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MESSAGE FROM THE EDITOR

DEAR COLLEAGUES,

I warmly welcome you to read the first issue of the Consortium Psychiatricum
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
cover different fields of research. The problem of suicide during the COVID-19
pandemic is explored by scientists from St. Petersburg. Basic research
regarding the immunological profiles of patients, with different course
of schizophrenia, covers the promising area of psychoneuroimmunology.
The findings of scientists may add to our knowledge of the biological
underpinnings of the different clinical courses of paranoid schizophrenia.
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
first episode psychosis and its clinical, research and public health aspects.
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.

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

Consortium Psychiatricum | 2021 | Volume?2 | Issue1



EDITORIAL

The Future of Psychiatry

byayuiee ncmxmatpum
doi:10.18176/CP63

Norman Sartorius Hopman CapTopuyc

Association for the Improvement of Mental Health Accoyuayusi no ynydulieHuro npozpamm e obaacmu

Programmes (AMH), Geneva, Switzerland ncuxuyeckozo 300poess, XeHesa, LLigeliyapus
ABSTRACT

Since the Second World War mental health programmes and psychiatry have made significant advances. Countries,
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
has advanced and significant progress has been made in terms of knowledge regarding the functioning of the brain.
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 iliness, have been
launched in many countries. Associations bringing together those who have experienced mental iliness 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
mental health workers, dealing with mental iliness. Collaboration with other stakeholders in the field of mental health
and medicine, will be of crucial importance in relation to all these tasks.

AHHOTALNA

Mocne BTopoli MUPOBOW BOWHbI MPOrpaMMbl MO OXpPaHe MCUXMYECKOro 340pPOBbA W MNCUXMATPUA AOCTUMAN
3HaunTenbLHOro ycnexa. Focyzapcrea, a Takke OpraHmsaumsa O6begVHEHHbIX Hauwii npu3Hanu macwiTab
N CePbE3HOCTb NMPO6IEM MCUXMYECKOro 340P0BbS, YTO MOBAEKIO 3a COBOM 3amyCcK MHOXEeCTBa HaLMOHaAbHbIX
nporpammM, HarpasfeHHbIX Ha pelleHue 3TUX npobnem. MPoABUHYNNCH TEXHONOTUM NIeUEHUA MCUXNYECKNX
pPacCTPOCTB, 3HaYUTeNbHbIA Nporpecc 6b1 AOCTUIHYT B MOHUMaHUM GYHKLUMOHNPOBAHWS FOIOBHOMO MO3ra.
Bo3pocno ocosHaHme HeobXOAMMOCTI 3aLLMTLI MPaB AtoAel C NCUXnYeckMMim 3aboneBaHnaMm. Bo MHOrmx ctpaHax
6bINM 3aMyLLEeHbl HALVOHaAbHbIe Y PermoHasbHble MPorpamMmbl Mo 6opbbe o cTUrMmaTnsaLmen 1, COOTBETCTBEHHO,
ANCKPUMUWHALMeRn ftogel ¢ NCUXxmyecknmMimn 3aboneBaHUsMI; NOSIBUINCE accoumanm, obbeanHsatoLwme noaei
C MCUXNYECKNMU PACCTPOMCTBAMM U UX POACTBEHHUMKOB.

HecMoTpss Ha AOCTUTHYThIM MpOrpecc, HeOBXOAMMbI AanbHenllne AelCTBUA. 3HaYUTeNbHasa 4YacTb Nrojen
C NCUXNYECKMMU 3a601eBaHNSMU B CTPAHAX C HU3KNM 1 CPeAHUM YPOBHEM JOXOA0B He Noy4aeT AO/IKHOrO leUeHus.
Jaxe B NpOMbILLIEHHO Pa3BUTbIX permoHax Ao 1/3 60/bHbIX TAXENLIMU GOpPMaMU NCUXUYECKMX 3ab0NeBaHNA NNLLIEHbI
Hajnexaller noMoLLu. 3akoHbl B 061aCT NCUXNYECKOro 340PO0Bbs yCTapean BO MHOTMX CTPaHax, a 3allmTa npas
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NIH0Ae C NCUXnYeckummn 3a6oneBaHAMN — HeCOBePLLEHHA U HeA0CTaToYHa. AKTyabHble B MOCAeAHME rofbl akLeHT
Ha 3KOHOMUYECKYHO Lies1eco06pa3HOCTb MeANLIMHCKON MOMOLLY U LG POBM3aLNS MeAVLIMHBI He YyULLNAN CUTYaLHO.
B HekoTopbIX Ciy4yasx 3TO Aaxe 3aMeA/inio pasBUTUE MCUXMATPUYECKMX CYyX6 1 oKasaHue nomowm B chepe
NCUXUYECKOro 340p0Bbs. TakMM 06pa3oM, NCUXUATPUS BbIHYXAEHA CNPaBASTLECSA CO CIOXKHOCTAMMU, BO3HUKLLIUMMN
B MPOLL/IOM BEKE, 1 MNPV 3TOM COOTBETCTBOBATbL HOBbIM TPEBOBaHWSAM 1 3aa4aM.

K coBpeMeHHbIM 3aZa4am, CTOALLM Nepes NcnuxmaTpueis, HeCOMHEHHO, OTHOCSATCS pedOpMbl, KOTOPbIE MO3BONAT
0Ka3bIBaTh (i) HEOBXOAVMYHO MOMOLLIb NOASM C KOMOPBUAHBIMU NCUXMYeckKMU U GU3NYecKUMn 3aboneBaHNSMY;
(i) NpUMeHsTb MeToZbl MO 06eCneUeHN0 MePBUYHON MPOPUNAKTUIKI MCUXNUYECKMX U HEBPOJIOTMYECKNX 3a60/1eBaHNI;
(i) npoBecTn pagnkanbHy pedopMy B 06pa3oBaHMM NCUXMATPOB 1 APYrUX CMeLnancToB B 061aCTU NCUXMYECKOro
340p0Bbs. PelleHne Bcex 3TUX 3ajay TpebyeT TeCHOro COTPyAHMYECTBa MeXZy BCeMU 3avHTepecoBaHHbIMU
CTOpPOHaMU B 061aCTN MNCUXNYECKOTO 30POBbS Y MEANLNHbI.

Keywords: future psychiatry; psychiatric education; prevention of mental illness; promotion of mental health; mental

health; paradigms of psychiatry

KnroueBble cnoBa: 6ydyujee ncuxuampuu, ncuxuampuyeckoe 06pa3o8aHue; NPoPUAAKMUKAG NCUXUYECKUX

3060s1e8aHuU; YKpenseHue ncuxu4yeckoeo S’aOpOGbﬂ,' ncuxu4veckoe 360,00866,’ HG,OCIaUBMbI ncuxuampuu

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
century. The first and possibly the most important
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
suffering from mental disorders (as well as those who
care for them). A number of countries have adopted
national mental health programmes, and the United
Nations has included the fight for better mental health
among its sustainable development goals.!

Another battle, fought over an even longer period,
was the development and application of methods
of treatment and rehabilitation, leading to the recovery
and inclusion of those who have suffered from
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
illness - stigma being a major obstacle to all efforts
in the field of mental health - has also been recognized,
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.?

The decades since the Second World War have also
seen a significant increase in the number of psychiatrists
- from around 50,000 in the 1950s to more than 250,000
today.? 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
effort to understand the functioning of the brain. The
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.#®* The human rights of those with
mental illness have been recognized in numerous
international and national statements and binding
documents.® 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, itis also
clear that the battles mentioned above will continue. While
the importance of helping people with mental iliness 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
to pursue sustainable development goals, suffer from
financial and other difficulties, and their efforts to achieve
the goals which they agreed to pursue, have been feeble.
The human rights of people with mental disorders are not
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sufficiently respected or protected, and the laws relevant
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
yielded the expected benefits: in low- and middle-income
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.” The programmes launched
to reduce stigma are a significant step forward, but they
are programmes which are separate from the mental
healthcare system: itis to be hoped that the fight against
stigma will become an essential part of mental health
service activities, and that this will be reflected in the
budget of all psychiatric services and institutions. The
associations, bringing together people with mental
illnesses and their family members, often lack financial
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
and affects their ability to fulfil their goals.

Itis alsoimportant to recognize that these developments
are taking place in a world currently influenced by several
major trends, directly relevant to the development
of healthcare, in general and psychiatry, in particular.
The first of these is “commodification” - the tendency
to consider all activities and all developments in economic
terms, as if they were forms of handling commaodities,
such as sugar, cotton, coal or timber.8 Thus, a hospital
will be considered a success if it can work in a manner
that will result in financial gain, a profit; the treatment
of an individual with an illness, will be considered
asuccess, if it enables him or her to continue working and
producing. Conversely the treatment would be a failure
if it does not achieve this, regardless of the effects that
it might have had in terms of quality of life or extension
of life expectancy. Commodification results in changes
in healthcare priorities and in the manner of providing
services, and can be particularly detrimental to work
in the fields of psychiatry or geriatrics.

Another major development in terms of importance
for medicine and mental healthcare, is the digitalization
of medicine and other social and industrial pursuits. While
offering vast improvements in medical technology and
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.

While the digitalization of medicine and commodification
may bring benefits to the practice of psychiatry but also
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
substance abuse problems. The mental health first-aid
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
and mutual help will continue to grow, and that it will find
supportin 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
to expand its field of activity and add new pursuits
to those of providing treatment for people with mental
iliness. 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
comorbid mental and physical illness but also to benefit
from advances of medicine in general.

Mental health programs will also have to make
significant efforts to elevate the position of mental health
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
comprehensive mental health programmes. The effort
to promote mental health on the scale of values, as well
as other tasks in the field of mental health, will have to be
approached in collaboration with other stakeholders
in the field of mental health, including, in particular, those
who have experienced mental illness and their carers.

Another area of emphasis in which the psychiatrists
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of the future will need to invest time and effort, will be
the significant expansion of programmes, focusing on the
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
prevent cretinism in their children; another example
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
by other professions or institutions. To influence these,
psychiatrists will have to make a serious effort beyond
their usual area of work.

Investing time and effort into introducing the primary
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
to organize services for people, suffering from a mental
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: itis 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
of people, suffering from non-communicable diseases.®

The current education of psychiatrists does notinclude
systematic training in skills, likely to helpful in the
development of mental health programmes as well as
in the efforts to elevate mental health on the scale of values
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,
nurses and other staff involved in the care ofr people
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
who are suffering severe illnesses and with those who
provide care for them.

Correspondence to:
Professor Norman Sartorius, MD, PhD, FRCPsych
sartorius@normansartorius.com

For citation:
Sartorius N. The future of psychiatry. Consortium
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RESEARCH

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

DMOLMOHA/IbHAA peaKLUa Ha BocnpuaTre rtoMmopa u renotodobua cpeam 30poBbIX
N04en U NauneHToB ¢ lWnsodppeHnen n aenpeccuen ¢ NpusHakaMm BbICOKOro
KJINHNYECKOro pUcKa BO3SHMKHOBEHMSA NCUX033

doi:10.18176/CP65

Daria D. Volovik’, Maria A. Omelchenko?, Aapba 0. Bonosuk', Mapua A. OMesIb4eHKO0?,

Alyona M. Ilvanova3 AnéHa M. MBaHoBa®

"Federal Centre of Brain and Neurotechnologies, T®edepaneHblll yeHMp M032a U HelipomexHonozuli

Moscow, Russia; 2Mental Health Research Center MuH3dpasa Poccuu, Mocksa, Poccus; 2Hay4Heili yeHmp

Moscow, Russia; *Pirogov Russian National Research Medical ncuxuyeckozo 30oposss, Mockaa, Poccus; 2Pocculickuli

University, Moscow, Russia HAUUOHAAbHBIU uccnedoeamensckuli MeoUyUuHCKU
yHusepcumem um. H.U. [upoz2osa, Mockea, Poccus

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
conditions, such as the fear of being laughed at, known as “gelotophobia”. Those with gelotophobia perceive laughter
as dangerous, rather than pleasant, and they can hardly distinguish between teasing and ridicule. Gelotophobia was
confirmed to be expressed among people with mental disorders. Nonetheless, knowledge relating to the fear of being
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
with schizophrenia spectrum disorders; the emotional response and facial expression of patients with gelotophobia
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. Gelotophobia was significantly higher within the clinical group. It correlated with a lower frequency of grins
among the patients during the comic video, while this was not the case in the control group. Gelotophobia was related
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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. Thus, gelotophobia has not only quantitative, but also qualitative specifics in patients with schizophrenia,
and those with depression with signs of a clinically high risk of psychosis, compared to healthy controls.

