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MESSAGE FROM THE EDITOR

DEAR COLLEAGUES!
I am happy to introduce the new issue of Consortium Psychiatricum.

This issue is dedicated to the scientific work of early-career psychiatrists.
To put the issue together, we invited two young colleagues from the Young
Scientists Council of the Russian Society of Psychiatrists — Sergey Potanin
and Egor Chumakov — as guest editors. In addition, we staged a competition
for best scientific paper in which we invited early-career psychiatrists to take
part. Four members of our Editorial board served on the Jury. They were
tasked to blindly rate the entries we received for the competition in absolute
independence. Relevance of the study, research methodology, scientific

novelty, practical significance, and quality of academic writing were rated
on a scale of 1 to 5 points (1 — poor, 5 — excellent, maximum total score
of 100 points). Professor Aleksander Veraksa kindly agreed to take on the
role of Jury Chairman to help adjudicate complicated cases, with the right
of final word in cases where a consensus could not be reached.

The work by Saha Meheli and Dr. Debanjan Banerjee Revisiting Social Stigma
in Non-suicidal Self-injury: a Narrative Review won first place, with a total
score of 78 points. The work by Dr. Natalia Gomzyakova, et al. Association of
Anxiety and Depression with Objective and Subjective Cognitive Decline
in Outpatient Healthcare Consumers with COVID-19: a Cross-sectional Study
took second place, with a total score of 71 points. The winners will receive
prizes from the journal and from the Jury Chairman.

I want to thank from the bottom of my heart all the authors, jury members,
and the jury chairman for their participation in the competition and their
hard work.

While preparing this issue, sad news of the passing of Professor Petr Morozov
arrived. Professor Morozov was a prominent figure in psychiatry and a dear
colleague of ours. We set out to do something special to commemorate
him. We collected personal stories from members of our Editorial board,
colleagues, and family about Professor Petr Morozov. You can find them
in the issue.

Aside from the cited materials, this issue also contains traditional papers —
original research, reviews, case report, and a special paper on community
psychiatry in Thailand.

Enjoy!

George Kostyuk,
Editor-in-Chief, Consortium Psychiatricum

Consortium Psychiatricum | 2022 | Volume 3 | Issue 3 2



MESSAGE FROM THE GUEST EDITOR

DEAR READERS!

This issue of Consortium Psychiatricum, featuring works by young scientists,
aims to be a new voice in the field of psychiatric research. The competition
we have conducted within, with participants from different countries,
is actually unique for Russia. Such competitions are meant to motivate
young psychiatrists and spur them to engage in scientific activity and
self-development, and to help them master the methodology of how
world-class scientific research is conducted. In addition, in the project, the
participants had the opportunity to interact with reviewers affiliated with
leading world publications. This allowed them to plan for the possibility
of future publication in leading science journals with greater confidence
and based on personal experience.

The works in this issue stand out for their high methodological quality, relevance, and off-the-beaten-track research
topics. For example, the work of A.A. Kibitov touches on aspects of our work that usually remain outside the scope
of attention — the needs of doctors themselves, especially those of young specialists. The problems encountered
in our education system partly have to do with the lack of a feedback loop when ready-made programs are often fed
to students without taking into account their needs as expressed by themselves. The works in this issue provide an
opportunity to start remedying this situation.

The other works have in common their attempt to turn attention to the personal experiences of patients, which
indicates a desire for the humanization of psychiatric care, in which phenomenological and therapeutically oriented
approaches often prevail, somewhat shifting the focus of attention from subjectivity to objectiveness.

N.A. Gomzyakova's work pays attention to the aspect of the subjective experiences of cognitive decline after a COVID-19
infection. The topic is certainly relevant, especially given the lack of clarity on the possible pathogenesis of the
development of such conditions. Practitioners often face complaints from patients regarding such problems, while
there are no developed approaches to the diagnosis and treatment of such conditions. It is important to note that
Gomzyakova's work is aimed at testing one of the rational hypotheses that attempt to explain cognitive decline:
as a consequence of anxiety-depressive symptoms, not some primary organic change.

Saha Meheli's research into the problem of self-harm raises the issue of stigmatization, which is one of the most
important topics of modern psychiatry. It is stigmatization that often turns out to be the most important factor
limiting access to medical care and making a significant (if not the main) contribution to the erosion of the quality
of life of patients. Self-harm is currently very common, especially among young patients (according to some data,
up to 20% of the general population under the age of 18). Of course, the mythology that exists around this issue has
a significant impact on the choice of treatment and, in principle, the perception of such patients. For example, the
myth of the manipulative nature of such behavior can create obstacles for patients toward seeking help among their
inner circle and limit the chances of receiving specialized treatment.

Thus, the collection of works by young psychiatrists assembled in this Consortium Psychiatricum competition are

relevant and original studies that meet a high methodological bar and are of interest to a wide range of specialists
in the field of mental health.

Sergei Potanin,

Head of the Young Scientists Council, Russian Society of Psychiatrists

3 Consortium Psychiatricum | 2022 | Volume 3 | Issue 3



MESSAGE FROM THE GUEST EDITOR

DEAR COLLEAGUES,

History knows many pathways of development from early-career
psychiatrist-scientist to world-renowned researcher. Often, such stories
involve the interest of early-career psychiatrists being supported by their
mentors and universities. But a special role in such careers is frequently played
by the support of the professional community. Professional associations play
a major role in the development and growth of early-career professionals
and scientists, establishing specialized committees and sections to assist
in the scientific evolution of early-career researchers, as well as to form
a “talent pool” and train early-career psychiatrists in the ethics and “inner
workings"” of the scientific community practice.

In the last decade, editorial and journal programs aimed at helping
early-career psychiatrists develop their skills in scientific writing and article
preparation for publication have gained particular importance. These goals
are achieved through scholarly internship programs in the role of guest
editor, by inviting early-career psychiatrists to review articles, and by initiating
specialized journal issues that create attractive opportunities for early-career
psychiatrists to submit their research findings. In this regard, it is particularly
gratifying that such practices are coming to Russia as part of a thematic issue
of Consortium Psychiatricum featuring the work of young scientists in the
field of mental health.

It is important to note that although psychiatrists and other researchers
in the field of mental health in Russia are often involved in research at the stage
of professional training and at the beginning of their careers, unfortunately,
until now these researchers have not always turned into leading authors
in their research teams (which is widely practiced in the world) and, thus,
do not acquire timely experience with scientific journals, reviewers, and
journal editors, which is necessary for the development of a researcher in the
21st century. The Consortium Psychiatricum thematic issue being presented
to you has provided such an opportunity for early-career researchers in the
field of mental health. The uniqueness of this experience for researchers
liesin the journal's international status, as well as its strict adherence to best
scientific practices in peer review and articles preparation for publication.
Without too much modesty, | will say that the experience of being a guest
editor was also new and exciting for me, but extremely valuable.

| think it is important to continue such initiatives aimed at stimulating the
research activity of early-career psychiatrists and mental health professionals.
And | hope that you will enjoy the selected papers of early-career researchers
in this thematic issue.

Egor Chumakov,
Chair of the EPA ECPC Task Force on Communication and Publications

Consortium Psychiatricum | 2022 | Volume3 | Issue 3 4
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Revisiting Social Stigma in Non-suicidal
Self-injury: A Narrative Review

doi: 10.17816/CP196

Review
Saha Meheli', Debanjan Banerjee? Caxa Mexenusa', fe6anpyxaH BaHeppyku?
T Department of Clinical Psychology, T HayuoHaneHell UHCMUMYmM NCUXUu4eckoz2o 300p08bs
National Institute of Mental Health and Neuro u HelipoHayk (NIMHANS), Kagedpa kauHu4veckoli
Sciences (NIMHANS), Bangalore, India ncuxonozuu, baHzanop, VHOuUA
2 Apollo Multispecialty Hospitals, 2 MHo2onpogubHbie 6016HUYbI ANOAAO,
Kolkata, India Kanekymma, HOus

The article took part in the competition of scientific papers of early-career psychiatrists.

ABSTRACT

Non-suicidal self-injury (NSSI) is highly prevalent in our community. Yet, there is a significant discrepancy between
the number of individuals engaging in NSSI and those who seek treatment for NSSI. This discrepancy can be due
to the high social stigma associated with the behavior. The impact of NSSI stigma is significant and can impair the
quality of life in the individuals engaging in NSSI, delay help-seeking, reduce access to mental health care and further
fuel misinformation. Even though the symptomatology, risks, and demographics of NSSI have received attention
in terms of research, there is limited literature on NSSI stigma and its consequences. With that background set, this
review provides a bird's-eye view of the different levels of stigma in NSSI (public, self, and health care), associated
discrimination, the various aspects of such stigmatization (NSSl-related language, physical scarring, misinformation,
the media), and, finally, the collaborative clinical-outreach interventions for mitigating NSSI-associated social stigma.
If NSSI is indeed recognized as a clinical disorder, future research would need to focus on these constructs of stigma
and treat them with the same importance as the one given to clinical studies of intervention and symptomatology in NSSI.

