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MESSAGE FROM THE EDITOR

DEAR COLLEAGUES,

The second issue of the Consortium Psychiatricum journalis hot off the press!
In this issue we focus on both social and clinical topics.

The editorial article raises the importance of the implementation
of a syndemic approach in psychiatry. We continue to explore the organization
of community psychiatry care in different countries of the world; this time
we publish articles from the UK, USA and China.

Two narrative reviews relating to two essential clinical topics - depression
in schizophrenia and treatment of negative symptoms in schizophrenia
- are written by Russian authors. Works of contemporary experts in this
field are cited, along with the works of Soviet psychiatrists that have rarely
or never been mentioned previously in this international arena. Therefore,
| consider these papers might also be interesting from a historical and
a cultural perspective.

The paper containing case reports might also prove interesting from the
perspective of the clinical description of patients, observed in Russia.

Reiterating the issues surrounding COVID-19, raised in the first issue,
we publish the commentary in relation to the new ways that people
are having to interact due to the pandemic. The experiences of the de-
stigmatization project that is being undertaken in Moscow, is described
in the information section.

We are beginning to collect papers for the thematic issues on the
first episode psychosis and ICD-11 implementation aspects, that are
scheduled for publication in June and September 2021 respectively.
| kindly invite you to submit your manuscripts for these issues.

George P. Kostyuk,
Editor-in-Chief, Consortium Psychiatricum
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EDITORIAL

The Syndemic Approach in Relation
to Clinical Practice and Research
in Psychiatry

CMH,D,eMVI‘IeCKMVI noaxonad B NnCUXUaTpun: npuMmeHeHume B KJIMHNYECKoMn NMpaKTukKe
N HAaY4YHbIX nccienoBaHmNAx
doi:10.17650/2712-7672-2020-1-2-3-6

Sarah J. Parry', Sir Graham Thornicroft? Capa Oxx. Mappu’, Cap Fpaxam TopHUKpOPT?

'South London and Maudsley NHS Trust, Ladywell Unit, "®oHO HOxHO20 JToHOoHa u Modwu, HayuoHaneHas cyxba

London, UK; 2Centre for Global Mental Health and Centre for 30pasooxpaHeHus1 Besukobpumaruu, omoeneHue J130ugans,

Implementation Science, Institute of Psychiatry, Psychology JI0HOOH, AH2/1US; 2LleHmp 2/1060/16HO20 NCUXUYECKO20

and Neuroscience, King's College London, London, UK 300posbs U LieHmp npakmu4eckux ucciedosaHull, IHcmumym
ncuxuampuu, ncuxono2uu u Helipobuonozuu, Koponesckuli
Ko/11e0# JIOHOOHA, AH2/1US

ABSTRACT

The syndemic framework goes beyond the concept of comorbidity and considers how diseases interact within their
wider environmental context, along with social and political factors, to mutually exacerbate negative outcomes.
The syndemic approach enhances the way mental disorders are understood in terms of their aetiology, treatment
and prognosis and therefore influences the direction of clinical practice, policy development and research priorities
in the field of psychiatry. Using a syndemic framework to develop mental health policy globally can help address the
mental health “treatment gap” in countries where resources are limited. In Russia, identified syndemics have been
of particular relevance to mental disorders and further research using a syndemic framework will continue to build
upon the strong background of integrated mental healthcare currently provided.

AHHOTAUMA

MoHMMaHne 60Ne3HN C TOUKM 3PeHUs CUHAEMUYECKOro NoAX0Aa BbIXOANUT 3@ PaMKM KOHLENLUN KOMOPOUAHOCT
1 BKIKOYAET B Ceb51 pacCMOTpeHMe 6onie3Hel B 6o1ee LMPOKOM KOHTEKCTe BANAHNSA BHELUHWX $akTopoB (BKIOUas
coumanbHble 1 NoauTUYeckne GakTopebl), KOTOPbIe MOTYT B3aUMHO yCyrybi1aTe HeraTMBHble MOCNeACTBUA ANS 340POBbS.
CYHAEMNYECKNA NOAXOA pacLUMPSieT NMOHUMaHMe 3TUOMOMUN, TeYeHNa 1 MPOrHo3a NCuxmnyecknx 3aboneBaHumin
1, cnefoBaTeNnbHO, BAUAET Ha OBLLUMIA BEKTOP KAMHUYECKOW NPaKTUKKM, HayYHbIX NCCAeA0BaHNA 1 opraHmM3aLmm
ncuxnaTpmyeckon noMmowyn. Micnonb3oBaHne CUHAEMMNYECKOro NOAX0Aa MPU MAaHMPOBaHWY NMCUXNATPUYECKON
MOMOLLIM B MMPOBOM MacLLITabe MOXeT MOMOYb YCTPAHUTbL «Npobebl OKa3aH1s MOMOLL» B CTPAHaX C OrpaHNYeHHbIMI
pecypcamu. B Poccuun n3BecTHble CUHAEMUM OKa3bIBatOT BAVSHME Ha NCUXMYECKe PacCTPONCTBA, MCMob30BaHMe
CUHAEMUYECKOrO MOAXOAA B Hay4HbIX WCCNeAOBaHUSIX MOXET Croco6CTBOBaThb JAasbHelileMy yKpenaeHuo
WNHTEerpaTMBHOM NCMXMATPUYECKO MOMOLLM, KOTOPas NPakTUKYeTCst B HaCTosILLee Bpems.

Keywords: syndemic, psychiatry, research, science

KnioueBble cnoBa: cuHoemus, ncuxuampus, uccnedo8aHus, Hayka
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INTRODUCTION

The syndemic approach is highly relevant to both clinical
practice and research in psychiatry. The ways in which
mental disorders are understood in terms of their
aetiology, treatment and prognosis inevitably has an
influence on the direction of policy development, on
clinical practice and on research priorities in the field
of psychiatry. Using a syndemic approach to understand
the mental health context in Russia provides an
opportunity to enhance the development of effective
policy, services and mental health interventions.

THE SYNDEMIC APPROACH

The term “syndemic” was first coined by the medical
anthropologist Merrill Singer in the 1990s to describe
the “SAVA” syndemic of substance abuse, violence
and HIV/AIDS in an inner-city population in the USA.!
A syndemic involves two or more diseases that interact
to worsen health outcomes and includes consideration
of how the wider environmental context and other
socio-economic and political factors contribute over
time to mutually exacerbate negative outcomes.? Over
the past 20 years, the syndemic approach has grown
inimpact and relevance for both global health and global
mental health.?

It is well recognized that mental and physical health
conditions may co-occur and interact in ways that
influence outcomes. For example, co-occurrence
of depression and diabetes is known to lead to adverse
effects on both morbidity and mortality;' depression
has been associated with a 1.5-fold increase in mortality
in people with diabetes.* A key difference between
understanding the co-occurrence of conditions and the
syndemic perspective is that the syndemic approach
moves beyond comorbidity and considers the synergistic
effects of the wider social, political and environmental
contexts in terms of the factors which influence aetiology
and prognosis, at both population and individual
levels.5 Using the example of depression and diabetes,
a syndemic approach considers the circumstances under
which these conditions interact. This could refer to socio-
economic factors that may be associated with depression
and diabetes, such as poverty and exposure to trauma
or violence, as well as the wider economic context such
as trade policies promoting the production of highly
processed, high calorie foods and also the health system
itself in which these diseases are treated."

Of great significance in 2020 is the global Covid-19
pandemic and it is relevant to ask how using a syndemic
approach can enhance our understanding and response
to this global pandemic. What are the relationships
between cardiovascular and respiratory diseases,
gender, ethnicity, socio-economic status, age and
Covid-19? How do the health system and wider socio-
economic context in which Covid-19 is being managed
influence outcomes?® Would a syndemic approach
enhance our understanding and inform management
and policy?

IMPLICATIONS FOR RESEARCH AND CLINICAL
PRACTICE
Taking a syndemic approach highlights these wider
contexts which may be missed in patient-level clinical
practice.! Despite the emphasis on personalized,
holistic care, generic guidelines may at times lead
to a “one size fits all" approach for patients. However,
within any patient population there will be diversity
in terms of social situation, ethnicity, age, financial
circumstances, culture, political views, health beliefs,
exposure to adverse events and a range of other
factors. In health systems, there will be differences
in terms of structure, service style, accessibility and
wider policy, economic and environmental influences.
A number
in which taking a syndemic approach influences
clinical

of vignettes have been published
practice and increases the effectiveness
of interventions. For example, a “syndemic care
system” is proposed for managing patients with
diabetes and depression in South Africa. For this
particular context, a community-based clinic structure
is suggested that in addition to testing for single
disorders, routinely provides screening for major
comorbidities including mental disorders. This would
enable formulation of a comorbidity profile and
enhance provision of holistic care plans.’

It is important to note that a syndemic approach
does not necessarily have to lead to more complex
multi-level interventions, which might seem unrealistic.
Due to the synergistic nature of interacting factors,
a syndemic approach suggests a single-component
intervention may have scope to influence outcomes
at multiple levels.5 This is of particular relevance
in contexts with limited resources, where affordability
of multiple component interventions is low.

Consortium Psychiatricum | 2020 | Volume 1 | Issue 2



IMPLICATIONS FOR GLOBAL MENTAL HEALTH

Aswell as in clinical practice, using a syndemic framework
public health
can improve outcomes of whole population level

when considering wider initiatives
interventions. Using a syndemic approach means rather
than single disorders being considered one at a time,
multiple disorders are considered together and the
specific and shared wider context is explicitly taken into
account.2 For example, Brazil's Bolsa Familia Programme
in 2003 distributed financial support to a quarter of the
population in 2011, with the condition that children
would go to school (where they would also receive food,
vaccinations and growth monitoring) and women would
attend postnatal services.? This intervention decreased
poverty
and overall mortality among children under five.2 By

related malnutrition, diarrhoeal disease
addressing social inequality, this intervention benefited
wider health outcomes due to the interactive nature
of contributing factors.

Using the syndemic approach to develop mental health
policy globally is crucial. The mental health “treatment
gap” remains high in countries throughout the world
and new initiatives are needed to address the increasing
burden of mental disorders, especially in low- and middle-
income countries, where resources are limited.”

CONCLUSION

The syndemic approach is of great relevance to enhancing
the development of mental healthcare globally in terms
of clinical practice, research and policy. In Russia, the
syndemic framework has already begun to shape research
priorities. Potential syndemics identified in Russia to date
are directly related to mental healthcare, including the
syndemic of “incarceration, injection drug use, poverty
and alcohol abuse™ and “opioid addiction, HIV, hepatitis,
tuberculosis, imprisonment and overdose”.® Further
research into how a syndemic framework can enhance
development of mental healthcare in Russia will build
upon the strong background of integrated mental
healthcare currently provided within polyclinics and
dispensaries."®

Authors contribution: Sarah Jane Parry: reviewing
publications on the theme of the article, article writing and
editing. Sir Graham Thornicroft: reviewing publications
on the theme of the article, designing article structure,
article editing.
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SPECIAL ARTICLE

Community Mental Health Practice
in the United States: Past, Present
and Future

AmbynaTopHas ncuxumaTpudeckan cayxba B CLUA: npowioe, HacToslee, byayuiee
do0i:10.17650/2712-7672-2020-1-2-7-13

Jay A. Hamm'2, Samuel Rutherford?, Axen A. Xamm'2, Cambloanb Pasepdopa?, KopTHu

Courtney N. Wiesepape*, Paul H. Lysaker>*¢ H. Bausnaun?, Mon X. Jlaricekep>®
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ABSTRACT

Similar to trends in Europe, approaches to mental illness in colonial America and recorded in early United States history
were commonly characterized by incarceration and the removal of individuals from communities. In the mid-20t century,
a major shift began in which treatment was offered in the community with the aim of encouraging individuals to re-
join their communities. In this paper, we will provide a brief history of community mental health services in the United
States, and the forces which have influenced its development. We will explore the early antecedents of community-based
approaches to care, and then detail certain factors that led to legislative, peer and clinical efforts to create ‘Community
Mental Health Centers.’ We will then provide an overview of current community mental health practices and evolving
challenges through to the present day, including the development of services which remain focused on recovery as the
ultimate goal.

AHHOTAUMA

B KonoHmanbHoW AMepuke W Ha paHHMX 3Tanax cTaHoBneHwss CoeamHeHHbIx LTatos (CLUA) naumeHTOB
C NCUXNYECKMMI PacCTPOCTBaMM Tak e, Kak 1 B EBpone, cTpemMmnnce 1M30aMpoBaTe OT O6LLECTBa, BM/IOTb
[0 TIOPEeMHOro 3akitouveHuns. B cepeamHe XX Beka MOAXOA Haydan KapAvHaNbHO MeHSATbCHA: JledeHre CTano
NPOBOANTLCS ambynaTOPHO MO MeCTy XWTeNbCTBa MauUMeHTOB C Lenblo MX Mociefytollein pecoumannsaumm.
B 37Ol CTaTbe CoAepXMTCA KpaTkas UCTopuUs amBynaTopHOM ncuxmaTpuyeckon cnyxobl CLUA, onvcaHbl ¢akTopsl,
KOTOpble MOBAVSANN Ha ee pasBuTMe. Takke Mbl MCCNeAoBann MOAXO4bl, MpejLlecTBOBaBLUME COBPEMEHHOW
aMbynaTopHOl MNCUXMaTpPUYeckol MOMOLLM, a 3aTeM MOAPOB6HO PaccMOTPenn OCHOBHble (akTopbl, KOTOPble
npvBenn K 3aKOHOAATeNbHbIM, 3KCMEPTHbIM U KAUMHUYECKUM WHUUMATMBaM MO CO3JaHUI0 aMbynaTOpHbIX
NCUXMATPUYECKUX LIEHTPOB. Mbl MpeACcTaBuIn 0630p COBPEMEHHOM ambynaTOPHOM MCUXMATPUYECKOM CTyXObl
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M ee akTyaNbHbIX 33aja4y, K KOTOpPbIM B MEPBYl0 O4Yepefb OTHOCUTCH PasBUTME CAYX6, CPHOKYCUPOBAHHBIX

Ha counaiabHO-IMYHOCTHOM BOCCTaHOBJIEHNN NMaAUNEHTOB.

Keywords: community psychiatry, community mental health, schizophrenia, recovery, de-institutionalization, psychosis

Kniouesble cnoBsa: G/\/f@/ﬂGmOpH(]H ncuxuampus, OM6y/70mOpHO}7 ncuxuampu4eckas nomMows, LUUSO(PPEHUE, 80ccmaHoeneHue,

6EUHC/77LIITU/L{LIOHG/MBCIL{UH, ncuxo3s

INTRODUCTION

The treatment of individuals with significant mental health
needs within the United States has a long and complex
history. Generally, one of the most significant aspects
of that history was the development of community-
based mental health services. Importantly, this included
a transition from institution-based care to community-
based care which took place in the mid-20t century.’
During this period, the United States experienced
a dramatic decrease in the availability of institutional
beds, alongside concomitant increases in the number
of people seeking mental health services in outpatient,
community settings. At a more in-depth level, these
changes represented a shift more profound than the
relocation of services; they were driven by changing
ideas relating to the treatment provided by mental
health services and the composition and character
of those services. Any understanding of the development
of community-based mental health services and more
importantly, of its current state and future, thus requires
consideration of the more complicated and underlying
theoretical issues.

Accordingly, in this paper we will offer a brief history
of community mental health in the United States, and
the forces which have influenced its development to the
present day. We will, firstly, explore the early antecedents
of community-based approaches to care, before
detailing certain major factors that led to legislative,
peer and clinical efforts to create Community Mental
Health Centers (CMHC) in the mid-20 century. We will
then provide an overview of current community mental
health practices and their evolving challenges. Next, we
will examine those challenges in light of deeper and
more complex issues related to the meaning of care,
and recovery as its ultimate goal, which are still being
explored, as the field moves forward. We will, in particular,
be emphasizing aspects of history and current practice,
as they relate to the treatment of individuals with serious
mental illness (SMI). As currently structured, community

mental health includes a broad array of services for
individuals with less severe difficulties, as well as child
developmental issues and addiction services. Although
these aspects are also essential elements of treatment
within the United States, we suggest that many of the
issues underlying shifts in treatment with regard to SMI,
may largely be generalized in line with other aspects
within the larger system.

THE EMERGENCE OF COMMUNITY

MENTAL HEALTH CARE

While the history of community care is generally
considered to have begun in the mid-20t century,
much of its original focus, as well as initial efforts
to implement it, have a circuitous history. Similar
to trends in Europe, approaches to mental illness
in colonial America and recorded in early United States
history, were commonly characterized by incarceration
and removal from communities. As madness came to be
regarded as within the medical purview over time, the
early pioneers of American medicine, such as Benjamin
Rush, began implementing somatic interventions; early
medical interventions included harmful practices such
as bloodletting and blistering. Within this framework,
treatment was aimed at attacking a ‘disease’, facilitating
a cure and an eventual return home. In response,
however, to increasingly inhumane conditions and harsh
treatments, new approaches, including the Quakers’' Moral
Treatment approach, began to highlight the need for
milder interventions, including a prescription of activities
mirroring those that patients would experience in their
own community.?2 Central to the Quakers’ philosophy
of care was openness to restorative treatments and
a return to full participation in the community.

The view that temporary respite in an asylum could
lead to full reintegration in the community, gradually
eroded over the course of the 19t century, as asylums
and an ever-expanding array of experimental somatic
interventions were developed. Trends towards long-

Consortium Psychiatricum | 2020 | Volume 1 | Issue 2



term institutionalization with medical models directing
conceptualizations and interventions, became increasingly
prominent throughout the 19t century, arguably reaching
maximum influence at the turn of the 20t century, as
Kraepelin's formulation of dementia praecox spread
across the United States.® Within the paradigm of that era,
there were no temporary or episodic aliments. Following
Kraepelin's model, individuals were instead commonly
viewed as experiencing a progressive medical illness,
that required long-term institutionalization and custodial
care, which were incapable of halting the deterioration
of the illness.# This view, in combination with increasingly
overpopulated institutions and eugenics laws advocating
sterilization and dangerous interventions, such as early
forms of shock therapy and psychosurgery, set the
stage for rampant iatrogenic harm and abuse in mental
institutions across the United States in the first half
of the 20t century. However, throughout this period
of history, voices of reform raised concerns about the
pessimistic prognosis levelled at severe mental illness and
highlighted the harmful practices occurring in American
mental institutions.®

In the mid-20t
of institutional-based care were heeded, with several key
pieces of legislation influencing national trends. In 1946,
the National Mental Health Act was passed, creating

century, calls for the reform

funding for psychiatric education and research, and
ultimately bringing about the creation of the National
Institute of Mental Health in 1949. In 1963, the Community
Mental Health Center Act and the Mental Retardation
and Community Mental Health Centers Construction Act
were both passed, prompting an increase in funding for
the creation of centres in the community that provided
a wide range of psychiatric services. Associated with
the increased funding for community-based services
was a decrease in funding for public mental hospitals
and a dramatic decrease in the number of long-term
hospital beds during the same time period. The creation
of Medicaid and Medicare in 1965 further facilitated
the transition from large, public, psychiatric hospitals
to the creation of community-based clinics, as well as
nursing homes and intermediate care facilities, with
afocus on treatment for individuals in the least restrictive
environment. As emphasized by these initiatives, health
was not only an attainable outcome, but could be
achieved as a result of a connection with the community,
and not as a precondition for that connection. Within

eight years, a total of 398 community centres were
in operation, approximately 0.18 per 100,000 people.®
Over the next 40 years, tracked by the Substance Abuse
and Mental Health Services Administration (SAMHSA), the
number of community centres registered in the National
Directory of Mental Health Treatment Facilities in 2016
would reach 2,636 with a density of 0.73 per 100,000
people.” The staffing of these centres varied across time
and region, but generally, community mental health
centres could be expected to employ a mix of mental
health professionals and paraprofessionals, including
psychiatrists, psychologists, counsellors, occupational
therapists, social workers, case managers, addictions
counsellors and nursing staff, all of whom might be
expected to have direct contact with patients.

POST DE-INSTITUTIONALIZATION

Broadly, the legislative, clinical and advocacy efforts
of the mid-20t century within the United States were
effective in achieving large-scale de-institutionalization
of the overpopulated state facilities of the previous era.
However, as more outpatient treatment centres were
built across the country, their efforts to help individuals
with SMl regain their health and remain integrated in their
communities were soon thwarted by several barriers.
Of significance was the fact that the decades following
the passage of the Community Mental Health Act were
characterized by declining funding for outpatient centres,
which, in light of the increased demand for mental health
services, resulted in increasing levels of unmet mental
health needs. The growth of mental health services has
also not kept pace with the growth in population. From
2000-2017 the population of the United States grew
by approximately 42 million. During that time period,
the rate of psychologists and psychiatrists per 100,000
people, remained largely the same; between 36.55 and
33.18, and 7.54 and 7.75, respectively.?

Efforts were made to reform the American healthcare
system by
and streamlining service utilization. In the 1980s,
this was reflected in the emergence of behavioural

increasing third-party reimbursement

health-managed care. Managed care involved private
companies that dictated service authorization, utilization,
claims processing and interagency coordination, with
the intention of promoting improved efficiency and
effectiveness of mental health services. With limited
public funding to support CMHC, agencies became
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increasingly reliant on these third-party reimbursements,
necessitating interface with managed care entities, as well
as demonstrating parallel trends within Medicare and
Medicaid. This led to organizations structuring service
delivery programmes in order to receive reimbursement
from a patient’s insurance plan.

While the emergence of managed care in the United
States allowed for the survival and expansion of mental
health services, in some ways, it probably resulted in a shift
away from addressing the needs of individuals with SMI,
many of whom were unlikely to have access to insurance
or third party reimbursement. The most obvious negative
impact of this was that individuals treated within their
community were often unable to sustain satisfactory
community participation, ultimately resulting in them
being incarcerated. In other words, without adequate
support, the attempt to help individuals move from
asylums into the community led to larger numbers
of these individuals challenging societal norms, resulting
in legal convictions and boosting the number of state
and federal prisoners with histories of significant
mental health disorders.>'® These observations suggest
that the path to de-institutionalization was reversed
for some.’2 This, along with the more significant
issues of underfunding, may also have contributed
to a growing pessimism as to whether individuals
with SMI could actually become well and fully re-join
their communities; views that can be linked with long
traditions of paternalism, coercion and control.*®

The changing financial and political landscapes,
in combination with increased treatment of SMI
in prisons rather than the community, led to a cultural
shift as to the meaning of wellness, in relation to SMI.
Notably, in 2003, the New Freedom Commission on
Mental Health was commissioned to study the status
of the mental health delivery system and provide
recommendations for the vision of mental health in the
21t century. The report issued by this commission
in 2004 embraced the contributions of the recovery
movement within the United States and established at
least three expectations.™ Firstly, it stated unequivocally
that recovery was the expected outcome for mental
health and substance abuse treatment. Secondly,
it defined recovery as patient centred and as a journey
that involved hope, autonomy and self-determination.
Finally, the commission called for the development
of recovery-oriented mental health services. While this

report did not solve the problem of prisons emerging as
long-term treatment facilities for SMI, it did spur on the
development of new forms of recovery-oriented services,
including peer counselling’™ and other interventions
focused on psychosocial outcomes.'s®

CURRENT STATUS

Currently, in the United States, federal governmental
regulations determine the monetary value distributed
to individual states, as well as determining how monies
can be spent. The majority of federal dollars for mental
health services are distributed by means of Mental Health
Block Grants via SAMHSA. Since its inception in 1992,
SAMHSA has contributed varying amounts of money
in the form of state-specific block grants to support and
grow community mental health and substance abuse
treatment centres. From an initial distribution of 1.69
billion dollarsin 1992, SAMHSA has seen a gross increase
in yearly distributions, ranging from a low of 3.12 billion
in 2007, to a high of 4.2 billion in 2017." Additional
federal funding sources come in the form of Veterans
Medicare/Medicaid
expenditures. Currently, there is considerable regional

Administration  Benefits and
variability in the availability of community-based mental
care, due to differing levels of local funding, the specifics
of state Medicaid and the availability of providers.

As previously noted, by 2017 the United States
had a total of 2,381 CMHC, with a density of 0.73 per
100,000 people. The services offered are provided by
a broad range of professionals, including psychiatrists,
psychologists, counsellors, occupational therapists,
social workers, case managers, addictions counsellors
and nurses. Services are provided in group, family and
individual formats and are expected to be individually
tailored to meet the unique needs of any given patient.
General services, commonly available, include medication
management, case management, and group, family and
individual therapies. These types of services should be
capable of responding to the full range of psychosocial
needs and therefore, vary significantly from site
to site, with common services including supportive,
psychoeducational,
educational and activity-based interventions. These
interventions can be delivered within the physical space

vocational, social, addiction,

of the CHMC or in the home or community of the patient.
Additionally, there are state-wide disparities in CMHC
densities; California, the most populous state, has 0.22
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per 100,000 people, while Wyoming, the least populous
state, has 4.15 per 100,000 people. These numbers are
dwarfed by the 7,482 for-profit mental health agencies
in the United States.” The majority of mental health
services are provided by agencies that charge insurance
premiums or require self-payment at the time of service.
Of those seeking mental health treatment, 42% see cost
and lack of insurance coverage as the greatest obstacle
to accessing services, with 25% stating that they are faced
with the dilemma of obtaining mental health services
or paying for daily necessities.?

Licensed professionals practicing across these settings
include psychiatrists and psychologists, commonly
functioning as the providers of records, while much
of the direct service is conducted by social workers,
mental health therapists or addictions counsellors, with
either a master's or a bachelor's degree. Healthcare
workers from a range of other disciplines, such as
nurses, occupational therapists, pharmacists, dietitians
and primary care physicians are also found in certain
community mental health settings. The expectation for
community mental health care involves a continuum
of services, not limited to psychiatric medicine, nursing
supported housing and supported
employment. Additionally, a host of psychosocial services,
consisting of individual and group psychotherapies, skills-

intervention,

based psychosocial rehabilitation, case management and
a range of peer services, including individual support,
self-help approaches and peer-led clubhouse services
are also provided. These services are delivered across
a range of settings, including standard outpatient
health clinics, in patient’'s homes or in the community
(e.g., grocery stores, coffee shops, government offices,
homeless outreach premises, job settings, etc.). Certain
community mental health settings are directly integrated
with primary care medicine, while others must link their
services with other sources of primary care in their
communities. Following the national economic recession
in the United States, healthcare-related jobs increased
between 2008 and 2009, while all other industries saw
reduced growth; the total number of healthcare jobs
created between 2007-2013 had a value of approximately
1.85 million. Most new jobs in healthcare were positions
that required less formal education, particularly jobs
with high rates of turnover. The dramatic increase in the
number of positions was due, to a great extent, to the
Affordable Care Act.!

