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DEAR COLLEAGUES,

Ζ�ZDUPO\�ZHOFRPH�\RX�WR�UHDG�WKH�ȴUVW�LVVXH�RI�WKH�&RQVRUWLXP�3V\FKLDWULFXP�
journal of 2021. 

We start the year with an editorial article by Professor Norman Sartorius 
on the future of psychiatry, which focuses on areas for mental health care 
improvement. Special articles relating to the organization of community 
mental care have been written by authors from Finland, Norway and 
Australia. Three research articles have been written by Russian authors and 
FRYHU�GL΍HUHQW�ȴHOGV�RI�UHVHDUFK��7KH�SUREOHP�RI�VXLFLGH�GXULQJ�WKH�&29Ζ'����
pandemic is explored by scientists from St. Petersburg. Basic research 
UHJDUGLQJ� WKH� LPPXQRORJLFDO� SURȴOHV� RI� SDWLHQWV�� ZLWK� GL΍HUHQW� FRXUVH�
of schizophrenia, covers the promising area of psychoneuroimmunology. 
7KH� ȴQGLQJV� RI� VFLHQWLVWV� PD\� DGG� WR� RXU� NQRZOHGJH� RI� WKH� ELRORJLFDO�
XQGHUSLQQLQJV�RI�WKH�GL΍HUHQW�FOLQLFDO�FRXUVHV�RI�SDUDQRLG�VFKL]RSKUHQLD��
Another research article focuses on the clinical topic and creatively explores 
the phenomenon of gelotophobia (the fear of being laughed at) among 
patients with schizophrenia and a high risk of psychosis. The emotional 
response among patients with severe mental disorders is studied, using an 
aspect of the mental state, such as humour perception, which is unusual 
for clinicians but may potentially be considered in future clinical practice.    

In 2021 we plan to publish three thematic issues of the journal. The 
second issue in 2021 will be dedicated to the ICD-11 mental, behavioural 
or neurodevelopmental disorders. The third issue will cover the topic of the 
ȴUVW�HSLVRGH�SV\FKRVLV�DQG�LWV�FOLQLFDO��UHVHDUFK�DQG�SXEOLF�KHDOWK�DVSHFWV��
The fourth issue is intended to focus on neurocognitive disorders. You are 
very welcome to send papers for our thematic issues, as well as articles on 
the topic of your choice.
 

MESSAGE FROM THE EDITOR

George P. Kostyuk,  
Editor-in-Chief, Consortium Psychiatricum
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The Future of Psychiatry
ˑ̃˴̃̉˵˵�˿́˸̅˸˰̂̀˸˸�

ABSTRACT
6LQFH�WKH�6HFRQG�:RUOG�:DU�PHQWDO�KHDOWK�SURJUDPPHV�DQG�SV\FKLDWU\�KDYH�PDGH�VLJQLȴFDQW�DGYDQFHV��&RXQWULHV��
as well as the United Nations, have recognized the magnitude and severity of mental health problems, and numerous 
national programmes have been launched to deal with them. Technology relating to the treatment of mental disorders 
KDV�DGYDQFHG�DQG�VLJQLȴFDQW�SURJUHVV�KDV�EHHQ�PDGH�LQ�WHUPV�RI�NQRZOHGJH�UHJDUGLQJ�WKH�IXQFWLRQLQJ�RI�WKH�EUDLQ��
The awareness of the need to protect the human rights of those with mental illness has increased. National and 
regional programmes against stigma and the consequent discrimination of those with mental illness, have been 
launched in many countries. Associations bringing together those who have experienced mental illness and their 
relatives, have come into existence in many countries. 

While these are great steps forward, more work is necessary to complete these advances. In low- and middle-
income countries, the vast majority of people with mental disorders do not receive adequate treatment. Even in highly 
industrialized countries, a third of people with severe forms of mental illness are not receiving the appropriate 
therapy. Laws concerning mental health are outdated in many countries. The protection of the human rights of the 
mentally ill is incomplete and imperfect. The emphasis on economic gain and the digitalization of medicine in recent 
years has not helped. On occasions, this has even slowed down the development of mental health services, and the 
provision of mental healthcare. Thus, psychiatry must still deal with the challenges of the past century, while facing 
new demands and tasks. 

Among the new tasks for psychiatry are undoubtedly reforms which will allow (i) the provision of appropriate care 
of people with comorbid mental and physical disorders, (ii) the application of interventions leading to the primary 
prevention of mental and neurological disorders, and (iii) a radical reform of the education of psychiatrists and other 
PHQWDO�KHDOWK�ZRUNHUV��GHDOLQJ�ZLWK�PHQWDO�LOOQHVV��&ROODERUDWLRQ�ZLWK�RWKHU�VWDNHKROGHUV�LQ�WKH�ȴHOG�RI�PHQWDO�KHDOWK�
and medicine, will be of crucial importance in relation to all these tasks. 

ƪƷƷƸƼƪǀƲǉ
ƹǘǛǕǏ� ƬǜǘǚǘǓ� ǖǒǚǘǌǘǓ� ǌǘǓǗǥ� ǙǚǘǍǚǊǖǖǥ� Ǚǘ� ǘǟǚǊǗǏ� ǙǛǒǟǒǡǏǛǔǘǍǘ� ǑǎǘǚǘǌǦǩ� ǒ� ǙǛǒǟǒǊǜǚǒǩ� ǎǘǛǜǒǍǕǒ�
ǑǗǊǡǒǜǏǕǦǗǘǍǘ� ǝǛǙǏǟǊ�� ƭǘǛǝǎǊǚǛǜǌǊ�� Ǌ� ǜǊǔǐǏ� ƸǚǍǊǗǒǑǊǠǒǩ� ƸǋǤǏǎǒǗǪǗǗǥǟ� ƷǊǠǒǓ� ǙǚǒǑǗǊǕǒ� ǖǊǛǢǜǊǋ�
ǒ� ǛǏǚǦǪǑǗǘǛǜǦ�ǙǚǘǋǕǏǖ�ǙǛǒǟǒǡǏǛǔǘǍǘ� ǑǎǘǚǘǌǦǩ��ǡǜǘ�ǙǘǌǕǏǔǕǘ� ǑǊ� ǛǘǋǘǓ� ǑǊǙǝǛǔ�ǖǗǘǐǏǛǜǌǊ�ǗǊǠǒǘǗǊǕǦǗǥǟ�
ǙǚǘǍǚǊǖǖ�� ǗǊǙǚǊǌǕǏǗǗǥǟ� ǗǊ� ǚǏǢǏǗǒǏ� ǧǜǒǟ� ǙǚǘǋǕǏǖ�� ƹǚǘǎǌǒǗǝǕǒǛǦ� ǜǏǟǗǘǕǘǍǒǒ� ǕǏǡǏǗǒǩ� ǙǛǒǟǒǡǏǛǔǒǟ�
ǚǊǛǛǜǚǘǓǛǜǌ�� ǑǗǊǡǒǜǏǕǦǗǥǓ� ǙǚǘǍǚǏǛǛ� ǋǥǕ� ǎǘǛǜǒǍǗǝǜ� ǌ� ǙǘǗǒǖǊǗǒǒ� ǞǝǗǔǠǒǘǗǒǚǘǌǊǗǒǩ� ǍǘǕǘǌǗǘǍǘ� ǖǘǑǍǊ��
ƬǘǑǚǘǛǕǘ�ǘǛǘǑǗǊǗǒǏ�ǗǏǘǋǟǘǎǒǖǘǛǜǒ�ǑǊǣǒǜǥ�ǙǚǊǌ�ǕǨǎǏǓ�Ǜ�ǙǛǒǟǒǡǏǛǔǒǖǒ�ǑǊǋǘǕǏǌǊǗǒǩǖǒ��Ƭǘ�ǖǗǘǍǒǟ�ǛǜǚǊǗǊǟ�
ǋǥǕǒ�ǑǊǙǝǣǏǗǥ�ǗǊǠǒǘǗǊǕǦǗǥǏ�ǒ�ǚǏǍǒǘǗǊǕǦǗǥǏ�ǙǚǘǍǚǊǖǖǥ�Ǚǘ�ǋǘǚǦǋǏ�Ǜǘ�ǛǜǒǍǖǊǜǒǑǊǠǒǏǓ�ǒ��ǛǘǘǜǌǏǜǛǜǌǏǗǗǘ��
ǎǒǛǔǚǒǖǒǗǊǠǒǏǓ� ǕǨǎǏǓ� Ǜ� ǙǛǒǟǒǡǏǛǔǒǖǒ� ǑǊǋǘǕǏǌǊǗǒǩǖǒ�� ǙǘǩǌǒǕǒǛǦ� ǊǛǛǘǠǒǊǠǒǒ�� ǘǋǤǏǎǒǗǩǨǣǒǏ� ǕǨǎǏǓ�
Ǜ�ǙǛǒǟǒǡǏǛǔǒǖǒ�ǚǊǛǛǜǚǘǓǛǜǌǊǖǒ�ǒ�ǒǟ�ǚǘǎǛǜǌǏǗǗǒǔǘǌ��
ƷǏǛǖǘǜǚǩ� ǗǊ� ǎǘǛǜǒǍǗǝǜǥǓ� ǙǚǘǍǚǏǛǛ�� ǗǏǘǋǟǘǎǒǖǥ� ǎǊǕǦǗǏǓǢǒǏ� ǎǏǓǛǜǌǒǩ�� ƱǗǊǡǒǜǏǕǦǗǊǩ� ǡǊǛǜǦ� ǕǨǎǏǓ�

Ǜ�ǙǛǒǟǒǡǏǛǔǒǖǒ�ǑǊǋǘǕǏǌǊǗǒǩǖǒ�ǌ�ǛǜǚǊǗǊǟ�Ǜ�ǗǒǑǔǒǖ�ǒ�ǛǚǏǎǗǒǖ�ǝǚǘǌǗǏǖ�ǎǘǟǘǎǘǌ�ǗǏ�ǙǘǕǝǡǊǏǜ�ǎǘǕǐǗǘǍǘ�ǕǏǡǏǗǒǩ��
ƮǊǐǏ�ǌ�ǙǚǘǖǥǢǕǏǗǗǘ�ǚǊǑǌǒǜǥǟ�ǚǏǍǒǘǗǊǟ�ǎǘ�����ǋǘǕǦǗǥǟ�ǜǩǐǪǕǥǖǒ�ǞǘǚǖǊǖǒ�ǙǛǒǟǒǡǏǛǔǒǟ�ǑǊǋǘǕǏǌǊǗǒǓ�ǕǒǢǏǗǥ�
ǗǊǎǕǏǐǊǣǏǓ�Ǚǘǖǘǣǒ��ƱǊǔǘǗǥ�ǌ�ǘǋǕǊǛǜǒ�ǙǛǒǟǒǡǏǛǔǘǍǘ�ǑǎǘǚǘǌǦǩ�ǝǛǜǊǚǏǕǒ�ǌǘ�ǖǗǘǍǒǟ�ǛǜǚǊǗǊǟ��Ǌ�ǑǊǣǒǜǊ�ǙǚǊǌ�

Norman Sartorius ˝˾̀˼˰˽�ˡ˰̀̂˾̀˸̃́�

Association for the Improvement of Mental Health 

Programmes (AMH), Geneva, Switzerland 

ƪǛǛǘǠǒǊǠǒǩ�Ǚǘ�ǝǕǝǡǢǏǗǒǨ�ǙǚǘǍǚǊǖǖ�ǌ�ǘǋǕǊǛǜǒ�

ǙǛǒǟǒǡǏǛǔǘǍǘ�ǑǎǘǚǘǌǦǩ��ưǏǗǏǌǊ��ǂǌǏǓǠǊǚǒǩ
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ǕǨǎǏǓ�Ǜ�ǙǛǒǟǒǡǏǛǔǒǖǒ�ǑǊǋǘǕǏǌǊǗǒǩǖǒ�Ȅ�ǗǏǛǘǌǏǚǢǏǗǗǊ�ǒ�ǗǏǎǘǛǜǊǜǘǡǗǊ��ƪǔǜǝǊǕǦǗǥǏ�ǌ�ǙǘǛǕǏǎǗǒǏ�Ǎǘǎǥ�ǊǔǠǏǗǜ�
ǗǊ�ǧǔǘǗǘǖǒǡǏǛǔǝǨ�ǠǏǕǏǛǘǘǋǚǊǑǗǘǛǜǦ�ǖǏǎǒǠǒǗǛǔǘǓ�Ǚǘǖǘǣǒ�ǒ�ǠǒǞǚǘǌǒǑǊǠǒǩ�ǖǏǎǒǠǒǗǥ�ǗǏ�ǝǕǝǡǢǒǕǒ�ǛǒǜǝǊǠǒǨ��
Ƭ�ǗǏǔǘǜǘǚǥǟ� ǛǕǝǡǊǩǟ� ǧǜǘ� ǎǊǐǏ� ǑǊǖǏǎǕǒǕǘ�ǚǊǑǌǒǜǒǏ�ǙǛǒǟǒǊǜǚǒǡǏǛǔǒǟ� ǛǕǝǐǋ�ǒ� ǘǔǊǑǊǗǒǏ�Ǚǘǖǘǣǒ�ǌ� ǛǞǏǚǏ�
ǙǛǒǟǒǡǏǛǔǘǍǘ�ǑǎǘǚǘǌǦǩ��ƼǊǔǒǖ�ǘǋǚǊǑǘǖ��ǙǛǒǟǒǊǜǚǒǩ�ǌǥǗǝǐǎǏǗǊ�ǛǙǚǊǌǕǩǜǦǛǩ�Ǜǘ�ǛǕǘǐǗǘǛǜǩǖǒ��ǌǘǑǗǒǔǢǒǖǒ�
ǌ�ǙǚǘǢǕǘǖ�ǌǏǔǏ��ǒ�Ǚǚǒ�ǧǜǘǖ�ǛǘǘǜǌǏǜǛǜǌǘǌǊǜǦ�Ǘǘǌǥǖ�ǜǚǏǋǘǌǊǗǒǩǖ�ǒ�ǑǊǎǊǡǊǖ��
ƴ�ǛǘǌǚǏǖǏǗǗǥǖ�ǑǊǎǊǡǊǖ��Ǜǜǘǩǣǒǖ�ǙǏǚǏǎ�ǙǛǒǟǒǊǜǚǒǏǓ��ǗǏǛǘǖǗǏǗǗǘ��ǘǜǗǘǛǩǜǛǩ�ǚǏǞǘǚǖǥ��ǔǘǜǘǚǥǏ�ǙǘǑǌǘǕǩǜ�

ǘǔǊǑǥǌǊǜǦ��L��ǗǏǘǋǟǘǎǒǖǝǨ�ǙǘǖǘǣǦ�ǕǨǎǩǖ�Ǜ�ǔǘǖǘǚǋǒǎǗǥǖǒ�ǙǛǒǟǒǡǏǛǔǒǖǒ�ǒ�ǞǒǑǒǡǏǛǔǒǖǒ�ǑǊǋǘǕǏǌǊǗǒǩǖǒ�� 
�LL��ǙǚǒǖǏǗǩǜǦ�ǖǏǜǘǎǥ�Ǚǘ�ǘǋǏǛǙǏǡǏǗǒǨ�ǙǏǚǌǒǡǗǘǓ�ǙǚǘǞǒǕǊǔǜǒǔǒ�ǙǛǒǟǒǡǏǛǔǒǟ�ǒ�ǗǏǌǚǘǕǘǍǒǡǏǛǔǒǟ�ǑǊǋǘǕǏǌǊǗǒǓ��
�LLL��ǙǚǘǌǏǛǜǒ�ǚǊǎǒǔǊǕǦǗǝǨ�ǚǏǞǘǚǖǝ�ǌ�ǘǋǚǊǑǘǌǊǗǒǒ�ǙǛǒǟǒǊǜǚǘǌ�ǒ�ǎǚǝǍǒǟ�ǛǙǏǠǒǊǕǒǛǜǘǌ�ǌ�ǘǋǕǊǛǜǒ�ǙǛǒǟǒǡǏǛǔǘǍǘ�
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ǛǜǘǚǘǗǊǖǒ�ǌ�ǘǋǕǊǛǜǒ�ǙǛǒǟǒǡǏǛǔǘǍǘ�ǑǎǘǚǘǌǦǩ�ǒ�ǖǏǎǒǠǒǗǥ�

Keywords: IXWXUHbSV\FKLDWU\��SV\FKLDWULF�HGXFDWLRQ��SUHYHQWLRQ�RI�PHQWDO�LOOQHVV��SURPRWLRQ�RI�PHQWDO�KHDOWK��PHQWDO�
KHDOWK��SDUDGLJPV�RI�SV\FKLDWU\
ƴǕǨǡǏǌǥǏ�ǛǕǘǌǊ��ǋǝǎǝǣǏǏ�ǙǛǒǟǒǊǜǚǒǒ��ǙǛǒǟǒǊǜǚǒǡǏǛǔǘǏ�ǘǋǚǊǑǘǌǊǗǒǏ��ǙǚǘǞǒǕǊǔǜǒǔǊ�ǙǛǒǟǒǡǏǛǔǒǟ�
ǑǊǋǘǕǏǌǊǗǒǓ��ǝǔǚǏǙǕǏǗǒǏ�ǙǛǒǟǒǡǏǛǔǘǍǘ�ǑǎǘǚǘǌǦǩ��ǙǛǒǟǒǡǏǛǔǘǏ�ǑǎǘǚǘǌǦǏ��ǙǊǚǊǎǒǍǖǥ�ǙǛǒǟǒǊǜǚǒǒ

It is possible that the future of psychiatry will be 
bright, not least because psychiatry has won several 
battles that it has fought since the middle of the last 
FHQWXU\�� 7KH� ȴUVW� DQG� SRVVLEO\� WKH� PRVW� LPSRUWDQW�
of these battles, was the recognition – by the medical 
community, society and governments – that mental 
health matters, and that it is necessary to invest time 
and money into reducing the burden that mental 
disorders place on society. and help those who are 
VX΍HULQJ�IURP�PHQWDO�GLVRUGHUV� �DV�ZHOO�DV�WKRVH�ZKR�
care for them). A number of countries have adopted 
national mental health programmes, and the United 
1DWLRQV�KDV�LQFOXGHG�WKH�ȴJKW�IRU�EHWWHU�PHQWDO�KHDOWK�
among its sustainable development goals.1 

Another battle, fought over an even longer period, 
was the development and application of methods 
of treatment and rehabilitation, leading to the recovery 
DQG� LQFOXVLRQ� RI� WKRVH� ZKR� KDYH� VX΍HUHG� IURP�
a mental illness by their ccommunity. In this respect 
also major advances have been made, and it is fair 
to say that the success of the treatment of mental 
disorders, is equal or better than the success of the 
treatment of other noncommunicable diseases.

The importance of reducing the stigma of mental 
LOOQHVV� Ȃ� VWLJPD� EHLQJ� D� PDMRU� REVWDFOH� WR� DOO� H΍RUWV�
LQ�WKH�ȴHOG�RI�PHQWDO�KHDOWK� ��KDV�DOVR�EHHQ�UHFRJQL]HG��
and anti-stigma programmes have been introduced 
in several European countries – including Denmark, the 
Netherlands and the United Kingdom – and elsewhere, 
e.g., in Australia, New Zealand and Canada.2 

The decades since the Second World War have also 
VHHQ�D�VLJQLȴFDQW�LQFUHDVH�LQ�WKH�QXPEHU�RI�SV\FKLDWULVWV�
– from around 50,000 in the 1950s to more than 250,000 
today.3 The numbers of other health workers, dealing 
with mental disorders, have also grown exponentially. 

The list of successes and battles won does not end 
there: science has made major steps forward in its 
H΍RUW�WR�XQGHUVWDQG�WKH�IXQFWLRQLQJ�RI�WKH�EUDLQ��7KH�
fact that the provision of adequate mental healthcare, 
in partnership with general healthcare services and by 
general healthcare workers, can be provided even in very 
poor countries, has been demonstrated in carefully 
designed studies.4,5 The human rights of those with 
mental illness have been recognized in numerous 
international and national statements and binding 
documents.6 Organizations bringing together people 
who experienced mental illness, their family members 
and others willing to help people with mental illness lead 
a life worth living, in their community, have come into 
existence in many countries.  

Although we can be proud of these successes, it is also 
clear that the battles mentioned above will continue. While 
the importance of helping people with mental illness and 
their families has been recognized in many countries, 
the budgetary allocations for mental health programmes 
remain low. Many of the countries which have agreed 
WR�SXUVXH�VXVWDLQDEOH�GHYHORSPHQW�JRDOV��VX΍HU�IURP�
ȴQDQFLDO�DQG�RWKHU�GLɝFXOWLHV��DQG�WKHLU�H΍RUWV�WR�DFKLHYH�
the goals which they agreed to pursue, have been feeble. 
The human rights of people with mental disorders are not 



5Consortium Psychiatricum   |   2021   |   Volume 2   |   Issue 1   

VXɝFLHQWO\�UHVSHFWHG�RU�SURWHFWHG��DQG�WKH�ODZV�UHOHYDQW�
to mental health care, are outdated in many countries. The 
gains made in terms of improved technology, in relation 
to the treatment of mental disorders, have not yet 
\LHOGHG�WKH�H[SHFWHG�EHQHȴWV��LQ�ORZ��DQG�PLGGOH�LQFRPH�
countries, up to 80% of all individuals with severe forms 
of mental illness, do not receive adequate treatment. 
Even in the industrially-advanced, rich countries, nearly 
one third of people with mental diseases, do not receive 
appropriate treatment.7 The programmes launched 
WR�UHGXFH�VWLJPD�DUH�D�VLJQLȴFDQW�VWHS�IRUZDUG��EXW�WKH\�
are programmes which are separate from the mental 
KHDOWKFDUH�V\VWHP��LW�LV�WR�EH�KRSHG�WKDW�WKH�ȴJKW�DJDLQVW�
stigma will become an essential part of mental health 
VHUYLFH�DFWLYLWLHV��DQG� WKDW� WKLV�ZLOO�EH� UHȵHFWHG� LQ� WKH�
budget of all psychiatric services and institutions. The 
associations, bringing together people with mental 
LOOQHVVHV�DQG�WKHLU�IDPLO\�PHPEHUV��RIWHQ�ODFN�ȴQDQFLDO�
and administrative support and depend on a small 
number of activists, who vary in their capacity to be fully 
engaged which renders these organizations vulnerable 
DQG�D΍HFWV�WKHLU�DELOLW\�WR�IXOȴO�WKHLU�JRDOV�

It is also important to recognize that these developments 
DUH�WDNLQJ�SODFH�LQ�D�ZRUOG�FXUUHQWO\�LQȵXHQFHG�E\�VHYHUDO�
major trends, directly relevant to the development 
of healthcare, in general and psychiatry, in particular. 
7KH�ȴUVW�RI� WKHVH� LV� ȊFRPPRGLȴFDWLRQȋ� �� WKH� WHQGHQF\�
to consider all activities and all developments in economic 
terms, as if they were forms of handling commodities, 
such as sugar, cotton, coal or timber.8 Thus, a hospital 
will be considered a success if it can work in a manner 
WKDW�ZLOO�UHVXOW�LQ�ȴQDQFLDO�JDLQ��D�SURȴW��WKH�WUHDWPHQW�
of an individual with an illness, will be considered 
a success, if it enables him or her to continue working and 
producing. Conversely the treatment would be a failure 
LI�LW�GRHV�QRW�DFKLHYH�WKLV��UHJDUGOHVV�RI�WKH�H΍HFWV�WKDW�
it might have had in terms of quality of life or extension 
RI�OLIH�H[SHFWDQF\��&RPPRGLȴFDWLRQ�UHVXOWV�LQ�FKDQJHV�
in healthcare priorities and in the manner of providing 
services, and can be particularly detrimental to work 
LQ�WKH�ȴHOGV�RI�SV\FKLDWU\�RU�JHULDWULFV�

Another major development in terms of importance 
for medicine and mental healthcare, is the digitalization 
of medicine and other social and industrial pursuits. While 
R΍HULQJ�YDVW�LPSURYHPHQWV�LQ�PHGLFDO�WHFKQRORJ\�DQG�
diagnostics, and opening the door to telemedicine and 
telepsychiatry, digitalization also impacts the relationship 

between health workers and those who seek help and 
can dehumanize medicine. While an excellent tool, and 
potentially a good servant of medicine, digitalization has 
in many instances been allowed to become its master 
imposing ways of working and communicating that deny 
or eliminate empathy, reduce the sense of belonging and 
weaken humane interaction in the fabric of society. 
:KLOH�WKH�GLJLWDOL]DWLRQ�RI�PHGLFLQH�DQG�FRPPRGLȴFDWLRQ�

PD\�EULQJ�EHQHȴWV�WR�WKH�SUDFWLFH�RI�SV\FKLDWU\�EXW�DOVR�
harm it, there is another trend which might play an 
increasingly important role in the provision of mental 
healthcare: this is the rediscovery of the potential of self-
help techniques and mutual help arrangements. The peer 
support system has been shown to facilitate and improve 
the care of patients with diabetes, as well as those with 
VXEVWDQFH�DEXVH�SUREOHPV��7KH�PHQWDO�KHDOWK�ȴUVW�DLG�
materials, produced in several countries, as well as the 
increasing emphasis on education of the population 
regarding health-promoting lifestyles, are indications 
of the recognition of the importance of self-help 
in medicine, in general and in psychiatry, in particular. 
It is to be hoped that the trend of facilitating self-help 
DQG�PXWXDO�KHOS�ZLOO�FRQWLQXH�WR�JURZ��DQG�WKDW�LW�ZLOO�ȴQG�
support in general and in health education programmes. 

If psychiatry is to be useful to society and to people 
with mental health problems in the future, it will have 
WR� H[SDQG� LWV� ȴHOG� RI� DFWLYLW\� DQG� DGG� QHZ� SXUVXLWV�
to those of providing treatment for people with mental 
illness. It will have to seek a productive alliance with other 
disciplines of medicine, and with other professions, not 
only to improve the provision of care to people with 
FRPRUELG�PHQWDO�DQG�SK\VLFDO�LOOQHVV�EXW�DOVR�WR�EHQHȴW�
from advances of medicine in general.

 Mental health programs will also have to make 
VLJQLȴFDQW�H΍RUWV�WR�HOHYDWH�WKH�SRVLWLRQ�RI�PHQWDO�KHDOWK�
on the scale of values of both individuals and societies. 
Once mental health is high on the scale of values held by 
individuals and society, and people consider it important 
mental health programmes will receive the moral and 
material support necessary to build and maintain 
FRPSUHKHQVLYH�PHQWDO�KHDOWK�SURJUDPPHV��7KH�H΍RUW�
to promote mental health on the scale of values, as well 
DV�RWKHU�WDVNV�LQ�WKH�ȴHOG�RI�PHQWDO�KHDOWK��ZLOO�KDYH�WR�EH�
approached in collaboration with other stakeholders 
LQ�WKH�ȴHOG�RI�PHQWDO�KHDOWK��LQFOXGLQJ��LQ�SDUWLFXODU��WKRVH�
who have experienced mental illness and their carers.  

Another area of emphasis in which the psychiatrists 
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RI�WKH�IXWXUH�ZLOO�QHHG�WR�LQYHVW�WLPH�DQG�H΍RUW��ZLOO�EH�
WKH�VLJQLȴFDQW�H[SDQVLRQ�RI�SURJUDPPHV��IRFXVLQJ�RQ�WKH�
primary prevention of mental and neurological disorders. 
At present this area of work is neglected by psychiatrists, 
partly because the action necessary to introduce 
primary prevention is in the hands of other professions 
and institutions, and partly because psychiatrists are 
overburdened by the tasks related to the provision of care 
to people with mental illness.  An example of primary 
prevention of a serious mental disorder, is the provision 
of iodine for women of childbearing age, which would 
SUHYHQW� FUHWLQLVP� LQ� WKHLU� FKLOGUHQ�� DQRWKHU� H[DPSOH�
is involvement in perinatal care, to provide women 
with information about the upbringing of their children 
or the danger of foetal alcohol syndromes. Numerous 
other examples of action that could lead to the primary 
prevention of mental and neurological disorders could 
be listed: most, if not all of them, are in areas controlled 
E\�RWKHU�SURIHVVLRQV�RU�LQVWLWXWLRQV��7R�LQȵXHQFH�WKHVH��
SV\FKLDWULVWV�ZLOO�KDYH�WR�PDNH�D�VHULRXV�H΍RUW�EH\RQG�
their usual area of work.
ΖQYHVWLQJ�WLPH�DQG�H΍RUW�LQWR�LQWURGXFLQJ�WKH�SULPDU\�

prevention of mental and neurological disorders, is not 
the only area in which psychiatry will have to step outside 
its current principal areas of activity: another is the need 
WR�RUJDQL]H�VHUYLFHV�IRU�SHRSOH��VX΍HULQJ�IURP�D�PHQWDO�
as well as a physical disorder. Comorbidity is already 
prevalent and reduces the life expectancy of those with 
mental disorders by as much as 12 to 15 years: it is likely 
that the prevalence of comorbidity and multimorbidity will 
increase for a variety of reasons, including the extension 
of life expectancy and the improved survival rates 
RI�SHRSOH��VX΍HULQJ�IURP�QRQ�FRPPXQLFDEOH�GLVHDVHV�9

The current education of psychiatrists does not include 
systematic training in skills, likely to helpful in the 
development of mental health programmes as well as 
LQ�WKH�H΍RUWV�WR�HOHYDWH�PHQWDO�KHDOWK�RQ�WKH�VFDOH�RI�YDOXHV�
of individuals and societies. Skills of communication, 
such as those of negotiation and of public speaking, 
are tools which are useful in the process of convincing 
the many who can be usefully involved in the building 
of mental health programmes: they should be added 
to the postgraduate training of psychiatrists, which 
should also include appropriate instruction in public 
health, in legal matters and behavioural sciences. The 
organizers of training for psychiatrists must also consider 
ways of involving other stakeholders in the education 

of mental health workers. Among them should be 
family members and others who take care of severely 
mentally ill people in the community, social workers, 
QXUVHV�DQG�RWKHU�VWD΍�LQYROYHG�LQ�WKH�FDUH�RIU�SHRSOH�
with mental illness. Educators should also consider the 
best place to provide training for psychiatrists: learning 
about ways of reducing anxiety before an operation, 
should be provided in the surgical department, and the 
management of depression among those with diabetes 
should take place in the diabetic clinic, rather than in the 
department of psychiatry. 