AHHOTALUNA

HecynumaaneHoe camonospexaatoLlee nosegeHvie (HCCIM) WMpPOKO pacnpocTpaHeHo B Hallem obliecTBe. Tem
He MeHee, CyLLlecTByeT 3HauMTeNbHOe HeCcoOTBeTCTBME B KonmdecTBe awogeri ¢ HCCI, n Tex, KTo obpaliaercs
3a MeAMLMNHCKOM MOMOLLIbIO B CBSI3U C 3TUM COCTOSIHMEM. Takoe HeCOOTBETCTBME MOXET OblTb CBA3aHO C BblpaXKEHHOW
coumManbHOW CTUrMaTU3aLuvent, CBA3aHHOM C AgaHHbIM cocTosiHeM. Cturmatu3saumsa HCCIM oka3biBaeT 3HaUMTe/IbHOE
B/IUSHME U MOXET YXYALUUNTb KayeCcTBO XN3HW TaknX NaUMeHTOB, OTCPOUNTL obpalleHmne 3a MOMOLLbHY, CHU3UTb
AOCTYM K NCUXMaTPUYeCcKo MOMOLLM 1 elle 6osblue CNocob6CTBOBATh HAKOMAEHUK HeBepHOW nHpopmMaumu.
HecmoTps Ha TO, UTO CMMNTOMATUKe, puckam 1 gemorpaduryeckm xapaktepuctmkam HCCI yaensinocs BHUMaHue
B MCCNefOBaHVAX, IUTepaTypHble AaHHbIE O CTUIMaTU3aumn JAHHOMO COCTOAHWNA N ee NOCNeACTBUAX OrPaHNYeHbI.
Ncxopas 13 3Toro, AaHHbIN 0630p AaeT NpeAcTaBieHme 0 PasInYHbIX YPOBHSAX cTurmatmsaumm HCCI (06LecTBeHHbIN,
CamMoCTUrMaTU3auUnsa N MegnLMHCKas MOMOLLB), CBA3AHHOW C AaHHbBIM COCTOSAHVEM AUCKPUMUHALMERN, Pa3NNYHbIX
acnekTax Takowm cTUrMaTmsaunm (a3blk, ceasaHHbI ¢ HCCI, drsmnyeckne noBpexgeHus, onbovHasa nHdopmaums,
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CMW) n, HakoHeL, O COBMECTHbIX KAVHUKO-MHPOPMALMOHHBIX MEPOoMnpUATUSX AN CMAMYEeHUs COLManbHOM
cTurmaTmsaumeri HCCr. Ecam HCCM genctBuTenbHO ByAeT MPU3HAHO KANHUYECKUM PaccTpPOMCTBOM, byayuime
1ccneoBaHNs AOMKHbBI OblTb COCPeA0TOUEHbI Ha 3TOV KOHLENUMN CTUrMaTU3aunm 1 1e4eHns C TeM Xe 3HadYeHnemMm,
KOTOpOEe NpuAaeTcs KNNHNYECKUM UCCIeJ0BaHMAM BMeLLaTeNbCTB 1 cumnTomatky npu HCCT.

INTRODUCTION

Non-suicidal self-injury (NSSI) is the deliberate self-infliction
of pain that involves tissue damage and is not culturally
or socially sanctioned [1]. It is distinguished from behaviors
where the harmful consequences are unintended
(e.g., Smoking, substance use) [2] or where self-harm
is not the primary intention (e.g., self-purging of Bulimia
Nervosa [1]). Over the last two decades, NSSI has drawn
attention from researchers and clinicians, especially since
it was listed as a condition for further study in Diagnostic
and Statistical Manual of Mental Disorders 5 (DSM 5) [3].
Adolescents and young adults are especially vulnerable
to NSSI [4], with a high prevalence rate — 7.5-46.5%
in adolescents; 38.9% in university students; and 4-23%
among adults [5]. Indeed, a recent meta-analysis suggests
that the pooled lifetime prevalence of NSSI is 20% [6].
Recent research suggests that even though the prevalence
decreases with age, individuals with NSSI are more likely
to have long-term negative outcomes than individuals
without NSSI [7]. Additionally, NSSI can be a potentially
lethal behaviour due to the high association with suicide
thoughts and behaviors [8], and early intervention would
be crucial to prevent the course from becoming chronic
[9, 10]. To complicate matters further, NSSl is associated
with a number of psychosocial difficulties [5] and may
be present even without any psychiatric diagnosis [11].
According to a recent systematic review, it is highly
prevalent not only in the clinical population, but also
in community samples, with 7.5 to 46.5% in adolescents
and 4 to 23% in adults [5].

Literature shows a wide discrepancy between the
prevalence of NSSI in the general population and the
number of people who seek formal help, such as from
a hospital [12]. This significant gap suggests that the
majority of individuals who engage in self-harm either
refrain from help-seeking or are not receiving adequate
care. One of the prime reasons for this significant
discrepancy could be that NSS! is a highly stigmatized

behavior [13]. Stigma refers to negative views towards
a group and the resultant attitudes towards the group,
when it is viewed as inferior to the societal norms, and
stigma is very relevant in the context of mental health
problems [14, 15].

Individuals engage in NSSI due to the wide range of
interpersonal and intrapersonal functions that it serves,
including emotion regulation, avoidance of psychological
pain, or to seek physical sensation [16-19]. Due to the
wide scope of its functions [18] and its self-reinforcing
nature [20], individuals who self-injure are often reluctant
to stop the behavior and there is a certain amount
of ambivalence involved in the recovery process [21].
This ambivalence for recovery, along with the perceived
stigma, makes individuals’ engagement in NSSI high
in secrecy and privacy [22, 23], thus creating reluctance
in individuals for initiating the support-seeking process,
or even delaying it.

SEARCH STRATEGY

This review specifically focuses on NSSI-related stigma,
various attributes related to the same and its impact
on individuals who engage in self-injury. Since there
is limited literature in this area, an all-inclusive search
was conducted in major databases (GOOGLE SCHOLAR,
PSYCHINFO, PUBMED, PUBMED CENTRAL). The keywords
Non-suicidal, non-suicidal self-injury, NSSI, self-injury,
non-suicidal self-harm, self-harm together with stigma,
marginalization, labelling, and stigmatization were
used in various permutations and combinations. All
original articles, case reports, case series, viewpoints
and commentaries related to stigma, correlates of stigma,
consequences of stigma, and management of stigma
in NSSI were included. Since this is a descriptive review,
the search strategy was not more inclusive and not very
systematic. The authors decided to go for a ‘narrative
approach’, since content is very limited and niched in the
study area. Relevant search information was synthesized



and presented under appropriate sub-headings. The
discussion also includes stigma-mitigating strategies
which may enable more help-seeking and more positive
responses to disclosure.

NSSI RELATED STIGMA: VARIOUS SHADES

NSSI is highly stigmatized, as it involves self-infliction
of tissue damage and, thereby, violates the basic social
expectation of self-preservation or avoidance of pain [24].
Thus, NSSI is viewed not only as pathological, but also
as a voluntarily chosen socially deviant behavior [25],
resulting in the associated stigma. Additionally, NSSI
being self-inflicted, or volitional, is perceived to be high
in controllability [13]. Extant literature on stigma suggests
that the greater the controllability of a behaviour the
more stigmatising it is, as society blames individuals and
holds them responsible for recovery [15]. For instance,
a substance use disorder, or a behaviorally generated
physical illness, such as lung cancer caused by years
of smoking, would be associated with greater stigma
than an illness perceived to not be in one's control,
such as Dementia or Post Traumatic Stress Disorder
(PTSD) [26]. NSSI may also be the result of chronic
perceived stress, which implies varied understanding
including unconscious motives of avoidance [16, 17].
This perceived controllability of NSSI and, thereby,
the responsibility for the origin of the disorder leads
to higher stigma, reduced willingness to help, and more
negative responses [27].

Language plays a special role in further stigmatizing
NSSI. While stereotypes such as “attention seeking” and
“calculating” and “manipulative” create misconceptions
about NSSI, thereby encouraging hostile attitudes
from others, even seemingly innocuous labels such as
“cutters” or "self-injurers” can exacerbate stigma and imply
homogeneity for individuals who self-injure [28]. Treating
individuals with such homogeneity is misleading, because
individuals who self-injure have varied experiences of NSSI
and this type of language further dehumanizes and
undermines the right to be treated individually [29] and
creates the possibility of discounting lived experiences.
Hasking and Boyes [29], thereby, propose that, given the
importance of language in influencing societal attitudes,
modifying the language in discussing NSSI would be

crucial in destigmatizing NSSI and creating a societal shift
in related discourses.

