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mpaired interpersonal, social, and occupational functioning is very often observed in patients

with bipolar disorder, not only at the acute stages of the illness but in remission as well. This find-

ing raises the question of multiple factors that might affect psychosocial functioning in bipolar

patients, such as residual subsyndromal symptoms and neuropsychological deficits. Social cog-
nition impairment, especially impaired Theory of Mind (ToM), might also play an important role in
bipolar patients’ every-day functioning, similarly to what was found in patients with schizophrenia.
The present study aimed to investigate the potential effect of clinical and cognitive factors on the
psychosocial functioning of patients with bipolar disorder during remission, assessing ToM along
with a broad range of basic cognitive functions. Forty-nine patients with bipolar disorder type | in
remission and 53 healthy participants were assessed in general intelligence, working memory, atten-
tion, speed processing, verbal learning and memory, and executive functions using a comprehensive
battery of neuropsychological tests. The Faux Pas Recognition Test was used to assess ToM. The two
groups were matched for gender, age and education level. The Hamilton Rating Scale for Depression
(HDRS), the Young Mania Rating Scale (YMRS), and the Brief Psychiatric Rating Scale (BPRS) were al-
so administered to the patients. Every-day functioning was assessed with the Global Assessment of
Functioning (GAF). In order to examine the contribution of many factors in psychosocial functioning,
we used hierarchical multiple regression analysis. Bipolar patients presented significant impairment
compared to healthy participants in all the basic cognitive functions tested with the exception of ver-
bal memory. Moreover, patients had significant poorer performance than healthy controls in overall
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and cognitive ToM but not in affective ToM as measured by Faux Pas. Psychosocial functioning in
patient group was significantly correlated to symptom severity—especially depressive (p<0.001) and
psychotic symptoms (p=0.001), history of psychotic episodes (p=0.031) and ToM, overall (p=0.001) as
well as its cognitive (p=0.023) and affective (p=0.004) components. Only the contribution of ToM in
psychosocial functioning remained significant in the final multiple regression model. The findings of
the current study indicate that residual symptoms and cognitive dysfunctions, especially deficits in
social cognition, negatively affect psychosocial functioning of remitted patients with bipolar disorder.
Moreover, our results suggest that ToM may play a central role in these patients’ functioning. ToM is
a mediator of the relationship between other clinical or cognitive variables and functioning, while it
has also significant effect on social skills independently of other factors. Therefore, specific therapeu-
tic interventions targeting social cognitive dysfunction might improve functional outcome in bipolar
disorder. Putative contribution of other clinical characteristics (comorbid personality disorders, sub-
stance abuse, anxiety) and psychosocial factors (stigma, self-stigma, lack of social network) in bipolar
patients’ functioning should be examined in future studies.
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remission.

Introduction

Despite its episodic course, bipolar disorder (BD)
causes persistent impairment of psychosocial and
occupational functioning. Many studies have shown
that patients with bipolar disorder exhibit significant
deficits in functioning even during remission."? A
literature review of previous studies on therapeutic
outcomes revealed that after recovery of the first
manic or mixed episode of the disease, 57-65% of
patients remained unemployed and 80% had at least
partial vocational disability.? Despite the chronicity
and high frequency of social dysfunction in patients
with BD the causes of dysfunction remain largely un-
known so far.

Previous studies suggest that during the long
course of the disease, persistent, residual or sub-
syndromal symptoms have a negative impact on
patients’ functioning even if they remain in remis-
sion.*” However, the frequency of social dysfunction
in fully remitted patients, i.e. in sustaining long-term
euthymia, indicates that other factors, in addition
to clinical symptoms, have also significant impact
on functioning. Previous studies and a recent meta-
analysis have revealed a negative effect of cognitive
dysfunction on psychosocial functioning of BD pa-
tients.® Moreover, this effect has been also found in
euthymic or chronic patients.’ As it has already been

shown by many studies, deficits in a wide range of
cognitive domains are a key feature of BD and they
also persist in remission.'%"2