AHHOTAL WA

Beepgenue. ViccnegoBaHue paHHUX VM3MEHEHWI 3MOLMOHaNbHOW chepbl B paMKax pasBUTUSA LLM30bpeHun
ABNAETCA NepCneKkTUBHbLIM HanpaBaeHneM B KINHUYECKOW Ncnxonormm n ncmxmatpum. CoXxpaHHOCTb MO3UTUBHBIX
SMOLMIA, B YaCTHOCTW, MPW BOCMPUATUN HOMOPA, MOXET ABAATLCA BaXKHbIM pPecypcoM AN naumeHToB. B To xe
BpeMsi, BOCNPUATNE IOMOPA OYeHb YyBCTBUTENIbHO K MATONOMMYeCcKM COCTOSAHUSM, HanpyrMep, TakM Kak CTpax
HacMmeLKkn - “renotodobusa”. MNauneHTbl ¢ renotodobrein BOCMPUHNMAKOT CMeX, CKOpee, Kak OMacHbIW, Yem Kak
NPUATHBIA, N Takne NauyeHTbl C TPYAOM MOTYT OTANYUTL APYXentobHoe noajpasHuMBaHne OT HacMeLllku. bbino
NMOATBEPXAEHO, UTO Y NNL, CTPAZArOLLMX MCUXUYECKMMU PacCTPOMCTBaMK, YacTo BCTpedaeTcs renotodpobus.
TeM He MeHee, MMelOLLMECS IMANPUYECKME JaHHble O CTpaxe HacMeLlKn B6blv NoaydeHbl NperMyLLecTBEHHO
Ha BbIOOpKax 340POBbIX NHOAEN.

Lenbs uvccnepoBanua. TakuM 06pa3oM, Lefb MCCAeA0BaHUA COCTOsNa B TOM, UTOBbl MpefoCTaBUTbL 6onbLue
KAVHNYECKNX AaHHbBIX O MPOSIBAEHUSAX renotopodbumn nNpy paccTponcTBax LUM3OPPEHNYECKOrO CMeKTPpa; U3y4YnTb
0COBEHHOCTM 3MOLMOHANBHOIO pearpoBaHUs U ANLEBOIN 3KCMpeccun npu BOCMPUATMIL OMOPa Y NauveHToB
C renotodpobueir, BkIOYas MNaALMEHTOB Ha WHULMANbHBIX 3Tamnax PasBUTUSA PacCTPONCTB, B CPaBHEHUU
CO 3/0POBbLIMU OABMMU.

MaTepuan n metogel. B nccnegosaHnm npuHaan yydactve 30 340p0BbIX YenosBek U 32 nauyeHTa, cTpajatoLmx
LWM30PpeHneln nan genpeccneri ¢ NprU3Hakamm BbICOKOrO KAMHUYECKOro P1cKa PasBUTUA MCUX03a. YYacTHMKaM
nokasblBasn ABa KOPOTKMX BUAEOPOAMKA, KOMUYECKUA N HeNTpanbHbI/, C O4HOBPEMEHHON BUAeOodMKCaL el
BbIPaXXeHUI X nL, NOCAe KaxXAoro U3 HUX YYaCTHUKM JaBann CyObeKTUBHbIN OTYET O CBOUX 3MOLMOHaNbHbIX
peakumax. YYacTHUKM Takxke 3amonHAAM OMPOCHUK TpeBOXHOCTM Crnunbeprepa, onpocHuk PhoPhiKat<30>
1 TOPOHTCKYHO LLKaNy anekCUTuMni,

Pesynbrartel. [enoto$pobua okasanacb 3HAYMMO BbIlle B KJAVNHUYECKOW rpyrnne. B KAMHWYeCKOlW rpynne oHa
KoppenupoBana c 6ofiee HWU3KOM YacTOTOM yCMelleK cpean MauveHTOB BO BpPeMsi MPOCMOTPa KOMUYECKOro
BVAEOPO/IVIKA, B TO BPeMs Kak B KOHTPO/NIbHOM rpynne 3Toro He 6bi10 BbisiBAeHO. [enotodpobusa 6eina cBsizaHa
C JNYHOCTHOM W CUTYaTUBHOW TPEBOXHOCTbKO B 06eunx rpymnmnax, OAHaKko, TONbKO B KJIVHWYECKOW rpynne
OTMeYanocb MOBbILLIEHNEe CUTYaTUBHOW TPEBOXHOCTM MOC/Ie MPOCMOTPa KOMWUYECKOro BUAeOoponvKa. bbiin
BbISIB/IeHbl KOppenauun renotopobun ¢ anekcutumunein, npuyem ¢ KoadouLmeHTOM B 2 pasa Bbille cpeau
naumMeHTOB, MO CPABHEHUIO C KOHTPOJSIbHOM FPynMoi.

3aiouveHme. TakuMm 0bpasom, renotopobus MeeT He TONbKO KOMYECTBEHHYO, HO U KaYeCTBeHHYHO cneunduky
y 60/1bHbIX LWN30dppeHnen N NaumeHToB C genpeccnel ¢ Npu3Hakamm KIMHUYECKOro pucka pasBuUTUA MC1xo3a
MO CPaBHEHWIO CO 3J0POBbLIMU NHOAbMMU.

Keywords: gelotophobia; the fear of being laughed at; emotion; facial expression; humour; risk of psychosis; attenuated
positive symptoms

KnroueBble cnoBa: zes10mogobus; cmpax HacMewKu, 3MOYUU; 8blpaxeHuUe AUya; KMOpP; PUCK NCUX03a;
ammeHyupo8aHHbIE NO3UMUBHbLIE CUMNMOMbI
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INTRODUCTION
According to many scholars, the recognition and
expression of emotions that are the basis of nonverbal
communication, reflect a decrease in the ability to process
and apply social information, which leads to social
incompetence.' These disorders are more common
for schizophrenia spectrum disorders than affective
disorders.?2 The socio-emotional deficit is also related
to a poor functional outcome for patients, with a high
clinical risk of psychosis.> Humour perception may be
regarded as a strong marker of emotional expression
disorder or intactness. Patients with schizophrenia
exhibited significant and substantial deficits in humour
recognition, compared to the patients with depression
and anxiety,** while patients with affective disorders
demonstrated a greater decrease in laughter expression,
compared to those with schizophrenia spectrum disorders
and the healthy controls.5 All the aforementioned groups
of patients have difficulties in relation to humour
comprehension.® 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.”
Gelotophobia is defined as the pathological fear
of becoming an object of ridicule, initially regarded
as a form of social phobia.” Firstly, descriptions
of gelotophobia were presented by a psychotherapist,
M. Titze, based on his single-case observations
in clinical practice.”® 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,
to elaborate on the first self-reported gelotophobia
scale - the Geloph.® Using this first version of the
questionnaire they empirically separated a group
of clinically-diagnosed gelotophobic patients (provided
by M. Titze) from the groups of shame-based and non-
shame-based “depressed neurotics”, as defined by
Nathanson,' and normal controls." Subsequently, the
gelotophobia scale has been revised several times,"?
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)."™ From

and the modern instrument,

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.

Gelotophobia has maladaptive characteristics:
conviction in one's own ridiculousness, perception
of laughter as a threat, increased anxiety and shame,
stiffness and timidity, sensitivity and social isolation
in extreme cases."”"7 Gelotophobic people are very
observantin 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.’ Among the general population, the
frequency of gelotophobia ranges from 5% to 12%
in different countries, and from 7% to 15% in Russia.'¢"8

The first data regarding the emotional response and
expression of people with gelotophobia were provided
by W. Ruch et al.” 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
others' smiles as less joyful and more contemptuous;
they do not experience positive emotions watching
smiling faces, in the same way as other people."™ 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 gelotophobia in
to sociophobia and shame-bound anxiety, although

discussed relation
regarded it as a relatively independent phenomenon.?
Recent empirical studies have confirmed the high
correlation between the fear of being laughed at, and
social anxiety.?22 Gelotophobia also occurs more
often in patients with avoidant personality disorder,
moreover, all patients with both social anxiety and
avoidant personality disorder were also defined as
gelotophobic.?' Based on this, the fear of being laughed
at was regarded as a possible additional diagnostic
criterion for these disorders.

A number of clinical studies confirmed a higher
expression of gelotophobia amongst those with various
mental disorders,?"24 including schizophrenia spectrum
disorders.2*?526 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,
within the frame of individual differences,®'%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
and as a pathological condition, the qualitative specifics
of gelotophobia among those with severe mental
disorders have not been sufficiently studied.

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

and facial expressions

of psychosis and healthy controls.

The hypotheses of the study were the following:
1) the emotional response to humour differs in patients
with schizophrenia spectrum disorders compared
to the controls; 2) these peculiarities differ depending
on the level of psychopathology (schizophrenia versus
depression with a high clinical risk of psychosis); 3)
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 comicvideo did not have a storyline. It consisted
of amusing clips about dogs (for example, a dog
dancing to music; a dog walking in boots, etc.). It was
humorous in terms of content, aimed at forming
positive emotions.

* Theneutral video consisted of short clips about dogs'

lives (for example, a dog being walked; a dog in the

process of being trained, etc.); itdid not have astoryline
and was supposed to be emotionally neutral.

Participants watched the neutral video first and then
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 Inventory?2° 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 Inventory??° and the Toronto Alexithymia
Scale3031

or additional factors of emotional distortions.

in order to control possible alternative
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,
grief, anxiety, sadness, fear, anger, indifference, shame,
disgust) was presented to the participants after each
video. The list was created on the basis of P. Ekman'’s
classification of basic emotions.3?
delight,
added to the list because of their association with the

Indifference, shame and anxiety were
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.”™ The Russian adaptation was proposed by
E.M. Ivanova et al.”®

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
katagelasticism (the joy of laughing at others); the last two
subscales were not used in the present study.

The participants were to rate each of the statements
on a four-point Likert scale (from “completely
disagree” to “fully agree”).

4) We also used the Scale of Prodromal Symptoms
(SOPS)* to assess attenuated prodromal symptoms, the
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Positive and Negative Syndrome Scale (PANSS)** to assess
psychotic symptoms and the Hamilton Depression
Rating Scale (HDRS)* 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 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
schizophrenia, that we used to assess patients with first
psychosis in this study.

The HDRS is a 21-item depression rating scale for
determining a level of depression in patients with first

and general symptom

psychosis and with signs of a high clinical risk of psychosis.

All patients were examined according to these scales
twice: firstly, at the point of admission and secondly, after
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.

All subjects gave their informed consent for inclusion
before they participated in the study. The study was
conducted in accordance with the Declaration of Helsinki,
and the protocol was approved by the Ethics Committee
of the Mental Health Research Center on 05.05.2016
(project identification code 281).

The following statistical methods were used in the
quantitative analysis of the data: the Mann-Whitney
criterion, the Wilcoxon signed-rank test and the
Spearman's rank correlation coefficient.

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

first depressive episode (F32) with signs of a high
clinical risk of psychosis,* which have been identified
according to the SIPS®” as Brief Limited Intermittent
Psychotic Symptoms (BLIPS) and Attenuated Positive
Symptoms (APS).*® The mean score recorded by the
SOPS was 45.1+10.6 and the mean score recorded by
the HDRS was 26.516.2, 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
the first episode of psychosis, with diagnoses of F20
(three patients) and of F25 (13 patients). The mean
score recorded by the PANSS at the first stage was
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.

All patients showed significant clinical improvement,
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
(HDRS<8), which
influence the results of the study. All diagnoses, as well

were reduced could otherwise
as assignment to the clinical subgroup, were verified
by the psychiatrists. The patients took medication,
which included atypical antipsychotics (risperidone,
quetiapine, olanzapine) of an average dosage, converted
to chlorpromazine equivalents®® namely 292.5+206.1 mg
per dayingroup 1and 611.7£209.2 mg per day in group 2,
as well as selective serotonin reuptake inhibitors (SSRIs),
(fluvoxamine, sertraline, paroxetine). In order to exclude
the side effects of medical treatment, that could influence
the data, all patients were examined with the UKU
(The UKU Side Effects Rating Scale for the Registration
of Unwanted Effects of Psychotropics),*® and none of them
revealed any significant unwanted effects (points per item
were 0 - no side effects or 1 - mild side effects that do
not interfere with the patient's performance).