NSSI stigma is further complicated because of the
associated phenomena of scarring. Most individuals
engaging in NSSI or having a history of NSSI carry at
least one permanent or long-lasting and even visible
scar [30], as a result of cut, scratches or burns marks from
NSSI [31]. The visibility of the scars also increases the
potential risk of being stigmatized by others [32]. These
scars reduce the concealability of NSSI, thereby further
increasing the possibility of experiencing stigma, even for
individuals who stop self-injuring but continue to have
scars [13]. A recent study by Burke et al. [33] indicated
the presence of strong explicit and implicit negative
biases towards NSSI scars when compared to tattoos
or for non-intentional disfigurements. Besides increasing
the risk of public stigma, scars are also associated with
individuals' own feelings of anger, disgust, shame, and
self-stigma [31]. Another recent study by Burke et al. [34]
indicated that among individuals with a history of
NSSI scarring, almost eighty percent engaged in scar
concealment practices from others, and almost sixty-four
percent engaged in concealment of these scars even
from self. The study findings also demonstrated that the
degree of scar concealment practices from others and
from self was associated with a higher frequency of NSSI
urges, greater anxiety, and depression symptomatology
and higher degree of negative scar-related cognitions.
Indeed, accepting one's scars, and thereby navigating
the associated stigma and shame, plays an important
role in any recovery from NSSI [35]. We could speculate
that speaking about scars (in a safe non-judgemental
environment) can reduce self-stigma and perhaps foster
scar acceptance, which in turn can contribute to recovery.

It is perhaps especially important to examine the role
of the media in NSSI knowledge and stigma. Both the
language used in the media, as well as the information
shared, can impact stigmatized views and stereotypes
of mental health issues and mental illness [36, 37], and,
thereby, the role of the media cannot be discounted [13].
NSSI is often portrayed in ways that justify engagement
in NSSI or makes recovery seem impossible [38-40],
thereby stigmatizing NSSI further. An accurate and



responsible media portrayal of NSSI is important, as
it may act as a source of accurate information and can
even play a protective role, by encouraging recovery [41].
Secret Cutting (Painful Secrets) (2000), 28 Days (2000),
Thirteen (2003), Cut: Teens and Self-injury (2018), etc.
are some of the movies and documentaries that depict
acts and conversations about NSSI. While the detailed
discussion about media portrayals of NSSlI is beyond the
scope of this paper, Trewavas et al. [40] provide a detailed
overview of representations of NSSI in motion pictures.
NSSI has generally been correlated with substance abuse,
adverse childhood experiences, and psychiatric illness
while often being portrayed as covert and habitual. These
depictions were often detailed and sensationalized.
Mostly, the movies were criticized for showing inaccurate
relationships of NSSI with suicide and poor availability
of mental health care, which could have been shown
to fuel hopeful narratives of recovery, highlight the
availability of help and, thereby, promote help-seeking.

LEVELS OF STIGMA

Ahmedani [15] suggests that to gain a holistic
understanding of how stigma manifests itself socially,
it is important to look at its different levels. These levels
are not hierarchical but rather represent the different
overlapping fields of social stigma. We examine three
levels of stigma in terms of stereotypes, prejudice, and
discrimination specific to NSSI.

Public or social stigma is the stigma prevalent in the
members of the general public, most often encountered
from teachers, parents, and peers. Extant literature
suggests that there are negative biases on NSSI, widely
prevalent in the society, along with stereotyping of
individuals who engage in NSSI as attention seekers,
manipulative, fragile [42, 43], or is associated with
other misconceptions (such as NSSI is prevalent only
in teenagers, or in individuals having a gothic lifestyle; see
study by Kapur and Gask [44], which explores attitudes
towards self-harm, including NSSI and suicide). The
negative biases and stereotypes result in lesser willingness
to help and lack of sympathy, or even negative emotional
reactions, such as anger toward individuals who engage
in NSSI [45]. This social stigma runs parallel to structural
barriers, including lack of knowledge resources or policies
for the management of NSSI, as seen in research in school

settings [46], and needs to be addressed. NSSI stigma also
surfaces during disclosure to parents, teachers, peers,
or trusted adults. Responses to disclosure often reflect
negative emotional reactions, such as shock, disgust,
and even avoidance or misconceptions of attention-
seeking and manipulation [47-49]. The public stigma has
far-reaching consequences, including internalization by
people with lived experience, which manifests itself as
self-stigma [48]. These consequences are discussed in the
subsequent sections.

Though there is an intuitive expectation that possession
of knowledge and lived experience of the psychiatric
disorder would act as protection against self-stigma,
research demonstrates that there is significant self-stigma
involved in psychiatric disorders and that individuals
engaging in NSSI also conform to this pattern [50].
Self-stigma manifests itself in individuals who engage in
NSSI in the form of shame and embarrassment regarding
their self-injurious behavior, the relapses in recovery,
as well as self-injurious thoughts and urges. Research
also suggests that many individuals who engage in NSSI
experience shame and disgust toward the NSSI scars [32].
Thus, NSSI is associated with significant self-stigma,
which further hinders the process of recovery, as recovery
entails the acceptance of self, acceptance of scars, and
normalization of NSSI thoughts and urges [35].

The attitude of health professionals towards patients,
including stigmatization, can influence the quality of health
care offered. For instance, extant literature suggests that
health professionals may perceive self-injurious behavior
to be manipulative and, in such instances, may spend less
time with such individuals, and may also be less willing
to help [27, 51]. Even mental health professionals are not
exempt from harboring such negative views, albeit, less
so than other medical health professionals, perhaps due
to some knowledge and training [52, 53]. Such negative
views amongst mental health professionals often
manifest themselves in the form of an urge to “fix” clients
that may materialize in a form of coercive action meant
to stop the self-injurious behavior, including premature
or ill-conceived safety contracts [24]. Therapists may be
tempted to prioritize stopping the self-injurious behavior
prematurely, before the client is ready [24], or might



inadvertently use labels in therapy such as “attention
seeking disorder” or “maladaptive coping” [23, 54], while
sharing the diagnosis or formulation in an attempt
to simplify the experience. This is quite plausible, given
that therapists and other mental health professionals often
feel incompetent in treating self-injurious behavior [55].
Additionally, disclosure of self-injury may evoke strong
emotions in therapists, which might bring forth the need
to separate themselves from clients who self-injure,
and also bring forth latent judgements [48], which can
manifest itself in the form of stigma.

Thus, social stigma for NSSI happens at three distinct
levels. To capture the holistic understanding of NSSI
stigma at these three levels it is important to understand
the stereotypes (negative views about a group) and
prejudice (negative emotional reactions congruent with
belief or negative views) and the discriminatory practices
at these three levels. The actions of discrimination
from others are termed as enacted stigma, and these
experiences of enacted stigma are often anticipated by
the stigmatized group, resulting in actions taken from
the anticipated stigma. Thus, discriminatory practices are
behavioral responses to prejudice and may involve both
enacted stigma as well as actions taken from anticipated
stigma. Table 1 describes the stereotypes, prejudices,
and discriminatory actions present at the three distinct
levels of social stigma.

Levels of stigma

IMPACT OF STIGMA

The impact of stigma on NSSI can be multifold, the
foremost of which is that it acts as a barrier in the
help-seeking process or even discussion of NSSI [56, 57].
Additionally, stigma may also lead the individual to
not adhere to the suggested treatment or drop out of
treatment [15, 58]. Indeed, extant literature suggests
that individuals who self-injure are often reluctant
to seek help or support due to the stigma associated
with NSSI, or, in other words, stigma is a barrier to
help-seeking [59, 60]. Stigma from health professionals
can also lead to unhelpful therapy experiences, such
as feeling judged or misunderstood [23, 48], that can
cause individuals to discontinue treatment or stop any
further discloses [56, 57]. It can also lead the individual
to internalize shame and stigma and potentially create
more isolation and alienation for the individual [56].
Indeed, individuals who self-injure are often aware of the
stigma associated with NSSI and this awareness often
evokes fear of the negative impact of the stigma, such
as labeling, misunderstandings, and judgement [48].
The fear of being stigmatized not only impedes
help-seeking, but can also drive the individual to go
to extreme lengths to hide their self-injury, maintain
a social facade to ensure privacy, such as hiding scars
or being untruthful about the origin of NSSI scars,
or self-injuring in areas not easily visible [23, 48, 61].