Many studies in schizophrenia have also shown
the impact of cognitive dysfunction on psychosocial
functioning to the same or even greater degree than
what was found in BD."*® Research findings also sup-
port that social cognition, i.e. cognitive functions as-
sociated with interpersonal interaction, mediates be-
tween basic cognitive skills and global functioning
in schizophrenia. More precisely, it has been found
that deficits in Theory of Mind (ToM), the ability to
perceive mental states of other people (such as be-
liefs, intentions and emotions), have a significant
contribution in impaired social functioning of these
patients probably to a greater extent than any other
concurrent cognitive deficit." ToM deficits were also
found in BD that may persist even in remission.'>'®
However, few studies examined the potential impact
of ToM on psychosocial functioning in BD'"?' and
there is only one study so far that examined the ef-
fect of ToM along with other cognitive factors (atten-
tion and executive functions).?

The purpose of the present study was to examine
the effect of clinical and cognitive factors —includ-
ing ToM- on psychosocial functioning in remitted
patients with BD. To our knowledge, this is the first
study examining the specific effect of ToM on psy-
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chosocial functioning taking also into account the
effect of a broad range of basic cognitive functions.

Material and Methods
Participants and procedures

Forty-nine patients (31 female and 18 male) aged
22-65 years meeting the DSM-IV-TR criteria for BD
type-1?* were recruited along with 53 healthy partici-
pants (31 female and 22 male). All the patients par-
ticipated in the study were in symptomatic remission
(see below for remission criteria). Patient and control
groups were matched for gender, age and educa-
tion level. The clinical sample was recruited from
the outpatient services of the General Hospital "G.
Gennimatas" and the Eginition Hospital in Athens.
Healthy participants were recruited from the local
communities.

All patients were receiving medication at the time
of assessment. In particular, all of them were receiv-
ing mood stabilizers (lithium, divalproex sodium etc.)
and some of them were additionally on antipsychot-
ics (59.2%), antidepressants (36.7%) and benzodiaz-
epines (28.6%). Antipsychotic medication dosage
was converted into chlorpromazine equivalents.?*?®

The exclusion criteria for all participants were: age
beyond 65 years old, mental retardation, history of
head injury or any neurological disorder, history of
perinatal events, history of CNS infections, alcohol
or substance abuse in the preceding 6 months and
receiving electroconvulsive therapy within last year.
Inclusion criteria for the control subjects were no
personal history of psychiatric disorder or family his-
tory (first degree relatives) of psychosis or bipolar dis-
order. 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

Patients’ psychosocial functioning was assessed
by Global Assessment of Functioning (GAF).*
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
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Rating Scale (HDRS),?® which assesses depressive
symptomatology, and (c) the Young Mania Rating
Scale (YMRS),?® which assesses manic symptomatol-
ogy. All the patients were euthymic (i.e. a score <7
on the HDRS and <8 on the YMRS), in symptomatic
or syndromic remission according to the criteria rec-
ommended by the International Society for Bipolar
Disorders (ISBD).*

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 memory was assessed by the
Babcock Story Recall Test (Babcock)* - immediate
and delayed recall scores.

ToM was evaluated by the Faux Pas Recognition
Test (Faux Pas).*® A Faux Pas occurs when someone
says something without 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 order-half of which contained a social
faux pas and half of which did not (control stories). In
the present study, the sum of correct faux pas detec-
tions and correct rejections in control stories (non-
Faux Pas stories) were measured (Faux Pas-detection
score) as an index of overall ToM ability. Two specific
dimensions of ToM were also assessed through the
scores in related, particular questions of the task.
Understanding intentions and beliefs of the charac-
ter that made the faux pas (Faux Pas-cognitive un-
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derstanding) was used as a cognitive component of
ToM (understanding intentions, thoughts, beliefs of
others), while understanding the emotional impact
of faux pas on the "victim" of each story (Faux Pas-
affective understanding) was used as an affective
component of ToM (understanding the emotional
state of others).