Procedure

The procedure included several stages. At the first
stage, stimulus videos (first the neutral, then the comic
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
from 1 to 5 (1 - low; 2 - moderate; 3 - above average;
4 - fairly high; 5 - high).

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
cut-off point of 2.5,'2 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
significantly more often smiled (U = 196.500; Z = -3.784;
p = 0.0001), grinned (U = 265.500; Z = -3.433; p = 0.001)
and laughed (U = 330.000; Z = -3.004; p = 0.003) while
watching the comic video, compared to the neutral video;
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
patients were, in general, significantly poorer compared
to the control group, according to the results of the Mann-
Whitney criterion. The differences between the clinical
and the control group were statistically significant: the
patients smiled, grinned and laughed less (p < 0.05)
in relation to the comic video, and smiled even less when
watching the neutral video (p = 0.001). No differences
were found between the clinical subgroups.

Table 1. Frequencies of smiles, grins and laughter in the groups

Moreover, unlike the control group, the comparison
between the two videos only showed significant
differences with regard to smiles (U = 64.500; Z = -2.651;
p = 0.015) for the group suffering from depression with
signs of a high clinical risk and no significant differences
for the psychotic group. In the latter group, there was no
laughter at all and only one person grinned twice during
the comic video.

Self-reported emotional reactions

An analysis of self-reported emotional reactions after each
video, using the Mann-Whitney criterion demonstrated
increased joy (U = 232.500; Z = -3.303; p = 0.001), delight
(U = 240.000; Z = -3.706; p = 0.0001) and surprisingly,
sadness (U =375.000; Z =-2.313; p=0.021) after watching
the comic video, compared with the neutral video in the
control group. In contrast, no significant differences
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
particularly significant (U = 82.000; Z=-1.955; p = 0.086).

Gelotophobia
Mean rank comparison by the Mann-Whitney criterion
revealed increased gelotophobia, measured by the
PhoPhiKat, among the patients than the control group
(25.78 and 36.86 relatively, U = 308.500; Z = -2.420;
p = 0.016), which confirmed our hypothesis. The pattern
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
the same time, no differences were found between the
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
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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
(r =-0.466; p = 0.007). More detailed analysis revealed
that in the group with depression with a high clinical risk,
gelotophobia correlated with the frequency of smiles
while watching the neutral video (r = -0.592; p = 0.016)
and grins while watching the comic video (r = -0.576;
p = 0.020). At the same time, in the psychotic group
there were no such correlations (r = 0.024; p = 0.929 and
r =-0.281; p = 0.292, relatively). No correlations were
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
level of trait anxiety in the control group (r = 0.677;
p =0.0001) and in the clinical group (r = 0.580; p = 0.001),
with the same pattern for each of the subgroups.

Differences in state anxiety before and after watching
the comic video were analysed for each of the groups,
using the Wilcoxon criterion. In the control group, state
anxiety between the two stages did not differ (mean
ranks 12.11 and 16.04; Z=-0.471; p = 0.638), while in both
clinical subgroups, the level of anxiety increased after
watching the comic video (mean ranks 7.25 and 8.12;
Z =-2.586; p = 0.01 for the group with depression with
a high clinical risk, and mean ranks 1.75 and 8.96;
Z=-3.210; p=0.001 for the psychotic group).

Then we calculated the numerical difference between
the score before and after watching the comic video. The
increase of this parameter reflected increase of state
anxiety and it appeared to be associated with gelotophobia
in the control group (Spearman criterion, r = 0.471;
p=0.009) as well as in the clinical group (r=0.422; p=0.016).
The pattern in the subgroups was the same, although
in the group with depression with a high clinical risk, the
correlation did not reach the level of significance (r=0.461;
p = 0.072), while in the group of psychotic patients the
level of significance was reached (r = 0.520; p = 0.039).

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
and 713, respectively, W = 248.000; Z = -3.270; p = 0.001).
Figure 1 demonstrates the distribution of the alexithymia
levels in the two groups.

Gelotophobia correlated with alexithymia in both
groups, but in the clinical group, the Spearman coefficient
was almost twice higher (r = 0.746; p = 0.0001) than in the
control group (r = 0.490; p = 0.006).

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
and confirmed the validity of the stimulus material.
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
significantly poorer compared to the controls, with no
differences revealed between the clinical subgroups,
which is consistent with a number of studies regarding
less emotional those with
schizophrenia spectrum disorders.442 Probably because

of this, the expressive reactions of the patients differed

expressivity among

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
exhibit any differences at all.

An analysis of the self-reported emotional reactions
in both groups of patients revealed no differences after
watching the comic or the neutral video, by contrast
with the control group, which reflected a deficit not
only in relation to expressivity, but also in the subjective,
emotional experience.

Gelotophobia was significantly higher among the group
of inpatients than the control group, which is consistent
with the data of previous studies.z2¢ At the same time, no
differences were found between the clinical subgroups.
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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.?
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
negatively with the frequency of grins while watching
the comic video, and surprisingly, with the frequency

risk, gelotophobia correlated

of smiles while watching the neutral video. This could
reflect the tendency of this group to control their
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
expressivity among these patients,
unrelated to gelotophobia. Nevertheless, this result

in emotional

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
be more influenced by the tendency to control oneselfand
to reveal more socially desirable results.

Gelotophobia was associated with trait anxiety in all
the groups with a particularly significant connection
in the control group. At the same time, watching the
comic video increased state anxiety among the patients
only, while this did not differ among the control group.
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
of significance. Thus, the perception of humour and
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.
Thus, the difficulty of understanding and expressing one’s
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
gelotophobia in mentally ill people, in particular, those

led to the conclusion that

80%

60%

41% (n=13)
40%
23% (n=7)
20%
7% (n=2)

Alexithymia

0%

[ control group

Possible alexithymia
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18% (n=6)

No alexithymia

Clinical group

Figure 1. The level of alexithymia in the groups
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suffering from schizophrenia spectrum disorders, has
specific differences, compared to the fear of being
laughed at among healthy individuals. The differences are
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
significantly higher among patients with schizophrenia
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.

Gelotophobia was related to trait anxiety in both
groups, but only in the clinical group was it associated
with increased state anxiety, measured both before
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
also qualitative specifics in patients with schizophrenia
spectrum disorders, compared to healthy controls, and
itisrelatedtoanemotionalresponsetohumour 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
patients is needed to clarify possible gender differences.
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
the low intensity of the side effects, the higher dosage
in patients with first psychosis could also influence the
difference between groups.
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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
systemic inflammation in relation to the clinical course of the disease and its prognosis, remains poorly understood,
which highlights an interesting topic for further research. The goal of this study was to research the immuno-
inflammatory changes in patients with clinical continuous and episodic paranoid schizophrenia, to assess the
pathogenetic significance of these changes.

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
assessed the parameters of innate immune response (serum levels of key pro-inflammatory and anti-inflammatory
cytokines, C-reactive protein) and the adaptive immune response, including humoral-mediated immunity (serum
immunoglobulins IgA, IgM, 1gG, 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
symptoms scale; frontal dysfunction was assessed by Frontal Assessment Battery (FAB).

Results. Both patient groups had higher than normal levels of C-reactive protein and IL-8. There was a significant
elevation of circulating immune complexes among patients with continuous symptoms of schizophrenia, compared
to patients with episodic symptoms and healthy controls. Levels of CD45+CD3+ lymphocytes (T-cells) differed between
clinical groups, with higher values identified among patients with episodic symptoms and lower values among
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those with continuous symptoms. In addition, patients with episodic symptoms had significantly increased levels
of CD45+CD3+CD4+CD25+CD127- regulatory T-cells. Finally, the level of CD45+CD3-CD19+ B-cells was significantly
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
absentin the literature. We have shown that among those with continuous schizophrenia, there are signs of systemic
inflammation and chronic activation of the adaptive humoral immune response, while among patients with episodic
symptoms of the disease, there are signs of systemic inflammation and certain activation of cell-mediated immunity,
without significant changes in the humoral link of adaptive immunity.

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.

AHHOTAL VA

O6ocHoBaHMe. B page nccnesoBaHNii 6bIan BbiiBAEHb! HAPYLLEHNS BPOXAEHHOTO 1 MPUOBPETEHHOIO MMMYHUTETA
Ha Pas3NYHBIX KNWHNYECKMX CTaanax LWn3odpeHnn. TeM He MeHee CBS3b UMMYHHbIX MapaMeTpPoB U CUCTEMHOTO
BOCMa/IeHNS C KIVHWUYECKMM TeYeHeM 3ab0neBaHNs 1 ero NPOrHo30oM OCTaéTcs MaNon3yyYeHHON, YTO yKkasbiBaeT
Ha BeCcbMa MepCcreKkTVUBHYH Temy AN AaNbHENLWVX nccnefoBaHui.

U'eﬂl:. OLI,eHKa naToreHeTUYeckom 3Ha4YMMOCTI MMMYHOBOCMaINTENBbHbIX VN3MEeHEeHNN y 60/IbHbIX C pasnnyHbIM
(a3nmn3ognyecknm nan Hel'lpeprBHbIM) KINMHN4YeCKNM TeHeHNneM napaHomp,Hon LIJVIBOq)pEHVIVI.

MaTepuan v meTopbl. BrccnefosaHnm NpUHAAM yyacTe 36 NaLmMeHTOB, CTPAAAoLLIMX MapaHOWAHON Win3odpeHner,
13 H1X 20 C 3Nn30ANYeCcKM TeueHneM, 16 — c HenpepbiBHbIM, 1 30 340PpOBbIX 406POBO/LLEB. B X04€e nccneaoBaHms
OLleHMBaNNCb NapaMeTpbl BPOXAEHHOMO (YPOBHW K/HOYEBbLIX MPOBOCMAIUTE/IbHBLIX N NMPOTMBOBOCMANINTENbHbIX
LMTOKNHOB, C-peakTBHOro 6e/ka B CbIBOPOTKE) U MPUOBPETEHHOrO IMMYHHOrMO OTBETA, B TOM YM1C/Ie N'yMOPaiibHOro
(ypoBHWU IgA, IgM, 12G, LMPKYANPYIOLLIX MMMYHHbIX KOMMIEKCOB B CbIBOPOTKE) 1 KJIETOUHOTO (K/IHoUeBble Cybrnonynsaumm
NMMOOLMTOB) 3BeHa afanTMBHOINO VMMMYyHUTETa. BblpaXKeHHOCTb MO3UTUBHOW W HeraTMBHOW CMMMATOMAaTUKM
oueHMBanacb C MOMOLLBIO LUKaAbl OLEHKM MO3UTUBHbBIX U HeraTMBHbIX CMMMTOMOB, BbIPaXEHHOCTb JIOOHOW
ANCOYHKLMM — C MOMOLLbIO TecTa «baTapest NO6HOW ANCHYHKLNMN».

PezynbTaTel. Obe rpynnbl NauMeHTOB VIMeNn NoBblLLeHHble ypoBHU C-peakTnBHOro benka u IL-8. Habnoganocs
3HaUMTENbHOE MOBbILLEHME YPOBHSA LMPKYIMPYHOLUNX UMMYHHbIX KOMMAEKCOB Y 60MbHbBIX C HemnpepbIBHbIM
TeyeHVemM NapaHOUAHON LWN30PPEHNN B CPAaBHEHNN C 3MN304NYECKM TeYEHNEM N KOHTPOABHOW rpynmnoin. YpoBHU
CD45+CD3+ numdounToB (T-KNeTKM) pasnnyannce Mexay KAMHUYeCKUMI rpynnamMm naLyeHToB, Npn 3ToM bonee
BbICOKME 3HaYeHVA Habo4annce NPy aNN30ANYECKOM TeveHUK, a bosiee HU3KMe — Npu HernpepbiBHOM. Kpome
TOrO, y NaumMeHToB C 3NN304NYECKNM TeYeHeM 3HaUMNTeIbHO MoBbIlancs yposeHb CD45+CD3+CD4+CD25+CD127-
perynsTopHbix T-TMM$OLNTOB, B TO BpeMs Kak KOHLeHTpauus CD45+CD3-CD19+ B-kneTok 6bla1a 3HaYMTeNbHO BblILLe
y 60/IbHBIX C HEMPepPbIBHBIM TeYeHeM, NPy 3TOM YPOBEHb MapKepOoB akTVBaLMM NYMOPabHOrO UIMMYHUTETa B 3TOM
rpynne KOppeanpoBan C BblPaXeHHOCTb N06HOM ANCHYHKLNN.

