similarities between the systems in Greece and the United Kingdom. Special attention
is given to The Royal College of Psychiatrists’ Membership Exams (MRCPsych) because they are the only
exams towards completing specialisation in Psychiatry in the United Kingdom. Also, the educational
culture of progressing according to a set curriculum, of utilising diverse means of professional develop-
ment, of empowering the trainees’ autonomy by allowing initiative-based development and of applying
peer supervision as a tool for professional development is stressed. We conclude that psychiatric train-
ing in the United Kingdom differs substantially to that of Greece in both structure and process. There
are various differences such as pure psychiatric training in the United Kingdom versus neurological and
medical modules in Greece, in-training exams in the United Kingdom versus an exit exam in Greece, and
of course the three years of higher training, which prepares trainees towards functioning as consultants.
However, perhaps the most important difference is one of mentality; namely a culture of competency-
based training progression in the United Kingdom, which further extends beyond training into profes-
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sional revalidation. We believe that, with careful cultural adaptation, the systems of psychiatric training
in the United Kingdom and Greece may benefit from sharing some of their features. Lastly, as previously
clarified, this diptych paper is meant to be informative, not advisory.

Key words: Psychiatric training, Greece, United Kingdom, specialisation.

Introduction

The first part of this paper, published earlier in
Psychiatriki, focused on the broad structure of psy-
chiatric training in the UK, whereas this part analy-
ses the training process and focuses on specific
issues pertinent to aspiring Greek trainees. As pre-
viously stated, this article should not be seen as an
advertisement of training abroad, especially during
the challenging times psychiatrists and psychiatric
trainees face in Greece. Instead, this is meant to be
a source of realistic information, which will hope-
fully enable those who are thinking about emigrat-
ing for psychiatric training to make a truly informed
decision. This article is written in English rather than
Greek, specifically so that it can be subjected to con-
structive criticism and subsequent updating by both
lingual audiences.

General overview of psychiatric training
in the UK

In Part | we explained how one could enter training
at various levels and described the different train-
ing paths one could take. In part Il we will deal with
what happens once already in psychiatric training.
Typically in the UK that would refer to persons who
have already worked for two years as Foundation
Doctors following graduation from medical school,
gained their competencies in general medicine and
surgery and have secured a training post in psy-
chiatry through national interviews. They would be
about to commence their training as a Core Trainee
(CT 1-3) before advancing to become a Higher Trainee
(ST 4-6), hopefully three years later. The harmoni-
zation of psychiatric training in Europe has been a
prevalent issue for quite some time,> due to major
incompatibilities existing in systems between coun-
tries. For clarity on the comparison between the sys-
tems in Greece and the United Kingdom, please refer
to the first part of the paper' and consult figure 1.

The training process

As a trainee, your aim is to achieve (and demon-
strate that you have achieved), a number of compe-
tencies that will lead to the award of the Certificate
of Completion of Training (CCT). These competen-
cies are clearly laid out in the training curricula
for Psychiatry, compiled by the Royal College of
Psychiatrists (the UK equivalent of the Hellenic
Psychiatric Association, EWE). The training curricula
are very detailed accounts of the competencies train-
ees must achieve during their time in training. The
Royal College has published a curriculum for Core
Training and multiple Advanced Curricula for the
various subspecialties of Higher Training. The reader
is advised to refer to the relevant College webpage?
for further details, and also consult the “Gold Guide”,
which details the training process for all postgradu-
ate specialty training.*

Progression through the training years depends
on satisfactory yearly reviews, attesting that train-
ees have achieved the relevant competencies.
These reviews are formally called Annual Reviews
of Competence Progression (ARCP) and are carried
out by panels composed of the local deanery’s ed-
ucational leads (for example the Training Program
Director, the Postgraduate Dean etc). Passing the
ARCP is dependent on the demonstration of evi-
dence attesting to the trainee having achieved the
competencies set out by the training curriculum.
The responsibility is on trainees to provide the evi-
dence. This means that trainees are empowered to
use their initiative to train in their chosen way, as
long as competencies are met. Local training au-
thorities usually facilitate this and provide guid-
ance and opportunities to train towards achieving
competencies. For instance, local deaneries usu-
ally suggest a local leadership and management
course which will enable trainees to fulfil relevant
competencies. However, trainees may choose to
gain their competencies in leadership and man-
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United Kingdom

Medical School
(+ intercalated BSc) = 5 + 1 years

Foundation Training = 2 years

Senior House Officer (CT 1-3)
Core Training = 3 years

Specialist Registrar (ST 4-6)
Higher Training = 3 years

Consultant

<— Medical degree —>

<«— Beginning
of specialty training

Exams

PSYCHIATRY TRAINING IN THE UNITED KINGDOM - PART 2: THE TRAINING PROCESS 57

Greece

Medical School = 6 years

Rural Gen. Practice ~ 1 Year

7

Psychiatric Training
(Gen. Medicine + Neurology

\ + Psychiatry) = 5 years

“Epimelitis A / B”

“Diefthintis”

Figure 1. A rough comparison of progression through the Greek and the United Kingdom’s psychiatric training

systems.

agement by “shadowing” an executive or a man-
ager for a few days. In this case they would have
to demonstrate that they have gained competen-
cies, for example by writing a reflection note or by
completing a workplace-based assessment (please
see below).

Between ARCPs trainees have regular mini-re-
views with their supervisors. These mini-reviews are
there to identify and remedy potential problems
early. There are three levels of supervisors: Clinical,
Educational and Training Programme Director. The
clinical supervisor is usually the trainee’s Consultant
at their place of work (usually for six months to a
year), with whom they meet on a weekly basis and
complete most competency assessments. The
Educational supervisor usually follows the trainee
for their whole training and monitors their over-
all progress three times a year, plus at the ARCP.
The Training Programme Director has a formal role,
among others for quality assurance, but would
not normally get involved in a particular trainee’s
training, unless there is concern. Supervision does
not stop with the end of training, but morphs into
Continuing Professional Development.® As part of
this, specialists are required to demonstrate that they

maintain and advance their expertise. They are asked
to achieve this by many means, including peer-sup-
port groups, where specialists reflect against each
other’s clinical practice and professional develop-
ment plans. Peer supervision has many advantages
which would potentially benefit the Greek academic
world (at both training and post-training levels), as it
offers the chance to network, reflect, collaborate and
motivate/be motivated.

Trainees are required to maintain a portfolio
(sometimes referred to as a “log-book”) through
which they can keep track of their progress and
demonstrate it to their reviewers in an organised
fashion. The Royal College facilitates this by offering
an online portfolio service.® In addition to upload-
ing evidence towards passing the ARCP (e.g. docu-
ments, certificates, publications, reflections etc),
the online portfolio facilitates Workplace-based as-
sessments (WPBAs). These are assessments of vari-
ous competencies which correspond to the training
curriculum. The trainee is responsible for arranging
these with their supervisors, at their place of clini-
cal work or elsewhere. For instance, the clinical su-
pervisor may sit with a trainee during an interview
to witness the trainee’s skills in clinical assessment



58 N. CHRISTODOULOU and K. KASIAKOGIA

and management (this is called an Assessment of
Clinical Encounter, ACE). Or, for another example, a
trainee may ask ten or so members of their multidis-
ciplinary team to feedback on his/her overall per-
formance as a member of that team (this is called a
Peer Assessment Tool, PAT). People asked to provide
this could be psychiatrists and allied professionals
such as social workers, psychologists, nurses, but
could also include others like secretaries and man-
agers. If used correctly, WPBAs can be very useful
educational tools, and are important because you
can only progress to the next year of training once
you have completed them.

The membership exam to the Royal College
of Psychiatrists (MRCPsych)

As described in Part | and depicted in figure 1, psy-
chiatric training is composed of “Core” and “Higher”
training, each nominally lasting for three years, after
which one may become a Consultant Psychiatrist.
As a trainee you will work at Core Training level until
you manage to pass your exams for Membership to
the Royal College of Psychiatrists (MRCPsych), after
which point you may move to Higher Training level.
Progression to Higher Training is absolutely depend-
ent on passing the exams and your annual review
(ARCP) will not allow you to progress until you have
passed.

The MRCPsych is a four-part exam, composed of
three written papers and a practical examination.
These exams span the Core Training years and there-
fore the minimum time required to get through them
is three years. The written papers are taken during
the Core Training years and the practical exam be-
fore the end of CT3, or during a special 6 month ex-
tension to core training (CT3+), once a trainee has al-
ready passed the written papers. The written papers
are all multiple choice exams and last for three hours
each. The content and structure of the exam papers
are detailed on the College webpage.” The exams
follow the curriculum and trainees are expected to
develop their knowledge, skills and attitudes from
diverse sources, but mainly from their clinical ex-
posure. The practical exam (Clinical Assessment of
Skills and Competencies, CASC) is a 16-station exam
in which candidates are asked to assess and manage
real-life clinical scenaria. Some stations are manned
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by actors and an examiner and some only by an ex-
aminer. The themes used in CASC are very broad,
but reflect clinical reality, therefore the best way to
prepare for this exam is to expose yourself to real-life
clinical situations.

Overall, the MRCPsych exam is a difficult exam
(Indicatively, please refer to the analysis of the re-
sults for the 2008-2010 cohort®). However, that
is expected and justified, given that it is the only
exam taken during psychiatric training. As such, it
is the only equivalent to the speciality exams taken
at the end of specialisation in Greece, however the
MRCPsych is much more comprehensive. The two
exams coincide temporally as well, given that at the
point of taking the MRCPsych exam, UK trainees
have completed at least five years of post-medical
school work as doctors. In fact, in many cases this is
inflated to six or seven years due to re-sitting one or
more papers.