THE EVOLUTION AND FUTURE OF COMMUNITY
MENTAL HEALTH SERVICES IN THE UNITED STATES
As discussed at the outset of this report, the community
mental health movement in the United States, particularly
with regard to the needs of adults with SMI, has, for
nearly 70 years, been driven by a vision of treatment
that promotes recovery and integration within one’s
community. As this has unfolded, many social and
economic issues have occurred, leading to a rocky
progression; prisons have become the new asylums for
some, while the professional work force has not grown
to meet emergent needs. Looking to the future, we
certainly do not see simple solutions to these problems.
We do, however, see potential developments which
may help offset some of these challenges, as well as
counter movements which could resurrect even more
intransigent barriers to recovery.

The most significant developments which we see
affecting the future of community mental health in the
United States are the emerging, nuanced views as to what
recovery represents, linked to the way in which services
need to be developed and implemented to support
recovery. In our view, studies of the experience and
perspective of the individual with SMI, including
qualitative and quantitative studies, as well as user-led
participatory research,? have revealed that recovery
means attaining a satisfying and meaningful life, with
healthy and sustaining, interdependent connections
with one's community. Recovery does not constitute
the absence of a disease, the development of a skill
or anything else that could be considered as happening
within one person in isolation.?*?* Instead, recovery
is a return to full participation in the larger, human
community.? Interventions are thus needed that support
individuals with SMI in making meaningful sense of their
own perception of mental health and its related life
challenges, prior to facilitating their decision making with
regard to responding to these challenges.?

Importantly, this view of recovery precludes the fact
that just one treatment could promote recovery for
all. Instead, integrative approaches are needed that
go beyond generic support and can be customized
to address individual needs and processes of self-
direction. Such integrative treatment frameworks would
need to be flexible so that service providers could
consider and respond to the individual, using a holistic
approach. Similarly, these frameworks would have
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to move from a didactic or paternalistic model to a fully
consultative one. These new models would also need
to move beyond the implementation curriculum, which
focus on singular problems or skills; instead they would
have to be able to flexibly help individuals respond
to the myriad of psychiatric, social and psychological
problems, which may emerge fluidly during the course
of recovery. Examples of recent work, inspired by these
newly defined needs, include Metacognitive Reflection
and Insight Therapy (MERIT)24?#7.22 Open dialogue,®
as well as clubhouse-based approaches.?

It is important to note that the development
of treatments that are able to address meaning in this
way face stiff challenges in our current environment.
There are competing ideas relating to recovery, which
is still considered as a state defined by professionals,
rather than an evolving condition experienced by those
suffering from mental illness. Additionally, patient-
centred treatments face resistance from conventional
treatment approaches, as well as social hysteria, linked
to the need to compartmentalize and marginalize
those deemed dangerous or unwell in the eyes of the
community. These counter trends, while understandable
in some cases, threaten a regression to past methods
of treatment which, although taking place in the
community, do not facilitate community membership.
Polarization within the psychiatric community may also
be fuelling these negative trends. Traditional approaches
to mental health, including models of schizophrenia as
presented in the DSM 5,% neglect the concept of recovery,
while other approaches, concerned with the issue
of autonomy, call for the dismantling of structures within
community mental health, which although flawed, have
enabled meaningful recovery work to take place and
seem necessary for the growth of future interventions.

SUMMARY

The current community mental health system in the
United States was initially developed in the mid-20t
century through resurrected values of restorative care
from early efforts, including Moral Treatment. The
guiding vision of recovery is that people experiencing
mental illness should be offered services that help
them live as full members of the community, seeking
lives of meaning and value, with or without persistent
symptoms and/or disability. In the decades following
the creation of the original community mental health

centres, reduced funding and increased demand has
led to difficulties relating to access to care and a large
number of people with mental illness finding themselves
in the criminal justice system. Increased awareness
of this difficulty, as well as the influence of the recovery
movement, managed care practices and the more recent
changes to the national healthcare system, are likely
to continue to influence the evolving nature of available
services in the community.
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ABSTRACT

Community mental health care in the UK was established by two influential mental health acts (MHAs). The 1930 MHA
legislated for voluntary admissions and outpatient clinics. The 1959 MHA required hospitals to provide local follow-
up after discharge, required them to work closely with local social services and obliged social services to help with
accommodation and support. An effect of this was to establish highly sectorized services for populations of about
50,000. These were served by multidisciplinary teams (generic CMHTs), which accepted all local referrals from family
doctors. Sector CMHTs evolved a pragmatic approach with an emphasis on skill-sharing and outreach, depending
heavily on community psychiatric nurses. The NHS is funded by central taxation, with no distortion of clinical practice
by per-item service fees. It is highly centrally regulated, with a strong emphasis on evidence-based treatments.

Since 2000, generic sector teams have gradually been replaced or enhanced by Crisis Resolution Home Treatment
teams, Assertive Outreach Teams and Early Intervention Teams. Assertive Outreach Teams were resorbed into CMHTS,
based on outcome evidence. The last decade has seen a major expansion in outpatient psychotherapy (Improving
Access to Psychological Treatments (IAPT) services) and in specialist teams for personality disorders and perinatal
psychiatry. The traditional continuity of care across the inpatient-outpatient divide has recently been broken. During the
last decade of austerity, day care services have been decimated, and (along with the reduction in availability of beds)
compulsory admission rates have risen sharply. Mental health care is still disadvantaged, receiving 11% of the NHS
spend while accounting for 23% of the burden of disease.

AHHOTALUNA

AmbynaTopHas ncuxmatpuyeckas cnyxoba B BeankobputaHuv pernameHTUpyeTcs 4ByMs 3aKOHaMM O NCUXMATPUYECKO
nomoLun. B 1930 rogy 3akoHOAaTeNbHO ObIIV 3aKpeneHbl A06pOBO/bHAsA rocnuTannsauns 1 amoynaTopHble
KIVHUKW. 3aKoH 1959 roga TpeboBas, UTobbl 60/1bHMLBI MOC/E BbINWCKM NPejoCTaBAsAN NaLyeHTamMm ambynatopHoe
HabArAeHVe No MeCTy XUTeNbCTBa, 0653aN 601bHNLBI PaboTaTb COBMECTHO C MECTHBIMU COLManbHBIMU CyX6aMu,
a coumanbHble cnyxbbl - obecneynBaTb NaLMeEHTOB XWIbeM 1 OKa3biBaTb MM MOAAEPXKY. Pe3ynbTaTom 3Toro
cTano GopMMpOBaHME CEKTOPAaZbHOro MpuHUMAA paboTbl MCUXUMATPUYECKON CYXObl C MPUKPENnIeHHbIM
HaceneHnem 50 000 yenoBek Ha Kaxzblih cekTop. MNcnxmnaTpunyeckas ciyxba B KaXAOM CeKkTope npejctasnana
€O60M MyNbTUANCLUUNINHAPHYHO KOMaHAYy CeLmnanncToB (B MOCAeAyoLLIEM OHW CTaNN Ha3blBaTbCA «ambynaTopHble
ncuxmatpuyeckne bpuragel» - Community Mental Health Teams (CMHTS)), koTopasi IpyHMMana Bcex nalmeHToB,
HanpasieHHbIX ceMeliHbIMM Bpavamu. CekTopasbHble 6purabl pasBuamM NparMaTUUHbIA MNOAXOJ K OKa3aHUo
NMOMOLLIM NaLMeHTaM € akLLleHTOM Ha BblPaboTKy HaBbIKOB 1 Ha LUMPOKMIA OXBAT MOMOLLIO, KOTOpas MpeAoCcTaBsnachy
nperMyLLeCTBEHHO Y4acTKOBbIMY MeAcecTpaMu. 3ApaBooxXpaHeHve BennkobputaHnm GuHaHCMpyeTca 3a cyeT
LleHTPaNn30BaHHOMO HAIOr006I0XEHNS, KIMHUYeCKas MPaKT1Ka He NCKaXaeTCs HaloroBbIMU CTaBKaMy 3a OTAe/IbHble
BUZbI MEAVLIMHCKUX yCnyr. MeAanLHCKasa NoMoLLb PeryanpyeTcs LLeHTpasn30BaHHO, B €e OCHOBE J1eXaT MPUHLMMbI
JoKa3aTe/ibHOV MeANLMHbI.
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HaunnHas c 2000 roga cektopanbHble ncuxmaTpuyeckme bpuragbl MOCTENEHHO ObIIN 3aMeHeHbl AN YCUAEHbI
HEeCKONIbKMMU BUAAMM CNeLMann3npoBaHHbIX bpuraj: KpU3NCHeIMY BpuragaMm okasaHnsa nomoLyy Ha gomy (Crisis
Resolution Home Treatment teams), 6puragamm HacTonumBoro neveHus (Assertive Outreach Teams) n 6puragamm
paHHero BMellatenbcTBa (Early Intervention Teams). bpuragbl HaCTONYMBOroO eYeHNs NoCae aHanm3a faHHbIX
06 MX 3PPeKTUBHOCTM CTanM 4YacTblo aMbynaToOpHbIX MCuxmaTpuyeckux bpurad. B nocnegHee gecatunetve
HabntoAaeTcs 3HaunTeIbHOE pacluMpeHne ambynaTopHOI ncuxotepanum bnarogaps pabote cayXbbl yay4lleHns
JAoCTyna K ncuxonormyeckor nomowm (Improving Access to Psychological Treatments, IAPT), a Takxe co3gaHunio
KOMaHZA, CreLmnanm3npyroLLmMXcs Ha OKazaHUM MOMOLLM MHOAAM C PACCTPOMCTBAMU IMYHOCTU U Ha MepUHaTaibHOW
ncuxmaTpun. TpaagnuMoHHas HenpepbIBHOCTL CTaLMOHapHOM 1 ambynaTtopHO MeANLMHCKOM MOMOLLN HeAaBHO
6blna HapyLUeHa. B TeueHme NocnesHero AecatuaeTms XecTko SKOHOMUN JHEBHbIe CTalMoHapbl 6bl1v ynpasgHeHbl
1, HapsAJy € COKpaLLeHneM Ymcaa CTauMoHapHbIX KOek, pe3ko BO3POC ypoBeHb HeZ06pOBOIbHOM rocnnTan3aLmm.
McnxmnaTtpryeckas MOMOLLb MO-MPeXHeMY HaxoAMTCA B He6NaronpusaTHOM MOMOXKEHUN, NoAyYasa GUHAHCUPOBaHME
B pasmMepe 11% ot obLiero ¢oHAa 34paBOOXPaHeHNs, B TO BPEMS Kak Ha Ncuxmyeckme 3a6oneBaHmNa NpUXoAaTcs

23% bpemeHu bonesHein.

Keywords: Community Mental Health Teams, sectorization, functional teams, general practice

KnroueBble cnoBa: ambys10mopHsle ncuxuampu4veckue 6pu2adbl, CeKmMopanbHbIl NPUHYUN, MeOUYUHCKAS NOMOWb, GYHKYUOHAbHbIE 6pu2adsl, 06was

8payebHas npakmuka

WHEN WAS COMMUNITY-BASED CARE
ESTABLISHED?

The United Kingdom of Great Britain and Northern
Ireland (hereafter referred to as the UK) was in the
vanguard of the asylum movement in the early 19t
century. Following the example set by the Quaker
Tuke family in the York Retreat in 1796, asylums based
on ‘moral therapy’ were established throughout the
nation from the early 1800s. These remained the
dominant model of psychiatric care for psychotic
illnesses until 1930. Strict legislation in the late 19t
century, to protect the rights of detained patients,
had an unintended consequence of hindering early
intervention and flexible care.

The predominantly degenerative view of mental illness
was finally shaken by experiences in the First World
War and the succeeding decades. Shell-shocked soldiers
confirmed the involvement of psychological processes
in the causation and treatment of mental illnesses.
The dramatic success of malaria treatment for general
paralysis of the insane (GPI) and promising early sleep
therapies brought psychiatry closer to medicine and
began to erode the isolation of the asylums. There had
been many individual initiatives prior to this. The first
psychiatric outpatient clinics were established at St
Thomas's in London and in the Wakefield asylum in 1890,
along with hostels for discharged patients (such as that

in Dingleton Hospital in 1880) and general hospital
outpatient clinics in Portsmouth in 1926. However, these
early experiments failed to catch on. The modern era
was ushered in with the establishment of the Maudsley
Hospital in 1923, devoted to short-term care, and the
1930 Mental Treatment Act.

THE 1930 MENTAL TREATMENT ACT AND THE 1959
MENTAL HEALTH ACT

Community mental health in the UK was effectively
established by these two acts. The 1930 act permitted
voluntary admissions, outpatient care in mental
hospitals and for local authorities (who, at that
time, were responsible for all mental health care)
to spend money on supporting discharged patients.
It also changed terminology from ‘asylum’ and ‘lunatic’
to ‘mental hospital’ and ‘mental patient. This more
outward-looking attitude witnessed slow, but informal,
growth in outpatient care. The first day hospitals and
day centres were opened after WWII, beginning with the
Marlborough Day Hospital in London, opened by Joshua
Beirer in 1946. In 1948, the National Health Service was
established, and mental health care was transferred
to it from local authorities. This amalgamation cast into
stark relief the contrast between the flexibility of general
healthcare and that for mental health, and it prompted
much soul-searching.
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The development of UK community mental health care
as it is now known can be traced to the 1959 MHA. The
1959 MHA reflected the optimistic spirit of its age and the
impact of the post-war welfare state, which guaranteed
basic financial security for disabled citizens. As well as
introducing strict regulations for the use and monitoring
of compulsory care, the 1959 MHA contained two specific
provisions which profoundly shaped developments.
Firstly, the act placed local authority social services at
the centre of care for the severely mentally ill. Social
workers had authority over compulsory admissions
(albeit on the recommendation of psychiatrists). The act
also legislated both the resources and the obligation
to provide aftercare. Secondly, the act required any
hospital that took in detained patients to, itself, provide
them with outpatient follow-up and aftercare. To
achieve these ends (both cooperation over compulsory
admissions and outpatient follow-up), mental hospitals
had to develop close working relationships with local
authority social workers.

The only practical way to achieve such close working
relationships was by establishing catchment areas and,
eventually, sectorization. Unlike the French, whose
‘secteur’ was centrally dictated, UK sectorization (manifest
in the growth of local Community Mental Health Services -
CMHTSs) grew organically as a pragmatic response to these
requirements. CMHTs spread in reach and sophistication
throughout the 1960s and 1970s and became the default
structure for community care until the radical changes
introduced in 1999.

THE GENERIC CMHT
By the late 1970s, most of the UK population accessed its
specialist mental health care via a generic CMHT.' Teams
served a defined population and were expected to assess
anyone referred to them irrespective of diagnosis
or severity of disorder. The populations served initially
numbered about 50,000, but this number has shrunk
as resources and specialization have increased. The
team was responsible for all outpatient and inpatient
care, usually having access to a number of beds in the
local psychiatric unit. Psychiatry in the UK is explicitly
a secondary service. Virtually all patients, other than the
homeless and those in chaotic inner-city situations, are
referred after assessment by their family doctor.

The traditional CMHT is multidisciplinary, comprising, at
a minimum, psychiatrists, community psychiatric nurses

and social workers. It may also include occupational
therapists, psychologists, healthcare assistants and
sometimes other specialists. It is headed by a specialist
psychiatrist,
(CPNs) are usually its most numerous members (2-
5). CPNs were developed in 1953 as a fledgling service
to monitor discharged psychosis patients? but have long

and Community Psychiatric Nurses

outnumbered all other community MH staff.? They are
the case managers for most patients, usually carrying
a caseload of 20-30 patients, with contact monthly
or more often, as needed. CMHTSs accept all referrals
from family doctors so must deal with the whole range
of disorders, from long-term psychoses to short-term
crises, anxiety and depression. Managing referrals
to match expectations and capacity has always been
a challenge for CMHTSs, and this has become increasingly
so, often with an explicit focus on patients with a severe
mental illness (SMI). CMHTSs are usually based in some
form of shared community centre, and outreach has
been a central feature of practice. In the case of CPNs
in particular, most of their contact with patients is home-
based, and this practice is common in other disciplines.

The population served by each CMHT was initially
geographically defined but has increasingly been based
on general practice lists. This strengthens working
relationships and continuity between primary and
secondary care. Such comprehensive responsibility for
a clearly defined population powerfully focuses CMHTs on
the most seriously ill patients. Because difficult patients
cannot be declined or sent elsewhere, UK mental health
care is pragmatic, with little scope for rigid theories. The
care provided is, of necessity, eclectic, and thereis a long
tradition of role blurring and skill sharing.

CPNs are the backbone of the service and the group
primarily responsible for monitoring and supporting
psychosis patients, often administering long-acting
antipsychotic medications. Social workers have specific
responsibilities for ensuring accommodation and financial
support. Psychologists, where they are present, often
take the lead in psychotherapy and talking treatments.

UK CMHTSs have strikingly informal working practices.
Titles are rarely used; first name terms are the rule, and
professional boundaries are not defended. All members
spend much of their time on supportive social care. For
example, a nurse or psychologist would not hesitate
to ring up a housing department. Initial assessments
are not always conducted by medical staff where nurses
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and psychologists have taken prominent roles. This non-
hierarchical style was inherited from the therapeutic
community movement that was so influential when
CMHTSs were beginning.4

The extent of role-blurring may also be a consequence
of the NHS funding system, with the absence of any ‘fee
for service’ or targeted payments. NHS MH services are
funded by a relatively simple block grant. This is based
on a capitation formula, plus sophisticated adjustments
for levels of deprivations. In recent years, commissioning
of services has become more localized, with specific
targets for individual services.

SPECIALIST AND FUNCTIONAL TEAMS

CMHTs have always been stratified by age group.
Alongside the adult service (for 18-65-year-olds), parallel
services were established very early for children and
adolescents (up to the age of 18) and old-age services
for those over 65. The structure and functioning are
essentially similar for all three sets of teams, although the
populations served vary. In addition, most regions had
specialized teams that the CMHTSs could refer to. There
were liaison teams in hospitals, forensic services for
mentally disordered offenders, and rehabilitation teams
for severely and chronically disabled patients. Depending
on local resources, there might also be specialized teams
for eating disorders and personality disorders, although
these were not universal.

These UK community MH services evolved organically
through the 1960s to the 1990s. In the 1990s, however,
evidence-based practice (ushered in with Stein and
Test's study of ACT)® began to impact on planning, which
became more centralized and specific. In 1999, the
National Service Framework for Mental Health® proposed
replacement of generic CMHTSs by four specific services
(functional teams’). These were a Home Treatment
Crisis Resolution (HTCR) team to deflect admissions, an
Assertive Outreach Team (AOT - essentially an ACT team)
to support ‘revolving door' psychosis patients, an Early
Intervention Service (EIS) for first-episode psychosis and,
lastly, a Primary Care Liaison Team (PCLT) for everything
else. PCLTs did not survive, and the other functional
teams have gradually been rolled out nationally
alongside generic CMHTSs.

AOT teams were the first functional teams to be
introduced. They were subjected to rigorous research and
found not to be an improvement on CMHTSs,”® so their

functions have been resorbed back into CMHTs. The
other two specialist teams have not been subjected
to anything like the same rigorous research and remain
central features of current practice. The provision
of standalone personality disorder services® is now
nationwide, and liaison services in general hospitals
have been significantly enhanced. A striking (and
unevidenced) recent development has been the splitting
of community teams from inpatient responsibilities (the
so-called ‘functional split’). This arose from concerns
about the quality of inpatient care. However, loss
of continuity and unanticipated complexities have led
to doubts over its wisdom."®

PSYCHOTHERAPY SERVICES (IAPT)

UK mental health has had very little private care
provision. Apart from some very limited access
to psychoanalysis, there has been no tradition of private
psychotherapy as in other European countries. Simple
psychotherapy has long been available within the
NHS, and in the 1970s, psychotherapy was already
recognized as a subspecialization within psychiatry, with
its own training requirements. While this was intended
to protect psychotherapy and its training, it also served
to isolate it somewhat. Clinical psychologists in the
NHS have increasingly expanded their expertise in,
and responsibility for, cognitive behaviour therapy.
This is now the primary evidence-based psychotherapy
recommended by NICE (the National Institute for Clinical
Excellence). In 2007, a separately funded provision
(based on a stepped-care model) was introduced,
called Increased Access to Psychological Treatments
(IAPT)." This programme provided advice and self-care
but also trained CBT therapists to provide more intensive
treatment, initially from primary care. Once established,
the service was absorbed into secondary MH care and
is now routine. It has ensured much greater access
to psychotherapy, with an estimated additional 3000 staff
nationally. However, it has been criticized by some for its
restriction to CBT, its rather rigid format and the quality
of therapist training.

FINANCING AND LEGAL STRUCTURE

UK mental health care is funded by general taxation via
the NHS and is totally free at the point of service. There
are no patient-level payments (no itemized payments),
although some service-level targets may affect funding.
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Currently, it accounts for 11% of the total NHS spend
(9.8% of GDP, in line with the EU average of 9.7% in 2014).
In 2012, the Health and Social Care Act committed
to ‘parity of esteem’ between physical and mental health
care by 2020. As mental disorders account for 23% of the
burden of disease, there is clearly quite some way to go.
Local structures for setting priorities can have significant
effects at the margins, but NHS MH services are generally
fairly consistent nationally and remain subject to no
complex financial distortions of clinical practice.

The 1959 MHA was revised in 1983 and again in 2007,
and it is currently undergoing another revision. The UK
is out of step with most of Europe in that compulsory
admissions and treatment are initiated clinically rather
than by a legal decision. They are subject to routine
legal ratification of their justification by tribunals at
set intervals, but this arrangement is subject to strong
criticism and may change. Compulsory admissions are
for set maximum periods (one month or six months and,
in rare emergencies, three days), with legal representation
available for patients at tribunals. The 2007 revision made
two major changes. Firstly, it removed the four categories
of disorder (mental illness, learning disability, severe
learning disability and personality disorder) and replaced
them with a single category of mental disorder. The
rationale for this was to remove a ‘treatability’ clause that
had been introduced into the 1959 MHA for personality
disorder. Now, all patients are detained on the grounds
of risk to health and the availability of ‘appropriate
treatment’ (which is very broadly interpreted and
can include care and supervision). The second major
change was to introduce community treatment orders
(CTOs). These are targeted on revolving door psychosis
patients to ensure continued follow-up and maintenance
medication. They are for six months in the first instance,
after discharge from an involuntary admission, and
are renewable for one year at a time without limit.
Despite the evidence that they provide no benefit for
patients,'2'® about 4000 per year are imposed.

The rate of compulsory admissions in the UK is 114
per 100,000. This is in the mid-range for Europe, with
Austria highest at 282 and Italy lowest at 14.5." However,
there are two significantissues of concern. The firstis that
the rate is rising faster than that of most comparable
countries, and the second is the persistently high
rate of detention among black patients. The number
of compulsory admissions has risen from 43,364 in 2007

t0 63,048 in 2015, an increase of 45%. This rise has settled
atabout4.0% per annum and is in line with France (4.7%)
and Australia (3.4%). However, in most other comparable
countries, the rate of compulsory admissions has been
steady or has declined slightly. This recent rapid rise in the
UK has been associated with a substantial reduction
in available beds." Currently, one third of all admissions
are compulsory, and a further third are converted
to compulsory while the patients are in hospital. In many
inner-city areas, virtually all inpatients are compulsory.
It has been suggested that the current rapid rise reflects
not only the risk-averse nature of UK society but also that
it may be the only way to secure a bed.

The second area of concern has long been expressed
and relates to the very high rates of admission (including
black patients (Afro-
Caribbean men in particular). This was initially attributed

compulsory admission) for
to stigmatizing discrimination and over diagnosis.'®
Despite careful epidemiological work to contradict this
and demonstrate a genuinely high rate of psychosis
in these groups,"'® the failure of services to engage with
this vulnerable group generates constant criticism.

RESOURCES
The UK lies in the mid-range in terms of the numbers
of both psychiatrists and psychiatric beds in Europe.™
The UK has 19 psychiatrists per 100,000 population,
compared with 17 for Ireland, 18 for Italy, 23 for
France and Norway, and 22 for Germany and Sweden.
There are 46 beds per 100,000 in the UK, compared
to a European mean of 21 per 100,000 (ranging from
10 in Italy, up to 128 in Germany and 139 in the
Netherlands). Average inpatient stays are about 35
days, but this mean hides a skewed curve, with many
crisis admissions of two to three days and a small
number of patients with very long stays. Long-stay
rehabilitation beds have been in sharp decline for the
last couple of decades, but there has been a noticeable
rise in secure provision (often in the private sector)
for NHS forensic patients. The only three high secure
forensic hospitals have been reduced by over 75%
during the last two decades, while medium secure
forensic units have now become a routine component
of local service provision.

Figures for day hospital places (provided by the NHS)
and day centre places (provided by local authorities) are
difficult to obtain with any accuracy. The strong clinical
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impression, however, is that these are also being closed,
even more so during the last decade of austerity.

STRENGTHS AND WEAKNESSES

UK community mental health services have been the
backbone of psychiatric care since WWII. They have
several strengths. They have benefited from a pragmatic
approach, avoiding ideological schisms. A relatively
simple funding formula avoids perverse incentives
and distortions of clinical care. Central monitoring and
target setting have resulted in a healthy respect for,
and focus on, evidence-based practice. Services have
benefitted from a well-established primary care system
which filters their referrals and which has taken on most
of the milder cases of anxiety and depression. Another
strength has been the early development of sectorized
multidisciplinary teams, with an emphasis on outreach
and highly trained and confident non-medical staff.

Among their weaknesses has been an absence of strong
clinical leadership, with an increasingly managerial and
risk-averse culture. While there have been significant
improvements in the quality and consistency of care,
this has been accompanied by an enormous growth
in bureaucracy and a fragmentation and over-
complication of services. Simple lines of responsibility
between patient, family doctor and psychiatric team have
been obscured or abandoned, and continuity of care has
diminished. UK community mental health services have
also struggled to establish a confident and convincing
publicimage and consequently endure problems of low
morale and recruitment.

There are, however, encouraging signs that mental
health issues have recently moved up the political
agenda. The increasing public willingness to be open
about mental health problems has focused the
government's attention on patchy service provision and
the gap between rhetoric and reality as regards funding.
Substantially increased funding has been promised, and
a review of the mental health act is underway. It would
be foolish, however, to make predictions about anything
in the UK currently.
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ABSTRACT

Community-based mental health services are important for the treatment and recovery of patients with mental health
disorders. The Chinese government has made the establishment of a highly efficient community-based health service
an enduring priority. Since the 1960s, community-based mental health services have been developed in many Chinese
cities and provinces. National policies, including mental health regulations and five-year national mental health working
plans, have been issued to support the development of quality of mental health services. The accessibility and efficiency
of community-based mental health services are now highly promoted to community residents.