Stereotype
negative views
about a group

Prejudice

negative emotional
reactions congruent
with belief

Discrimination
behavioural
response to
prejudice

Public stigma

Seeing individuals who self-injure:

+ dangerous

+ attention seeking

+ fragile character

+ suicidal (even when the
individual is not)

Anger, disgust

Enacted stigma taking forms of:

+ avoidance
* rejection
« withdrawal

Self-stigma

Seeing self as:

+ weak
* incompetent

Low self-worth, low self-efficacy,
shame

Actions taken because of
anticipated stigma:

+ not seeking help

+ concealing scars from self and
others

+ not disclosing self-injury in
treatment

+ avoiding social gatherings and

+ losing opportunities in fear of
rejection or intrusive questions

+ discontinuing treatment

Health professional stigma

Seeing individuals who self-injure:

+ manipulative

* attention seeking

+ suicidal (even when the individual
is not)

Anger, disgust, reduced empathy

Enacted stigma taking the form of:

+ reduced willingness to help

+ coercing clients to stop NSSI before
client is ready

+ referrals to others

+ refusing same treatment
(e.g., refusing analgesia)

* putting someone who is engaging in
self-injury on suicide watch or forcing
the individual to admit to being
suicidal even when they are not



Additionally, stigma experiences also lead to ambivalence
toward not only disclosing NSSI, but also the recovery
process [21].

Moreover, internalization of stigma can lead to diminished
self-efficacy, reduced self-esteem, and diminished hope
for one's future [58, 62]. Indeed, individuals who engage in
self-injury report lower self-esteem and self-efficacy than
people without a history of self-injury [63]. Lower self-efficacy
and self-esteem can lead to demoralization of the individual,
and that ultimately leads to the “why try effect,” where
individuals give up on pursuing social opportunities [58, 64].
Indeed, NSSI (scar related stigma) has been reported
to increase social isolation [61]. Individuals engaging in
NSSI also report apprehension as regards their career
prospects [48], and they often avoid social activities such
as going to the beach or even swimming [61]. Thus, NSSI
stigma has a far-reaching impact on an individual's social and
personal life, which highlights the importance of reducing
NSSl-related stigma. Indeed, misinformation and negative
views and biases about NSSI lead to a vicious cycle where
these stereotypes are internalized, hobbling help-seeking,
increasing isolation, and possibly helping perpetuate the
NSSI behavior and narrowing the chances for recovery.

UNDERSTANDING NSSI STIGMA

Assessment of stigma plays a very important role in
understanding NSSI. Assessment of stigma can serve as
an initial step before introducing interventions to mitigate
public stigma and health worker stigma, including even
self-stigma.

In the clinical setting, an individual's experiences of NSSI
stigma can be assessed through an exploration of enacted
stigma (experiences of prejudice and discrimination),
as well as their actions based on anticipated stigma
(expectation of prejudice and discrimination) [13].
Self-stigma plays a central role in influencing help-seeking,
as well as clinical engagement, and it can be assessed in
the clinical settings through an exploration of one’s beliefs
about self-harm, the affective experiences associated
with NSSI (such as anger, disgust and shame), and the
individuals willingness to discuss NSSI experiences [65].
The assessment should also include scar concealment
practices and scar-related cognitions, as it may shed
further light on the experience of stigma and shame that
individual's experience [34]. This exploration of stigma
associated with scars is especially relevant, because scars
can have long-term implications even for individuals who

have stopped self-injuring, as they continue to carry
a physical reminder of past self-injury [13]. Additionally,
in a recent study it has been suggested that personalized
assessments and feedback interventions can be effective
tools in the reduction of NSSI. Min et al. [65] found that
individuals engaging in NSSI underestimate whether
others would understand the reasons for engaging
in NSSI, but people without a history of NSSI would still
understand why individuals engaging in NSSI do so,
suggesting that such an assessment and feedback loop
may be utilized in Personalized feedback interventions
to reduce the shame associated with NSSI. This type
of intervention may reduce self-stigma and also promote
help-seeking and disclosure of NSSI.

It would also be important to understand the explicit
and implicit biases and negative attitudes toward NSSI
among key stakeholders who may be approached
for support by individuals engaging in NSSI. These
stakeholders, like general health professionals, teachers,
and guidance counsellors, are among the other resources
likely to be approached [57]. The Self-Harm Antipathy
Scale [67] developed to assess attitudes among health
professionals towards self-harm can be modified to assess
attitudes towards NSSI, specifically. Another tool, the
Self-injury Stigma Scale (SISS), based on the model of
self-stigma has been recently developed and validated [68].
Understanding these attitudes (implicit and explicit)
would be helpful in specifically designing interventions
that directly address these stigmatizing views.

The next step in understanding stigma is conceptualizing
it. One of the ways to conceptualize NSSI stigma could be
through the framework suggested by Staniland et al. [13].
Staniland and colleagues propose conceptualizing
stigma along six constructs, in the context of NSSI from
the six stigma constructs suggested by Jones et al. [69].
The framework examines public stigma, self-stigma,
enacted stigma, and anticipated stigma along the six
stigma constructs of origin, course, peril, disruptiveness,
concealability, and aesthetics. This framework allows
us to understand the distinctive facets within a single
experience of stigma. Understanding and addressing
these specific constructs could prove to be efficacious
in stigma reduction in the therapeutic settings, as well
as provide direction for future research.

This study highlights the multifaceted nature of NSSI
stigma, and acquiring a holistic understanding of NSSI
stigma may be crucial in facilitating help-seeking and



recovery from NSSI. It is, therefore, important to
understand the various layers and depth of stigma
experiences through assessments and conceptualize the
different features of the experience.

REDUCING STIGMA: SUGGESTED INTERVENTIONS
Addressing and mitigating stigma becomes imperative
to facilitate help-seeking and to facilitate the process
of recovery from NSSI. Fostering empowerment of
the individual is key to addressing stigma, especially
self-stigma [62], and it has the added advantage of
contributing to recovery. Indeed, acceptance of past NSSI,
acceptance of scars, developing alternative methods
to respond to NSSI, urges, and fostering psychological
wellbeing are not only crucial to the process of recovery
from NSSI [35], but can also empower the person, thereby
reducing self-stigma. Thus, reducing stigma and recovery
from NSSI appear to be closely aligned.

The de-stigmatization of NSSI warrants interventions
at several levels and settings, such as the individual, the
media, public, healthcare system. We discuss several
methods that can be used to tackle public stigma, as well as
self-stigma, both through outreach efforts and in the clinical
setting. Such strategies have been further summarized
in Table 2. Indeed, much of the outreach efforts are directed
toward reducing public stigma, while certain strategies

Outreach efforts to reduce stigma

in clinical settings are focused on reducing the self-stigma
experienced by individuals and facilitating recovery.

Contact and education have been identified as effective
means to reduce public stigma [70, 71]. This implies
that mental health literacy with regards to NSSI and
contact with individuals who engage in NSSI would be
effective means to reduce NSSI stigma. Interventions that
promote support-seeking and educate the public, such as
psychoeducation programs, multimedia interventions,
peer training interventions and outreach programs, have
been well developed and validated for common mental
health problems [72], but need to be designed specifically
for NSSI. Indeed, a recent study found that a prevention
program modified to include a psychoeducation module
on NSSI could encourage support-seeking in individuals
engaging in NSSl and also that it had no iatrogenic effects
on others [73], therefore allaying the fears of contagion
in NSSI. Such education programs have also been found
to increase the willingness to help individuals engaging
in NSSI and reduce rejection and avoidance responses
to disclosure [47]. Another recent study found that
educational intervention designed to increase overall
understanding of self-harm reduced negative attitudes
towards individuals who self-harm significantly among

Psychoeducation models, specific to NSSI, tailored for different groups.

Responsible reporting of NSSI by media.

Social media and internet-based services.

Peer support network (especially with individuals having lived experience).

Inclusion of lived experience accounts in education models and interventions.

Reduction of stigma in clinical settings

Detailed understanding and assessment of NSSI stigma experiences (enacted stigma, anticipated stigma, self-stigma, scar-related

stigma experiences).

Acknowledging a therapist's negative biases toward NSSI and resolving them.

Using appropriate language to describe and discuss NSSI with clients.

Gaining a person-centered understanding of NSSI (Lewis & Hasking, 2021).