Core training and higher training

Psychiatric trainees start their training as Core
trainees (CT 1-3). During the three years of Core
training, they are expected to get experience in all
subspecialties, including child and adolescent psy-
chiatry. Core trainees perform daily duties which are
equivalent to those performed by psychiatric train-
ees in Greece. These include working on the frontline
during on-calls, admitting and clerking patients, and
attending to basic daily needs of inpatient wards.
They get formal training once a week (usually a cou-
ple of hours on a morning), when they either pre-
sent cases to their colleagues or critically appraise
a published paper. This supervised activity is often
used for developing knowledge, skills and attitudes
towards the MRCPsych, although the latter is also
covered by special courses run by the private sector.
Core trainees rotate between different subspecialties
every six months, thus passing through at least six
subspecialties during their core training.

Once they are successful at the MRCPsych exam,
trainees progress from Core Training to Higher
Training. This level of training does not exist in
Greece. Higher training takes three years and the-
matically involves working exclusively in one subspe-
cialty. Therefore, trainees will only work in one of six
psychiatric subspecialties: General Adult, Old Age,
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Learning Disability, Child and Adolescent, Forensic,
Psychotherapy. For example, a Higher Trainee
will work only in psychotherapy or only in child
and adolescent psychiatry for at least three years.
Furthermore, Higher Trainees in Adult Psychiatry
have the opportunity to sub-specialise even further
by getting an “endorsement” in Liaison, Substance
Misuse or Rehabilitation Psychiatry.?

Higher Training is by far the most exciting part of
psychiatric training in the UK, for a number of rea-
sons. To start with, the focus of training shifts from
the development of clinical skills (as these are ac-
quired during Core Training), to the development
of more composite skills. This is reflected on vari-
ous features of training. For instance, most Higher
Trainees work in their normal base for only four
days per week. The fifth day is a “special interest &
research” day, during which the trainee will embark
on a range of activities responding to their inclina-
tion and needs for professional development, such
as research, teaching or psychotherapy. The choice
obviously depends on the trainee, and is not limited
to the expertise a specific training area can offer, but
is often helpful to abide to the latter. The exception
to the “special interest day” rule are academic train-
ees, who often sacrifice that day as their time is al-
ready divided between many commitments. Higher
Trainees could also embark on “Out of Programme
Experience” (OOPE) projects. These can count to-
wards training time if the Deanery, the Royal College
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and the General Medical Council all agree, however
in most cases extra time is added to overall train-
ing in order to accommodate the OOPE. Real life ex-
amples of OOPEs witnessed by the authors include
supporting psychiatric education in developing
African states, studying towards a PhD, or complet-
ing a research project that demanded a full time
commitment. Another exciting aspect of Higher
Training is the so-called “Acting-up period”. This is
when a Higher Trainee (usually in the latter stages
of their training) works as a Consultant Psychiatrist
(~ “Diefthintis”) for a few months under supervision.
This example is indicative of the seniority achieved
by UK higher trainees.

Conclusion

Psychiatry training in the UK offers a very interest-
ing experience, and most Greek trainees embarking
on it would find themselves developing in a pleas-
antly different direction as professionals. That said,
it is an important undertaking requiring a signifi-
cant level of commitment, and the incompatibilities
of the two systems need careful consideration. The
authors believe that, with thoughtful cultural adap-
tation, the two countries’ training systems may ben-
efit from exchanging some elements. Indeed, as per
the European Union of Medical Specialists (UEMS),’
and the European Federation of psychiatric Trainees
(EFPT),'® such exchange may contribute to the har-
monisation of psychiatric training across Europe.
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"University of Nottingham, Nottingham, *Forensic Psychiatrist, Glasgow, United Kingdom

Wuxiatpikn 2015, 26:55-60

310 devTtEPO PEPOC TOU SimTUXOU auTou ApBpou Ba aoxoAnBoUpe AEMTOUEPWG PE TNV PUXIATPIKNA
e16ikevon oto Hvwpévo Baailelo, kal Ba tn cuykpivoupe —OTOU AUTO €XEL VONUA— E TO AVTIOTOLXO
ovotnua otnv EAAASa. ‘Omw¢ Tekunplwbnke o0to MPWTo HEPOC Tou dpbpou, Adyw Tng mpdopata
avénuévng petavdoteuong EANAvwV Yuxtdtpwy Kal eI81IKEVOPEVWY, Kal AOyw Tou yeyovoTog OTIL TO
Hvwpévo Bacilelo gival SnPo@IANC TpoopIlopdg, €XEl KATAOTEN avaykaio va mAnpogopnBouv dcol
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emMSIWKOLV va eKTTAISEVTOVV 0TO HVwpévo BAGIAEIO OXETIKA E TO GUOTNHA KAl TIC CUVORKEG TTOU Ev-
Séxetal va avtipeTwrioouv. To mapdv apBpo mpwTioTwe meplypd@el Tn Sour} Tou CUOTAMATOC £16i-
KEuong oto Hvwpévo Baoihelo, cupmephapBavopévwy Kat Twv empépoug otadiwv Tng el81IKOTNTAC,
OTIWE KAl TWV OXETIKWV TTPoUTToBEcEwV Kal S1adIKACIWY. ZUYKEKPIUEVA, TIEPLYPAPOVTAL Kal EMEEN-
youvTal ot emAoyég €18ikeuong kal UToISikeuong, avallovTal ot E16IKEC KATEVOUVOELG ekTTaideuong
Kal e€nyouvTal ol éVVOLEG TNG «NUEPAC EI0IKWY eVOIaPEPOVTWVY» (special interest day) kat Tng mpoal-
PETIKNAG «EUTEIPIAC EKTOC TTPOYPAUUATOC» (out of programme experience). EmmAéov, mpoo@épovTtal
AeTMTOUEPEIC TANPOYOPieC TAVW oTa KOUPIKA onpeia kdBe @aong Tng Siadikaciag e1dikeuong, e
e181Kn éupaon otn olykplon petald EANadac-Hvwpévou Baaoteiou. EldIkA pveia yivetal oTig e€eTd-
OEIC Y1a TNV andKTnon ¢ 1816tNTag péAoug Tou Baoidikou Koheyiou Wuxidtpwy (MRCPsych), kaBwg
QUTEC €ival ol HOVEG EEETATELG TTOU ATTAITOVVTAL YIa TNV anmdKTnon 81KOTNTAC 0To Hvwpévo Baaoilelo.
Emiong, oklaypageital n ekmatdeuTikr vooTporia, Ye Baon tnv omoia n mpéodog oTnv edkOTNTA
EMTUYXAVETAL PE YVWHOVA €va TTPSYPAUUa ooudwv (curriculum), XPNOILOTIOIWVTAG TTOIKIAOUG TPO-
TTIOUG EMAYYEAUATIKAG EENIENG, EVIOXUOVTAG TNV OUTOVOUIO TWV EISIKEVOUEVWY, ETTITPETOVTAC TOUG
va auvtooxebidlouv tnv eEENEN TOUC KAl XPNOILOTIOIWVTAC €va 0UOTNA OUVASEAPIKAG EMOTITEIAG
WG epyaleio emayyeApaTiknG e€EMENG. KATOAYOUUE OTO CUUTTEPACUA OTL N PUXIATPIKH EKTIAISELON
oto Hvwpévo Baoilelo Slapépel ouotaoTikd amd ekeivn Tng EAAAdag tooo otn Soun éoo kat tn dia-
Sikaoia. Ymdpyxouv MOANEG S1agopEC, OTIWE N KAT' ATTOKAEIOTIKOTNTA EKTTAIOEVON OTO AVTIKEIUEVO
¢ Yuxlatpikng oto Hvwpévo Baoilelo, og avtidlaoTolr pe tnv doknon otn Neupoloyia Kal otnv
MaBoMoyia otnv EAN&Sq, ot e€eTdoelc katd tn Sidpkela TnG €1dikdTNTAC 0TO HVwpévo Baailelo €-
vavTl Twv e€eTdoewv 01O TENOC TNG 101KSTNTAG 0TNV EANGSQ, Kal uOIKA Ta emmAéov Tpia xpdvia
exmaidevonc (higher training), katd ta omoia ot ekmadeVOUEVOL TTIPOETOIMACOVTAL YIA VA AEITOUPYN-
oouv w¢ S1evBuVTEC. QOTOOO, N To onuavTiky Stapopd sival otn vootporia. O mpofiBacuog ota
S1dgpopa oT1ddla TG €1dikoTNTAC 0TO HVWwuévo Bacilelo Baciletal o€ pia kouktoupa amdSelgng Tng
ETTAPKELAG TWV EKTTAISEVOUEVWY, N OTIOIA EKTEIVETAL TTEPA aTTO TNV EKTTAIGELVON KAL OTNV EMAYYEAUATI-
KA moTtonoinon eMAPKELAC. MOTEVOUUE OTL UE TIPOOEKTIKN TTOMTIOTIKN) TTPOCGAPHOYH, T CUCTAUATA
Yuxlatpikng ekmaidevong tov Hvwpévou BacotAeiou kal Tng EAAASag pmopouv va enw@eAnbouv anod
TNV avtaAAayr KATolwv amo Ta XApakTNPLIOTIKA Touc. TEAOG, OTwG €xel NON SIEUKPIVIOTEL, TO TapOV
AapBOpo Eival EVNUEPWTIKO Kal OXt CUUBOUAEUTIKO.

Né&eig eupetnpiov: Yuxatpikn ekmaidevon, EANGSa, Hvwpévo Baoilelo, eldikdtnTa.