According to the National Standards for Primary Public Health Services, community-based mental health services are
one of the most important components of primary public health services. They are mainly provided via Community
Health Service Centres (CHCs), by a combination of general practitioners, public health physicians, nurses and social
workers. Patients receive individualized and continuous health services according to their rehabilitation status. These
services include regular physical examination, health education, rehabilitation guidance, social function rehabilitation
training, vocational training and referral services; family members also receive care and psychological support. Future
work will focus on expanding mental health service coverage and usage, increasing awareness of mental health and
decreasing stigma, and strengthening service capability to establish an integrated model to enhance the overall
efficiency of mental health services.

AHHOTALMA

AMbynaTopHas ncuxmaTpuyeckas cayxba urpaeT BaxKHyo posb B MpoLecce Ie4eHs 1 BOCCTaHOBNEHWS NaLeHTOB
C NCUXMYecknmm pacctponcteamu. CosgaHne BbICOKO3IGDEKTUBHON CUCTEMbI aMbyNaTOPHOM MCUXNATPUYECKONA
MOMOLLM BCerja ABASA0Ck OAHUM U3 FaBHbIX MPUOpPUTETOB NpaBuTenscTea Kutas. HaunHas ¢ 1960-x rofoB BO MHOTUX
ropoAax v NPOBMHLMSAX BbINN CO3AaHbl 0KanbHble aMbynaTopHble NcuxmaTpudeckme ciyxbbl. FocyaapcTBeHHas
NoAnTMKa B 06/1aCTV 34paBOOXPaHEHUs U 5-neTHMe HauMoHanbHble paboune naaHbl B 061acTh NCUXNYECKOro
3/10pOBbS CNOCOBCTBOBANN MOBbLILLEHWIO KavecTBa YCyr. B HacTosiLee BpeMs BeeTcs akTMBHas MHGOpMaLMOoHHas
paboTa Cc HaceneHnem O AOCTYNHOCTN 1 3GEKTUBHOCTU ambynaToOPHOM NCUXMATPUYECKON CYXObl.

CornacHo «HauMOHanbHbIM CTaHAapTaM MNepBUYHON MeAMKO-CaHWTAPHOM MOMOLLM» OAHUM U3 BaXHbIX
KOMMOHEHTOB NepPBUYHON MeNKO-CaHNTapPHOM MOMOLLIM SIBASIETCA NCUXmaTpuyeckast nomoLLb. OHa npesjocTaBaseTcs
nperMyLLecTBeHHO Ha 6a3e amMbynaTOPHbIX LIEeHTPOB 340P0BbsA KOMaHZA0M CMeLmnanmcToB, KOTOpPas COCTOUT 13 BpaYei
obLLell MpaKkTUKW, CaHUTapHbBIX Bpader, Mejcectep M COUManbHbIX PaboTHMKOB. MOMOLbL MpejocTaBaseTcs
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VNHAVBWYan3npoBaHHO N HeMpepbIBHO, @ ee HanoJ/IHeHVe 3aBUCUT OT peabuanTaumMoHHOro cTatyca nayeHToB.
MeanuUMHCKMe yCayr BKAKYAoT B cebsl perynsipHblil pusmkanbHbIi 0CMOTP, NpocBeLLeHre B 061acTh 340POBbS,
pekoMeHauun no peabunuTaumm, TPEHUHI COLMANBHOrO GYHKLMOHMPOBAHWSA, TPEHUHT MO TPYAOYCTPOMCTBY
1 NpeAocTaBaeHne CNPaBoOYHON MHPopMaLMK. HneHam cemMbM MauMeHTa Takke NpPeAoCTaBASIOTCA MeAULIMHCKas
MOMOLLb U MCUXON0rnYeckas Noagepxka.

B gpanbHeliwemM HeobxoAMMO MOBbILLATL OXBAT HaceNeHWs MCUXMaTPUYeckon MOMOLLbI0 M CMoco6CTBOBAaTh
obpalLaemMocTV 3a MOMOLLbIO, MOBbILATE YPOBEHb OCBEAOM/IEHHOCTU HacCeNeHUs O MCUXMYECKOM 340pOBbe
N CHUXaTb CTUrMy. Kpome Toro, Heo6xo41MMo pacLUMpsTe BO3SMOXHOCTU NCUXMATPUYECKON CyXObl 1 CO3jaBaTh
VHTErpypoBaHHY MoJenb MCUXUATPUUECKO MOMOLLM, UTO JO/KHO CNOoCO6CTBOBAaTL MOBbILLEHUIO ee obLLueit
3¢ deKkTUBHOCTN.

Keywords: China, community-based mental health service, recommendations

KnioueBble cnoBa: Kumat, ambynamopHas ncuxuampuyeckas cyxba, pekomeHoayuu

THE MENTAL HEALTH SERVICE SYSTEM IN CHINA
Mental disorders are one of the most serious public
health challenges, affecting individuals, their families and
society. A recent national mental health survey in China
showed that the lifetime prevalence of mental disorders
was 16.6%, with anxiety disorders, mood disorders,
substance use disorders, impulse control disorders and
schizophrenia among the most common." Nearly 20%
of the burden of diseases in China is caused by mental
disorders and suicide.2 This growing burden highlights
the urgent need for an effective mental health service
system. Nowadays, nearly 90% patients are living and
receiving medical treatments in their communities,
which has implications for the development of high-
quality mental health services, particularly those based
in the community.

The Chinese government has long been committed
to providing better quality and more integrated mental
health services, aiming at improving the efficiency and
continuity of both hospital-based and community-based
mental health services. Mental health laws, related
regulations and national mental health working plans
have also been enacted in recent decades in order
to facilitate the development of mental health services.
Since the 1960, there has been an integrated three-
tier system that includes inpatient, outpatient and
community services.? In this article, we will mainly focus
on community-based mental health services.

Mental health-related policy in China
The first National Mental Health Plan (2002-2010) was
signed by the Ministries of Health, Public Security and

Civil Affairs, and the China Disabled Persons' Federation
(CDPF) in 2002. It aimed to establish an effective system
of mental health care, led by the government, with
the participation and cooperation of other sectors.*
The service model was led by psychiatric hospitals,
supported by departments of psychiatry in general
hospitals, community-based health facilities and
rehabilitation centres.

On 26" October 2012, The Mental Health Law of the
People’s Republic of China was enacted to develop
the field of mental health, standardize mental health
services and guarantee the legal rights and interests
of people with mental disorders.> This Law mandated
that urban community health centres, rural township
health centres and rural village health clinics should
establish a registry of people with severe mental
disorders, periodically follow up such people who live
at home, instruct patients about the use of medication
and rehabilitation, and educate guardians about mental
health and care of the mentally ill.

Following this Law, the National Mental Health
Plan (2015-2020) was proposed by the State Council.
It contained more specific aims and requirements
to improve the mental health system and to develop
mental health services.¢

1.2 A three-tier mental health system

An integrated, three-tier hospital-community service
model has been established and has become a crucial
component in the reform of China's mental health
services.” Mental health services are mainly provided
by psychiatrists, psychiatric nurses, social workers and
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clinical psychologists in mental health centres, by general
practitioners and community nurses in community health
centres and by social workers, clinical psychologists,
rehabilitation therapists and occupational therapists
in other government or social organizations. These
services cover inpatient and outpatient treatment,
hospital and community rehabilitation, health education,
psychotherapy and vocational rehabilitation. Patients
with mental illnesses can seek mental health services both
in mental health centres and community health centres.
The government has clearly defined the responsibilities
of different medical institutions at all levels in the model.
Psychiatric hospitals are mainly in charge of medical
treatment for severe mental disorders, through inpatient
and outpatient treatment, hospital-based rehabilitation
and health education. When a patient’'s condition
has stabilized, they are referred to CHCs, which are
responsible for rehabilitation and health education. If
the patient is willing to accept follow-up services, mental
health service providers will provide patients and their
guardians advice on how to maintain stability. If the
patient is relatively stable, they may attend community-
based rehabilitation facilities. These facilities provide
services including antipsychotic maintenance therapy,
behaviour therapy, social skills training, vocational
rehabilitation and family education. If the patient
relapses, they are referred to hospital.

The mental health workforce and resources

The mental health workforce is a key component
of the quality and efficiency of mental health services.
In the past, mental health services were mainly hospital-
based, delivered by psychiatrists or psychiatric nurses
in psychiatric hospitals. The capacity of community-based
services was limited, as there were far fewer mental health
professionals working in community health centres,
which also severely affected the continuity of mental
health services. To meet this challenge, governments at
all levels were committed to improving community-based
mental health services and strengthening professional
capacity and human resources.

In 2002, there were only 13,397 registered psychiatrists,®
but by the end of 2016, this number had risen
to 31,910° (2.31/100,000 population; above the average
of 2.11/100,000 in upper-middle income countries).'® By
the end of 2015, there were about 1.2 million certified
psychological counsellors, however, only 0.03-0.04

million were involved in psychological counselling
work, part-time or full-time and there were only about
5000 psychotherapists.” The number of mental health
social workers is not clear. By the end of 2016, there
were 1,650 psychiatric hospitals, containing 297,637
beds (21.5/100,000 population; below the average
of 24.3/100,000 population in upper-middle income
countries). The average length of inpatient stay is 51.7
days.® The quality and coverage of mental health services
have been greatly improved.

COMMUNITY-BASED MENTAL HEALTH SERVICES:
FOUNDATIONS AND DEVELOPMENT

Following the first National Mental Health Meeting
in 1958, community-based mental health rehabilitation
work started in Beijing, Shanghai, Hunan, Sichuan,
Jiangsu and Shandong provinces, before gradually
expanding to other places in China. As the vast
majority of patients receive treatments and therapies
in the communities where they live, the provision
of comprehensive, continuous and coordinated mental
health care services is very important for patient
recovery. The Chinese government has promised
to make continuous efforts to develop a better
community-based  hospital-community integration
service model in order to meet individual need for
qualified mental health services in communities.

Service development 2002-2018

In 2002, the State Council issued the National Mental
Health Working Plan (2002-2010), which emphasized
the building of a better mental health service delivery
system for the prevention, treatment and rehabilitation
of mental disorders, based on medical institutions,
communities and families. In 2012, the Mental Health
Law mandated that CHCs must provide technical support
to help residents' committees to provide mental health
education to all residents living in the community. They
are also responsible for keeping records of patients with
severe mental disorders, follow-up services, medication
guidance, rehabilitation training and mental health and
nursing knowledge education for guardians.’?In 2014, the
updated National Mental Health Working Plan (2015-2020)
was implemented. This proposed a clear aim: continuing
to improve the mental health services for prevention,
treatment and rehabilitation of mental disorders to meet
individual need for mental health services.
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In 2018, 10 related departments jointly announced
the Pilot Working Plan for the Construction of a National
Psychosocial Service System. This policy highlighted the
importance of improving the continuity of community-
based mental health services. It encouraged treatment
and rehabilitation information-sharing and the use
of information technology.' Also in 2018, the Ministry
of Civil Affairs, the Ministry of Finance, Health and
Family Planning Commission and the CDPF jointly issued
Guidance on Accelerating the Development of Community
Rehabilitation Services for Mental Disorders. These
two documents mean that patients can receive health
services covering disease prevention, treatment, recovery
and relapse prevention in their communities.' Patients
can begin their rehabilitation treatment as soon as
possible with continuity between hospital and community
rehabilitation.

The structure and function of community-based
mental health services
In 2004, the Central Government Support for the Local
Management and Treatment of Severe Mental Ilinesses
Project (‘686 Programme’)'™® was implemented to expedite
the process of exploring and establishing a better
hospital-community integration service model. In order
to further standardize service quality and scope, in 2009
the National Standards for Primary Public Health Services
(First Edition) were issued. As mental health is one
of important public health issues, mental health services,
especially for severe mental illnesses, were included.'®
These two policies aimed to promote and standardize
community-based mental health services via CHCs
in urban and rural areas. Governments at all levels have
led the construction and development of the community-
based mental health service system, with CHCs, psychiatric
hospitals and Centres for Disease Control and Prevention
(CDCs) for mental health. CHCs are obliged to deliver
basic public health services, i.e., community-based health
services are mainly provided by general practitioners,
public health physicians and nurses working in these
centres. To alleviate the shortage of human resources,
psychiatrists and nurses from mental health centres
are responsible for providing technical support to this
workforce. CDCs are largely responsible for community
mental health service quality control and supervision,
the introduction of new interventions and rehabilitation
techniques for mental health services, information

management and disease surveillance for patients with
severe mental disorders.

Community Health Service Centres

In accordance with the requirements of the 686
Programme and the National Standards for Primary Public
Health Services, community-based mental health services
have many responsibilities, including: establishing
individual health records, health assessment, annual
physical examination, follow-up after hospitalization
or outpatient treatment at least four times a year,
appropriate intervention and prevention measures
according to severity of iliness, referral services, health
education for patients and their guardians, rehabilitation
guidance and psychological support for family members.
Importantly, these services are voluntary, and all
expenditure is covered by government."’

After outpatient or inpatient treatment in psychiatric
hospitals, patients are referred to their CHC, where they
(or their guardian) are asked to consent to follow-up
services. Health assessment, diagnosis and treatment
information are added to their health record. Patients
can receive a follow-up service at least four times a year
according to their rehabilitation progress. These include
assessments of relapse risk, mental state, physical
illnesses, social function, medication and laboratory
tests, which inform individualized health services tailored
to patients’ needs. Regular physical examination, health
education, rehabilitation guidance, social function
rehabilitation training, vocational training and referral
services; plus care and psychological support for family
members are also included. To facilitate convenience and
efficiency, some of the services can be delivered at home
or at the CHCs by experienced general practitioners and
community psychiatric nurses. If a patient's condition
is found to be unstable, referral to mental health centres
for hospitalization or outpatient treatment, or hospital-
based home care, are provided.

Rehabilitation is one of crucial goals for community-
based mental health services. Patients with stable
conditions can choose to receive a variety of services
to promote rehabilitation. Many provinces and cities
have established community rehabilitation institutes,
supported by many organizations including CDPF,
the Civil Affairs Department, CHCs and social work
organizations. Rehabilitation treatments gradually shift
focus from disease to people; from symptom elimination
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to recovery of social functions. Individualized services
are provided for patients at different stages, to support
rehabilitation in cognitive ability, life skills, hobbies,
social ability, vocational skills and to improve overall
quality of life.

OUTCOMES AND IMPACTS OF COMMUNITY
MENTAL HEALTH SERVICES

Historically, mental health services were mainly hospital-
based, but reform and development of community-
based health services has seen the establishment of an
integrated hospital-community model.

Decades of development have led to substantial
improvements in the quality of medical treatment
and rehabilitation therapies, the continuity of mental
health services, the coverage of patients with severe
mental health disorders, the immediate treatment rate
of patients, medicine-taking rate, treatment adherence
and support for family members. There are now more
than 35,000 CHCs and more than 1,600 institutions
that provide high-quality mental health rehabilitation
services. By the end of the 2016, there were more
than 5 million patients with severe mental health
disorders registered with community-based mental
health services. More than 90% of these patients had
opted to receive support and 75% received regular
follow-up services.®™ Other important indicators, such as
(regular) medication-taking rate and number of patients
in a stable condition, are also rising every year."” The
construction of an electronic health records system
facilitates the transfer of information about patients’
medication, treatment and rehabilitation therapies
to general
meaning that patients receive a more individualized
treatment and

practitioners after hospital discharge,

rehabilitation service. Community
residents, especially those with severe mental health
disorders, benefit from much-improved access to mental
health services. The median radius of the mental health
service network of each service site exceeds 184 km,
which covers more than 90% of patients with severe
mental disorders."®

CHALLENGES AND FUTURE DIRECTIONS

The Chinese government has made the establishment
of a highly efficient community-based health service
an enduring priority. However, there are still many
challenges that need to be addressed.

Mental health service coverage and usage

China is a huge country; unequal distribution
of mental health service resources hinders the capacity
of community-based mental health services. Despite the
rapid development of mental health services in recent
years, resources are still concentrated in rich coastal
or eastern areas and most are allocated to patients with
severe mental health disorders. Studies have indicated
that utilization rates of community-based mental health
services are not high enough,? as individuals still prefer
mental health centres or general hospitals when seeking
medical treatment. Efforts to expand coverage and
accessibility of mental health services in communities

is encouraged by health reform.

Mental health awareness and stigma

As in other countries, lack of knowledge and stigma
surrounding mental health disorders mean that people
are reluctant to seek mental health service resources.?!
Health education to improve knowledge of mental
disorders seems insufficient to address this problem.??
Rather, there is a need for more anti-stigma interventions
and systematic health education focusing on changing
attitudes, including those of mentally ill patients, to help
reduce stigma and improve mental health literacy.?

Mental health service capability
practitioners in CHCs
is a key element in determining the quantity, quality

The number of medical
and effectiveness of mental health service delivery and
capability. Currently, there are not enough psychiatrists
and other mental health professionals in CHCs to meet
the needs of all residents in communities. Training
of psychiatrists and nurses has already accelerated
in many places. Psychiatrists in tertiary hospitals should
be encouraged to obtain a multi-site licence to practise
in CHCs, so that they can enhance service capability
and provide technical guidance. Teamwork among
practitioners from psychiatric hospitals, CHCs and social
work organizations is also recommended to maximize
existing service capabilities.

In summary, establishing an integrated service model
is crucial for the development of community-based mental
health services. The hospital-community integration
service model has become the most common and
recommended model. It has been developed significantly
and plays an important role in the mental health service
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system. However, closer coordination among mental
health centres, CHCs and related government sectors
is still needed. The coordination mechanisms between
related services providers also need to be further
strengthened to provide better community mental
health services to meet the mental health needs of all
individuals in China.
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ABSTRACT

Depression is the third most common illness among patients with schizophrenia which negatively affects the course
of the disease and significantly contributes to the mortality rate, due to increased suicide. Depression, along with
negative symptoms and cognitive deficits, is one of the main factors that significantly decreases the quality of life and
the disease prognosis in patients with schizophrenia. In addition, depression increases the frequency of exacerbations
and readmissions, decreases the quality and duration of remissions and is associated with more frequent substance
abuse and an increased economic burden. Data on the prevalence of depression among patients with schizophrenia
are contradictory and are associated with a low detection rate of depression in such patients, a lack of clear diagnostic
criteria and difficulties in differentiation between extrapyramidal and negative symptoms. The average prevalence
of depression that meets the diagnostic criteria of major depressive episodes in patients with schizophrenia is 25%
at a specific point, and 60% over the course of a lifetime; the frequency of subsyndromal depression is much higher.
It is essential to distinguish between primary (axial syndrome) and secondary depressive symptoms (extrapyramidal
symptoms, psychogenic or nosogenic reactions, social factors, etc.) to determine treatment strategies.

The published data relating to randomized clinical trials for the development of evidence-based guidelines are
limited. Current recommendations are based mainly on the results of small-scale trials and reviews. Certain atypical
antipsychotics (quetiapine, lurasidone, amisulpride, aripiprazole, olanzapine, clozapine) are superior to typical
antipsychotics in the reduction of depressive symptoms. Clozapine is effective in the management of patients at risk
from suicide. The additional prescription of antidepressants, transcranial magnetic stimulation and electroconvulsive
therapy are not always effective and are only possible following the management of acute psychosis in cases when
antipsychotic monotherapy proved to be ineffective.

AHHOTALMA

Jenpeccus sBASETCS TPETbMM MO YacToTe CUHAPOMOM LUM30PEHNI U CYLLIECTBEHHO OC/IOXHSIET MPOrHO3 1 TeyeHne
3ab0/1eBaHMA, @ TakKe BHOCUT MaBHbI BKNAZ B MOKasaTe/lb CMePTHOCTY BCIeACTBME cynumaa. [enpeccus, Hapagy
C HeraTMBHbIMU CUMATOMaMU 1 KOTHUTUBHBIMU HapyLUEHVSMU, SIBASIETCA OAHVIM U3 BaXKHENLLINX Ae3aanTUpyHoLLnX
bakTopoBY 60/1bHbIX LUN30PPEHVIEN, UTO B 3HAUNTENBHOWN CTEMEHU CHIKAET Ka4eCTBO XN3HW 1 MPOrHO3 3abo1eBaHms
B LiesloM. [ToMUMO 3TOro, Aenpeccus yBenYMBaeT YacToTy 060CTPEHUI 1 MOBTOPHbIX FOCAUTAAN3aLUNIA, CHUXaeT
KayecTBO M MPOAOMKNTENBHOCTE PEMUCCUN, CBSi3aHa C 6osiee 4acTbiM 3/710ynoTpebieHneM MCUX0aKTUBHBIMU
BeLLecTBaMU, MOBbILLEHHbIM 3KOHOMMYeCKM BpeMeHeM 3aboneBaHus. JlaHHble 0 PacnpoCTPaHEHHOCTY Aernpeccum
B NOMNyNSLMN 60NbHBIX LWN30$PEHel J0CTaTOYHO MPOTUBOPEYUNBBI, UTO CBA3AHO C HM3KOW BbISBASIEMOCTLHO Aenpeccmm
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Y AaHHOI KaTeropmn naLneHToB, OTCYTCTBMEM YETKUX ANArHOCTUYECKNX KPUTEPUEB, CNOXKHOCTAMUN KANHNYECKON
anddepeHUMaLMM C 3KCTPANMpPaMUAHOM M HeraTMBHOM CMMMTOMATUKON. B cpeaHeM pacnpocTpaHeHHOCTb
Aenpeccuii, oTBeYaroLMX ANAarHOCTUYECKMM KPUTEPUSM PAa3BEPHYTOrO AenpeccMBHOr0 3N1304a, Mpuy Wn3odpeHnn
B MOMeHTe cocTaBnseT 25%, a Ha MPOTSXKEHUN XN3HW - A0 60%; YacToTa CybCMHAPOManbHbIX Aenpeccuii 3HaUNTEeNbHO
BbllLe. HeobxoAMMO pasnnyaTe NepBUYHYKO (OCEBOW CUHAPOM) M BTOPUUHYH AEenpecCuBHYK CUMMTOMATUKY
(3KCTpanupaMugHble CUMATOMbI, IMYHOCTHAsA peakums, HO30reHs, counanbHbele ¢akTopbl U Ap.), YTO onpejenseT
TepaneBTUYeCKYHo TaKTUKY.

B nuTtepatype KpaliHe Mano AaHHbIX PaHAOMU3NPOBAHHBIX KIVMHUYECKNX NCCef0BaHUI AN GOpMMPOBaHNSA
peKkoMeHAaLMiA C BbICOKOWN CTeneHbHo AokasaTenbHOCTU. KAMHMnYecke pekoMeHaumm 0OCHOBbBIBAKOTCS B OCHOBHOM
Ha 0630pax nuTepaTtypbl W pesynbTaTax HeboNbLUMX UCCIeAO0BaHUA. HekoTopble aTUMUYHble aHTUMCUXOTUKN
(KBeTMaNWH, NypasnfoH, aMUCyNbMpud, apununpasos, OMaH3amnuH, KAo3amnuH) aydlle, 4em TPaAWULMOHHbIe
HeponenTuKN, pesyLMpyroT 4enpeccnBHYO CUMNTOMATUKY. MNpr HannunMn cynumaanbsHoOro pycka NpeAnoyTUTENbHO
Ha3HayeHVe knosanuHa. lNpucoejnHeHVe aHTUAENPECcCaHTOB, TPaHCKPaHWaNbHOVW MarHUTHOM CTUMYNALUN
1 3/1EKTPOCYAOPOXHOM Tepanunu He BCeraa okasbiBaeTcs 3GPeKTUBHbBIM 1 BO3MOXHO TObKO MOC/e KynmpoBaHus

OCTpOM NCUXOTUYECKON CUMATOMATUKN 1 Hqu)q)EKTI/IBHOCTI/I AHTUMNCUXOTUYECKOW MOHOTEepanunn.

Keywords: depression, schizophrenia, therapy, antipsychotics, antidepressants, evidence-based therapeutic algorithm

KnioueBsblie cnosa: 6enpe(cug, LULBOLP,OQHLUJ, mepanusd, aHMuNCcUXomuku, CIHmU@Eﬂpe(CGHmb/, mepaneemwecwft aseopumm Ha ocHoee

dokasamenbHbiX OAHHbIX

Alongside negative symptoms and cognitive impairment,
depression is one of the most significant deconditioning
factors among patients with schizophrenia, which
significantly reduces the quality of life and the disease
prognosis as a whole.™® In addition, depression increases
the frequency of exacerbations and rehospitalizations,
and decreases the quality and duration of remissions;
it is associated with more frequent substance abuse, an
increased economic burden with regard to the disease
and is also the main cause of suicide.*® The risk of suicide
among people suffering from schizophrenia is 20 times
higher than among the general population; around 50%
of patients with schizophrenia attempt suicide and around
10% die from suicide.® Data relating to the prevalence
of depression among the population of patients with
schizophrenia are rather contradictory, due to the low
detectability of depression in this category of patients,
the lack of clear diagnostic criteria and the difficulties
in clinical differentiation between extrapyramidal
the
reported data on the prevalence of depression among
patients with schizophrenia vary considerably from 25
to 70%, depending on the methodological approaches

and negative symptoms. In various studies,

used.'®'2 On average, the prevalence of depression
in schizophrenia at one particular moment is 25% and
at lifetime is 54%." Up to 60% of patients with a verified

diagnosis of schizophrenia have at least one episode
of major depression;" 40-50% of both inpatients and
outpatients have mild or moderate depressive episodes.
Depression can develop at any stage of schizophrenia:
depression was observed in the premorbid period
before the onset of psychotic symptoms in 50%
of patients, in 33% of patients during the first episode,
in 38% of patients during psychotic episodes and in 27%
of patients in remission.™

From a historical aspect, it should be noted that the
founder of the concept of schizophrenia, E. Bleuler,
identified a whole layer of affective states within
this disease, including “schizophrenic melancholy”,
considering it a manifestation of an endogenous
process.' Moreover, it could be both an independent
syndrome and an optional syndrome, developing within
a psychotic episode. In addition, Bleuler did not exclude
a psychological mechanism of depression as a reaction
to psychotic experience, which is often encountered
during the first episodes of the disease. Almost all
clinicians who have studied depression among patients
with schizophrenia indicate that the schizophrenic
process makes an impact on the phenomenological
manifestations of depression. Bleuler also described the
so-called schizophrenic“tension”, incompleteness, rigidity,
superficiality and pretentiousness of the hypothymic
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manifestations, associated, in particular, with a limited
emotional resonance and an inability of such patients
to give vivid, affective responses. A.V. Snezhnevsky also
noted the absence of a differentiated feeling of anguish,
effacement and incompleteness of affective and vital
manifestations among these patients.'” Indeed, vivid, vital
and autonomic symptoms with typical daily fluctuations
of mood, are observed less often in such patients; on the
contrary, apathy, anergy, mental anaesthesia, dysphoria,
gloominess, irritability, grumbling and other atypical
manifestations of depression are more common.'®®

In DSM-III the possibility of independent (comorbid)
diagnosis of overt depressive syndrome was determined
for the first time within the framework of schizophrenia,
in accordance with the criteria of a major depressive
episode, with the development of post-schizophrenic
depression being diagnosed in remission. This was
caused by a number of epidemiological studies
in the United States, which showed that syndromal
with
occurs 29 times more often than among the general
population,2and in 59% of patients with schizophrenia,
depression meets the criteria for a major depressive

depression among patients schizophrenia

episode.?’ Subsyndromal or minor depression that
does not meet the criteria of the diagnostic threshold,
occurs much more often among 80% of patients with
schizophrenia.? Meanwhile, subsyndromal depressive
symptoms, like major depression, are associated with
social and financial problems, a poor quality of life, an
increased volume of medical care, a general worsening
of symptoms, demoralization, frequent recurrence and
anincreased suicide risk.'®222 Thus, M. Birchwood et al.?*
prospectively monitored the condition of 105 patients,
diagnosed with schizophrenia according to ICD-10,
after psychotic episode and on at least five subsequent
occasions within 12 months: depression was identified
among 70% of patients in an acute psychotic state and
reduced simultaneously with a reduction in psychotic
symptoms; 36% of patients developed post-schizophrenic
depression without the exacerbation of psychotic
symptoms and more than half of patients had suicidal
thoughts. In accordance with the ICD-10 diagnostic
criteria for post-schizophrenic depression,? in relation
to the reduction of psychotic symptoms and the meeting
of formal criteria for a depressive episode, such patients
may exhibit certain residual symptoms of schizophrenia,
primarily negative symptomes.