O6cy)penme. B oCTynHON nuTepaType NpakTUYecky OTCYTCTBYHOT pesy/bTaTbl UCCNeA0BaHWI No N3yYeHUto
cofepXaHnsi LMTOKMHOB B CbIBOPOTKE W MapaMeTpoB ajanTVMBHOrO MMMyHUTETa MpU HemnmpepbiBHOM TeUYeHUM
LUN30PPEHNN B CPABHEHWN C INMN304MYecKUM. B NpeacTaBneHHoOM paboTe nokasaHo, Y4To Npy HenpepbiBHOM Te4eHMM
W3odpeHnn HabnAATCA MPU3HAKM CUCTEMHOMO BOCMANEHUS N XPOHNYECKOW akTUBaLMW 'yMOPasibHOro 3BeHa
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aZanTBHOIo MMMYHHOTIO OTBETa, B TO BpeMA KaK NMpu ann3ogn4eCckomMm Te4eHNN — NpU3sHakn CMCTeMHOro BoCcnaneHna

n HEKOTOpOVI aKTnBaUM KNeTOYHOIo 3BeHa 6e3 CyeCTBeHHbIX N3MEHEHUN r'yMmopa/sibHOIro OTBeTa.

3aiouenmne. laHHble, NONyYeHHble B PaMKaX NpeACcTaBneHHOoR paboThbl, BaXHbI 419 MOCNeAYHOLLUMX KINHUYECKNX

VICC)'Iep,OBaHVIVI HOBbIX METOA0B /ieHeHUA, OCHOBAHHbIX Ha Pa3/IMYHbIX MMMyHO¢EHOTMHaX LIJI/I30¢pEHVII/I.

Keywords: adaptive immunity; cytokines, inflammation; innate immunity; schizophrenia.

KnioueBblie cnoBa: npuo6pemeHHb/L7 uMmyHumem, YumokuHsl; eocnasieHue,; G,OO)KaEHHbllj umMmMmyHuUmem,

wu3oppeHus.

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.’

Signs
excessive activation of microglia and astrocytes, are found
in schizophrenia.? According to the “mild encephalitis”

of neuroinflammation, including chronic

hypothesis, low intensity neuroinflammation is a key
pathogenetic mechanismin some patients.2Itis suggested
that neuroinflammation in schizophrenia can be
attributed to infectious, autoimmune and traumatic
factors, but its exact causes remain unknown.?4

A series of evidence is being discussed relating
to the role of systemic inflammation in the pathogenesis
of schizophrenia.35'° There is a hypothesis that one of the
leading components of the pathogenesis of this disease
isimmune 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. 41114

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
of increased activation of systemic inflammation among

patients with schizophrenia, including elevated levels
of the proinflammatory cytokines, including interleukin-
1B (IL-1B), IL-8 and IL-6 in both blood serum and
cerebrospinal fluid.5® Schizophrenia is also characterized
by anincrease in the serum level of neutrophil activation
markers that contribute to systemic inflammation
(leukocyte elastase, al-proteinase inhibitor), and the
levels of these markers correlate with the activity
of the disease.’ In patients with nonpsychotic mental
disorders, changes in the level of neutrophil activation
markers are much less common.' In addition, the serum
concentration of the chemokine, CCL2, which is involved
in the migration of monocytes, memory T-cells and
denderitic cells to the sites of inflammation, is increased
in patients with schizophrenia.®

Certain studies have found associations of immune
disturbances with clinical schizophrenia.5'7'® |n the case
of chronic schizophrenia, the proinflammatory cytokine
profile was found to be different by comparison with
acute schizophrenia, with increased levels of IL-13
and IL-6, however, no changes were evident with
regard to other proinflammatory cytokines.® Increased
CCL2 in schizophrenia is associated with treatment
resistance, and high levels of C-reactive protein (CRP),
an inflammatory marker, are associated with a more
severe form of psychosis and a subsequent decrease
in cognitive functions.”® According to another study,
the fluency of speech of patients with schizophrenia and
schizoaffective disorder, that have elevated expression
of the cytokines IL-1B, IL-2, IL-6, IL-8 and IL-18 in the
blood, is significantly more impaired.? In addition, a 17%
decrease in the volume of the left Broca's area was
observed among patients with a high level of cytokines.?

Signs of neuroinflammation, most pronounced
in the areas of the cortex that are most affected by
the disease, are also found in studies of the post-
mortal brain of patients with schizophrenia.?"?? In the
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prefrontal cortex of these patients, the mRNA level
of the Interferon-Induced Transmembrane Protein
(IFITM) is increased. One of the effects of the IFITM
protein is the activation of the transcription factor
NF-kB, which is a key factor in inflammatory cascades.?'
The expression of the proinflammatory cytokines, IL-
1B, IL-6 and TNFa is also increased in the prefrontal
cortex of patients.?

Among patients with schizophrenia, a number
of changes in adaptive immunity are also present.?*%
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.?*? 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.z2
Perhaps these contradictions are associated with
different stages and forms of the disease of the
examined patients.

There are data that suggest that the neutrophil/
ratio, platelet/lymphocyte
monocyte/lymphocyte ratio are higher during the relapse

lymphocyte ratio and
periods of schizophrenia, compared to the remission
periods.?” According to another study, inflammatory
activation in schizophrenia, including excessive
lymphocyte and monocyte activation, is currently
independent of cardiometabolic risk factors.2 Currently,
studies of the effectiveness of anti-inflammatory drugs
and immunomodulating agents in the treatment
of schizophrenia are also of great interest.?® Thus,
research data indicate that there are numerous signs
of systemic inflammatory response and dysregulation
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 schizophrenia®® and their relationships
in terms of the clinical course of schizophrenia and its
outcomes; this is a promising aspect of the investigation
shown in Figure 1.

Both the innate and the adaptive immune system
involve a cell-mediated (immune cells) and humoral-
(immunoglobulins complement)

response. The activation of innate immune cells

mediated and
causes inflammation and stimulates the presentation
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-
inflammatory changes among patients with various
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
symptoms and to provide a concurrent measurement
of multiple immune parameters in both episodic and

continuous schizophrenia.

MATERIAL AND METHODS
The
schizophrenia (see Table 1) and 30 healthy volunteers
disorders (13 men, 17 women),
comparable in gender. The mean (+ 95% confidence

study included 36 patients with paranoid

with no mental

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
months to two years; the duration of hospitalization
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,
according to ICD-10, constituted the inclusion criteria;
informed written consent was also required to participate
in the study. Patients with
of schizophrenia (n=13) / first psychotic episode (n=7)
(Group 1) and patients with continuous symptoms

recurrent symptoms

of schizophrenia (n=16) (Group 2) were included in the
study. Continuous schizophrenia was defined clinically,
according to DSM-5 criteria, by persistent symptoms
fulfilling the diagnostic symptom criteria of the
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
to define distinct episodes. Among patients with episodic
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,
chronic, infectious and inflammatory diseases during the
two months preceding the examination or signs of drug
or alcohol abuse.
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Figure 1. Key mechanisms of the immune response

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.?!

We measured the parameters of humoral-mediated
immunity (levels of Circulating Immune Complexes
(CIC), immunoglobulins IgA, IgM, 1gG), levels of signalling
(IL-4, IL-6, IL-8, IL-10, IFNy, TNFa) and acute phase (CRP)
proteins. The parameters of the cell link of adaptive
immunity were evaluated by multicolour flow cytometry,
using monoclonal antibodies for the phenotyping of the
differentiation antigens, CD3, CD4, CD8, CD16, CD19,
CD25, CD45, CD56 and CD127 (Becton Dickinson, USA).
To determine the concentration of proinflammatory
cytokines (IL-4, IL-6, IL-8, IFNy, TNFa), the pro-inflammatory
acute phase protein CRP, the anti-inflammatory cytokine,
IL-10, the markers of the humoral link of adaptive
immunity CIC, the immunoglobulins (IgA, IgM, 1gG)

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
significance of differences between groups, with post-
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
was used to assess the significance of differences in the
results of the clinical assessment between groups. The
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frequencies distribution between groups was tested
with the Chi-square test with continuity correction. The
differences between groups were considered statistically
significant at two-sided p <0.05. To estimate the
correlations between variables, the Pearson correlation
coefficient was used.

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,
the patients exhibited a significantly greater severity
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
assessment of the markers of systemic inflammation and
adaptive immunity has shown that the levels in patients
with schizophrenia differed significantly from those
in the control group; these levels were characterized
by pronounced heterogeneity and were affected by the
course of the disease (Table 3).

Humoral component of immune system

There was a significant elevation of CIC in patients with
continuous symptoms, by comparison with patients with
episodic symptoms and healthy controls, whereas the
levels of immunoglobulins did not differ.

Cell-mediated immunity

The levels of CD45+CD3+ lymphocytes (T-cells) differed
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
values, there were no significant differences among
the clinical groups of the controls. In addition, patients
with episodic symptoms had significantly increased
levels of CD45+CD3+CD4+CD25+CD127- regulatory
T-cells. Finally, the level of CD45+CD3-CD19+ B-cells
were significantly higher among the patients with
patients with episodic
symptoms and among the control groups.

continuous symptoms vs.

Levels of cytokines and acute phase proteins

Both patient groups had higher than normal levels of CRP
and IL-8, while the levels of other cytokines did not differ
compared to the control group.

Correlations with clinical scores

Among patients with episodic symptoms, a moderate,
negative correlation of the level of the anti-inflammatory
cytokine, IL-10, with NSA-4 scale results was revealed
(r=-0.55; p <0.01).

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
FAB scale results (r = -0.60; p <0.01), thus, a high level
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
and a moderate activation of systemic inflammation.

DISCUSSION
In this study we found multiple signs of immunological
disturbances that differ, depending on the clinical course
of schizophrenia. The main findings are summarized
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
a significant increase of CD45+CD4+CD25+CD127-
(/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
of CD45+CD3+ lymphocytes (T-cells) differed significantly
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 symptomes.

Therefore,
symptoms of schizophrenia were characterized by
pronounced signs of systemic inflammation and a certain

in summary, patients with episodic

activation of cell-mediated immunity, without significant
changes in the humoral link immunity. Conversely,
patients with continuous schizophrenia had signs
of active systemic inflammation and chronic activation
of the humoral immune response.

An analysis of the literature shows that the relationship
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Table 1. Socio-demographic characteristics of patients included in the study

Value/Groups Continuous Episodic Control (n=30) | Statistics
schizophrenia schizophrenia
(n=16) (n=20)
Age on the date of assessment ' 28.6 £6.8 276+7.2 271+£1.6 =-0.424; p=0.674
Gender distribution
Male 2 14 (88) 9 (45) 13(43) X2=9.264; p=0.01
Female 2 2(13) 11 (55) 17 (57)
Family
Married 2 2(13) 3(15) 13 (43) X?=8.277; p= 0.082
Divorced 2 1(6) 1(5) -
Never married 2 13(81) 16 (80) 17 (57)
Education
Lower secondary 2 1(6) 3(15) - X?=29.597; p<0.001
Secondary 2 2(13) 3(15) -
Specialized secondary 2 4(25) 105 -
Incomplete higher 2 6(38) 4 (20) 4(13)
Higher 2 3(19) 9 (45) 26 (87)
Duration of education in years" 13.9+1.5 13.6 2.5 16.6+1.0 =-0.422; p=0.675
Labor status
Student 2(13) 5 (25) 9(30) X?=29.545; p<0.001
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 15.3+3.8 20+5.9 - t=2.758; p=0.009
Age of manifest * 19.2+5.2 25+6.3 - t=2.961; p=0.006
Age of first apply for medical help * 19.2+4 257 +7 - t=3.302; p=0.002
Age of first hospitalisation 19.3+4.1 25.7+6.9 - t=3.271; p=0.003
Duration of illness from the prodromal symptoms ' | 13.3 + 6.2 7.7+4 - t=-3.281; p=0.002
Duration of illness from the manifest 9.4+6.3 27+32 - t=-4.144; p<0.001

p - values for t-test are provided for differences between the two groups.