References

1

. Kasiakogia K, Christodoulou N. Psychiatry training in the 8. https://www.rcpsych.ac.uk/pdf/MRCPsych%20Cumulative%20

United Kingdom—Part 1: a general overview. Psychiatriki Results%20Report%20-%20August%202011.pdf
2014, 25:55-60 9. http://www.uems.eu/

. Margariti MM, Kontaxakis VP, Christodoulou GN. Toward a 10. www.efpt.eu

European harmonization of psychiatric training: the pros-
pects of residency training in Greece. Acad Psychiatry 2002,

26:117-24
3. http://www.rcpsych.ac.uk/traininpsychiatry/corespecialtytrain-
ing/curricula.aspx
4. http://specialtytraining.hee.nhs.uk/files/2013/10/A-Reference- Corresponding author: Dr N. Christodoulou, Clinical Assistant Professor
Guide-for-Postgraduate-Specialty-Training-in-the-UK.pdf in Psychiatry, Room BO08, Institute of Mental Health, University of
5. http://www.rcpsych.ac.uk/workinpsychiatry/cpd.aspx EZE:I:Z::Z Innovation Park, Jubilee Campus, Triumph Road, NG7 2TU
I
6. https://training.rcpsych.ac.uk/home Tel: 0044-79 71 86 60 53

. https://www.rcpsych.ac.uk/examinations.aspx e-mail: nikoschristodoulou@gmail.com



Future scientific meetings

230 NMaveAARvio Zuvédpio Wuxiatpikng
&

20 NMaveAAvio Yuxopappakoloyiko Tuvédplo

Opydvwon: ENAnvikr Yuxlatpikn Etatpeia

=evodoxeio Larissa Imperial, Adploa
23-26 Anpihiou 2015

310 mAaiolo Tou ocuvedpiou evtdooovTal Kal Ol TTAPAKATW EMOTNUOVIKEG EKONAWCEIC:
e 1n MaveANivia Ekmmaidevtik Huepida Néwv WYuxidtpwv
e 29n MaveArvia Ekmaidevutikn Huepida EANAvwy Eidikevopévwy Yuxidtpwyv

Emotnuovikn Mpappateia: EWE, Mamadiapavtomoviou 11, 115 28 ABriva
TnA.: (+30) 210-72 14 184, Fax: (+30) 210-72 42 032,
E-mail: psych@psych.gr, Website: www.psych.gr

lpaupateia Xuvedpiou:
ERA Ltd - CONGRESSES « EVENTS « BUSINESS TRAVEL « INCENTIVES - TOURISM
AckAnmiou 17, 106 80 ABryva, EANada
TnA.: (+30) 210-36 34 944, Fax: (+30) 210-36 31 690
E-mail: ntourkantoni@era.gr, Web site: www.era.gr

® 50 MaveAAnvio Yuyxiatpiko Zuvédpio otnv Mpwtofadpia ® 50 Tuvédpio Biopuyokotvwviking Mpooéyyiong atnv latpikn
®povrida Yyeiag, NavmAo, EANGSa MNepiOalyn, Oecocalovikn, EANGSa
22-25 lavouapiou 2015 19-21 Maprtiou 2015
Opyavwon: (a) Yuxlatpikr Kh\vikr Mavemotnpiou Matpwy, (B) EANAnvikn Opydvwon: EA\nvikn Etaipeia Biouyokovwvikng Mpooéyyiong
Nevpopuyxlatpikn Etaipeia otnv Yyeia
Emotnpovikég ouvepydtng EA.ETE.IA Suvepyaoia: [ Yuxiatpikr KAk, Tupa latpikrig ANO
YmevBuvog Emkovwviag: Kab. O. fouplig Opyavwtiké Mpageio: PRAXICON, EBv. Avtiotdoswg 101
lpauuateia Suvedpiou: ERA ENE, AokAnmou 17, 106 80 ABrva 551 34 Kahauapid, ©ecocarovikng
TnA: (+30) 210-36 34 944, 210-36 32 950, Fax: (+30) 210-36 31 690 TnA: (+30) 2310-460 682, Fax: 2310-435 064
E-mail: info@era.gr, Website: www.psychprimecare2015.gr E-mail: info@praxicon.gr, Website: www.praxicon.gr
© 20 MaveAAfvio AlemoTnROVIKG ZuvéSplo Ze€ohoyiac, ® 6th World Congress on Women’s Mental Health, Tokyo, Japan
Osccalovikn 22-25 March 2015
30 lavouapiou-1n ®eBpouapiou 2015 Organizer: International Association for Women's Mental Health

Collaboration: Tokyo Women’s Medical University Medical School
Tel: +511 222 1656, +519 979 05507
E-mail: iawmh2015@congre.co.jp, Website: www.congre.co.jp/iawmh2015

Opydavwon: International Society of Brain & Behavior
lpappateia Tuvedpiouv: PRAXICON

EBvikrig AvTioTaoewg 101, 551 34 KaAapaptd Oscoalovikn
TnA: (+30) 2310-460 682, 2310-460 652, FAX: (+30) 2310-435 064 e 23rd European Congress of Psychiatry, Vienna, Austria

E-mail: info@praxicon.gr, Website: www.praxicon.gr 28-31 March 2015

Organizer: European Psychiatric Association (EPA)

Congress Secretariat: Kenes International, 1-3 Rue de Chantepoulet, P.O.
Box 1726 CH-1211, Geneva 1, Switzerland

Tel: (+41) 22 908 0488, Fax: (+41) 22 906 9140

Website: www.epa-congress.org

® 10 MaveAARvio Zuvédpio Tng EAAnvikn¢ Etaipeiag Epeuvag &
MpoAnYn¢ Twv AutoKToVIWY Kat Tng Biag, ABrva
13-15 DeBpouapiov 2015
Opyavwon: EAAnvikn¢ Etaipeiag Epguvag & MpdAnyng Twv AUTOKTOVIWV

Kat TG Biag

Opyavwtiko Mpageio: Easy Travel, AvayvwaotomoUAou 19, ® 230 NMaveAAvio Zuvédpio Yuyiatpikng & 2o NMaveAAivio
106 73 ABrjva, EAAada Yuxopappakoloytké Tuvédpio, Adpica

TnA: (+30) 210-36 15 201/210-36 09 442, Fax: (+30) 210-36 25 572 23-26 Ampthiou 2015

E-mail: easytravel@hol.gr =evoboxeio Larissa Imperial, Adploa



62 PSYCHIATRIKI 26 (1), 2015

310 mhaiclo Tou cuvedpiou evidooovtal Congress Secretariat: WFSBP Global Headquarters

KOl Ol TTAPAKATW EMOTNHUOVIKEG EKONAWOELG: Zum Ehrenhain 34, 22885 Barsbuttel, Germany

® 1n MaveAnvia Ekmaideutikn Huepida Néwv Yuxiatpwy Tel: (+49) 4067088290

® 29n MaveAAnvia Ekmaideutikn Huepida EANvwy E-mail: info@ wfsbp.org

Eidikevopévwv Yuxiatpwyv

Emotnuovikn Mpappateia: EWE, NanadiapavtomovAou 11, 115 28 ABrjva ® 20th Congress of European Association for Psychotherapy,
Tn\: (+30) 210-72 14 184, Fax: (+30) 210-72 42 032 Athens, Greece

E-mail: psych@psych.gr, Website: www.psych.gr 19-21 June 2015

lpapparteia Zuvedpiou: ERA Ltd - CONGRESSES « EVENTS - BUSINESS Organizer: European Association for Psychotherapy (EPA)
TRAVEL « INCENTIVES « TOURISM Organizing Secretariat: Event Management, Conference & Event
AokAnmiov 17, 106 80 ABrjva, ENNada Organization, 475 Markopoulou street, P.O.B. 57, GR-190 03

TnA: (+30) 210-36 34 944, Fax: (+30) 210-36 31 690 Markopoulo, Attiki, Hellas

E-mail: ntourkantoni@era.gr, Website: www.era.gr Tel: (+30) 22990-845 70, Fax (+30) 22990-845 72

o . i . .
o International Psychological Applications Conference Website: http://www.eapathens2015.eu/#registration/c1jpz

and Trends, Ljublijana, Slovenia e Primary Care Mental Health: Innovation
2-4 May 2015 and Transdisciplinarity, Bucharest, Romania
Organizers: Portuguese Association of Psychoanalysis and 24-27 June 2015

Psuchoanalytic Psychotherapy
E-mail: secretariat@inpact-psychologyconference.org,
Website: www.inpact-psychologyconference.org

Organizers: (a) World Psychiatric Association (WPA), (b) Romanian
Association of Psychiatry and Psychotherapy, (c) “Carol Davila”
Medical University of Bucharest, (d) Politechnica University Bucharest,

e 4th International Congress on Neurobiology, (e) National Society of Family Medicine, (f) Romanian Public Health
Psychopharmacology & Treatment Guidance, and Health Management Association
Agios Nikolaos Crete, Greece Conference Secretariat: Ralcom Exhibitions
14-17 May 2015 Tel: (+40) 21 210 5814, 21 210 6540, 21 211 1541, Fax: (+40) 21 2122702
Organizers: (a) International Society of Neurobiology and E-mail: registration@wpa2015bucharest.org,
Psychopathology, (b) World Psychiatric Association (WPA) abstracts@wpabucharest.org
Under the auspices of: (a) School of Medicine Aristotle University
of Thessaloniki, Greece, (b) Hellenic Psychiatric Association (HPA), ® 2nd European Congress for Social Psychiatry
(c) Psychiatric Association for Eastern Europe and the Balkans (PAEEB) “Social Psychiatry in the Age of Informatics”,
Congress Secretariat: Global Events, 50A Stadiou Street, 555 35 Pilea, Geneva, Switzerland
Thessaloniki, Greece 1-3 July 2015
Tel: (+30) 2310-247 743, 2310-247 734, Fax: (+30) 2310-247 746 Organizer: Swiss Society for Social Psychiatry (SSPS-SGSP)
E-mail: info@globalevents.gr, Website: www.globalevents.gr Co-sponsor: World Association for Social Psychiatry (WASP)