Training can provide skills and knowledge, and 
it can change attitudes: however, it cannot change the 
personality of the student. Educators should keep this 
in mind when selecting applicants for postgraduate 
training, and when advising graduates where they 
should seek work. 

Psychiatrists must face these and other tasks which 
the future is placing before them. In addition, however, 
those engaged in mental health programmes should 
remember that they can and should contribute to making 
and keeping medical practice a humanitarian enterprise 
and that they should be a model of solidarity with people 
ZKR�DUH�VX΍HULQJ�VHYHUH�LOOQHVVHV�DQG�ZLWK�WKRVH�ZKR�
provide care for them. 
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EDITORIAL

Emotional Response to Humour 
Perception and Gelotophobia Among 
Healthy Individuals and Patients with 
Schizophrenia and Depression, with 
Signs of a High Clinical Risk of Psychosis 
˭˼˾̆˸˾˽˰˻̌˽˰̏�̀˵˰˺̆˸̏�˽˰�˲˾́˿̀˸̏̂˸˵�̎˼˾̀˰�˸�˳˵˻˾̂˾̄˾˱˸̏�́̀˵˴˸�˷˴˾̀˾˲̋̅�
˻̎˴˵˹�˸�˿˰̆˸˵˽̂˾˲�F�̈˸˷˾̄̀˵˽˸˵˹�˸�˴˵˿̀˵́́˸˵˹�́�˿̀˸˷˽˰˺˰˼˸�˲̋́˾˺˾˳˾�
˺˻˸˽˸̇˵́˺˾˳˾�̀˸́˺˰�˲˾˷˽˸˺˽˾˲˵˽˸̏�˿́˸̅˾˷˰

ABSTRACT
Introduction. Investigating early changes in the emotional sphere within the schizophrenia course is a perspective 
direction in clinical psychology and psychiatry. Intactness of positive emotions, in particular, humour perception, 
may be a very important resource for patients. At the same time, humour perception is very sensitive to pathological 
FRQGLWLRQV��VXFK�DV�WKH�IHDU�RI�EHLQJ�ODXJKHG�DW��NQRZQ�DV�ȊJHORWRSKRELDȋ��7KRVH�ZLWK�JHORWRSKRELD�SHUFHLYH�ODXJKWHU�
as dangerous, rather than pleasant, and they can hardly distinguish between teasing and ridicule. Gelotophobia was 
FRQȴUPHG�WR�EH�H[SUHVVHG�DPRQJ�SHRSOH�ZLWK�PHQWDO�GLVRUGHUV��1RQHWKHOHVV��NQRZOHGJH�UHODWLQJ�WR�WKH�IHDU�RI�EHLQJ�
laughed at, was mostly generated among the non-clinical samples. 

Objectives. Thus, the aim of the study was to provide more clinical data on gelotophobia manifestations associated 
ZLWK�VFKL]RSKUHQLD�VSHFWUXP�GLVRUGHUV��WKH�HPRWLRQDO�UHVSRQVH�DQG�IDFLDO�H[SUHVVLRQ�RI�SDWLHQWV�ZLWK�JHORWRSKRELD�
were studied, in particular, regarding their perception of humour, including during the early stages of disorders, by 
comparison with healthy individuals. 

Methods. n=30 controls and n=32 patients with schizophrenia and with depression with signs of a high clinical risk 
of psychosis took part. Two short videos, comic and neutral, were shown to the participants, while videotaping their 
facial expression, followed each by a self-reported measure of emotional responses. Participants also completed the 
State-Trait Anxiety Inventory, the PhoPhiKat<30> and the Toronto Alexithymia Scale. 

Results. *HORWRSKRELD�ZDV�VLJQLȴFDQWO\�KLJKHU�ZLWKLQ�WKH�FOLQLFDO�JURXS��ΖW�FRUUHODWHG�ZLWK�D�ORZHU�IUHTXHQF\�RI�JULQV�
DPRQJ�WKH�SDWLHQWV�GXULQJ�WKH�FRPLF�YLGHR��ZKLOH�WKLV�ZDV�QRW�WKH�FDVH�LQ�WKH�FRQWURO�JURXS��*HORWRSKRELDbZDVbUHODWHG�
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to state and trait anxiety in both groups, but only in the clinical group did state anxiety increase after watching the comic 
video. Gelotophobia correlated with alexithymia and was twice higher among the patients compared to the controls.
 
Conclusion. 7KXV��JHORWRSKRELD�KDV�QRW�RQO\�TXDQWLWDWLYH��EXW�DOVR�TXDOLWDWLYH�VSHFLȴFV�LQ�SDWLHQWV�ZLWK�VFKL]RSKUHQLD��
and those with depression with signs of a clinically high risk of psychosis, compared to healthy controls.

ƪƷƷƸƼƪǀƲǉ
ƬǌǏǎǏǗǒǏ�� ƲǛǛǕǏǎǘǌǊǗǒǏ� ǚǊǗǗǒǟ� ǒǑǖǏǗǏǗǒǓ� ǧǖǘǠǒǘǗǊǕǦǗǘǓ� ǛǞǏǚǥ� ǌ� ǚǊǖǔǊǟ� ǚǊǑǌǒǜǒǩ� ǢǒǑǘǞǚǏǗǒǒ�
ǩǌǕǩǏǜǛǩ�ǙǏǚǛǙǏǔǜǒǌǗǥǖ�ǗǊǙǚǊǌǕǏǗǒǏǖ�ǌ�ǔǕǒǗǒǡǏǛǔǘǓ�ǙǛǒǟǘǕǘǍǒǒ�ǒ�ǙǛǒǟǒǊǜǚǒǒ��ƻǘǟǚǊǗǗǘǛǜǦ�ǙǘǑǒǜǒǌǗǥǟ�
ǧǖǘǠǒǓ�� ǌ� ǡǊǛǜǗǘǛǜǒ�� Ǚǚǒ� ǌǘǛǙǚǒǩǜǒǒ� ǨǖǘǚǊ�� ǖǘǐǏǜ� ǩǌǕǩǜǦǛǩ� ǌǊǐǗǥǖ� ǚǏǛǝǚǛǘǖ� ǎǕǩ� ǙǊǠǒǏǗǜǘǌ�� Ƭ� ǜǘ� ǐǏ�
ǌǚǏǖǩ��ǌǘǛǙǚǒǩǜǒǏ�ǨǖǘǚǊ�ǘǡǏǗǦ�ǡǝǌǛǜǌǒǜǏǕǦǗǘ�ǔ�ǙǊǜǘǕǘǍǒǡǏǛǔǒǖ�ǛǘǛǜǘǩǗǒǩǖ��ǗǊǙǚǒǖǏǚ��ǜǊǔǒǖ�ǔǊǔ�ǛǜǚǊǟ�
ǗǊǛǖǏǢǔǒ� �� ȊǍǏǕǘǜǘǞǘǋǒǩȋ�� ƹǊǠǒǏǗǜǥ� Ǜ� ǍǏǕǘǜǘǞǘǋǒǏǓ� ǌǘǛǙǚǒǗǒǖǊǨǜ� ǛǖǏǟ�� ǛǔǘǚǏǏ�� ǔǊǔ� ǘǙǊǛǗǥǓ�� ǡǏǖ� ǔǊǔ�
ǙǚǒǩǜǗǥǓ�� ǒ� ǜǊǔǒǏ�ǙǊǠǒǏǗǜǥ� Ǜ� ǜǚǝǎǘǖ�ǖǘǍǝǜ� ǘǜǕǒǡǒǜǦ� ǎǚǝǐǏǕǨǋǗǘǏ�ǙǘǎǎǚǊǑǗǒǌǊǗǒǏ�ǘǜ�ǗǊǛǖǏǢǔǒ�� ƫǥǕǘ�
ǙǘǎǜǌǏǚǐǎǏǗǘ�� ǡǜǘ� ǝ� ǕǒǠ�� ǛǜǚǊǎǊǨǣǒǟ� ǙǛǒǟǒǡǏǛǔǒǖǒ� ǚǊǛǛǜǚǘǓǛǜǌǊǖǒ�� ǡǊǛǜǘ� ǌǛǜǚǏǡǊǏǜǛǩ� ǍǏǕǘǜǘǞǘǋǒǩ��
ƼǏǖ� ǗǏ� ǖǏǗǏǏ�� ǒǖǏǨǣǒǏǛǩ� ǧǖǙǒǚǒǡǏǛǔǒǏ� ǎǊǗǗǥǏ� ǘ� ǛǜǚǊǟǏ� ǗǊǛǖǏǢǔǒ� ǋǥǕǒ� ǙǘǕǝǡǏǗǥ� ǙǚǏǒǖǝǣǏǛǜǌǏǗǗǘ�
ǗǊ�ǌǥǋǘǚǔǊǟ� Ǒǎǘǚǘǌǥǟ�ǕǨǎǏǓ��

ǀǏǕǦ� ǒǛǛǕǏǎǘǌǊǗǒǩ�� ƼǊǔǒǖ� ǘǋǚǊǑǘǖ�� ǠǏǕǦ� ǒǛǛǕǏǎǘǌǊǗǒǩ� ǛǘǛǜǘǩǕǊ� ǌ� ǜǘǖ�� ǡǜǘǋǥ� ǙǚǏǎǘǛǜǊǌǒǜǦ� ǋǘǕǦǢǏ�
ǔǕǒǗǒǡǏǛǔǒǟ� ǎǊǗǗǥǟ� ǘ� ǙǚǘǩǌǕǏǗǒǩǟ� ǍǏǕǘǜǘǞǘǋǒǒ� Ǚǚǒ� ǚǊǛǛǜǚǘǓǛǜǌǊǟ� ǢǒǑǘǞǚǏǗǒǡǏǛǔǘǍǘ� ǛǙǏǔǜǚǊ�� ǒǑǝǡǒǜǦ�
ǘǛǘǋǏǗǗǘǛǜǒ� ǧǖǘǠǒǘǗǊǕǦǗǘǍǘ� ǚǏǊǍǒǚǘǌǊǗǒǩ� ǒ� ǕǒǠǏǌǘǓ� ǧǔǛǙǚǏǛǛǒǒ� Ǚǚǒ� ǌǘǛǙǚǒǩǜǒǒ� ǨǖǘǚǊ� ǝ� ǙǊǠǒǏǗǜǘǌ�
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INTRODUCTION
According to many scholars, the recognition and 
expression of emotions that are the basis of nonverbal 
FRPPXQLFDWLRQ��UHȵHFW�D�GHFUHDVH�LQ�WKH�DELOLW\�WR�SURFHVV�
and apply social information, which leads to social 
incompetence.1 These disorders are more common 
IRU� VFKL]RSKUHQLD� VSHFWUXP� GLVRUGHUV� WKDQ� D΍HFWLYH�
disorders.2� 7KH� VRFLR�HPRWLRQDO� GHȴFLW� LV� DOVR� UHODWHG�
to a poor functional outcome for patients, with a high 
clinical risk of psychosis.3 Humour perception may be 
regarded as a strong marker of emotional expression 
disorder or intactness. Patients with schizophrenia 
H[KLELWHG�VLJQLȴFDQW�DQG�VXEVWDQWLDO�GHȴFLWV�LQ�KXPRXU�
recognition, compared to the patients with depression 
and anxiety,4,5� ZKLOH� SDWLHQWV� ZLWK� D΍HFWLYH� GLVRUGHUV�
demonstrated a greater decrease in laughter expression, 
compared to those with schizophrenia spectrum disorders 
and the healthy controls.5 All the aforementioned groups 
RI� SDWLHQWV� KDYH� GLɝFXOWLHV� LQ� UHODWLRQ� WR� KXPRXU�
comprehension.6 The inability to orient in social 
interactions involving humour and laughter, may lead 
to negative emotional reactions to humour, including an 
increased fear of being laughed at – gelotophobia.7

*HORWRSKRELD� LV� GHȴQHG� DV� WKH� SDWKRORJLFDO� IHDU�
of becoming an object of ridicule, initially regarded 
as a form of social phobia.7 Firstly, descriptions 
of gelotophobia were presented by a psychotherapist, 
M. Titze, based on his single-case observations 
in clinical practice.7,8 Later, the concept was developed 
within a psychometrical approach. W. Ruch and R.T. 
Proyer used prototypical statements of individuals 
with gelotophobia, collected from clinical practice, 
WR� HODERUDWH� RQ� WKH� ȴUVW� VHOI�UHSRUWHG� JHORWRSKRELD�
scale - the Geloph.9� 8VLQJ� WKLV� ȴUVW� YHUVLRQ� RI� WKH�
questionnaire they empirically separated a group 
of clinically-diagnosed gelotophobic patients (provided 
by M. Titze) from the groups of shame-based and non-
VKDPH�EDVHG� ȊGHSUHVVHG� QHXURWLFVȋ�� DV� GHȴQHG� E\�
Nathanson,10 and normal controls.11 Subsequently, the 
gelotophobia scale has been revised several times,12 
and the modern instrument, the PhoPhiKat<30> 
includes two additional gelotophobia subscales, such as 
gelotophilia (the joy of being an object of laughter) and 
katagelasticism (the joy of laughing at others).13 From 
this point, the concept of the fear of being laughed 
at, became an area of interest, and has been studied 
in many countries and in many languages. In a multi-

national study by R. Proyer et al. the data from 73 
countries and 42 languages were analysed altogether.14

Gelotophobia has maladaptive characteristics: 
conviction in one’s own ridiculousness, perception 
of laughter as a threat, increased anxiety and shame, 
VWL΍QHVV� DQG� WLPLGLW\�� VHQVLWLYLW\� DQG� VRFLDO� LVRODWLRQ�
in extreme cases.15-17 Gelotophobic people are very 
observant in social situations and become easily suspicious 
of the laughter of others. They can hardly distinguish 
between happy, joyful and derisive kinds of laughter, and 
cannot experience laughter as relaxing or positive, only 
as a means of aggression. They tend to interpret even 
benevolent or neutral kinds of humour-related situations 
as threatening.15 Among the general population, the 
frequency of gelotophobia ranges from 5% to 12% 
LQ�GL΍HUHQW�FRXQWULHV��DQG�IURP����WR�����LQ�5XVVLD�16-18

7KH�ȴUVW�GDWD�UHJDUGLQJ�WKH�HPRWLRQDO�UHVSRQVH�DQG�
expression of people with gelotophobia were provided 
by W. Ruch et al.15 They discovered that people with 
gelotophobia automatically respond to smiling and 
laughing faces with a facial expression of contempt, 
rather than the more natural and normative reaction 
of smiling back. Gelotophobic people also tend to perceive 
RWKHUVȇ� VPLOHV�DV� OHVV� MR\IXO�DQG�PRUH�FRQWHPSWXRXV��
they do not experience positive emotions watching 
smiling faces, in the same way as other people.19 Thus, 
gelotophobia may not only distort the perception of the 
target of laughter and the motives of laughter, but also 
constitutes an emotional response to humour in general, 
in a wide range of humour-related situations. 

M. Titze discussed gelotophobia in relation 
to sociophobia and shame-bound anxiety, although 
regarded it as a relatively independent phenomenon.8 
5HFHQW� HPSLULFDO� VWXGLHV� KDYH� FRQȴUPHG� WKH� KLJK�
correlation between the fear of being laughed at, and 
social anxiety.20-22 Gelotophobia also occurs more 
often in patients with avoidant personality disorder, 
moreover, all patients with both social anxiety and 
DYRLGDQW� SHUVRQDOLW\� GLVRUGHU� ZHUH� DOVR� GHȴQHG� DV�
gelotophobic.21 Based on this, the fear of being laughed 
at was regarded as a possible additional diagnostic 
criterion for these disorders. 
$� QXPEHU� RI� FOLQLFDO� VWXGLHV� FRQȴUPHG� D� KLJKHU�

expression of gelotophobia amongst those with various 
mental disorders,21-24 including schizophrenia spectrum 
disorders.23,25,26 Nonetheless, knowledge relating to the 
fear of being laughed at was mostly generated in relation 
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to the samples of individuals without clinical diagnoses, 
ZLWKLQ�WKH�IUDPH�RI�LQGLYLGXDO�GL΍HUHQFHV�15,19,27 and there 
is still a lack of clinical data. 

Despite the continuous discussion relating to the 
distinction between the fear of being laughed at as a trait 
DQG�DV�D�SDWKRORJLFDO�FRQGLWLRQ��WKH�TXDOLWDWLYH�VSHFLȴFV�
of gelotophobia among those with severe mental 
GLVRUGHUV�KDYH�QRW�EHHQ�VXɝFLHQWO\�VWXGLHG�

The aim of this study was to provide more clinical 
data on gelotophobia manifestations in schizophrenia 
spectrum disorders. We studied the emotional response 
and facial expressions regarding the perception 
of humour among inpatients with schizophrenia 
spectrum disorders, depressed patients with a high risk 
of psychosis and healthy controls.

The hypotheses of the study were the following: 
���WKH�HPRWLRQDO�UHVSRQVH�WR�KXPRXU�GL΍HUV�LQ�SDWLHQWV�
with schizophrenia spectrum disorders compared 
WR�WKH�FRQWUROV�����WKHVH�SHFXOLDULWLHV�GL΍HU�GHSHQGLQJ�
on the level of psychopathology (schizophrenia versus 
GHSUHVVLRQ� ZLWK� D� KLJK� FOLQLFDO� ULVN� RI� SV\FKRVLV��� ���
the peculiarities of the emotional response to humour 
in patients with schizophrenia spectrum disorders, can 
be attributed to gelotophobia.

MATERIAL AND METHODS
1) The stimulus video material consisted of two clips – the 
comic and the neutral clips. The videos were compiled 
from short clips taken from the YouTube platform. 
Fragments of each video were selected in such a way, 
so as to be very similar in terms of duration, brightness, 
quality, as well as format (only horizontal orientation). 
Each of the two videos lasted around three minutes.
• The comic video did not have a storyline. It consisted 

of amusing clips about dogs (for example, a dog 
GDQFLQJ�WR�PXVLF��D�GRJ�ZDONLQJ�LQ�ERRWV��HWF����ΖW�ZDV�
humorous in terms of content, aimed at forming 
positive emotions.

• The neutral video consisted of short clips about dogs’ 
OLYHV��IRU�H[DPSOH��D�GRJ�EHLQJ�ZDONHG��D�GRJ�LQ�WKH�
SURFHVV�RI�EHLQJ�WUDLQHG��HWF����LW�GLG�QRW�KDYH�D�VWRU\OLQH�
and was supposed to be emotionally neutral.

3DUWLFLSDQWV�ZDWFKHG� WKH� QHXWUDO� YLGHR� ȴUVW� DQG� WKHQ�
the comic video, while their facial expression was 
videotaped and later analysed. Emotional (laughter) 
expressions were categorized as none, smile (with 

no vocalization), grin (a smile with a short-term and 
slight vocalization, the mouth is mostly closed), 
laughter (open mouth, obvious vocalization), burst 
of laughter (loud vocalization, body movements). 

After each video, the participants evaluated their 
subjective emotional response. Both before and after 
watching the comic video, they also completed the State 
Anxiety Inventory28,29 in order to measure the potential 
anxiety evoked by the humorous stimuli. After the whole 
experiment, participants were assessed in relation to the 
Trait Anxiety Inventory28,29 and the Toronto Alexithymia 
Scale30,31 in order to control possible alternative 
or additional factors of emotional distortions.

As one can see, the chosen humorous stimuli were 
simple and benevolent, or at least neutral, and could 
hardly evoke an idea of negative intent or emotions 
– at least in healthy participants. Therefore, as 
a result of such a method we suggested accessing 
an emotional response to humour.
2) An emotion evaluation scale, developed by the 
authors, with a written list of 10 emotions (joy, delight, 
JULHI��DQ[LHW\��VDGQHVV��IHDU��DQJHU��LQGL΍HUHQFH��VKDPH��
disgust) was presented to the participants after each 
video. The list was created on the basis of P. Ekman’s 
FODVVLȴFDWLRQ�RI�EDVLF�HPRWLRQV�32  
ΖQGL΍HUHQFH�� GHOLJKW�� VKDPH� DQG� DQ[LHW\� ZHUH�

added to the list because of their association with the 
variables that were focused on, namely, gelotophobia, 
alexithymia, personal and situational anxiety. Participants 
were to choose the emotions they experienced while 
watching the stimulus video, and to evaluate their 
intensity from 1 to 5. 

3) The PhoPhiKat <30> was developed by W. Ruch and 
R. Proyer.13 The Russian adaptation was proposed by 
E.M. Ivanova et al.18

PhoPhiKat <30> consists of 30 items. The questionnaire 
assesses gelotophobia (the fear of being laughed at), 
gelotophilia (the joy of being an object of laughter) and 
NDWDJHODVWLFLVP��WKH�MR\�RI�ODXJKLQJ�DW�RWKHUV���WKH�ODVW�WZR�
subscales were not used in the present study. 

The participants were to rate each of the statements 
RQ� D� IRXU�SRLQW� /LNHUW� VFDOH� �IURP� ȊFRPSOHWHO\�
GLVDJUHHȋ�WR�ȊIXOO\�DJUHHȋ���

4) We also used the Scale of Prodromal Symptoms 
(SOPS)33 to assess attenuated prodromal symptoms, the 
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Positive and Negative Syndrome Scale (PANSS)34 to assess 
psychotic symptoms and the Hamilton Depression 
Rating Scale (HDRS)35 to assess depressive symptoms. 

The SOPS forms part of the Structured Interview for 
Prodromal Syndromes (SIPS). It may be conceptualized 
as analogous to the PANSS for patients who are not 
fully psychotic (at a high clinical risk of psychosis). The 
SOPS contains four subscales for positive, negative, 
disorganized and general symptom constructs. 
Attenuated positive symptoms were assessed on the 
positive subscale of the SOPS.

The PANSS is one of the best-validated instruments 
for measuring the symptom severity of patients with 
VFKL]RSKUHQLD��WKDW�ZH�XVHG�WR�DVVHVV�SDWLHQWV�ZLWK�ȴUVW�
psychosis in this study.  

The HDRS is a 21-item depression rating scale for 
GHWHUPLQLQJ�D�OHYHO�RI�GHSUHVVLRQ�LQ�SDWLHQWV�ZLWK�ȴUVW�
psychosis and with signs of a high clinical risk of psychosis.

All patients were examined according to these scales 
WZLFH��ȴUVWO\��DW�WKH�SRLQW�RI�DGPLVVLRQ�DQG�VHFRQGO\��DIWHU�
completion of the main course of therapy, before being 
discharged from the hospital. 

A psychological study was carried out at the second 
stage to identify any emotional disturbance among 
patients with psychosis and at a high clinical risk who 
were close to remission. 
$OO�VXEMHFWV�JDYH�WKHLU�LQIRUPHGbFRQVHQW�IRU�LQFOXVLRQ�

EHIRUH� WKH\� SDUWLFLSDWHG� LQ� WKH� VWXG\�� 7KH� VWXG\b ZDV�
conducted in accordance with the Declaration of Helsinki, 
DQG�WKHbSURWRFRO�ZDV�DSSURYHG�E\�WKH�(WKLFV�&RPPLWWHH�
of the Mental Health Research Center on 05.05.2016 
�SURMHFWbLGHQWLȴFDWLRQ�FRGH������

The following statistical methods were used in the 
quantitative analysis of the data: the Mann-Whitney 
criterion, the Wilcoxon signed-rank test and the 
6SHDUPDQ
V�UDQN�FRUUHODWLRQ�FRHɝFLHQW�

Participants
In total, 62 participants took part in the study. The control 
group consisted of 30 conditionally healthy individuals 
(19 women, 11 men) at the age of 22.9±5.7.

The clinical group consisted of 32 patients (all 
men) between the ages of 18 and 24 (M = 19.6 years, 
SD = 2.04) hospitalized at the Mental Health Research 
Center (MHRC) and divided into two subgroups:

Subgroup 1 (n = 16, at an age of 20.8±2.3) 
consisting of primary inpatients, hospitalized with the 

ȴUVW� GHSUHVVLYH� HSLVRGH� �)���� ZLWK� VLJQV� RI� D� KLJK�
clinical risk of psychosis,36� ZKLFK� KDYH� EHHQ� LGHQWLȴHG�
according to the SIPS37 as Brief Limited Intermittent 
Psychotic Symptoms (BLIPS) and Attenuated Positive 
Symptoms (APS).38 The mean score recorded by the 
SOPS was 45.1±10.6 and the mean score recorded by 
the HDRS was 26.5±6.2, being 24.2±10.9 and 6.8±1.1 
at the time of admission and at the second stage 
before discharge, respectively.

Subgroup 2 (n = 16, at an age of 21.6±1.6) with 
WKH� ȴUVW� HSLVRGH� RI� SV\FKRVLV�� ZLWK� GLDJQRVHV� RI� )���
(three patients) and of F25 (13 patients). The mean 
VFRUH� UHFRUGHG� E\� WKH� 3$166� DW� WKH� ȴUVW� VWDJH� ZDV�
86.3±12.8, the mean score recorded by the HDRS was 
20.2±8.6, and at the second stage, the scores were 
53.6±13.5 and 6.1±1.8, respectively. 
$OO�SDWLHQWV�VKRZHG�VLJQLȴFDQW�FOLQLFDO�LPSURYHPHQW��

assessed by the scales SOPS, PANSS and HDRS after 
the reduction of the leading syndrome, before being 
discharging from the hospital. Thus, in patients with signs 
of a high clinical risk for psychosis, depressive symptoms 
were reduced (HDRS<8), which could otherwise 
LQȵXHQFH�WKH�UHVXOWV�RI�WKH�VWXG\��$OO�GLDJQRVHV��DV�ZHOO�
DV� DVVLJQPHQW� WR� WKH� FOLQLFDO� VXEJURXS�� ZHUH� YHULȴHG�
by the psychiatrists. The patients took medication, 
which included atypical antipsychotics (risperidone, 
quetiapine, olanzapine) of an average dosage, converted 
to chlorpromazine equivalents39 namely 292.5±206.1 mg 
per day in group 1 and 611.7±209.2 mg per day in group 2, 
as well as selective serotonin reuptake inhibitors (SSRIs), 
�ȵXYR[DPLQH��VHUWUDOLQH��SDUR[HWLQH���ΖQ�RUGHU�WR�H[FOXGH�
WKH�VLGH�H΍HFWV�RI�PHGLFDO�WUHDWPHQW��WKDW�FRXOG�LQȵXHQFH�
the data, all patients were examined with the UKU 
�7KH�8.8�6LGH�(΍HFWV�5DWLQJ�6FDOH�IRU�WKH�5HJLVWUDWLRQ�
RI�8QZDQWHG�(΍HFWV�RI�3V\FKRWURSLFV��40 and none of them 
UHYHDOHG�DQ\�VLJQLȴFDQW�XQZDQWHG�H΍HFWV��SRLQWV�SHU�LWHP�
ZHUH���Ȃ�QR�VLGH�H΍HFWV�RU���Ȃ�PLOG�VLGH�H΍HFWV�WKDW�GR�
not interfere with the patient's performance).

Procedure
7KH� SURFHGXUH� LQFOXGHG� VHYHUDO� VWDJHV�� $W� WKH� ȴUVW�
VWDJH��VWLPXOXV�YLGHRV��ȴUVW�WKH�QHXWUDO��WKHQ�WKH�FRPLF�
video) had been shown to the control group of healthy 
individuals. The participants’ emotional expression while 
watching the video was recorded with a Logitech C910 
camera for further data processing. All the participants 
had been informed of being recorded and signed 
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an informed consent, agreeing to their participation 
in the study.

After watching each video, the participants evaluated 
their emotional state according to the list of 10 emotions. 
Participants had to choose the emotions they experienced 
while watching each video, and evaluate their intensity 
IURP���WR��� ����� ORZ������PRGHUDWH������DERYH�DYHUDJH��
��Ȃ�IDLUO\�KLJK������KLJK��

The Trait Anxiety Inventory was administered to the 
participants immediately before and immediately after 
watching the comic video, in order to assess an increase 
in anxiety in relation to humour perception.