" Results are presented as means (+ standard deviation), statistics - as t and p (t-test)
2 Results are presented as n (%), statistics - as x? and p
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Table 2. Clinical indicators of patients included in the study

Scale Episodic Continuous t-test
schizophrenia schizophrenia (n=16)
(n=20)
PANSS total 89.9[81.1, 98.7] 112.6[105.5, 119.7] t=4.075;p<0.001
PANSS P 24.1 [20.2, 28] 25.6 [21.4, 29.8] t=0.550; p=0.586
PANSS N 20.6 [17.1,24.1] 32.9[30.3, 35.5] t=5.675; p<0.001
PANSS G 45.2 [41.4, 49] 53.8 [50.2, 57.4] t=3.397; p=0.002
BFCRS 6[2.6,9.4] 8.3[3.3,13.3] t=0.830; p=0.413
NSA-4 13.7[11.6, 15.8] 24.2[21.7,26.7] t=6.837; p<0.001
Simpson-Angus Scale (SAS) 1.6[0.7,2.5] 2.4[1.4,34] t=1.254; p=0.219
Symptom severity scale of the DSM5 12.3[11.1,13.5] 15.4[14.1,16.7] t=3.682; p=0.001
for schizophrenia (SS-DSM5)
Frontal assessment battery (FAB) 15.1[14.3, 15.9] 13.2[12.1,14.3] t=-3.022; p=0.005

Results are presented as means [95% CI]

of systemic inflammation and dysregulation of adaptive
immunity in relation to the clinical course of schizophrenia,
have not been extensively studied. There are data which
demonstrate that in patients with the first episode
of schizophrenia, the level of IL-1[3, IL-2, IL-8, IL-4, IFNa
and TNFaincreased, and the content of pro-inflammatory
cytokines, IL-1, IL-8 and TNFa remained increased even
after eight weeks of antipsychotic therapy with risperidone
or haloperidol.3? 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.?’

In our study there was no significant increase
of TNFa among patients with episodic or continuous
schizophrenia, although IL-8 was increased. Certain
authors report an increase in serum TNFa among
patients with schizophrenia. One possible reason for
this discrepancy is that antipsychotic therapy reduces
the production of certain proinflammatory cytokines
in schizophrenia, including TNFa.? The extent of this effect
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
link of the immune system; these changes are most
pronounced with regard to chronic symptoms of the
disease.? The results are consistent with our data on
the serum levels of these cytokines. According to a meta-
analysis,® in acute schizophrenia, the levels of IL-6,
TNFa and the receptor antagonist, IL-1RA are elevated,
while in chronic schizophrenia, the same meta-analysis
showed an increase in the levels of IL-18 and IL-6. Acute
schizophreniawas defined as hospitalization in connection
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
literature. We have shown for the first time that in relation
to continuous schizophrenia, changes in the adaptive
immune response with a predominance of activation
of its humoral link are of primary importance, although
moderate signs of activation of systemic inflammation,
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
immunoglobulins (antibodies), indicates an inflammatory
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
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Table 3. Immunological parameters and systemic inflammation markers among patients with episodic schizophrenia
(n=20), continuous schizophrenia (n=16) and among the controls (n=30)

Parameters Episodic Continuous Controls
schizophrenia schizophrenia
Humoral IgA, [g/1] 2.97(2.31;3.35) 3.09(2.17;3.23) 2.79(2.58; 3.09)
component
parameters
IgM, [g/1] 1.43(0.93; 2.09) 1.05 (0.73; 1.46) 0.9435 (0.71; 1.3)
1gG, [g/1] 13.69(9.73; 15.19) 13.62(11.07; 15.81) 12.74 (10.15; 14.44)
CIC, [units] 73 (58; 104)** 103 (84; 192)*,** 76 (54; 95.5)
Acute phase CRP, [mg/I] 5.48 (0.81; 20.33)* 3.3(1.93; 8.4)* 1.08(0.38; 2.53)
proteins, signalling
proteins (cytokines)
IL-4, [pg/ml] 2.33(1.72; 4.67) 3.5(1.06; 5.13) 4.19(1.39; 8.31)
IL-10, [pg/ml] 5.03(2.62; 6.76) 5.91(3.03; 8.28) 4.28(1.39; 8.31)
IFNy, [pg/ml] 44.69 (26.88; 138.78) | 44.69(19.38; 83.33) 28.5335(20.31;
44.32)
IL-8, [pg/ml] 34.54 (11.19; 40.16 (12.61; 94.15)* | 11.81 (7.31; 23.59)
214.76)*

TNFa, [pg/ml]

2.09(1.75; 3.08)

1.62 (1.30; 2.23)

1.69 (1.40; 2.84)

IL-6, [pg/ml]

6.27 (4.02; 67.20)

5.39 (2.55; 10.85)

4.262 (2.42; 8.27)

Cell-mediated
component
parameters

CD45+CD3+, [%]

77.60 (74.60;
79.50)**

71.05 (68.40;
74.20)**

75.95 (71.85;78.20)

CD45+CD3+CD4+, [%]

44.00 (39.20; 47.70)

39.95 (38.10; 44.00)

43.65 (36.60; 48.40)

CD45+CD3+CD8+, [%]

25.8 21.40; 31.20)

23.85(22.00; 28.80)

26.3(23.8; 27.00)

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

3.3(2.65; 3.45)

1.85 (1.40; 3.05)

2.45(2.15; 3.30)

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

6.85 (6.05; 7.50)*

4.90 (3.6; 6.9)

4.75 (4.60; 5.55)

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

10.60 (7.10; 13.40)

11.90 (9.60; 16.50)

11.90 (8.30; 16.50)

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

3.40 (2.40; 6.40)

3.90 (2.60; 8.00)

4.9 (1.30; 7.50)

CD45+CD3-CD19+, [%]

10.40 (8.00; 13.00)**

14.00 (11.00;
18.30)*,**

11.40 (9.70; 12.20)

The results are presented as Median (25 quartile; 75 quartile). * - differences with controls, p<0.05.
** . differences between groups, p<0.05.

Consortium Psychiatricum | 2021

| Volume2 | lIssue 1

27



Episodic course

Continuous course

Cell-immunity

Signalling and acute
phase proteins
(markers of active
inflammatory processes)

Humoral immunity (including
B-lymphocytes)

Figure 2. Key results of the study.

Note: red - increase vs. control, dark blue - decrease vs. control. Thick line - statistically significant difference vs. control; thin -
non-significant difference vs. control; circle - difference between clinical groups.

CRP - marker of active inflammation; IL8 - proinflammatory chemokine; CD19+ - B-lymphocytes; CIC - CD3+ T-cells;
CD4+CD25+CD127- (/CD4+) - regulatory T-cells (% from CD45+CD3+CD4+ lymphocytes)

processes may take place among certain patients
According to the literature (see, for example, a review),
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
inflammation. An increase in CRP is a marker of acute
and chronic inflammatory processes, both infectious
and endogenous. In addition, there was an increase
in the level of the pro-inflammatory cytokine, IL-8, which
is involved in the chemotaxis of neutrophils, monocytes
and lymphocytes to the site of the inflammatory
reaction. There was also an increase in regulatory
T-cells, which, taking into account the increased level

of a number of markers of systemic inflammation, could
indicate compensatory activation of immunoregulatory
mechanisms. Further studies are required to determine
the causes and clinical significance of these changes.
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
symptoms, the level of the anti-inflammatory cytokine,
IL-10, was associated with clinical indicators; it negatively
correlated with the severity of negative symptoms
in patients. These novel data confirm the possible clinical
and pathogenetic significance of the detected immune
changes in various types of schizophrenia, and indicate
the prospect of studying the effectiveness of various
approaches to immunomodulating therapy, within
the framework of the comprehensive rehabilitation
of patients with schizophrenia, depending on the clinical
course and immune disorders.
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According to contemporary theoretical concepts, the
heterogeneity of immunological changes in schizophrenia
may reflect the presence of several immunophenotypes
of the disease, with various pathogenesis features. Thus,
it is assumed that there is an immunophenotype with
a predominance of activation of systemic inflammation,
the main marker of which may be anincreased 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.?® Schizophrenia immunophenotypes may
have prognostic features and may require different
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
episodic course of schizophrenia differ in prevailing
immune changes from patients with a continuous course.
The data obtained may be important for the development
of personalized approaches toimmunotherapy 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
could be affected by antipsychotic treatment. In addition,
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
inflammation in schizophrenia, are still lacking. Virtually
no study has been undertaken regarding the level
of immunoinflammatory markers, depending on the
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
of immunoinflammatory disorders in schizophrenia,
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
new data on the characteristics of the cytokine profile
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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Current Risks and Future Prospects?
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ABSTRACT

Background. 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
measures due to the pandemic.

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
per 100,000 of the population in April-May 2020 (introduction of the most severe “stay at home” measures) were
compared with corresponding data from 2016-2019. Confidence intervals were calculated according to Wilson.

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
was in older males (> 55 years). In this group, suicide indices were 58.5% lower than average for the previous four
years. However, in females, there was a 50% rise in suicides in June, while in young males (15-34 years) there was an
87.9% rise in May. Total number of suicides for the first half of 2020 was very close to the average seen in previous
years. None of the registered changes were statistically significant.
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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
are needed to have a clearer picture of suicide dynamics in Russia during the different waves of the pandemic, and
prevention should be prioritized regardless of the tendencies.

AHHOTAUNA

O6ocHoBaHme. B octpoii ¢ase noboro kpursmnca, NpeacTaBAfoLLLEero yrposy BceMy HaceneHuto, npeanosaraercs
CHVXXEHMEe Yncna CyuumaoB, B TO Xe BpeMs JaHHble Ha 3TOT cYeT HeOAHOPOAHbI. MMaHAeMusa aBnseTca Hanbonee
TSXENbIM rN06aNbHBLIM KPU3MCOM 13 BCEX BO3MOXHbIX. TakM 06pa3oM, B 3TOT Nepuoj npeAcTaBaseTcs KpariHe
BaXKHbIM B peXiMe peasnbHOro BpeMeHU Npoc/iefnTb 06bekTBHbIe TeHAEHLMN YPOBHSA CaMOYyObUIACTB B Pa3HbIX
CTpaHax 1 Nonynaumax Ana nonyyeHns nHGopmMaumm 1 CBoeBpeMeHHOM agantaunmy npodunakTnyeckmnx mep.

Lenb. OUeHUTb cymumMaanbHoe NOBEAEHE B Meranomce cpasy nocsie BBeAeHUs XECTKUX Mep Mo CaMmou30aaLMmn
B CBSA3W C NaHAEMUEN.

MaTepuan n metopgbl. Foposcknm Bropo cysebHO-MeaNLMHCKONM 3kcnepTu3bl CaHKT-MNeTepbypra npeAocTaBieHbl
JaHHble 0 BCeX MOATBEPXAEHHbIX C/lydasx camoybuiicte B CaHkT-MeTepbypre ¢ 1 aHBaps 2016 r. no 31 nrona 2020r.
MonyyeHbl faHHbIe MO exemMecaYHon YacToTe cynumgos Ha 100,000 xuTenein, pesynbtaTthl 3@ anpesb-mari 2020 r.
(nepwuog, Koraa AelicTBOBannN Hanbonee CTporne orpaHNYeHns) CpaBHMBaM C COOTBETCTBYOLLNMN AaHHbIMK 2016-
2019 rr. loBepuTenbHble MHTEPBaJIbl BbIUMCAAIN MO MeToAy YWUJICOHA.

PesynbTaTtsl. YacToTa camoybuiicts cpeamn xnteneii CaHkT-lMNeTepbypra He noBbicunach B anpene 2020 r., HaNpoTuB,
OHa 6bina Ha 30,3% Huxe, Yem B cpefHeM 3a nNpeablayLure YeTbipe roga. CHUXeHVe 4acToTbl CynUnAanbHbIX ClyYaeB
B anpesne 6b110 60/1ee BbIpaXeHHbIM Cpean My>XXUnH — 36,3% npoTtue 12,4% y xeHLWmnH. CTaTUCTNKa CaMoybunincTs
Mo BO3PAaCTHbIM FpyMnnam NpoAeMOHCTPMPOBaIa ABHOE CHDKEHME UX YMCAa CPeAN MYXUYUH CTapLuero Bo3pacTa
(>55 neT) — Ha 58,5%, 4yem B cpegHeM 3a NpeAblayLime YeTblpe roga. Yactota camMoybumincTB NoBbICMAacb Ha 87,9%
B Mae cpeAn MONoAbIX My>XULH (15-34 roga) n Ha 50% B ntoHe cpeam XeHLKH. ObLee KOMMYeCTBO CaMoybunincTB
B NepBoi nosoBrHe 2020 r. 6110 0UeHb 6AK3KO K CpejHeMy 3a npeablayLle rogbl. Hi 04HO 13 3aperncTprpoBaHHbIX
N3MEHeHNIN He BbIN0 CTaTUCTUNYECKM 3HAYMMBIM.