Congress Secretariat: Kuoni Congress Geneva
Tel: (+41) 58 702 6297

E-mail: ecsp2015@ch.kuoni.com,

Website: www.ecspsocialpsychiatry.org/

® 410 Etiioio NMaveAAivio latpiko Zuvédpilo, ABRva
10-13 louviou 2015
Opyavwon: latpikn Etaipeia ABnvwv
lpappateia Zuvedpiou KEFM TouploTikég & ZuveSplakég Emyelprnoeig

AE-Congress World ® 10th International Congress of the INA,
TnA: (+30) 210-72 10 052, 210-72 10 001, Fax: 210-72 10 051 Jerusalem, Israel
E-mail: info@congressworld.gr, Website: www.congressworld.gr 14-16 October 2015

© 12th World Congress of Biological Psychiatry, Athens, Greece Organizing Secretariat: Target Conferences Ltd
14-18 June 2015 Contact: Sarah, Target Conferences Ltd
Organizer: World Federation of Societies of Biological Psychiatry Tel:011-972-3-517-5150
Host: Hellenic Society for the Advancement of Psyciatry E-mail: ina2015@target-conferences.com,

and Related Sciences Website: http://www.ina2015.com/



A

Adolescents, 135
Advance directives, 285
Agomelatine, 179
Agoraphobia, 171
Alcohol dependence
treatment, 208
Alcohol misuse, 208
Alexithymia, 95
Anxiety, 95
“Athena” service, 208
Athens, 104
Attempted suicide, 104

Attitudes towards mental
disorder, 119
Augmentation, 179

Balkan countries, 48
Behavioral disorders, 139
Breath holding, 171

C

Child abuse, 185
Child psychiatry, 48
Clinical-psychopathological
parameters, 104
Cognitive impairments, 27
Cognitive-behavioral therapy
(CBT), 270, 293
Community psychiatry, 192
Community survey, 19
Comorbidity, 135
Constraint, 171
Cross sectional study, 245
Cutoff score, 245

ete

PSYCHIATRIKI
Published Quarterly by the Hellenic Psychiatric Association

VOLUME 25
JANUARY-DECEMBER 2014

D

Day Hospital, 111
Depression, 95
Drama, 200

E

Epilepsy, 217
Evia, 19

F

Family system, 185
Family violence, 185
Financial crisis, 104
Folie a deux, 192
Forensic psychiatry, 303

G

Greece, 19, 55
Guidelines, 270

H

History, 200
Hyperventilation, 171

In vitro fertilization (IVF), 293
Infertility, 293

Informed consent, 285
Intensive care unit, 257

Involuntary hospitalization,
285

Involuntary treatment, 285
Islam, 303
Islamic law, 303

L

Legislation, 285
Loneliness, 171

Subjects intex

M

Major depression, 257
Melancholia, 200
Mental disorders, 19
Mental health, 48, 303
Mental infection, 192
Mental retardation, 135
Metacognitions
questionnaire, 39
Metacognitive beliefs, 39
Migration, 55
MMSE, 245
Mythology, 200

N
"Neo" institutionalization, 119

o
Obsessive compulsive
disorder, 179

Obstructive sleep apnea
syndrome, 95

Outpatient service, 208
P

Panic attacks, 217
Parenting, 185

Partial hospitalization, 111
Patients, 270

Personality disorder, 192
Pharmacoresistant, 217
Philosophy, 200

Post traumatic stress, 257
Prevalence, 19, 245

Proxy person, 285
Pseudologia a deux, 192
Pseudologia fantastica, 192
Psychiatric disorders, 119
Psychiatric epidemiology, 19
Psychiatric training, 55

Psychiatrist, 129

Psychological consequences,
293

Psychometric properties, 39
Psychopathological
consequences, 293
Psychopathology, 27, 185
Psychotherapist, 129

R

Residential care units, 119
Risk factors, 257

S

Schizophrenic spectrum, 27

Self-disclosure, 270

Services, 48

Social re-integration, 119

Social-demographic
parameters, 104

Specialization, 55

Stress disorder, 257

Substance abuse, 135

Suicide, 200

T

Therapeutic community, 111

Therapist, 270

Training, 129

Transgenerational transmission,
185

U

United Kingdom, 55
Users’ satisfaction, 119

Vv

Video-EEG, 217
w

Worrying, 39



A

Anagnostopoulos D, 48, 139
Androutsos G, 200
Angelopoulos E, 91
Angelopoulos NV, 119
Asimakopoulou E, 257

B

Barac-Otasevic Z, 48
Barbato A, 19

Botbol M, 15, 185

Bratis D, 95
Burgic-Radmanovic M, 48
C

Charalabaki K, 129
Chondros P, 19
Christodoulou N, 55

D

Degleris N, 245
Dimitrakopoulos S, 192
Douzenis A, 303
Draganic-Gajic S, 185
Dumitru S, 95

E

Efthimiou K, 293

F
Filippopoulou A, 129

G

Geferakos G, 303
Georgiades S, 217

H

Havaki-Kontaxaki B, 104

|

llias I, 179
IspanovicV, 48
K

Karaiskos D, 179
Karakatsanis N, 111
Karamanolaki H, 129

Karamanou M, 200
Karanikoli I, 111
Kasiakogia K, 55
Katirtzoglou E, 245
Kattoulas E, 27
Konstantakopoulos G, 39
Kontaxaki M-I, 27, 200
Kontaxakis V, 104

Koulis S, 171

L

Laios K, 200

Lakioti EN, 119
Lecic-Tosevski D, 185
Liappas I, 179, 208
Lykouras L, 303

M

Madianos M, 257
Mantonakis J, 111
Mellos L, 208
Michopoulos 1, 129
Miletic V, 48

Mitrossili M, 285

Mitsi C, 293

Moussas G, 95, 104
Myrianthopoulou P, 217

Nidos A, 39
Nimatoudis J, 241

P

Panagiotidou K, 270
Pantelidou S, 19
Pantoleon M, 245
Papachristou EC, 139
Papacostas SS, 217
Papadimitriou GN, 39, 104
Papakostas Y, 171
Paparrigopoulos T, 179, 208
Papaslanis T, 104
Papathanasiou ES, 217
Paplos K, 104

Authors index

Pehlivanidis A, 171

Pejovic-Milovancevic M, 48, 185

Ploumpidis D, 192
Politis A, 245
Pomini V, 208

Popovic-Deusic S, 185

R

Raleva M, 48
Roelandt JL, 19
Roxanis I, 39

S

Sakadaki E, 192
Skapinakis P, 245
Smyrnis N, 27
Solias A, 245
Spilioti E, 111
Stancheva V, 48
Stavrianakos K, 104
Stefanis NC, 27, 111
Stentoumis C, 111
Stylianidis S, 19

T

Tomaras VD, 119
Tsaraklis A, 95
Tselebis A, 95
Tsoukalas G, 200
Typaldou GM, 39
Tzavellas E, 179

\')

Vaidakis N, 39
Vaslamatzis G, 167
w

Wells A, 39

Y4

Zafeiropoulos G, 95
Zervas |, 270



ete

1986

YYXIATPIKH
Tpiunviaia ékdoon tng EAAnvikn¢ Wuxiatpikng Etaipeiag

TOMOX 25
IANOYAPIOZ-AEKEMBPIOX 2014

A

Ayopehativn, 179

Ayopapofia, 171

Ayxog, 95

Abrva, 104

Akouola voonAeia, 287

AAe€Bupia, 95

Avnouyia, 39

Ane€dptnon amd 1o aAkodA,
208

Amnémnelpeg autokToviag, 104

AutoamokdAuyn, 270

AutokTovia, 200

Balkavikég xwpeg, 48
Bivteo-HEr, 217

r

N'vwolakd eNeippata, 27
['VWO0KA-CUUTTEPIPOPIKN
Oepareia, 270
['VwolaKA-oUTTEPIPOPIKA
YuxoBepareia, 293
loveikn oupmepipopd, 185

A

Awayeveakn petadoon, 185

Alatapayég cupmeplpopdag, 139

Alatapayr HETATPAUUATIKOU
stress, 257

Alatapayr TPOCWMIKOTNTAG,
192

Apdua, 200
Avadiki Yuxwon, 192

E

EykAwfiopog, 171
Eldikotnta, 55

Ekouolo Kpdtnua TngG avamvong,
171

Ekmaidevon, 129

EANNG&Sa, 55

Evioxuon Bepaneiac, 179

E€wowpartikr yovigomoinon
(IVF), 293

E€wTepiko mpoypappa
ameaptnong, 208

Enmaktr) Yyevdoloyia, 192

EmAnyia, 217

EmmoAeaopog, 19, 245

EpWTNUATOAOYIO HETAYVWOLWY,
39

‘EgnpPol, 139

H
Hvwpévo Baailelo, 55

()