In accordance with the new dimensional classification
paradigm of schizophrenia, depression within the
five-factor model is one of the independent domains
(dimension) of schizophrenia symptoms, which is less
prevalent only than psychotic (positive) and negative
symptoms.? The modern conceptualization of depression
among patients with schizophrenia describes it as one
of the key components of schizophrenia,’?” with some
input of secondary psychological reaction to psychosis
and/or psychosocial stress, 222 as well as, to a lesser
extent, of neuroleptic side effects (in up to 15% of cases).?

Clinically, depression in schizophrenia can be divided
into two main categories: related and not related
to the psychotic episode. In the first case, depressive
symptoms are immediately presentin the structure of the
psychotic episode and are usually reduced along with
psychosis. This example is the most typical and occurs
among around 50% of all patients with schizophrenia
with depression. Phenomenologically, such depression
is usually characterized by apathy, anergy, anhedonia,
phenomena of depressive depersonalization and
feelings of guilt, although patients often blame others
rather than themselves. According to G.E. Mazo, the
presence of anergic depression results in a continuous
course of the disease and a less favourable prognosis.®
In certain patients, depression, at the beginning of the
psychotic episode, which is usually masked by significant
hallucinatory-delusional symptoms, is apparent after
the reduction of psychosis as a result of effective,
antipsychotic therapy, therefore, a kind of “stratification
of the syndrome” and “filtering out” of depression occurs3®
(the so-called “revealed depression”).3!

Depression can also be caused by pharmacogenic
factors and resulting from a antipsychotic therapy
complications (the so-called ‘neuroleptic depression’).
Long-term dopamine receptor blockade can lead to the
development of anhedonia and, possibly, depression.32
The data concerning the relationship between neuroleptic
medication and the onset of depression are very
contradictory, and these observations primarily involved
the use of the first generation of antipsychotic drugs -
conventional neuroleptics.334 A typical manifestation
of neuroleptic depression, along with psychomotor
retardation and anhedonia, is the presence of akinetic-rigid
symptom complex and other phenomena of neuroleptic
pseudoparkinsonism. The addition of akathisia in such
patients can cause a temporary change in the modality
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of the hypothymic affect, with the development
behavior 3537
in the literature there are descriptions of pharmacogenic
depression without clinically pronounced extrapyramidal
symptoms. These include, e.g., “akinetic depression”.®

of dysphoria and suicidal However,

In this case, the authors consider akinesia as a new
extrapyramidal symptom that is not part of the structure
of parkinsonism and is mainly associated with the
blockade of dopaminergic neurotransmission at the
Therefore,
these peculiar states, which respond poorly to any

cortical level. previously, we classified
thymoanaleptic therapy and are associated with impaired
dopamine metabolism by neuroleptic agents, as
dopamine-dependent depression.**4 Another clinical
example of pharmacogenic depression, occurring without
clear extrapyramidal symptoms, are conditions that
are phenomenologically similar to negative symptoms:
apathy, anhedonia, poverty of speech, decreased
emotional expressiveness, which, however, respond
to antidepressant therapy and are reduced along with
a termination of the psychotic episode.*!

Finally, reactive moments play an important role
in the development of depression associated with
a psychotic episode. Schizophrenic psychosis is a severe
psychological burden for patients; therefore, it is not
surprising that they often develop reactive states that can
be characterized as nosogeny and adjustment disorders.
The reasons for this are stigma, the emotional experience
of one's own failure, as well as social maladjustment.
Certain patients may show symptoms resembling the
so-called demoralization or frustration syndrome.*?
It is not always easy to differentiate this syndrome
from depression in schizophrenia. It is characterized by
feelings of hopelessness and helplessness, combined
with self-doubt and feelings of failure. Of course, the
most cases of depression in schizophrenia cannot be
explained by reactive mechanisms. If we assume the
opposite, there would be a direct relationship between
the severity of depression and the degree of restoration
of a critical attitude to the disease, i.e., depressive
symptoms should have occurred more frequently as
the psychotic symptoms were reduced by treatment.
However, in practice, the opposite has been observed
- the symptoms of depression often disappear after the
elimination of positive symptoms.** Therefore, in the
first example, it is important to trace the dynamics
of depressive symptoms during psychotic episode and

to find out its genesis, its provoking factors, as well as
the connection with other psychopathological symptoms.

The second example concerns the development
of depression not directly associated with an acute
psychotic episode and separated from it by a certain
period of time. In these cases, depression should be
initially differentiated from primary negative symptoms
since depression can be overlaid on these symptoms.*

A series of studies have shown that negative
symptoms and depression have a number of common
clinical manifestations that can complicate differential
interest, motivation and
anhedonia,
psychomotor retardation, as well as cognitive impairment,

diagnosis.*s4 Decreased

emotional expression, anergy and
are all overlapping features of these conditions.*®
Nevertheless, there are certain symptoms that make
it possible to differentiate between depression and
negative syndrome.*?5' In contrast to affective flattening
and abulic negative symptoms, depression is characterized
primarily by a distinctly depressed or melancholic mood
and specific cognitive impairments, such as depressive
ruminations, feelings of helplessness, ideas of guilt and
low value of life, which sooner or later lead the patient
to suicidal ideas and intentions. In addition, for a more
accurate diagnosis, it is necessary to pay attention
to the onset of depressive symptomes, their progression
and their prevalence in relation to the use of certain
drugs.** According to a recent study with a multivariate
analysis of symptoms,*? hypothymic affect, as well as
pessimistic and suicidal thoughts are significantly more
common in depression, and in negative symptoms,
such as poverty of speech (alogia), flattening of affect
and social isolation; other symptoms intersect and
cannot be reliable indicators for differential diagnosis.
The Calgary Depression Scale for Schizophrenia (CDSS),
developed specifically for this purpose, helps significantly
to distinguish between depressive and negative
symptoms.5® CDSS surpassed the Hamilton Depression
Scale (HAM-D), the PANSS Depression Factor (PANSS-D)
and the Beck Depression Inventory (BDI) in terms of its
sensitivity and specificity.>

In recent years, close attention has been paid
to depression in schizophrenia as an axial independent
syndrome, in particular, outside the stage of psychotic
exacerbation. The terms post-psychotic depression,
post-schizophrenic ~ depression
depression have been used most frequently to describe

and  secondary
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these manifestations. Of course, the variety of terms
and their interpretations does not add clarity to the
understanding of this issue. The diagnostic criteria for
post-schizophrenic (ICD-10) or post-psychotic depression
(DSM-IV, DSM-V) in modern classifications do not directly
link the development of depression with the termination
of the psychotic episode and the presence of a stressful
psychological reaction to schizophrenic psychosis. Post-
psychotic depression is a complex psychopathological
formation, and as it develops, residual positive, negative
and affective symptoms, as well as reactive personality
and pharmacogenic factors, become apparent.

Another fact confirming that depression is an axial
syndrome in schizophrenia, is the frequent onset
of depression before appearing of psychotic symptoms
in the form of a prodrome."55 A\V. Snezhnevsky attributed
affective fluctuations to the so-called outpost or forpost’
symptoms and noted their occurrence even at the pre-
manifest stage of schizophrenia.” According to various
studies, depending on the severity, depressive symptoms
before the first psychotic episode are observed in 20-60%
of patients and are an important sign of an impending
psychosis manifestation.*5¢

Finally, depressive episodes that meet the criteria
for major depression in schizophrenia can develop as
an independent syndrome, regardless of psychotic
symptoms, then it becomes more common to speak
of comorbid depression.5”%8 In fact, comorbid depression
in schizophrenia alone, is the purest primary depressive
syndrome; when other symptoms occur, secondary
mechanisms may play a significant role (according
up to 80%),
(hallucinatory-delusional) and negative symptoms,

to certain data, including positive
as well as reactive-personality and pharmacogenic
effect)
factors. For example, depression often develops within
the framework of chronic extrapyramidal neuroleptic
syndrome, in particular, with tardive dyskinesia and the

(pseudoparkinsonism and depressogenic

phenomenon of dopamine hypersensitivity.5°

Another approach that explains the formation
of depressive symptoms in schizophrenia is the concept
discussed by S.G. Zhislin and G.Ya. Avrutsky relating
to pharmacogenic pathomorphosis.30.6
exposure to antipsychotics is accompanied by the

Long-term

transition of the course of schizophrenia to the level
of affective disorders, with an increase in the phase
and circularity factors during the course of the disease.

Specific epidemiological studies carried out in our clinic
in the 1960s and 1970s showed an increase in depression
among patients with schizophrenia just after spreading
of neuroleptic treatment widely. Therefore, in episodic
forms of schizophrenia, there was a tendency for
prolongation of psychotic episodes, as a result of which,
instead of the completion of psychosis, inapparent
residual, usually sub-depressive syndromes or so-
called neuroleptic depression appeared. Therefore, the
development of a number of different types of post-
psychotic depressions can be explained in terms
of drug pathomorphosis of schizophrenia course and
clinical picture."

The development of psychopharmacotherapy and
other methods of treatment increases the importance
of correctly diagnosing depression at an early stages
of the disease. The therapeutic goal is to significantly
reduce the excess morbidity and mortality associated
with depression. An additional objective is to prevent
suicide, from which 5 - 15% of patients with schizophrenia
die.*8"62 The following clinical manifestations correlate
with suicide in schizophrenia: depressive symptoms,
dependence on psychoactive substances, the severity
of psychotic symptoms and cognitive impairment,
early stages of the disease, agitation
and restlessness, as well as a history of depressive

insomnia,

episodes and/or suicidal activity.26®* According to the
recent data, clozapine is the first choice treatment for
patients at a high risk of suicide.®*% It is believed that
the unique anti-suicidal effect of clozapine (many other
atypical antipsychotics were ineffective in this respect)
is associated less with its antidepressant effect and
more with one’s own ability to suppress suicidal ideas,
which correlates with its specific neurochemical profile,
in particular, with antagonism to 5-HT, and D, receptors.5¢

Pragmatic approaches to the treatment of depression
in schizophrenia include the use of various antipsychotic
agents or their combination with antidepressant drugs.
Although there are several studies and observations in the
literature relating to the ability of certain first-generation
antipsychotics (FGAs) to reduce depressive symptoms
(e.g., with the use of small doses of sulpiride, thioridazine
and flupentixol),$”7° most conventional antipsychotics
in therapeutic doses increase the manifestations
of depression, primarily due to extrapyramidal side
effects and hypersedation.” Often, dysphoria also occurs
with the development of akathisia or more delineated
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neuroleptic depression. Therefore, lowering the dose
of the antipsychotic agent as a first step can decrease
the severity of depressive symptoms.'272 Prescribing
anticholinergic drugs to correct extrapyramidal symptoms
also reduces the severity of depression.47

Pharmacoepidemiological studies show that clinicians
usually solve the problem by adding antidepressants,
which are prescribed in around 40% of patients both
in hospital or outpatient clinics.’?In most cases, selective
serotonin reuptake inhibitors (SSRIs) are prescribed,
although there are more research data available in relation
to tricyclic antidepressants.’s7 Approximately 30%
of physicians prefer combination therapy with atypical
antipsychotics and SSRIs. A pharmacoepidemiological
study evaluating the frequency of use of antidepressants
to treat schizophrenia in Moscow, found that 30-40%
of physicians in the dispensary and 70-80% of physicians
in the hospital prescribe antidepressants; in 80%
of cases these were tricyclic antidepressants, primarily
amitriptyline, and SSRIs were used in 14% of patients.””
However, only 30% of inpatients received adequate
therapeutic doses of amitriptyline (> 150 mg/day) and
15-20% of outpatients.

Depressive
of schizophrenia should not necessarily lead to the
prescription of antidepressants, as they are traditionally

symptoms during an exacerbation

believed to cause an increase in psychotic symptoms.
However, new studies show that the risk of psychosis
induction, resulting from antidepressant use is low.”
There have been very few randomized, double-blind,
placebo-controlled clinical (RCTs) evaluating
the effectiveness and tolerability of combination
therapy
patients with schizophrenia. One meta-analysis which
involved evaluating the effectiveness of tricyclic

trials

in the treatment of depression among

antidepressants, showed an improvement in only five
out of 11 RCTs.”® In general, according to this meta-
analysis, the prescription of a tricyclic antidepressant
in combination with an antipsychotic after the relief
of acute psychotic symptoms, is associated with
a minimal risk of exacerbating positive symptoms, but
increases the risk of anticholinergic side effects, due
to the pharmacokinetic drug interactions. Several studies
have shown that imipramine is the most effective tricyclic
antidepressant in the treatment of depression among
patients with schizophrenia, possibly due to its distinct
psychostimulatory properties.’7

Clinical studies of SSRIs have generally confirmed
their effect on depressive symptoms in schizophrenia.
Sertraline is the only SSRI that has been shown to be
effective for the management of depression in 26 stable
patients with schizophrenia: the reduction in the mean
Hamilton score in the sertraline group was 31% versus
8.6% in the placebo group.®® However, another RCT,
conducted in 48 patients meeting the DSM-IV criteria for
schizophrenia in remission and for major depressive
episode found a significant placebo effect, which did not
prove the effectiveness of sertraline.®' An earlier limited
RCT (40 patients) comparing sertraline and imipramine
for post-psychotic depression found that they were
comparable in efficacy, but sertraline had a faster
onset of effect and better tolerance.® In general, SSRIs
are considered to be effective in treating depression
in schizophrenia.”2’* Considering their relative safety
compared to tricyclic antidepressants, they seem to be
the drugs of choice. However, it is necessary to bear
in mind possible drug interactions with antipsychotics,
due to the inhibitory effect of certain SSRIs on the activity
of cytochrome P450.83-%

There are small positive open-label add-on studies of the
selective serotonin-norepinephrine reuptake inhibitors,
venlafaxine and duloxetine, to the antipsychotics
in resistant post-psychotic depression,®#’ trazodone?®
and dopamine-stimulating drugs,?*4° the use of which,
however, is associated with the risk of exacerbation
of psychosis, as well as several RCTs of bupropion® and
a limited RCT of mirtazapine.®®

In the latest meta-analysis evaluating the effectiveness
of antidepressants among patients with schizophrenia
undertaking antipsychotic therapy, the entire group
of SSRIs did not find significant advantages over placebo
in the degree of reduction of depressive symptoms in 42
RCTs (1849 patients), however, trazodone, duloxetine,
sertraline and amitriptyline were the most effective.®' At
the same time, in more severe depressive episodes (7
RCTs, 422 patients), the entire SSRI group was significantly
more effective than the placebo group.®

In general, most current clinical guidelines do not
consider
of choice when treating depression among patients
with schizophrenia. Depressive symptoms during acute

antidepressant drugs as the treatment

psychosis are often reduced in parallel with psychotic
symptoms, so it makes sense to wait for the antipsychotic
effect and not to prescribe an antidepressant too quickly.
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The use of antidepressants is only recommended for the
treatment of depression in patients with stable chronic
schizophrenia, i.e., with persistent depressive symptoms
that arise outside of psychosis, while the prescription
of antidepressants in an acute psychosis is considered
inappropriate.®>% The most of the recommendations
for prescribing antidepressants as
therapy for schizophrenia, have limited evidence

an adjuvant

of efficacy. The use of antidepressants is recommended
in the following cases: 1) when symptoms correspond
to a major depressive disorder (symptoms are severe
and clinically significant); 2) when symptoms cause stress
or affect functioning. Certain methodologically more
accurate guidelines highlight the lack of data on the
use of novel antidepressants alone or in combination
with second generation antipsychotics (SGAs) for the
treatment of depression in schizophrenia.”>% However,
in post-psychotic depression, according to ICD-10
criteria, antidepressant prescription should be discussed
on the basis of its clinical appropriateness for the
individual patient.

The most interesting and promising approach in the
therapy of depression in schizophrenia is associated
with the emergence of SGAs, which, due to their
multimodal neurochemical action, were found to have
an antidepressant effect.®®?* Unfortunately, in most
antipsychotic studies the assessment of depressive
symptoms was not the main task, the degree of their
severity was not indicated in the inclusion criteria and
the reduction of depression was not considered as an
efficacy criterion.

A new meta-analysis of the comparative efficacy and
tolerability of 32 antipsychotic agents, covering nearly
90 RCTs with 20,000 patients®” showed that most
antipsychotics were significantly superior to placebo
in terms of the reduction of depressive symptoms,
according the PANSS scale. Obviously, we are referring
to depressive symptoms within the structure of an acute
psychotic episode, which are reduced along with positive
symptoms and are closely related to it. Sulpiride, clozapine,
amisulpride, olanzapine, aripiprazole, cariprazine
and paliperidone had the most significant effect
(in descending order). The question of the superiority
of SGAs over FGAs in terms of the reduction of depressive
symptoms in schizophrenia remains controversial.
There are surprisingly few quality RCTs investigating
the effectiveness of SGAs in the treatment of depressive

episodes among patients with schizophrenia.®® In one
of them, e.g., quetiapine showed no significant differences
compared with haloperidol.®®* A number of studies have
also failed to establish differences between haloperidol
and SGAs (in particular, risperidone) in the reduction
of depressive symptoms.19101 At the same time,
a meta-analysis, based on 50 RCTs, demonstrated the
significant superiority of a number of SGAs (amisulpride,
aripiprazole, clozapine, olanzapine, quetiapine) over FGAs
in terms of the reduction of depressive symptoms on the
PANSS scale in acute episodes of schizophrenia.'?In this
meta-analysis, there were no new SGAs that appeared
recently on the market. Lurasidone and cariprazine also
have thymoanaleptic properties; in a pooled analysis
of four RCTs, lurasidone was superior to placebo
in terms of its effect on depressive symptoms in the
treatment of exacerbations of schizophrenia within six
weeks.'% At the same time, the reduction in depression
only slightly correlated with the decrease in the PANSS
scores, which indicates the independent antidepressant
effect of lurasidone, which is not associated with its
antipsychotic effect. We performed a specific analysis
of the effect of lurasidone on symptoms according to the
PANSS scale within a five-factor model of schizophrenia
who participated in short-term RCTs of the drug in Russia
and Ukraine, similar to previous trials with other SGAs.1%4
It transpired that the symptoms of depression and anxiety
in the local sample were reduced beginning from Week 1
of the therapy, with an even greater effect'® than in the
global world sampling.%

There have been practically no direct comparative
RCTs of FGAs and SGAs in schizophrenia, evaluating
their efficacy against depressive symptoms. In a large-
scale independent 18-month CATIE study among
patients with schizophrenia with severe symptoms
of depression,
effective than risperidone in terms of the reduction
of depressive symptoms.'” There is evidence of the

quetiapine was significantly more

superiority of quetiapine over risperidone in terms of the
effect on depressive symptoms in schizophrenia.1®
In a comparative RCT of cariprazine and risperidone,
evaluating the reduction of primary negative symptoms,
no differences were found in relation to the effect
of the drugs on depressive symptoms.’ In one
open RCT, it was found that replacing risperidone
therapy with amisulpride therapy leads to a decrease
in the severity of depression among patients with
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schizophrenia, compared with patients who continued
administering risperidone.”® When clozapine was
compared with other antipsychotics in combination
with an antidepressant or placebo, patients treated
with clozapine were less depressed.®®

Certain of the aforementioned FGAs and SGAs
(in particular, in the case of quetiapine, aripiprazole,
amisulpride and sulpiride) have been shown to be effective
in the treatment of a depressive episode in recurrent
depressive disorder," and in the case of quetiapine
and lurasidone, in bipolar depression."21"3 Although
itis difficult to extrapolate these findings to patients with
schizophrenia, drugs with a high affinity to D, receptors
appear to be less effective in the treatment of comorbid
depression (or may even increase symptoms when taken
in high doses), while a blockade of 5-HT, receptors and
a partial agonism to D,,; receptors are associated with
a more pronounced thymoanaleptic effect.!4

In addition, in clinical practice involving patients with
schizophrenia, it can be difficult to differentiate secondary
negative
therefore, in the absence of a response to the adequate
antipsychotic and antidepressant therapy in such

symptoms associated with depression,

patients, the strategy recommended for the treatment
of persistent negative symptoms can be considered."®
Among the non-pharmacological therapeutic methods
for pharmaco-resistant depression in schizophrenia, the
most studied are electroconvulsive therapy (ECT) and
high-frequency cyclic transcranial magnetic stimulation
(rTMS). The American Psychiatric Association (APA) usually
recommends ECT for the treatment of patients with
schizophrenia with comorbid depression and/or suicidal
ideation in situations where emergency therapeutic
intervention is required. At the same time, data from
systematic reviews that analysed 31 studies of ECT
use in schizophrenia were contradictory and generally
confirmed its rapid effect on depressive symptoms,
behavior.'6"7 TMS has been
recommended for the treatment of depressive episodes
in recurrent depression,'® but there are insufficient data
on its efficacy in the treatment of depressive symptoms

but not on suicidal

in schizophrenia. A systematic Cochrane review of five
studies with limited samples, identified a small-scale
beneficial effect of rTMS."? In our clinic, in an open-label
study of 15 Hz rTMS of the left dorsolateral prefrontal
cortex, the method has also shown to be effective in the
treatment of outlined depression in schizophrenia.'2-122

However, a large multicentre RCT with pseudo-TMS
control, which included 157 patients with schizophrenia
with a predominance of negative symptoms, did not
identify the beneficial effect of 10 Hz rTMS of the left
dorsolateral prefrontal cortex on depressive symptoms.'
Among other non-pharmacological methods of biological
therapy in our clinic, the effectiveness of intravenous
laser blood irradiation*'%5 and adaptation to periodic
normobaric hypoxia'® in post-psychotic depression
resistant to psychopharmacotherapy, was also identified.

In addition to biological therapies, attention should be
drawn to the proven effectiveness of exercise, including
fitness, in reducing depression among patients with
schizophrenia,'™ as well as cognitive behavioural
therapy'?12° and psychosocial rehabilitation measures.?

Thus, arational approach to the treatment of depression
in schizophrenia follows the differential diagnosis and the
determination of the contribution of reactive-personality
and pharmacogenic factors to its development. If
a patient receiving FGA has an episode of depression,
the question arises as to how much antipsychotic therapy
is responsible for the symptoms similar to depression,
akathisia)
dysphoria directly induced by neuroleptic agents. This
problem can be solved in three ways: 1) reduction of the
antipsychotic dose, subject to the time available to do

both extrapyramidal (akinesia or and

it safely; 2) adding and dose titration of antiparkinsonian
(anticholinergic) drug, benzodiazepine or beta-blocker
(the latter are effective for akathisia); 3) replacement
of FGA with SGA. If a patient already receiving SGA
develops an episode of depression, the same approaches
apply. Dose reduction and the addition of anticholinergic
agents are most advisable when using SGA, which have
dose-dependent extrapyramidal side effects (risperidone,
amisulpride, ziprasidone, cariprazine). An alternative
optionistoreplace one SGAwith another. In patients with
schizophreniahavingno positive effectofantiparkinsonian
drugs, antidepressants can be prescribed to achieve the
desired result. Based on the aforementioned analysis
oftheliteraturedataandinaccordancewiththe principles
of evidence-based medicine, we proposed an algorithm
for the treatment of depression in schizophrenia,3013
the latest version of which is shown in the Figure 1. The
algorithm indicates the levels of evidence and strength
of recommendations for proposed interventions, as
recommended by the World Federation of Societies for
Biological Psychiatry (WFSBP).132
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Diagnostics using the CDSS scale (C4)
Does the patient have actual psychotic symptoms that may be associated with depression?
Is there a high suicide risk?

r lNo lYes

Enhance the antipsychotic therapy.
In case of suicide risk, prescribe
clozapine (B3), lithium salts (C4).

Is the depression associated with

the extrapyramidal side effects of L )
antipsychotic therapy? ¢
' A
|, Yes Does the depression persist after
Al acute psychosis has subsided?