Therapeutic interventions:

+ using Cognitive behavioral strategies to reduce self-stigma and challenge negative biases,
+ using Compassion based approaches to reduce shame and internalized stigma,

+ fostering acceptance of past engagement with NSSI,

+ fostering scar acceptance, especially with a culture-based understanding of the value of scars as a predictor of scar acceptance.
(for example: one way to look at scars is ‘physical difference’ rather than ‘physical deformity’; in certain socio-cultural norms, like
tattoos, scars are considered to be physical imprint of past memories and pain; further some belief that scars add value to their
physique by making them aware how they navigated painful challenges in life that led to resilience, hope and healing [59,61,63])



health professionals [74]. This implies that community
education models may not only prove beneficial in terms
of reducing stigma, but also encourage support-seeking,
and that they make positive disclosure experiences more
likely. These programs should therefore be tailored
to the different confidante groups, such as peers,
parents, teachers, among others [47, 75], and future
research should focus on exploring the effectiveness
of different formats of such education programs, such
as school-based seminars, or web-based formats [76].
Much of the stigma that exists is due to a failure to
include NSSI in the list of disorders, which in turn leads
to lack of awareness and the lack of structural resources
such as policies specific to NSSI. Most mental health
programs and policies include suicides and suicidal
attempts, but NSSI is not clearly mentioned [4]. As the
authors are from India, we provide the example of the
Mental Healthcare Act (MHCA) 2017, which decriminalized
suicide and advocated for the rehabilitation and
treatment of suicide-survivors. It was a long-overdue
welcome approach. However, throughout the Act, there
has been no mention or a discourse related to NSSI.
There is a prevailing view among many researchers and
clinicians that NSSI needs to be recognized as a distinct
disorderin DSM 5 [11, 77, 78], which could lead to better
treatment options. Indeed, in the context of stigma, it has
been argued that if NSSI gains the status of a disorder,
it will not only validate the experience of NSSI for
individuals, but also encourage treatment-seeking for
NSSI, and potentially reduce stigma. The ambiguity
surrounding NSSI as a concept reduces help-seeking
and awareness, and limits management options [13].
According to the perspectives of individuals with a lived
experience of self-injury, this could mean legitimizing
NSSI as a mental health concern, possibly bringing
about a reduction in misconceptions regarding NSSI,
and thereby a shift in public attitude towards NSSI [79].
Inclusive practices could gradually lead to a recognition of
NSSI in settings such as schools and colleges and result
in standard guidelines and recommendations for the
treatment of NSSI for counsellors. However, another view
holds that inclusion of NSSI as a disorder could further
stigmatize the behavior. Regardless of the status of
NSSI as a disorder, Lewis et al. [79] emphasize the need
to reduce stigma through increased awareness of NSSI,
improved understanding of NSSI, and lessening the
shame and isolation that affect individuals who self-injure,

while suggesting participatory-based approaches to
achieve that goal. Participatory-based approaches lead to
empowerment and a lending of voice to individuals with
lived experiences They also lead to improved understanding
of the experiences, thereby, reducing stigma [62, 80].

One such participatory-based approach would be
incorporating peer support workers in health services [62],
especially ones with a lived experience of self-injury.
Such peer networks would be helpful in a low- or
middle-income country (such as India), where resources
are limited but social networks are strong [65]. Extant
literature suggests that there is a natural inclination
to approach people who have gone through similar
experiences for support [62], which could increase
support-seeking without the fear of being stigmatized.
Involving people with lived experiences in peer support
capacity could also mean providing non-discriminatory
and non-judgmental services that would go a long way in
reducing the NSSI stigma prevalent in health services [65].
Inclusion of voices with a lived experience and perceived
unmet needs in both interventions and policies isimperative.

Mental health literacy programs that encourage
help-seeking could also include accounts of the lived
experiences of individuals who are in recovery. Access
to such resources has been known to reduce isolation,
provide a person with the language needed to describe
their own experiences, as well as instil hope for
recovery [81]. Such accounts could reduce both public
stigma and self-stigma, as well as encourage individuals
to seek professional help [62]. An example of such an
intervention would be the “In Our Own Voice Program”in
the United States, which was developed by the National
Alliance on Mental Illness and contains testimonials
from individuals with mental illness. It was found to
reduce both public stigma and self-stigma, as well as
advance a narrative of recovery and hope [82-84]. This
could be an example of a reduction of stigma through
contact. Indeed, a recent study found that conversations
and group sessions with other individuals with a lived
experience of NSSI could help individuals feel hopeful
and feel a sense of belonging [56].

Another effective platform for outreach and the reduction
of stigma for self-harm would be social media [65].
Given the salience of social media and online platforms
for NSSI [85], Internet-based services can possibly be
a proximal step to seeking face-to-face help [86]. Indeed,
Internet-based services could provide information



and guidance, reduce isolation, facilitate help-seeking
and access, and also ensure privacy [87]. Social media
platforms and Internet services can also be utilized
to reduce stigma, whereby people with mental health
difficulties are able to share their experiences in public
online spaces and challenge public stigma [88]. Therefore,
social media would also be an effective platform for
reducing NSSI stigma. The media could be another
platform for the reduction of NSSI stigma. Responsible
reporting on NSSI, by using appropriate language and
abiding by certain recommended guidelines to report
on NSSI, could be effective in dispelling myths and
misconceptions regarding NSSI and help in shifting public
perception of NSSI [29, 41].

Stigma has several implications for clinical services and
the therapeutic setting as well. It is important for mental
health care providers to acknowledge and understand
the self-stigma that individuals who engage in NSSI may
experience and provide a supportive environment in which
to disclose and (or) discuss their NSSI experience [50].
This calls for a detailed understanding and assessment
of the stigma experienced by the individual, which has
been discussed in detail in an earlier section.
Disclosure in a supportive environment could lead
to owning and acceptance of one's stigmatized identity,
which itself could reduce self-stigma [62, 89]. Thus,
fostering disclosure through a supportive environment
would be crucial in the clinical and therapeutic settings.
Additionally, given that health care workers could also
harbor negative biases towards NSSI, it is important
to not reinforce the negative biases the individual
engaging in NSSI may hold against NSSI or against
themselves (in the context of NSSI). Thus, health care
workers also need to be mindful of the language used
to describe or discuss NSSI. Clinicians, mental health
professionals, and allied health professionals are taught
to discuss mental illness in a non-stigmatizing way, and
this should also apply to the language and discourses
surrounding NSSI [29]. Moreover, health professionals
should refrain from using terms or labels such as
“self-injurers” or “cutters” in clinical services as well as
in published work [28]. Instead, using a person-centered
understanding of NSSI [90] and respectful language
that is deemed appropriate by individuals with a lived
experience of self-injury is recommended [91]. In line with

this, itis also important for mental health care providers
to be aware of and tackle their own negative biases and
misconceptions regarding NSSI and individuals who
self-injure that may affect their work [50].

Additionally, in a therapeutic setting, self-stigma
regarding self-harm can influence the degree of an
individual's investment in therapy [65]. Therefore, it is
critical to address the beliefs about self-injury, along
with beliefs about one self that would be important
in understanding how self-stigma can influence the
recovery process. Knowledge of self and NSSI influence
support-seeking and, thereby, plays a role in recovery.
This indicates that therapeutic approaches that explore
and address these cognitions, such as Cognitive
behavior therapy approaches, may be beneficial [92].
Cognitive Behavioral strategies have been particularly
recommended to address self-stigma [62]. Shame,
embarrassment, and other effects associated with
internalized stigma also need to be addressed in therapy,
as it may influence NSSI experience, support-seeking,
investment in treatment and would, thereby, also
impact the process of recovery [59]. This indicates that
approaches that address shame in the therapeutic
context, such as suggestions by Tangney and Dearing [93]
or compassion-focused therapy for NSSI [94], could prove
to be potentially beneficial. Fostering scar acceptance
through scar-specific treatment (such as cognitive
restructuring for scar-specific dysfunctional beliefs,
gradual exposure to aversive memories associated with
scars, and building of tolerance for these distressing
experiences) would be important in addressing the
scar-related stigma, as well as the recovery process [34].

MOVING FORWARD: FUTURE DIRECTIONS

FOR RESEARCH

While the amount of NSSI research has increased in the
past decade, research into NSSI stigma is still in nascent
stages and does not receive the same importance given
to clinical studies. Indeed, much of the NSSI stigma
experiences have emerged as part of other research
work, limited in scope and ancillary [13]. This review has
highlighted several areas that need further research.
Phenomenological approaches to the study of stigma
may shed light on the lived experiences of individuals'
experiences of NSSI stigma. Moreover, stigma experiences
may be further complicated, with added layers of being
discriminated against for being part of minority groups.



Future research can focus on an area that is representative
of such experiences. Additionally, research also needs
to be specific on the way NSSI is defined and distinguished
from self-harm. Most research has been focused on
self-harm, which could mean both suicidal behavior
as well as NSSI. To work on NSSI stigma, the definition
of NSSI needs to be clearly demarcated from self-harm.
Future research could focus on developing standardized
assessments that examine NSSI stigma for self-harm,
including scar concealment practices, scar cognition, and
other anticipated stigma practices. Assessments that also
look at public stigma, both explicit and implicit, also need
to be developed through further research. Another area
that needs further research is the development of stigma
reduction interventions and examining the utility of
these programs. NSSI stigma has many implications for
treatment and interventions and needs to receive as
much importance as clinical studies.

Adiscussion related to NSSI, and related stigma, will be
incomplete without mentioning the added risk posed by
the ongoing Coronavirus (COVID-19) pandemic. Studies
have shown an increased prevalence of NSSI mainly
among adolescents [95] and females [96]. The history
of NSSI, internalizing symptoms, perceived stress, family
conflicts, and adverse personal experiences during the
pandemic were the main risks. The issues of personality
and virtual environment, related risk factors, and
self-esteem-enhancing strategies were highlighted as
useful [95]. The stigma related to NSSI can compound the
social stigma of the pandemic and lead to a compounded
impeding health
help-seeking. While many of these factors are still being

vulnerability, care access and
explored, empirical research is warranted in order
to further understand the bi-directional relationship
between disasters such as COVID-19 and NSSI behavior.