At the second stage, participants were examined by the 
STAI (trait anxiety), the PhoPhiKat and the TAS scales. The 
FXW�R΍�SRLQW�RI�����12 was applied, in order to distinguish 
participants with gelotophobia from those with no fear 
of laughter.

RESULTS
Expressive reactions
Mean rank comparisons, using the Mann-Whitney 
criterion showed, that in the control group, the subjects 
VLJQLȴFDQWO\�PRUH�RIWHQ�VPLOHG��8� ����������=� ���������
S� ����������JULQQHG��8� ����������=� ���������S� ��������
DQG�ODXJKHG��8� ����������=� ���������S� ��������ZKLOH�
ZDWFKLQJ�WKH�FRPLF�YLGHR��FRPSDUHG�WR�WKH�QHXWUDO�YLGHR��
no one laughed while watching the neutral video, which 
made it possible to assume the validity of the stimulus 
material (see Table 1). The expressive reactions of all the 
SDWLHQWV�ZHUH��LQ�JHQHUDO��VLJQLȴFDQWO\�SRRUHU�FRPSDUHG�
to the control group, according to the results of the Mann-
:KLWQH\�FULWHULRQ��7KH�GL΍HUHQFHV�EHWZHHQ�WKH�FOLQLFDO�
DQG�WKH�FRQWURO�JURXS�ZHUH�VWDWLVWLFDOO\�VLJQLȴFDQW��WKH�
patients smiled, grinned and laughed less (p < 0.05) 
in relation to the comic video, and smiled even less when 
ZDWFKLQJ�WKH�QHXWUDO�YLGHR��S� ���������1R�GL΍HUHQFHV�
were found between the clinical subgroups.

Moreover, unlike the control group, the comparison 
EHWZHHQ� WKH� WZR� YLGHRV� RQO\� VKRZHG� VLJQLȴFDQW�
GL΍HUHQFHV�ZLWK�UHJDUG�WR�VPLOHV��8� ���������=� ���������
S� ��������IRU�WKH�JURXS�VX΍HULQJ�IURP�GHSUHVVLRQ�ZLWK�
VLJQV�RI�D�KLJK�FOLQLFDO�ULVN�DQG�QR�VLJQLȴFDQW�GL΍HUHQFHV�
for the psychotic group. In the latter group, there was no 
laughter at all and only one person grinned twice during 
the comic video.

6HOI�UHSRUWHG�HPRWLRQDO�UHDFWLRQV
An analysis of self-reported emotional reactions after each 
video, using the Mann-Whitney criterion demonstrated 
LQFUHDVHG�MR\��8� ����������=� ���������S� ���������GHOLJKW�
�8� ����������=� � ��������S� ���������DQG�VXUSULVLQJO\��
VDGQHVV��8� ����������=� ���������S� ��������DIWHU�ZDWFKLQJ�
the comic video, compared with the neutral video in the 
FRQWURO� JURXS�� ΖQ� FRQWUDVW�� QR� VLJQLȴFDQW� GL΍HUHQFHV�
between emotional reactions were found in each of the 
clinical groups. Patients in the psychotic group tended 
to report higher levels of delight after watching the comic 
video, rather than the neutral video, but this result is not 
SDUWLFXODUO\�VLJQLȴFDQW��8� ���������=� ���������S� ���������

Gelotophobia
Mean rank comparison by the Mann-Whitney criterion 
revealed increased gelotophobia, measured by the 
PhoPhiKat, among the patients than the control group 
������� DQG� ������ UHODWLYHO\�� 8�  � ��������� =�  � �������� 
S� ���������ZKLFK�FRQȴUPHG�RXU�K\SRWKHVLV��7KH�SDWWHUQ�
was the same for each of the clinical subgroups: the level 
of gelotophobia was greater in the group with depression 
with signs of a high clinical risk (p = 0.032) and in the 
psychotic group (p = 0.015), than in the control group. At 
WKH�VDPH�WLPH��QR�GL΍HUHQFHV�ZHUH�IRXQG�EHWZHHQ�WKH�
subgroups of patients.

Next, we examined the correlations between the 
level of gelotophobia, expressive reactions (frequencies 

Control group (n=30) Clinical group (n=32)

neutral video comic video neutral video comic video

n, smiles 70 201 28 99

n, grins 3 57 0 10

n, laughter 0 22 0 7

Table 1. Frequencies of smiles, grins and laughter in the groups
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of smiles, grins and laughter) and emotions, reported 
by the participants after each video, using Spearman’s 
criterion. In the control group, gelotophobia was not 
related to the frequency of smiles and laughter in relation 
to the videos, neither was it associated with any of the 
emotions. On the contrary, in the clinical group, a higher 
level of gelotophobia was associated with a lower 
frequency of grins while watching the comic video 
�U� ���������S� ���������0RUH�GHWDLOHG�DQDO\VLV�UHYHDOHG�
that in the group with depression with a high clinical risk, 
gelotophobia correlated with the frequency of smiles 
ZKLOH�ZDWFKLQJ�WKH�QHXWUDO�YLGHR��U� ���������S� ��������
DQG�JULQV�ZKLOH�ZDWFKLQJ� WKH� FRPLF� YLGHR� �U�  � ��������
p = 0.020). At the same time, in the psychotic group 
WKHUH�ZHUH�QR�VXFK�FRUUHODWLRQV��U� ��������S� �������DQG�
U� � ��������S� �������� UHODWLYHO\���1R�FRUUHODWLRQV�ZHUH�
found in any of the groups between gelotophobia and 
reported emotions after watching the videos.

Gelotophobia and anxiety
Gelotophobia correlated positively to trait anxiety, 
measured by the STAI in both groups by the Spearman 
criterion. Higher gelotophobia was related to a higher 
OHYHO� RI� WUDLW� DQ[LHW\� LQ� WKH� FRQWURO� JURXS� �U�  � �������
S� ���������DQG�LQ�WKH�FOLQLFDO�JURXS��U� ��������S� ���������
with the same pattern for each of the subgroups. 
'L΍HUHQFHV�LQ�VWDWH�DQ[LHW\�EHIRUH�DQG�DIWHU�ZDWFKLQJ�

the comic video were analysed for each of the groups, 
using the Wilcoxon criterion. In the control group, state 
DQ[LHW\� EHWZHHQ� WKH� WZR� VWDJHV� GLG� QRW� GL΍HU� �PHDQ�
UDQNV�������DQG��������=� ���������S� ���������ZKLOH�LQ�ERWK�
clinical subgroups, the level of anxiety increased after 
ZDWFKLQJ� WKH� FRPLF� YLGHR� �PHDQ� UDQNV� ����� DQG������� 
=� ���������S� ������IRU�WKH�JURXS�ZLWK�GHSUHVVLRQ�ZLWK�
D� KLJK� FOLQLFDO� ULVN�� DQG� � PHDQ� UDQNV� ����� DQG� ������ 
=� ���������S� �������IRU�WKH�SV\FKRWLF�JURXS���
7KHQ�ZH�FDOFXODWHG�WKH�QXPHULFDO�GL΍HUHQFH�EHWZHHQ�

the score before and after watching the comic video. The 
LQFUHDVH� RI� WKLV� SDUDPHWHU� UHȵHFWHG� LQFUHDVH� RI� VWDWH�
anxiety and it appeared to be associated with gelotophobia 
LQ� WKH� FRQWURO� JURXS� �6SHDUPDQ� FULWHULRQ�� U�  � ������� 
S� ��������DV�ZHOO�DV�LQ�WKH�FOLQLFDO�JURXS��U� ��������S� ���������
The pattern in the subgroups was the same, although 
in the group with depression with a high clinical risk, the 
FRUUHODWLRQ�GLG�QRW�UHDFK�WKH�OHYHO�RI�VLJQLȴFDQFH��U� ��������
p = 0.072), while in the group of psychotic patients the 
OHYHO�RI�VLJQLȴFDQFH�ZDV�UHDFKHG��U� ��������S� ��������

Gelotophobia and alexithymia
Not surprisingly, the Mann-Whitney test revealed that 
higher levels of alexithymia, measured by the Toronto 
Alexithymia Scale, were more common among the 
patients than the healthy participants (mean ranks 1240 
DQG������UHVSHFWLYHO\��:� ����������=� ���������S� ���������
Figure 1 demonstrates the distribution of the alexithymia 
levels in the two groups.

Gelotophobia correlated with alexithymia in both 
JURXSV��EXW�LQ�WKH�FOLQLFDO�JURXS��WKH�6SHDUPDQ�FRHɝFLHQW�
ZDV�DOPRVW�WZLFH�KLJKHU��U� ��������S� ���������WKDQ�LQ�WKH�
FRQWURO�JURXS��U� ��������S� ��������

DISCUSSION
In the group of healthy participants, the comic video 
produced more emotional expressions (smiles, grins 
and laughter), and higher levels of joy and delight than 
the neutral video, which is in line with our expectations 
DQG� FRQȴUPHG� WKH� YDOLGLW\� RI� WKH� VWLPXOXV� PDWHULDO��
Unexpectedly, healthy people also reported higher levels 
of sadness in relation to the comic video, which is hard 
to interpret. Perhaps this was related to the subjects’ 
assessments of the humour quality, which always 
seem to be relatively low in experimental, laboratory 
conditions.

The expressive responses of all the patients were 
VLJQLȴFDQWO\�SRRUHU�FRPSDUHG�WR�WKH�FRQWUROV��ZLWK�QR�
GL΍HUHQFHV� UHYHDOHG� EHWZHHQ� WKH� FOLQLFDO� VXEJURXSV��
which is consistent with a number of studies regarding 
less emotional expressivity among those with 
schizophrenia spectrum disorders.41,42 Probably because 
RI�WKLV��WKH�H[SUHVVLYH�UHDFWLRQV�RI�WKH�SDWLHQWV�GL΍HUHG�
between the neutral and comic video only in terms 
of the frequency of smiles in the group with depression 
with a high clinical risk, but not with regard to grins and 
laughter. The patients with psychotic disorders did not 
H[KLELW�DQ\�GL΍HUHQFHV�DW�DOO��

An analysis of the self-reported emotional reactions 
LQ�ERWK�JURXSV�RI�SDWLHQWV�UHYHDOHG�QR�GL΍HUHQFHV�DIWHU�
watching the comic or the neutral video, by contrast 
ZLWK� WKH� FRQWURO� JURXS�� ZKLFK� UHȵHFWHG� D� GHȴFLW� QRW�
only in relation to expressivity, but also in the subjective, 
emotional experience.  
*HORWRSKRELD�ZDV�VLJQLȴFDQWO\�KLJKHU�DPRQJ�WKH�JURXS�

of inpatients than the control group, which is consistent 
with the data of previous studies.23,26 At the same time, no 
GL΍HUHQFHV�ZHUH�IRXQG�EHWZHHQ�WKH�FOLQLFDO�VXEJURXSV�
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Figure 1. The level of alexithymia in the groups 

Neither the expressive laughter reactions, nor the 
emotions experienced with regard to the comic video 
were associated with gelotophobia in the control group, 
which seemed to contradict the data of Ruch et al.27 
However, it is worthy of note, that the humour chosen 
for the present study was far removed from social 
interaction and thus, the danger of being laughed at did 
not prevent the participants from being amused by 
the comical situations, even in the case of healthy 
participants with a greater fear of being laughed at as 
a trait. On the contrary, in the group with depression 
with a high clinical risk, gelotophobia correlated 
negatively with the frequency of grins while watching 
the comic video, and surprisingly, with the frequency 
of smiles while watching the neutral video. This could 
UHȵHFW� WKH� WHQGHQF\� RI� WKLV� JURXS� WR� FRQWURO� WKHLU�
reactions in situations related to the context of humour 
and laughter, even innocent situations, as was the case 
in the present study, which is relatively consistent with 
the concept of gelotophobia. This control could also 
be expanded to include more neutral, social situations. 
Unexpectedly, in the psychotic group, gelotophobia did 
not correlate with expressive reactions to the comic 
video. Possibly, this was due to deeper disturbances 
in emotional expressivity among these patients, 
unrelated to gelotophobia. Nevertheless, this result 
needs to be addressed in future studies. 

No correlations in any of the groups were found 
between gelotophobia and reported emotions after 

watching the videos. Thus, the comic video did not result 
in more fear, shame, anxiety or anger, as one might 
hypothesize. It is worthy of note, however, that the scale 
of emotions was a self-reported measure, therefore, could 
EH�PRUH�LQȵXHQFHG�E\�WKH�WHQGHQF\�WR�FRQWURO�RQHVHOI�DQG�
to reveal more socially desirable results.

Gelotophobia was associated with trait anxiety in all 
WKH� JURXSV� ZLWK� D� SDUWLFXODUO\� VLJQLȴFDQW� FRQQHFWLRQ�
in the control group. At the same time, watching the 
comic video increased state anxiety among the patients 
RQO\��ZKLOH�WKLV�GLG�QRW�GL΍HU�DPRQJ�WKH�FRQWURO�JURXS��
Gelotophobia correlated with an increase in state 
anxiety relating to the comic video in all the groups: 
the higher the gelotophobia, the higher the increase 
in anxiety. However, in the group with depression with 
a high clinical risk, the connection did not reach a level 
RI� VLJQLȴFDQFH�� 7KXV�� WKH� SHUFHSWLRQ� RI� KXPRXU� DQG�
laughter, even regarding such innocent and safe topics 
as pets’ humour, evoked an increase in anxiety among 
those with gelotophobia.

As expected, gelotophobia was related to the level 
of alexithymia in both groups, but in the clinical group, 
it was almost twice higher than in the control group. 
7KXV��WKH�GLɝFXOW\�RI�XQGHUVWDQGLQJ�DQG�H[SUHVVLQJ�RQHȇV�
own emotions, as well as understanding the feelings 
of others, could be one of the psychological mechanisms 
underlying gelotophobia among these patients.

Overall, the results led to the conclusion that 
gelotophobia in mentally ill people, in particular, those 
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VX΍HULQJ� IURP�VFKL]RSKUHQLD�VSHFWUXP�GLVRUGHUV��KDV�
VSHFLȴF� GL΍HUHQFHV�� FRPSDUHG� WR� WKH� IHDU� RI� EHLQJ�
ODXJKHG�DW�DPRQJ�KHDOWK\�LQGLYLGXDOV��7KH�GL΍HUHQFHV�DUH�
not just quantitative, but also qualitative, and they may 
crucially distort humour and laughter perception, along 
with the behavioural reaction to humour in these patients.

CONCLUSIONS
As expected, both patients with schizophrenia and 
depression with signs of a high clinical risk of psychosis, 
had a lower emotional expression to humour perception 
compared to the controls. Similarly, the patients showed 
no emotional reaction to the comic content, compared 
to the neutral content. 

Consistent with earlier data, gelotophobia was 
VLJQLȴFDQWO\�KLJKHU�DPRQJ�SDWLHQWV�ZLWK�VFKL]RSKUHQLD�
spectrum disorders, compared to the healthy controls. 
The fear of being laughed at, correlated with a lower 
frequency of grins among the patients in relation to the 
comic video, while among the controls this reaction was 
not in evidence. 
*HORWRSKRELDb ZDVb UHODWHG� WR� WUDLW� DQ[LHW\� LQ� ERWK�

groups, but only in the clinical group was it associated 
ZLWK� LQFUHDVHG� VWDWHb DQ[LHW\�b PHDVXUHG� ERWK� EHIRUH�
and after watching the comic video. Thus, the study 
provides evidence that humour perception, even 
of an innocent nature, may evoke anxiety among 
patients with schizophrenia spectrum disorders, which 
is related to gelotophobia. 

Unsurprisingly, alexithymia was higher among the 
patients, and gelotophobia was associated with it. 
Nonetheless, it is interesting that this association was 
twice higher among patients compared to the controls. 
Thereby, gelotophobia has not only quantitative, but 
DOVR�TXDOLWDWLYH�VSHFLȴFV�LQ�SDWLHQWV�ZLWK�VFKL]RSKUHQLD�
spectrum disorders, compared to healthy controls, and 
it is related to an emotional response to humour perception.

Limitations
The present study has several limitations. Firstly, due 
to organizational issues, the clinical group consisted 
only of male participants. Further research with female 
SDWLHQWV�LV�QHHGHG�WR�FODULI\�SRVVLEOH�JHQGHU�GL΍HUHQFHV��
Secondly, the study lacked technical equipment, for 
example, with the help of specialized computer programs 
it could be possible to register the facial expression of the 
participants more accurately. Thirdly, all the patients 

were assessed after antipsychotic treatment and, despite 
WKH�ORZ�LQWHQVLW\�RI�WKH�VLGH�H΍HFWV��WKH�KLJKHU�GRVDJH�
LQ�SDWLHQWV�ZLWK�ȴUVW�SV\FKRVLV�FRXOG�DOVR�LQȵXHQFH�WKH�
GL΍HUHQFH�EHWZHHQ�JURXSV�
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,PPXQRLQƮDPPDWRU\�3URƬOH�LQ�
Patients with Episodic and Continuous 
Paranoid Schizophrenia
˘˼˼̃˽˾˻˾˳˸̇˵́˺˸˹�˿̀˾̄˸˻̌�̃�˿˰̆˸˵˽̂˾˲�́�̍˿˸˷˾˴˸̇˵́˺˾˹�˸�˽˵˿̀˵̀̋˲˽˾˹�
˿˰̀˰˽˾˸˴˽˾˹�̈˸˷˾̄̀˵˽˸˵˹

ABSTRACT
Introduction. Associations of disturbances in innate and adaptive immunity during the clinical course 
of schizophrenia have been found in a number of studies. Yet, the relationship of immune parameters and 
V\VWHPLF�LQȵDPPDWLRQ�LQ�UHODWLRQ�WR�WKH�FOLQLFDO�FRXUVH�RI�WKH�GLVHDVH�DQG�LWV�SURJQRVLV��UHPDLQV�SRRUO\�XQGHUVWRRG��
which highlights an interesting topic for further research. The goal of this study was to research the immuno-
LQȵDPPDWRU\� FKDQJHV� LQ� SDWLHQWV� ZLWK� FOLQLFDO� FRQWLQXRXV� DQG� HSLVRGLF� SDUDQRLG� VFKL]RSKUHQLD�� WR� DVVHVV� WKH�
SDWKRJHQHWLF� VLJQLȴFDQFH�RI� WKHVH� FKDQJHV��

Methods. Thirty-six patients with paranoid schizophrenia, of which 20 had episodic symptoms and 16 had 
continuous symptoms, consented to participate in the study, together with 30 healthy volunteers. In the study we 
DVVHVVHG�WKH�SDUDPHWHUV�RI�LQQDWH�LPPXQH�UHVSRQVH��VHUXP�OHYHOV�RI�NH\�SUR�LQȵDPPDWRU\�DQG�DQWL�LQȵDPPDWRU\�
cytokines, C-reactive protein) and the adaptive immune response, including humoral-mediated immunity (serum 
immunoglobulins IgA, IgM, IgG, circulating immune complexes), as well as the cell link of adaptive immunity 
(key lymphocyte subpopulations). Positive and negative symptoms were assessed with the positive and negative 
V\PSWRPV�VFDOH�� IURQWDO�G\VIXQFWLRQ�ZDV�DVVHVVHG�E\�)URQWDO�$VVHVVPHQW�%DWWHU\� �)$%���

Results.�%RWK�SDWLHQW�JURXSV�KDG�KLJKHU�WKDQ�QRUPDO�OHYHOV�RI�&�UHDFWLYH� SURWHLQ�DQG�Ζ/����7KHUH�ZDV�D�VLJQLȴFDQW�
elevation of circulating immune complexes among patients with continuous symptoms of schizophrenia, compared 
WR�SDWLHQWV�ZLWK�HSLVRGLF�V\PSWRPV�DQG�KHDOWK\�FRQWUROV��/HYHOV�RI�&'���&'���O\PSKRF\WHV��7�FHOOV��GL΍HUHG�EHWZHHQ�
FOLQLFDO� JURXSV��ZLWK�KLJKHU� YDOXHV� LGHQWLȴHG�DPRQJ�SDWLHQWV�ZLWK� HSLVRGLF� V\PSWRPV�DQG� ORZHU� YDOXHV� DPRQJ�
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WKRVH�ZLWK�FRQWLQXRXV�V\PSWRPV��ΖQ�DGGLWLRQ��SDWLHQWV�ZLWK�HSLVRGLF�V\PSWRPV�KDG�VLJQLȴFDQWO\�LQFUHDVHG�OHYHOV�
RI�&'���&'��&'��&'���&'�����UHJXODWRU\�7�FHOOV��)LQDOO\��WKH�OHYHO�RI�&'���&'��&'����%�FHOOV�ZDV�VLJQLȴFDQWO\�
higher among patients with continuous symptoms vs. patients with episodic symptoms and the control groups. 
Markers of activation of humoral immunity were associated with the severity of frontal disorders in these patients. 

Discussion. Comprehensive data on the serum level of cytokines and the parameters of adaptive immunity among 
individuals with continuous schizophrenia, by comparison with patients with episodic schizophrenia, are practically 
absent in the literature. We have shown that among those with continuous schizophrenia, there are signs of systemic 
LQȵDPPDWLRQ�DQG�FKURQLF�DFWLYDWLRQ�RI�WKH�DGDSWLYH�KXPRUDO�LPPXQH�UHVSRQVH��ZKLOH�DPRQJ�SDWLHQWV�ZLWK�HSLVRGLF�
V\PSWRPV�RI�WKH�GLVHDVH��WKHUH�DUH�VLJQV�RI�V\VWHPLF�LQȵDPPDWLRQ�DQG�FHUWDLQ�DFWLYDWLRQ�RI�FHOO�PHGLDWHG�LPPXQLW\��
ZLWKRXW�VLJQLȴFDQW�FKDQJHV�LQ�WKH�KXPRUDO�OLQN�RI�DGDSWLYH�LPPXQLW\��

Conclusion. More studies are needed, but the data obtained in this study are important for subsequent clinical 
studies of new treatment methods, based on various immunophenotypes of schizophrenia.
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INTRODUCTION
Schizophrenia is a polymorphic mental illness, 
characterized by disorders of thinking, perception, 
impairments of memory, attention and executive 
functions. The prevalence of schizophrenia in Russia 
is around 1%, with most cases among young adults (peak 
incidences occur between the ages of 15 and 35). The 
socio-economic burden, associated with schizophrenia, 
is determined by a high percentage of disability and by 
high costs of treatment and maintenance.1

6LJQV� RI� QHXURLQȵDPPDWLRQ�� LQFOXGLQJ� FKURQLF�
excessive activation of microglia and astrocytes, are found 
in schizophrenia.2�$FFRUGLQJ�WR�WKH�ȊPLOG�HQFHSKDOLWLVȋ�
K\SRWKHVLV�� ORZ� LQWHQVLW\� QHXURLQȵDPPDWLRQ� LV� D� NH\�
pathogenetic mechanism in some patients.2 It is suggested 
WKDW� QHXURLQȵDPPDWLRQ� LQ� VFKL]RSKUHQLD� FDQ� EH�
attributed to infectious, autoimmune and traumatic 
factors, but its exact causes remain unknown.2,4

A series of evidence is being discussed relating 
WR�WKH�UROH�RI�V\VWHPLF�LQȵDPPDWLRQ�LQ�WKH�SDWKRJHQHVLV�
of schizophrenia.3,5-10 There is a hypothesis that one of the 
leading components of the pathogenesis of this disease 
is immune dysfunction, associated with an increased risk 
of infections and autoimmune disorders (Figure 1). It has 
been shown that patients with schizophrenia have higher 
rates of exposure to pathogens such as toxoplasma 
gondii, cytomegalovirus and the human herpesvirus 
type 6. Patients with schizophrenia have an elevated 
risk of death from infectious diseases compared 
to controls, and a history of autoimmune disease 
has been associated with a 45% increase in the risk 
of developing schizophrenia.4,11-14

The role of immune disorders in the pathogenesis 
of schizophrenia is supported by epidemiological and 
molecular biological data. Thus, according to several 
studies, including meta-analyses, there are signs 
RI�LQFUHDVHG�DFWLYDWLRQ�RI�V\VWHPLF�LQȵDPPDWLRQ�DPRQJ�

patients with schizophrenia, including elevated levels 
RI�WKH�SURLQȵDPPDWRU\�F\WRNLQHV��LQFOXGLQJ�LQWHUOHXNLQ�
�ſ� �Ζ/��ſ��� Ζ/��� DQG� Ζ/��� LQ� ERWK� EORRG� VHUXP� DQG�
FHUHEURVSLQDO�ȵXLG�5-9 Schizophrenia is also characterized 
by an increase in the serum level of neutrophil activation 
PDUNHUV� WKDW� FRQWULEXWH� WR� V\VWHPLF� LQȵDPPDWLRQ�
(leukocyte elastase, a1-proteinase inhibitor), and the 
levels of these markers correlate with the activity 
of the disease.10 In patients with nonpsychotic mental 
disorders, changes in the level of neutrophil activation 
markers are much less common.15 In addition, the serum 
concentration of the chemokine, CCL2, which is involved 
in the migration of monocytes, memory T-cells and 
GHQGULWLF�FHOOV�WR�WKH�VLWHV�RI�LQȵDPPDWLRQ��LV�LQFUHDVHG�
in patients with schizophrenia.16

Certain studies have found associations of immune 
disturbances with clinical schizophrenia.5,17-19 In the case 
RI�FKURQLF�VFKL]RSKUHQLD��WKH�SURLQȵDPPDWRU\�F\WRNLQH�
SURȴOH�ZDV� IRXQG� WR� EH� GL΍HUHQW� E\� FRPSDULVRQ�ZLWK�
DFXWH� VFKL]RSKUHQLD�� ZLWK� LQFUHDVHG� OHYHOV� RI� Ζ/��ſ�
and IL-6, however, no changes were evident with 
UHJDUG�WR�RWKHU�SURLQȵDPPDWRU\�F\WRNLQHV�5 Increased 
CCL2 in schizophrenia is associated with treatment 
resistance, and high levels of C-reactive protein (CRP), 
DQ� LQȵDPPDWRU\�PDUNHU�� DUH� DVVRFLDWHG�ZLWK� D�PRUH�
severe form of psychosis and a subsequent decrease 
in cognitive functions.17-19 According to another study, 
WKH�ȵXHQF\�RI�VSHHFK�RI�SDWLHQWV�ZLWK�VFKL]RSKUHQLD�DQG�
VFKL]RD΍HFWLYH�GLVRUGHU��WKDW�KDYH�HOHYDWHG�H[SUHVVLRQ�
RI� WKH� F\WRNLQHV� Ζ/��ſ�� Ζ/���� Ζ/���� Ζ/��� DQG� Ζ/���� LQ� WKH�
EORRG��LV�VLJQLȴFDQWO\�PRUH�LPSDLUHG�20 In addition, a 17% 
decrease in the volume of the left Broca's area was 
observed among patients with a high level  of cytokines.20 
6LJQV� RI� QHXURLQȵDPPDWLRQ�� PRVW� SURQRXQFHG�

LQ� WKH� DUHDV� RI� WKH� FRUWH[� WKDW� DUH�PRVW� D΍HFWHG� E\�
the disease, are also found in studies of the post-
mortal brain of patients with schizophrenia.21,22 In the 
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prefrontal cortex of these patients, the mRNA level 
of the Interferon-Induced Transmembrane Protein 
�Ζ)Ζ70�� LV� LQFUHDVHG�� 2QH� RI� WKH� H΍HFWV� RI� WKH� Ζ)Ζ70�
protein is the activation of the transcription factor 
1)�Ƈ%��ZKLFK�LV�D�NH\�IDFWRU�LQ�LQȵDPPDWRU\�FDVFDGHV�21 
7KH� H[SUHVVLRQ� RI� WKH� SURLQȵDPPDWRU\� F\WRNLQHV�� Ζ/�
�ſ�� Ζ/��� DQG� 71)ž� LV� DOVR� LQFUHDVHG� LQ� WKH� SUHIURQWDO�
cortex of patients.22

Among patients with schizophrenia, a number 
of changes in adaptive immunity are also present.23-25 
According to a meta-analysis of 16 works, the level 
of CD4 + T-helper cells, CD16 + CD56 + NK cells, naive 
B-cells and CXCR5 + memory T-cells, was increased 
among those with schizophrenia.24,25 However, according 
to other data, the level of T-helper cells, as well as the 
ratio of CD4 + / CD8 + in schizophrenia are reduced, and 
the patients have impairments of T-cell activation.23,26 
Perhaps these contradictions are associated with 
GL΍HUHQW� VWDJHV� DQG� IRUPV� RI� WKH� GLVHDVH� RI� WKH�
examined patients. 

There are data that suggest that the neutrophil/
lymphocyte ratio, platelet/lymphocyte ratio and 
monocyte/lymphocyte ratio are higher during the relapse 
periods of schizophrenia, compared to the remission 
periods.27� $FFRUGLQJ� WR� DQRWKHU� VWXG\�� LQȵDPPDWRU\�
activation in schizophrenia, including excessive 
lymphocyte and monocyte activation, is currently 
independent of cardiometabolic risk factors.28 Currently, 
VWXGLHV�RI�WKH�H΍HFWLYHQHVV�RI�DQWL�LQȵDPPDWRU\�GUXJV�
and immunomodulating agents in the treatment 
of schizophrenia are also of great interest.29 Thus, 
research data indicate that there are numerous signs 
RI�V\VWHPLF� LQȵDPPDWRU\�UHVSRQVH�DQG�G\VUHJXODWLRQ�
of the adaptive immunity in schizophrenia. However, 
in terms of the perplexity of the immune response 
(Figure 1), there is a lack of research into multiple immune 
parameters in schizophrenia30 and their relationships 
in terms of the clinical course of schizophrenia and its 
RXWFRPHV��WKLV�LV�D�SURPLVLQJ�DVSHFW�RI�WKH�LQYHVWLJDWLRQ�
shown in Figure 1. 