3aii4veHme. HecMOTpsi Ha TO, UTO AAHHBIA aHaNN3 ABASETCS NPeABapUTENbHBIM U HE YUUTLIBAET BO3MOXHbIE
Ce30HHble GaKTOoPbl, Mbl CHUTAEM, UTO CHUKEHME KONNYECTBa 3aBePLUEHHbLIX CAMOYBUIACTB HeMoCpeACTBEHHO Moc/e
KPU3NCHOM CUTyaumn 3acy>XKMBaeT BHUMaHWS. 3TW JaHHble NOAAEPXMBAOT NpeAcTaB/ieHe O TOM, YTO B OCTPOA
daze kpursmca MoxeT HabAATLCS CNag CyULUMAANBbHOMO NMOBEAEHWS, KOTOPbIV 3aTeM 6bICTPO CMEHSIETCS €r0 POCTOM.
BbIsiBNEHHbIV POCT YacTOThbl CAMOYBUIACTB CPeAM KEHLUMH 1 MONOABIX MYXXUNH yKa3biBaeT Ha BO3MOXHbIE rpynmbl
pucka n TpebyeT peakmm obLiecTBa. HeobxoAMMbI AanbHelie nccnesoBaHns, YTobbl NoayYnTe 6onee Yétkoe
npejcTaBieHme o JUHaMKKe caMoybUnncTB B Poccrmn BO BpeMsi pasHbIX BOIH MaHAEMUN. HE3aBMCUMO OT TEHAEHLNA,
NpUYoOPUTET A0/KEH OTAABaTbCA NpodunakTike.

Keywords: suicide; COVID-19; pandemic; crisis; acute phase; containment measures.
KmoueBble cnoBa: camoybulicmea; COVID-19; naHOemus; Kpu3uc, ocmpas ¢pasa; CaMou30As4usl.

INTRODUCTION many anticipated negative health effects, there has been
The COVID-19 pandemic has dramatically changed the  concern from psychiatrists and psychologists about the
life of billions of people all around the world. Among the  increasing risk of suicide.™ Some of the authors have
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even used the theory of a “perfect storm” for modelling
possible consequences of a pandemic for suicidal
behaviour.® 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
due to family members suffering from the disease,
stigmatization of patients with COVID-19 and their
families, as well as alcohol consumption and domestic
conflict during quarantine.*> Quickly-organized studies
(mostly internet surveys) have revealed that feelings
of being stressed, depressive symptoms and anxiety have
increased during the harshest containment measures,
especially in students, women, and medical staff.5®
Negative expectations were expressed widely, however
objective studies are essential to evaluate the suicide
risk in any specific crisis, social situation, or disaster,
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,
American suicidologist Ira Wasserman, used official
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 | (1914-1918), the
Spanish flu pandemic (1918-1920) and the introduction
of the “prohibition law" (since 1919). According to his
analysis, the war did not have any effect, the pandemic
led to an increase in rates of suicide, while alcohol
restrictions led to a decrease.® Later, in a study from
Hong Kong, where the SARS epidemic had caused high
mortality between 1993 and 2004, authors have found
a significant increase in suicide rates among older people
(>65 years) once the peak of the epidemic had passed."

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,
catastrophes, and other disasters. Emile Durkheim,

such as wars, natural
in his sociological study, has pointed out that such
events usually lead to a lowering of suicide rates."
He discussed this from the point of view of the

“pulling together” effect in society that unites people
in the face of a critical threat. In support of this,
several reports from different countries shortly after
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
of “stay at home” orders.'

While this immediate effect may be understood
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.’ 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,
specialists, and the law enforcement system. Here we
provide our experience in establishing and developing

forensic  medicine

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
and Neurology, in collaboration with scientific and
educational medical institutions in St. Petersburg, made
an effort to collect relevant data. Our primary aim was
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
(first available year) to 31 July 2020 (the last point for
confirmed suicides, previously referred to as “probable”)
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,
and Wilson were tested to calculate the confidence
intervals (Cl). Finally Wilson's method was selected.
Demographic data on the population of St. Petersburg
for the specified period were obtained from official
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).
Completed suicides for the whole population in the first
seven months in 2016-2019 and separately in 2020 are
presented in Fig. 1. Adecrease 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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Figure 1. Suicide frequencies in St. Petersburg per 100,000 of the whole population in the first 7 months of the year 2020

in comparison to corresponding period average in 2016-2019
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95% Cl: 0.2988 - 0.6616 as compared with 0.5440, 95%
Cl: 0.4536 - 0.6525) with a more pronounced decrease
in April of 30.3% (0.4446, 95% Cl: 0.2988 - 0.6616)
as compared with 0.6378 (95% Cl: 0.5393 - 0.7544).
However, this decline was not statistically significant.
Subsequently, there was an increase of 13.3% in June
and then a decrease of 14.0% in July. The total
accumulated number of completed suicides in the first
six months of 2020 constituted 93.8% of the average
in the first six months in 2016-2019.

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% Cl: 0.3683 - 0.9446), though the fall
was also insignificant. Among women, the decrease
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%
Cl: 0.1161 - 0.4524). All changes were insignificant
(Figures 2 and 3). The total number of male cases
in the first six months of 2020 was 88.7% of the
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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Figure 2. Suicide frequencies in St. Petersburg per 100,000 male population in the first 7 months in 2020 in comparison

to corresponding period average in 2016-2019
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for females, there was a 50% rise in June. None of the
observed fluctuations in rates were significant. Since
the most pronounced changes were seen in the male
population, the fluctuations in the frequency of suicides
in different age groups of men were scrutinized. Given
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
found that from January to March, among men of different
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.' The recent coronavirus crisis in this sense
is a “perfect storm” - it is global rather than local, like
a tsunami or an earthquake, and more dangerous than
war conflict due to the inability to escape or identify the
source of danger." Since Durkheim, the main explanation
for this effect is that the number of suicides goes down
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Figure 3. Suicide frequency in St. Petersburg per 100,000 female population in the first 7 months in 2020 in comparison

to corresponding period average in 2016-2019
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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.'

Our results are consistent with these studies that
find or predict a drop in suicide incidence in the acute
phase of a crisis.’*'* We have used a blunt method
of evaluation of suicide incidence change known as
excess mortality - comparison between incidence during
the fixed period (i.e., April) in four to five previous years
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)."® 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.” This is confirmed
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.?

Our evaluations have several limitations, including the
inability to encounter and eliminate fluctuating seasonal
peaks and falls and the influence of the general trend
(over the last seven to ten years, suicide rates in Russia
have been slowly, but consistently going down). However,
we consider that our findings deserve some attention.
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
change in suicide rates may differ. Moreover, within
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
more efficient (or adjust existing) preventive measures
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
stress affecting young people who seem to be less
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,
forinstance, in Japan after a reduction in suicide numbers
(14%) in the first six months of the pandemic (February
to June 2020), the monthly suicide rate increased by
16% during the second wave (July to October 2020), with
alarger increase among females (37%) and children and
adolescents (49%).2' Some researchers are returning
to records of mortality during the Spanish flu pandemic
100 years ago. For instance, in a study from Taiwan it was
shown that during the first wave, when about 22% of the
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.?

In a pandemic, new efforts are needed to organize
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.?? 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
usually goes down. However, we are still not sufficiently
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
in Russia, with special attention to specific age groups.
The decrease may turninto an increase when long-lasting
effects accumulate, therefore even more effort is needed
to enhance prevention activities.
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ABSTRACT

Australia was one of the first countries to develop and implement a national mental health plan, 30 years ago. This
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
has led to significant variations across jurisdictions. It has also left secondary care, often provided in the community,
outside of this governance arrangement. This article explores this dilemma and its implications for community mental
health, and suggests key steps towards more effective reform of this vital element of mental health care.

AHHOTALUMA
ABCTpanus 6bl1a O4HON N3 MepBbIX CTPaH, B koTopoli 30 feT Ha3ag bbisia pa3paboTaHa 1 BHeApeHa HauoHa bHas
nporpaMma no NcuxmyeckoMy 340pOBbt0. Takolr HaLMOHaNbHbIA NOAXO4 NpoTMBOpeYnn desepanbHO CTPYKType
CTPaHbl, COrIacHO KOTOPOU dpesepanbHOe NPaBUTEIbCTBO HECET OTBETCTBEHHOCTL 33 OKa3aHKe NepBUYHOM BpauebHoM
MeAMKO-CaHUTapHOI MOMOLLM, @ NPaBUTeNbCTBA LUTAaTOB U TEPPUTOPUIA — 33 SKCTPEHHYHO U CTaLMOHAPHYH NMOMOLLb
B 061aCTV NCMXMYECKOro 340pOBbs. Takas cxemMa nprBena K 3Ha4nTeIbHbIM PACXOXKAEHVAM MeXAY HPUCANKLNSMUA.
Kpome TOro, BTopryHas (crneumnannsnpoBaHHas) MOMOLLb, YaCTO OKasblBaeMasi B aMbyaTOPHbIX YCI0BUSAX, OCTanachb
3a paMKaMu 3TOro MexaHn3ma yrnpasieHuns.

[JlaHHas cTaTbs nccneayeT ONMCaHHYI ANAeMMY 1 €€ MOCNeACTBUA ANg aMbynaTOPHOM NCUXMATPUYECKON CTyXObI,
a TaKKe npegaaraeT kKtoUeBble Waru K 6osee spdekTnBHOM pedopme BHEOONBHUYHON NCUXMATPUYECKON CITYXK6bI.

Keywords: community mental health; mental health planning; mental health systems.
KnioueBble cnoBa: avM6y/10mopHas NCUuxuampuyeckas Cyx6a; NIaHUPOBAHUE NCUXUAMPUYECKOU Cayxbsl;, cucmema
OXPAHbI NCUXUYECKO20 300P08bS.

INTRODUCTION

Australia can point to repeated evidence ranking its
health care system as one of the most effective in the
world." 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
aresult, 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
report confirmed that area public mental health services
only see ‘the most unwell’ people, creating significant
service problems in other parts of the mental health
‘system’.® 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.
It will first provide an overview of the complicated
arrangements by which Australia’s nine governments
share responsibility for different aspects of mental health
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
current problems affecting community mental health
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
national mental health reform efforts.

Itis 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
of public health insurance, the Medicare Benefits Scheme
(MBS) and the Pharmaceutical Benefits Scheme (PBS),
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.* This has given rise
to some variation between jurisdictions, for example,

the mental health system of New South Wales (NSW)
looks different to that of Victoria. Part of this difference
is about how jurisdictions respond to their geography
and demography, but it also reflects policy, funding and
service choices made over time. Despite these regional
differences, it is possible to see some important national
trends in relation to community mental health. These will
be the focus of this article.

MENTAL HEALTH CARE IN AUSTRALIA
Australian health
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

community-based mental care

psychosocial support services, emerging from the
charitable and welfare sectors. Australia was one of the
first countries to embark on a national mental health
strategy, with the first National Mental Health Policy
published in 1992.% 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'.® In order to implement this policy, Australia
subsequently agreed to five national mental health plans,
the latest of which was signed by all jurisdictions in 2017.7
A second National Policy was also produced.?

Despite this apparent commitment to reform,®
itis worth noting thatin 2017-18 there were still 1613 beds
in psychiatric hospitals spread across five states, costing
$565 millions or just under 10% of total state spending on
mental health. Half of the remaining institutional beds are
in NSW.? It is also notable that the current Fifth National
Plan does not provide a definition of community mental
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.' Others have even suggested that a core problem
is in fact a lack of acute mental health hospital beds."
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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.°

As afinal contextual matter, itisimportant to understand
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.'2 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
health reform more difficult.

COMMUNITY MENTAL HEALTH IN AUSTRALIA

In the absence of a nationally agreed approach
to community mental health, different perspectives
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
mental health nurses and allied health professionals

registered psychologists,

(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.