Statistical analysis of the data

The normality of distribution was examined by the
means of Kolmogorov-Smirnov tests and paramet-
ric or non-parametric tests were used as appropri-
ate. For the comparisons between BD patients and
healthy controls in demographic characteristics t-
test and Mann-Whitney U test were used for quan-
titative variables and x? test for categorical variables.
Patients scores on different neuropsychological tests
(except ToM) were converted to z-scores using con-
trol’'s means and standard deviations and then aver-
aged within domains to yield a domain composite
score. The bivariate associations between variables
were examined with Spearman rho correlation co-
efficients. Hierarchical multiple regression analysis
was also used to explore the independent contribu-
tion of several variables on psychosocial functioning.
Level of significance for all tests was set at p=0.05.
Statistical analyses were performed using SPSS ver-
sion 15.0.
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Results

Demographic and clinical characteristics of the
sample are presented in table 1. As expected, there
were no significant differences between patients and
controls with respect to gender, age or years of edu-
cation (x?=0.24, p=0.622). Table 1 also displays the
patients’ values regarding the severity of symptoms,
psychosocial functioning and other clinical variables.
Moreover, 34 patients (69.4%) were in symptomatic
remission (euthymia for at least 8 weeks) and the
rest of them in syndromic remission (only subclini-
cal symptoms during the last 8 weeks). Twenty-eight
patients (57.1%) had a history of episodes with psy-
chotic symptomes.

The comparisons between BD patients and healthy
participants regarding to their performance in neu-
ropsychological tests are presented in table 2. BD
patients showed significant deficits in general intel-
lectual ability, attention, speed processing, working
memory, visuospatial abilities and executive func-
tions compared to healthy controls. However, there
was no significant difference in verbal memory score
between patients and healthy controls. Regarding
ToM assessment, patients had significantly poorer
performance than healthy controls in overall ToM
(Faux Pas detection score) and in cognitive ToM but
showed no deficit in affective ToM.

Table 1. Demographic and clinical characteristics of patients with bipolar disorder (BD) and healthy participants.

Healthy controls BD-Patients
(n=53) (n=49) L
Mean (SD) Mean (SD) Statistics P
Age (years) 43.0 (11.6) 43.4 (12.1) -0.17 0.868
Education (years) 13.3 (3.5) 13.1 (8.3) 0.26 0.798
Age of onset (years) - - 27.8 (7.7)
Duration of illness (years) - - 14.9 (9.6)
Number of hospitalizations - - 3.4 (3.1)
Antipsychotic daily dosage (mg)? - - 209.4 (229.1)
BPRS - - 27.2 (6.0)
HDRS - - 4.6 (4.4)
YMRS - - 3.6 (3.2)
GAF - - 68.9 (10.6)

aChlorpromazine equivalents, HDRS=Hamilton Depression Rating Scale, YMRS=Young Mania Rating Scale,
BPRS=Brief Psychiatric Rating Scale, GAF=Global Assessment of Functioning
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Table 2. Cognitive performance of patients with bipolar disorder (BD) in comparison to healthy controls.

Healthy controls BD Patients
(n=53) (n=49)
Cognitive Functions Raw Score Raw Score Z Score
Mean (SD) Mean (SD) Mean (SD) t/z2 p

General intelligence 11.9 (1.6) 10.9 (2.9) -0.61 (1.80) —2.01 0.048
Attention & Speed processing -0.54 (1.18) -3.22 0.001

Stroop-word 97.3 (15.9) 855 (24.8)

Trails A 42.0 (26.1) 50.8 (31.7)
Working memory 4.7 (1.4) 4.0 (1.2) -0.50 (0.85) —2.55 0.011
Visuospatial ability 10.9 (1.8) 8.7 (2.1) -1.21  (1.15) -4.61 <0.001
Verbal memory -0.08 (1.07) -0.38 0.708

Babcock-Immediate recall 14.3 (3.7) 14.8 (4.5)

Babcock-Delay recall 14.4 (8.7) 13.2 (4.0)
Executive functions -0.69 (0.88) -4.40 <0.001

Stroop-Interference -0.2 (9.8) 2.4 (9.4)

WCST-Categories 3.1 (1.2) 2.2 (1.6)

WCST-Perseverative errors 9.8 (7.8) 14.5 9.2)
Trails B 98.2  (70.9) 145.2 (84.9)
Theory of mind