Both the innate and the adaptive immune system 
involve a cell-mediated (immune cells) and humoral-
mediated (immunoglobulins and complement) 
response. The activation of innate immune cells 
FDXVHV� LQȵDPPDWLRQ� DQG� VWLPXODWHV� WKH�SUHVHQWDWLRQ�
of antigens to adaptive immune cells (T-lymphocytes 
and B-lymphocytes). When facing an antigen, the 

T-lymphocytes mediate cytotoxicity against the infected 
or altered cells and activate B-lymphocytes to proliferate 
and produce immunoglobulins. The activated immune 
cells are orchestrated by the variety of cytokines and 
produce acute phase proteins.

The goal of this research was to  study the immuno-
LQȵDPPDWRU\� FKDQJHV� DPRQJ� SDWLHQWV� ZLWK� YDULRXV�
clinical symptoms of paranoid schizophrenia 
(episodic and continuous) compared with healthy 
controls. This was conducted in order to assess the 
associations of immunological changes with clinical 
V\PSWRPV�DQG�WR�SURYLGH�D�ǛRQFXUUHQW�PHDVXUHPHQW�
of multiple immune parameters in both episodic and 
continuous schizophrenia.

MATERIAL AND METHODS
The study included 36 patients with paranoid 
schizophrenia (see Table 1) and 30 healthy volunteers 
with no mental disorders (13 men, 17 women), 
FRPSDUDEOH� LQ� JHQGHU�� 7KH� PHDQ� �s� ���� FRQȴGHQFH�
interval) age of the volunteers was 27.1±1.6 years, 
ranging from 23 to 33 years. The duration of maintenance 
antipsychotic therapy among patients, ranged from six 
PRQWKV� WR� WZR� \HDUV�� WKH� GXUDWLRQ� RI� KRVSLWDOL]DWLRQ�
before the assessment was three to four weeks. The 
compliance of the participants mental state at the time 
of the examination with the criteria for schizophrenia, 
DFFRUGLQJ� WR� Ζ&'����� FRQVWLWXWHG� WKH� LQFOXVLRQ�FULWHULD��
informed written consent was also required to participate 
in the study. Patients with recurrent symptoms 
RI�VFKL]RSKUHQLD� �Q ���� ��ȴUVW�SV\FKRWLF�HSLVRGH� �Q ���
(Group 1) and patients with continuous symptoms 
of schizophrenia (n=16) (Group 2) were included in the 
VWXG\��&RQWLQXRXV�VFKL]RSKUHQLD�ZDV�GHȴQHG�FOLQLFDOO\��
according to DSM-5 criteria, by persistent symptoms 
IXOȴOOLQJ� WKH� GLDJQRVWLF� V\PSWRP� FULWHULD� RI� WKH�
disorder that remained throughout the duration of the 
illness. Subthreshold symptom periods were very brief 
in relation to the overall symptoms and it was impossible 
WR�GHȴQH�GLVWLQFW�HSLVRGHV��$PRQJ�SDWLHQWV�ZLWK�HSLVRGLF�
symptoms, the defect was stable and there were distinct 
psychotic episodes, with symptomatic remissions lasting 
more than six months. The exclusion criteria were severe 
somatic diseases, pregnancy, acute or exacerbated, 
FKURQLF��LQIHFWLRXV�DQG�LQȵDPPDWRU\�GLVHDVHV�GXULQJ�WKH�
two months preceding the examination or signs of drug 
or alcohol abuse.



23Consortium Psychiatricum   |   2021   |   Volume 2   |   Issue 1   

The PANSS, BFCRS, Simpson-Angus Scale (SAS), Symptom 
Severity Scale of the DSM5 for schizophrenia (SS-DSM5) 
and the FAB scale were used in clinical assessments.31

We measured the parameters of humoral-mediated 
immunity (levels of Circulating Immune Complexes 
(CIC), immunoglobulins IgA, IgM, IgG), levels of signalling  
�Ζ/����Ζ/����Ζ/����Ζ/�����Ζ)1ƀ��71)ž��DQG�DFXWH�SKDVH��&53��
proteins. The parameters of the cell link of adaptive 
LPPXQLW\�ZHUH�HYDOXDWHG�E\�PXOWLFRORXU�ȵRZ�F\WRPHWU\��
using monoclonal antibodies for the phenotyping of the 
GL΍HUHQWLDWLRQ� DQWLJHQV�� &'��� &'��� &'��� &'���� &'����
CD25, CD45, CD56 and CD127 (Becton Dickinson, USA). 
7R� GHWHUPLQH� WKH� FRQFHQWUDWLRQ� RI� SURLQȵDPPDWRU\�
F\WRNLQHV��Ζ/����Ζ/����Ζ/����Ζ)1ƀ��71)ž���WKH�SUR�LQȵDPPDWRU\�
DFXWH�SKDVH�SURWHLQ�&53��WKH�DQWL�LQȵDPPDWRU\�F\WRNLQH��
IL-10, the markers of the humoral link of adaptive 
immunity CIC, the immunoglobulins (IgA, IgM, IgG) 

in blood serum by enzyme-linked immunosorbent assay 
(ELISA) and the commercial kits for ELISA by "Cytokine", 
"Vector Best" and "Hema" (Russia) were used. 

For statistical processing, Excel software (Microsoft, 
2010) and STATISTICA 10 (StatSoft, 2010) were used. 
The Shapiro-Wilk test was used to assess the normality 
of distribution. The results of immunological tests 
were presented as medians with an interquartile 
range. The Kruskell-Wallis test was used to assess the 
VLJQLȴFDQFH�RI�GL΍HUHQFHV�EHWZHHQ�JURXSV��ZLWK�SRVW�
hoc, pair-wise comparisons conducted using the Mann-
Whitney test. The results of the clinical assessment (age, 
duration of education and illness, results of clinical scales) 
demonstrated a normal distribution and were presented 
as means +- standard deviations. The Student’s t-test 
ZDV�XVHG�WR�DVVHVV�WKH�VLJQLȴFDQFH�RI�GL΍HUHQFHV�LQ�WKH�
results of the clinical assessment between groups. The 

Figure 1. Key mechanisms of the immune response 



24 Consortium Psychiatricum   |   2021   |   Volume 2   |   Issue 1

frequencies distribution between groups was tested 
with the Chi-square test with continuity correction. The 
GL΍HUHQFHV�EHWZHHQ�JURXSV�ZHUH�FRQVLGHUHG�VWDWLVWLFDOO\�
VLJQLȴFDQW� DW� WZR�VLGHG� S� ������� 7R� HVWLPDWH� WKH�
correlations between variables, the Pearson correlation 
FRHɝFLHQW�ZDV�XVHG�

RESULTS
Table 1 shows the socio-demographic characteristics 
of the participants. The patients generally had 
fewer opportunities to progress to higher education 
or to be employed.

The clinical characteristics of patients are presented 
in Table 2. As can be seen, in the continuous course 
of schizophrenia compared with the episodic course, 
WKH� SDWLHQWV� H[KLELWHG� D� VLJQLȴFDQWO\� JUHDWHU� VHYHULW\�
of negative symptoms and cognitive disorders.

Table 3 summarizes the data on the immune 
parameters of patients with episodic and continuous 
symptoms, and those of the healthy control group. The 
DVVHVVPHQW�RI�WKH�PDUNHUV�RI�V\VWHPLF�LQȵDPPDWLRQ�DQG�
adaptive immunity has shown that the levels in patients 
ZLWK� VFKL]RSKUHQLD� GL΍HUHG� VLJQLȴFDQWO\� IURP� WKRVH�
LQ� WKH� FRQWURO� JURXS�� WKHVH� OHYHOV� ZHUH� FKDUDFWHUL]HG�
E\�SURQRXQFHG�KHWHURJHQHLW\�DQG�ZHUH�D΍HFWHG�E\�WKH�
course of the disease (Table 3).

+XPRUDO�FRPSRQHQW�RI�LPPXQH�V\VWHP
7KHUH�ZDV�D�VLJQLȴFDQW�HOHYDWLRQ�RI�&Ζ&�LQ�SDWLHQWV�ZLWK�
continuous symptoms, by  comparison with patients with 
episodic symptoms and healthy controls, whereas the 
OHYHOV�RI�LPPXQRJOREXOLQV�GLG�QRW�GL΍HU�

Cell-mediated immunity
7KH� OHYHOV� RI� &'���&'��� O\PSKRF\WHV� �7�FHOOV�� GL΍HUHG�
between clinical groups, with higher values among 
those with episodic symptoms and lower values 
among those  with continuous symptoms. Despite the 
fact that their levels in control group had intermediate 
YDOXHV�� WKHUH� ZHUH� QR� VLJQLȴFDQW� GL΍HUHQFHV� DPRQJ�
the clinical groups of the controls. In addition, patients 
ZLWK� HSLVRGLF� V\PSWRPV� KDG� VLJQLȴFDQWO\� LQFUHDVHG�
levels of CD45+CD3+CD4+CD25+CD127- regulatory 
T-cells. Finally, the level of CD45+CD3-CD19+ B-cells 
ZHUH� VLJQLȴFDQWO\� KLJKHU� DPRQJ� WKH� SDWLHQWV� ZLWK�
continuous symptoms vs. patients with episodic 
symptoms and among the control groups.

/HYHOV�RI�F\WRNLQHV�DQG�DFXWH�SKDVH�SURWHLQV
Both patient groups had higher than normal levels of CRP 
DQG�Ζ/����ZKLOH�WKH�OHYHOV�RI�RWKHU�F\WRNLQHV�GLG�QRW�GL΍HU�
compared to the control group.

Correlations with clinical scores
Among patients with episodic symptoms, a moderate, 
QHJDWLYH�FRUUHODWLRQ�RI�WKH�OHYHO�RI�WKH�DQWL�LQȵDPPDWRU\�
cytokine, IL-10, with NSA-4 scale results was revealed  
�U� ��������S��������

Among patients with continuous symptoms, the 
level of CD45+CD3-CD19+ B cells and the level of the 
CIC showed a moderate, negative correlation with the  
)$%�VFDOH�UHVXOWV��U� ��������S���������WKXV��D�KLJK�OHYHO�
of activation of humoral immunity in this subgroup 
of patients, was associated with more pronounced 
cognitive impairment.

Therefore, the patients with continuous schizophrenia 
had an excessive activation of humoral immunity, that 
was associated with the severity of cognitive disorders 
DQG�D�PRGHUDWH�DFWLYDWLRQ�RI�V\VWHPLF�LQȵDPPDWLRQ�

DISCUSSION
In this study we found multiple signs of immunological 
GLVWXUEDQFHV�WKDW�GL΍HU��GHSHQGLQJ�RQ�WKH�FOLQLFDO�FRXUVH�
RI� VFKL]RSKUHQLD�� 7KH�PDLQ� ȴQGLQJV� DUH� VXPPDUL]HG�
in Figure 2 below. While the levels of CRP and IL8 were 
increased in schizophrenia, irrespective of clinical groups, 
the patients with episodic symptoms demonstrated 
D� VLJQLȴFDQW� LQFUHDVH� RI� &'���&'��&'���&'�����
(/CD4+) cells, and patients with continuous symptoms 
had increased levels of CD45+CD3-CD19, B-cells and 
CIC vs. the control group. Interestingly, the numbers 
RI�&'���&'���O\PSKRF\WHV��7�FHOOV��GL΍HUHG�VLJQLȴFDQWO\�
among the clinical groups but not among the controls, 
were slightly increased among patients with episodic 
symptoms and were slightly decreased among patients 
with continuous symptoms.

Therefore, in summary, patients with episodic 
symptoms of schizophrenia were characterized by 
SURQRXQFHG�VLJQV�RI�V\VWHPLF�LQȵDPPDWLRQ�DQG�D�FHUWDLQ�
DFWLYDWLRQ�RI�FHOO�PHGLDWHG�LPPXQLW\��ZLWKRXW�VLJQLȴFDQW�
changes in the humoral link immunity. Conversely, 
patients with continuous schizophrenia had signs 
RI�DFWLYH�V\VWHPLF�LQȵDPPDWLRQ�DQG�FKURQLF�DFWLYDWLRQ�
of the humoral immune response. 

An analysis of the literature shows that the relationship 
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S���YDOXHV�IRU�W�WHVW�DUH�SURYLGHG�IRU�GL΋HUHQFHV�EHWZHHQ�WKH�WZR�JURXSV�
1�5HVXOWV�DUH�SUHVHQWHG�DV�PHDQV��s�VWDQGDUG�GHYLDWLRQ���VWDWLVWLFV�Ȃ�DV�W�DQG�S��W�WHVW�
2�5HVXOWV�DUH�SUHVHQWHG�DV�Q������VWDWLVWLFV�Ȃ�DV�Ɣ2�DQG�S

Table 1. Socio-demographic characteristics of patients included in the study

Value/Groups Continuous 
schizophrenia
(n=16)

Episodic 
schizophrenia
(n=20)

Control (n=30) Statistics

Age on the date of assessment 1 28.6 ± 6.8 27.6 ± 7.2 27.1 ± 1.6 W ��������S �����

Gender distribution

Male 2 14 (88) 9 (45) 13 (43) Ɣ2 �������S ����

Female 2 2 (13) 11 (55) 17 (57)

Family 

Married 2 2 (13) 3 (15) 13 (43) Ɣ2 �������S ������

Divorced 2 1 (6) 1 (5) -

Never married 2 13 (81) 16 (80) 17 (57)

Education

Lower secondary 2 1 (6) 3 (15) - Ɣ2 ��������S������

Secondary 2 2 (13) 3 (15) -

Specialized secondary 2 4 (25) 1 (5) -

Incomplete higher 2 6 (38) 4 (20) 4 (13)

Higher 2 3 (19) 9 (45) 26 (87)

Duration of education in years 1 13.9 ± 1.5 13.6 ± 2.5 16.6 ± 1.0 W ��������S �����

Labor status

Student 2 2 (13) 5 (25) 9 (30) Ɣ2 ��������S������

Employed 2 2 (13) 7 (35) 19 (63)

Unemployed, pre-retirement 2 5 (31) 7 (35) -

Disabled, absolute (%) 7 (44) 1 (5) 2 (7)

Age of prodromal symptoms onset 1 15.3 ± 3.8 20 ± 5.9 - W �������S �����

Age of manifest 1 19.2 ± 5.2 25 ± 6.3 - W �������S �����

$JH�RI�ȴUVW�DSSO\�IRU�PHGLFDO�KHOS�1 19.2 ± 4 25.7 ± 7 - W �������S �����

$JH�RI�ȴUVW�KRVSLWDOLVDWLRQ�1 19.3 ± 4.1 25.7 ± 6.9 - W �������S �����

Duration of illness from the prodromal symptoms 1 13.3 ± 6.2 7.7 ± 4 - W ��������S �����

Duration of illness from the manifest 1 9.4 ± 6.3 2.7 ± 3.2 - W ��������S������
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Table 2. Clinical indicators of patients included in the study

Scale Episodic 
schizophrenia 
(n=20)

Continuous 
schizophrenia (n=16)

t-test

PANSS total 89.9 [81.1, 98.7] 112.6 [105.5, 119.7] W ������S������

PANSS P 24.1 [20.2, 28] 25.6 [21.4, 29.8] W �������S �����

PANSS N 20.6 [17.1, 24.1] 32.9 [30.3, 35.5] W �������S������

PANSS G 45.2 [41.4, 49] 53.8 [50.2, 57.4] W �������S �����

BFCRS 6 [2.6, 9.4] 8.3 [3.3, 13.3] W �������S �����

NSA-4 13.7 [11.6, 15.8] 24.2 [21.7, 26.7] W �������S������

Simpson-Angus Scale (SAS) 1.6 [0.7, 2.5] 2.4 [1.4, 3.4] W �������S �����

Symptom severity scale of the DSM5 
for schizophrenia (SS-DSM5)

12.3 [11.1, 13.5] 15.4 [14.1, 16.7] W �������S �����

Frontal assessment battery (FAB) 15.1 [14.3, 15.9] 13.2 [12.1, 14.3] W ��������S �����

RI�V\VWHPLF�LQȵDPPDWLRQ�DQG�G\VUHJXODWLRQ�RI�DGDSWLYH�
immunity in relation to the clinical course of schizophrenia, 
have not been extensively studied. There are data which 
GHPRQVWUDWH� WKDW� LQ� SDWLHQWV� ZLWK� WKH� ȴUVW� HSLVRGH�
RI�VFKL]RSKUHQLD��WKH�OHYHO�RI�Ζ/��ſ��Ζ/����Ζ/����Ζ/����Ζ)1ž�
DQG�71)ž�LQFUHDVHG��DQG�WKH�FRQWHQW�RI�SUR�LQȵDPPDWRU\�
F\WRNLQHV��Ζ/��ſ��Ζ/���DQG�71)ž�UHPDLQHG�LQFUHDVHG�HYHQ�
after eight weeks of antipsychotic therapy with risperidone 
or haloperidol.32 A limitation of this work was that it did 
not include patients with repeated psychotic episodes 
and with continuous symptoms of the disease. Another 
study has shown that changes in the clinical blood test 
(neutrophil/lymphocyte ratio, platelet/lymphocyte ratio 
and monocyte/lymphocyte ratio) are more prominent 
during the relapse periods of schizophrenia, compared 
to remission periods.27

ΖQ� RXU� VWXG\� WKHUH� ZDV� QR� VLJQLȴFDQW� LQFUHDVH�
RI� 71)ž� DPRQJ� SDWLHQWV� ZLWK� HSLVRGLF� RU� FRQWLQXRXV�
schizophrenia, although IL-8 was increased. Certain 
DXWKRUV� UHSRUW� DQ� LQFUHDVH� LQ� VHUXP� 71)ž� DPRQJ�
patients with schizophrenia. One possible reason for 
this discrepancy is that antipsychotic therapy reduces 
WKH� SURGXFWLRQ� RI� FHUWDLQ� SURLQȵDPPDWRU\� F\WRNLQHV�
LQ�VFKL]RSKUHQLD��LQFOXGLQJ�71)ž�33�7KH�H[WHQW�RI�WKLV�H΍HFW�
has not been studied in detail and may be dependent on 
the duration of therapy and the drugs used.

According to in vitro studies, conducted by Ryazantseva 
et al. among patients with schizophrenia, there is an 
imbalance in the production of Th1 and Th2 cytokines 

by lymphocytes and signs of inhibition of the T-cell 
OLQN� RI� WKH� LPPXQH� V\VWHP�� WKHVH� FKDQJHV� DUH� PRVW�
pronounced with regard to chronic symptoms of the 
disease.34 The results are consistent with our data on 
the serum levels of these cytokines. According to a meta-
analysis,5 in acute schizophrenia, the levels of IL-6, 
71)ž�DQG�WKH�UHFHSWRU�DQWDJRQLVW��Ζ/��5$�DUH�HOHYDWHG��
while in chronic schizophrenia, the same meta-analysis 
VKRZHG�DQ�LQFUHDVH�LQ�WKH�OHYHOV�RI�Ζ/��ſ�DQG�Ζ/����$FXWH�
VFKL]RSKUHQLD�ZDV�GHȴQHG�DV�KRVSLWDOL]DWLRQ�LQ�FRQQHFWLRQ�
with a psychotic episode or chronic schizophrenia, 
following an examination of patients receiving outpatient 
treatment. It should be noted that comprehensive 
data on the serum level of the main cytokines and the 
characteristics of adaptive immunity among those with 
continuous symptoms of schizophrenia, by comparison 
with episodic symptoms, are practically absent in the 
OLWHUDWXUH��:H�KDYH�VKRZQ�IRU�WKH�ȴUVW�WLPH�WKDW�LQ�UHODWLRQ�
to continuous schizophrenia, changes in the adaptive 
immune response with a predominance of activation 
of its humoral link are of primary importance, although 
PRGHUDWH�VLJQV�RI�DFWLYDWLRQ�RI�V\VWHPLF�LQȵDPPDWLRQ��
do persist in patients. In particular, an increase 
in the content of CIC, which are formed as a result 
of the binding of exogenous or endogenous antigens by 
LPPXQRJOREXOLQV��DQWLERGLHV���LQGLFDWHV�DQ�LQȵDPPDWRU\�
process with activation of the humoral link of adaptive 
immunity. The causes of this activation remain to be 
studied. It is possible that the activation of autoimmune 

5HVXOWV�DUH�SUHVHQWHG�DV�PHDQV�>����&Δ@
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Parameters Episodic 
schizophrenia

Continuous 
schizophrenia

Controls

Humoral 
component 
parameters

IgA, [g/l] ����������������� ����������������� �����������������

IgM, [g/l] ����������������� ����������������� ������������������

IgG, [g/l] ������������������� �������������������� ��������������������

CIC, [units] 73 (58; 104)** 103 (84; 192)*,** �������������

Acute phase 
proteins, signalling 
proteins (cytokines)

CRP, [mg/l] 5.48 (0.81; 20.33)* 3.3 (1.93; 8.4)* �����������������

IL-4, [pg/ml] ����������������� ���������������� �����������������

IL-10, [pg/ml] ����������������� ���������������� �����������������

Ζ)1ƀ, [pg/ml] ��������������������� �������������������� ����������������
44.32)

IL-8, [pg/ml] 34.54 (11.19; 
214.76)*

40.16 (12.61; 94.15)* �������������������

71)ž, [pg/ml] ����������������� ����������������� �����������������

IL-6, [pg/ml] ������������������ ������������������ ������������������

Cell-mediated 
component 
parameters

CD45+CD3+, [%] 77.60 (74.60; 
79.50)**

71.05 (68.40; 
74.20)**

�������������������

CD45+CD3+CD4+, [%] �������������������� �������������������� ��������������������

CD45+CD3+CD8+, [%] ������������������ �������������������� ������������������

CD45+CD3+CD4+CD25+CD127-, [%] ��������������� ����������������� �����������������

CD45+CD3+CD4+CD25+CD127- % from 
CD45+CD3+CD4+ lymphocytes, [%]

6.85 (6.05; 7.50)* ��������������� �����������������

CD45+CD3-CD16/56+, [%] ������������������� ������������������� �������������������

CD45+CD3+CD16/56+, [%] ����������������� ����������������� ����������������

CD45+CD3-CD19+, [%] 10.40 (8.00; 13.00)** 14.00 (11.00; 
18.30)*,**

�������������������

7DEOH����ΖPPXQRORJLFDO�SDUDPHWHUV�DQG�V\VWHPLF�LQȵDPPDWLRQ�PDUNHUV�DPRQJ�SDWLHQWV�ZLWK�HSLVRGLF�VFKL]RSKUHQLD�
(n=20), continuous schizophrenia (n=16) and among the controls (n=30)

7KH�UHVXOWV�DUH�SUHVHQWHG�DV�0HGLDQ�����TXDUWLOH�����TXDUWLOH���
���GL΍HUHQFHV�ZLWK�FRQWUROV��S�������


���GL΍HUHQFHV�EHWZHHQ�JURXSV��S������
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processes may take place among certain patients
According to the literature (see, for example, a review35), 

in a number of schizophrenic patients, antibodies 
to NMDA receptors and other central nervous system 
proteins are detected in the peripheral bloodstream. 
Based on our results, it can be assumed that patients 
with continuous symptoms of the disease and signs 
of excessive activation of humoral immunity, are a risk 
group for the possible presence of autoimmune diseases, 
and an examination may be necessary in these patients 
to exclude a hidden autoimmune pathology.

According to our data, with regard to the episodic 
course of the disease, there was a pronounced 
complex activation of the mechanisms of systemic 
LQȵDPPDWLRQ��$Q� LQFUHDVH� LQ�&53� LV�D�PDUNHU�RI�DFXWH�
DQG� FKURQLF� LQȵDPPDWRU\� SURFHVVHV�� ERWK� LQIHFWLRXV�
and endogenous. In addition, there was an increase 
LQ�WKH�OHYHO�RI�WKH�SUR�LQȵDPPDWRU\�F\WRNLQH��Ζ/����ZKLFK�
is involved in the chemotaxis of neutrophils, monocytes 
DQG� O\PSKRF\WHV� WR� WKH� VLWH� RI� WKH� LQȵDPPDWRU\�
reaction. There was also an increase in regulatory 
T-cells, which, taking into account the increased level 

RI�D�QXPEHU�RI�PDUNHUV�RI�V\VWHPLF�LQȵDPPDWLRQ��FRXOG�
indicate compensatory activation of immunoregulatory 
mechanisms. Further studies are required to determine 
WKH� FDXVHV� DQG� FOLQLFDO� VLJQLȴFDQFH� RI� WKHVH� FKDQJHV��
At the same time, the activation of immunoregulatory 
mechanisms in certain patients may have a protective 
role and also requires further study.

A correlation analysis showed that among patients 
with continuous symptoms of schizophrenia, the severity 
of cognitive impairment was associated with a higher 
level of CIC and B-cells, and among those with episodic 
V\PSWRPV��WKH�OHYHO�RI�WKH�DQWL�LQȵDPPDWRU\�F\WRNLQH��
Ζ/�����ZDV�DVVRFLDWHG�ZLWK�FOLQLFDO�LQGLFDWRUV��LW�QHJDWLYHO\�
correlated with the severity of negative symptoms 
LQ�SDWLHQWV��7KHVH�QRYHO�GDWD�FRQȴUP�WKH�SRVVLEOH�FOLQLFDO�
DQG�SDWKRJHQHWLF�VLJQLȴFDQFH�RI�WKH�GHWHFWHG�LPPXQH�
changes in various types of schizophrenia, and indicate 
WKH� SURVSHFW� RI� VWXG\LQJ� WKH� H΍HFWLYHQHVV� RI� YDULRXV�
approaches to immunomodulating therapy, within 
the framework of the comprehensive rehabilitation 
of patients with schizophrenia, depending on the clinical 
course and immune disorders. 

Figure 2. Key results of the study. 

1RWH��UHG�Ȃ�LQFUHDVH�YV��FRQWURO��GDUN�EOXH�Ȃ�GHFUHDVH�YV��FRQWURO��7KLFN�OLQH�Ȃ�VWDWLVWLFDOO\�VLJQLȴFDQW�GL΍HUHQFH�YV��FRQWURO��WKLQ�Ȃ�
QRQ�VLJQLȴFDQW�GL΍HUHQFH�YV��FRQWURO��FLUFOH�Ȃ�GL΍HUHQFH�EHWZHHQ�FOLQLFDO�JURXSV� 
&53�Ȃ�PDUNHU�RI�DFWLYH�LQȵDPPDWLRQ��Ζ/��Ȃ�SURLQȵDPPDWRU\�FKHPRNLQH��&'�������%�O\PSKRF\WHV��&Ζ&�Ȃ�&'���7�FHOOV� 
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According to contemporary theoretical concepts, the 
heterogeneity of immunological changes in schizophrenia 
PD\�UHȵHFW�WKH�SUHVHQFH�RI�VHYHUDO�LPPXQRSKHQRW\SHV�
of the disease, with various pathogenesis features. Thus, 
it is assumed that there is an immunophenotype with 
D�SUHGRPLQDQFH�RI�DFWLYDWLRQ�RI�V\VWHPLF�LQȵDPPDWLRQ��
the main marker of which may be an increased level of IL-
6, and an immunophenotype with excessive activation 
of the humoral link of adaptive immunity, accompanied 
by an increase in the level of autoantibodies to NMDA 
receptors.28 Schizophrenia immunophenotypes may 
KDYH� SURJQRVWLF� IHDWXUHV� DQG� PD\� UHTXLUH� GL΍HUHQW�
approaches to therapy, but at the same time, an analysis 
of the available literature shows that their relationship 
with the clinical characteristics of the disease is not 
well understood, limiting the possibility of clinical data 
translation. Our results show that patients with an 
HSLVRGLF� FRXUVH� RI� VFKL]RSKUHQLD� GL΍HU� LQ� SUHYDLOLQJ�
immune changes from patients with a continuous course. 
The data obtained may be important for the development 
of personalized approaches to immunotherapy in various 
variants of the clinical course of schizophrenia.

Discussing the limitations of this work, it should 
be noted that it is of interest to study immunological 
changes in other variants of the course of schizophrenia, 
that have not been studied in the framework of the 
present study. It should also be noted that the patients 
were enrolled into the study after three to four weeks 
of hospital treatment, and the immune parameters 
FRXOG�EH�D΍HFWHG�E\�DQWLSV\FKRWLF�WUHDWPHQW��ΖQ�DGGLWLRQ��
it would be important to replicate the results in larger 
studies, applying the correction for multiple testing.