L J L J

No l Yes

Add anticholinergic drug, reduce the dose or change the

Is the depression No antipsychotic drug to quetiapine, lurasidone, amisulpride,
associated with reactive aripiprazole, olanzapine or clozapine (C4). The risk of
mechanisms Effect exacerbation of psychosis should be evaluated before changing
and maladjustment? the antipsychotic therapy
l Yes l No
( A ( B ( B
Psychotherapy i ) Yes Follow-up
and rehabilitation Is the depression mild? > for two
activities weeks
|- 7 |- 7 |- 7
+ gD +
Yes Add SSRIs .
No effect f p 4 Depression was not
within 2 weeks? ’ to annpsy%z)tlc iy resolved spontaneously
v v
( B ( A (
Change antipsychotic drug
q i /1L N to aripiprazole, quetiapine
Partial effect No effect within 4-6 weeks 1 2 or lurasidone (level
of evidence: C4)
( l R 's i A 's i
No Prescribe an antidepressant
Extt(e)nsatgsv;ztgse 4 of a different class (SNRI, »|  No effect within 6-8 weeks
Effect TCA, mirtazapine) (C4)
|- 7 |- 7 |- l
Anti-resistance measures such as TMS (F), ECT (C4), or other antipsychotics (amisulpride, ziprasidone,
flupentixol, clozapine, sulpiride, paliperidone, asenapine, sertindole) should be used in combination with
other antidepressants, adjuvant antiepileptic therapy (valproic acid, carbamazepine) (E)

Figure 1. Algorithm for the treatment of depression in schizophrenia with a degree of evidence and recommendation

Consortium Psychiatricum | 2020 | Volume 1 | Issue 2



In conclusion of this review, the following moments,
that are important for clinical practice, should be
noted. Depression is the third most frequent syndrome
of schizophrenia, significantly complicating the
prognosis and course of the disease, which considerably
contributes to the mortality rate in such patients.
It is necessary to distinguish between primary (axial
syndrome) and secondary depression (extrapyramidal
personality nosogeny,
factors, somatogeny, etc.), which determine the choice
of therapeutic strategies. Since comorbid depression has

symptoms, reaction, social

a decisive influence on the increase in mortality among
patients with schizophrenia, the clinician is required
to ensure a correct diagnosis in a timely manner, prompt
intervention in accordance with existing guidelines and
close monitoring of the patient's state. There are very few
RCT data available in the literature to formulate robust
evidence-based recommendations; clinical guidelines are
mainly based on literature reviews and are limited by the
amount of studies. Certain SGAs (quetiapine, lurasidone,
amisulpride, aripiprazole, olanzapine and clozapine)
reduce depressive symptoms better than FGAs. If there
is a suicide risk, clozapine is preferred. Treatment with
the antidepressants, TMS and ECT, is not always effective
and is only possible after the relief of acute psychotic
symptoms and the ineffectiveness of SGA monotherapy.

Additionally, further well-designed RCTs are needed
to develop more evidence-based clinical guidelines.
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Treatment
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ABSTRACT

Background. Cariprazine is a new piperazine derivative atypical antipsychotic, like aripiprazole and brexpiprazole. It has
been approved for treating schizophrenia in many countries and has recently been included on the List of Essential
Medicines in Russia. Unlike most other atypical antipsychotics, it shows high in vivo occupancy of dopamine D2 and
D3 receptors at clinically relevant doses. In animal models, cariprazine has demonstrated dopamine D3 receptor-
dependent pro-cognitive and anti-anhedonic effects, suggesting its potential for treating negative symptoms. This
review summarizes the efficacy of cariprazine in the treatment of negative symptoms of schizophrenia.

Methods. A literature search of databases covering international and Russian journals, for articles published between
1t January 2010 and 15t June 2020.

Results. Cariprazine demonstrated at least comparable efficacy in the treatment of schizophrenia symptoms to active
comparators including risperidone, olanzapine or aripiprazole. The drug has a good safety profile. It appeared
to be associated with a lower risk of metabolic syndromes and most extrapyramidal symptoms. The positive effect
of cariprazine on the negative symptoms of schizophrenia may be associated with the elimination of secondary negative
symptoms. However, of all the atypical antipsychotics to date, only cariprazine has a convincingly, methodologically
robust proven advantage over risperidone in eliminating the predominant negative symptoms of schizophrenia. Yet
only four studies have investigated the effect of cariprazine on the negative symptoms of schizophrenia. There is a lack
of research into its direct impact on emotional-volitional disorders, anhedonia, cognitive symptoms and personality
changes. However, there is evidence to suggest cariprazine is effective in treatment-resistant cases, but this requires
further confirmation.

Conclusion. Cariprazine is an effective and well-tolerated agent for the treatment of schizophrenia and may be
effective in cases where other antipsychotics have failed. Cariprazine has been shown to have a positive effect on
negative symptoms. Further studies are needed to collect more data on long-term treatment of schizophrenia and
especially negative symptoms.
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Beepenuve. KapunpasuH, HOBbI aTUMUYHBIA aHTUMCUXOTMK, MOZOGHO apununpasony u 6pekcnunpasony
NpeACTaBAsIoOLLMI CO6OM MPON3BOAHOE NMepasnHa, 6bia 0406peH AN NeYeHUs LUM30GPEHMM BO MHOTX CTPaHax
N HeAaBHO BK/OYEH B PocCcuMM B CMMCOK XM3HEHHO HEOBXOAMMBIX NleKapCTBEHHbIX NMpenapaTtoB. B oTanune
0T 60/ILLUNHCTBA APYTUX aTUMUYHBIX aHTUMCUXOTUNKOB, KAPUMPA3UH in Vivo B KNMMHUYECKN 3HaUNMbIX 403aX NPosiBAseT
BbICOKYH aKTMBHOCTb B OTHOLLIEHUM KaK 0damMnHOBbLIX D2-peLienTopos, Tak 1 D3-peuenTopoB. B Mogessix Ha XKMBOTHbIX
KapunpasuH NPoAEMOHCTPMPOBa 3aBMcKMble oT D3-peuienTopa fodammHa NPOKOrHUTUBHBIE Y aHTUAHTef0HMYeCKMe
3¢ dekThl, Mpeanonarasi BO3MOXHOCTb Ie4YeHUs HeraTMBHbIX CUMMTOMOB. [laHHbIM 0630p HaLeneH Ha BbiCHeHMe
JaHHbIX 06 3G EKTUBHOCTY KapuMpasnHa Npu 1eYeHnn HeraTUBHbIX CMMNTOMOB LUN30PPEHUN.

MeTopabl. bbin NpoBeseH MOWUCK AMTepaTypbl MO 6a3aM JaHHbIX MeXAYHapOAHbIX M POCCUMACKUX XXYPHAoB,
onybnnkoBaHHbIX B nepuog ¢ 1 sHeaps 2010 roga no 1 ntoHsA 2020 roaa.

Pesynbratbl. OPPEKTUBHOCTL KapunpasvHa B OTHOLUEHUW CUMMTOMOB LUM30PPEHUN 6blna COMoCTaBUMa
€ 90 dEeKTVBHOCTLIO NpenapaToB CPaBHEHWS, B YaCTHOCTY, PUCNEPUAOHA 1 apununpasona. YCTaHOoBIEH XOPOLLNIA
npo¢unb 6esonacHoOCTU. B yacTHOCTW, MPW MCNONb30BaHUM KapunpasnHa OTMeYeH HU3KUA PUCK pasBUTUS
MeTaboIMYeckoro CMHAPOMa U MOSABAEHWSA OGOMbLUMHCTBA 3KCTPANMPaMUAHbIX CUMMATOMOB. [onoxuntenbHoe
BAUSIHME KapynpasvHa Ha HeraTMBHbIe CUMMNTOMbI LUM30PPEHNN MOXET BbITb CBA3AHO C YCTPAaHEHNEM BTOPUYHbIX
HeraTMBHbIX CUMNTOMOB. OHaKO 13 BCeX aTUMUYHbIX HEMPONENTUKOB Ha CEroAHALIHNIA AeHb TONBKO KapunpasuH
nmeeT ybeanTeNbHO, MEeTOA0N0rMYeckn 060CHOBaHHOE MPEenMYLLEeCTBO nepej pucnepuzoHoOM B YCTPaHeHWM
npeo6nafaroLLmMx HeraTUBHbIX CUMMNTOMOB LUN30PeHUN. B To Xe Bpemsi M3y4YeHWUto BAUSHUS KapurnpasuHa
Ha HeraTMBHble CUMMTOMbI LWN30$PeHNM BbIIO MOCBALWEHO BCero 4 nccnegoBaHus. OCTaeTcs HeM3yYeHHbIM
HenocpeACTBeHHOE felicTBMEe Ha SMOLMOHa bHbIe, BOIEBbIE PACCTPONCTBA, MPOSIBEHNS aHreJOHWM, KOTHUTMBHbIE
CUMMNTOMbI U UBMEHEHUSI TMYHOCTY, MPOMCXOASLLME Y NaLMEHTOB. MIMetloTcsa fJaHHble, MO3BONAIOLLME NMPEeANOXNTb
Hannune neyebHoro sdpdekTa y KapnnpasmHa B pe3ncTeHTHbIX Ciy4vasx. O4Hako 3To TpebyeT AanbHelLLen MPoBepKU.

BoiBoabl. KapynpasuH - 3¢pdekTBHOE 1 6e30MacHoe CPescTBo leUeHUs Wn3odpeHnr, KOTOPOe MOXET BbITb
3bPeKTUBHBIM B TEX C/yYasiX, KOrfa npuMeHeHve Apyrnx aHTUNCUXOTUKOB OKa3annCh HeZ,0CTaTOUHO pe3y/ibTaTUBHbIM.
KapunpasuH gokasan cBoe nevebHoe feiicTBMEe B OTHOLUEHUWN HeraTuBHOW cuMnaTomMaTtukun, OgHako ans céopa
JOMONHUTENBHBIX AHHBIX O J0ITOCPOYHOM SIEYEHNN LUIM30PPEHNN 1 OCOBEHHO HEraTUBHBIX CUMATOMOB HEOBXOANMbI
JanbHelWne nccnesoBaHus.

Keywords: cariprazine, negative symptoms, schizophrenia, mental disorders, treatment

KnroueBble cnoBa: kapunpasuH, He2amusaHsle CUMNMOoMel, U.IUSOd),OeHUﬂ, ncuxu4eckue paccmpoﬁfmsa, fsle4yeHue

Emotional-volitional disorders were first identified as
manifestations of a primary mental defect and early
dementia (dementia praecox) by Emil Kraepelin at the end
of the 19th century.! Other seminal research of the time,
from the highly influential neurologists Sir John Russell
Reynolds (1861)? and John Hughlings Jackson (1884)2
advanced the notion of positive and negative symptoms
of neurological disease. Since then, over a hundred
years of study have shown that negative symptoms
of schizophrenia differ from other symptoms (psychotic,
cognitive, affective), both in patients with early psychosis

and in the chronic stages of the disease. These negative
symptoms affect quality of life, recovery and general
functioning.*® In recent years, an international consensus
has been reached on negative symptoms, proposing two
large clusters: apathy / abulia, which includes direct abulia,
anhedonia and decreased social activity, and decreased
expressiveness, which includes poverty of speech
and affective flattening.® The experiences of positive
symptoms at different stages of schizophrenia are very
diverse and have generated much debate regarding
diagnostic signs, the definitions of the disease and its
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variations.5*12 According to Smulevich et al. (2020),
interactions between negative and positive symptoms
act as ‘transformers’ that modify the characteristics
of originally nosologically neutral disorders.*® In addition,
negative disorders create a significant burden of disease
and persist during periods of remission when positive
symptoms have been greatly reduced. Ultimately,
negative symptoms are the greatest determinants
of poor social integration and decreased functioning,
which deeply affect all aspects of patients' daily lives.
They can also delay entry into specialized care."'42°
Negative symptoms rarely appear in isolation.
Negative changes arising during the prodromal stage
are usually transformed by constitutional chromosome
anomalies or previously latent personality issues. This
can result in different variants of personal distortion, the
extreme forms of which are the syndromes of expansive
or defensive schizoidia. During disease stabilization,
negative symptoms combine with residual positive
symptom complexes, creating psychopathological
formations characteristic of schizophrenia and distinct
disorders. Moreover,

symptoms lose their intensity and other qualitative

from other mental positive
characteristics over time and, thereby, expand the
negative component of the general psychopathological
syndrome.™

Negative symptoms of schizophrenia have an
enduring nature with a broad range of consequences.
They present with irregular severity, exacerbate other
psychopathological symptoms, can affect all aspects
of patient functioning throughout the course of the disease
and have a particular low sensitivity to treatment. Negative
symptoms therefore began to be considered as a distinct
area for investigation with special pathophysiological and
therapeutic consequences.®'2Early treatment can reduce
disease progression and improve outcomes.?® However,
knowing when to begin treatment can be challenging,
because the disease often develops gradually and the
symptoms form various clinical combinations. They are
often difficult to identify or distinguish from symptoms
of other clinical conditions, especially the depressive and
cognitive symptoms.22® |f negative symptoms appear
much earlier than the presentation of psychosis, there
is a high probability that the disease will take a continuous
course with poor prognosis.?*%2 The predominance
of negative symptoms without noticeable psychotic
signs significantly complicates diagnosis, leading to an

increased duration of untreated psychosis,?® closely
associated with a worse functional outcome.3® However,
even with accurate diagnosis via modern psychometric
instruments and timely initiation of treatment, there
is not an equal chance of reducing the severity positive
and negative symptoms, since the latter are much less
sensitive to any modern therapy.® 3132

Both first- and second-generation antipsychotics
demonstrate good efficacy in eliminating or ameliorating
the positive symptoms of schizophrenia.®*3* Direct
or indirect anti-negative effects are seen by a decrease
in the score on negative scale of the Positive and Negative
Syndrome Scale (PANSS).*®* There is also a significant
increase in the frequency of the most severe disease
outcomes in patients who have not received treatment
for a long time.?® However, for a long time, the lack
of progress against florid symptoms of schizophrenia
outweighed other effects of antipsychotics. There has
been an urgent need to develop means of prevention and
treatment of negative symptoms, restoring psychosocial,
family and professional functioning, improving quality
of life while simultaneously minimizing the side effects
of psychopharmacotherapy.3334

The use of second-generation antipsychotics has led
to a significant decrease in neurological side effects,
enhancing the efficiency of correction of affective
disorders,
increasing patients' social integration. It was originally
assumed that first-generation atypical antipsychotics

improving medication compliance and

would be effective in treating primary negative symptoms
and second-generation antipsychotics have shown
themselves to be more effective.3* However, in recent
years, it has increasingly been suggested that these
drugs did not change path of development of the disease
or general prognosis.?¢3# A meta-analysis comparing first-
and second-generation antipsychotics found that only
four second-generation drugs (amisulpride, clozapine,
olanzapine and risperidone) were more effective than
first-generation drugs in treating negative symptoms
(effect sizes from -0.13 to -0.32). The other five second-
generation antipsychotics (aripiprazole, quetiapine,
sertindole, ziprasidone and zotepine) did not show any
significant effects.? It has been questioned whether the
efficacy in treating negative symptoms can be considered
the main component of antipsychotic atypicality.3®
In a second meta-analysis, antipsychotics showed
better efficacy in treating negative symptoms than
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placebos. However, the effect size for negative symptoms
(-0.39) was smaller than for general symptoms (-0.51)
or productive symptoms (-0.48).% It should be noted that
most studies included in these meta-analyses examined
patients with predominantly positive symptoms, so
some improvement may have been associated with
changes in other areas, e.g., reduced acuity of psychosis,
decreased depression or neurological complications
of pharmacotherapy.® The treatment of negative
symptoms remained the main unmet need.3®

To some extent, raised expectations of second-
generation antipsychotics were associated with their
more complex and multimodal neuroreceptor effects.
In addition to the usual D2-blocking action of classical
antipsychotics, second-generation antipsychotics include
affinity for D3 receptors, selective effects on various
dopamine pathways, antagonism of several serotonin
receptors and blocking of serotonin reuptake.® Over
the past 15 years, the D3 receptor has been a potential
neurochemical target for the treatment of negative,
cognitive and emotional symptoms associated with
schizophrenia, due to its predominant expression in the
mesolimbic pathway.*-** Moreover, D3 activity appeared
to be associated with the regulation of dopamine synthesis
and release.*¢*8 Antagonism of the D3 receptor has been
suggested to enhance dopaminergic and cholinergic
neurotransmission in certain brain areas, such as the
prefrontal area.**° In addition, targeting the D3 receptor
is driven by the need to develop a new drug that will not
cause psychopathological, neurological and autonomic
side effects characteristic of D2 antipsychotics.

Further search for molecules with affinity for the D3
receptor led to the synthesis of a new active and strong
partial antagonist of D3 and D2 receptors and a partial
5-HT1A agonist.**5' A new drug with the chemical formula
trans-N- (4- (2- (4- (2,3-dichlorophenyl) piperazin-1-yl)
ethyl) cyclohexyl) -N ', N'-dimethylamide was registered
with the international non-proprietary name ‘cariprazine’.
Chemically, it belongs to piperazine derivatives, similar
in structure to aripiprazole and brexpiprazole.® Its brand
names are Vraylar® (USA) and Reagila® (Europe).5?
In contrast to other antipsychotics, cariprazine in clinically
relevant doses demonstrates high in vivo occupancy
of both D2 and D3 receptors.55® In animal models,
it demonstrated a D3-dependent positive effect on
cognitive functions and an antidepressant-like effect
on manifestations of anhedonia, which indicate its

potential for treatment of negative symptoms.54>
Cariprazine and aripiprazole both act as partial agonists
of D2 and D3 receptors, but cariprazine is much more
selective with respect to D3 than to D2.% It is inferior
only to clozapine in terms of its affinity for D3 receptors.
Various studies on cloned human receptors in vitro have
shown that the affinity of cariprazine for D3 receptors
is six to 10 times that for D2 receptors.**5¢8 |n a recent
trial using positron emission tomography in healthy
adults, cariprazine showed significant occupancy of the
D3 dopamine receptor (N60%) even at a dose of 1 mg/
day.®In patients with schizophrenia at a dose of 1.5 mg/
day, the occupancy rate of D2 and D3 receptors exceeded
69-75%.% The fact that cariprazine is a weak partial
agonist rather than a full antagonist of D2 and D3
receptors makes it possible to achieve a very high
occupancy rate (approaching 90-100%) during treatment
with therapeutic doses without the development
of pronounced extrapyramidal symptoms. This is an
advantage over use of full D2 antagonists, either
classical or atypical antipsychotics, as they lead to the
development of severe extrapyramidal symptoms and
even absolute akinesia.?*® It is hoped that cariprazine
will be effective in cases where other antipsychotics
have only achieved 60-80% of the occupancy rate of D2
receptors, which is insufficient to obtain a therapeutic
effect.50.60
of cariprazine can increase the density of D3 receptors

Moreover, long-term  administration
in @a number of brain regions. In untreated schizophrenic
patients, the expression of D3 receptors (formation
on the cytoplasmic membrane) is usually initially
reduced in contrast to the increased expression of D2
receptors. Therefore, upregulation of D3 receptors
(regulation aimed at increasing receptor density) is likely
to be a beneficial effect of cariprazine.®' The indirect
administration of cariprazine leads to upregulation
and functional activity of NMDA receptors which is not
observed
NMDA receptors can be considered the most important
therapeutic target in schizophrenia, since hypofunction

in other non-clozapine antipsychotics.®!

indirectly causes disorders in the dopaminergic and
serotonergic systems of the brain. Drugs affecting this,
including cariprazine, are therefore highly sought.®
As a partial agonist with receptor selectivity, cariprazine
increases the activity of systems that are not stimulated
enough by internal agonists and prevents excessive and
harmful stimulation by an increased level of endogenous
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agonist in another system. It predominantly suppresses
the excessive spontaneous activity of mesolimbic
dopaminergic neurons, which determines its general and
selective antipsychotic activity, and increases the activity
of neurons in the mesocortical tract, which provides
its possible anti-negative and pro-cognitive effects.5®
It also has a slight impact on the dopaminergic neurons
of the nigrostriatal pathway and therefore has a low risk
of provoking extrapyramidal symptoms, akathisia and
tardive dyskinesia. It only weakly affects the receptors
of the tuberoinfundibular pathway, which explains the
low risk of hyperprolactinemia and sexual dysfunction.>062

In relation to serotonin receptors, Cariprazine is an
agonist of 5-HT1A, a strong antagonist of 5-HT2B,
a moderate antagonist of 5-HT2A and a weak
antagonist of 5-HT2C.*3576 These receptor properties
increase the levels of dopamine and noradrenaline
in the prefrontal cortex and the level of dopamine
in the nigrostriatal and tuberoinfundibular pathways.
This further reduces the probability of extrapyramidal
symptoms, hyperprolactinemia, neuroleptic depressions,
antipsychotic-induced negative disorders and cognitive
deficiency.>®%7

Another advantage of cariprazine is the absence
of antagonism for M3 cholinergic (muscarinic) receptors,
as well as a low affinity for H1 histamine and 5-HT2C
serotonin receptors. This predetermines an almost
complete absence of effects such as excessive sleepiness,
increased appetite and weight gain, and a low risk for
metabolic disorders and diabetes mellitus.50-57.6465

In summary, the predominant effect of cariprazine on D3
receptorsin combination with partial agonism gives reason
to expect a beneficial effect on the negative, cognitive
and depressive symptoms of schizophrenia,334243.55
a therapeutic effect in recalcitrant cases®*¢ and low risk
of adverse effects.®

Several randomized clinical trials have demonstrated
its superiority over placebos in various doses (from
1.5 to 9 mg/day) on the PANSS and the Clinical Global
Impressions Scale.57:626668 However, it is no more effective
on acute psychotic symptoms than other antipsychotics,
for example, risperidone.®?

In randomized clinical trials of cariprazine in long-term
maintenance therapy (with recommended doses of 1.5
to 6 mg/day), it performed twice as well as a placebo
for anti-relapse activity,®® safety and high tolerability.s*7
It has also been shown to be superior to risperidone

in addressing negative and affective symptoms and
cognitive impairments, and positive effects on quality
of life.”72 Good effects were also obtained via lower doses
of cariprazine. However, pronounced differences in the
effect on negative symptoms were only observed with
long-term therapy, i.e., longer treatment than usual may
be necessary to assess the effect on positive symptoms.”

A meta-analysis of 21 randomized clinical trials
found that of all non-clozapine antipsychotics, only
cariprazine compared favourably with risperidone and
was statistically superior in schizophrenic patients with
a predominance of negative symptoms.3 However, these
findings were based on one large trial sponsored by the
pharmaceutical company that produces cariprazine.”
In relation to all other atypical antipsychotics, only an
advantage over the classical antipsychotic (haloperidol)
has been demonstrated. Pairwise comparisons of other
second-generation non-clozapine antipsychotics have
yielded conflicting results; sometimes the sample sizes
were not large enough to draw firm conclusions.3®

Decrease in severity of negative symptoms over
time via cariprazine is observed both in clinically stable
patients with predominantly negative symptoms, and
in patients with a worsening of the course of disease.” For
example, at a dose of 4.5-6.0 mg once a day for six weeks
was effective in treating moderate to severe negative
symptoms without pronounced positive symptoms.”
This trial included patients with predominantly negative
symptoms for at least six months, scoring at least 15/24
on the negative symptom scale of the PANSS, or four
or more on two of the three main negative disorders
(flattening of affect, passive-apathetic social withdrawal,
lack of spontaneity and fluidity of conversation). For
both doses of cariprazine (3 and 4.5-6.0 mg, respectively)
compared with placebos, the proportion of patients who
met the response criteria for the PANSS factor score
for negative symptoms (PANSS-FSNS) was significantly
higher, including on the following items: flattening
of affect (N1), emotional disengagement (N2), insufficient
rapport(N3), passive-apathetic social withdrawal (N4), lack
of spontaneity and fluidity of conversation (N6), motor
retardation (G7) and active social avoidance (G16).74
In particular, cariprazine resulted in a significantly more
pronounced decrease in the PANSS-FSNS score by the
26th week of treatment than in the risperidone group
(-8.9 vs. -7.44; p = 0022; effect size -0.31).

In contrast to cariprazine, there were no statistically
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significant differences in PANSS-FSNS scores for
risperidone and aripiprazole compared with placebos.®
It was shown indirectly that improvement in patients
with a predominance of negative symptoms did
not depend on the improvement of other (positive,
depressive, extrapyramidal) symptoms.”® This latter
finding is very important, since the improvement
of negative symptoms is often secondary to effects
in other psychopathological domains, which makes
it difficult to identify the specific effects of treatment
on primary negative symptoms.

Finally, there is interest in the efficacy of cariprazine
in relieving symptoms and restoring social functioning
in patients who received no treatment for many years
and had both persistent positive and severe negative
manifestations of schizophrenia.3® Cariprazine is much
less likely than aripiprazole to cause exacerbation
of productive psychopathological symptoms (delirium,
hallucinations), agitation, anxiety or insomnia at the
beginning of therapy, because it has lower internal
agonistic activity on the D2 receptor.

Due to rather high neuroreceptor selectivity compared
with aripiprazole and brexpiprazole, cariprazine has
lower potential for causing metabolic side effects and has
improved tolerability and safety. In particular, itis less likely
to cause weight gain, hyperlipidaemia, hypertriglyceridemia,
hyperglycaemia and
likely to lead to the development of type two diabetes

hypercholesterolemia or less
or metabolic syndrome. Levels of metabolic side effects
are the same as those from a placebo.57:65¢ The |ow
frequency of metabolic side effects and the probability
of sedation means that it compares favourably with
antipsychotics.
extrapyramidal symptoms arising from cariprazine,

other second-generation Among
akathisia is most often noted, which is explained by the
mechanism of effect of the drug.3® However, the increased
probability is only small compared with placebos, and
less than in aripiprazole. Cariprazine-induced akathisia
is usually not severe.

In conclusion, cariprazine has the potential to be
good addition to existing treatments for schizophrenia
and other primary psychotic disorders. It has proven
remitative and anti-relapse antipsychotic activity, can
eliminate prevailing negative symptoms, shows efficacy
independently from other antipsychotics and has a good
safety profile. However, its effects on certain domains
of negative disorders (abulia, anhedonia, decreased social

activity) remain insufficiently studied. Further research
is needed to examine the effects of a new antipsychotic
on complex psychopathological syndromes, including
positive, negative, cognitive and affective symptoms at
different stages of schizophrenia.
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CASE REPORT

Long-Acting Injectable Drugs
in the Maintenance Therapy
of Patients with Schizophrenia
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State University, Saint Petersburg, Russia
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Kagedpa ncuxuampuu u Hapkonoauu, CaHkm-
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ABSTRACT

This article discusses case reports of treatment with paliperidone palmitate in comparison with data from recent
publications. Second-generation long-acting injectable antipsychotics have been shown to provide better control
of psychiatric manifestations, reduce the severity of negative symptoms, improve social functioning and quality of life
of patients and relatives, and reduce the burden of disease for both the healthcare system and the caregivers. The case
reports presented in this article demonstrate better quality of remission in schizophrenia patients treated with one-
monthly and three-monthly paliperidone palmitate formulations, due to higher efficacy in preventing relapses, better
safety and good tolerability regardless of patient age.