Faux Pas-Detection 25.9 (4.3) 24.0 (4.8) —2.06 0.042

Faux Pas-Cognitive 6.3 (2.2) 4.8 2.2) -3.39 0.001

understanding
Faux Pas-Affective 7.0 (2.3) 6.3 (2.6) -1.48 0.142

understanding

T test (t scores) for Verbal Memory, Executive Functions and Theory of Mind, Mann-Whitney test (z scores) for
the rest variables. WAIS=Wechsler Adult Intelligence Scale, WCST=Wisconsin Card Sorting Test

Table 3 displays correlations of psychosocial func-
tioning (as measured with GAF) with demographic,
clinical, and cognitive variables within the patient
group. Significant correlations were found with se-
verity of symptoms, particular depressive (HDRS)
and psychotic (BPRS) symptoms, and with ToM, both
overall ToM ability as well as cognitive and affective
component. In addition, no significant difference
was found between genders in functioning (males
65.8+13.6, females 69.3+0.3, t=1.44, p=0.155). On the
contrary, patients with a history of psychotic episode
(66.1+11.3) were significantly impaired in functioning
compared to those without psychotic history (72.5+
8.4, t=-2.22, p=0.031).

The independent effect of certain clinical or cogni-
tive factors on psychosocial functioning and the pos-
sible mediating effect of ToM on these relationships
were explored by means of multiple regression anal-

ysis. As ToM is the factor that probably is associated
with both symptoms and basic cognitive functions,
hierarchical method was used in the regression anal-
ysis, in which other variables were entered in the first
step, and ToM in the second step, as predictors of the
GAF score, which was the dependent variable (table
4). In the first analysis, HDRS and BPRS scores were
entered in the first step. In this step only the BPRS
score was significant. In the final model, which ex-
plains 30% of the psychosocial functioning variance,
only the variance accounted for by ToM was signifi-
cant. In the second analysis, the effect of a history of
psychotic episodes was initially entered, which was
statistically significant at first but became non-signif-
icant after ToM was entered in the equation. In the
third analysis, the effect of basic cognitive functions
through a total performance score (average z scores
of all cognitive functions except ToM) was entered in
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Table 3. Correlations of psychosocial functioning in
patients with bipolar disorder.

GAF
rho P

Age (years) 0.01 0.941
Education (years) 0.02 0.892
Age of onset (years) 0.10 0.512
Duration of illness (years) -0.04 0.771
Number of hospitalizations -0.10 0.521
Antipsychotic daily dosage (mg/d)? -0.22 0.120
BPRS -0.47  0.001
HDRS -0.72 <0.001
YMRS -0.34  0.100
General intelligence 0.12  0.428
Attention & Speed processing 0.13 0.369
Working memory 0.15 0.308
Visuospatial ability 0.07 0.638
Verbal memory 0.13 0.377
Executive functions 0.02  0.899
Theory of mind

Overall 0.45  0.001

Cognitive 0.33  0.023

Affective 0.41 0.004

&Chlorpromazine equivalents, HDRS=Hamilton Depres-
sion Rating Scale, YMRS=Young Mania Rating Scale,
BPRS=Brief Psychiatric Rating Scale, GAF=Global
Assessment of Functioning

the first step. This effect was not found significant,
while in the second step, which explained 22% of the
psychosocial functioning variance, the effect of ToM
was significant.

Discussion

The findings of the present study indicate that
both subclinical symptoms and cognitive dysfunc-
tion, particularly dysfunction in social cognition,
have a negative effect on remitted BD patients’ psy-
chosocial functioning. In addition, current findings
highlight the central role of ToM in these patients’
functioning. ToM is the factor that mediates the re-
lationship between other clinical and cognitive vari-
ables and functioning. In addition, ToM has a signifi-
cant impact on social skills independently of other
factors.
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Previous studies also found a significant correla-
tion between ToM and functioning in BD,*°*? al-
though there have also been contrary findings." "
Different measures of both functioning and ToM
in these studies may be largely responsible for the
contradictory results. However, only one study?
evaluated the effect of ToM along with the effect of
other cognitive functions (sustained attention and
executive functions) and symptoms on function-
ing. This study found that the relationship between
ToM deficits and poor functioning was not affected
by these particular cognitive functions, whereas was
influenced by the severity of subclinical depressive
symptoms. In our study, in which for the first time
many cognitive functions were included simultane-
ously in the analysis, the relationship between ToM
and functioning was independent of any other clini-
cal or cognitive factor.