Ogpameutic, 270
Ogpameutikn Kowvoétnta, 111
Ogpamevodpevol, 270

I16eo0puxavayKaoTikn
Satapayn, 179

Ikavoroinan Anmrtwv uTNPECIWV
YuxIkng vyeiag, 119

lohay, 303

lohapiko Sikato, 303

lotopia, 200

K

KatdOayn, 95

Katdxpnon aAkooA, 208

KateuBuvtnpleg mpoTdoelg,
270

KAWIKEG-PuXOTTOBONOYIKES
napdapetpol, 104

KolvoTikég oTeyaoTikéG Sopég,
119

Evpetiplo Ospatwyv

Kowvotikn épeguva, 19

Kootk Yuyxtatpikn, 192

Kowwvikn emavévtaén, 119

Kotvwviko-8nuoypa@ikég
napdpetpol, 104

Kpioegig mavikov, 217

M

MeiCwv katdOMyn, 257

MéeAayxohia, 200

Mepikry voonAeia, 111

Metayvwolakég memolOnoelg,
39

Metavaotevon, 55

MMSE, 245

Movada evtatikig Bepaneiag,
257

Mova&id, 171
Mu6BoMoyia, 200

Néo-16pupatiopdg, 119
Nontikry kaBuotépnon, 139
NopoBeoia, 287
Noookopeio Huépag, 111

(o)

Owoyevelakn Bia, 185

Oikoyevelakd ocvotnua, 185

OwovoulIkn Kpion, 104

Oplakd onueio Saxwplopou,
245

n

Maidikn kakomoinon, 185
MNaidoyuylatpikn, 48
Mapayovteg kivduvou, 257
Mpoyevéotepeg odnyieg, 287
Mpdypappa «<AOHNA»,208
MNpoéowmno eumotoouvng, 287

z

>TA0EIG amévavTl oTNV YUXIKN
Swatapayn, 119

SUYXPOVIKN MENETN, 245

Juvaiveon KATOTIV EVNUEPWONG,
287

>UvVOPOUO ATTOPPAKTIKAG
dmvolag otov Umvo, 95

>Yuvvoonpdétnta, 139

>x1loppevikd @aoua, 27

Y

Ynépmvola, 171

Ynnpeoieg, 48
Ymoyovipdtnta, 293
YmoxpewTIkn Bepaneia, 287

(0]

OavtaoTtiki Yevdoloyia, 192
DappakoavlekTiky emAnwia, 217
O\ooopia, 200

X
Xprion ovowwy, 139

L 4

Yuxatpikn ekmaidevon, 55
Yuxiatpikn emdnuioloyia, 19
YuxatpodikaoTikr, 303
WYuyiatpog, 129
Yuxikég Slatapayeg, 19
Yuxik poAuvon, 192
WYuxikn vyeia, 48, 303
Yuxikég Slatapaxég, 119
WYuxoBepameutg, 129
Wuxoloyikég dtatapayée, 39
Yuxoloyikég emmTwoelg, 293
Yuyouetpikég 1616TNTEG, 39
Yuxomnaboloyia, 27, 185
YuxomaBoAOYIKECEMMTWOELG,
293



EUpETHPLIO CUYYPAPEWV

A Kdattouhag E, 27 MamAocg K, 104

Ayyerémouhoc H, 91 Kovta&akn M-E, 27 MNexAiBavidng A, 171

Ayyehomouhoc NB, 119 Kovtadkng B, 104 Pejovic-Milovancevic M, 48, 185
AvayvwoTomouhog A, 48, 139 Koouac E, 95 Moupmidng A, 192
Aonuakormoulou E, 257 KolAng 2, 171 MoAitng A, 245
Koutohiépng M, 95 Popovic-Deusic S, 185
B Kwvotavtakdmoulog I, 39 p
Barbato A, 19 A
Botbol M, 17, 185 Raleva M, 48
Baidakng N, 39 Adwog K, 200 Roelandt JL, 19
Baohapatlrc I, 167 Aakwtn EN, 119 Poavng I, 39
Barac-Otasevic Z, 48 Lecic-Tosevski D, 185 5
Burgic-Radmanovic M, 48 Aémmac |, 179, 208 )
AUkoupag E, 303 Yakadakn E, 192
r Skamvakng MM, 245
Fewpyladng , 217 M Tpupvig N, 27
Madavog M, 257 ToNag A, 245
A Mavtwvdkng I, 111 SnnAwtn E, 111
Aéyhepnc N, 245 MéN\og A, 200 Ytavplavakog K, 104
AnuNTPaKOTOUAOC ¥, 192 MntpooUAn M, 285 Stancheva V, 48
Aoulévnc A, 303 Mrton X, 293 Ttevtoopng X, 111
Draganic-Gajic S, 185 Miletic v, 48 Zrepavic NK, 27, 111
MixomouAoc I, 119 Ttuhiavidng %, 19
E Movoodc I, 95, 104
EuBupiou K, 293 Mmpdtng A, 95 T
MuptavBomovou M, 217 TCapéNag H, 179
z Tlepepdkog I, 303
Zagepomnoulog I, 95 N Touapdg BA, 119
ZépBac T, 270 Nnuatovdng I, 241 ToapakAic A, 95
Nivtog A, 39 Toeheunicg A, 95
H Ntoupitpou %, 95 TumdA&ou M, 39
HAiag 1, 179 n o
I Navaywtidou K, 270 O\rrmomouou A, 119
Ispanovic V, 48 Mavtehidou %, 19
MavtoAéwv M, 245 X
K Mamadnuntpiou I'N, 39, 104 Xafakn-Kovta&akn M, 104
Kapaiokog A, 179 MamaBavaociov EX, 217 Xapahaumakn K, 129
Kapakatodvng N, 111 MNamakwotag |, 171 Xoévépog MM, 19
KapapavwAdkn X, 119 Mamakwotag X%, 217 XptotodolLMou N, 55, 185
Kapavikohij E, 111 Mamappnyomnoulog ©, 179, 200
Kaolakoyia K, 55 Mamaohdvng ©, 104 Wells A, 39

Katipt{oyhou E, 245 Mamaypriotou EK, 139



PSYCHIATRIKI 26 (1), 2015

"PSYCHIATRIKI"

INSTRUCTIONS TO CONTRIBUTORS*

PSYCHIATRIKI is the official journal of the Hellenic Psychiatric
Association. It is published quarterly and has the same scope
as the Hellenic Psychiatric Association, namely the advance-
ment of Psychiatry. The journal invite contributions in the
fields of Epidemiology, Psychopathology, Social Psychiatry,
Biological Psychiatry, Psychopharmacology, Psychotherapy,
Preventive Psychiatry. The journal follows the standards ap-
proved by the International Council of Scientific Publishers.
For a detailed description of the specifications see "Uniform
Requirements for Manuscripts Submitted to Biomedical
Journals" (www.CouncilScienceEditors.gr). Other sources: Br
Med J 1991, 302:338-341/Can Med Assoc J 1995, 152:1459-1465.

Apart from the printed edition, the journal is freely available
in electronic version at the websites: www.psych.gr or www.
betamedarts.gr

The journal "PSYCHIATRIKI" accepts manuscripts for consid-
eration with the understanding that they represent original
material not previously published (except in abstract form)
or submitted for publication elsewhere. All authors of a pa-
per submitted must sign the submission form and declare
that they agree with the text of the paper, the publication in
the journal and the transfer of the copyright to the publish-
ers. The authors also declare that: (a) there was no source of
financial support (if any should be stated), (b) there were no
conflicting interests concerning the material submitted, (c)
the protocol of the research project has been approved by
the Ethics Committee of the Hospital or the Institution within
the work was undertaken according to the ethical standards
laid down in the Declaration of Helsinki (1995) as revised
in Edinburgh (2000) and (d) that the patients gave their in-
formed consent prior to their inclusion in the study.

The acceptance criteria for all papers are the quality and orig-
inality of the research and its significance to the journal read-
ership. All papers submitted are first screened by the Editor
or members of the Editorial Board for suitability and quality.

If suitable, papers are then reviewed by two reviewers expert
in the field. Reviewers are blinded as to the contributors of
each paper. The reviewers remain anonymous for contribu-
tors. The comments of the reviewers along with proposed re-
visions or corrections are sent to the authors. The authors are
informed of the final decision of the Editorial Board after the
procedure of review is over. The names of the reviewers for
the past year appear in a list in the first issue of the next year.
The Editorial Board reserve the right to modify typescripts to
eliminate ambiguity and repetition and improve communi-
cation between authors and readers.

* Instructions to contributors and the "submission form" can be found in the
first issue of each year of the journal as well as in the website of the HPA:
www.psych.gr.

The Journal "PSYCHIATRIKI" is Indexed and included in MEDLINE/PubMed,
Index Copernicus, Google Scholar,

EMBASE/Excerpta Medica, GFMER, CIRRIE,

SCIRUS for Scientific Inf., EBSCOhost™ and in latrotek
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TYPES OF ARTICLES

1. Editorials: Short articles in both English and Greek lan-
guage covering topics of particular importance, writ-
ten by members of the Editorial Board by members of
International Advisory Board and by invited authors (up
to 700 words and 7-8 references).

2.Review articles: Should be written by one or two au-
thors. They should not exceed 4,000 words.

3. Research papers: These articles must be based on a research
protocol. Statistical evaluation of the findings is essential.
They should not exceed 3,000 words (up to 8 authors).

4, Brief communications: This section includes research re-
ports which can be accommodated in a small space. They
should not exceed 1,500 words.

w

. Special articles: Invited articles concerning topics of spe-
cial interest (up to 4,000 words).

6. Case reports: This section includes interesting case re-
ports and descriptions of cases where new diagnostic or/
and therapeutic methods have been applied (up to 1500
words).

7. General articles: These articles may reflect opinions on
the theory and practice of Psychiatry, on the systems of
provision of psychiatric services, on matters concerning
the borderland between Psychiatry and other special-
ties or disciplines, etc. They should not exceed 2,000
words. The Editorial Board may suggest shortening of
these articles in order to be included in the "Letters to
the Editor" section.

8.Letters to the editor: Brief letters (maximum 400
words) will be considered for publication. These may
include comments or criticisms of articles published in
PSYCHIATRIKI, comments on current psychiatric topics of
importance, preliminary research reports (along with a
short abstract in Greek).