AHHOTALMA

B cTaTbe 06cyxaatoTCs KAMHNYecKe ClyYan NpYMeHeHVs NanunepugoHa naabMmtaTta B CONoCTaBneHUN C JaHHbIMU
COBPEMEHHON nTepaTypsbl. NoKa3aHo, UTo BbIOOP MHBEKLIMOHHBLIX aHTUMCUXOTUKOB || MOKONEHWSA MPONOHTMPOBaHHOMO
LelicTBMA No3BoJiIAeT obecneyunTb KOHTPOIb NCUXOMNATONOMMUYECKON CUMNTOMATUKK, YMEHbLUNTL BblpaXKeHHOCTb
HeraTMBHbIX PacCTPOMCTB, YyULLNTb CoLMansHoe GYHKLMOHMPOBAHME 1 KaYeCTBO XN3HW NaLMeHTOB U X 6AN3KUX,
YMeHbLINTb bpemst 6one3Hn Kak ANs CUCTEMbl 34PaBOOXPaHEHS, Tak U ANIA yXaXmnBaroLmx any,. KnnHnyeckne
clyYau IeMOHCTPUPYHOT yydlleHre KavyecTBa PeMUCCUMn LWn3oppeHnn 6aarofapst BbICOKOW MPoTUBOPeLUANBHOW
3¢ deKTUBHOCTY, 6€30MacHOCTM N XOPOLLE MepeHOCMMOCTM NannnepuoHa nanbMmraTa ¢ npumeHeHnem 1 pas
B MecsiL, 1 B 3 MecsLia He3aB1CMMO OT BO3pacTa NaLneHToB.

Keywords: paliperidone palmitate, schizophrenia, long-acting injectable, personal recovery

Kniouessblie cnosa: ﬂOﬂLIN@pU@OHO nasemumam, wtlBO¢p€HUﬂ, UHBEKYUOHHbIE NpO/sIoH2U, IUYHOCMHOE 80CCMAHoO8/1eHue

INTRODUCTION

Recovery and satisfactory quality of life are the criteria for
the effectiveness of modern therapy for schizophrenia.
The ultimate treatment goals are to improve functional
capacity, minimize residual symptoms and reduce the
frequency and duration of relapses, since each relapse
potentially worsens prognosis. Continuity of maintenance

treatment is essential for a long-term positive outcome
in patients with schizophrenia. Antipsychotics are the basis
of schizophrenia treatment and long-acting injectable
antipsychotics are designed to increase the effectiveness
of therapy for schizophrenia spectrum disorders.

One long-acting
antipsychotics group is paliperidone palmitate, available

representative of the atypical
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in injectable suspension dosage form with a dosing
schedule of once per month (PP1M). In the Russian
Federation, this form of the medication is produced under
the brand name Xeplion. The paliperidone molecule is the
active metabolite of risperidone. By avoiding hepatic
metabolism, paliperidone has acquired distinctive
properties that provide a better tolerability and safety
profile while retaining higher efficacy. A modern delivery
system of paliperidone palmitate enables maintenance
of the plasma concentration of paliperidone within the
therapeutic range for up to five weeks and eliminates
fluctuations in the drug levels. If the dose is missed, the
level of the drug decreases slowly, creating a safety net
in the case of patient non-compliance which thus gives
time for medical intervention and minimizes potential
adverse events.

Data from a multicentre study of PP1M (n = 645)
indicated significant reductions in the frequency and
duration of hospitalizations of patients with schizophrenia
and schizophrenia spectrum disorders.! These data
showed that Xeplion therapy is associated with better
treatment adherence of outpatients,2which is essential
for long-term continuous therapy of schizophrenia.
long-acting
antipsychotic agent emerged in 2016. Trevicta, a three-
monthly injectable formulation of paliperidone palmitate
(PP3M), is the only product that offers an extended three-
month ‘window’ of stable plasma levels. It is an ester

A new second-generation injectable

of paliperidone and palmitic acid for intramuscular
administration once every three months. It contains the
same active substance as PP1M and is made by the same
technology, but has a different strength and particle size,
enabling the three-monthly administration schedule.
PP3M is indicated for patients who are clinically stable and
who have been adequately treated with PP1M for at least
four months before switching to PP3M.2 It is suggested
that PP3M offers a substantially longer dosing interval
compared with other long-acting formulations.*

The efficacy of PP3M (175-525 mg) was similar
both in Europeans and non-Europeans when it was
compared with PP1M (50-150 mg) in 487 European
adult (18-70 years) patients (PP3M, n = 242; PP1M, n
245) and 508 non-European adult patients (PP3M, n
241; PP1M, n = 267) with schizophrenia. However, the
rate of adverse events was lower in Europeans (56%
with PP3M, 59% with PP1M) than in non-Europeans
(80% with PP3M, 73% with PP1M). The most common

increase in body weight was

especially in the Asian population.’

in non-Europeans,

The safety and efficacy of PP3M have been
demonstrated in double-blind randomized clinical trials.s”
However, there is a need to better understand treatment
regimens with PP3M in real world settings. From May
2014 until September 2016, a retrospective cohort study
was conducted examining the treatment of adult patients
with schizophrenia via documentation in the Symphony
Health Solutions (SHS) database. The study included two
cohorts: all patients with PP3M prescriptions (first cohort)
and patients transferred from PP1M to PP3M according
to a strict clinical transfer protocol (second cohort).
Every four months and over a 12-month period, PP1M
treatment regimens, the proportion of days covered by
psychotropic drugs and health resource use patterns
were evaluated. It was found that out of 1545 patients
with PP3M (first cohort), 68.8% transferred from PP1M
to PP3M (forming the second cohort). In both cohorts, the
proportion of patients with the number of days covered
by psychotropic medications (=80% for antipsychotics,
antidepressants, anxiolytics and mood stabilizing agents)
increased. The proportion of patients making one
or more visits to the emergency department, inpatient
or outpatient departments decreased with the start
of PP3M therapy. Among the patients followed up for
four months or more after the first dose, 85-88% received
the second dose; among the patients followed up for four
months or more after the second dose, 87-90% received
the third dose. PP3M was usually prescribed to patients
with schizophrenia in accordance with the instructions.
The most common first PP3M dose was 819 mg (the
highest available) and most patients received a constant
dose with the first three injections. The average number
of days between subsequent PP3M statements was also
consistent with the recommendations. The main reason
for not transitioning as recommended to PP3M was the
presence of gaps greater than 45 days in PP1M four
months prior to PP3M initiation. A high proportion of the
patients were in stable condition and were adherent
to the treatment with PP3M.2

PP3M has been approved for use in the long-term
maintenance treatment of patients with schizophrenia
who are clinically stable on PP1M therapy for at least four
months. Since the available data confirm the efficacy and
tolerability of PP3M compared to PP1M and placebo, PP3M
should be considered as an appropriate treatment option
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for the patients who received maintenance therapy with
PP1M.? It should be noted that these recommendations
are followed in real clinical practice. Moreover, most
patients who are prescribed paliperidone palmitate
have already had exposure to risperidone, including
its long-acting form. Consecutive transfer to PP1M and
PP3M is accompanied by improvement of the clinical and
functional characteristics of remission.

The practice of transfer from two-week long-acting
injectables to PP1TM and PP3M is in line with the
current clinical guidelines. Garcia-Carmona et al. (2020)
compared PP1M and PP3M with two-week long-acting
injectables for the following outcomes: the number
of rehospitalizations, the number of the verified
suicidal actions/attempts and the use of concomitant
treatment, including benzodiazepines, oral antipsychotics
and biperiden. A total of 431 patients diagnosed with
schizophrenia spectrum disorder who had received the
appropriate treatment over at least 12 months were
evaluated. The results showed a significant decrease
in the number of rehospitalizations during PP3M therapy
compared to two-week injectables and aripiprazole once
a month, while no significant differences in suicidal
behaviour were found. There was a significantly lower
level of benzodiazepine consumption in the PP1M and
PP3M groups compared to the two-week injectables
group. In addition, patients who received PP1M and
PP3M medications used a significantly lower dose
of haloperidol equivalent compared to the patients
who received two-week long-acting injectables. Finally,
significantly higher doses of biperiden were used by
the two-week long-acting injectables group. These data
indicate the advantages of PP1M and PP3M over two-
week long-acting injectables.®

A comparative analysis was conducted of the
treatment results of PP1M and PP3M in patients with
schizophrenia (n = >1100) who were taking and not
taking oral risperidone/paliperidone (RIS/PALI). Results
indicated that there was an improvement in mental state
as assessed by the Positive and Negative Syndrome Scale
(PANSS), both during and after relapse. The tolerability
of the therapy was comparable regardless of the prior
treatment of RIS/PALL™

It should be emphasized that PP3M has a number
of advantages in addition to better adherence.®
Symptomatic remission and a decrease in the severity
of both positive and negative symptoms reflect the

stability of treatment with PP3M. Moreover, significant
functional remission, reduced frequency of drug
administration and freedom from daily monitoring
of the patient have a positive effect on the patient and
reduce the burdensome aspects of their care. PP3M
is a valuable antipsychotic treatment option that deserves
consideration in terms of its broader role in the long-
term treatment of schizophrenia; its utility should not
be limited to prescribing in patients with poor adherence
or when oral antipsychotics have failed.

Compared to two-week long-acting injectable
antipsychotics, patients treated with PP1M and PP3M
had a reduction in the number of rehospitalizations
and concomitant medications.’ This is consistent with
information from domestic clinical practice showing
improvements in extrapyramidal symptoms following
transition to paliperidone palmitate therapy and the
absence of the need for correctors.

Pharmacokinetic and pharmacodynamic models
were designed to investigate the relationship between
plasma concentrations of paliperidone and the risk
of schizophrenia relapse in patients treated with PP1M
and PP3M. In study A, patients (n = 305) were randomized
to PP3M or placebo in the double-blind phase; in study B,
patients (n = 1002) were randomized to PP3M or PP1M
in the double-blind phase. Risk of relapse decreased with
higher paliperidone concentrations for both PP1M and
PP3M. Risk of relapse increased in patients with a higher
number of previous hospitalizations and/or with a higher
pre-randomization paliperidone concentration (study
A) and in patients using concomitant benzodiazepine
medication. The analysis confirmed that both PP1M and
PP3M are comparable in preventing relapse.'®

Negative symptoms in schizophrenia are associated
with impairments in social and cognitive functioning,
leading to substantial long-term disability. A study
investigating the impact of PP1M and PP3M on negative
symptoms randomized patients (n = 1,016) to receive
PP3M (n = 504) or PP1M (n = 512). Treatment with
PP3M or PP1M demonstrated comparable improvement
regarding negative symptoms in patients with moderate
to severe negative symptoms and patients with
prominent negative symptoms. Long-term treatment
with PP3M demonstrated benefit, suggesting that
continuous antipsychotic medication treatment for
over one year is needed to achieve greater benefits for
negative symptoms.*
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We now present several cases of the use of second-

generation long-acting injectable antipsychotics

to illustrate our own experience of PP1M and PP3M use.

CLINICAL CASE 1°

Patient R., born in 1981 (age 39) in Leningrad. She has no known family
history of mental disorders, however, according to the patient's mother,
the father has pronounced characterological features, he is aggressive
and displays violent behaviour. The patient also has an elder brother
who is healthy. The patient's parents have been divorced since she
was 16 years old. The patient did not have any disturbances of early
development or adolescence. Menstruation started from the age of 14,
with a regular cycle. The patient did not have any difficulties in social
adjustment when she was a child. She attended preschool institutions,
then school from the age of seven, she graduated from nine classes
with an average academic performance and her favourite subject was
French. After school, she worked as a checkout operator, but since 2008
she has been unemployed, with a lifetime disability group classification.
She is single and does not have children.

The patient first noted changes in her mental state at the age of 16,
when she became withdrawn and unsociable after her parents divorced.
She refused food, hid it under her pillow, lost too much weight and did
not explain her behaviour in any way. At the insistence of her mother,
she was examined by a private psychiatrist and was treated for two
months on an outpatient basis, taking medications. Her mental state
improved and she started to eat. According to the patient, at that time
a psychotic state was diagnosed. However, she decided not to take
maintenance therapy. At that time, her attitude towards her mother
changed dramatically, she reported that ‘l began to hate her’, I used
obscenities towards her’ and ‘I wanted her to die’. She blamed mother
for her father leaving the family, because ‘l loved him very much, despite
his violent behaviour'. The condition worsened again at the age of 17,
with presentation of similar symptoms. The patient again refused to eat,
became withdrawn—'blah’—and called her mother ‘every name in the
book'. She was examined by a private psychiatrist and took thioridazine
for two months with further recommendation that she be monitored by
a district psychiatrist. However, she did not go to a psychoneurological
dispensary (outpatient community mental health clinic), as according
to the patient, ‘her condition has improved'. During this period, her father
returned to the family and she communicated only with him, ignoring
her mother. At the age of 18, she got a job as a store assistant. During
this period, she became gentler in her relationship with her mother.
After working for four years, she quit, explaining that ‘there are a lot
of non-Russians, they can cheat and not give money'. She started to think
that she was being watched and followed everywhere. She got a job
in another store, but only worked for a few months. Subsequently, she
changed places of work frequently. Since the age of 25 (since 2006), she
has not worked regularly anywhere, explaining that it is too heavy a load.
According to the patient, she ‘began to hate everyone’, was suspicious,
and refused to fill in CV forms when looking for a new job, because she
believed that ‘these data could be used against her'. She lost interest
in previous activities, lost acquaintances and withdrew into herself. A year
later, her aggressive behaviour towards her mother returned in verbal
form, as she obscenely scolded her mother. From the beginning of spring

2008, she claimed that ‘the air in the house is bad’ because her mother's
‘deodorant is especially poisonous’ and believed that her mother put
‘something’ in her food. Since May 2008, she stopped leaving the house,
it seemed to her that she was being ‘watched from a vacant lot, that there
was video surveillance in the apartment; she turned off the phone and
drew the curtains. She was involuntarily admitted to a psychiatric hospital
for two and a half months (May to the end of July). Upon admission,
she expressed delusional ideas of exposure and poisoning. She strained
her ears as if she were hearing something and looked like she suffered
from hallucinations, asking doctors ‘do you feel this smell, as if they want
to poison us? and ‘are you in cahoots with them?'. She shouted, was
agitated, tense, angry and generally negatively predisposed. She stated
that ‘there are cameras everywhere at home'. She did not express any
recognition of her condition. She was taking zuclopentixol at 20 mg per
day. Her condition improved and quickly stabilized, with a reduction in the
hallucinatory-delusional symptoms. In the ward she kept to herself, did
not communicate with other patients and did not make plans for the
future. Diagnosis according to ICD-10: F20.0 Paranoid schizophrenia.

Immediately following discharge from hospital, the patient's condition
remained stable, but she felt sleepy and apathetic. She failed to find
a job. Over time, she began to suffer from muscle stiffness. When trying
to reduce the dosage of zuclopentixol to 10 mg per day, she again became
irritable, aggressive towards her mother and expressed delusional ideas
of poisoning. She was referred to a psychoneurological dispensary,
where she was treated from October 2008 to February 2009. Diagnosis:
F20.0 Paranoid schizophrenia. Disease course type: shift-like protracted
delusional syndrome. Moderate apathia and abulia syndrome.

In the psychoneurological dispensary the patient received therapy
via atypical antipsychotics (amisulpride, clozapine and risperidone).
Her condition improved, her behaviour became more organized, the
delusional symptoms resolved and the extrapyramidal symptoms
reduced. She was then referred to rehabilitation department, where she
attended occupation therapy groups and performed uncomplicated work,
but coped very slowly. She was referred for medical and social expert
evaluation and assigned to disability group Il for one year.” She was
discharged from the rehabilitation department with a recommendation
to continue taking medication (risperidone 4 mg per day, trihexyphenidyl
4 mg per day). After a few months, she began to take the recommended
medications on an irregular basis. In March 2009, she was transferred
to therapy with long-acting haloperidol (intramuscular solution) with
injections of 50 mg once every 14 days. On this therapy she noted
an increase in apathy, indifference and lack of initiative. During this
period, she got a low-skilled job but could not keep it. In May 2010, she
missed a planned injection of the drug and her condition worsened,
the behavioural disorders increased and she began to run away from
home. She was examined by a district psychiatrist during a home visit.
The doctor noted anxiety, delusions and hallucinations (‘smells were
suspicious’, ‘voices’, ‘asked not to send her signals’, she would speak
to someone who was not there), the patient was aggressive towards
her mother and expressed no awareness of her condition. She was
admitted to a psychiatric hospital for one month (May to June 2010) and
received risperidone therapy. After stabilization of her condition, she was
discharged with a recommendation to continue taking risperidone at 2
mg per day. Subsequently, she was observed by a district psychiatrist
and received risperidone at a dose of 6 mg per day and trihexyphenidyl
at a dose of 4 mg per day. Due to the fact that the patient developed

* In the description of clinical cases, the personal data of the patient and the places of his treatment are not given.

** In Russia, there are three disability groups that are assigned depending on performance incapability. A disability group can be assigned for a certain

period of time or for the whole lifetime.
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extrapyramidal symptoms, the dose of risperidone was reduced to 3
mg per day. The patient was also prescribed a course of diazepam
injections of 10 mg intramuscularly for five days, with further transfer
to the tableted form of low doses of benzodiazepines at night for
a month. This treatment had a positive effect. The patient's condition
remained stable for eight years and could be regarded as medically
induced remission without admissions to a psychiatric hospital
or a psychoneurological dispensary. However, social maladjustment
persisted, and the patient could not find a job. Over time, social and
domestic incompetence and emotional-volitional decline increased.
In 2012, the Disability Determination Services classified the patient into
disability group Il for lifetime. In November 2018, she again cancelled
maintenance therapy and was admitted to a psychiatric hospital
with hallucinatory-delusional symptoms, where she was treated for
three weeks. She was discharged with a recommendation to continue
treatment with risperidone at a dose of 2 mg before bed, followed by
transfer to intramuscular administration of the long-acting suspension
of risperidone at a dose of 37.5 mg once every two weeks. In May
2019, she was transferred to injectable paliperidone palmitate at a dose
of 75 mg once a month.

State at the moment of examination: During the year of taking
injections of paliperidone palmitate at a dose of 75 mg once a month,
no exacerbations were observed. The patient lives with her mother,
family relations are good, she helps with the housework, is looking
for a job, attends interviews and is registered with the employment
centre. She regularly visits a psychoneurological dispensary, where
no adverse effects of antipsychotic therapy have been registered.
Her mental state can be described as a sustained medically induced
remission for more than a year.

Discussion

Noncompliance is a common problem in patients
with schizophrenia, which is the most common cause
of relapse. The above clinical case demonstrates
problems of compliance with the treatment regimen and
associated relapses and repeated hospitalizations during
disease progression. The long-acting antipsychotics
reduce the frequency of drug admission and, therefore,
can effectively improve compliance. Research conducted
by Global Data shows that physicians often prefer
long-acting injectable antipsychotics to pills, especially
in patients with a history of non-compliance. In the
described case, switching to a first-generation long-
acting antipsychotic could not solve this problem,
because of side effects that were difficult for the patient
to tolerate. The transfer to a second-generation long-
acting injectable antipsychotic neutralized the adverse
effects and facilitated adherence to therapy. The
intended effect of PP1M treatment is to ensure the
social functioning of patients, especially work and study,
interpersonal contacts, self-care and the elimination
of disorganized behaviour and aggression. This clinical
case demonstrates not only the possibility of ensuring

compliance in a patient who is prone to violation
of the therapy regimen, but also the improvement
of social adjustment, improvement of functioning
and quality of remission, and an effective impact on
negative symptoms in a patient when transferring
to paliperidone palmitate in injectable form at a dose
of 75 mg once a month.

CLINICAL CASE 2

Patient N., born in 1966 (age 54) in the Leningrad region, the second
child in the family. She has no known family history of mental disorders.
Her mother is a paramedic, and her father was an engineer (he died at
an advanced age of cardiovascular morbidity). The patient did not have
any disturbances of early development or adolescence. Menstruation
started from the age of 14, with a regular cycle. She went to school at the
age of seven and studied satisfactorily, with a preference for humanities.
Following graduation from school, she entered a medical institute, after
which she worked as a paediatric neurologist in a hospital for many years.
In 2000, she got married and her son was born. In 2002 she got divorced
from her husband, as they ‘turned out to be incompatible’. Overall, she
had four pregnancies and three abortions. She experiences the onset
of menopause at the age of 54.

The patient noted a change in her mental state after childbirth, when
she became depressed and indifferent, but she did not seek medical help.
According to her statement, ‘everything cured itself'. In 2003, she began
to notice sleep disorders, woke up ‘as if pushed’ and became irritable. She
sought a psychotherapist, who prescribed amitriptyline at a dose of 25
mg before bed for two weeks. Her state improved and subsequently,
she took this medication occasionally when sleep was disturbed. A year
later, she began to experience the effects of ‘electrical stimuli from the
ambient environment’, in the form of an unpleasant physical feeling,
‘contraction’ of the scalp ‘as if the brain is moving'. The patient self-
medicated using the fabomotizol, tofisopam and pyracetam. During this
period, she moved to Saint Petersburg (2004). She got a job as a doctor,
but worked for less than six months before quitting and subsequently
changed jobs frequently for delusional reasons, as she ‘felt an influence
everywhere'. She had disturbed sleep, constantly experienced anxiety
and depression, and ‘sat at the table, looking at nothing for several
hours'. She has been unemployed since 2007. She became withdrawn,
uncommunicative, abandoned the household, stopped cooking and
expressed delusional ideas that her mother and her son were not her
own relatives. She suspected that she was under ‘surveillance [and]
wiretapping’. She refused the help of medical specialists and started
attending church. In March 2008, she was admitted to a psychiatric
hospital for three months (March to June 2008). On the day of her
hospitalization, she opened a balcony window, shouting ‘darling, |
love you, I'm coming to you'. She could not explain her behaviour. She
had incoherent monologic speech, said that she was hearing ‘voices’,
was agitated, anxious and suspicious. She looked around, paused and
strained her ears to hear something. She expressed delusional ideas,
saying ‘I'm a doctor of the highest category, | was put here especially,
I'm in the way of someone'. Diagnosis: F20.0 Paranoid schizophrenia.

In the inpatient department, she received haloperidol at a dose
of 20 mg per day with further transfer to the long-acting injectable form
of haloperidol at a dose of 50 mg once every 10 days and trihexyphenidyl
at a dose of 6 mg per day (due to extrapyramidal symptoms). She
made no complaints, kept to herself in the ward and communicated
with other patients in a formal manner. Clinical assessment revealed
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auditory hallucinations, delusions of persecution, influence, relationships
and love charm. The patient was assigned to disability group Il for life.
She was discharged and referred for further observation in a local
psychoneurological dispensary, where she received maintenance therapy
with the long-acting injectable form of haloperidol at a dose of 100 mg
intramuscularly once every 14 days. The course of the disease was shift-
like. The patient's mental state remained stable for a long time, but
in 2010 she began to notice apathy, depressed mood and ‘inhibition
of thoughts'. She was transferred to risperidone therapy at a dose
of 6 mg per day. She noted an increase in activity during the day,
her mood improved and she expressed explicit awareness of her
condition. She regularly visited the psychoneurological dispensary,
had partial insight and socialized to an extent; she got a job as
a medical statistician and coped with her work well. She was again
admitted to a psychiatric hospital in July 2012 because of hallucinatory-
delusional symptoms and psychomotor agitation. When examined
in the ward, she was suspicious, strained her ears to hear something
and confirmed that she was experiencing auditory hallucinations. She
received haloperidol at a dose of 20 mg per day and was subsequently
transferred to the long-acting injectable form of haloperidol at a dose
of 100 mg intramuscularly once every 14 days and trihexyphenidyl at
a dose of 4 mg per day. At the time of discharge, the patient's state
was satisfactory, but when visiting the psychoneurological dispensary,
she stated that she could not work after haloperidol injections,
she experienced loginess and indifference. In December 2012, she
was successively transferred to the injectable form of risperidone
suspension at a dose of 37.5 mg intramuscularly once per month, then
to an injectable form of paliperidone suspension at a dose of 75 mg
intramuscularly once per month. The patient's mental state improved
and she coped with her job well. In June 2015, after the workload at
work increased, she became anxious, had difficulties with concentration
and developed sleep disorders, asthenia and depressive symptoms.
After 30 days of treatment in a day hospital, her condition improved,
she did not experience delusions and hallucinations, and no suicidal
thoughts were present. She received the injectable form of risperidone
suspension at a dose of 100 mg intramuscularly once a month and
amitriptyline in tablet form at a dose of up to 150 mg per day. On this
therapy, the negative symptoms became more visible. The patient was
transferred to PP3M at a dose of 350 mg intramuscularly.

State at the moment of examination: the patient's mental state
is stable, determined as a medically induced remission. She continues
to work and has learned how to use a new computer program. She does
not miss doctor's visits or injections and is satisfied with her general state.
Hallucinatory-delusional symptoms are not detected.

Discussion

The above clinical case demonstrates that the
transfer from a first-generation long-acting injectable
to a second-generation long-acting injectable drug
contributed to improving the quality of remission and
its stability. There were no relapses that required
hospitalization. The progressive improvement in social
functioning was noted, especially when transferring
to the injectable form of paliperidone suspension
at a dose of 350 mg intramuscularly once every
three months.

CLINICAL CASE 3

Patient A., bornin 1958 (age 62) in Leningrad. Her mother suffered from
mental health problems, was often treated in a psychiatric hospital and
died at the age of 57. Her father was addicted to alcohol. The patient
did not have any disturbances of early development and adolescence.
Menstruation started from the age of 11, with a regular cycle. She started
school at the age of seven and studied well. She finished 10 classes and
tried to enter a higher education institute, but did not pass the entrance
test and ‘cried a lot, worried'. Later, she graduated from a technical
university and worked as an engineer at a factory for a year. She got
married at the age of 23 and her husband worked in a tram and trolleybus
fleet. She had five pregnancies, with one childbirth and four abortions.
She experienced menopause from the age of 50.