CONCLUSION
An analysis of available literature shows that studies 
providing a comprehensive assessment of the markers 
of the cell and the humoral link of adaptive immunity, 
in combination with the parameters of systemic 
LQȵDPPDWLRQ�LQ�VFKL]RSKUHQLD��DUH�VWLOO�ODFNLQJ��9LUWXDOO\�
no study has been undertaken regarding the level 
RI� LPPXQRLQȵDPPDWRU\� PDUNHUV�� GHSHQGLQJ� RQ� WKH�
clinical dynamics of schizophrenia: in most studies, 
patients are considered within the general sample 
or a division into acute and chronic schizophrenia 
is carried out. Very few works are devoted to the study 
RI� LPPXQRLQȵDPPDWRU\� GLVRUGHUV� LQ� VFKL]RSKUHQLD��
examining the nature of the course and the prevailing 

symptoms, as well as studying the relationship between 
immunological parameters and neurophysiological 
changes in patients. This study made it possible to obtain 
QHZ�GDWD�RQ�WKH�FKDUDFWHULVWLFV�RI�WKH�F\WRNLQH�SURȴOH�
and the nature of the main changes in the immune 
response depending on the course of schizophrenia. 
This helped determine the relationship between multiple 
immunological and clinical changes among patients with 
continuous and episodic symptoms of schizophrenia. The 
data obtained are important for future clinical studies 
of new treatment methods, based on the medical and 
physical methods of correction of systemic disorders, 
in various immunophenotypes of schizophrenia.
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Suicides in the COVID-19 Pandemic — 
Are We Well Informed Regarding 
Current Risks and Future Prospects?
ˡ˰˼˾̃˱˸˹́̂˲˰�˲˾�˲̀˵˼̏�˿˰˽˴˵˼˸˸�&29,'������̅˾̀˾̈˾�˻˸�˼̋�˾́˲˵˴˾˼˻˵˽̋�
˾�̂˵˺̃̉˸̅�̀˸́˺˰̅�˸�˿˵̀́˿˵˺̂˸˲˰̅"

ABSTRACT
%DFNJURXQG� Suicides are predicted to drop in the acute phase of any crisis that poses a threat to the entire population, 
though data on this are inconsistent. A pandemic is the most severe global crisis one can imagine. There is an urgent 
need to identify objective trends in suicide rates across countries and populations in a real-time manner in order 
to be better informed regarding prospects and adaptation of preventive strategies.

Objectives. To evaluate suicidal behaviour in a metropolis immediately after the introduction of severe containment 
PHDVXUHV�GXH�WR�WKH�SDQGHPLF�b

Methods. Cases of completed suicides in St. Petersburg were obtained from the local city Bureau of Forensic Medical 
Examinations for the period 1 January 2016 to 31 July 2020. Data were accurately collected and monthly frequencies 
SHU���������RI�WKH�SRSXODWLRQ�LQ�$SULO�0D\�������LQWURGXFWLRQ�RI�WKH�PRVW�VHYHUH�ȊVWD\�DW�KRPHȋ�PHDVXUHV��ZHUH�
FRPSDUHG�ZLWK�FRUUHVSRQGLQJ�GDWD�IURP������������&RQȴGHQFH�LQWHUYDOV�ZHUH�FDOFXODWHG�DFFRUGLQJ�WR�:LOVRQ�

Results. Suicide frequencies in the population of St. Petersburg in April 2020 did not go up, in contrast, they were 
30.3% lower than the average for the previous four years. The decrease in April was more pronounced in males than 
in females (36.3% and12.4%, respectively). When looking at age groups it was found that the biggest drop in suicides 
ZDV�LQ�ROGHU�PDOHV��!b���\HDUV���ΖQ�WKLV�JURXS��VXLFLGH�LQGLFHV�ZHUH�������ORZHU�WKDQ�DYHUDJH�IRU�WKH�SUHYLRXV�IRXU�
years. However, in females, there was a 50% rise in suicides in June, while in young males (15-34 years) there was an 
������ULVH�LQ�0D\��7RWDO�QXPEHU�RI�VXLFLGHV�IRU�WKH�ȴUVW�KDOI�RI������ZDV�YHU\�FORVH�WR�WKH�DYHUDJH�VHHQ�LQ�SUHYLRXV�
\HDUV��1RQH�RI�WKH�UHJLVWHUHG�FKDQJHV�ZHUH�VWDWLVWLFDOO\�VLJQLȴFDQW�b
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Conclusions. The analysis is preliminary and does not account for possible seasonality, however, we consider that 
the reduction in completed suicides immediately after crisis exposure deserves attention. It supports views that 
in the acute phase of the crisis, suicidal behaviour may decline, which may be quickly replaced by a rise. Such a rise 
in females and younger males points on possible risk groups and requires a response from society. More studies 
DUH�QHHGHG�WR�KDYH�D�FOHDUHU�SLFWXUH�RI�VXLFLGH�G\QDPLFV�LQ�5XVVLD�GXULQJ�WKH�GL΍HUHQW�ZDYHV�RI�WKH�SDQGHPLF��DQG�
prevention should be prioritized regardless of the tendencies.
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Keywords:�VXLFLGH��&29Δ'�����SDQGHPLF��FULVLV��DFXWH�SKDVH��FRQWDLQPHQW�PHDVXUHV�
ƴǕǨǡǏǌǥǏ�ǛǕǘǌǊ��ǛǊǖǘǝǋǒǓǛǜǌǊ��&29Δ'�����ǙǊǗǎǏǖǒǩ��ǔǚǒǑǒǛ��ǘǛǜǚǊǩ�ǞǊǑǊ��ǛǊǖǘǒǑǘǕǩǠǒǩ�

INTRODUCTION
The COVID-19 pandemic has dramatically changed the 
life of billions of people all around the world. Among the 

PDQ\�DQWLFLSDWHG�QHJDWLYH�KHDOWK�H΍HFWV��WKHUH�KDV�EHHQ�
concern from psychiatrists and psychologists about the 
increasing risk of suicide.1,2 Some of the authors have 
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HYHQ�XVHG�WKH�WKHRU\�RI�D�ȊSHUIHFW�VWRUPȋ�IRU�PRGHOOLQJ�
possible consequences of a pandemic for suicidal 
behaviour.3 There were concerns expressed that risk 
may increase due to the anxiety, depression and sleep 
disturbances during social isolation, economic stress and 
unemployment, fear of catching the disease, distress 
GXH� WR� IDPLO\� PHPEHUV� VX΍HULQJ� IURP� WKH� GLVHDVH��
stigmatization of patients with COVID-19 and their 
families, as well as alcohol consumption and domestic 
FRQȵLFW�GXULQJ�TXDUDQWLQH�4,5 Quickly-organized studies 
(mostly internet surveys) have revealed that feelings 
of being stressed, depressive symptoms and anxiety have 
increased during the harshest containment measures, 
HVSHFLDOO\� LQ� VWXGHQWV�� ZRPHQ�� DQG� PHGLFDO� VWD΍�6-8 
Negative expectations were expressed widely, however 
objective studies are essential to evaluate the suicide 
ULVN� LQ� DQ\� VSHFLȴF� FULVLV�� VRFLDO� VLWXDWLRQ�� RU� GLVDVWHU��
with regard to most vulnerable demographic, social and 
occupational groups.

Humanity has experienced several severe epidemics 
that may serve as quasi-experimental situations 
relevant in this sense. Therefore, the question is what 
can be learned regarding changes in suicide rates 
from previous cases? Quite surprisingly, the information 
appears to be limited and inconsistent. In the 1990s, 
$PHULFDQ� VXLFLGRORJLVW� ΖUD� :DVVHUPDQ�� XVHG� RɝFLDO�
statistics to assess the impact on suicide deaths 
of three major social events in the USA in the period 
from 1910 to 1920: World War I (1914-1918), the 
6SDQLVK�ȵX�SDQGHPLF� ������������DQG�WKH� LQWURGXFWLRQ�
RI� WKH� ȊSURKLELWLRQ� ODZ�� �VLQFH� ������� $FFRUGLQJ� WR� KLV�
DQDO\VLV�� WKH�ZDU�GLG�QRW�KDYH�DQ\�H΍HFW�� WKH�SDQGHPLF�
led to an increase in rates of suicide, while alcohol 
restrictions led to a decrease.9 Later, in a study from 
Hong Kong, where the SARS epidemic had caused high 
mortality between 1993 and 2004, authors have found 
D�VLJQLȴFDQW�LQFUHDVH�LQ�VXLFLGH�UDWHV�DPRQJ�ROGHU�SHRSOH�
(>65 years) once the peak of the epidemic had passed.10

This scanty list gives the impression that previous 
pandemics (or more local epidemics) did not attract 
much attention from suicidologists. However, attention 
was paid to other types of crises that confronted 
humanity across history, such as wars, natural 
catastrophes, and other disasters. Emile Durkheim, 
in his sociological study, has pointed out that such 
events usually lead to a lowering of suicide rates.11 
He discussed this from the point of view of the 

ȊSXOOLQJ� WRJHWKHUȋ� H΍HFW� LQ� VRFLHW\� WKDW� XQLWHV� SHRSOH�
in the face of a critical threat. In support of this, 
VHYHUDO� UHSRUWV� IURP� GL΍HUHQW� FRXQWULHV� VKRUWO\� DIWHU�
the announcement of the COVID-19 pandemic, have 
presented data that show that the number of suicide 
attempts and suicides did not increase, on the contrary, 
they seemed to go down during the introduction 
RI� ȊVWD\� DW� KRPHȋ� RUGHUV�12-14 
:KLOH� WKLV� LPPHGLDWH� H΍HFW� PD\� EH� XQGHUVWRRG�

from the point of view of  sociological theory, further 
tendencies during a pandemic need much more 
attention and objective description. As a response 
to this challenge, an international initiative, COVID-19 
Suicide Prevention Research Collaboration, was recently 
established. The initiative aims to monitor suicide rates 
and develop adequate prevention measures.15 The 
initiative that now unites more than 30 countries, aims 
to provide a thorough analysis of the situation in a real-
time manner. This implies better interdisciplinary 
interaction and communication, involving sociologists, 
psychologists, psychiatrists, forensic medicine 
specialists, and the law enforcement system. Here we 
provide our experience in establishing and developing 
such communication, which eventually resulted in some 
preliminary observations regarding the immediate 
change in suicide rates in St. Petersburg shortly after 
the introduction of the strict quarantine on 30 March.  

MATERIAL AND METHODS
In the middle of April, the Ministry of Public Health of the 
Russian Federation issued a letter to the leading centres 
of psychiatric research requesting that they evaluate the 
possible evolution of risk for completed and attempted 
suicide in the pandemic. As a response to this request, 
V.M. Bekhterev National Medical Center of Psychiatry 
DQG� 1HXURORJ\�� LQ� FROODERUDWLRQ� ZLWK� VFLHQWLȴF� DQG�
educational medical institutions in St. Petersburg, made 
DQ�H΍RUW�WR�FROOHFW�UHOHYDQW�GDWD��2XU�SULPDU\�DLP�ZDV�
to evaluate the possible changes in suicidal behaviour 
during the earliest phase of the crisis in St. Petersburg 
with the prospect of prolonging the observations and 
widening the catchment area. Numbers and demographic 
data of those who died by suicide from 1 January 2016 
�ȴUVW�DYDLODEOH�\HDU�� WR���� -XO\������ �WKH� ODVW�SRLQW� IRU�
FRQȴUPHG�VXLFLGHV��SUHYLRXVO\�UHIHUUHG�WR�DV�ȊSUREDEOHȋ��
were obtained from the St. Petersburg Bureau of Forensic 
Medical Examinations. 
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The initial data (suicide cases per month in absolute 
units) were recalculated as monthly frequencies per 
100,000 of the population for the period 2016-2019 
and were compared with corresponding months 
in 2020. The methods of Fisher, Clopper-Pearson, 
DQG� :LOVRQ� ZHUH� WHVWHG� WR� FDOFXODWH� WKH� FRQȴGHQFH�
intervals (CI). Finally Wilson’s method was selected. 
Demographic data on the population of St. Petersburg 
IRU� WKH� VSHFLȴHG� SHULRG� ZHUH� REWDLQHG� IURP� RɝFLDO�
sources (Rosstat).

RESULTS
In the current study, a set of suicide cases (n= 1.647) 
that occurred in St. Petersburg in the period from 
1 January 2016 to 31 July 2020 is used. Of these cases, 
427 were female and 1,220 male (M : F ratio = 2.857). 
&RPSOHWHG�VXLFLGHV�IRU�WKH�ZKROH�SRSXODWLRQ�LQ�WKH�ȴUVW�
seven months in 2016-2019 and separately in 2020 are 
presented in Fig. 1. A decrease in the frequency of suicides 
per month per 100,000 population can already be seen 
in March 2020. The frequency decreased by 18.3% (0.4446, 
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95% CI: 0.2988 – 0.6616 as compared with 0.5440, 95% 
CI: 0.4536 – 0.6525) with a more pronounced decrease 
in April of 30.3% (0.4446, 95% CI: 0.2988 – 0.6616) 
as compared with 0.6378 (95% CI: 0.5393 – 0.7544). 
+RZHYHU�� WKLV� GHFOLQH� ZDV� QRW� VWDWLVWLFDOO\� VLJQLȴFDQW��
Subsequently, there was an increase of 13.3% in June 
and then a decrease of 14.0% in July. The total 
DFFXPXODWHG�QXPEHU�RI�FRPSOHWHG�VXLFLGHV� LQ� WKH�ȴUVW�
six months of 2020 constituted 93.8% of the average 
LQ� WKH� ȴUVW� VL[�PRQWKV� LQ� ����������

A closer look revealed that the decline in March 
and April 2020 was more pronounced among men 
(18.4% and 36.3%, respectively). For men, at the lowest 

point (April 2020) the frequency per 100,000 reached 
0.5898 (95% CI: 0.3683 – 0.9446), though the fall 
ZDV� DOVR� LQVLJQLȴFDQW�� $PRQJ� ZRPHQ�� WKH� GHFUHDVH�
in the frequency of suicides per month in 2020 
was 20.2, 12.4, and 23.8% in March, April, and May, 
respectively (the lowest level in May was 0.2293 (95% 
&Ζ�� ������� Ȃ� ��������� $OO� FKDQJHV� ZHUH� LQVLJQLȴFDQW�
(Figures 2 and 3). The total number of male cases 
LQ� WKH� ȴUVW� VL[� PRQWKV� RI� ����� ZDV� ������ RI� WKH�
average for the same period in 2016-2019, whilst 
among women it increased by 10.2%.

It can be seen that after a short decline in the suicide 
frequency for males, the trend reversed in May, whilst 
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for females, there was a 50% rise in June. None of the 
REVHUYHG� ȵXFWXDWLRQV� LQ� UDWHV� ZHUH� VLJQLȴFDQW�� 6LQFH�
the most pronounced changes were seen in the male 
SRSXODWLRQ��WKH�ȵXFWXDWLRQV�LQ�WKH�IUHTXHQF\�RI�VXLFLGHV�
LQ�GL΍HUHQW�DJH�JURXSV�RI�PHQ�ZHUH�VFUXWLQL]HG��*LYHQ�
the comparatively small number of cases per month, the 
following wide age groups were chosen: young (15-34), 
mature (35-54), adults (55-74), and seniors (>75). It was 
IRXQG�WKDW�IURP�-DQXDU\�WR�0DUFK��DPRQJ�PHQ�RI�GL΍HUHQW�
age groups, the suicide rate changed direction, while 
in April a decrease was observed in all groups, with the 
most pronounced (58.3 and 58.7%) among men aged 55-
74 years, and 75 years and over, respectively. By May, 

this decline gave way to a rise (87.9%), which was most 
pronounced among young men aged 15-34.

DISCUSSION
There is almost complete agreement in suicidology that 
in the acute phase of any crisis (war, terrorist violence, 
natural disaster, or mass infection) suicides usually 
go down.16 The recent coronavirus crisis in this sense 
LV�D�ȊSHUIHFW�VWRUPȋ�Ȃ�LW� LV�JOREDO�UDWKHU�WKDQ�ORFDO�� OLNH�
a tsunami or an earthquake, and more dangerous than 
ZDU�FRQȵLFW�GXH�WR�WKH�LQDELOLW\�WR�HVFDSH�RU�LGHQWLI\�WKH�
source of danger.17 Since Durkheim, the main explanation 
IRU�WKLV�H΍HFW�LV�WKDW�WKH�QXPEHU�RI�VXLFLGHV�JRHV�GRZQ�
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due to social integration and strengthening of the 
invisible links that make societies more united in the face 
of a danger to the whole population.11

Our results are consistent with these studies that 
ȴQG�RU�SUHGLFW�D�GURS�LQ�VXLFLGH�LQFLGHQFH�LQ�WKH�DFXWH�
phase of a crisis.12-14 We have used a blunt method 
of evaluation of suicide incidence change known as 
excess mortality – comparison between incidence during 
WKH�ȴ[HG�SHULRG��L�H���$SULO��LQ�IRXU�WR�ȴYH�SUHYLRXV�\HDUV�
and in the index year, and covering adjusted periods. 
April is the best period from this point of view, since 
government containment measures had just been 
introduced, and they were rather harsh and severe 
(described by some authors as Draconian).18 This can 
provide further explanations for the drop in the number 
of suicides. In this sense, it is necessary to mention that 
not only did the number of completed suicides fall, but 
also the number of attempted suicides, hospitalizations 
and referrals to mental health providers, as well as 
psychiatric emergency consultations.19�7KLV�LV�FRQȴUPHG�
by observations from St. Petersburg ambulance service, 
which registered a substantial drop in the number of self-
intoxications in April, and by specialists in the clinical 
departments at the V.M. Bekhterev Center. Therefore, 
not only actualization of vital (adaptive) tendencies and 
societal cohesion, but also a decline in psychological 
(and even psychiatric) problems, may contribute to the 
observed tendency.20

Our evaluations have several limitations, including the 
LQDELOLW\�WR�HQFRXQWHU�DQG�HOLPLQDWH�ȵXFWXDWLQJ�VHDVRQDO�
SHDNV�DQG�IDOOV�DQG�WKH�LQȵXHQFH�RI�WKH�JHQHUDO�WUHQG�
(over the last seven to ten years, suicide rates in Russia 
have been slowly, but consistently going down). However, 
ZH�FRQVLGHU�WKDW�RXU�ȴQGLQJV�GHVHUYH�VRPH�DWWHQWLRQ��
The objective studies regarding suicide rates during 
a pandemic are still scarce and every piece of knowledge 
may be important. In each country, given the unique 
political, economic, social, and cultural situation, the 
FKDQJH� LQ� VXLFLGH� UDWHV� PD\� GL΍HU�� 0RUHRYHU�� ZLWKLQ�
professional circles and the general public, our results 
may serve the goal of raising awareness regarding suicide. 

These preliminary results should not become a reason 
for complacency and denial of a possible increase 
in suicides in the future. We would like to draw special 
attention to the quick reversal to a decrease in suicide 
rates in May in young males and in June in females. 
With the complete results from 2020, a clearer picture 

will appear, however, it is already necessary to develop 
PRUH�HɝFLHQW��RU�DGMXVW�H[LVWLQJ��SUHYHQWLYH�PHDVXUHV�
with an eye to future periods of the development of the 
pandemic situation. This is important in view of the 
possible accumulation of economic problems within 
families (in spite of all the compensatory measures taken 
by the government), such as rising unemployment, the 
bankruptcy of small businesses, as well as academic 
VWUHVV� D΍HFWLQJ� \RXQJ� SHRSOH� ZKR� VHHP� WR� EH� OHVV�
resilient to global shocks and who have found themselves 
in a dramatically changed educational environment with 
online education. 

The pandemic is not over, and new emerging waves 
are rather unpredictable. Several studies from other sites 
have already registered a disturbing evolution of suicides, 
for instance, in Japan after a reduction in suicide numbers 
������LQ�WKH�ȴUVW�VL[�PRQWKV�RI�WKH�SDQGHPLF��)HEUXDU\�
to June 2020), the monthly suicide rate increased by 
16% during the second wave (July to October 2020), with 
a larger increase among females (37%) and children and 
adolescents (49%).21 Some researchers are returning 
WR�UHFRUGV�RI�PRUWDOLW\�GXULQJ�WKH�6SDQLVK�ȵX�SDQGHPLF�
100 years ago. For instance, in a study from Taiwan it was 
VKRZQ�WKDW�GXULQJ�WKH�ȴUVW�ZDYH��ZKHQ�DERXW�����RI�WKH�
population were infected, suicide rates were no higher 
than expected, while in the second wave at a time when 
only 4.3% were infected, there was an increase in suicide 
indexes (33-35%) at the beginning of this wave.22 
ΖQ� D� SDQGHPLF�� QHZ�H΍RUWV� DUH� QHHGHG� WR� RUJDQL]H�

and implement suicidal prevention measures. We fully 
agree with the statement that while we are waiting 
for a clearer picture, prevention measures must be 
prioritized.23 Existing evidence-based studies provide 
a set of relevant strategies that require careful adaptation 
and tuning to be implemented in a pandemic situation. 
In Russia, along with the use of all the accumulated 
world experience, it would be reasonable to pay more 
attention to educational technologies, raising the status 
of suicidology as an academic discipline and generalizing 
the existing regional experience in suicide prevention.

CONCLUSIONS
We are providing preliminary evidence that during the 
period of most severe restrictions due to the COVID-19 
pandemic in a metropolis of 5.5 million people in the 
north-western region of Russia, suicidal behaviour did 
not increase, on the contrary, it seems to have fallen. 
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This observation is consistent with the point of view that 
during the acute phase of a crisis, the number of suicides 
XVXDOO\�JRHV�GRZQ��+RZHYHU��ZH�DUH�VWLOO�QRW�VXɝFLHQWO\�
informed regarding the situation with suicides across the 
huge territories and diverse ethnic and cultural groups 
of the Russian Federation. Further monitoring and 
data accumulation from wider populations and federal 
entities are needed to draw more informed conclusions 
regarding the impact of COVID-19 on suicide rates 
LQ�5XVVLD��ZLWK�VSHFLDO�DWWHQWLRQ�WR�VSHFLȴF�DJH�JURXSV��
The decrease may turn into an increase when long-lasting 
H΍HFWV�DFFXPXODWH��WKHUHIRUH�HYHQ�PRUH�H΍RUW�LV�QHHGHG�
to enhance prevention activities. 
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Mental Health in Australia and 
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ABSTRACT
$XVWUDOLD�ZDV�RQH�RI�WKH�ȴUVW�FRXQWULHV�WR�GHYHORS�DQG�LPSOHPHQW�D�QDWLRQDO�PHQWDO�KHDOWK�SODQ�����\HDUV�DJR��7KLV�
national approach belied the country’s federal structure, in which the federal government takes responsibility for 
primary care while state and territory governments manage acute and hospital mental health care. This arrangement 
KDV�OHG�WR�VLJQLȴFDQW�YDULDWLRQV�DFURVV�MXULVGLFWLRQV��ΖW�KDV�DOVR�OHIW�VHFRQGDU\�FDUH��RIWHQ�SURYLGHG�LQ�WKH�FRPPXQLW\��
outside of this governance arrangement. This article explores this dilemma and its implications for community mental 
KHDOWK��DQG�VXJJHVWV�NH\�VWHSV�WRZDUGV�PRUH�H΍HFWLYH�UHIRUP�RI�WKLV�YLWDO�HOHPHQW�RI�PHQWDO�KHDOWK�FDUH�
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INTRODUCTION
Australia can point to repeated evidence ranking its 
KHDOWK�FDUH�V\VWHP�DV�RQH�RI�WKH�PRVW�H΍HFWLYH�LQ�WKH�
world.1 However, such assessments typically do not 
take mental health care into account. More recent 
analysis of international comparative data suggests 

the performance of Australia’s mental health system 
is mixed at best.2 One of the key reasons for this 
mixed performance has been a limited commitment 
to community mental health care.  

As this article will demonstrate, despite early promising 
beginnings, Australia’s approach to mental health care 
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has become increasingly fragmented and chaotic. While 
responsibility between governments is clear in relation 
to primary and tertiary levels of care, secondary care, 
typically provided in the community, has languished. As 
a result, for people with mental health problems deemed 
too complex for primary care, there is often little choice 
but to go to hospital and they may not receive community 
mental health services unless they are either acutely 
or severely unwell. A recent Victorian Auditor General 
UHSRUW�FRQȴUPHG�WKDW�DUHD�SXEOLF�PHQWDO�KHDOWK�VHUYLFHV�
RQO\� VHH� ȆWKH�PRVW�XQZHOOȇ� SHRSOH�� FUHDWLQJ� VLJQLȴFDQW�
service problems in other parts of the mental health 
‘system’.3 A national approach to hospital avoidance and 
early intervention in the community has failed to emerge. 
This has resulted in large service gaps.

This article will review how this situation has developed. 
ΖW� ZLOO� ȴUVW� SURYLGH� DQ� RYHUYLHZ� RI� WKH� FRPSOLFDWHG�
arrangements by which Australia’s nine governments 
VKDUH�UHVSRQVLELOLW\�IRU�GL΍HUHQW�DVSHFWV�RI�PHQWDO�KHDOWK�
care. The article will then give an overview of developments 
in community mental health care, particularly in the early 
stages of national commitment to mental health policies 
and plans. We will then provide an explanation of the 
FXUUHQW� SUREOHPV� D΍HFWLQJ� FRPPXQLW\�PHQWDO� KHDOWK�
care and point to some of the key issues to be resolved 
if progress is to be resumed. There is little doubt that 
the development of a robust and well-organized system 
of community mental health care is central to future 
QDWLRQDO�PHQWDO�KHDOWK�UHIRUP�H΍RUWV�

It is not possible to understand the Australian context 
without some appreciation of its political system. 
There are eight state or territory governments and one 
federal (national) government. Responsibility for health 
care, including mental health care, is split between 
state/territory and federal governments. The federal 
government is responsible for the national system 
RI�SXEOLF�KHDOWK�LQVXUDQFH��WKH�0HGLFDUH�%HQHȴWV�6FKHPH�
�0%6��DQG�WKH�3KDUPDFHXWLFDO�%HQHȴWV�6FKHPH� �3%6���
which subsidizes medications. The MBS covers primary 
and allied health care in the community, particularly 
those services provided by general practitioners. The 
states and territories manage hospital-based health 
care, including emergency, inpatient and outpatient 
services. Australia’s constitution provides the states 
and territories with autonomy in relation to health 
care, including mental health.4 This has given rise 
to some variation between jurisdictions, for example, 

the mental health system of New South Wales (NSW) 
ORRNV�GL΍HUHQW�WR�WKDW�RI�9LFWRULD��3DUW�RI�WKLV�GL΍HUHQFH�
is about how jurisdictions respond to their geography 
DQG�GHPRJUDSK\��EXW�LW�DOVR�UHȵHFWV�SROLF\��IXQGLQJ�DQG�
service choices made over time. Despite these regional 
GL΍HUHQFHV��LW�LV�SRVVLEOH�WR�VHH�VRPH�LPSRUWDQW�QDWLRQDO�
trends in relation to community mental health. These will 
be the focus of this article.

MENTAL HEALTH CARE IN AUSTRALIA
Australian community-based mental health care 
developed gradually in the twentieth century, especially 
after World War Two.5 This period saw the uncoordinated 
development of community clinics as well as community 
psychosocial support services, emerging from the 
charitable and welfare sectors. Australia was one of the 
ȴUVW�FRXQWULHV� WR�HPEDUN�RQ�D�QDWLRQDO�PHQWDO�KHDOWK�
VWUDWHJ\�� ZLWK� WKH� ȴUVW� 1DWLRQDO� 0HQWDO� +HDOWK� 3ROLF\�
published in 1992.6 This progressive document referred 
to several key principles, including the rights and civil 
liberties of consumers and carers. A key goal was 
to enable the states and territories to close the long-
term psychiatric institutions, thus permitting people with 
persistent mental illness to live in the community.  