Effective community-based treatment typically entails
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
alternative to confining people to psychiatric institutions
and real recovery-oriented vocational opportunities for
individuals with mental illnesses.” There is evidence
to suggest that community-centred health care
of this nature is both more cost-efficient and cost-
effective than hospital-centred care, particularly where
community services are physically placed in the
community and linked closely to both primary health
care and hospital-based services."

In addition to this rather clinical definition, consumers

(service users) and carers have also repeatedly expressed

their views about a more holistic vision for the role

community mental health care should play," including:

« actively managing medical and non-medical
treatment for extended periods as required, with
a focus on recovery;

+  skilling people with mentalillness to liveindependently
in the community;

+ providing access to and supporting accommodation
and fulfilling employment opportunities, and other
social and recreational activities;

+ establishing and maintaining mental health centres
or facilities that offer a range of support services and
information;

+ providing outreach services and home based
assistance;

« providing case management that acknowledges the
episodic nature of mental illness;

+ providing timely access to graduated
of assistance and intervention;

levels

* services that respond quickly when someone
is entering an episode of acute illness; and

* recognizing and offsetting the significant burden on
families and carers through respite care.

Variations in spending and trends

Spending on mental health is reported by the Australian
Institute of Health and Welfare.'? 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.

Some trends are clear. The first is that spending on
public acute services is an increasingly important element
of spending nationally, now accounting for more than
35% of all spending. There are jurisdictional differences,
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
to community residential spending. Key differences
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
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Table 1. Variations in percentage spending between Australian states and territories across key mental
health service components

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 37.1 343
2011-12 36.5 27.1 30.0 28.8 21.5 37.7 24.5 32.9 30.7
2007-08 329 27.5 35.7 28.3 21.8 37.1 26.7 335 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 24.5 329 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 - 23 23 21.0 12.4 1.3 5.7
Ambulatory
2017-18 324 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 45.2 471 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 6.1 133 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 49 5.5 6.2 5.5 2.5 5.9 3.5 8.8 5.2
2007-08 6.4 5.2 53 3.4 2.1 5.2 5.5 7.0 5.2

* NSW - New South Wales, VIC - Victoria, QLD - Qeensland, WA - Western Australia, SA - South Australia, TAS - Tasmania,

ACT - Australian Capital Territory, NT - Nothern Territory

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,
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the average duration of each recorded community
mental health service has declined from 45 minutes
to 35 minutes.'®

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
These data
workforce capacity restrictions and growing demands
on overstretched services, highlighted elsewhere.®
They may also be consistent with recent trends in some

community-based care. may reflect

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,"” 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.™

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,” 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.° Australia’s
response to mental illness continues to depend heavily
on trained health professionals.

Again, unlike other countries,?® 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

costing around $16 millions a week?') and in other

to psychology services (now
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.??

However, investment in community mental health
by all Australian governments has now been affected
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. 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,

Even

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
to offer sustainable employment contracts to their
staff.? 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,
effectively excluding some people with manifest
psychosocial disabilities.

Key challenges for reform
Mental health remains a critical area of political and
community concern, with widespread appreciation
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of systemic deficiencies. Itis one of the mostinvestigated
areas of public policy in Australia; there were 32 separate
statutory inquiries between 2006 and 2012 alone.Z With
three current Royal Commissions and one Productivity
Commission inquiry underway or about to be completed,
this trend continues.

A common finding of these past inquiries has been
chronic underfunding of community-based mental
health services. For example, the 2006 report by the
Australian Senate suggested in response to this finding
that Australia build around 200 community mental
health centres.'s

While it is possible to point to some of these
major trends affecting the development of community
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,
efforts have generally been uneven, uncoordinated
and unsustained.® 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.?

While the Australian community and successive
inquiries have identified the need for much greater
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. Too many services are being
collocated with hospitals or provided out of hospitals,
rather than in community settings. Opportunities for
early intervention are lost.

Perhaps the first and most important thing
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
and funding efforts towards this shared goal would
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,? with the emphasis being
on earlier intervention.

To this renewed vision should be added more practical
pathway-type data, clearly demonstrating when and how
community mental health care fits with primary and
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
to regional networks offers some new opportunities
to develop this pathway.?

However, reform must be supported by the right
financial incentives, enabling community care to be
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.?” Regional reform
must also seek to integrate funding from different
sources, including the NDIS, in order to ensure that
all components of community mental health care are
available and can flourish.

Lastly, it would be prudent to ensure that this new
prioritization of community mental health is supported by
an effective and comprehensive process of accountability
and governance.® Current systems are weak and do
not permit a detailed understanding of the impact
of care on the patient’s quality of life.? For the purpose
of impelling systemic quality improvement in mental
health, it is vital service providers can determine
whether the care provided has resulted in effective
outcomes and recovery.

More than 25 years after Australia’s first national
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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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 anincrease
in mobile teams including crisis resolution teams (CRTSs), 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 ilinesses. 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
mental health services are usually not measured, the effects of community-based mental care for the patients and
their families, are mostly unknown.

AHHOTALUMA

BHeboNbHNYHAsA ncuxmnaTpuyeckas ciyx6a B Hopserny coctouT M3 MeCTHbIX LIeHTPOB NMCUXNYECKOro 340P0BbSA
(MUMM3), coTpyaHMYatoLLMX € BpayamMu obLLeit MpakTUKK, MePBUYHO NCUXMATPUYECKON CYyXX60I B MyHULMNAAUTeTax,
a TaKke ncuxmaTpamu 1 NCUXonoraMu, BeAyLMMY YacTHY0 NpakTuky. MLIM3 6bian copmmpoBaHsbl B 1980-x rogax
AN191 OKa3aHWs LUMPOKOro CreKTpa yC1yr No oXpaHe Ncnuxmyeckoro 340p0Bbs Ha NOABEAOMCTBEHHbIX VM TEPPUTOPUSX.
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LleHTpbl pacnonaratoT ambynaTopHbIMU KNMHUKaMK, Bble3AHbIMW Bprragamu 1 CTaunoHapHbIMU OTAeNeHNSIMU. OHK
06CNYXMBAKOT 60/bLUYH IPYMny NaLMeHTOB, HYXAAKLLMXCA B CNeLMan3vpoBaHHON NCUXMATPUYECKOn NoMOoLLY,
a TakXke COTPYAHMYAIOT C NCUXMATPUYECKMMU CybaMu Ha 6a3se 6onbHUL, MLM3, kKak 1 60AbHULbI, yNIPaBAstOTCA
19 34paBoOOXPaHNUTENbHBIMUM TPECTAMMU, KOTOPblEe GUHAHCUPYIOTCH rOCYAapCTBOM.

YBenuueHne pecypcoB BHEBONbHUYHOW MCUXUATPUYECKOM CNYyX6Obl 6bIIO BaXHOW LieNbi HauMoHaNbHOMN
NpOrpamMmbl NCUXMYeCKoro 340poBbs ¢ 1999 no 2008 r. 3a nocnesHee gecatTuieTvie Ha GOHe CHUXKEHUS KOInYecTBa
601bHUNYHBIX Koek B MLIM3 HabntogaeTca pocT Yncna Bble3gHblx 6purag, B TOM Yncie KPU3UCHbIX 6purag, bpurag
no paHHeMy BMeLLaTeNbCTBY MpK NCUX03e, a Takxke acCepTUBHbIX bpurag. bpuragHas nomoLlls npu npobaemax
C NCUXNYECKMM 340POBbEM TakxKe SIBISETCA YacTb NePBUYHON MeANKO-CaHUTAPHOW MOMOLLM, BKIHOUYAs MOMOLLb
nauneHTam C TIHKENBIMU NCUXNYECKMUY 3aboneBaHnaMn. Hego6poBobHasA rocnmnTanmsanms B OCHOBHOM MPOUNCXOANT
B 60onbHMLAX, ogHako MLM3 MoryT obecneymBaTb NPeeMCTBEHHOCTb TakoW rocnuTanmnsaLmm, a Takke Ha3HavaTb
Hef06pOBO/IbLHOE aMbynaTOPHOE fleyeHue.

CynTaeTcs, 4TO C yBeMYeHWeM Crheunanmsaunm MnCUXMaTpuyeckom CayXbbl yaydllaeTcs e€ Ka4decTBo.
OZHako yBennyeHue creynanmsaymm Takke MOXeT nosaeyb 3a coboi 66bLUyo dparMeHTUPOBaHHOCTb YCyr
N OTpULIATeNIbHO MOBAMATL Ha HEMNPepbIBHOCTL OKa3aHWs MOMOLLM crneunanmcTaMmm, ¢ KOTOPbIMU MauueHTbl
3HaKOMbI 1 KOTOPbIM AOBEPSAIOT. OTO MOXET NPeACTaBaATb COH60M 0CObY NpobaeMy A5 MaLUNEHTOB C TAXENBIMU
NCUXNYECKMN 3aboneBaHUAMU. TTOCKOIbKY pe3ynbTaTbl OKa3aHUsA CTaHAAPTHOM MeANLIMHCKOM MOMOLLM 06bIYHO
He N3MepstoTCs, AelicTBMe BHEBONbHUYHOW MCUMXMATPUYECKON CyXbbl Ha MauMeHTOB U UX CeMbl OCTaéTcs
no 6onbLUeN YacT HEN3BECTHbLIM.

Keywords: community-based mental healthcare; mental health services; community mental health centres; community

psychiatry; Norway.

KnioueBble cnoBa: 8He60/16HUYHASA ncuxuampu4eckas C/IyJK6G,' ncuxuampu4eckas Cﬂy)K6G,' MecCmHele yeHmpeol

ncuxu4eckozo 300poeks; 8He60NbHUYHAS ncuxuampus; Hopeeaus.

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
financing. The municipalities run the primary healthcare,
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
comprise CMHCs as secondary care; the clinics of mental
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
areas with a defined population, but the service user
is free to seek non-emergency healthcare outside
the catchment area. Specialized psychiatric inpatient
wards are in general
of former psychiatric hospitals. These consist of acute
wards, specialized wards for psychosis, high security

hospitals and in buildings

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.™?
There are no forensic hospitals in Norway. Certain
private service providers of mental healthcare are
primarily financed through commissioning with the
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 24

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 anincrease in the number of admissions
(including an unknown increase of readmissions) and
adecreaseinthelength 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
arather stable, total number of inpatients, indicates that
the number of admissions per patient has increased.
Local data in certain health trusts have identified a new
group of “heavy users” with a high number of brief stays,
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
groups, and special guidelines define priorities and
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
treatmentin adolescentinpatient 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
detoxification and treatment. With the high comorbidity
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 . In Norway, the specialized health services are
financed through the health trusts; GPs and primary
healthcare are financed through the municipalities. This
division of financing may increase the risk of fragmentation
of services, as well as a lack of coordination if priorities
are different at the two service levels.

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.®®

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.®™® National guidelines for CMHCs were
published in 2001 and 2006.""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
a specified model. This development has continued over
the last two decades, with more specific types of mobile
teams serving special patient groups or purposes.

COMMUNITY MENTAL HEALTH CENTRES
A CMHC serves the populationin a local specific catchment
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.3Each centre consists of outpatient clinics, mobile
teams and inpatient wards. Inpatient CMHC wards, which
are not common in other countries with CMHCs, offer
short-term stays during crises, and longer stays for
treatment and rehabilitation.®# The number of CMHCs
has increased from a limited number in the 1980s
to 66 CMHCs throughout Norway, but with considerable
variations in staffing and available services.'
Altogether 3050 persons per 100,000 adult inhabitants,
were CMHC patients in 2017, and of these 31% had

an affective disorder, 36% had an anxiety (or related)
disorder, 7% had a personality disorder and 9% had
schizophrenia.?

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 2017.2The 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
also provide outpatient treatment, and they have financial
support from the regional health authority. In 2018,
there were six psychiatrists and 12 clinical psychologists
working in private practices per 100,000 inhabitants.™
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,’®'® 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,''® 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,
overall, a significant clinical improvement was noted
during crisis intervention, and with a high level of patient
satisfaction.' An earlier study indicated that CRTs with
extended opening hours, may prevent admissions for
patients with moderately severe mental disorders.?®
The first 12 ACT teams established in Norway, were
implemented well?' and contributed to a great reduction
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in the use of inpatient wards?? and to highly satisfied
patients. During the last few years, many new Functional
ACT teams (FACT teams) have been established, based on
a model from the Netherlands.?* 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
and unstable periods; and with a wider target group, the
FACT teams may serve a larger number of patients and
be more suitable in areas with lower population density.