The patient noticed changes in her condition at the age of 21 (1979),
when she went on a solo vacation to the seaside. According to the patient,
during the vacation period she dated a man, a local resident, who went on
to blackmail and harass her. After returning home, she told her relatives
that she was constantly being called at the door and on the phone, saying
‘it is still the same lover trying to find me'. At the same time, the patient
herself could not contact this man, as ‘he always called from different
cities, constantly moved'. She was waiting for her fiancé to return from
the army. She constantly felt a sense of guilt, a ‘guilty conscience that |
cheated on him'. Her sleep was disturbed, she became suspicious and
‘constantly looked around'. During this period, a psychosis developed
acutely: she experienced visual hallucinations in the form of ‘a blurry
picture, like slow-motion video, | saw children playing volleyball in this
video’, it began to seem that ‘all the people around are getting old, and
my fiancé is young, beckoning me to follow him'. She was afraid that
she would turn ‘into another being'. It seemed to her that she jumped
through many years and lives in a different political system’, and she was
agitated. She was admitted to a psychiatric hospital. Upon admission, she
developed hallucinatory-delusional symptoms and mental automatism,
shouting ‘my fiancé is calling me, | must be with him’, spoke to herself
and showed verbal aggression. She received therapy with a solution
of insulin for subcutaneous injection and thioridazine in tablet form (no
information is available on dosages of these medications). Her mental
state was unstable, her behaviour was childish and she continued
to experience hallucinatory-delusional symptoms from time to time. She
experienced tension, anxiety and olfactory hallucinations appeared, which
she described as ‘it seemed that everything around me is rotting’. She
began to tell that she ‘split up, physically she was in the ward but her brain
was in the dining room’. Trifluoperazine in the form of a 0.2% solution
for intramuscular injection and small doses of haloperidol (per os) were
added to treatment, after which her mental state improved. Diagnosis:
F20.0 Paranoid schizophrenia.

After discharge from hospital, she received maintenance therapy with
haloperidol at a dose of 1.5 mg per day, trihexyphenidyl at a dose of 4 mg
per day and trifluoperazine at a dose of 10 mg per day. She worked as
acleaner, raised her son and ran a household. Until 1988, the mental state
was determined as medically induced remission. Several years later, the
emotional-volitional decline increased, the patient was repeatedly treated
in a day hospital because of the development of paranoid symptoms
and was transferred to olanzapine therapy. Negative symptoms were
highlighted by clinical assessment. She stopped working and at the
age of 42 (2000), she was assigned to disability group Il for life. In May
2004, she was admitted to a psychiatric hospital because of a relapse,
in which she stopped sleeping, began to attend church and expressed
delusional ideas of sinfulness, of ‘possession by the Devil'. On the day
of admission to the hospital, she jumped from a third floor balcony and
was hospitalized involuntarily. She was discharged after two months
with a recommendation of clozapine in tablet form at a dose of 150 mg
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per day. She received this maintenance therapy for a year, during which
time she felt well. Her mental state worsened in December 2007, with
the appearance of sleep disorder and abnormal preoccupations. She
was treated in a day hospital from December 2007 to June 2008, with
risperidone at a dose of 6 mg per day, followed by transfer to risperidone
for intramuscular injection at a dose of 37.5 mg once every two weeks.
The patient was discharged in a satisfactory mental state and got a job
as a cleaner. In 2012, her mental state deteriorated again with the
appearance of neurosis-like symptoms and she was prescribed clozapine
therapy at a dose of 150 mg per day in a day hospital. After discharge,
while taking this drug she complained of apathy, a lack of initiative and
indifference. In December 2013, she was transferred to a suspension
of paliperidone palmitate at a dose of 50 mg once a month, with a further
increase in dose to 75 mg per month. In the following years, she was
not hospitalized, her state was determined as stable medically induced
remission and she has been in employment. In July 2017, she was
transferred to PP3M at a dose of 263 mg intramuscularly.

State at the moment of examination: on the maintenance antipsychotic
therapy, the patient notes an increase in activity, runs a household in the
summer cottage, continues to work, her family relations have improved
and she lives with her husband and son. Currently, the patient's state
is determined as a stable medically induced remission.

Discussion

It can be noted that the administration of risperidone
in injectable form to the patient contributed to the
formation of a fairly stable medically induced remission
for four years. The change of therapy (clozapine
prescription) was apparently due to an increase
in anxiety, which was regarded as signs of relapse,
but psychosis did not develop and hospitalization
was not required. Poor tolerability of clozapine, which
significantly reduced the patient's quality of life, led
to the decision to transfer to PP1M, leading to a decrease
in antipsychotic therapy side effects which improved
the quality of remission along with effective control
of schizophrenia symptoms. The transfer to PP3M led
to further improvement in the patient's mental state
and quality of remission. This clinical case illustrates
the possibility of a noticeable improvement in the social
functioning of a patient with chronic schizophrenia,
combined with good tolerability of second-generation
long-acting injectable antipsychotics.

CLINICAL CASE 4

Patient T., born in 1982 (age 38) in Leningrad, the only child in the
family. Her maternal grandparents abused alcohol. Her mother
is hyperactive, in the past she worked as a librarian, a guide and
later ran her own real estate agency. Her father, according to the
patient, was ‘ideal: calm and good-natured. At the same time, her
father has another family and the patient was born out of wedlock.
She maintains a relationship with her father. She was raised by her
mother was overprotective. The patient did not have any disturbances

of early development or adolescence. Menstruation started from the
age of 14, with a regular cycle.

In early childhood, the patient did not have problems with social
adjustment. From the age of 10 months, she attended a nursery, then
akindergarten. She started school from the age of seven, attended various
groups (drawing, dancing and gymnastics), but left the groups ‘because
of shyness'. The patient stated that ‘'my mother said that | have always
been a sickly child’” because she was diagnosed with biliary dyskinesia,
which did not bother her in any way, ‘but my mother constantly stuffed me
with all sorts of medications'’. After school, she wanted to go to a medical
university, but at the insistence of her mother, she entered a faculty
of foreign languages of a pedagogical institute. She graduated from the
institute ‘with difficulty, because | fell in love'. For a year after graduation,
she worked as an English teacher at a medical school, then quit. After
that, she taught English privately for several years. In 2009, she gave birth
to a daughter out of wedlock and did not maintain relationship with the
child's father. The patient noted that since childhood she was ‘thoughtful,
withdrawn, shy, afraid of everything'.

Around the age of 19 (2001), she noticed a high mood, became
hyperactive, attended various entertainment events, ‘strongly fell in love’
with a university professor, stopped spending time studying, ‘mooned
over him’ and ‘thought that she would dance with him in a ballet all over
the world'. During that period, the patient's mother began to notice that
her daughter's behaviour changed; she became secretive, ‘started a diary,
kept writing in it'. After the professor left the institute, she ‘continued
to seek his affection’, called him, found out where he lived, ‘began to go
there, wait for him’ and wrote about him in her diary: ‘| must give birth
to his son, and then our planet will be saved, | will give birth to the
Messiah'. This state lasted for more than a year and she barely graduated
from the institute. In 2006, she became aggressive and quick-tempered.
She tried to find the professor. She believed that her mother wanted
to cause her harm ‘so she does not allow her to arrange her personal life’,
‘envies that | am the chosen one’, noted that ‘everyone is in cahoots, they
want to kill me’, became suspicious and stopped going outside. At that
time, she lived alone, called her mother in tears, saying that ‘someone
is standing outside my door and wants me dead’, had a feeling that ‘she
was dying, felt her heartbeat and was afraid that ‘her breathing would
stop’. She stopped eating as it seemed to her that ‘the food could have
been poisoned'. In May 2006, she was first admitted to the university
psychiatric clinic. Upon admission, she developed hallucinatory-delusional
symptoms, psychic automatism, spoke to herself and showed verbal
aggression. Diagnosis: F20.0 Paranoid schizophrenia. She was on
treatment for two months, during which she received trifluoperazine at
a dose of 10 mg per day and trihexyphenidyl at a dose of 4 mg per day.
Her mental state stabilized, abnormal preoccupations and hallucinatory-
delusional symptoms reduced, and her mood stabilized. In the ward, she
kept to herself, did not communicate with anyone and did not express
any awareness of her state.

After discharge from hospital, the patient took maintenance therapy for
ayear. She began to engage in private teaching, but after a period of work
overload, her sleep was disturbed and she became irritable and anxious.
The dose of trifluoperazine was increased to 20 mg per day. She began
to notice tremors, ‘problems with the tongue [and] jaw’ and felt stiffness
of muscles. In November 2007, she was transferred to risperidone therapy
at a dose of 4 mg per day in the psychoneurological dispensary. She
continued to experience extrapyramidal symptoms, so she stopped taking
the drug on her own. She did not receive the maintenance therapy for
two years. During this period, she met a man and got pregnant. According
to her mother, during pregnancy, ‘she started indulging in illusions
again’ and was sure that the child's father was actually her professor,
but her behaviour was not disturbed and she was calm. She gave birth
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to a daughter in 2009, out of wedlock. After the birth, she did not maintain
a relationship with the child's father, saying ‘he just vanished, who cares’;
she did not worry, she ‘was up in the clouds’ and took care of the child
under the supervision of her mother. A few months after birth, she began
to express ideas of reference towards her mother, blamed her that ‘her
husband left her, she was jealous of me, she was in love with him and
broke our relationship’, became angry, irritable and decided to find her
professor, ‘because this child had to be his'. She stopped taking care
of the child, did not feed her and according to the patient's mother ‘the
child did not bother my daughter in any way'. When the patient's mother
wanted to take the child into her care, the patient showed aggression,
saying ‘you're a witch, you want to kill my child’. She became suspicious,
checked the food again because she thought that ‘her mother might
have poisoned her’, listened to sounds coming from the street at the
window, drew the curtains, closed the windows in the room and sat
in silence for a long time ‘so as not to give herself away'. She reported
that ‘they show me on the Internet, they know what shampoo | use’ and
turned off lights in the apartment. She began to think that she was being
‘'shot on camera’. In September 2009, she was admitted to a psychiatric
hospital involuntarily. During the transportation, she resisted, cursed and
shouted ‘you are all in collusion, | did not give birth to the Messiah, you
wantto killme’. Upon admission, she developed hallucinatory-delusional
symptoms. In hospital, she received risperidone at a dose of 2 mg per day.
During the therapy, her condition stabilized and hallucinatory-delusional
symptoms were resolved. Thought disorders, negative symptoms and
increasing apathy and abulia symptoms came to the forefront in clinical
assessment. In the ward, she kept to herself, did not communicate with
other patients and did not make plans for the future. After discharge, she
was assigned to disability group Il for a year. Her mental state was stable
on the maintenance therapy for several years, but negative symptoms
and personality changes came to the forefront in clinical assessment,
and autism symptom were growing. She was engaged in raising her
daughter together with her mother, and the relationship in the family
was satisfactory. In 2011, she stopped taking medication, became wary
and anxious, relations with her neighbours and her mother worsened,
she stopped taking her child to kindergarten, was afraid to go out and
expressed delusional ideas of persecution and exposure. She began
to leave the house at night, returning in the morning with no explanation
and stopped cleaning her room. In her diary, she addressed ‘God, the
angels’ and ‘the people who have been following her for many years'. She
wrote about ‘information leaks, loss of energy and devil worship’. She
began to believe that’her mother is in cahoots with the devil worshippers'.
She reported that there was an invasion of her life, that someone
‘is constantly filming her on camera, laughing at her’, asked to ‘turn off
the broadcast of me’ and that ‘these are experiments on me'. The patient
was involuntarily admitted to a psychiatric hospital. Upon admission, she
developed hallucinatory-delusional symptoms, was agitated and screamed
‘Freemasons, stop trying to force powerful thoughts on me'. She tried
to escape, saying ‘l must jump from a roof and die’. In the ward, she was
tense, negatively predisposed, anxious, suspicious, psychomotor agitation
persisted and periodically increased, she was impulsive, spiteful and her
speechwasin monologue. She revealed pronounced disorders of thinking,
expressed affective delusional ideas of reference, persecution, significant
influence and gave a delusional interpretation of what was happening,
considering hospitalization to be the result of ‘collusion of doctors with
my mother’, reporting that her mother ‘spoils my energy, wants to replace
my aura with hers’ and accusing her of ‘practising black magic'. At first,
she received therapy with haloperidol at a dose of up to 10 mg per day,
but noted pronounced extrapyramidal symptoms and was transferred
to therapy with quetiapine at a dose of 600 mg per day. Her state showed
someimprovement, but a week after starting quetiapine, she again began

to express delusional ideas. She was transferred to risperidone at a dose
of up to 9 mg per day and trihexyphenidyl at a dose of 4 mg per day. On
this therapy, her state improved, her behaviour was ordered, delusional
symptoms stopped and extrapyramidal symptoms were reduced.

After discharge, the patient was observed by a district psychiatrist and
received maintenance therapy. Her condition remained stable for a long
time, determined as a stable medically induced remission for three years
without hospitalization. She got a low-skilled job (as a cleaner) and helped
her mother to raise her daughter. However, she experienced personality
changes along with increases in social and domestic incompetence
and emotional-volitional decline. In March 2014, she again cancelled
the maintenance therapy herself and her mental state worsened. She
was admitted to a psychiatric hospital with hallucinatory-delusional
symptoms. After treatment, she was discharged with a recommendation
for risperidone at a dose of 9 mg per day and trihexyphenidyl at a dose
of 4 mg per day, before being transferred in June 2014 to long-acting
risperidone at a dose of 37.5 mg once every two weeks. This dose
was later increased to 50 mg once every two weeks. In April 2015, the
patient was transferred to PP1M at a dose of 100 mg intramuscularly.
She regularly visited the psychoneurological dispensary, did not miss
injections, was not hospitalized, became more active, helped her mother
with the household, began to give private English lessons and occasionally
worked as a cleaner. In March 2020, she was transferred to PP3M at
a dose of 263 mg intramuscularly.

State at the moment of examination: on the maintenance
antipsychotic therapy the patient's condition is stable, she continues
to work, has plans for the future, family relations have improved and she
has become more caring for her daughter. Her condition is determined
as a stable medically induced remission.

Discussion
Clinical case 4 illustrates the stabilization of the patient's
state on PP1M with high medication tolerability. The
following transfer to PP3M—Trevicta—brings benefits
of treatment adherence, which helps to maintain a stable
remission, prevent rehospitalization and improve social
functioning of the patient.

The above clinical cases confirm previous data
in the
PP3M enables a more stable mental condition. There

literature that treatment with PP1M and

is evidence that since patients are in a more stable
state, the burden of disease with treatment of PP1M
and PP3M is lower than from usual treatment, as
it reduces the burden on psychiatric services and the
hospital sector. When treated with these medications,
the burden associated with a person's disease
is outweighed by the benefits to their health.'s1
According to the literature, in real clinical practice,
patients with schizophrenia who are transferred from
PP1M to PP3M show a decrease in the use of health
resources and an
within months of starting PP3M, as well as adherence
to PP3M therapy.®2 All the clinical case studies we

increase in treatment adherence
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have presented are consistent with previous research
findings and illustrate a steady reduction in negative
symptoms, reflected by improvement in the functioning
and psychosocial adjustment of patients and effective
relapse prevention.

CONCLUSION

Second-generation long-acting injectable antipsychotics
can provide control of psychopathology to improve
social recovery and quality of life of patients and their
families, reduce the burden of disease on both the
health system and families or caregivers. The experience
of using paliperidone palmitate indicates that this drug
allows patients to maintain a stable state for a long
time and reduce the severity of negative disorders.
When using paliperidone palmitate, there are no
adverse events in the form of excessive sedation and
loginess, or extrapyramidal symptoms. This contributes
to adherence to therapy and destigmatization of patients
with schizophrenia. The clinical cases presented
here demonstrated an improvement in the quality
of remission of schizophrenia due to high anti-relapse
effectiveness, efficacy against negative symptoms, safety
and high tolerability of PP1M and PP3M regardless
of patient age. We may conclude that PP3M is no less
effective than PP1M.
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COMMENTARY

The Virus Covid-19
and Dilemmas of Online Technology
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ABSTRACT

Commentary on the COVID-19 pandemic must necessarily consider the medical issues in social and political
context. This paper discusses one important dimension of the context, the long-term history of human activity as
intrinsically technological in its nature. The pandemic has accelerated the use of technology to mediate relations
between people “at a distance”. This involves not only a change in the skills people have (though acquiring these
skills has become the central project of work for many people), but changes the sort of person they are. Our
notions of “closeness” and “distance”, or of “touching” and “being touched”, and so on, refer simultaneously
to states that are spatial and emotional, factual and evaluative. Inquiry into the differences in human relations
where there is physical presence and where there is not raises very significant questions. What are the differences
and why are they thought, and felt, to matter? What are the differences when the relationship is supposed to be
a therapeutic one? What are the financial and political interests at work in enforcing relations at a distance by
new media, i.e., “mediated” relations? How is a person’s agency affected by a lack of freedom to move or a lack
of face-to-face contact? What happens to all those human relations for which physical presence was previously
the norm, relations such as those performed in the rituals of birth, marriage and death, or in activities like sport
and the arts? Can it be said that new technologies involve a “loss of soul”? The present paper seeks to provide
a reflective and open-ended framework for asking such questions.

AHHOTAUMA

KoMmeHTMpys cuTyauuto ¢ naHgemuven COVID-19, MeaMUMHCKME BOMPOCbl HEO6XOAMMO paccMaTpuBaThb
B COLMaNbHOM 1 MONUTUYECKOM KOHTeKCTax. B AaHHON cTaTbe 06CYyXXAaeTcs OAVH M3 acrnekTOB 3TOro KOHTeKCTa
- TEXHONOTMYECKUIA XapakTep YenoBeyveckon AeAaTeNbHOCTU. TaHAeMUs 3HAUNTeNIbHO YCKOpWAa UCMOoAb30BaHNe
TEXHONOIMIA, KOTOPble Jann BO3MOXHOCTb OCYLLECTBAATbL B3aVMOAENCTBUE MeXAy MOABMU «Ha PaCCTOSAHUN».
970T deHOMEH MOoB/eK 3a COBOM He TONBbKO M3MEHeHMe HaBbIKOB, MPMObpeTeHne KOTOPbIX CTaNo LEeHTPanbHbIM
acnekToM paboTbl MHOMMX JIHOAEN, HO U M3MeHeHMe NNYHOCTHBIX acrnekToB. Halin npeacTaBieHns o «b6am3octu»
N «QUCTaHLMWY, «TIPUKOCHOBEHUN K APYroMy» U «MPUKOCHOBEHWW APYroro» W T. 4. OTHOCATCA K COCTOSIHWUSIM,
KOTOpble O4HOBPEMEHHO MpPeACTaB/eHbl B MPOCTPAHCTBE 1 B IMOLMSX, HECYT MHPOPMaLMIo 1 oLeHkKy. ViccnejoBaHune
pasnnUnin YenoBeyvecknx OTHOLLEHWI, KOrAa 4YenoBek MpUCyTCTBYeT GU3NYeckn W Korga He MpUcyTCTBYeT,
NnoZHVMaeT OYeHb BaXkKHble BOMPOChbl. B Yem 3akao4atoTcs 3TW Pasnnumns 1 novemy Mbl JyMaem 1 4YyBCTBYeM,
YTO OHW BaXHbI? KakoBbl 3TV pasnnyuns, ecam Mbl FOBOPUM O TepaneBTUYeCcKMX OTHOLLeHUAX? Kakne ¢uHaHcoBble
N NOAUTUYECKMNE NHTepechl CTOAT 3@ HaBsA3bIBaHWEM MPUY MOMOLLM HOBbIX MeAMa OTHOLLEHWUA Ha paccTOsHUK -
«0ornocpeAoBaHHbIX» OTHOLLeHWIA? Kak BAMSeT Ha YesioBeka OTCYTCTBME CBOOOAbLI MepeiBMKEHNS AN OTCyTCTBME
BO3MOXHOCTU IMYHOTO KOHTaKTa? YTo MPOMCXOAUT C YenoBeYeCcKUMM OTHOLLEHVSIMU B CUTYaLMsX, ANS KOTOPbIX
dunsmyeckoe NpUCYTCTBME BCErfa CHMNTANOCh HEOBXOAUMBIM, HaNpUMep, B pUTyanax, NOCBALLEHHbIX POXAEHWIO,
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3aknr4yeHnto 6pa|<a n CMepTn 4YesnoBeka, Nan B TakKNX BUAAX A€ATE/IbHOCTU, KaK CnopT U I/ICKyCCTBO? MOoXHO 5

CKasaTb, YTO HOBbIE TEXHONOIN NPUBOAAT K «MnoTepe AyI.IJVI»? 3asava ,Cl.aHHOI‘/JI CTaTbW - 3a4aTb KOHUENTya/ibHbIE

PaMKn Anga paSMbILIJJ'IEHI/IVI Ha 3Ty TeMy 1N Nnouncka OTBETOB Ha 3TWU BOMPOChHI.

Keywords: COVID-19, online communication, technological change, touch, movement

KnioueBbie cnoBa: COVID-19, obujeHue oHAQlH, mexHo02u4YecKue UsMeHeHUs, NPUKOCHo8eHUe, d8uiceHue

“NATURAL” HUMAN TECHNOLOGY

There are clouds of commentary, and not a little fog,
on the medical dimensions of the impact of the virus
Covid-19. Factually grounded surveys of people's
reactions and fears, and calls for appropriate online
responses, are therefore most welcome. An appreciation
of the wider historical and social setting is, however,
still needed. The issues are very complex, and in this
commentary | focus on the restrictions to people’s
movement and the rapid shift to online rather than face-
to-face encounters. | discuss the shift to technologically-
mediated communication. It is true that, for many
millions of individuals, digital encounters were a daily,
sometimes almost continuous, reality or norm, long
before the pandemic. Earlier, however, personal face-
to-face meetings accompanied the digital reality, and
face-to-face meetings formed a default position or base-
line with reference to which people experienced and
assessed relations at a distance. Moreover, many areas
of everyday activity, including work, childcare, education,
rituals of the life cycle, entertainment, conversation,
sport and the arts, centred on people physically coming
together. During the pandemic, relations at a distance
suddenly, literally overnight, became the new norm,
enforced by police powers and not freely chosen.
In this commentary, | raise existential, as opposed
to specifically medical, questions about what happens
when people do not physically come together and are
not allowed physically to come together, but instead
relate via technology.

Humans are by nature instrumental in activity; human
beings do not exist and then add technologies to what
they do, rather they use technologies to enlarge the
capacities they have in their nature: “We are designers
by nature”.! It is wrong to discuss technology merely as
a means, available to be used or misused; technology
is not “added on” but “given in" the very notion
of what it is to be human. Technology is the form
of human self-making.

We therefore cannot say that the shift to online
relations is unnatural. However, we can ask whether the
technological innovation is on such a scale that it marks
a break or revolution in history. Observers in other
ages reported a sense of overwhelming novelty of the
technological change, for example, in response to the
speed of movement and the shrinking of distance, with
the advent of railway transport. Itis commonplace today
to refer to the “revolutionary” transformations underway
as a result of new biomedical and digital technologies.
It is a judgment which follows from the belief that new
technologies alter the very nature of being a person by
rebuilding or re-engineering the body, whether through
genetic manipulation, prostheses, cyborg systems, drugs,
surgery, or in some other way. There is similar talk about
the “revolutionary” replacement of reality with electronic
virtual realities. There is discourse about “the trans-
human”; some people judge that the category “human”
is so closely associated with beliefs about the fixed
character of universal, basic and natural human qualities
or capacities, that given the changes that technology
now makes possible, it is of no further use. With all this
acknowledged, though, it is not clear that contemporary
changes are completely novel. We must also question
whether we can distinguish what is new from people’s
experience of what is new.

New technologies appear to challenge the presumption
that human nature stays the same, that all people have
had and will continue to have large areas of capacity
and character in common. Stanistaw Lem, half a century
ago, accurately foresaw the social event now taking
place, the event questioning the very notion of a fixed
human nature: “Man remains the last relic of Nature,
the last ‘authentic product of Nature' inside the world
he is creating. This state of events cannot last for an
indefinite period of time. The invasion of technology
created by man into his body is inevitable”.2 When people
use new communications technology, the technology
appears to substitute for the body. Yet this could also be
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said about the invention of the technology of the wheel,
or of the stirrup, technology which enabled people to be
carried rather than having to walk.

With these general points in view, it is possible more
clearly to formulate the question people are asking:
What changes are occurring with the switch, imposed
by government controls, from physical encounters
to digital encounters between people? We cannot think
that people will remain exactly the same when they adapt
to physical isolation technologies. | am not making the
obvious point that people will have different habits and
different skills, though they will, rather | am suggesting
that acquiring these habits and skills changes the sort
of person they are mentally, morally, or if you will, spiritually,
as well as materially. At the level of detail, the changes
vary enormously from society to society, group to group,
situation to situation and individual to individual. It is an
empirical matter to study this, as surveys do, while each
of us can contribute impressionistic knowledge. | am
now suggesting a framework to enable the creation
of a general picture.

PHYSICAL PRESENCE AND THE MEDIATION

OF RELATIONS

These general points enable us to avoid being trapped
by questions about the newness or revolutionary
nature of present technologies, or about whether they
have entirely new evaluative dimensions. The new
technologies and circumstances of isolation pose no
absolutely new dilemmas. However, they do give people
new experiences and pose social, medical and political
choices in particular terms.

In all media of communication, including verbal
messages, signalling, letters, books, the telegraph, the
telephone, radio and TV, a person may have relations
with other people who are not physically present, not
within touchable range. Individual reactions to working
and communicating via contemporary media vary
enormously, just as earlier reactions varied. These
reactions are laden with values and emotion. Whenever
we talk about closeness and distance and “being in touch”
we are at one and the same time talking in spatial, emotional
and evaluative terms. This is how ordinary language works.
Technological change cannot but affect emotional and
evaluative worlds.

Training and habit are certainly factors in the way
people feel the closeness or distance of others when

using different media. These factors may be so deeply
embedded that they feel natural, though the experience
of what is natural is also cultural. We do, as matter
of fact, in many circumstances, but not all, value the
physical presence of others. There are undoubtedly
special emotional pleasures and pains associated with
this. It has been reported that even teenagers devoted
to continuous online relations with friends, in conditions
of lockdown began to miss physical presence. Even these
people, the most habituated to relations at a distance,
find something different in presence. Why is this?

Humans are embodied subjects. Thus, it can be said
that if a human is truly present, an embodied subject
is present. Online, therefore, “the whole person” is not
there. “Presence” is the here and now of embodiment.
We may imagine a culture in which the presence of the
embodied subject does not matter, but this would not
be a human culture as currently understood. Many
people will think the physical closeness of mother
and new-born child as “natural” because the child
is at first embodied in the mother. An influential body
of psychoanalytic thought (in the Kleinian tradition)
maintains that the qualitative character of literal
contact between mother and child, perhaps already
in the foetal state, and certainly with contact through
lips and breast after birth, determines all subsequent
forms of relations. The child does not feed at the breast
by Zoom. If a medium, like a bottle, mediates lips and
breasts, or if a mother is absent, it follows that the
child's psyche develops differently.