9. Book review: Presentation and critical review of selected
books is carried out by the editorial board or by persons
invited by it (up to 600 words along with a short abstract
in Greek).

10. Issues in English: The issues of PSYCHIATRIKI will be
published in Greek always with an abstract in English.
Twice a year the issues will be published in English (with
extensive abstract in Greek, about 400 words). In this
issue, papers by foreign and Greek writers will be pub-
lished. Papers by Greek writers could be submitted in
Greek or in English. Papers submitted in Greek that have
been chosen to publication in English will be translated
with the cooperation of the Editorial Board and the writ-
ers.
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SUBMISSION

Papers either in English or in Greek are considered for publi-
cation and should be sent to:

Journal PSYCHIATRIKI
Hellenic Psychiatric Association,
11, Papadiamantopoulou str., GR-115 28 Athens, Greece
e-mail: editor@psych.gr

The original manuscript, three copies as well as a copy on a
diskette or an electronic copy by e-mail should be submit-
ted. The text must be written with a word processor compat-
ible with any Windows program, or with any program for a
Macintosh computer.

The submitted manuscripts should be accompanied by the
“Submission form” accurately filled in.

A code number to be used in further correspondence will
be assigned to all papers submitted. Manuscripts should be
typewritten, double-spaced on one side of the paper with a
margin of at least 3.5 cm. On the right upper corner of the
first page a characterization on the article should appear
(e.g., Brief Communication, Research Article).

ARRANGEMENT

All pages must be numbered, starting with the title page.

Title page: It indicates the title (which should not exceed 12
words), the names and surnames of the authors, the Institute,
Hospital, University, etc. where the work was conducted and
the address, telephone number and e-mail of the author who
will be responsible for the correspondence. In the same page
appreciation for those who have contributed to the present-
ed work can also be included.

Abstract: The second page must include an informative ab-
stract (400-500 words) as well as 4-6 key words.

Main part: Must be divided in sections (e.g., for the
Research Papers: Introduction, Material and method, Results,
Discussion). Results appearing in the tables should not be re-
ported again in detail in the text.

References: They must be identified in the text by arabic
numbers (in brackets) and must be numbered in the order
in which they are first mentioned in the text (Vancouver sys-
tem), e.g. Birley' found that... but Alford? disagreed. Cite the
names of the first six authors. The list of references should
include only those publications which are cited in the text.

References should not exceed 100 in the Review articles and
the Special articles, 50 in the General articles, 15 in the Brief
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Communications and in Case reports, and 8 in the Editorials
and the Letters to the Editor.

The following paradigms illustrate the various reference cat-
egories:

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

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

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

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

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

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
(Website)

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

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

Figures: They must be professionally prepared glossy or oth-
er camera-ready prints. They must be numbered with arabic
numbers (figure 1) in the order in which they appear in the
text. The figure number, the authors’ names, the title on the
paper and the figure title should be written with soft pencil
on the back of each figure (or on a label affixed to it). A copy
of each table and figure must be included with each copy of
the manuscript.

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

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

OAHTIEX A TOYZ ZYITPAOEIZ*

H WYXIATPIKH eival To emionuo 6pyavo tng EAAnvikRg Yuxlatpiknig
Etaipeiag, ekdidetal TE00EPEI POPEC TOV XPOVO Kal €xeL ToV iS1o
okomo pe tnv Etaipeia, SnAadn tnv mpoaywyn tng YuxloTpikig
Emotiung. To meplodikd SnUooIeVEl Epyacieg Tou ava@épovTal
otoug Topeic TnNg Emdnuioloyiag, Yuxomaboloyiag, Kowwvikng
Yuxiatpikig, Broloyikng Wuxiatpikrig, Yuxopapuakoloyiag, Yu-
xoBeparneiag, MpoAnmtikig Yuxiatpikrig. Ot mpodlaypaég Tou me-
plodikov Tavtiovtal pe Tig odnyiec Tou AlgBvoug Emotnuovikov
JupPouliov EkSotwv. MNa TNV avaluTikn TEplypaen Twv mpodia-
ypaewv BA. "Uniform Requirements for Manuscripts Submitted to
Biomedical Journals" (www.CouncilScienceEditors.gr). AN\eg TnyEg:
Br Med J 1991, 302:338-341/Can Med Assoc J 1995, 152:1459-1465.

Extog amod tnv évtunn ékdoor Tou, To meplodiko SlatiBetal EAevBepa
0TNV NAEKTPOVIKH TOU €kdoon amod TIG loTtooeAideg: www.psych.gr iy
www.betamedarts.gr
To mep1obikd "WYXIATPIKH" &éxetal mpog Snpocisuon epyacieg mou
a@opPOoLV Og TPWTOTUTIO UAIKO TToU SV €xel SnpoaoleuBei mponyouué-
VWG (eKTOG o€ pop@n mepiAnYNng) 1y Sev éxel umoAnBei yia Snpoocieu-
on KAmou aAlo.
Katd tnv unmooln Tng epyaciag OAoL ol CUYYPAQEIC TIPETIEL VA UTTO-
YPAYOULV GTO TUTTOTIOINMEVO EVTUTIO UTTOBOANG OTL CUUPWVOUV LIE TO
mepleXOUEVO Kal amodéxovtal Tnv umoailopevn mpog dnuoacisuon
epyaoia kal petafiBdalouv Ta cuyypa@Ika SIKAWUATA OTO TIEPIOSIKO
"WYXIATPIKH". Ot ouyypageic akdun, dnAwvouv étt: (a) dev unmpée
OIKOVOIKN UTTooTHPIEN amod S1d@opeg yEg (edv unmp&e mpémel va
SnAwBEi), (B) dev urmpEav avTIKPOUOUEVA CUUPEPOVTA OXETIKA e
TO LAIKO TG épeuvag mou umePAROn mpog dnuoaicuon, (y) To Mpw-
TOKOA\O TNG €peuvag eykpiOnke amod tnv Emrtpomnr Bionbikng tou
Noookopegiou 1| Tou 1§pupaTog émou mpayuatonolndnKke n épsuva
oLpPWVA HE TIG TPodlaypaéc TnG Alakripuéng Tou EAaivki (1995) 6-
Mw¢ avabewpnOnkav oto ESiuBoupyo (2000) kat (8) 6Tt 6Aot ot acbe-
vei¢ édwaoav Tn cuykatdBeor) Toug Tplv cupTEPIANPBOUY 0TNV €pguva
a@oU TPONYOUHEVWE EVNHEPWONKaV yia Tnv epguvnTikn Stadikaoia.
Ta kpitiipla amodoxng Twv epyaciwv mepdapBdavouy tnv moldtnta
KOl TNV TTPWTOTUTTA TNG EPEVVAC, OTIWG ETTHONG TN CNUAVTIKOTNTA KAl
XPNOMOTNTA TwV SES0UEVWV OTOUG AVAYVWOTEG TOU TIEPLOSIKOU.
‘ONeG 01 pyaoieg UMTOKEIVTAL O€ pla apxIKA eKTipnon amd tov EkS§oTn
N HEAN TNG ZuvTakTIKAG EmTpomnhi¢ Tou meplodikou TPOKEIUEVOU va
eKTIUNOEL N KATAAANAOTNTA Kal n ToldTNTA TOuG. Edv Nn €pyacia kpt-
B¢l kaTapxnVv KAatdAAnAn yia dnpocisuon oto mepPlodiKo, EKTIHATAL
amnod SVo ave€dPTNTOUG KPITEG, E18IKOUE OTO AVTIKEIUEVO TNG EPELVAC.
O1 kpttég Sev Yyvwpifouv TOUG CUYYPAPEIC TNG EPYATIAg KAl TTAPAUE-
VOUV 0VWVUHOL VIO TOUG OUYYPAPEIG.
Ta oxoAa Twv kptwv padi pe Tig umodeifelg kat S10pBwaoelg Toug amo-
OTéENOVTAL OTOUG CUYYPAPEIC. Ol CUYYPAPEIC EVnUEPWVOVTAL EYYPA-
PWCE yla TNV TEAKR amdé@aon TnG ZUVTAKTIKAG EmTpomnnic Tou meplo-
SikoL otav n Siadikacia a§lohoynong ohokAnpwbei. Ta ovéuata Twv
KPITWV TOU TIPONYOUHEVOU £TOUG EpaviCovTal 0TO TIPWTO TEVXOG TOU
emopévou €touc. H ZuvtakTikr Emrtponn diatnpei 1o Sikaiwpa va Ka-
VEL PPOAOTIKEG S10pOWOEIG OTA KEIUEVA TTIPOKEIPEVOU VA HEIWOEL A0d-
PELEC KAl EMAVONAPELC Kal va BEATIWOEL TN SuvaTOTNTA EMIKOWVWVIAG
AVAPESA OTOUG CUYYPAPEIG KAl TOUG OVAYVWOTEC TOU TIEPLOSIKOU.

* Ot 06nyieg MTPOG TOUG CUYYPAPEIG KAl TO «GUVOSEUTIKO €VTUTIO UTTOBOANG»
UTTAPXOULV 0TO 10 TELXOG KABE £€TOUG TOU TTEPLOSIKOU Kat oTo website Tng EWE:
www.psych.gr.