The CMHCs have multidisciplinary clinical staff with
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,
while mental health nurses and other staff make up 31%
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
will have specialized in their specific discipline over a five-
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
offered further training for clinicians and health workers
in community-based mental health services. These
include institutes and training programmes in various
types of psychotherapy and group therapy, as well as
in treatment of specific patient groups. One large national
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.?

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
with special competence or higher staffing, may need
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.28

The type of assessments and treatments given by
the CMHCs have become more differentiated and
comprehensive, with growing staffing and with an
increasing number of models for specific assessments
and treatments for different groups of patients. In larger
CMHCs with higher staffing and greater population
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
disorders, has documented the treatment effect of such
teams in many CMHCs.? 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
in so-called “responsibility groups” where individuals
from various services meet a patient to plan and
coordinate services for him or her. Demands from
health authorities to documented efficiency (such as
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
family organizations receive financial support from
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.2® Patient-controlled brief admissions
(self-referrals) to CMHC inpatient wards is a model
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innovated in a Norwegian CMHC2' and this model
was implemented in 52 of the 66 CMHCs, in 2017.2

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
were generally more satisfied than GPs.3® 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
waiting time for patients. The effect of CMHCs and
other community-based mental healthcare cannot
be reported, as clinical outcome is not measured

routinely in the mental health services in Norway.3*

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
of the services and developing more differentiated and
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
must use effective strategies to identify local needs for
improvement and to apply necessary implementation
support, to change clinical practice and to provide more
beneficial and effective mental health services.
Increasing specializations contribute to more
comprehensive assessments and treatments of mental
disorders. However, increasing specialization may
also contribute to more fragmented services and less
continuity of care. Pressure to increase efficiency by
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

ilinesses, 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.?s%

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
healthcare, Norway uses more resources in inpatient

community-based mental

services.” 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.®
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ABSTRACT

Background. The Finnish psychiatric treatment system has undergone a rapid transformation from operating
in institutional settings to a adopting a community-based approach, through implementation of national plans; this
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
and published scientific literature, between 1984 and 2018, as well as the interviews of key experts in 2019.

Results. The municipality is currently the primary organization, responsible for all health services. Municipalities
may also work together in organizing the services, either through “unions of municipalities” or hospital districts.
Services are to a great extent outpatient-oriented. The number of beds is one fifth of the previous number, around
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. Psychiatric patients have, in general, benefitted greatly 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 heavily on resource allocation, at the expense of strategic planning, and too little on methods of treatment.

AHHOTALUMA

O6ocHoBaHme. CUcTeMa OKa3aHUsA NCUXNATPUYECKON MOMOLLM B DUHAAHANN B CBA3M C CEPbE3HBIM SKOHOMUYECKMM
KpU3nMcoMm B Havane 1990-X roZoB npoLuna 66ICTpyo TpaHCHOPMAaLMIO OT MHCTUTYLIMOHANBHOMO K BHE6ONbHUYHOMY
GYHKLMOHNPOBAaHMIO 3@ CHET peanmsaunm rocyapCcTBeHHbIX MPOrpamMm.

Matepuman v metopbl. O630p OCHOBaH Ha peneBaHTHbLIX JOKYMEHTax OpraHoB rocyfapcTBEHHON BnacTy,
aKajemMmnyeckmx fMccepTaumsax 1 Hay4YHom nnTepaTtype, onybankosaHHoM ¢ 1984 no 2018 r., a Takke NHTepPBbIO
skcrieptos 2019 T.

PesynbTarthl. B HacTosiLee BpeMsA OCHOBHOW aAMUHUCTPATUBHO-TEPPUTOPUABHON eANHMLIEN, OTBETCTBEHHOM
3a OKasaHue BCeX YCIyr 3paBOOXpaHeHns B PUHASHANM, ABASETCH MyHUUMNanuTeT. MyHULMNAANTeTbl MOryT
COTPYAHMYATL MexJy CobOoi B OpraHmn3aLiMv 34paBOOXpaHeHNst MOCPeACTBOM 06beANHEHNS MyHULIMMANNTETOB 60
601bHNYHbBIX OKPYroB. YCnyr B 60/bLLUel cTeneH OpUeHTUPOBaHbI Ha aMBynaTopHbIA pexxnM. HecMoTps Ha pocT
yncia HaceneHusl, KONMYeCTBO KOeK Ha CerofHsLLIHUIA AeHb cocTaBaseT 1/5 nx KonmyecTsa 3a NpeALecTBy LML
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40-neTHWn nepuog. B 2017 r. Bcero 191 895 nauyuneHToB (<4% xuntenein PUHAAHANN) NONb30BaNNCb aMbynaTopHOM
NCUXNATPUYECKON MOMOLLBIO, @ ObLee KOAMYeCTBO NMPUEMOB COCTaBWAO 2,25 MH. MNcnxoTepanns B OCHOBHOM
NMPOBOAUTCS YacTHbIM 06Pa30M NMLLEH3NPOBaHHBLIMK NcMxoTepaneBTamu. B OUHASHAMM OTcyTCTBYeT npobnema
6e3J0MHOCTM Cpeaw BbIMMCaHHbIX MCUXMATPUYECKMX NaLMeHTOB. KpoMe Toro, AeMHCTUTYLMOHaNV3auUms He npusena
K MOBBILLEHNIO CMEPTHOCTU CPeAn Ntofel C TAXENbIMU NCUXMYeCKUMY 3a601eBaHNAMU.

3awnoueHme. Mob3a NCUXMATPUUYECKMM MauymMeHTaM OT Mepexosa C WHCTUTYLUMOHANIbHOrO Ha MECTHBbIR
BHE60/IbHNYHbBIA YPOBEHb B LIE/IOM OYeBMAHA Ho 3T0 He 03HaYaeT OTCYTCTBME HeA0CTaTKOB. Ha cerogHsLLHNA
AeHb pa3BUTME BHEGONBHUUYHOM NCUXMATPUN CIMLLKOM CUIBHO CBA3AHO C NepepacnpeAeneHnemM pecypcos B yLep6

cTpaTern4eckoMy NaaHNPOBaHMIO 1 pa3paboTke HOBbIX METOAOB NeYeHNs.

Keywords: community psychiatry; development; outcome; use of services.

KnioueBble cnoBa: 8He60/16HUYHASA ncuxuampus,; passumue,; pesysibmam, ucnosie3o8aHue ycaye.

INTRODUCTION: FROM COMMUNITY
TO INSTITUTIONS
Originally, individuals with severe mental disorders
were cared for by relatives or by the church in Finland.
During Swedish rule, there was no specific legislature
regulating the “care of the delirious”. In 1840 during
Russian rule, Czar Nikolai l issued a decree relating to the
care of “mental diseases” and their treatment. The decree
ruled that the state was the responsible organization
of hospital care, and that several hospitals were to be
built. The first hospital, established solely for the care
of mental disorders, was opened in 1841 in Helsinki
(Lapinlahti Mental Hospital). In 1880, a new decree,
issued by Czar Alexander Il, 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
were functional until the establishment of “B-mental
hospitals” (hospitals for chronically ill patients with
psychoses) in the 1950s. The first outpatient office was
founded by the Finnish Association for Mental Health
in Helsinki in 1927.12

During Finnish independence, and since 1917, the
first “law on mental illness” came into force in 1938.
Municipalities were instructed to take more responsibility
for the organization of psychiatric services, with economic
support from the state. Several mental hospitals with
a defined regional catchment area were built. According
to the “law on mental illness”, close relatives or a legal

guardian of a person, could apply for treatmentin 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." 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
obliged by law to establish “care offices” for patients,
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.?

MATERIAL AND METHODS

This paper is a narrative review, based on relevant
documents by national authorities, academic dissertations
and published scientific literature between 1984 and
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.?
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
originally planned, and the number of staff transferred
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.??

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
Board. Outpatient services were defined as the front-
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.*5

Additionally, two other important new laws came
into force in the early 1990s.4¢ 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
services, to compensate for the differences between
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.45

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
of Social Affairs and Health prepares legislature and
steers its implementation. Policy guidelines are defined
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,
provided they have a sufficiently large population base
to ensure fiscal sustainability. Municipalities may also
work together to organize primary healthcare services and
psychiatric outpatient care, either as a member of “unions
of municipalities” or hospital districts. The districts are
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,
dependingontheregion, are treated in separate wardsand
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.*¢” Additionally, social services
within the municipalities or unions of municipalities,
have offices providing educational services or advice for
families with under-age children.

If there is a reason why a suspect is not criminally
responsible for (manslaughter
or homicide), the defence lawyer or the court may

a violent crime
request an assessment of the psychiatric condition
of a suspect. This assessmentis conducted either in a state
mental hospital, a psychiatric hospital for prisoners,
orin 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
problems, who are difficult to treat and who are unable
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 (Sll) 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 Sll 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 (Metsa, 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. Nyytiis 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
effort to encourage integration. Currently, the primary
care providers for individuals suffering from alcohol
abuse are health centres and the A-Clinic Ltd., which
is a non-governmental and non-profit organization,
owned by the A-Clinic Foundation. A-Clinics offer a wide
range of addiction services, such as outpatient therapy,
detoxification units, housing services and hospital care
in Jarvenpaa 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
detoxification units of general hospitals or, if necessary,
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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to the A-Clinics or primary healthcare. Patients suffering
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.

Costs of services

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
in hospitals). If the municipalities cannot afford to pay
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,** 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,
and if they cannot afford the payments, social services
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
or provinces, which would reduce the diffuse ways
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 somaticillnesses 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 attimes 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.° 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.’ 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,
Eteld-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%." 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
comprises patients in state mental hospitals, who benefit
from forensic psychiatric services and who constitute
difficult-to-treat patients.

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." On the other
hand, these numbers do not include visits to private
psychiatric or psychotherapeutic services. Around a fifth
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
may be that many health centres have lacked qualified
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.'>3

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 (Karkkainen, 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)." 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
services, is not sufficient to decrease the need for hospital
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."

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
thirds of individuals who committed suicide, suffered from
a clinically significant depressive illness that was often
under-treated. After the study phase, an intervention
was planned, implemented and subsequently, evaluated.
During this project physicians received training on the
identification and treatment of depression.' 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.’®
Homelessness in relation to discharged psychiatric
patients has not been in evidence in Finland and
deinstitutionalization has notincreased 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.”” 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, 31%
of those who had experienced a major depression
episode, received pharmacological, psychotherapeutic
or both types of treatment. Slightly less than a fifth

in a population-based sample,

of those suffering from depression received treatment
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,
health reasons, received pharmacotherapy, however,

who used health services for mental
less than half received any form of psychosocial
or psychotherapeutic treatment.'®1

Among the employees of 10 Finnish municipalities,
psychotherapy, funded as a means of rehabilitation
was considered an effective form of treatment.
Patients with major depression, who had long absence
periods from work due to mental health issues
(>21 days) before psychotherapy or antidepressant
treatment, reported a significant decrease in the ratio

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.?

All  outpatients to Aill
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

were routinely asked

outpatient psychiatric care, at Satakunta Hospital District
in Finland between 2010 and 2014. The project found
that for most patients, recovery was highly clinically
significant and was defined as a change in the health-
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
provide benefits for the treatment of those patients,
in particular, who do not recover at all or who recover
slowly during the first three months.

DRAWBACKS OF THE SERVICES

Schizophrenia patients who are difficult to treat
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.?' 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
input staff in outpatient clinics, is focused on treating
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 SlI.
There is an increasing consensus that evidence-based
psychotherapy should be included as a key component
of outpatient care in future development plans.

The health benefits of a large proportion of the
visits to outpatient clinics may, thus, be questionable,
due to the lack of intensity and specified treatment
plans. Therefore, new patients may not receive care
that is adequately intensive and comprehensive, which
again may result in shortcomings in terms of recovery,
sickness absence or disability. The effectiveness of the
treatment and the feedback from patients are not
measured routinely. Should such monitoring not be
carried out, it is very difficult or perhaps impossible
to understand which needs must be addressed. Cost-
effectiveness is, likewise, not followed-up, which hinders
the development of a fiscally sustainable plan.

CONCLUSION

Psychiatric patients have, in general, benefitted greatly
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.
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