It is from being embodied and present that people
can “touch” and “move” another person, and themselves
“pbe touched” and “moved”. This is language which
simultaneously describes the moral, or spiritual,
and physical dimensions of life. (It is not a matter
of metaphor running from physical to mental worlds,
or vice versa, but of commonality of meaning.) The rich
content or resonance of such language is lost online.
Wholeness in touching and moving, and it may be
argued also in healing, requires the embodied person.
The importance of touch is widely recognized. It features
in a large survey recently carried out in the UK2 It is also
evident in the large financial investment IT corporations
are making in developing tactile media, turning tactile
reality into marketable commodities which will not
actually require presence. In many circumstances,
what we think of as good relations involve physical
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contact, are three-dimensional, implicate and respond
to the whole embodied person, and involve continuous
movement. Think, for example, of the friendship and
trust embodied in the handshake, let alone the kiss
or placing the ring on the finger.

With physical
relationships, but they are different. With modern
technology, though relations may still be visually face-

distance, there certainly can be

to-face, the faces are two-dimensional, more like masks
than embodied faces. The people communicating are
not in three-dimensional moving spatial relations. There
is no touch, and there is no “con-tact”. Though in ordinary
speech we talk about “getting in touch” and “getting
in contact” by email, by phone or by Skype, taken literally
this is precisely what all existing communication media
do not permit: they do not permit touch or contact. There
are many situations in which relations at a distance
are much desired, for example, regulating the spread
of a virus. However, there are many other situations,
such as the relationship between mother and child,
or in caring for an ill person, where the opposite is the
case. In English, people talk about the importance
of “hands-on” experience.

Intimate relations are by no means the only
situations in which actual physical presence is thought
to be of decisive importance. For example, people
have fought wars over claims about the literal physical
presence of the blood of Christ in the Christian mass,
as opposed to the symbolic presence. Or, consider the
wish that people have physically to attend marriages
or funerals, though that attendance is symbolic. In the
arts there is a wish to attend live performances and
not only to watch or listen to a recorded performance
or a performance specially created for a digital medium
(such as pop music or dance videos). Similarly, people
wish to attend football matches, or travel, even though
they can see much more, much more clearly, on the
screen at home. This kind of argument is not limited
to the world of the arts or sport. There is, for instance,
a direct parallel in the experience of landscape, in the
contrast between moving in a landscape while walking,
and in gazing as a visitor at a landscape.*

The concept of presence is valuable, as it makes possible
an understanding of the difference between a live
performance and a recording, of walking in a landscape
as opposed to watching a travel film, or of dancing
as opposed to watching a dance video. The concept

of presence is central to discussions around performance
aesthetics; it is also of great importance to healing.

For people in the culture in which | write, concern with
existence inescapably involves inquiry into the embodied
subject, that is, physical presence. “Being close” or “being
distant”, “moving” or “being moved”, is the source of the
very notion of significance, of something mattering. How
individual people feel varies, but it is the mattering that
is the source of the qualities of physical face-to-face
encounters. The value that comes with being alive rather
than dead, requires the feel of something in relation
to something else.®8 Things and events have value
to people because something in the world “pushes back”,
something offers resistance. The moving body knows
such resistance from the earliest moments of sensory
consciousness. This may be expressed in abstract
philosophical terms or in concrete psychological terms,
recognizing the primary significance of kinaesthetic
sensation in the subjective world.

All this confirms “the obvious” in the societies
in which we actually live, with the forms of life we have,
as a matter of fact people place a great deal of weight
on physical presence. The question is whether this
is changing as a response to the virus and if it is, what
are the consequences of people reducing or diminishing
their desire to act with other people who are physically
present? In brief, what changes are happening and in what
sense can we say they matter? To answer these questions
require attention to the social and political implications
of closeness and distance, and of the technology that
mediates relations at a distance.

AGENCY AND THE TECHNOLOGY OF MEDIA

Particular experiences and practices are infinitely varied,
they are highly individual and they are not entirely
rule-bound. These are characteristics that machines
find difficult to reproduce. This is the subject matter
of afilminspired by Herbert Dreyfus, the early proponent
of the belief that artificial intelligence machines will not
reproduce human actions because human actions involve
innovation and risk.” The distinctive characteristics
of individual practices, or of the practices of the group
to which people belong, are felt to be part of what matters
about the practices. The imposition of new technologies,
whether by commercial pressure or police powers,
may threaten or even eliminate such distinctiveness.
If the same technologies mediate all relations, the
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value that any particular relation has, the mattering
it has to a person, becomes homogenized, flattened.
(There is a logical point at issue here: if there was no
differentiation of values there would be no value at all -
quality depends on difference.) Value is value to me, and
it cannot be dissociated from my embodied difference.
If the only permissible route to doing something is the
route that all others must take, there is no longer anything
of value to defend. This is the dystopian dream of pure
instrumentality, everyone doing the same thing through
the same technology to achieve the same outcome.
It is the power of media technologies to move society
in this direction. However, new technologies may at the
same time offer new possibilities in practice to those with
access to, and mastery of, the technologies.

As the word “media” indicates, contact through
a medium, i.e., contact at a distance, creates a space
or “medium” where forces or powers are at work other
than the will and reason of the communicating people,
powers that are embedded in the medium. This is the
case for all communication technologies, beginning
with gesture and language, and it is emphatically the
case for digital technologies. Corporations design
and manufacture these technologies, and institutions
and governments regulate their use, establishing vast
zones in which individuals do not have the power
of decision. Media mediate political and financial powers.
Any judgment about the effects of a switch to online
communication must therefore take into account the
relations of individual or local agency and the technological
agency mediating corporate and political powers. To say
this is to say nothing new; there is a considerable amount
of discussion of these issues in media and cultural
studies. If we think of a person as a locus of individual
agency, and if the agency of that person is mediated
online, then we have to consider the person as a person
in whom a range of social powers is at work. This is how
one Greek correspondent, a businesswoman, expressed
her new experience of work during lockdown (personal
email, June 21, 2020): “[it] is not a different depiction
of reality, not even a different, technologically mediated
interaction with reality; it is a different reality altogether,
one which is not bound by the rules we, collectively, had
negotiated and agreed upon or at least consented to.
To exchange one for the other ... is to accept a different
social contract without even been given the opportunity
to understand its implications. From face recognition,

to internet trade, to the abolishment of the physical
workplace, our immediate understanding of our own
life, of our individuality, of our connection to others,
is vanishing - to be substituted with what?”

Questions of spatial distance are thus inseparable
from questions of agency and power. Everything that
exists is in relations - from electrons to people. In stating
knowledge of relations, we map an understanding
of cause and effect and describe where the power lies
to cause something to happen. Being face-to-face with
someone, we recognize a person’s capacity to influence
another person, either directly through physical coercion
or caress, or indirectly through speech, emotional display
or gesture. This capacity is more difficult to recognize
in contact mediated by a technology, since this involves
assessing the influence that the technology itself has
in the field of relations. Behind the technology is the long
and complex history of the workings of powers that have
produced the technology and made it available under
certain conditions. It is striking and often painful that,
for many users of modern digital media, especially for
an older generation for whom these skills are harder
to acquire, it is the technology that determines the
range of options, rather than the will of the person
using the technology.

There is deep ambivalence in people’s responses. Digital
technology empowers people by making communication
possible where otherwise it would be impossible.
Some people, especially children growing up with the
technology, feel this creates opportunity. At the same
time, these technologies introduce into communicative
relationships a large raft of powers to which the people
in communication have to conform, and this disempowers
individual people understood as agents. The emotional
distance, and in many cases alienation, that many people
feel when “in touch” by digital media, is an expression
of this disempowerment. As teachers adapt to teaching
online, who is empowered, who disempowered?

Policies to contain the virus require people to go online
rather than use transport and public buildings or public
spaces in order to work and to meet. Such policies have
narrowed the range of choice of communication, requiring
people to adopt a restricted range of technologies
and, effectively to use those technologies to conform
to practices imposed by police powers or by employers.
Some people have quickly become comfortable with
new conference or teaching technology, others have
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not. To become comfortable, people study and train as
users of the technology, engage in activities different
from the activities which previously defined their
occupational identity. Online conferencing illustrates
a common phenomenon in the spread of IT culture
in general: the technology shapes the time and expertise
that people have. The massive advantages this has for
management and bureaucracy, bringing diverse activities
under a common description, and hence common
possibilities for planning and assessment, is all too clear
in universities. There is a massive transfer of time, effort
and commitment to mastering IT technologies rather than
using competencies for activities not so easily planned
and assessed. The same process is evident at the level
of national governance, in health services, and so on.

CONCLUSION: THE RECREATION OF RELATIONS

All this would seem to confirm the characterization
of modernity presented, for example, by the philosopher
Heidegger: the contemporary age has an instrumental
understanding of Being - all actions and judgments are
subsumed by the value of technical efficiency.® Observers
more sensitive to politics than Heidegger would add
that this very much serves the interests of capital and
authoritarian government. The capacity to transfer
relationships online and recreate relationships in terms
of instrumental understanding, is powerful indeed.

The recreating of relationships, this commentary
argues, involves narrowing the range of responsiveness.
With a person physically present, all the bodily senses are
at work. Movement, even if slight, gives the person three
dimensions, and there are much greater possibilities
for flexibility, subtlety and articulacy in communication
because of the involvement of the whole body. Noise
introduced by the technology is absent. (By noise, |
mean sound or other data which are not part of the
communicative act.) It is a large question as to whether
there is a lessening of emotional concern online,
a tendency towards affectively relating to people as
technologically constructed objects rather than subjects.
This links with what | am saying regarding the gaze, the
constitution of identity and power relations through
visual presentation, the look that each person presents
to others, and the relationship of each performance
artist with their audience. Here again, there is a great
deal of literature, much informed by ethnic and gender
identity issues. | suggest that perception in two- rather

than three-dimensional terms is not only visually
different but evaluatively different. In the moral sphere,
to recognize three-dimensionality is to recognize
complexity, to attribute to the subject of the gaze (“the
other”), arichness that a two-dimensional representation
does not have. The novel is a paradigm of the three-
dimensional form of representation, the advertisement
a paradigm of the two-dimensional form. Online
relations appear to encourage familiarity with and
acceptance of two-dimensional moral relations. This
is reduced to parody in recording “like” or “dislike”
using the up-turned or down-turned line of the mouth,
the two-dimensions that the machine recognizes,
emotions reducible to digital relations, on or off, black
or white, them or us.

The opposite condition to this technological distancing
is the state of literally being “in touch”, that is, touching.
Touching is the human relationship in which the life-
worlds of individuals most materially flow together and
each person has the status of a multi-dimensional subject.
For this reason, we have large experience and training
in learning when to touch and when not to touch. | would
add that touching, whether active or passive touching,
involves movement, and that the sense or touch is always
informed by bodily senses and by the kinaesthetic sense.®
At an online conference, these senses are narrowed
down to mild physical discomfort sitting before a screen
on which people in awkward poses speak in a mainly
monological manner. Of course, with practice, the online
experience may improve. However, if forced to go online,
| have to learn to shift my freely chosen way of life and
to restrict my mobility.

Physical presence matters not just because it is a habit,
but for what we may call existential as well as for moral
and political reasons. Lem provided an analogy which
helps us to understand this. Discussing the difference
between an authentic and a forged painting when only
an expert can tell the difference (and indeed when even
experts may have different opinions), he wrote: “[The
forgery] is empirically indistinguishable from the original,
but is not the original, as it has a different history”.?
Analogously, the difference between reality and virtual
reality, or between physical presence and contact at
a distance, is that these states have different histories;
they occupy different positions in the stories with which
we give meaning to ourselves and the world. Removing
the possibility of physical closeness removes the stories,
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with all their meaning, that we might want to tell about
being significant subjects in meaningful relations. We
have to learn to tell new stories - stories imposed on us
and, as such, carrying a different meaning. This is a very
significant argument. Reality and virtual reality differ for
us because they bear a different meaning given by their
different histories. An online course of education does
not have the same history as a course with teacher
and student physically present with each other. Online
medical advice is part of a story that differs from
“hands-on” contact.

| am tempted to use the language of “loss of soul”
in relation to the shift to online practices. This is risky,
because the language of soul is open to considerable
vagueness and misunderstanding. If | turn to this
language, | borrow from what | understand of the
world of black slaves in the formation of African-
American culture, the culture which spread the
reference to soul in modern secular English. Slave
culture used the word “soul” to refer to the individual
quality of a person, imagined in ideal terms, the quality
that is not and cannot be the property of another
person. The soul, understood in this way, can be
killed or destroyed, or possessed by an alien spirit,
but it cannot be bought or sold. If people “sell their
soul”, the soul is lost. By analogy, if something is said
to have soul, it is said to have value that cannot be
exchanged for something else (especially money). Thus
used, reference to soul does not refer to an “I” but
to a condition of being in relationship to value. To
be “soul-less” is to be in a place or time where no
such value is possible or imaginable. This language,
| want to make explicit, does not argue for the soul
as a metaphysical or transcendent entity but refers
to a culturally embedded conception that certain kinds
of human relations, existing in particular social times
and places, cannot be exchanged. Such conceptions are
individually and collectively central to many people’s
sense of purpose and identity.

IT technologies narrow down the scope of soul as
a viable category of self-understanding. Large social
institutions, especially corporations and governments,
have an interest in narrowing the scope of soul,
because it is by definition outside of ownership and
regulation. Thus, the fear is that policies of lockdown
hurt the soul. Face-to-face encounter has the potential
to restore the scope of the language of the soul.

It is the thrust of this essay that technologies change
ways of life and forms of being human. The transformation
of media technologies was well underway before the
Covid-19 pandemic, but the virus very much speeded it up.
The rate of change has been central to the way people
have reacted. The sudden spread of the new technologies
in conditions of isolation has forced even conservative
users of technology to question any conventional
separation between natural and technologically mediated
activity. Policies imposed in response to the virus have
accelerated a pattern of change, rather than imposed
anything new, bringing more people, more quickly, under
new regimes of management and governance, making
everybody, and not just those already fully engaged
with online relations, face the relativity of the natural/
technological distinction.

The sudden switch to online relations has dislocated
many people’s everyday ways of sustaining relations and
meaning. There has been damage to feelings of self-
agency and identity that heretofore depended on direct
contact with other people. In these circumstances the
resulting change in attribution of agency, or causal
power, has varied hugely with individual, social, economic
and political context. Nevertheless, it is surely right
to say that the pandemic very rapidly led governments
to enhance the agency of the technology, and through
the technology enhance the agency of those social
institutions which can use the technology for their
own ends. These institutions are, firstly, governments
themselves, secondly, the corporations that design and
supply the technologies, and thirdly the institutions like
universities or health services that use the technologies
to take greater control of the lives of the people they
employ and, in principle, serve.

The internet is a technology for creating relations “out
there”, in space, or hyperspace, though this too is a social
space. People who live on the internet live differently from
people who do not; literally, their identity is different. If,
because of the virus, or because of the attractiveness
of new powers of technologically-mediated governance,
we are all forced online for everything, then the identity
of being a person changes. Life has a different history
and a different meaning.
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To Say or Not to Say:
Medical and Social Project

Meaunko-coumnanbHbin NpoeKkT «CKa3aTb He MOry MO4YaTb»
do0i:10.17650/2712-7672-2020-1-2-72-76

Liana N. Abramova, Ekaterina V. Shakhova JInana H. A6pamoBa, EkaTepuHa B. LLlaxoBa
Mental-health clinic No. 1 named after N.A. Alexeev, lMcuxuampuyveckas kauHu4eckas 6oasHuya No 1
Moscow, Russia um. H.A. Anekceesa, Mockea, Poccus

ABSTRACT

Mental health and psychological education activities are being carried out in Moscow (the Russian Federation), along
with measures aimed at prevention of social stigma in mental health care. The medical, social and educational project
To Say or Not to Say has been developed by a group of experts from the Mental-health clinic No. 1 named after N.A.
Alexeev, for Moscow residents. The title chosen for the project urges participants to make a choice: continue living with
their problems or take a step towards solving them. A new educational activity format has been created and tested
in the course of the project, and this format provides an opportunity to largely overcome the stigmatizing barriers
that prevent people from seeking psychological and psychiatric help in Moscow. Sixteen events involving over 7,000
citizens have been held, and the psychiatrists engaged in the project have spent 2,280 man-hours in this volunteering
activity. We believe that this educational activity could help to overcome social stigma in psychiatry, further research
is needed to measure the effect of our educational project on social stigma associated with mental health.

AHHOTALNA

B MockBe (Poccuiickas Pegepaums) Befetcd paboTa B 061aCTV NCUXONPOPUNAKTUKIA 1 MCUXOMPOCBELLEH S, a Takxke
MPOXOAAT MepPOoNpUATUA Mo AecTUrMaTm3auum B ncmxmatpun. Fpynna cneymannctos FBY3 «lMcnxumaTtpuyeckas
KnnHnYeckas 6onbHMLa NeT M. H.A. AnekceeBa 13M» ans peanvsaunm B ropoje paspaboTana npocBeTUTeNbCKUIA
MeANKO-coLManbHbIn NpoekT «CkasaTb He MOory Mo4aTb». CMbICA 3TOFO C1I0BOCOYETaHNS-aMGUOOANIN COCTOUT B TOM,
rAae nocTaBMTb 3aMNATyH0, OHO MOBYXAAeT YY4aCTHMKOB CAenaTb CBOWM BbIOGOP — MPOAOIKATh XNTb C MPobaeMoin nim
LarHyTb HaBCTPeYy K ee peLLeHunto. B xoze npoekTa pa3paboTaH 1 onpoboBaH HOBbIM GopMaT MPOCBETUTENbCKUX
MepOonNpUSATUIA, NO3BONAIOLLNI B 3HaUYUTENBHONM Mepe NpeooneTb CTUrMaTu3npyoLLe bapbepbl nepes obpallyeHmem
3a MCUXONIOrO-MNCUXMATPUYECKO MOMOLLbIO K CheluanncTaM y HaceneHns Ha npruMepe ropoga Mockeel. [poBeseHo
16 MeponpuATUiA, B KOTOPbIX MPUHAAN yyacTue 6onee 7000 ropoxaH, 2280 YenoBeko-4acoB 6bII0 3aTpayeHo
cneypmanncTammn-ncMxmaTpaMuy Ha BOIOHTePCKOM ocHoBe. Mbl mpegnoniaraem, YTo onMcaHHas NCUXonpoCcBeTUTeNbCKas
paboTta MOXeT MOMOYb AecTuramatiaumm nNcuxmaTpun. BansHve Halero nNcnMxomnpocBeTUTENbCKOro MpoekTa
Ha npeoAoneHne CTUrMbl MCUXUYECKMX PACCTPOCTB HEOOXOAMMO OLIeHUTb B paMKax UCC1e0BaTeNbCKOro MpoeKTa.

Keywords: education, stigma, prevention of social stigma, mental disorder, psychiatry

Kniouessblie cnosa: npoceeweHue, cmuema, 0ecmuemamu3aquﬂ, ncuxu4eckoe paccmpo&cmeo, ncuxuampus

Tolerance, declared to be a civil society standard in the  imperative. This is a widely accepted fact. Generally, the term
Declaration of Principles on Tolerance at the UNESCO  tolerance means tolerance of any other view of the world,
General Conference on 16 November 1955, has since lifestyle, behaviour and customs. Furthermore, itisimportant
attained even higher status and is now seen as a moral  to understand that tolerance is not equal to indifference.
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People with mental and behavioural disorders often
experience social stigma. According to the World
Health Organization, breach of freedoms and limitation
of civil, political, economic, social and cultural rights
for people with mental disorders are typical of many
countries and take place both inside and outside
healthcare facilities.

Social stigma is distressing not only for patients but
also their families. Mental illness in a family member
often causes alienation from other family members,
which is why families may attempt to hide this fact,
thus creating barriers between the person who is sick
and access to modern professional medical assistance.
People who need psychiatric care do not seek doctors'
assistance promptly due to psychological patterns and
social stereotypes. This causes further emotional stress
in addition to that caused by the mental illness itself,
which makes individuals feel different from other
people, and worsens social adaptation by preventing
sufferers from living a normal social life. It also makes
them feel guilty. Such people often experience a sense
of social stigma that is directed towards themselves,
with different reactions to the disease being internalized.

A more tolerant attitude towards people with mental
disorders may be created, firstly, by means of prevention
of social stigma - by various actions aimed at gradually
easing off stigmatizing perceptions of a sick person.
Itis therefore important to inform people about any social
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prejudice and help society understand the psychological
nature of people and the risk factors that may cause
mental diseases.

The Department of Health, Department of Labour
and Social Protection, and the Ministry of Civil Defence,
Emergencies and Disaster Relief of the Russian
Federation are now working in Moscow (Russia) on
prevention of mental and behavioural disorders, and
development of a behavioural health system. The Moscow
Psychological Counselling Service has been created
with a 24/7 psychological support hotline. The centre
for emergency psychological assistance of the Russian
EMERCOM renders psychological assistance to people
who have suffered in emergency situations and to people
who have found themselves in complicated conditions.
Moscow's psychiatric service organizes different events,
conferences and forumes, including those on prevention
and public education.

Taking into account the need for real progress
in mental health and psychological education, and
measures to prevent social stigma in psychiatry, the
group of experts of the Mental-health clinic No. 1 named
after N.A. Alexeev, led by Chief Psychiatrist of the city
of Moscow, Professor George P. Kostyuk, has developed
the educational, medical and social project To Say or Not
to Say, for the city. This phrase urges participants to make
a choice: continue living with their problems or take
a step towards solving them.

-

Moscow's Chief Psychiatrist, Prof. George P. Kostyuk (on the left), and President of the Interregional Non-Governmental Organization
of the Psychiatrists’ Club, Arkadij L. Shmilovich (on the right), at the event related to the To Say or Not to Say project, in Zurab
Tsereteli's gallery (22 November 2018). Photo by Aleksandr lu. Shchapin.
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Group psychological training, part of the To Say or Not to Say
project in Zurab Tsereteli's gallery (22 November 2018). Photo
by Aleksandr lu. Shchapin.

Considering aspects of such a complicated subject
as stigmatization of patients with mental disorders
in society, the team has made the project modern and
unique. Itis far removed from classical ideas of psychiatry,
mental disorders and defects in people’s mental health.
The event is for the general public: young people and
students, middle-aged and elderly people, families with

Individual counselling, part of the To Say or Not to Say project
in Zurab Tsereteli’'s gallery (22 November 2018). Photo by
Aleksandr lu. Shchapin.

Individual counselling, part of the To Say or Not to Say
project in Dom na Brestskoy (13 October 2018). Photo
by Aleksandr lu. Shchapin.

children, family members and close friends of people
with mental disabilities.

The idea of “open psychiatry” was used as
a foundation for the project's communication strategy,
as society generally sees psychiatry as a closed, rather
negative medical domain with lots of myths. To
disprove these notions, it was decided to go beyond
social stereotypes. Creation of a sustainable system
of efficient dialogue between healthcare professionals
and people outside hospitals became an organizational
component of the strategy.

As the To Say or Not to Say project is particularly complex,
each meeting lasts for five-six hours. The programme
includes medical and therapeutic interventions
(psychological and psychiatric consultancy support;
psychodiagnostics and testing; art therapy workshops),
information and education (science education lectures on
psychiatry, online educational webinars, etc.), and creative
components (musical, poetic and theatrical sketches
performed by inclusive teams, and exhibitions of work
created by artists who have experience of psychiatric
disorders etc.).

A unique feature of the project is its informal
and trusting atmosphere, which helps participants
understand that they are not alone in their need for such
assistance, support, relief and removal of barriers. The
core of each campaign (and a key part of the project)
is a lecture about mental health, which is, at the same
time, the subject of the meeting. The meeting programme
was devised to ensure that each participant can take
part in most of the activities, depending on his or her

interests. Voluntary consultants, workshop speakers
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Workshop by renowned caricaturist, artist, essayist and former psychiatrist Andrei Biljo. To Say or Not to Say project's
event in the Blagosfera, community center and creative spase (27 January 2019). Photo by Aleksandr lu. Shchapin.

Workshop by Russian artist and sculptor Zurab Tsereteli, part of the To Say or Not to Say project in Zurab Tsereteli's
gallery (22 November 2018). Photo by Aleksandr lu. Shchapin.

and lecturers include employees of all specialized health
clinics providing psychiatric assistance: psychiatrists,
psychotherapists, clinical psychologists, social work
specialists and administrative staff.

The project has been functioning since 2018; offline
educational campaigns (not internet-based) are held
for Muscovites on a monthly basis, on a weekend day,
in public and cultural zones of Moscow, during which
participants can access the full range of expertise
offered by Moscow's psychiatric service. In total,
there were nine campaigns within the project for
in 2019. The total
number of project participants during this two-year
period was 7,000.

Most of the participants during all periods of the

Muscovites in 2018 and seven

project were young people aged 19-25, i.e., people
whom the team primarily focused on. The event
was also popular among participants from other age

groups, which, of course, proves its universal nature.

It is interesting that the largest number of attendants
of all ages was in October and November 2018-2019.
During these months, the project was implemented as
a large-scale, city-wide campaign, and it coincided with
both World Mental Health Day and Psychology Day. This
has also contributed to its popularization and the active
involvement of new participants.

Community organizations, mass media and social
activists also joined the project.

By providing Muscovites with a positive experience
of complex educational psychological work, the project
has demonstrated its social significance and efficiency,
covering a vulnerable social group - people with mental
disorders and borderline states who feel psychologically
uncomfortable and require consultations but are not yet
ready to seek psychological and psychiatric assistance
in healthcare institutions.
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The following tasks have been carried out as part

of the work performed:
1. The public’s attention has been drawn to the need
for discussion of people’s mental health, considering
the continual changes associated with the pace of life
in modern societies and the appearance of new
stress factors;
2. Atrust-based dialogue platform has been created,
especially for young people, addressing the matter
of mental health, and measures have been put
in place to overcome the barrier between users
of psychological and psychiatric assistance and the
specialists who provide such assistance;
3. A trust-based attitude to psychotherapists,
psychiatrists and psychologists has been formed by
providing regular, specialized advisory assistance
and a mutual search for solutions and ways to solve
problems;
4. Understanding of the lives of people who have
experienced psychiatric problems has been
expanded by demonstrating their creative abilities;
5. Different media have been incorporated into the
project (to varying degrees), with a focus on creation
and elaboration of a modern language for the media
environment in this area and a respectful attitude
towards psychiatry.

The project is currently active, and due to the COVID-19
pandemic, the main psychological and educational efforts
are being implemented online.
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