For this to occur, it would be necessary to close the old 
asylums and replace them ‘with a mix of general hospital, 
residential, community treatment and community support 
services’.6 In order to implement this policy, Australia 
VXEVHTXHQWO\�DJUHHG�WR�ȴYH�QDWLRQDO�PHQWDO�KHDOWK�SODQV��
the latest of which was signed by all jurisdictions in 2017.7 
A second National Policy was also produced.8

Despite this apparent commitment to reform,6 
it is worth noting that in 2017-18 there were still 1613 beds 
LQ�SV\FKLDWULF�KRVSLWDOV�VSUHDG�DFURVV�ȴYH�VWDWHV��FRVWLQJ�
$565 millions or just under 10% of total state spending on 
mental health. Half of the remaining institutional beds are 
in NSW.9 It is also notable that the current Fifth National 
3ODQ�GRHV�QRW�SURYLGH�D�GHȴQLWLRQ�RI�FRPPXQLW\�PHQWDO�
health care and makes no reference to the term ‘hospital 
avoidance’. Recent changes to the way health services 
are funded have compounded confusion regarding the 
desired, ultimate goal of mental health reform. The 
application of tools such as Activity Based Funding has 
been seen by some to incentivize admitted care over other 
forms of care, including in relation to community mental 
health.10 Others have even suggested that a core problem 
is in fact a lack of acute mental health hospital beds.11 
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Across the country, the average length of stay in a mental 
health unit at a public hospital has been reducing, from 
15.1 days in 2010-11 to 13.1 days in 2017-18.9

$V�D�ȴQDO�FRQWH[WXDO�PDWWHU��LW�LV�LPSRUWDQW�WR�XQGHUVWDQG�
that despite repeated policy concern and attention since 
1992, expenditure on mental health has remained largely 
unchanged, from 7.3% of total health spending in 1992-
93 compared with 7.6% in 2017-18.12 Data suggest that 
mental illness represents around 12% of the total burden 
of disease. While this gap between disease burden and 
expenditure may not entirely explain Australia’s systemic 
mental health problems, compared to other areas 
of health and given its contribution to Australians’ total 
burden of disease, mental health has clearly received 
relatively less funding. This makes the task of mental 
KHDOWK�UHIRUP�PRUH�GLɝFXOW��

COMMUNITY MENTAL HEALTH IN AUSTRALIA
In the absence of a nationally agreed approach 
WR� FRPPXQLW\� PHQWDO� KHDOWK�� GL΍HUHQW� SHUVSHFWLYHV�
or models have emerged. From the point of view 
of most states and territories, community mental 
health services typically comprise health professionals 
working in teams. These services, which might include 
psychiatrists, clinical and registered psychologists, 
mental health nurses and allied health professionals 
(such as occupational therapists and social workers), 
operate under a variety of names, such as community 
crisis teams, home care teams, (such as those based 
on the Assertive Community Treatment model), early 
psychosis intervention teams, youth mental health 
teams and residential rehabilitation units.
(΍HFWLYH�FRPPXQLW\�EDVHG�WUHDWPHQW�W\SLFDOO\�HQWDLOV�

the following: ready access to 24-hour crisis intervention 
and ongoing care, assertive and intensive community 
case management, professionally supervised residential 
treatment and rehabilitation in the community as an 
DOWHUQDWLYH�WR�FRQȴQLQJ�SHRSOH�WR�SV\FKLDWULF�LQVWLWXWLRQV�
and real recovery-oriented vocational opportunities for 
individuals with mental illnesses.13 There is evidence 
to suggest that community-centred health care 
RI� WKLV� QDWXUH� LV� ERWK� PRUH� FRVW�HɝFLHQW� DQG� FRVW�
H΍HFWLYH� WKDQ�KRVSLWDO�FHQWUHG�FDUH��SDUWLFXODUO\�ZKHUH�
community services are physically placed in the 
community and linked closely to both primary health 
care and hospital-based services.14

ΖQ�DGGLWLRQ�WR�WKLV�UDWKHU�FOLQLFDO�GHȴQLWLRQ��FRQVXPHUV�

(service users) and carers have also repeatedly expressed 
their views about a more holistic vision for the role 
community mental health care should play,15 including:
• actively managing medical and non-medical 

treatment for extended periods as required, with 
D�IRFXV�RQ�UHFRYHU\�

• skilling people with mental illness to live independently 
LQ�WKH�FRPPXQLW\��

• providing access to and supporting accommodation 
DQG�IXOȴOOLQJ�HPSOR\PHQW�RSSRUWXQLWLHV��DQG�RWKHU�
VRFLDO�DQG�UHFUHDWLRQDO�DFWLYLWLHV��

• establishing and maintaining mental health centres 
RU�IDFLOLWLHV�WKDW�R΍HU�D�UDQJH�RI�VXSSRUW�VHUYLFHV�DQG�
LQIRUPDWLRQ�

• providing outreach services and home based 
DVVLVWDQFH�

• providing case management that acknowledges the 
HSLVRGLF�QDWXUH�RI�PHQWDO�LOOQHVV�

• providing timely access to graduated levels 
RI�DVVLVWDQFH�DQG�LQWHUYHQWLRQ��

• services that respond quickly when someone 
LV�HQWHULQJ�DQ�HSLVRGH�RI�DFXWH�LOOQHVV��DQG

ȏ� UHFRJQL]LQJ�DQG�R΍VHWWLQJ�WKH�VLJQLȴFDQW�EXUGHQ�RQ�
families and carers through respite care.

9DULDWLRQV�LQ�VSHQGLQJ�DQG�WUHQGV
Spending on mental health is reported by the Australian 
Institute of Health and Welfare.12 Drawing on these data, 
Table 1 shows state and territory spending on mental 
health care since 2007-08, by the percentage each key 
service component represents of total spending. 
6RPH�WUHQGV�DUH�FOHDU��7KH�ȴUVW� LV� WKDW�VSHQGLQJ�RQ�

public acute services is an increasingly important element 
of spending nationally, now accounting for more than 
����RI�DOO�VSHQGLQJ��7KHUH�DUH�MXULVGLFWLRQDO�GL΍HUHQFHV��
which are further highlighted when considering public 
psychiatric hospitals as well as mental health services 
provided in general public hospitals. For example, 
in 2017-18, NSW spent 54% of total mental health 
expenditure on admitted care, while Victoria only spent 
34%. The states also vary markedly in their approach 
WR� FRPPXQLW\� UHVLGHQWLDO� VSHQGLQJ�� .H\� GL΍HUHQFHV�
between jurisdictions in 2017-18 are circled in Table 1 
for ease of reference.

Ambulatory services also vary between jurisdictions. 
However, analysis here is complicated by the fact that this 
label refers to a mix of services, including those provided 



43Consortium Psychiatricum   |   2021   |   Volume 2   |   Issue 1   

Years NSW* VIC QLD WA SA TAS ACT NT Aust 
Average

Public psychiatric hospital 

2017-18 14.6 4.0 6.9 10.9 15.0 – – – 9.4

2011-12 17.0 4.0 10.9  15.3 18.6 - - - 11.9

2007-08 17.5 4.9 12.5 16.9 29.2 - - - 13.5

Public acute hospital

2017-18 39.7 30.5 31.5 35.3 30.6 28.9 37.3 37.1 34.3

2011-12 36.5 27.1 30.0 28.8 21.5 37.7 24.5 32.9 30.7

2007-08 32.9 27.5 35.7  28.3 21.8 37.1 26.7 33.5 30.6

Total admitted patient

2017-18 54.2 34.5 38.3 46.2 45.6 28.9 37.3 37.1 43.7

2011-12 53.5 31.1 40.9 44.0 40.1 37.7 24.5 32.9 42.5

2007-08 50.3 32.5 48.2 45.2 51.0 37.1 26.7 33.5 44.1

Community residential

2017-18 0.5 14.1 4.0 3.7 7.3 25.5 10.5 10.0 6.2

2011-12 0.9 16.2 - 3.7 5.4 18.5 13.9 3.1 5.6

2007-08 1.5 16.3 - 2.3 2.3 21.0 12.4 1.3 5.7

Ambulatory

2017-18 32.4 37.0 44.7 38.7 37.6 30.8 41.4 41.6 37.3

2011-12 35.7 38.9 45.0 41.3 42.2 31.9 44.7 47.9 39.7

2007-08 35.9 37.8 40.1 43.7 35.8 31.7 45.2 47.1 38.3

Non-government organizations

2017-18 7.0 8.0 7.3 5.8 6.8 11.0 7.9 7.5 7.3

2011-12 5.0 8.3 7.8 5.5 9.8 6.1 13.3 7.3 6.9

2007-08 5.8 8.2 6.3 5.3 8.9 5.1 10.2 11.0 6.8

Indirect

2017-18 5.8 6.3 5.6 5.5 2.7 3.8 2.9 3.9 5.5

2011-12 4.9 5.5 6.2 5.5 2.5 5.9 3.5 8.8 5.2

2007-08 6.4 5.2 5.3 3.4 2.1 5.2 5.5 7.0 5.2

in a range of hospital outpatient clinics, telephone calls, 
community visits and other matters. It is not possible 
to clearly divide those services listed as ‘ambulatory’ 
between those actually provided at hospital versus those 
genuinely available in the community or people’s homes.  

While the percentage of total expenditure associated 

with ambulatory services has gone down over the past 
decade, the number of recorded services has grown 
appreciably from 5.66 millions in 2005-06 to 9.7 millions 
in 2018-19. However, the proportion of these ambulatory 
services taking less than 15 minutes per client has risen 
over this same period, from 38.6% to 44% and overall, 

7DEOH����9DULDWLRQV�LQ�SHUFHQWDJH�VSHQGLQJ�EHWZHHQ�$XVWUDOLDQ�VWDWHV�DQG�WHUULWRULHV�DFURVV�NH\�PHQWDO�
health service components  


�16:���1HZ�6RXWK�:DOHV��9Δ&���9LFWRULD��4/'���4HHQVODQG��:$���:HVWHUQ�$XVWUDOLD��6$���6RXWK�$XVWUDOLD��7$6���7DVPDQLD��
$&7���$XVWUDOLDQ�&DSLWDO�7HUULWRU\��17���1RWKHUQ�7HUULWRU\
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the average duration of each recorded community 
mental health service has declined from 45 minutes 
to 35 minutes.16  

Interactions of this brevity suggest that an increasing 
proportion of so-called ambulatory care is in fact short, 
regular visits by patients to hospital outpatient clinics 
or telephone calls, rather than home visits or genuine 
FRPPXQLW\�EDVHG� FDUH�� 7KHVH� GDWD� PD\� UHȵHFW�
workforce capacity restrictions and growing demands 
on overstretched services, highlighted elsewhere.3 
They may also be consistent with recent trends in some 
jurisdictions, such as Victoria, to provide fewer home 
care and outreach services in the form of Assertive 
Community Treatment. 

Table 1 also clearly demonstrates the peripheral 
nature of non-government organizations (NGOs) as part 
of the mental health service landscape. Unlike other 
places, for example, New Zealand, where spending on 
NGOs has been as high as 30% of total expenditure on 
mental health,17 in Australia this sector has languished 
at around 7%. This has deprived Australia of a range 
of psychosocial rehabilitation and support services, as 
alternatives to or as a means of minimizing prolonged 
or avoidable hospitalization. One explanation for this 
stunted growth is the early split between clinical 
and psychosocial support services, which arguably led 
to greater fragmentation of community-based services 
and less visibility for the important complementary 
role of these support services.18

One practical manifestation of this split has been 
a reluctance to invest in a peer workforce in mental 
health. While these roles have become commonplace 
in other countries,19 in Australia in 2017-18, consumer 
workers in paid roles represented just 6.4 out of every 
1,000 Full Time Equivalent employee in mental health, 
and carer workers 2.4 out of every 1,000.9 Australia’s 
response to mental illness continues to depend heavily 
on trained health professionals. 

Again, unlike other countries,20 Australia maintains 
quite a strict and unhelpful delineation between clinical 
and non-clinical mental health services, with separate 
professional training arrangements. This makes holistic, 
comprehensive and multidisciplinary care less likely.

In addition to the state and territory resources 
described above, the federal government had begun 
to demonstrate greater interest in community mental 
health. Since 2006, it has made a large investment 

in public access to psychology services (now 
costing around $16 millions a week21) and in other 
programmes, like Partners in Recovery and Personal 
Helpers and Mentors, which aimed to improve access 
to and coordination of community-based services for 
Australians with mental health problems.22 

However, investment in community mental health 
E\� DOO� $XVWUDOLDQ� JRYHUQPHQWV� KDV� QRZ� EHHQ� D΍HFWHG�
by the implementation of the National Disability 
Insurance Scheme (NDIS). Akin to Australia’s investment 
in a national public health insurance scheme (Medicare), 
the country recently chose to address the lifelong 
costs associated with permanent and severe disability 
through a similar national insurance arrangement. 
Mental health was a late addition to the discussion 
about how to design the NDIS. Its eventual inclusion 
has not been straightforward.  

Of most relevance to this analysis, however, was 
the decision by all nine governments to shift the 
funding associated with psychosocial mental health 
support services to the NDIS, as part of the initial 
set-up of the Scheme.

Australia’s psychosocial support service sector has 
always been a marginal element of the service 
landscape. Even in places like Victoria and the 
Australian Capital Territory (ACT), where the investment 
has been appreciably larger than in other jurisdictions, 
at their zenith these services only represented around 
15% of total spending on mental health care. In NSW, 
it was more like 7%. However, the vast bulk of this 
spending has now been transferred to the NDIS and 
then to individualized care packages.  

Community-managed organizations, some of which 
had been providing psychosocial community support 
services for decades, found that without the traditional 
block funding arrangements, they were not able 
WR� R΍HU� VXVWDLQDEOH� HPSOR\PHQW� FRQWUDFWV� WR� WKHLU�
VWD΍�9 Ironically, while the NDIS has brought more 
and new funding to disability services, its impact 
in mental health care has been to lessen choice 
and availability of specialist psychosocial services, 
H΍HFWLYHO\� H[FOXGLQJ� VRPH� SHRSOH� ZLWK� PDQLIHVW�
psychosocial disabilities.

.H\�FKDOOHQJHV�IRU�UHIRUP
Mental health remains a critical area of political and 
community concern, with widespread appreciation 
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RI�V\VWHPLF�GHȴFLHQFLHV��ΖW�LV�RQH�RI�WKH�PRVW�LQYHVWLJDWHG�
DUHDV�RI�SXEOLF�SROLF\�LQ�$XVWUDOLD��WKHUH�ZHUH����VHSDUDWH�
statutory inquiries between 2006 and 2012 alone.23 With 
three current Royal Commissions and one Productivity 
Commission inquiry underway or about to be completed, 
this trend continues. 
$�FRPPRQ�ȴQGLQJ�RI� WKHVH�SDVW� LQTXLULHV�KDV�EHHQ�

chronic underfunding of community-based mental 
health services. For example, the 2006 report by the 
$XVWUDOLDQ�6HQDWH�VXJJHVWHG�LQ�UHVSRQVH�WR�WKLV�ȴQGLQJ�
that Australia build around 200 community mental 
health centres.15 

While it is possible to point to some of these 
PDMRU� WUHQGV� D΍HFWLQJ� WKH� GHYHORSPHQW� RI� FRPPXQLW\�
mental health services across the country, again 
it should be stressed that the picture varies between 
jurisdictions. At some periods, most jurisdictions 
have established some level of community mental 
health care. However, as shown in Table 1 and as 
reported recently by the Productivity Commission, 
H΍RUWV� KDYH� JHQHUDOO\� EHHQ� XQHYHQ�� XQFRRUGLQDWHG�
and unsustained.9 Hospital-centred services continue 
to dominate. This has implications for the country’s 
mental health workforce and whether they have the 
training, skills, attitudes and motivation required 
to work in community settings.24

While the Australian community and successive 
LQTXLULHV� KDYH� LGHQWLȴHG� WKH� QHHG� IRU� PXFK� JUHDWHU�
investment in community mental health services, 
blending both clinical and psychosocial elements 
of care, the prevailing reality of 'community-based care' 
is limited, increasingly restricted to brief episodes and 
overly clinically-focussed compared with the needs 
and expectations of the community. There is evidence 
of a retreat from, or even dismantling of, community 
mental health services.14 Too many services are being 
collocated with hospitals or provided out of hospitals, 
rather than in community settings. Opportunities for 
early intervention are lost.
3HUKDSV� WKH� ȴUVW� DQG� PRVW� LPSRUWDQW� WKLQJ�

Australia can do to arrest this costly and often 
traumatic situation is to re-assert the vision originally 
described in 1992, of a shared goal to enable 
people with mental illness to wherever possible, live 
with dignity in the community. Re-dedicating policy 
DQG� IXQGLQJ� H΍RUWV� WRZDUGV� WKLV� VKDUHG� JRDO� ZRXOG�
see home and community-based mental health care 

prioritized above hospital-based care. It would also 
see a better balance established between clinical 
and psychosocial needs,25 with the emphasis being 
on earlier intervention.

To this renewed vision should be added more practical 
pathway-type data, clearly demonstrating when and how 
FRPPXQLW\� PHQWDO� KHDOWK� FDUH� ȴWV� ZLWK� SULPDU\� DQG�
tertiary care. These data are not currently available and 
this lack of role clarity contributes to the vulnerability 
of community mental health services. The recent 
reallocation of responsibility for mental health planning 
WR� UHJLRQDO� QHWZRUNV� R΍HUV� VRPH� QHZ� RSSRUWXQLWLHV�
to develop this pathway.26  

However, reform must be supported by the right 
ȴQDQFLDO� LQFHQWLYHV�� HQDEOLQJ� FRPPXQLW\� FDUH� WR� EH�
prioritized over hospital-based mental health care and 
waiting times in Emergency Departments. Indeed, 
this would recognize that good community care can 
decrease re-admissions to hospital.27 Regional reform 
PXVW� DOVR� VHHN� WR� LQWHJUDWH� IXQGLQJ� IURP� GL΍HUHQW�
sources, including the NDIS, in order to ensure that 
all components of community mental health care are 
DYDLODEOH�DQG�FDQ�ȵRXULVK�

Lastly, it would be prudent to ensure that this new 
prioritization of community mental health is supported by 
DQ�H΍HFWLYH�DQG�FRPSUHKHQVLYH�SURFHVV�RI�DFFRXQWDELOLW\�
and governance.3 Current systems are weak and do 
not permit a detailed understanding of the impact 
of care on the patient’s quality of life.28 For the purpose 
of impelling systemic quality improvement in mental 
health, it is vital service providers can determine 
ZKHWKHU� WKH� FDUH� SURYLGHG� KDV� UHVXOWHG� LQ� H΍HFWLYH�
outcomes and recovery.
0RUH� WKDQ� ��� \HDUV� DIWHU� $XVWUDOLDȇV� ȴUVW� QDWLRQDO�

mental health plan was produced, the establishment 
of a vibrant community mental health system remains 
the county’s greatest and most urgent challenge.  
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Community-based Mental Health 
Services in Norway
˒˽˵˱˾˻̌˽˸̇˽˰̏�˿́˸̅˸˰̂̀˸̇˵́˺˰̏�́˻̃˶˱˰�˲�˝˾̀˲˵˳˸˸

ABSTRACT
Community-based mental healthcare in Norway consists of local community mental health centres (CMHCs) 
collaborating with general practitioners and primary mental healthcare in the municipalities, and with psychiatrists 
and psychologists working in private practices. The CMHCs were developed from the 1980s to give a broad range 
of comprehensive mental health services in local catchment areas. The CMHCs have outpatient clinics, mobile teams, 
and inpatient wards. They serve the larger group of patients needing specialized mental healthcare, and they also 
collaborate with the hospital-based mental health services. Both CMHCs and hospitals are operated by 19 health 
trusts with public funding. 

Increasing resources in community-based mental healthcare was a major aim in a national plan for mental health 
between 1999 and 2008. The number of beds has decreased in CMHCs the last decade, while there has been an increase 
in mobile teams including crisis resolution teams (CRTs), early intervention teams for psychosis and assertive community 
treatment teams (ACT teams). Team-based care for mental health problems is also part of primary care, including care 
for patients with severe mental illnesses. Involuntary inpatient admissions mainly take place at hospitals, but CMHCs 
may continue such admissions and give community treatment orders for involuntary treatment in the community.

The increasing specialization of mental health services are considered to have improved services. However, this may 
also have resulted in more fragmented services and less continuity of care from service providers whom the patients 
know and trust. This can be a particular problem for patients with severe mental illnesses. As the outcomes of routine 
PHQWDO�KHDOWK�VHUYLFHV�DUH�XVXDOO\�QRW�PHDVXUHG��WKH�H΍HFWV�RI�FRPPXQLW\�EDVHG�PHQWDO�FDUH�IRU�WKH�SDWLHQWV�DQG�
their families, are mostly unknown.

ƪƷƷƸƼƪǀƲǉ
ƬǗǏǋǘǕǦǗǒǡǗǊǩ�ǙǛǒǟǒǊǜǚǒǡǏǛǔǊǩ�ǛǕǝǐǋǊ�ǌ�ƷǘǚǌǏǍǒǒ�ǛǘǛǜǘǒǜ�ǒǑ�ǖǏǛǜǗǥǟ�ǠǏǗǜǚǘǌ�ǙǛǒǟǒǡǏǛǔǘǍǘ�ǑǎǘǚǘǌǦǩ�
�ƶǀƹƱ���ǛǘǜǚǝǎǗǒǡǊǨǣǒǟ�Ǜ�ǌǚǊǡǊǖǒ�ǘǋǣǏǓ�ǙǚǊǔǜǒǔǒ��ǙǏǚǌǒǡǗǘǓ�ǙǛǒǟǒǊǜǚǒǡǏǛǔǘǓ�ǛǕǝǐǋǘǓ�ǌ�ǖǝǗǒǠǒǙǊǕǒǜǏǜǊǟ��
Ǌ�ǜǊǔǐǏ�ǙǛǒǟǒǊǜǚǊǖǒ�ǒ�ǙǛǒǟǘǕǘǍǊǖǒ��ǌǏǎǝǣǒǖǒ�ǡǊǛǜǗǝǨ�ǙǚǊǔǜǒǔǝ��ƶǀƹƱ�ǋǥǕǒ�ǛǞǘǚǖǒǚǘǌǊǗǥ�ǌ������ǟ�ǍǘǎǊǟ�
ǎǕǩ�ǘǔǊǑǊǗǒǩ�ǢǒǚǘǔǘǍǘ�ǛǙǏǔǜǚǊ�ǝǛǕǝǍ�Ǚǘ�ǘǟǚǊǗǏ�ǙǛǒǟǒǡǏǛǔǘǍǘ�ǑǎǘǚǘǌǦǩ�ǗǊ�ǙǘǎǌǏǎǘǖǛǜǌǏǗǗǥǟ�ǒǖ�ǜǏǚǚǒǜǘǚǒǩǟ��

Torleif Ruud1,2, Svein Friis3,4 ˢ˾̀˻˸̄�ˠ̃̃˴1,2��ˡ˲˵˽�ˤ̀˸˸́3,4 

1'LYLVLRQ�RI�0HQWDO�+HDOWK�6HUYLFHV��$NHUVKXV�8QLYHUVLW\�

+RVSLWDO��/ºUHQVNRJ��1RUZD\��2Clinic of Health Services 

Research and Psychiatry, Institute of Clinical Medicine, 

8QLYHUVLW\�RI�2VOR��2VOR��1RUZD\��3Division of Mental Health 

and Addiction, Institute of Clinical Medicine, University 

RI�2VOR��2VOR��1RUZD\��4Division of Mental Health and 

Addiction, Department of Research and Innovation, Oslo 

University Hospital, Oslo, Norway

1ƸǜǎǏǕǏǗǒǏ�ǙǛǒǟǒǡǏǛǔǘǍǘ�ǑǎǘǚǘǌǦǩ��ƽǗǒǌǏǚǛǒǜǏǜǛǔǊǩ�

ǋǘǕǦǗǒǠǊ�ƪǔǏǚǛǟǝǛǊ��ƵǪǚǏǗǛǔǝǍ��ƷǘǚǌǏǍǒǩ��2ƴǕǒǗǒǔǊ�

ǒǛǛǕǏǎǘǌǊǗǒǓ�ǌ�ǘǋǕǊǛǜǒ�ǑǎǚǊǌǘǘǟǚǊǗǏǗǒǩ�ǒ�ǙǛǒǟǒǊǜǚǒǒ��

ƲǗǛǜǒǜǝǜ�ǔǕǒǗǒǡǏǛǔǘǓ�ǖǏǎǒǠǒǗǥ��ƽǗǒǌǏǚǛǒǜǏǜ�ƸǛǕǘ��

ƸǛǕǘ��ƷǘǚǌǏǍǒǩ��3ƸǜǎǏǕǏǗǒǏ�ǙǛǒǟǒǡǏǛǔǘǍǘ�ǑǎǘǚǘǌǦǩ�

ǒ�ǕǏǡǏǗǒǩ�ǑǊǌǒǛǒǖǘǛǜǏǓ��ƲǗǛǜǒǜǝǜ�ǔǕǒǗǒǡǏǛǔǘǓ�

ǖǏǎǒǠǒǗǥ��ƽǗǒǌǏǚǛǒǜǏǜ�ƸǛǕǘ��ƸǛǕǘ��ƷǘǚǌǏǍǒǩ��4ƸǜǎǏǕǏǗǒǏ�

ǙǛǒǟǒǡǏǛǔǘǍǘ�ǑǎǘǚǘǌǦǩ�ǒ�ǕǏǡǏǗǒǩ�ǑǊǌǒǛǒǖǘǛǜǏǓ��ƸǜǎǏǕǏǗǒǏ�

ǒǛǛǕǏǎǘǌǊǗǒǓ�ǒ�ǒǗǗǘǌǊǠǒǓ��ƽǗǒǌǏǚǛǒǜǏǜǛǔǊǩ�ǋǘǕǦǗǒǠǊ�

ƸǛǕǘ��ƸǛǕǘ��ƷǘǚǌǏǍǒǩ

doi:10.18176/CP43

SPECIAL ARTICLE



48 Consortium Psychiatricum   |   2021   |   Volume 2   |   Issue 1

ǀǏǗǜǚǥ�ǚǊǛǙǘǕǊǍǊǨǜ�ǊǖǋǝǕǊǜǘǚǗǥǖǒ�ǔǕǒǗǒǔǊǖǒ��ǌǥǏǑǎǗǥǖǒ�ǋǚǒǍǊǎǊǖǒ�ǒ�ǛǜǊǠǒǘǗǊǚǗǥǖǒ�ǘǜǎǏǕǏǗǒǩǖǒ��ƸǗǒ�
ǘǋǛǕǝǐǒǌǊǨǜ�ǋǘǕǦǢǝǨ�ǍǚǝǙǙǝ�ǙǊǠǒǏǗǜǘǌ��ǗǝǐǎǊǨǣǒǟǛǩ�ǌ�ǛǙǏǠǒǊǕǒǑǒǚǘǌǊǗǗǘǓ�ǙǛǒǟǒǊǜǚǒǡǏǛǔǘǓ�Ǚǘǖǘǣǒ��
Ǌ�ǜǊǔǐǏ�ǛǘǜǚǝǎǗǒǡǊǨǜ�Ǜ�ǙǛǒǟǒǊǜǚǒǡǏǛǔǒǖǒ�ǛǕǝǐǋǊǖǒ�ǗǊ�ǋǊǑǏ�ǋǘǕǦǗǒǠ��ƶǀƹƱ��ǔǊǔ�ǒ�ǋǘǕǦǗǒǠǥ��ǝǙǚǊǌǕǩǨǜǛǩ�
���ǑǎǚǊǌǘǘǟǚǊǗǒǜǏǕǦǗǥǖǒ�ǜǚǏǛǜǊǖǒ��ǔǘǜǘǚǥǏ�ǞǒǗǊǗǛǒǚǝǨǜǛǩ�ǍǘǛǝǎǊǚǛǜǌǘǖ�
ƽǌǏǕǒǡǏǗǒǏ� ǚǏǛǝǚǛǘǌ� ǌǗǏǋǘǕǦǗǒǡǗǘǓ� ǙǛǒǟǒǊǜǚǒǡǏǛǔǘǓ� ǛǕǝǐǋǥ� ǋǥǕǘ� ǌǊǐǗǘǓ� ǠǏǕǦǨ� ǗǊǠǒǘǗǊǕǦǗǘǓ�

ǙǚǘǍǚǊǖǖǥ�ǙǛǒǟǒǡǏǛǔǘǍǘ�ǑǎǘǚǘǌǦǩ�Ǜ������Ǚǘ�����bǍ��ƱǊ�ǙǘǛǕǏǎǗǏǏ�ǎǏǛǩǜǒǕǏǜǒǏ�ǗǊ�ǞǘǗǏ�ǛǗǒǐǏǗǒǩ�ǔǘǕǒǡǏǛǜǌǊ�
ǋǘǕǦǗǒǡǗǥǟ�ǔǘǏǔ�ǌ�ƶǀƹƱ�ǗǊǋǕǨǎǊǏǜǛǩ�ǚǘǛǜ�ǡǒǛǕǊ�ǌǥǏǑǎǗǥǟ�ǋǚǒǍǊǎ��ǌ�ǜǘǖ�ǡǒǛǕǏ�ǔǚǒǑǒǛǗǥǟ�ǋǚǒǍǊǎ��ǋǚǒǍǊǎ�
Ǚǘ�ǚǊǗǗǏǖǝ�ǌǖǏǢǊǜǏǕǦǛǜǌǝ�Ǚǚǒ�ǙǛǒǟǘǑǏ��Ǌ�ǜǊǔǐǏ�ǊǛǛǏǚǜǒǌǗǥǟ�ǋǚǒǍǊǎ��ƫǚǒǍǊǎǗǊǩ�ǙǘǖǘǣǦ�Ǚǚǒ�ǙǚǘǋǕǏǖǊǟ�
Ǜ�ǙǛǒǟǒǡǏǛǔǒǖ�ǑǎǘǚǘǌǦǏǖ�ǜǊǔǐǏ�ǩǌǕǩǏǜǛǩ�ǡǊǛǜǦǨ�ǙǏǚǌǒǡǗǘǓ�ǖǏǎǒǔǘ�ǛǊǗǒǜǊǚǗǘǓ�Ǚǘǖǘǣǒ��ǌǔǕǨǡǊǩ�ǙǘǖǘǣǦ�
ǙǊǠǒǏǗǜǊǖ�Ǜ�ǜǩǐǪǕǥǖǒ�ǙǛǒǟǒǡǏǛǔǒǖǒ�ǑǊǋǘǕǏǌǊǗǒǩǖǒ��ƷǏǎǘǋǚǘǌǘǕǦǗǊǩ�ǍǘǛǙǒǜǊǕǒǑǊǠǒǩ�ǌ�ǘǛǗǘǌǗǘǖ�ǙǚǘǒǛǟǘǎǒǜ�
ǌ�ǋǘǕǦǗǒǠǊǟ��ǘǎǗǊǔǘ�ƶǀƹƱ�ǖǘǍǝǜ�ǘǋǏǛǙǏǡǒǌǊǜǦ�ǙǚǏǏǖǛǜǌǏǗǗǘǛǜǦ�ǜǊǔǘǓ�ǍǘǛǙǒǜǊǕǒǑǊǠǒǒ��Ǌ�ǜǊǔǐǏ�ǗǊǑǗǊǡǊǜǦ�
ǗǏǎǘǋǚǘǌǘǕǦǗǘǏ�ǊǖǋǝǕǊǜǘǚǗǘǏ�ǕǏǡǏǗǒǏ�
ƻǡǒǜǊǏǜǛǩ�� ǡǜǘ� Ǜ� ǝǌǏǕǒǡǏǗǒǏǖ� ǛǙǏǠǒǊǕǒǑǊǠǒǒ� ǙǛǒǟǒǊǜǚǒǡǏǛǔǘǓ� ǛǕǝǐǋǥ� ǝǕǝǡǢǊǏǜǛǩ� ǏǪ� ǔǊǡǏǛǜǌǘ��

ƸǎǗǊǔǘ� ǝǌǏǕǒǡǏǗǒǏ� ǛǙǏǠǒǊǕǒǑǊǠǒǒ� ǜǊǔǐǏ�ǖǘǐǏǜ�ǙǘǌǕǏǡǦ� ǑǊ� ǛǘǋǘǓ�ǋµǕǦǢǝǨ�ǞǚǊǍǖǏǗǜǒǚǘǌǊǗǗǘǛǜǦ� ǝǛǕǝǍ�
ǒ� ǘǜǚǒǠǊǜǏǕǦǗǘ� ǙǘǌǕǒǩǜǦ� ǗǊ� ǗǏǙǚǏǚǥǌǗǘǛǜǦ� ǘǔǊǑǊǗǒǩ� Ǚǘǖǘǣǒ� ǛǙǏǠǒǊǕǒǛǜǊǖǒ�� Ǜ� ǔǘǜǘǚǥǖǒ� ǙǊǠǒǏǗǜǥ�
ǑǗǊǔǘǖǥ�ǒ�ǔǘǜǘǚǥǖ�ǎǘǌǏǚǩǨǜ��Ǉǜǘ�ǖǘǐǏǜ�ǙǚǏǎǛǜǊǌǕǩǜǦ�ǛǘǋǘǓ�ǘǛǘǋǝǨ�ǙǚǘǋǕǏǖǝ�ǎǕǩ�ǙǊǠǒǏǗǜǘǌ�Ǜ�ǜǩǐǪǕǥǖǒ�
ǙǛǒǟǒǡǏǛǔǒǖǒ�ǑǊǋǘǕǏǌǊǗǒǩǖǒ��ƹǘǛǔǘǕǦǔǝ�ǚǏǑǝǕǦǜǊǜǥ�ǘǔǊǑǊǗǒǩ�ǛǜǊǗǎǊǚǜǗǘǓ�ǖǏǎǒǠǒǗǛǔǘǓ�Ǚǘǖǘǣǒ�ǘǋǥǡǗǘ�
ǗǏ� ǒǑǖǏǚǩǨǜǛǩ�� ǎǏǓǛǜǌǒǏ� ǌǗǏǋǘǕǦǗǒǡǗǘǓ� ǙǛǒǟǒǊǜǚǒǡǏǛǔǘǓ� ǛǕǝǐǋǥ� ǗǊ� ǙǊǠǒǏǗǜǘǌ� ǒ� ǒǟ� ǛǏǖǦǒ� ǘǛǜǊǪǜǛǩ�
Ǚǘ�ǋǘǕǦǢǏǓ�ǡǊǛǜǒ�ǗǏǒǑǌǏǛǜǗǥǖ�

Keywords: FRPPXQLW\�EDVHG�PHQWDO�KHDOWKFDUH��PHQWDO�KHDOWK�VHUYLFHV��FRPPXQLW\�PHQWDO�KHDOWK�FHQWUHV��FRPPXQLW\�
SV\FKLDWU\��1RUZD\��� 
ƴǕǨǡǏǌǥǏ�ǛǕǘǌǊ��ǌǗǏǋǘǕǦǗǒǡǗǊǩ�ǙǛǒǟǒǊǜǚǒǡǏǛǔǊǩ�ǛǕǝǐǋǊ��ǙǛǒǟǒǊǜǚǒǡǏǛǔǊǩ�ǛǕǝǐǋǊ��ǖǏǛǜǗǥǏ�ǠǏǗǜǚǥ�
ǙǛǒǟǒǡǏǛǔǘǍǘ�ǑǎǘǚǘǌǦǩ��ǌǗǏǋǘǕǦǗǒǡǗǊǩ�ǙǛǒǟǒǊǜǚǒǩ��ƷǘǚǌǏǍǒǩ�

THE MENTAL HEALTH SYSTEM IN NORWAY
Norway has a population of 5.4 million and 11 counties. 
Most people live in cities or towns, while the remainder 
live in small municipalities in scarcely populated, rural 
areas, with many having to travel long distances to access 
mental health services. The mental health services are 
public and are organized together with general health 
services at two organizational levels, with separate 
ȴQDQFLQJ��7KH�PXQLFLSDOLWLHV�UXQ�WKH�SULPDU\�KHDOWKFDUH��
including general practitioners (GPs), team-based primary 
mental health and substance abuse care. Hospitals and 
specialized mental health services were previously run 
by the counties. However, since a reform in 2002, they 
have been run by 19 health trusts, which are owned 
and instructed by four regional health authorities 
on behalf of the state, as owner of the specialized 
public health services. 

The specialized mental health services for adults 
FRPSULVH�&0+&V�DV�VHFRQGDU\�FDUH��WKH�FOLQLFV�RI�PHQWDO�
health and substance abuse services with hospital wards 
and other specialized units, constitute tertiary care. 

Each health trust runs one or more general hospitals, 
including mental health clinics, and two or more 
CMHCs. The hospitals and CMHCs serve catchment 
DUHDV� ZLWK� D� GHȴQHG� SRSXODWLRQ�� EXW� WKH� VHUYLFH� XVHU�
is free to seek non-emergency healthcare outside 
the catchment area. Specialized psychiatric inpatient 
wards are in general hospitals and in buildings 
of former psychiatric hospitals. These consist of acute 
wards, specialized wards for psychosis, high security 
wards and departments for the elderly. Studies 
comparing CMHCs and hospitals have shown that 
patients with severe psychosis, severe aggressive 
behaviour or the need for coercion, were treated 
in hospitals, while patients with severe depression 
were divided equally between CMHCs and hospitals.1,2 
There are no forensic hospitals in Norway. Certain 
private service providers of mental healthcare are 
SULPDULO\� ȴQDQFHG� WKURXJK� FRPPLVVLRQLQJ� ZLWK� WKH�
regional health authorities.

Reports from the Norwegian Patient Register have 
documented changes in the utilization of mental health 
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services during the development of community-based, 
mental healthcare, and the data reported below have 
been sourced from three of these reports 2-4. 

Parallel to the development of community-based 
mental healthcare, the use of specialized, inpatient 
mental health services per 100,000 adult inhabitants over 
the age of 18, has gradually been reduced by 53%, from 
176 beds in 1998 to 86 in 2017. Of these, the number 
of hospital beds per 100,000 adult inhabitants totalled 91 
in 1998 and 46 in 2017, while the number of CMHC beds 
was 81 (including 41 beds in psychiatric nursing homes) 
in 1998 and 36 in 2017 (when there were no remaining 
psychiatric nursing homes). During the last decade, 40% 
of the inpatient beds which provide mental health services 
for adults, have been in CMHCs.

The pattern of inpatient stays has also changed over the 
last 20 years, with an increase in the number of admissions 
(including an unknown increase of readmissions) and 
a decrease in the length of stays. The number of admissions 
per 100,000 adults was 860 in 1998 (620 in hospitals, 170 
in CMHCs and 70 in psychiatric nursing homes) and 1290 
in 2017 (690 in hospitals, 590 in CMHCs and 10 in other 
institutions). The combination of an increasing number 
of admissions, a reduction in the length of stays and 
a rather stable, total number of inpatients, indicates that 
the number of admissions per patient has increased. 
/RFDO�GDWD�LQ�FHUWDLQ�KHDOWK�WUXVWV�KDYH�LGHQWLȴHG�D�QHZ�
JURXS�RI�ȊKHDY\�XVHUVȋ�ZLWK�D�KLJK�QXPEHU�RI�EULHI�VWD\V��
which indicates that the increase in admissions per 
patient, varies among subgroups of patients.

Community-based mental healthcare must follow 
the same professional, ethical and judicial rules and 
regulations as other health services. National guidelines 
specify assessment and treatment for major patient 
JURXSV�� DQG� VSHFLDO� JXLGHOLQHV� GHȴQH� SULRULWLHV� DQG�
acceptable waiting times for various mental disorders. 
New guidelines have now been developed for care 
pathways for major patient groups.  

Child and adolescent mental health services are also 
part of the specialized health services, operated by the 
health trusts. Most patients are seen by the child and 
adolescent outpatient clinics, which are community-based 
clinics, usually with the same catchment area as a CMHC. 
Certain adolescents with severe disorders, may have 
treatment in adolescent inpatient units, however, children 
tend to be treated in their homes and rarely in inpatient 
units. Mobile teams meeting the child/adolescent and the 

family in their home, are part of the community-based 
child and adolescent mental health services.

Addiction and substance abuse services consist 
of outpatient clinics as a part of the mental health 
services in health trusts, and of primary health and 
social services run by the municipalities. The addiction 
and substance abuse departments in the health trusts 
also have inpatient wards, with various programmes for 
GHWR[LȴFDWLRQ�DQG�WUHDWPHQW��:LWK�WKH�KLJK�FRPRUELGLW\�
of mental disorders and substance abuse problems, 
there has been an increasing emphasis on treatment 
of both types of problems concurrently by the same 
services. There are also several private addiction and 
substance abuse clinics, run by private organizations. 
The use of addiction and substance abuse services are 
not described further in this paper.

The total budget for the specialized mental health 
services for all age groups, was 48,000 euros per 100,000 
inhabitants in 2017 4. This equated to 6.9% of the total 
health budget, which was 10.4% of the gross national 
product 5. In Norway, the specialized health services are 
ȴQDQFHG� WKURXJK� WKH� KHDOWK� WUXVWV�� *3V� DQG� SULPDU\�
KHDOWKFDUH�DUH�ȴQDQFHG�WKURXJK�WKH�PXQLFLSDOLWLHV��7KLV�
GLYLVLRQ�RI�ȴQDQFLQJ�PD\�LQFUHDVH�WKH�ULVN�RI�IUDJPHQWDWLRQ�
of services, as well as a lack of coordination if priorities 
DUH�GL΍HUHQW�DW�WKH�WZR�VHUYLFH�OHYHOV��

GPs are an important part of primary healthcare. A GP 
reform in 2001 assigned each citizen to a GP of their 
choice, to secure accessibility and continuity of healthcare. 
The municipalities are also responsible for all primary 
healthcare, including primary mental healthcare and 
local substance abuse care. A reform in 2006 integrated 
social services, employment services and social security 
as services given by local units of the new governmental 
agency, New Employment and Welfare Administration 
(NAV). As the municipalities have GPs on call 24/7, and 
the primary care services are given in the home of the 
patient when necessary, primary care is an important 
part of the outreach services in Norway, even for patients 
with severe mental illness.

THE DEVELOPMENT OF COMMUNITY-BASED 
MENTAL HEALTHCARE
In Norway, community-based mental healthcare is mainly 
provided by the CMHCs (referred to in Norway as the 
District Psychiatric Centres (DPS)), operating as part of the 
specialized mental health services, run by 19 health trusts. 
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The CMHCs collaborate with the GPs and the primary 
mental healthcare services in the municipalities.6-8 

The development of the CMHCs in Norway started 
in the 1980s, by combining psychiatric outpatient 
clinics with local psychiatric wards (either new wards 
or nursing homes adapted to become active, long-term 
inpatient wards). The outpatient clinics were previously 
in general hospitals, along with intermediate-term 
inpatient wards for patients with more moderately severe 
mental disorders, following a hospital reform in 1950.6 
Psychiatric nursing homes had also been established 
from the 1950s to provide care for patients with severe 
mental disorders, who still required care after treatment 
in psychiatric hospitals. The development of CMHCs 
was an important part of Norway's 10 years national 
Mental Health Plan 1999-2008, focusing on a major 
increase in funding and a revision of the organization 
of services. Other central features included increasing 
the specialized child and adolescent mental health 
services, and establishing primary mental healthcare 
teams, day centres and supported housing in the 
municipalities.9,10 National guidelines for CMHCs were 
published in 2001 and 2006.11,12

The CMHCs established small, local inpatient wards 
for short term treatment. These were closer to home 
than the acute psychiatric and intermediate-term wards 
in the hospitals. In the 1980s, CMHCs began to develop 
generic, mobile, psychiatric rehabilitation teams, without 
D�VSHFLȴHG�PRGHO��7KLV�GHYHORSPHQW�KDV�FRQWLQXHG�RYHU�
WKH�ODVW�WZR�GHFDGHV��ZLWK�PRUH�VSHFLȴF�W\SHV�RI�PRELOH�
teams serving special patient groups or purposes. 

COMMUNITY MENTAL HEALTH CENTRES
$�&0+&�VHUYHV�WKH�SRSXODWLRQ�LQ�D�ORFDO�VSHFLȴF�FDWFKPHQW�
area. The catchment areas of the current 66 CMHCs 
have an average population of 65,000 adults (range 
20,000-130,000) adapted to geography and population 
density.3 Each centre consists of outpatient clinics, mobile 
teams and inpatient wards. Inpatient CMHC wards, which 
DUH�QRW�FRPPRQ�LQ�RWKHU�FRXQWULHV�ZLWK�&0+&V��R΍HU�
short-term stays during crises, and longer stays for 
treatment and rehabilitation.8 The number of CMHCs 
has increased from a limited number in the 1980s 
to 66 CMHCs throughout Norway, but with considerable 
YDULDWLRQV�LQ�VWDɝQJ�DQG�DYDLODEOH�VHUYLFHV�13

Altogether 3050 persons per 100,000 adult inhabitants, 
were CMHC patients in 2017, and of these 31% had 

DQ�D΍HFWLYH�GLVRUGHU������KDG�DQ�DQ[LHW\� �RU� UHODWHG��
disorder, 7% had a personality disorder and 9% had 
schizophrenia.3

Outpatient clinics were developed from the 1950s when 
public mental health services were introduced in general 
hospitals. The purpose of these clinics was to serve patients 
with non-psychotic disorders, who were not served by 
the psychiatric hospitals, established over the last 100 
years. The outpatient clinics increased in capacity and 
type of treatment in the following decades, and especially 
during the period of the national Mental Health Plan 1999-
2008 and the subsequent decade. The number of annual 
outpatient consultations in mental health services 
increased threefold from 13,980 per 100,000 adults 
in 1998, to 41,860 in 2017.2 The percentage of outpatient 
consultations which were provided at CMHCs, increased 
from 53% to 86%, showing that only a small proportion 
of outpatients are currently being treated in hospitals. 
Psychiatrists and clinical psychologists in private practice 
DOVR�SURYLGH�RXWSDWLHQW�WUHDWPHQW��DQG�WKH\�KDYH�ȴQDQFLDO�
support from the regional health authority. In 2018, 
there were six psychiatrists and 12 clinical psychologists 
working in private practices per 100,000 inhabitants.14 
In 2017, the number of outpatient consultations with 
psychiatrists and psychologists in private practices 
was 15,060 per 100,000 adults. 

The growth in CMHC resources during the last decade, 
has mainly occurred in mobile teams, and in 2017 the 
number of team members per 100,000 adult inhabitants 
was 20 in the mobile teams, compared to 65 in outpatient 
clinics. Early intervention teams for psychosis were 
established in many CMHCs, inspired by a Norwegian 
research project,15,16 and in many CMHCs these teams 
were organized together with teams for the long-term 
treatment of individuals with psychosis. CRTs have been 
established in almost all CMHCs in Norway,17,18 and 
they meet twice a year in a national network for acute 
mental health services. A multi-centre study reported the 
implementation of the CRT model, but also demonstrated 
a considerable variation in team practices. However, 
RYHUDOO�� D� VLJQLȴFDQW� FOLQLFDO� LPSURYHPHQW� ZDV� QRWHG�
during crisis intervention, and with a high level of patient 
satisfaction.19 An earlier study indicated that CRTs with 
extended opening hours, may prevent admissions for 
patients with moderately severe mental disorders.20 
7KH� ȴUVW� ��� $&7� WHDPV� HVWDEOLVKHG� LQ� 1RUZD\�� ZHUH�
implemented well21 and contributed to a great reduction 
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in the use of inpatient wards22� DQG� WR�KLJKO\� VDWLVȴHG�
patients.23 During the last few years, many new Functional 
ACT teams (FACT teams) have been established, based on 
a model from the Netherlands.24 This model integrates 
individual and less intensive case management during 
stable periods, and a more intensive ACT team follow 
up during periods of crisis. This may provide better 
continuity of care from the same team across stable 
DQG�XQVWDEOH�SHULRGV��DQG�ZLWK�D�ZLGHU�WDUJHW�JURXS��WKH�
FACT teams may serve a larger number of patients and 
be more suitable in areas with lower population density. 
7KH�&0+&V�KDYH�PXOWLGLVFLSOLQDU\� FOLQLFDO� VWD΍�ZLWK�

psychiatrists, clinical psychologists, mental health nurses 
and several other professional groups. Psychiatrists/
physicians and psychologists constitute 56% of the 
personnel in outpatient clinics and 29% in mobile teams, 
ZKLOH�PHQWDO�KHDOWK�QXUVHV�DQG�RWKHU�VWD΍�PDNH�XS�����
of the personnel in outpatient clinics, 64% in mobile 
teams and majority of the personnel in CMHC inpatient 
wards. In Norway, psychiatrists and clinical psychologists 
ZLOO�KDYH�VSHFLDOL]HG�LQ�WKHLU�VSHFLȴF�GLVFLSOLQH�RYHU�D�ȴYH�
year period, after their six years of study in medicine 
or psychology. Mental health nurses and other 
professionals will have spent four years in education 
at university colleges, but they are also increasingly 
expected to have a master’s degree.

Several institutes and training programmes have 
R΍HUHG�IXUWKHU�WUDLQLQJ�IRU�FOLQLFLDQV�DQG�KHDOWK�ZRUNHUV�
in community-based mental health services. These 
include institutes and training programmes in various 
types of psychotherapy and group therapy, as well as 
LQ�WUHDWPHQW�RI�VSHFLȴF�SDWLHQW�JURXSV��2QH�ODUJH�QDWLRQDO�
programme with governmental support has, over the last 
20 years, run two-year, local, multidisciplinary clinical 
training programmes throughout Norway, for health 
workers in CMHCs and primary care, working with 
patients with severe mental illnesses in community-based 
mental healthcare.25,26

CMHCs are expected to assess and treat patients with 
the most common mental disorders, including severe 
mental illnesses. Patients needing more specialized 
outpatient treatment or inpatient treatment in wards 
ZLWK�VSHFLDO�FRPSHWHQFH�RU�KLJKHU�VWDɝQJ��PD\�QHHG�
a referral to other departments in the health trust 
or for treatment at the regional level. One challenge 
is to encourage the use of mental health services among 
immigrant populations. In spite of a slightly higher 

prevalence of mental problems, immigrants use such 
services less than native Norwegians.27,28

The type of assessments and treatments given by 
WKH� &0+&V� KDYH� EHFRPH� PRUH� GL΍HUHQWLDWHG� DQG�
FRPSUHKHQVLYH�� ZLWK� JURZLQJ� VWDɝQJ� DQG� ZLWK� DQ�
LQFUHDVLQJ�QXPEHU�RI�PRGHOV� IRU�VSHFLȴF�DVVHVVPHQWV�
DQG�WUHDWPHQWV�IRU�GL΍HUHQW�JURXSV�RI�SDWLHQWV��ΖQ�ODUJHU�
&0+&V� ZLWK� KLJKHU� VWDɝQJ� DQG� JUHDWHU� SRSXODWLRQ�
numbers in the catchment area, there may be specialized 
teams or programmes for assessment and treatment 
of early psychoses, bipolar disorders, personality 
disorders, obsessive compulsive disorders or eating 
disorders. A network of CMHC teams for day treatment 
and group treatment of individuals with personality 
GLVRUGHUV��KDV�GRFXPHQWHG�WKH�WUHDWPHQW�H΍HFW�RI�VXFK�
teams in many CMHCs.29 This is an example of a network 
between similar teams across CMHCs.

The CMHCs are secondary care services, interacting 
and collaborating both with GPs, the primary care 
teams of the municipalities and with tertiary hospital 
services. Clinicians at many CMHCs visit GPs and the 
primary care teams, either on a regular or an ad 
hoc basis for collaboration or to have joint meetings 
with patients. Many of these meetings are organized 
LQ� VR�FDOOHG� ȊUHVSRQVLELOLW\� JURXSVȋ� ZKHUH� LQGLYLGXDOV�
from various services meet a patient to plan and 
coordinate services for him or her. Demands from 
KHDOWK� DXWKRULWLHV� WR� GRFXPHQWHG� HɝFLHQF\� �VXFK� DV�
the high number of sessions or short waiting times) 
are limiting the amount of time that clinicians in the 
CMHC may use visiting primary care. The CMHCs also 
have regular or ad hoc interaction and collaboration 
with various hospital wards, for the mutual referral 
of patients with changing needs.

The national health authorities have put an increasing 
emphasis on the involvement of service users and 
their families in the development of community-
based mental health services. User councils are 
now established in the health trusts, and user and 
IDPLO\� RUJDQL]DWLRQV� UHFHLYH� ȴQDQFLDO� VXSSRUW� IURP�
the government. Clinicians are learning to focus 
more on personal recovery and patient preferences. 
However, there is still a long way to go before 
recovery-oriented services and shared decision-making 
with the patient, is routine practice for all clinicians 
in all CMHCs.30 Patient-controlled brief admissions 
(self-referrals) to CMHC inpatient wards is a model 
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innovated in a Norwegian CMHC,31 and this model 
was implemented in 52 of the 66 CMHCs, in 2017.3 

The quality of the CMHCs has been rated in national 
surveys, in which GPs rated the local CMHC regarding 
workforce, competence, discharge letters, help 
in emergency situations and guidance for GPs. In 2006, 
the average CMHC quality was rated as medium, 
but with a large variation among CMHCs.32 A similar 
national survey of outpatients’ experiences with the 
CMHCs showed medium to high positive associations 
with GP’s ratings of the CMHCs, and that patients 
ZHUH� JHQHUDOO\� PRUH� VDWLVȴHG� WKDQ� *3V�33 The most 
important aspect for the patients was interaction with 
the clinicians and being met with respect. The most 
important factors for GPs were ensuring that the 
CMHC operated at an adequate level of competence, 
had a low rejection level of referrals and a short 
ZDLWLQJ� WLPH� IRU� SDWLHQWV�� 7KH� H΍HFW� RI� &0+&V� DQG�
other community-based mental healthcare cannot 
be reported, as clinical outcome is not measured 
routinely in the mental health services in Norway.34

STRENGTHS AND WEAKNESSES OF THE 
COMMUNITY-BASED MENTAL HEALTHCARE
The CMHCs and other elements of community-
based mental healthcare have greatly improved 
access to mental healthcare, by bringing the services 
closer to where people live, increasing the capacity 
RI�WKH�VHUYLFHV�DQG�GHYHORSLQJ�PRUH�GL΍HUHQWLDWHG�DQG�
comprehensive services to meet a diversity of needs.

However, surveys and resource statistics indicate 
that there are substantial variations in capacity and the 
quality of care across CMHCs. Leaders and clinicians 
PXVW�XVH�H΍HFWLYH�VWUDWHJLHV�WR�LGHQWLI\�ORFDO�QHHGV�IRU�
improvement and to apply necessary implementation 
support, to change clinical practice and to provide more 
EHQHȴFLDO�DQG�H΍HFWLYH�PHQWDO�KHDOWK�VHUYLFHV�

Increasing specializations contribute to more 
comprehensive assessments and treatments of mental 
disorders. However, increasing specialization may 
also contribute to more fragmented services and less 
FRQWLQXLW\� RI� FDUH�� 3UHVVXUH� WR� LQFUHDVH� HɝFLHQF\� E\�
shortening treatment time in mental health services, 
may be a threat to developing and maintaining a trusting 
relationship between a patient and a clinician. This 
is especially important for patients with severe mental 
illnesses, the recovery of whom may take several years, 

and where the continuity of a long-term relationship with 
one person is often a key factor. Several recent studies on 
patient experiences have shown the importance of such 
long-term relationships and continuity of processes.35-37

Community-based mental healthcare in Norway 
is serving a large group of individuals with mental health 
disorders, but most of the resources are still spent on 
inpatient services. Compared to several other countries 
with highly developed community-based mental 
healthcare, Norway uses more resources in inpatient 
services.7 Analysing our health system and learning 
from other countries may show how we could use our 
resources in an even better way.  

FUTURE DEVELOPMENTS
Current national health policies aim to increase the 
percentage of healthcare given by primary care, and 
to increase competence in primary care. An ongoing 
merging of small municipalities into larger ones, may 
increase resources and the possibility that primary care 
may be able to take on larger responsibilities. It has also 
been suggested to pilot a transfer of CMHCs to primary 
care, by allowing certain larger municipalities to run 
CMHCs. However, many people in the CMHCs are worried 
about this possible development, and fear that the quality 
of the services will be lower. 

In rural areas, with a low population density and 
long travelling times to access mental health services, 
web-based portals and other types of electronic 
communications with patients, are already being used 
by certain CMHCs in assessment and treatment. These 
forms of communication will probably be increasingly 
used in the future.38
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Organization of Community Psychiatric 
Services in Finland
˞̀˳˰˽˸˷˰̆˸̏�˰˼˱̃˻˰̂˾̀˽˾˹�˿́˸̅˸˰̂̀˸̇˵́˺˾˹�́˻̃˶˱̋�˲�ˤ˸˽˻̏˽˴˸˸

ABSTRACT
%DFNJURXQG� The Finnish psychiatric treatment system has undergone a rapid transformation from operating 
LQ�LQVWLWXWLRQDO�VHWWLQJV�WR�D�DGRSWLQJ�D�FRPPXQLW\�EDVHG�DSSURDFK��WKURXJK�LPSOHPHQWDWLRQ�RI�QDWLRQDO�SODQV��WKLV�
process was carried out quickly, due to a severe economic recession in the early 1990s.

Methods. This paper is a narrative review, based on relevant documents by national authorities, academic dissertations 
DQG�SXEOLVKHG�VFLHQWLȴF�OLWHUDWXUH��EHWZHHQ������DQG�������DV�ZHOO�DV�WKH�LQWHUYLHZV�RI�NH\�H[SHUWV�LQ������

Results. The municipality is currently the primary organization, responsible for all health services. Municipalities 
PD\�DOVR�ZRUN�WRJHWKHU�LQ�RUJDQL]LQJ�WKH�VHUYLFHV��HLWKHU�WKURXJK�ȊXQLRQV�RI�PXQLFLSDOLWLHVȋ�RU�KRVSLWDO�GLVWULFWV��
6HUYLFHV�DUH�WR�D�JUHDW�H[WHQW�RXWSDWLHQW�RULHQWHG��7KH�QXPEHU�RI�EHGV�LV�RQH�ȴIWK�RI�WKH�SUHYLRXV�QXPEHU��DURXQG�
four decades ago, despite the increase in population. In 2017, 191,895 patients in total (<4% of Finns) had used 
outpatient psychiatric services, and the number of visits totalled 2.25 million. Psychotherapy is mainly carried out 
in the private sector by licensed psychotherapists. Homelessness in relation to discharged psychiatric patients has 
not been in evidence in Finland and deinstitutionalization has not caused an increase in the mortality rate among 
individuals with severe mental disorders.