CONCLUSION

This review brings forth the multidimensional aspects
that needs to be considered when talking about the
NSSI stigma. The impact of the stigma can be significant,
as it severely affects the help-seeking experiences
of individuals, as well as their treatment experiences,
and also plays a significant role in the recovery process
and treatment outcomes. Addressing this stigma is
beneficial both for managing and accessing support
for NSSI. The reduction of stigma would also require a
holistic approach, involving outreach efforts at multiple

levels, clinical interventions, as well as the involvement
of primary healthcare. Given the detrimental effects
of NSSI stigma, and how highly stigmatized NSSI is,
this review highlighted the fact that if NSSI is indeed
recognized as a clinical disorder, future research would
need to focus on these constructs and treat with a level
of importance similar to the one given to clinical studies
of intervention and symptomatology in NSSI.
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ABSTRACT

Despite the fact that schizophrenia has already been described historically and researched for
a long time, this disorder remains unclear and controversial in many respects, including its etiology, pathogenesis,
classification, diagnosis, and therapy.

Literature from the selected sources (elibrary.ru, Russian Science Citation Index and the Russian branch
of the Cochrane Library) were searched and analyzed using the diachronic method. Priority was given to reviews,
guidelines, and original research on schizophrenia written during the past 10 years.

Historically, scientists have described schizophrenia as a single disorder, a group of disorders, or even
as a combination of certain syndromes. The polymorphic symptoms and the most typical dynamics of various
forms of schizophrenia have been systematized, but neither in Russia nor in other countries have the etiology and
pathogenesis been proven. The reasons for the under- and overdiagnosis of schizophrenia cannot cover all possible
objective and subjective difficulties arising in the diagnostic process.

The existing literature shows that the problem of schizophrenia may not be regarded as settled
for a long time. This largely depends on the position of society, the development of biological sciences, and the
pathomorphosis of the disorder itself. Many aspects of schizophrenia can become clearer and less controversial with
systematic studies based on previous data, as well as data obtained using new research methods.

AHHOTALNA

HECMOTpﬂ Ha onncaHwne LUI/I30¢pEHI/II/I elle B ADEBHEM ncropumnm, MHoOrosneTHme mnccnepoBaHuA,
fAaHHOe paCCTpOI‘;ICTBO BO MHOIMX acrnekTax oCctaeTcd HEACHbIM 1 CMOPHbIM. JTO KacaeTcs 3TUOoIorMn, NaToreHesa,
K}'IaCCI/Iq)I/IKaLI,I/II/I, ANAarHoCTKu, oNTUMMN3aynn Tepannin.

JinTepaTtypa (BbI6OpPOUHbIE pefieBaHTHble OTKPbITble NCTOYHUKKM — K3 cucTeMbl elibrary.ru n PUHL,
a Takke 6a3bl Poccuiickoro otaeneHus KokpaHoBckol 6ubnmnotekn (https://www.cochrane.org/ru/evidence)
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HanpaBAeHUn 1 GakKToB; OCHOBHbIE MEPCMEKTVBLI B M3yUeHUW LUN30dPeHNH), 6biv MOMyYeHbl NPeACTaBIeHHble
pe3y/bTaTthl. Y NCUXMATPOB BCerga 6biv 0CHOBaHWUA Pas/i4YHbIX BO33pEHWI Ha JaHHOE pacCcTPOCTBO, BapyaHThl
ero AVHaMVKN U KPUTEPUM AMHAMUYECKMX 3TanoB, BK/KYasi PeMUCCUO. B pasHble rofbl yyeHble HaxoaaT
apryMeHTbl 418 B3rns4a Ha Wn30dpeHnto 1 Kak Ha OJHO PacCTPOMCTBO, Tak M Ha ZBa M axe Ha rpynmy paccTponcTB,
a TaKxe Kak Ha CUHApPOoMbl. CUCTeMaTU3MpoBaHa NoanMopdHas cMMNToMaTka U Hanbonee TUMWYHAA AUHaAMMKA
MHOr006pasHbIX GOPM LLN30PPEHNI, OAHAKO HI B POCCUM, HY B APYTX CTPaHAaX No-npexHeMy He okasaHa 3TUoNorus
N He chopMMpOBaHa KOHLeMNUMs naToreHesa Aaxe B paMKax OTAeNbHbIX TUMOB paccTpoiicTBa. MNpuBeaeHHble
B AOCTYMHO UTepaType NpUUMHBI TUMO- U TMNePANArHOCTVKN WN30GPEHUN HE MOTYT OXBATUTb BCe BEPOSITHbIE
06BEKTUBHBIE U CYy6BEKTVBHbIE TPYAHOCTU, BO3HMKAOLLME MPU AMArHOCTMYECKOM MpoLiecce.

B Lieniom xe, KaK cegyeT 13 oTe4eCTBEHHON 1 3apybexxHON nTepaTypsbl, Mpobaemy winsodpeHnn
eLe JoNro Henb3st byAeT OTHOCUTL K McYepraHHbIM. Bo MHOroM 3T0 3aBUCKT OT NO3ULMIA 06LLeCTBa, pa3BUTUS
6ronornyeckrx Hayk n natomop$osa camoro pacctporictsa. MHorve acrnekTsbl LWN30PPeHN MOTYT CTaTb 6osee
ACHBIMW 1 MeHee CMOPHLIMU MPU CUCTEMATUYECKNX CUCTEMHBIX MCCNeA0BaHNAX, OCHOBaHHbLIX Ha MOyYeHHbIX
paHee U AaNbHeRLNX JaHHbIX, HA HOBOM 3Tarne MeToAMYEeCKUX BO3MOXHOCTen. O630p nuTepaTypHbIX AaHHbIX
Mo yKa3aHHbIM BbllLe acnekTaM LUM30PPeHNM MOXeT CMoCO6CTBOBaTb BHMMAHMIO YUYeHbIX K TeM WAN WHbIM

pe3ynbTataM UCCaeAoBaHWiA, MPU MHOM aHaNM3e 1 CMHTe3e NHGOpPMaLUN.

INTRODUCTION

It has long been known that schizophrenia is a severe
mental disorder distorting the life of the sufferer and
their loved ones. Almost all outstanding psychiatrists
of both the past and present have made the attempt
to comprehend the condition [1-19]. In the Canon
of Medical Science, Avicenna [20] mentioned a condition
called “severe insanity”, which by description resembles
schizophrenia. The first descriptions of the manifestations
of a mental disorder, which was named “ideophrenia”
in 19t century, and “schizophrenia” in 1908, refer to the
17th century BC: the Book of Hearts, Egyptian papyrus
of Ebers, mentioned “phrenitis” [20, 21].

Kraepelin, in the 19t century [2], called a similar
mental disorder “dementia praecox”. At the beginning
of the 20t century, Bleiler introduced the term
“schizophrenia” [1], noting its characteristic feature as
“violation of the unity of psyche.” In addition, the disease
is characterized by productive and negative symptoms,
neurocognitive disorders, and impaired social adaptation.
In the 1930s, Schneider developed a nosological concept
of schizophrenia and formulated “symptoms of the 1-st
rank” [7].

Currently, about 24 million people in the world are
affected by schizophrenia [22-24]. All existing research
on schizophrenia is difficult to describe. Although the

existing literature on the etiology of the disease is diverse
and contradictory, the role of the hereditary nature
of schizophrenia is the most proven. However, in the
hereditary theory there is no consensus regarding which link
the genetics “activates”. Furthermore, scientists are relatively
unanimous in their opinion about the role of the dopamine
system in the etiology and pathogenesis of the disease. At the
same time, opinions about the dynamics of schizophrenia
and views on its remission remain controversial. Finally,
there is no common opinion as to whether the term
“schizophrenia” refers to a single disease or to a group
of diseases with different etiologies [23-28]. It is not only
the disease itself but also clinical syndromes [25-28] that
combine both mental and behavioral phenomena that are
referred to as “schizophrenia”. Also, errors in the differential
diagnosis of schizophrenia are the most common ones
encountered in psychiatry and entail (in addition to medical)
social, economic, and legal consequences; however, relatively
little research has been devoted to this aspect of the
disorder. Given the changes in psychiatric classifications,
the pathomorphosis of schizophrenia and attention to the
issues of its diagnostic criteria are still relevant. Based on
the research gaps described above, the present review aims
to explore the existing etiological and diagnostical issues
of schizophrenia.



METHODS

The following electronic databases were searched:
elibrary.ru, the RSCI (Russian Science Citation Index),
and the Russian branch of the Cochrane Library
(www.cochrane.org/ru/evidence) using search terms such
as “schizophrenia”, “etiology of schizophrenia”, “diagnosis
of schizophrenia”, and “diagnostic errors”. Priority was
given to reviews, guidelines, and original research on
schizophrenia written during the past 10 years. Records
published in Russian, English, German, and Dutch were
included in the review. When a reference to an earlier
source of data was identified, the strategy of referring
to the original source was adopted.