Deficits in basic cognitive functions found in the
present study —in all functions evaluated, except for
verbal memory- are in agreement with the findings
of previous studies in euthymic patients.”” Moreover,
this study found ToM deficits consistent with many
previous studies in patients during remission.”®'® In
particular, identified deficits were related to cogni-
tive rather than emotional component of ToM, as
revealed in all previous studies that distinguished
those two components during ToM assessment.>’~*°

The mediating role of ToM in the relationship be-
tween symptoms or cognitive deficits and social
skills in BD patients, seems similar to what has been
found regarding these relationships in schizophre-
nia."* The present study revealed significant cor-
relations between functioning and depressive and
psychotic symptoms, although patients had only
subclinical symptoms. The impact of these symp-
toms on functioning in BD during remission has
also emerged from previous studies.*”” Contrary
to the majority of previous studies,® no correlation
was found between functioning and any cognitive
function other than ToM in this study. However, it
should be noted that other studies have not found a
direct correlation between cognition and function-
ing,"**" while even across positive studies the find-
ings vary widely regarding which particular cogni-
tive functions were found to be related to social
dysfunction.” On the other hand, social cognition
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Table 4. The effect of clinical and cognitive variables on psychosocial functioning: Hierarchical multivariate

regression.
Model summary of each step Contribution of each variable
Variables R? change F change p B t-value Predictor p
Analysis1
Step1 0.15 4.14 0.022
Depressive symptoms* -0.11 -0.67 0.504
Psychotic symptoms** -0.33 —2.11 0.040
Step 2 0.15 9.30 0.004
Depressive symptoms -0.14 -0.98 0.331
Psychotic symptoms -0.23 -1.58 0.121
Theory of Mind *** 0.39 3.05 0.004
Final model 0.30 6.37 0.001
Analysis 2
Step1 0.09 4.29 0.044
History of psychotic episodes -0.29 -2.07 0.044
Step 2 0.17 10.29 0.002
History of psychotic episodes -0.24 -1.87 0.069
Theory of Mind 0.42 3.21 0.002
Final model 0.26 7.72 0.001
Analysis 3
Step 1 0.00 0.01 0.932
Basic cognitive functions® 0.01 0.08 0.932
Step 2 0.22 12.57 0.001
Basic cognitive functions 0.21 1.47 0.147
Theory of Mind 0.51 3.55 0.001
Final model 0.22 6.29 0.004

Dependent variable: Global Assessment of Functioning (GAF) total score, *Depressive symptoms: Hamilton
Depression Rating Scale (HDRS) total score, **Psychotic symptoms: Brief Psychiatric Rating Scale (BPRS) total
score, ***Theory of Mind (ToM): Faux Pas-detection score, #Basic cognitive functions: mean average of z scores

of all cognitive functions except Theory of Mind

and especially ToM may be a mediator of the effect
of cognitive impairment and symptoms on social
functioning, as it has been found that the degree of
ToM dysfunction is strongly related to both symp-
tom severity** and neurocognition in BD.* It is like-
ly that ToM similarly mediates the effect of previous
psychotic BD episodes on patients’ functioning, as
shown by the present study. BD patients with a his-
tory of psychotic episodes appear to have a modest
but significant impairment in cognitive functioning,
according to a recent review of relevant research.*
In addition, a recent study showed that these pa-
tients are also impaired in ToM, particularly in the
emotional component of ToM, compared to the BD
patients without psychotic history.*

According to our findings, approximately 30% of
the variance in psychosocial functioning is explained
by both symptoms and social cognition impairment,
indicating that these factors have important contri-
bution in BD remitted patients’ social dysfunction.
However, the contribution of other clinical (coexist-
ing personality disorders, substance abuse and gen-
eralized anxiety) and psychosocial factors (stigma,
self-stigma, lack of social network) in BD patients’
functioning should be examined.