To mep1odiko «WYXIATPIKH» kataxwpeitat kat mepthapBdavetat ota MEDLINE/
PubMed, Index Copernicus, Google Scholar,

EMBASE/Excerpta Medica, GFMER, CIRRIE,

SCIRUS for Scientific Inf., EBSCOhost™ kat oo latrotek
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.ApBpa ZUvtagng: Tuvtoua Apbpa ypappéva tavtdxpova oTnv

€MNVIKN Kal ayyAikiy YAWwooa mou avagépovTal o€ emikalpa
B¢éuata dlaitepng onpaciag. Mpagovtal amd Tn ZUVTOKTIKA
Emtponn i and péAn tng Atlebvoug ZupBouleuTiknG EmTpomng
N META amod MPpAOoKANON TNG ZUVTAKTIKAG Emtpomng (uéxpt 700
Aé€eig kat 7-8 BIBAOYPaPIKEG aVaQOPEQ).

. AvaoKomioelg: EvnuepwTikd dpBpa mou agopolv og KPITIKA

avaluon Yuxlatpikwyv BePATwy i BEUATWY CUYYEVWV TTPOG TNV
Yuxlatpikn Emotipn. Ot avaokomnoelg ypdgovtal amd évav i
SVo ouyypaeic. H éktaon toug dev mpémel va umepPaivel TIC
4,000 A\é€eic.

.EpguvnTikég gpyacieg: MPoomTIKEG | avaSPOUIKEG EPYATiEC

mou Baocifovtal o peuvnTIKO MPWTOKOANO. Mpémel omwaodrmo-
TE va £X€l YIVEL OTATIOTIKN emegepyaonia Twv amoteAeopdtwy. Ot
EPEVVNTIKEG epyacieg Sev mpémel va umepPBaivouv Tig 3.000 Aé-
el (wg 8 ouyypaeic).

.ZUvtopa apBpa: ITnv KATNYopia auTr UTTAYOVTAl EPEVVNTIKEG

€PYACIEG TTOU HITOPOUV VA KataxwpenBoUV Oe TTEPIOPIOPEVO KW-
po. H éktaon Twv dpBpwv autwv dev mpémel va umepPaivel TI¢
1.500 Aé€elc.

. EWdika apBpa: Mpdagovtal HeTd amd mpOoKANON TNG ZUVTAKTIKAG

Emtpomnnic kal avagépovTtal o€ Bépata, Ye Ta omoia el 1dlaite-
pa aocxoAnBei o ocuyypagéag m.y. Bepaneia cupmePIPoPAS, Ta-
Boloyikn {nAotumia, YuxoBeparmeia HETAXUIOKWY KATAOTACEWYV
(Héxp1 4.000 Aé€elLQ).

. Ev8lagpépovoeg mepimtwoelg: H katnyopia autr mepAappavel

eVOLAPEPOUTEC AVAPOPEC TIEPIMTTWOEWY KAl TTIEPLYPAPEC TTEPL-
TITWOEWV OTIOU €EQAPUOCHNKaV VEEG SIAYVWOTIKEG 1Y/Kal Bepa-
TEUTIKEG pEBoSOL (Héxpt 1500 AEEELQ).

Fevika apOpa: H YYXIATPIKH &éxetat kat dpBpa mou ekppalouv
BewpnTikéG amoYelg oTov XwPo TNG YUXIaTPIKAG, YVWHESG Yia Ta
OUOTAHATA TTAPOXNG YUXIATPLKAG TIEPIBAAPNG, amOYELS Yia TOUG
XWpou¢ emaAAnAiag peTagy Yuxlatpikng Kat AAwV EMOTNRWV
Kal dA\a dpBpa avaloyou mepiexopévou. Ta apbpa autd dev
npénel va umepPaivouv Ti¢ 2.000 Aé€elg. H ZuvtakTikn Emtpomn
UMOpPE( va TTPOTEIVEL TN CUVTOUEUON TWV APOBPWV AUTWV TIPOKEL-
pévou va dnpocteuBouv wg «EmoTtolég mpog Tn Zuvtagn».

.EmoTtolég mpog tn Tovtan: NepihapPdvouv oxdMa kat Kpi-

oelg mMdvw o€ NON SNUOCIEVPEVEG EPYATIEC, TAPATNPAOELG OF
emikalpa Yuxlatpikd Béuata, mpdSpoua EPEVVNTIKA ATTOTENE-
opaTa, KA. Agv mpémel va unepBaivouv Tig 400 Aéelg (ouvo-
SeveTal amd ouvToun ayyAiki mepiAnyn).

. BifAokpitiki: H mapouaciaon kat Kpttikn BiRAiwv yivetal peta

amo mpdoKANoN TNG ZUVTAKTIKAG Emtpomnc (uéxpt 600 Aé€elg -
ouvodeveTal amd ocUVTOMN ayYAIKN TepiAnyn).

.ApBpa otnv ayyAiki YAwcoa: H YYXIATPIKH Ba kukAo@popei

oTnNV EAANVIKN YAWooa Tavta He ayyAkn mepiAnyn Twv gpya-
olwv. Avo TeLxn €TNCiwg Ba KuKAOPopPOoUV €€ OAOKAjpOU OTNV
AYYAIKN (e eKTETAPEVN EAANVIKA TTEPIANYN, TTEPiTTOU 400 AEEELQ).
310 TeVXN autd Ba Snuoctevovtal epyacisg EEvwv ocuvadéApwy,
aAAd kat EAARvwv. Ot epyacieg EAAvwv cuvadéA@wy pmopouv
va urtoBdANovTtal otV EAANVIKA ) TNV ayyAIKA YAwooa. Ooeg ep-
yaoieg mpokpivovTtal yla dnpoacicuon kat €xouv utoBAnBei otnv
eAN\NVIK YAwooa Ba petagpalovtal HETE amd CUVEPYATia Tou
TMEPLOSIKOU E TOUG OUYYPAPEIC.
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YMOBOAH EPTAZIQN

Ot epyacieg umoPfdAlovtal 0TO TPWTOTUTIO Kal Of Tpia QwTo-
avtiypaea, otn dievbuvon:

Meptodikd YYXIATPIKH
EMnvikn Yuxlatpikn Etaipeia,
Mamadiapavtomovlou 11, 115 28 ABrva
e-mail: editor@psych.gr

To SakTuloypapnuévo Keipevo TTpémel va ouvodeletal and CD pe to
KEIMEVO TNC Epyaciag 1 va amooTEANETAL NAEKTPOVIKO avTiypapo UE
e-mail. To keipevo mpémel va éxel ypagei e emeepyaotr ouppatd
ue mpoypappa Windows 1} ue omoloSATMOTE MPOYPAMMA YId UTTONO-
ytot Macintosh.

Madi pe ta vmoBarléueva dpBpa mpémel va LUTTOBANNETAL GUU-
TANPWUEVO TO «XUVOdeuTIKO évTumo UTIOBOARG epyaciag». Ot u-
moal\Opeveg epyacieg xapaktnpiovtal pe Kwdikd aplBud, mou
YVWOTOTIOLEITAL GTOUG OUYYPAPEIG KAl O OTIOI0G XPNOIUOTIOLEITAL OE
KABe emkovwvia pe o ePLodiko. Ta apbpa ypdgpovtal otn SnUoTi-
K YAwooa. H Saktuhoypdenon yivetal otn pia dYn tou @UANOU, HE
SIS SlaoTnHa Kal TEPIBWPLo TOUAAXLIoTOV 3,5 cm.

NV Avw 6e§1d MAELPA TNG TPWTNG OENISAG TTPETIEL VAL UTTAPXEL O Xapa-
KTNPLOopOG KABe dpBpovu (m.x. Avackdomnon, Epeuvntikn epyacia K.ATL).

AIATAZH THZ YAHZ

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

Telida titAou: Mepihappavel Tov TiTho Tou dpBpou (péxpt 12 Aé€eL),
TO OVOHATA TWV CUYYPAPEWY OTNV OVOUAOCTIKH, TO KEVTPO TIPOENEU-
ong, Tn SievBuvon Kat To TNAEPWVO Tou cuyypaéa Tou Ba emikol-
VWVEL PE To TIEPLOBIKO. TNV iS1a oehida avagépovTal emiong dToua,
opyaviopoi, 1dpluata KA., mou evéexopévwe ouvéBalav otnv
TIPAyHaATomoinon TG Epyaciag.

MepiAnyPn: Xtn Sevtepn oelida ypagetal n eEAANVIKA TepIAnyn,
(mepimou 400 Aé€elg). Ttnv mepiAnYn avake@alatwvovTal Ta KU-
pla pépn tng epyaociac. Opdoeig OMwg «ta uppata cu{ntovvta»
TPETIEL VA armo@evyovTal. ZTo TENOG TNG MEPIANYNG avaypdgovTal
4-6 Né€elg eupetnpiou.

AyyAikn mepiAnygn: Ztnv 1pitn 0elida ypdageTal n ayyAikn mepi-
AnWn, mou mpémel va €xel ékTaon mepimou 400 Aé€ewv, o TiTAOG TOU
apOpou Ta OVOUATA TWV CUYYPAPEWV KAl N TTPOEANEVON TOU dAp-
Bpovu (i6pupa). Z1o TéNo¢ TNG MEPIANYNG avaypaovtal 4-6 NEEELG
eupetnpiov. H mepiAnyn mpémel va Sivel oUCIACTIKEG TANPOPOPIEG.

Keipevo: Xwpiletal o kepdalata. Ma Tig pEUVNTIKEG Epyaoieg givat:
Etoaywyn, YAIKO kat péBodog, AmoteAéopara, Zulrtnon. Oca amote-
Aéopata mapatiBevtal oToug mivakeg dev emavalapBdavovtal Aento-
HUEPWG OTO KEIUEVO.