Conclusion.�3V\FKLDWULF�SDWLHQWV�KDYH��LQ�JHQHUDO��EHQHȴWWHG�JUHDWO\�IURP�WKH�VKLIW�IURP�LQVWLWXWLRQV�WR�WKH�FRPPXQLW\��
This does not preclude the fact that there are also shortcomings. The development of community care has, to date, 
focused too heavily on resource allocation, at the expense of strategic planning, and too little on methods of treatment.
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INTRODUCTION: FROM COMMUNITY 
TO INSTITUTIONS 
Originally, individuals with severe mental disorders 
were cared for by relatives or by the church in Finland. 
'XULQJ�6ZHGLVK� UXOH�� WKHUH�ZDV�QR�VSHFLȴF� OHJLVODWXUH�
UHJXODWLQJ� WKH� ȊFDUH� RI� WKH� GHOLULRXVȋ�� ΖQ� ����� GXULQJ�
Russian rule, Czar Nikolai I issued a decree relating to the 
FDUH�RI�ȊPHQWDO�GLVHDVHVȋ�DQG�WKHLU�WUHDWPHQW��7KH�GHFUHH�
ruled that the state was the responsible organization 
of hospital care, and that several hospitals were to be 
EXLOW��7KH�ȴUVW�KRVSLWDO��HVWDEOLVKHG�VROHO\�IRU�WKH�FDUH�
of mental disorders, was opened in 1841 in Helsinki 
(Lapinlahti Mental Hospital). In 1880, a new decree, 
issued by Czar Alexander II, came into force, ruling that 
municipalities are responsible for the care of chronically 
mentally ill individuals, released from hospital. Specialist 
departments for the mentally ill were established 
thereafter in municipal homes, that provided housing 
and care for citizens, unable to care for themselves. These 
ZHUH� IXQFWLRQDO� XQWLO� WKH� HVWDEOLVKPHQW� RI� Ȋ%�PHQWDO�
KRVSLWDOVȋ� �KRVSLWDOV� IRU� FKURQLFDOO\� LOO� SDWLHQWV� ZLWK�
SV\FKRVHV��LQ�WKH�����V��7KH�ȴUVW�RXWSDWLHQW�RɝFH�ZDV�
founded by the Finnish Association for Mental Health 
in Helsinki in 1927.1,2

During Finnish independence, and since 1917, the 
ȴUVW� ȊODZ� RQ�PHQWDO� LOOQHVVȋ� FDPH� LQWR� IRUFH� LQ� ������
Municipalities were instructed to take more responsibility 
for the organization of psychiatric services, with economic 
support from the state. Several mental hospitals with 
D�GHȴQHG�UHJLRQDO�FDWFKPHQW�DUHD�ZHUH�EXLOW��$FFRUGLQJ�
WR�WKH�ȊODZ�RQ�PHQWDO�LOOQHVVȋ��FORVH�UHODWLYHV�RU�D�OHJDO�

guardian of a person, could apply for treatment in a mental 
hospital or a municipal home. Release from the hospital 
was often dependent on those, who had applied for the 
treatment. Commitment and use of involuntary measures 
were not yet explicitly regulated. A reform of the law on 
mental illness was issued in 1952.1 A comprehensive 
coverage of good services based on access to hospitals 
was a central aim for service development at the time. 
Mental departments in municipal homes were closed, 
and B-hospitals for the chronically ill were established 
around the country. In addition, the municipalities were 
REOLJHG�E\� ODZ� WR�HVWDEOLVK� ȊFDUH�RɝFHVȋ� IRU�SDWLHQWV��
discharged from the hospitals. In 1977, a partial revision 
of the law on mental illness regulated the process 
of commitment and discharge in more detail than 
previously, making physician the sole responsible agent 
according to this act.2

MATERIAL AND METHODS
This paper is a narrative review, based on relevant 
documents by national authorities, academic dissertations 
DQG� SXEOLVKHG� VFLHQWLȴF� OLWHUDWXUH� EHWZHHQ� ����� DQG�
2018, as well as information from key experts in 2019.

 
FROM INSTITUTIONS TO COMMUNITY
At the end of the 1970s, before the deinstitutionalization 
process began in Finland, there were a total of 4.2 beds 
per 1,000 inhabitants in psychiatric hospitals, which 
at the time, were managed by 21 mental health districts. 
In Europe, only Ireland had a higher rate of beds.2 
Progress regarding outpatient-oriented care was 
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initiated by the National Board of Health in 1978, and 
largely carried forward by mental health professionals 
from the early 1980s to the early 1990s. Resources 
for outpatient care were increased according to plans 
formulated in the 1980s, and the number of hospital 
beds decreased considerably around the turn of the 
decade. The number of hospital beds were reduced 
in greater numbers and over a shorter time period than 
RULJLQDOO\�SODQQHG��DQG�WKH�QXPEHU�RI�VWD΍�WUDQVIHUUHG�
from hospitals to outpatient care, was actually lower than 
originally anticipated. Until the 1980s, elderly patients 
with severe forms of dementia and individuals with 
mental retardation, were treated in psychiatric hospitals. 
These patient groups were transferred to other services 
during the deinstitutionalization process.2,3

In 1991, a new Mental Health Law came into force. 
The principles of the new law were largely outlined by 
psychiatrists, working at the time in the National Medical 
%RDUG��2XWSDWLHQW�VHUYLFHV�ZHUH�GHȴQHG�DV� WKH� IURQW�
line of care and included both health centres as well 
as psychiatric outpatient clinics. The health centres 
took care of patients with common mental disorders 
and assessed the needs of patients for specialized 
psychiatric care. In addition, compulsory care and the use 
of coercive measures, such as seclusion and restraints, 
were increasingly regulated. Subsequent revisions have 
included more detail in this regulation.4,5 

Additionally, two other important new laws came 
into force in the early 1990s.4,6 A law for specialized 
healthcare integrated the previously separate mental 
health districts, responsible for psychiatric hospital 
treatment, with 21 healthcare districts. An additional law 
provided guidance in relation to the funding of public 
VHUYLFHV�� WR� FRPSHQVDWH� IRU� WKH� GL΍HUHQFHV� EHWZHHQ�
the municipalities in demographic and economic 
conditions. This law strengthened the independence 
of the municipalities, and as a result, the health services 
in Finland became very decentralized. The regional 
variation of organization and the quality of the health 
services increased greatly.4,5 

Services in the 21st century
Municipal social welfare and healthcare services, 
implemented with government support, form the basis 
of the social welfare and healthcare system. Private 
companies also provide services in addition to the 
public sector. Furthermore, Finland has a wide range 

of social welfare and healthcare organizations, providing 
services both free of charge and for a fee. The Ministry 
RI� 6RFLDO� $΍DLUV� DQG� +HDOWK� SUHSDUHV� OHJLVODWXUH� DQG�
VWHHUV�LWV�LPSOHPHQWDWLRQ��3ROLF\�JXLGHOLQHV�DUH�GHȴQHG�
and reforms are prepared, guided and coordinated by 
the ministry. Agencies and institutes within the ministry 
oversee research and development (the Finnish Institute 
for Health and Welfare, THL and the Finnish Institute 
of Occupational Health), sanctioning medications (the 
Finnish Medicines Agency, Fimea) and radiation safety 
(Radiation and Nuclear Safety Authority, STUK). 

Finland is divided into 21 hospital districts, which 
organize general hospital treatment and psychiatric 
hospital treatment for most of the municipalities. 
Finland comprises 310 municipalities, with a total 
population of circa 5.5 million. The number of inhabitants 
in a municipality varies from 690 to over 650,000, which 
has led to versatile administrative arrangements. 
Municipalities may organize primary healthcare and 
psychiatric outpatient care services independently, 
SURYLGHG�WKH\�KDYH�D�VXɝFLHQWO\�ODUJH�SRSXODWLRQ�EDVH�
WR�HQVXUH�ȴVFDO� VXVWDLQDELOLW\��0XQLFLSDOLWLHV�PD\�DOVR�
work together to organize primary healthcare services and 
SV\FKLDWULF�RXWSDWLHQW�FDUH��HLWKHU�DV�D�PHPEHU�RI�ȊXQLRQV�
RI�PXQLFLSDOLWLHVȋ�RU�KRVSLWDO�GLVWULFWV��7KH�GLVWULFWV�DUH�
governed by representatives from the municipalities, 
and the districts receive their funding mainly from the 
municipalities. Municipal social services are responsible 
for home services, rehabilitative work activities and 
housing and community rehabilitation services, which, 
for the most part are currently run by private companies 
and non-governmental organizations (NGOs).

Primarily in the larger cities in Finland, hospital services 
have been organized by the cities themselves. Likewise, 
certain municipalities have also organized their outpatient 
care, whereas in other municipalities, outpatient care has 
been organized by hospital districts. Therefore, until the 
turn of the century, the organization and administration 
of the services have varied in a manner that renders 
a simple description cumbersome. Manpower varies 
greatly in psychiatric services, and there are currently 
no concerted data relating to this issue. There are roughly 
1,800 physicians, specializing in one of the psychiatric 
disciplines. More than 1,000 of these specialists are 
of working age. By comparison with most European 
countries, Finland has a greater ratio of psychiatrists and 
psychiatric nurses per inhabitant. There are more than 
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5,600 psychologists in Finland, however, some of these 
work in areas other than mental health services. Around 
4,000 of them work in services run by the public sector.

There is no longer specialized treatment for geriatric 
psychiatry, although patients older than 65 or 68, 
depending on the region, are treated in separate wards and 
outpatient units. Child psychiatry, adolescent psychiatry 
and general psychiatry are separate disciplines in Finland. 
Therefore, the treatment of children, adolescents and 
adults is carried out in separate units. The Mental Health 
Law stipulated that adolescents under the age of 18 are 
not to be treated in the same wards as adults. Outpatient 
care is also carried out in separate units. The upper age 
limits in psychiatric outpatient care, separating children, 
adolescents and adults vary between regions: children 
from 12 to 14 years, adolescents from 19 to 22 years and 
adults from 20 to 23 years.4,6,7 Additionally, social services 
within the municipalities or unions of municipalities, 
KDYH�RɝFHV�SURYLGLQJ�HGXFDWLRQDO�VHUYLFHV�RU�DGYLFH�IRU�
families with under-age children. 

If there is a reason why a suspect is not criminally 
responsible for a violent crime (manslaughter 
or homicide), the defence lawyer or the court may 
request an assessment of the psychiatric condition 
of a suspect. This assessment is conducted either in a state 
mental hospital, a psychiatric hospital for prisoners, 
or in a forensic department of a university hospital clinic, 
if such an institution exists. Should the perpetrator, 
suspected of having committed manslaughter 
or homicide, be deemed not to be criminally responsible, 
he/she will receive forensic psychiatric care in one of two 
state mental hospitals (Vanha Vaasa and Niuvanniemi). 
Additionally, psychotic patients with severe behavioural 
SUREOHPV��ZKR�DUH�GLɝFXOW�WR�WUHDW�DQG�ZKR�DUH�XQDEOH�
to be treated in the psychiatric hospitals themselves, are 
sent to state mental hospitals.

Psychotherapy is primarily carried out in the private 
sector by licensed psychotherapists, who have received 
a specialized education, lasting between four and six 
years. The key methods used are cognitive-behavioural, 
psychodynamic, solution-focused and trauma therapy. 
The Social Insurance Institution (SII) will reimburse 
around 60 to 80% of the fees of the psychotherapists – 
depending on how much they charge – for up to three 
years. Psychotherapy is funded by the SII as rehabilitation, 
to avoid disability or to promote a return to work-life. 
A statement by a psychiatrist is necessary to gain access 

to psychotherapy as rehabilitation. Currently, more than 
50,000 individuals receive psychotherapy as rehabilitation 
annually (Metsä, personal communication). Access 
to psychotherapy tends to vary greatly within the country, 
as most therapists work in cities that have a university 
with a medical faculty. Psychotherapy services are also 
provided in the private sector in terms of outsourced 
psychotherapy, in larger cities and health districts.

NGOs provide mental health services free-of-charge 
and for a fee. Mental Health Finland (MIELI) has e.g., 
organized a national network of voluntary crisis 
counsellors, who work on telephone helplines. FINFAMI 
(Finnish Central Association of Families of People with 
mental illness) provides support with its member 
associations for families of people recovering from 
mental illness. Peer-support and activities are provided 
by the Mental Health Union, together with its member 
associations. Nyyti is an NGO which promotes the mental 
health of students in Finland.

Addiction services
Treatment for psychiatric disorders and alcohol abuse 
has been carried out for decades in separate systems. 
Over the past three decades there has been an increasing 
H΍RUW�WR�HQFRXUDJH�LQWHJUDWLRQ��&XUUHQWO\��WKH�SULPDU\�
FDUH� SURYLGHUV� IRU� LQGLYLGXDOV� VX΍HULQJ� IURP� DOFRKRO�
abuse are health centres and the A-Clinic Ltd., which 
LV� D� QRQ�JRYHUQPHQWDO� DQG� QRQ�SURȴW� RUJDQL]DWLRQ��
RZQHG�E\�WKH�$�&OLQLF�)RXQGDWLRQ��$�&OLQLFV�R΍HU�D�ZLGH�
range of addiction services, such as outpatient therapy, 
GHWR[LȴFDWLRQ�XQLWV��KRXVLQJ�VHUYLFHV�DQG�KRVSLWDO�FDUH�
in Järvenpää Addiction hospital. Health centres mostly 
screen patients with addictions, treat patients with 
milder forms of addiction and assess patients’ needs 
for specialized care, either within psychiatric services 
or within A-Clinics Ltd.

Addiction psychiatry units have been founded within 
psychiatric services. These units may take care of both 
hospital and outpatient care or solely the outpatient 
care of patients with illicit drug abuse. Previously, 
patients with alcohol delirium were treated in psychiatric 
hospitals, however, these patients are now treated in the 
GHWR[LȴFDWLRQ�XQLWV�RI�JHQHUDO�KRVSLWDOV�RU��LI�QHFHVVDU\��
in intensive care units. The primary responsibility 
assessment of opiate dependence is carried out by the 
addiction psychiatry units. If a patient is accepted into 
opiate substitute care, the treatment may be delegated 
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WR�WKH�$�&OLQLFV�RU�SULPDU\�KHDOWKFDUH��3DWLHQWV�VX΍HULQJ�
from severe withdrawal states or psychoses due to drug 
abuse, are treated in psychiatric hospitals. For under-age 
patients with addictions, there are youth clinics, organized 
by municipalities or unions of municipalities. There are 
counsellors in schools, and education services may also 
provide psychological services to a certain extent.

&RVWV�RI�VHUYLFHV�
All public health and social services are primarily funded 
by municipal taxes and to some extent state taxes 
(state funding compensates the inequalities between 
municipalities and special state funding in terms 
of training and research for hospitals). The municipalities 
have always paid for the treatment, using funds from 
municipal taxation and to a lesser extent from state 
subsidies, irrespective of whether the services were 
organized by the municipalities themselves, by the 
unions of municipalities, by the hospital districts or by 
state mental hospitals. Health districts and state mental 
hospitals bill the municipalities for the number of patients 
treated (taking into account the number of visits and days 
LQ�KRVSLWDOV���ΖI�WKH�PXQLFLSDOLWLHV�FDQQRW�D΍RUG�WR�SD\�
for all treatment given, the hospital districts cover the 
missing portion of the payments. Mental healthcare costs 
are circa 9% of all healthcare costs in Finland.

Patients using the private sector can be reimbursed 
to a certain degree by the SII,4,5 which constitutes funded 
state taxes. Patients may also receive reimbursements for 
rehabilitative psychotherapy and medications, prescribed 
by a physician. Psychiatric outpatient care visits are free-
for-charge, with the exception of an appointment not 
being cancelled on time. The only out-of-pocket expense 
for a patient in public outpatient care, is payment for 
approximately half the medication required. Hospital care 
is to a lesser extent covered by the patients themselves, 
DQG�LI�WKH\�FDQQRW�D΍RUG�WKH�SD\PHQWV��VRFLDO�VHUYLFHV�
will lend a helping hand.

NEW DEVELOPMENTS
A major, current trend regarding both psychiatric 
outpatient and hospital services, has been a move 
towards a larger population base. Hospital and specialized 
psychiatric outpatient care, previously organized by 
certain municipalities, has been or is being integrated 
into hospital districts. The government of Finland has 
outlined a plan to shift the responsibilities of health and 

social services from the municipalities to larger areas 
RU� SURYLQFHV�� ZKLFK� ZRXOG� UHGXFH� WKH� GL΍XVH� ZD\V�
of arranging and administrating healthcare. Social and 
healthcare services would also be more integrated as 
a result, than they are currently.

Around a decade ago, the authorities took the decision 
that the old mental hospitals, treating psychiatric patients 
exclusively, would be closed, and psychiatric hospital 
treatment would be integrated with general hospitals. 
There were two key motivations for this undertaking. 
Firstly, the quality assurance of the patient’s treatment 
as a whole, was considered of utmost importance. 
Psychiatric patients have a higher rate of mortality, due 
to somatic illnesses and they do not receive as much care 
as the general population for their illnesses.8 For instance, 
imaging and laboratory services were not available 
in separate mental hospitals, and intensive care units 
are at times necessary e.g., for patients in severe delirious 
states. Secondly, an attempt to decrease stigma was also 
an important factor. Psychiatric patients would not in the 
future be segregated from other patients, although they 
would continue to have their own department. Many new 
hospital units are, therefore, being built today in Finland, 
but at the same time, there will be a further decrease 
in the number of beds.

During the past decade, service development has 
been outlined in two mental health plans, Mind2009 
and Mind2015.9 Presently, a new plan is being drafted. 
One main aim of Mind2009 is to integrate addiction and 
psychiatric services. Although cooperation between the 
services provided for these patient groups is improving, 
and the quality of treatment is of a higher standard, there 
are still shortcomings in relation to their integration. This 
is largely due to the fact that addiction services have 
been operating separately from other mental health 
services for decades. Mind2015 focuses on emphasizing 
patient-centredness, the promotion of mental health and 
abstinence, the integration of somatic and psychiatric care, 
the integration of administration and the development 
of a means for measurement-based administration.

A new innovation, that of a model of triadic cooperation, 
was developed for occupational health services and 
health centres. In this treatment model, nurses are trained 
to provide either group or individual psychotherapeutic 
treatment for patients.10 An occupational healthcare 
physician or general practitioner takes care of prescribing 
medication, and a psychiatrist is available for consultation, 
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if the treatment does not proceed as planned. The method 
has not been in use throughout the country, however, 
Etelä-Pohjanmaa hospital district has been able to close 
a ward due to a decrease in demand for psychiatric 
hospital care (Lassila personal communication).

USE OF SERVICES IN 2017
In 2017, there were 195,406 patients within specialized 
psychiatric services, including both outpatient and 
inpatient care. The number of patients who received 
hospital care was 24,495 and the number of treatment 
episodes was 37,705. Within the past decade there has 
been a slight decrease in the number of patients. The 
number of patients treated in psychiatric hospitals has 
decreased greatly during the past three decades, and 
treatment episodes are considerably shorter. Even within 
a decade, from 2006 to 2017, the rate decreased by 
more than 20%.11 More than half of the patients have 
hospital treatment episodes that last less than two 
weeks, while less than 1% receive hospital treatment 
for more than a year. The latter group primarily 
FRPSULVHV�SDWLHQWV�LQ�VWDWH�PHQWDO�KRVSLWDOV��ZKR�EHQHȴW�
from forensic psychiatric services and who constitute 
GLɝFXOW�WR�WUHDW�SDWLHQWV��

The number of outpatients has increased within the 
past decade by ca. 65,000. In 2017, 191,895 patients 
in total had used outpatient psychiatric services, and 
the number of visits was 2.25 million.11 On the other 
hand, these numbers do not include visits to private 
SV\FKLDWULF�RU�SV\FKRWKHUDSHXWLF�VHUYLFHV��$URXQG�D�ȴIWK�
of working age psychiatrists work in the private sector. 
In recent years, the number of referrals to psychiatric 
outpatient care and the use of psychiatric services, has 
increased without any reliable indication of a coinciding 
increase in the incidence of mental disorders. The stigma 
due to mental disorders has decreased dramatically 
within the past few decades. Another important factor 
PD\�EH�WKDW�PDQ\�KHDOWK�FHQWUHV�KDYH�ODFNHG�TXDOLȴHG�
general practitioners, thus limiting the access to primary 
healthcare on time. 

There is a large variation in the use of services 
in Finland, and the prevalence of use does not follow 
the prevalence of disorders. Variation in terms of access 
to services is one key factor, which is dependent on the 
availability of adequate services. The rate of treatment 
episodes is relatively evenly distributed but the length 
of hospital stays per episode, varies greatly. Previously, 

in the 1980s and 1990s, the length of stays correlated 
with the availability of outpatient services.12,13

During the 1990s, due to increasing decentralization, 
the development of treatment and rehabilitation 
methods, and the settings for individuals with severe 
mental disorders began to vary. Most housing services 
are run by private companies or NGOs, some of which 
also provide adequate rehabilitation services. The quality 
of supported housing and rehabilitation to be carried 
out in these units, currently varies greatly. There are 
more than 7,000 people with severe mental disorders 
who live in these units, and the level of service they 
receive may sometimes be of a lower quality than the 
service provided some decades ago in the hospitals for 
chronically ill psychiatric patients (Kärkkäinen, personal 
communication). 

In a recent study, the European Service Mapping 
Schedule-Revised (ESMS-R) tool was used to classify the 
adult mental health service (MHS) structure in southern 
Finland (population 1.8 million, 18+ years).13 The diversity, 
including various types of day-care and outpatient 
services, of the MHS was found not to be associated with 
hospitalization. Only a general index of mental health 
needs was associated with an increased use of inpatient 
treatment. The researchers concluded that strategic 
planning is quintessential in service-planning and that 
an increase in the number of resources in outpatient 
VHUYLFHV��LV�QRW�VXɝFLHQW�WR�GHFUHDVH�WKH�QHHG�IRU�KRVSLWDO�
care, as inpatient care is associated with factors relating 
to population and the healthcare system. In the same 
research project, it was also found that the diversity 
of services is dependent on the size of the population 
base. A minimum of 150,000 inhabitants are needed 
to justify a diverse mental healthcare system and to satisfy 
the multiple needs of psychiatric patients.14

CERTAIN VIEWPOINTS RELATING TO OUTCOME
A suicide prevention project was carried out in Finland 
between 1987 and 1996. Firstly, psychological autopsy 
studies were conducted. The studies showed that two 
WKLUGV�RI�LQGLYLGXDOV�ZKR�FRPPLWWHG�VXLFLGH��VX΍HUHG�IURP�
D�FOLQLFDOO\�VLJQLȴFDQW�GHSUHVVLYH�LOOQHVV�WKDW�ZDV�RIWHQ�
under-treated. After the study phase, an intervention 
was planned, implemented and subsequently, evaluated. 
During this project physicians received training on the 
LGHQWLȴFDWLRQ�DQG�WUHDWPHQW�RI�GHSUHVVLRQ�15 At the same 
time, new antidepressants became available and their use 
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increased greatly even until the 2010s. During the 1990s, 
the rate of suicides decreased dramatically, and one 
factor seems to be the increased use of antidepressants 
among the male population, who previously had not 
received adequate treatment for their condition.16

Homelessness in relation to discharged psychiatric 
patients has not been in evidence in Finland and 
deinstitutionalization has not increased mortality among 
individuals with severe mental disorders. In fact, a seminal 
study showed that in those regions of Finland, where 
the coverage of outpatient services was high, the rate 
of suicide was lower than in regions where the treatment 
system was more hospital-oriented.17 However, there 
is an excess mortality among patients with severe mental 
disorders. In psychoses, excess mortality was found to be 
3.5-fold and in psychoactive substance abuse, 5.3-fold, 
by comparison with the general population. Overall, the 
mortality of the population and patients with severe 
mental disorders has decreased between 1996 and 2010.

In 2000, in a population-based sample, 31% 
of those who had experienced a major depression 
episode, received pharmacological, psychotherapeutic 
RU� ERWK� W\SHV� RI� WUHDWPHQW�� 6OLJKWO\� OHVV� WKDQ� D� ȴIWK�
RI�WKRVH�VX΍HULQJ�IURP�GHSUHVVLRQ�UHFHLYHG�WUHDWPHQW�
that was barely adequate. However, only a third 
of individuals with major depression, made use of the 
health services for mental healthcare. The treatment 
coverage was considerably better among the service 
users, as 76% received antidepressants, psychotherapy 
or both. Under-treatment is thus primarily a problem 
of objective needs, not resulting in the use of services. 
The majority of those using health services for mental 
reasons were of the opinion that the care had been 
quite or very helpful. The level of satisfaction was even 
higher among those who had received psychotherapy. 
In the same sample, most (80%) of those with anxiety 
disorders, who used health services for mental 
health reasons, received pharmacotherapy, however, 
less than half received any form of psychosocial 
or psychotherapeutic treatment.18,19

Among the employees of 10 Finnish municipalities, 
psychotherapy, funded as a means of rehabilitation 
ZDV� FRQVLGHUHG� DQ� H΍HFWLYH� IRUP� RI� WUHDWPHQW��
Patients with major depression, who had long absence 
periods from work due to mental health issues 
(>21 days) before psychotherapy or antidepressant 
WUHDWPHQW�� UHSRUWHG�D� VLJQLȴFDQW�GHFUHDVH� LQ� WKH� UDWLR�

of sickness absence at the end of the entire follow-up, 
compared with absence from work before or during 
the treatment. During the follow-up, healthy controls 
noted an increase in sickness absence. Psychotherapy 
and antidepressant treatment were associated with 
a substantial decrease in sickness absence for at least 
six years after the end of treatment.20

$OO� RXWSDWLHQWV� ZHUH� URXWLQHO\� DVNHG� WR� ȴOO�
in questionnaires on symptoms and their health-related 
quality of life at the baseline and after three, 12 and 
24 months in a research and development project on 
outpatient psychiatric care, at Satakunta Hospital District 
in Finland between 2010 and 2014. The project found 
that for most patients, recovery was highly clinically 
VLJQLȴFDQW�DQG�ZDV�GHȴQHG�DV�D�FKDQJH�LQ�WKH�KHDOWK�
related quality of life. Recovery after one- and two-year 
follow-ups depended to a large extent on the recovery 
at three months. This result emphasizes the importance 
of measurement-based psychiatry. Quality of life could 
be a useful generic outcome measure. Following the 
patients´ state routinely by an outcome measure, could 
SURYLGH� EHQHȴWV� IRU� WKH� WUHDWPHQW� RI� WKRVH� SDWLHQWV��
in particular, who do not recover at all or who recover 
VORZO\�GXULQJ�WKH�ȴUVW�WKUHH�PRQWKV��

DRAWBACKS OF THE SERVICES
6FKL]RSKUHQLD� SDWLHQWV� ZKR� DUH� GLɝFXOW� WR� WUHDW�
are increasingly referred to state mental hospitals, 
which are the only psychiatric hospitals, in which the 
number of wards and beds have increased. A similar 
development has been found in Denmark.21 Moreover, 
access to the rehabilitation of individuals with severe 
mental disorders may be somewhat arbitrary, as 
the quality of services in supported housing seems 
to vary greatly. If the governing principle is simply 
inexpensiveness, then the companies have an incentive 
to retain the residents and not rehabilitate them 
to achieve independence. However, currently, there 
are improving trends in relation to rehabilitation and 
housing services.

Outpatient care in community clinics seems to lack 
intensity and continues over too long a period of time, 
resulting in new patients not having timely access 
to intensive treatment. Less than a fourth of patients 
in community clinics receive visits on a weekly basis, 
over a two- to six-month period. In the case of 75%, the 
mean frequency of visits is below 0.6/week. Yet, this care, 
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based on infrequent visits, may continue for a number 
of years. A large proportion, even around 50% of the 
LQSXW� VWD΍� LQ� RXWSDWLHQW� FOLQLFV�� LV� IRFXVHG� RQ� WUHDWLQJ�
patients, who have been receiving treatment for several 
years (Horjamo personal communication). Additionally, 
outpatient services, generally, do not provide evidence-
based, time-limited, psychotherapeutic treatment for 
patients in the acute phase. To date, the only choice has 
been rehabilitation psychotherapy, funded by the SII. 
There is an increasing consensus that evidence-based 
psychotherapy should be included as a key component 
of outpatient care in future development plans.
7KH� KHDOWK� EHQHȴWV� RI� D� ODUJH� SURSRUWLRQ� RI� WKH�

visits to outpatient clinics may, thus, be questionable, 
GXH� WR� WKH� ODFN� RI� LQWHQVLW\� DQG� VSHFLȴHG� WUHDWPHQW�
plans. Therefore, new patients may not receive care 
that is adequately intensive and comprehensive, which 
again may result in shortcomings in terms of recovery, 
VLFNQHVV�DEVHQFH�RU�GLVDELOLW\��7KH�H΍HFWLYHQHVV�RI�WKH�
treatment and the feedback from patients are not 
measured routinely. Should such monitoring not be 
FDUULHG� RXW�� LW� LV� YHU\� GLɝFXOW� RU� SHUKDSV� LPSRVVLEOH�
to understand which needs must be addressed. Cost-
H΍HFWLYHQHVV�LV��OLNHZLVH��QRW�IROORZHG�XS��ZKLFK�KLQGHUV�
WKH�GHYHORSPHQW�RI�D�ȴVFDOO\�VXVWDLQDEOH�SODQ�

CONCLUSION
3V\FKLDWULF�SDWLHQWV�KDYH��LQ�JHQHUDO��EHQHȴWWHG�JUHDWO\�
from the shift from institutions to the community. 
This does not preclude the fact that there are also 
shortcomings. The development of community care 
has, to date, focused too much on resource allocation 
at the expense of strategic planning, and too little on 
the type of treatment. Furthermore, since attention 
has been focused on shifting resources from hospitals 
to outpatient care, there has not been a similar 
development of treatment, carried out in the hospitals. 

&RQȵLFWV�RI�LQWHUHVW��7KH�DXWKRU�GHFODUHV�QR�FRQȵLFW�
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