A methodological limitation of the present study
that should be noted is that functioning was meas-
ured by a single overall score, which did not allow the
assessment of specific domains (e.g. independent
living, work, interpersonal relations). Furthermore,
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other dimensions of social cognition that were not
assessed may also be particularly important in BD,
such as recognizing emotions or empathy. Finally, it
was not possible to eliminate the impact of medica-
tion, as in all previous studies, yet only the daily dos-
es of antipsychotic drugs were accounted for in the
analysis.

In conclusion, the findings of this study suggest
that social cognition deficits particularly in ToM, is a
key determinant of psychosocial functioning in BD
patients regardless of the severity of psychopathol-
ogy. Moreover, ToM is a mediator of the impact of
subclinical symptoms and basic cognitive deficits on

COGNITION AND FUNCTIONING IN BIPOLAR DISORDER 189

social dysfunction, as observed in euthymic states of
BD. Therefore, specialized therapeutic interventions
for enhancing social cognition are expected to have
beneficial effect on general functioning of BD pa-
tients.
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MoAU ouxvd mapatnpeital otn SumoAKr dlatapayn HEIWMUEVN SIAMPOCWTIKI, KOWVWVIKN Kal Emay-
YEAUOATIKA AEITOUPYIKOTNTA, OXL POVO OTIC 0€gieC PATEIC TNG VOOOU AAAA Kal KATd TI¢ Teptddoug LPe-
ongc. To elpNUA AUTO eyEipel EpWTAMATA YIa TNV TTAPAAANAN eMidpacn TTOANWVY TTapAyOVTWY, OTIWE
TA EUPEVOVTA UTTOKAIVIKA CUUTTTWHATA 0ANG Kal T0 VEUPOYUXOAOYLKA EAAEIUUATA, OTNV PUXOKOWVW-
vikr SucAeitoupyia Twv SumoAikwv acBevwyv. H Suohertoupyia TG KOWVWVIKNAE vononc Kat idlaitepa
¢ Oewpiag Tou Nou (OTN) gival emiong mBavo va mailel onuavTtikd pOAo 0T AEITOUPYIKOTNTA TWV
aocBevwv autwy, Kat’ avtioTolyia pe 6,11 €xel Ppebei o aobeveic pe oxiloppévela. H mapovoa pe-
AETn €ixe wg okomod va Siepeuvnoel TNV mBavh emMidpaon KAIVIKWV KAl VONTIKWY TapayovTwy otnv
YUXOKOIVWVIKI AEITOUPYIKOTNTA acBevwy e StmoAikn Slatapayr Katd tTnv UYESH TNG VOOOU, GUVE-
KTIHWVTAG TN OTN Kal éva eupl PACUA BACIKWY VONTIKWVY AEITOUPYIWV. ZapdvTa evvéa aoBeVeic Le
SimoAikn Siatapayn TUmou | o€ UPeon Kat 53 vylEig CUPHETEXOVTEG aflohoynOnKav e Jia cuoTolyia
VEUPOYUXONOYIKWV SOKIMACIWY YIa TO YEVIKO VONTIKO SUVAUIKO, TIC OTITIKOXWPIKEG IKAVOTNTEG, TN
MVAUN €pyaciag, TNV mpoooxr, TNV TaxlTNTa eMe€EPyAoiag, Tn AEKTIKN MVAHN KAl TIC EKTEAEOTIKEG
Aertoupyies. H ©TN alohoynbnke pe tn Sokipacia avayvwplong atomipatog (Faux Pas Recognition
Test). Ot 800 opddeg evapuovioTnKav W TPOC TO PUAO, TNV NAIKia Kat To emimedo ekmaideuonc. ZToug