Included records were analyzed using the comparative
phenomenological method and the diachronic method
ofinformation analysisin order to clarify the changesin certain
views on the etiology and diagnosis of schizophrenia during
certain periods of time (after 20 years, 50 years, before the
introduction of antipsychotics into therapy, and after that).

RESULTS

According to the data reported in different years,
schizophrenia is the main area of research in psychiatry
[10, 11, 19, 24]. However, its diagnosis often comes
5-10 years after the actual onset of disease [10, 11,
19, 24, 27-33]. At the same time, considering its
socio-economic significance, the issue of the timely
diagnosis, correct therapy, and rehabilitation can be
considered one of the priorities in the psychiatric
practice [19, 27-33]. The results of the current review
will be presented to highlight the following aspects
of schizophrenia research:

1. Etiology of schizophrenia.

2. Course of schizophrenia.

3. Diagnosis of schizophrenia.

4. Errors in diagnostics of schizophrenia.

Scientists around the world were occupied with the
issues of schizophrenia’s etiology for a long time. There
are several theories of the etiology of this disease,
with different ones prevailing during different periods
of time. It seems significant that scientists returned
to some of these theories after decades. In this section,
different etiological theories of schizophrenia that was
or remain relevant during the period about 100 years
will be discussed.

In the late 20t to early 215t century, heredity began to be
studied at the chromosomal level, which confirmed
the scientific opinion about the great prospects
of this direction in terms of understanding the etiology
of schizophrenia. Several scientists note that the
interpretation of genetic data in psychopathology
is hampered by the complexity of their reproduction
under identical methodological conditions and non-
Mendelian mechanisms of inheritance [34, 35]. However,
the same scientists cite important data [36] on the
establishment of a relationship between mutations
and the quantitative level of expression of the C4A and
C4B genes and the clinical picture of schizophrenia.
In addition, it is indicated [37] that knockout mice
were created for the above genes using gene knockout
technology. In these animals, a statistically significant
decrease in neural connections between brain structures
was found. This made it possible to convincingly prove
the association between a separate genetic mutation
with the pathophysiology of schizophrenia. According
to Morozova et al. [36], disclosing the biology of the
gene and the mechanism of occurrence of the risk
of schizophrenia allows the potential genetic variations
that are most significant in the etiology of this disease
to be determined. These authors believe that advances
in genetics already indicate a key role of gene networks
in the development of disease complemented by likely
biochemical pathways [34, 36, 37]. It was recently
concluded that “there is no definitive genetic cause
of schizophrenia” [38]. However, the authors further
point out that “a new and promising direction in the
study of the etiology of schizophrenia is in the search
for associations between genetic polymorphisms and
particular clinical and psychopathological manifestations
of mental pathology, as well as with the identified
neurochemical disorders” [34, 36, 38-40].

In the second half of the 20t century, biological research had
become more important. For about 40 years, the so-called
“dopamine” hypothesis of schizophrenia was one of the
most popular. It was largely confirmed by the discovery
of antipsychotics that suppress dopamine, as mentioned
in the works of various years [31, 41-43]. According to this
hypothesis, productive symptoms of schizophrenia are
associated with long-term elevation of levels of dopamine



in the brain striatum and negative symptoms are
associated with long-term decreases in levels of dopamine
in the brain cortex (compared to healthy people) [44-45].
But even among the supporters of the dopamine theory
of schizophrenia and other psychoses, two main trends
could be distinguished from the last 10 years. Some
researchers consider this phenomenon to be congenital,
whilst others believe it to be acquired [41-42].Scientists
proved that antipsychotics block dopamine D2 receptors,
which suppresses positive symptoms. However, since
the action of antipsychotics is selective and affects such
receptors outside the mesolimbic system, their use may
be accompanied by extrapyramidal side effects [43]. The
second part of classical dopamine hypothesis connects
the hypoactivity of dopamine receptors in the cortex with
negative symptoms, including the formation of severe
cognitive deficit. Neurochemical correlates of glucose
metabolism in central neurons with changes in thinking,
attention, speech have been established [46].

According to existing data [47, 48], intravital visualization
of brain structures (using functional MRI, positron emission
tomography (PET), and magnetic encephalography)
came to represent a new era in the study of the etiology
and pathogenesis of schizophrenia. The importance
of such a scientific approach was demonstrated by the
publication of data obtained from the positron emission
tomography of the brain by British scientists Crow
and Johnstone in 1976 [15]. This publication illustrates
the expansion of the lateral ventricles in progressive
mental pathology among schizophrenia patients with
predominantly negative symptoms. In 1980, Crow
[16] revealed that such patients showed an absence
of pronounced dopaminergic pathology. Based on this
data, Crow formulated a hypothesis about two types
of schizophrenia, differing in etiology and pathogenesis
with a predominance of negative symptoms (1), and with
a prevalence of productive symptoms (2). In the second
type of disorder, there is an increase in the activity of D2
dopamine receptors (during posthumous autopsy, an
increase in their density was found) [16].

Research by Crow was supported by the American
psychiatrist Andreasen (1995) [25]. She correlated the
data on positive and negative symptoms with defects
in cognitive and emotional spheres during therapy with
antipsychotics, revealing that their long-term use leads

to atrophy of the prefrontal cortex. Autopsy, including
posthumous autopsy, over the last 20 years has lent
a new impetus to the cytochemical direction in the search
for the causes of schizophrenia. For the last 20 years,
scientists have been turning to the analysis of brain
substrate in schizophrenia, both posthumously and during
intravital morphometric studies. The most common
picture shown by CT and MRI scans are enlargements
of the lateral and third ventricles of the brain, reduction
of the frontal and temporal cortex, changes in the basal
ganglia and hippocampus-amygdala complex, and
a decrease in cerebellar volume [49-52]. These and other
researchers emphasize a decrease in the volume of the
brain (especially the hippocampus and amygdala) due
to the expansion of the cerebral ventricles. This fact, from
a biological point of view, proves that schizophrenia is an
organic mental illness. The concept of the “functional”
nature of schizophrenia as an aspect of its organic nature
began to attract more attention after associated markers
were found in patients. This indicated an impaired
excretion of substances from the interhemispheric
spaces into the blood, which is a sloughing off of cells
with waste substances and toxins (endotoxicosis) in 80%
of patients [51-52]. These authors also reported that the
neurodegenerative process in schizophrenia is combined
with autoimmune inflammatory changes in the brain
in a significant number of cases [52]. However, MRI
scans of the brains of patients did not produce significant
results in support of this theory. In the available
literature, this statement was commented in terms
of the need to continue the indicated studies. A number
of studies have noted the connection between changes
in cognitive functions in schizophrenia and progressive
loss of the gray matter of the brain [53, 54]. This confirms
the long-standing statement by Kahlbaum (1874) [55]
that anatomical justification may also be important
in the understanding of mental illnesses. Neuroimaging
studies in schizophrenia have shown frontal white matter
abnormalities associated with clinical symptoms [52].

Furthermore, at the beginning of the 20t century, the
onset of schizophrenia was associated with an unknown
virus or infections [56]. The viral theory was “supported”
by describing the existing seasonal patterns: in winter,
mothers suffer from infectious and viral diseases more
frequently, which affects the fetus, especially boys born



in February (their risk of developing schizophrenia
was higher). Supposedly, it is also connected to the
peculiarities of the genome and sexual dimorphism
[54, 57, 58]. However, the interpretation of these data
and changes in the frequency of disorders of gene
locus (16p11.2 and 22g11.2) [59, 60] in schizophrenia
in boys born in winter requires complex development
of a general concept, clarifying the connections
between the role of genetic factors in the fetus and
the presence of a viral disease in the mother [57, 58].
A number of studies of schizophrenia identified that
viral RNAs were in certain ways similar, at least to an
extent, to the HIV, herpes, and Epstein-Barr viruses
[61, 62]. It is believed that elucidating the effect of HIV
infection on the psychopathology of endogenous
disorders is important in understanding the etiology
and pathogenesis of schizophrenia [63, 64]. In another
hypothesis,
is associated with a distorted immune response to the
Epstein-Barr virus and Type W (HERV-W) retrovirus [65].

Another theory that was common in the 20t century
had a religious context [66-68]. According to this theory,
destructive satanic views destabilize the psyche and lead

the development of schizophrenia

to schizophrenia. This process was called “diabolizing”
[67, 68]. Perhaps this is due to the fact that, almost
a century later, traditional religions were supplemented
by destructive satanic beliefs that destabilize the psyche
[69, 701.