BifAloypapikéc mapamopmég: AplOuolvtal pe avfovta apid-
Uo, avaloya He Tn O€lpd €PPAVIONE TOUG OTO KEipevo (cUoTNaA
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Vancouver). T.x. O Birley' Bprike 6Ti..., aAAd o Afford? Siapwvnoe...
Avagépovtal Ta ovopata Twv £§L TPWTWV CUYYPAPEWV. ITov Pi-
BAloypagikd mivaka mepidapfBdvovtal povov ot BIBAoypapikEg
TIOPATIOUTIEG TIOU UTTAPXOUV OTO Keipevo. Xta dpBpa avaokdmnong
Kal Ta €181k apBpa ot BiBAoypaikéG mapamoumég Sev MPEMeL va
umrepfaivouv Tig 100, 0TI EPEVVNTIKEG EPYATIEC KAl TA YEVIKA ApOpa
T1G 50, 0Ta CUVTOMA APBPA KAl TIG EVOLAPEPOUTEG TIEPITTWOELG TIG 15
Kal 0Ta ApBpa cuvTagng Kat Tig EMOTONEG TTPOG TN ouvTaén Ti¢ 8. O
BiBAloypa@Ikog KATANOYOG CUVTACOETAL e av§ovTta aplOuo, mou a-
VTIOTOIXEl 0TN O€1pd eppAviong Twv BIBAIOYPAPIKWY TTAPATIOUTTWY
0TO KEipEVO, OTw¢ 0Ta akoAouba mapadeiypata:

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

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

3. Kinden A. Stress and emotion. Springer, Berlin, 1990 (Bif3Aio)

4.Larsen E, Elliot B. Fatigue in major depression. Psychiatriki 2007,
(Suppl 1):5143-5144 (Mapdptnua meptodikov)

5.Silverstone A, Leman H, Stark J. Attempted suicide by drug-over-
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NMivakeg: pagovtal pe Simhd didotnua oe exwploth oeAida.
Ap1BuolvTal avaloya HE Tn OEIPA EUPAVIONG TOUC OTO KEIUEVO, PE
apapfikoug aplBpoug (mivakag 1), akoAouBei cUVTOUN KATATOTMIOTI-
K AeCavta (m.y. AoBeveic mou voonheubnkav yia Yeudokunon oto
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Keipevo Kal va aptBuouvTal pe apafikoug aptbpouc.
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latpikn 1980, 37:139.

A16pOwon Tumoypa@ikwv Sokipiwv: Ot cuyypaeic gival umo-
XPEWHEVOL VA KAVOULV pia 810pBwon Twv TUTTOYPAPIKWY SOKIMIWV.
ExteTapéveg petaolég Sev emtpémovTal.
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Q NepiAnyn NS epyaciac ota EAANVIKA Kal ayyMKA, CUH@WVA UE TIC TTPoSlaypagEC Tou TTEPLOSIKOU
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WYXIATPIKH: ZYTTPA®IKH EYOYNH, OIKONOMIKH FNQXTOMNOIHXZH KAI EYXAPIZTIEX

Me Tn CUMTARPWON Kal UTTOYPAPH TOU TTAPOVTOG EVTUTIOU, 0 cLYYPAPEag aAAnhoypagiag avayvwpilel kat amodéxetal MARPWG TNV
€UOLVN €K PEPOUG OAWV TWV CUYYPAPEWY TTOU CUVEICEPEPAY, TWV ONAWOEWV OXETIKA HE TNV Zuyypa@ikr EuBUvn, Tnv Otkovouikn
vwoTomoinon, kat Tnv Ymootripi§n Xpnuatodotnong.

IYITPAOIKH EYOYNH

Me Tnv umoypa@n Tou TAPOVTOC EVTUTIOU Kal urmoypdgovTag oTa avtiotolya media, o ouyypagéag aAAnhoypagiag moTomolei Ot
KABe ouyypagéag mAnpoi OAa Ta mapakdtw Kpitipta (A Kat B) kat otnv cuvéxela mpoadlopilel TN CUVEICPOPA TOU KABE CUYYPAPEWS,
onuewvovTag To dvopd Tou/Tng, dimka oto avtioTtolko medio.

U A. O ouyypagéag aAAn\oypagiag motomolei oTt:
« H umofBAnBeica epyacia amoteAei mMpwTOTUTIN KAl £YKUPN £€PYACIA KAl TO KEIPMEVO TNG 1 AANO UE TTAPEUPEPES TIEPIEXOUEVO OTA
mAaiola TG ouyypaeng pou Sev éxel SnuoateuBei i uoBANBEei yla Snpoacicuon kdmou aANov, EKTOG TG TEPIMTWONG O61ou padi
UE TNV Epyacia MepLypAPETAL KAl ETIIOVVATITETAL TO OXETIKO KeipeVo. Epooov {nTnBki, o ouyypapéag aAAnloypagiag, Ba mapéxet
ta dedopéva ry Ba cuvePyaoTEi TANPWCE OTN CLUYKEVTPWON Kat Tapoxn Twv dedopévwy ota omoia Baciletal n epyacia. Kabe ouy-
ypagéag éxel eE0ualoSoTNOEL TOV SLUYYPAPEa aAANAOYPa®iag va AEITOUPYEL WG 0 KUPLOG EKTTPOCWTTOC TNG CUYYPAPIKAG OpAdag,
Kat va mpof3aivel og BEATIWOELG TNG EPYACIag pe BAaon TIG UTTOSEIEEIC TWV KPITWV TOU TTEPLOSIKOU.

U B. K&Be ouyypapéag éxel Swoel T TENIKN £YKPLON Yla va Yivel n UTTOBOARA TG EpYasiag, £XEl CUUHETATXEL EMIPKWG OTNV EpyAoia Kal
avalapPavel Snuédoia Tnv euBLVN yia OO TO TTEPIEXOUEVO Kal TTANPOI TIG TPOUTTIOBETELG Yia CUYYPAPH, EQOCOV UTIAPXKEL TO OVOUd
TOU/TNG OTNV AVTIOTOIXN YPAUUN TwV TESIWV TWV CUVEICPOP WY TTOU AVAPEPOVTAL TTAPAKATW.

O1L CLUYYPAPEIC TTOU AVAPEPOVTAL TTAPAKATW EXOUV OUVEICPEPEL CNUAVTIKA 0TNV £pyacia ota S1agopa media Tou ava@EéPovTal TTOPAKATW.

(avépepe Tov avtioTolyo ouyypagpéa Simda oto kaOe medio- kaOe ouyypapéag mpémet va mepiAaufdvetal TovAdyiotov o€ éva
nedio. Mepioootepol amé évag ovyypapeic umopei va avagpépovral o€ KaOe medio)

- 16€éa kat oxedlaopodg

- Zuykévtpwon dedopévwv

- Avaluon kat eppnveia Twv dedopévwv

- Z0vtaén Tou KeElpévou

- Emave&étaon tou Kelpévou

- ZTATIOTIKN avAaluon

- Xopriynon xpnpatod6tnong
— AloiknTIKA, TEXVIKA 1} VAIKA unooTApiEn

- Emonrteia

OIKONOMIKH INQXTOMOIHZH

O Amd 6AOUG TOUG CUYYPAPEIG TTOU €XOUV CUVEICPEPEL TNV EPYACia Sev UTIAPXEL GUYKPOUGH CUUPEPOVTWY, CUUTEPIAAUPBAVOVTAG
€161KA OLKOVOULIKA CUHPEPOVTA, OXECELG KAl CUVEPYAOIEG OXETIKEG PE TO AVTIKEIUEVO TNG uTTOBANBEicag pyaoiag.
N

0 BeBatvw 0TI OAEG Ol GUYKPOUOEIG CUUPEPOVTWY, CUUTTEPINAUBAVOUEVWY EISIKWV OIKOVOUIKWY CUUPEPOVTWY, OXECEIC KAl CUVEPYA-
oleq OXETIKEG PE TO aVTIKE{pEVO TNG uTTOPBANBEicag epyaaiag gival ot akOAOUBEG:

Xoprynon Xpnuatodotnong kai o P6Aog tou Xopnyou
U Aev éNafa xpnuatoddtnon r AAAN OIKOVOUIKY Evioxuon.
1
4 BeBaibvw 6Tt OAn n XpNHAToS6TNON, AAAN OIKOVOIKH EVICXUON, KAl UAIKH UTTOOTHPIEN Yla TNV €peuva Kal/r Ty epyacia mpoadiopi-
Covtal 0a@we oTn SHAWGCN CUUPEPOVTWY OTO TENOG TNG Epyaciag
gl
H xpnuatoddTnon r} AAAN OIKOVOUIKK €VIOXUON Kal UAIKH UTTOOTAPIEN YIa TRV €épeuva Kal/f TNV epyacia mpoadlopilovtal EUKPIVWG
TMAPOKATW:

EYXAPIZTIEX
O ouyypagéag aAAnloypagiag Bealwvel OTt:

‘ONa Ta ATOA TTOU €XOUV CUVEIOPEPEL ONUAVTIKA 0TV gpyacia (m.x. cuAAoyr dedopévwy, avdluon, ypaen i cUBOAR otnv ékdoon) aA-
Ad Sev MANPOULV Ta KPLTAPLA CUYYPAPHG OVOUATI{OVTAL E TNV CUYKEKPIUEVN CUVEICPOPA TOUG OTO KEIPEVO TNG Epyaciag oTig EuxaploTieg.
‘ONa ta dtopa mou ovopartifovtal oTig EuxaploTieg éxouv SWOoEL ypamTh oUyKatdBeon mPOKEIUEVOU va avapepBei To dvoud Touc.

A@oU odokAnpwoete 6Aa Ta mapandvw amairtovpueva media, avti n opua Oa npénel va otadei péow @aé 1 e-mail nAektpovikd
padi pe to ouvobeuTik6 évrumo umoBoAnc kai Tnv umofAn6sica epyacia.
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