aoBeveig xopnyrBnkav emiong ot KAVIKEG KAipakeg: Hamilton Rating Scale for Depression (HRSD),
Young Mania Rating Scale (YMRS), Brief Psychiatric Rating Scale (BPRS), evw yia tnv €kTtipnon tng
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PUXOKOIVWVIKAG AEITOUPYIKOTNTAC Xpnolpomolndnke n KAinaka Global Assessment of Functioning
(GAF). Npokelpévou va gleyxOei tautdxpova n cUUPBOAR TTEPIOCOTEPWVY HETABANTWY OTNV YPUXOKOL-
VWVIKN AeltoupylkdtnTta, SlevepynBnke avaiuon moANAmARG TaAlvOpounong He tepapytkn péodo.
Ot aoBeveig pe Simohikr Slatapaxn mapouvciacav o€ CUYKPLION UE TOUG UYLEIG HAPTUPEG ONUAVTIKA
eN\eippaTa og OAeG TIG BAOIKEG VONTIKEG AEITOUPYIEG TTANV TNG AEKTIKAG MVAUNG. Eixav emiong onua-
VTIKA @TWYOTEPN €MIGOON amd TOUG LYLEIG 0TN OUVOAIKN Babuoloyia Tou Faux Pas kat otn yvwoTt-
K} ouvioTwoa NG OTN, aAAd OxL 0TN cuvaleOnuaTikh cuvioTwoad TG OTN. BpéBnkav onUAvTIKEG
OUOXETIOEIG TNG YUXOKOIVWVIKNG AEITOUPYIKOTNTAG TV aoBeVWV Pe TN BapuTnta TG CUUMTWUATO-
Aoyiag, e181koTEPa TNG KATABNTTTIKAG (p<0,001) Katl TNG YPuxwotkoL tumou (p=0,001), ue Tnv UTTapén
l0TOPIKOU YPUXWOIKWV emelcodiwv (p=0,031) kat pe Tn OTN, TO0O pe TN YEVIKA IKavotnTa (p=0,001)
600 Kal e TN YVwoTikn (p=0,023) kat Tn cuvaleOnuatik cuviotwod (p=0,004). Katd tnv avdiuvon
moANanmAA¢ maAvdpdunong, povov n enidépaon tng OTN oTNV PUXOKOWVWVIKA AEITOUPYIKOTNTA TTA-
PEUEIVE onuavTIKn. Ta eupAuaTa TNE MAPOVoAC HEAETNG avadeIKvUOoLV OTI TOGO Ta UTTOKAIVIKA CUW-
TITWHATA 000 KAl Ol VONTIKEG SUOAEITOUPYIEC, €181KOTEPA Ol SUCAEITOUPYIEC OTNV KOWVWVIKK vOnon,
em&poULV apvNTIKA 0TNV YUXOKOIVWVIKH AEITOUPYIKOTNTA TwV acBevwy pe SImoAkn dtatapayn katd
NV VPeoN TNG vooou. EmmAéoy, katadelkviouv Tov KEVTPIKO poAo Trou Tailel n ©TN otn Aeitoupyl-
KOTNTA TwV aoBevwv autwv. H OTN eival o mapdyovtag mou dtapecohafei otn oxéon AAAWY KAWL
KWV Kal VONTIKWV TTAPAUETPWY UE TN AEITOUPYIKOTNTA KAl €XEL EMITAEOV ONUAVTIKA €MISpaon oTIg
KOWwVIKEC e€10TNTEC aveEdpTnTa amd AANOUC TapAyovTeC. Katd ouvémela, eI0IKEC BEPATIEVTIKEC
TAPEUPACELS TTOU BEATIWVOULV TNV KOWVWVIKK vONoN, AVAUEVETAL VO €XOUV ISIAITEPA EVEPYETIKA ATTO-
TeEMéopaTa 600V aPopd TN CPAIPIKN AEITOUPYIKOTNTA TwV aoBevwv pe SutoAikn Statapayn. Mpémel
woTdoo va SiepeuvnOei N GUUPBOAR Kal AANAWY KAIVIKWV TTAPAUETPWY (CUVUTTAPXOUOEC SlaTapaxég
TIPOOWTMIKATNTAG, XPION OUGCIWV KAl YEVIKEUPEVO AYXOC) AANA Kal PUXOKOIVWVIKWY TIAPAYOVTWY
(0TiyHa, QUTOOTIYMATIOHAC, EANEIPN KOWVWVIKOU SIKTUOU) OTN AEITOUPYIKOTNTA TWV ACOEVWV QUTWV.

Né&erg evpeTnpiou: Kowvwvikn AettoupylkdTnTa, vonTiky Suoheltoupyia, Oswpia Tou Nou, Kovwvi-
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Kr vonon, dtmohikn Statapaxn, Ugeon.
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