Since the 20t psychiatrists’ interest in
immunological factors as the cause of schizophrenia was

century,

significant. Almost until the end of the 20th century, priority
was given to research into cellular immunity [71, 72]
and autoimmune factors — antibodies to one’s own
brain, including those of the brain [73-80]. Since the
first decade of the 21st century, priority has been given
to those immunological factors that are not products
of one’s own brain — interleukins, in particular Ig-2; Ig-10.
The authors of Russian and foreign scientific studies
consider their developmentto be caused by stress [81-86].
The place of these factors in the onset of the disease
is also not entirely clear; it is possible that they are either
its consequence or a correlating factor [82-84, 86].
In addition, the connection between immunological
disorders and negative manifestations of schizophrenia
has recently been identified. Thus, in patients, direct

correlations (a close relationship of pathophysiological
signs) were established between severe negative
symptoms and one of the informative indicators
of innate immunity, namely the activity of leukocyte
elastase [87]. A greater severity of negative symptoms
and cognitive impairments was revealed with a decrease
in the level of regulatory T cells (a decrease in their
level contributes to the development of autoimmune
reactions in schizophrenia) [88-90]. This contradicts
some of the work of other years, according to which
pronounced psychotic symptoms are “consistent” with
a significant distortion of immune indicators [91-93].
Although no satisfactory interpretation has been given,
the unfavorable course in carriers of the AB (IV); Rh (-)
phenotypes is deemed to be important. In the last 20
years, considerable attention has been given to the
permeability of the blood-brain barrier (BBB) in mental
disorders, including schizophrenia. A promising direction
is the study of the BBB permeability for a number
of cytoplasmic proteins, such as a violation of the BBB
is currently referred to as additional diagnostic and
prognostic parameter of mental disorders, including
schizophrenia. The role of the abovementioned violation
of BBB in the etiology of schizophrenia also cannot be
ruled out [93-96].

During the same period, a hypothesis was put forward
about the cortical disintegration as the basis of mental
disorders, including schizophrenia. This hypothesis
is supported by the analysis of interhemispheric
coherent connections, showing a decrease in gamma
activity during EEG in patients with schizophrenia
(absence or weakening of gamma waves) [97-99]. In an
attempt to understand psychopathology, quantitative
electroencephalography began to develop. Thus, the
evoked potentials showed differences in the parameters
of the P 300 wave in patients with schizophrenia, with
a connection established between this parameter
and impaired interhemispheric interactions [100].
However, the International and American Societies
of Electroencephalography and the American Academy
of Neurology consider even quantitative EEG to be
a functional diagnostic method only, without linking its
results with the possible causes of the disorder. Tiganov
(2016) [101] stated that objective (paraclinical) research
methods in psychiatry do not have an independent



meaning as yet, and should be considered — within the
context of the diagnostic process — as part of the system
that includes other data. The same opinion is supported
by Aleksandrovsky (2016) [102].

Thus,
of schizophrenia is largely unknown and there still
remains no unified concept of its discovery. Scientists
are trying to find the “starting point of the disease”

it can be concluded that the etiology

based on their own scientific ideas and methodological
interests. A systematic interdisciplinary approach seems
to be required to be able to draw some solid conclusions
regarding the etiology of schizophrenia [4, 10, 16, 17, 31,
39, 44, 47, 66, 91, 100].

In the majority of studies and in the reports of forensic
psychiatric examination written prior to the introduction
of antipsychotics into practice, schizophrenia was considered
a disorder with an almost unavoidable progression and
an unfavorable outcome [103-105]. Psychiatrists of the
“pre-antipsychotics period” [106] considered a diagnosis
of schizophrenia to be synonymous with incurability. They
did not attach much importance to temporary improvements
in patients’ condition, considering them incurable. Tatarenko
(1960) [107] supported the view of psychiatrists of the 1920s
[108] regarding the progression of the course of the disease
and the worsening of the condition of patients after each
attack, emphasizing that “the patient's fate is determined by the
limit of his compensatory mechanisms”. Despite such practical
views, the concepts of remission and intermission have been
known in science since the 19t century. For instance, Esquirol
(1838) [109] insisted that there was a need to distinguish the
terms “recovery” and “incomplete recovery” or “recovery only
to a certain degree”. The latter term indicated not only the
tendency to relapse, but also a “damage to the brain and
reason, expressed in the fact that patients, living in society,
cannot play the role that they played before the disease”.
Improvements in the condition of patients with schizophrenia
that meet the criteria for remission were described in the
19th century by the Russian authors Serbskii (1895) [110],
Orshansky [111], Akkerman (1937) [112], Buneev (1950) [113]
and Kraepelin (1911) [114], whoadmitted the possibility of long
and complete remissions, describing a picture of practical
recovery with symptoms of mental weakness and some
alienation from the outside world. They categorized the defect
conditions according to their severity. Both scientists believed
that remission did not exclude new attacks of the disease

and doubted that recovery from schizophrenia is possible

(especially Kraepelin) [114].

According to Molochek (1941) [115], the schizophrenic
post-process stage, or remission, is a stage of functional
restructuring. Patients may demonstrate vulnerability,
autism, even impaired thinking, but are subject to reactive
mechanisms. Sereisky (1939) [116] included in the definition
of remission cases of nosocomial improvement — the most
insignificant therapeutic improvement in mental state —
remission “D".

Kolle (1961) [117], around the same time, argued that
the most frequent outcome of the disorder is recovery
with some form of defect, and described three types
of defect state:

1. Emotional coldness, autism, intrapsychic ataxia
with impaired motility, facial expressions, speech,
irritability.

2. The disease does not manifest itself in clinical
symptoms, butin a breakin the life curve, professional
activity, and social growth.

3. The mildest form of violations manifests in spiritual
life: a paradoxical interest in literature and art. This
break in the life curve in these patients can only be
detected by detailed research.

Melekhov (1981) [118] emphasized that the researchers
of the defected states and remissions are in fact analyzing
the same conditions. In the 1960s, according to his data
and materials pertaining to Zharikov's [119] patients
with “A’-type remission (according to the classification
proposed by Sereisky) [117] amounted to about 4.5%
of all patients. Such figures could be explained by the
narrow use of antipsychotics in patient therapy. Zenevich
(1964) [120], and Morozov and Tarasov (1951) [121]
emphasized that in the case of remission, there is a desire
to overcome the defect, whereas in the case of a defective
state, it is some sort of adaptation to it. In general, the
remission was viewed as a dynamic concept.

In 1981, Melekhov [118] emphasized that 90%
of remissions involve a defect state that is milder than
dementia. The concept of “practical recovery” remains
ambiguous — this is just the disappearance of the
symptoms of the disorder without complete restoration
of mental functions or “new health’, as described by
Kondratiev (2010) [29]. It is important to note that
despite more than a half century of research, remission
in schizophrenia remains poorly described in practical
psychiatry [122-125]. It is stated both in Russian and



foreign studies that so-called psychosocial remissions are
observed in no more than 15% of patients [35, 122-126].
Potapov et al. (2010) [127] note that symptomatic
remission is possible for about 20% of patients if
modern therapy is administered (in compliance with
international criteria). In our view, this fact demonstrates
a very incomplete understanding of the etiology and
pathogenesis of schizophrenic spectrum disorders.
It seems that the existing theoretical developments
of positive dynamics in the course of schizophrenia
represent only the basis for future research.
Snezhnevsky and Nadzharov (1968-1970) identified
three types of schizophrenia: continuous, paroxysmal-
progressive (shift-like), and periodic [128, 129]. In the 1930s,
febrile schizophrenia was described [130, 131]. After the
1960s, that is, in the “antipsychotic era”, Romasenko (1967)
[130], Ermosina (1971) [132], Tiganov (1982) [131], and
Snezhnevsky (2008) [129] suggested that febrile seizures
are possible in recurrent and paroxysmal-progressive
schizophrenia, which are more common among young
people. Such attacks are rare and should be differentiated
from neuroleptic malignant syndrome. In the 1960s,
in agreement with Bleuler’s [133] idea of the secondary
importance of acute productive symptoms in the long-term
course of schizophrenia, Snezhnevsky [134] introduced the
concept of “sluggish schizophrenia”. The polymorphism
of clinical manifestations led to the ongoing controversy
regarding this disorder, and ultimately it was not included
in the ICD-10 or ICD-11. DSM-5 describes the diagnostic
criteria for schizotypal disorder, which is the closest
in symptomatology to sluggish schizophrenia, but which
is categorized amongst “personality disorders”[17, 135, 136].

Over the last 20 years, in Russian and foreign psychiatry
many specialists hoped to capture the essence, course,
and diagnosis of schizophrenia using psychometric
methods [12, 137, 138]. At the same time, other
Russian researchers completely reject measurement
and instrumental approaches in psychiatry, attempting
to find an adequate replacement for them in the form
of a functional characteristic of the patient's condition
[139-141, 24]. It seems that the rapid development
of “technogenic” medicine, along with the attitude to the
brain as a “great mystery” [142, 143], may not only allow
for some form of consensus to be found but also an
understanding of deeper mental processes.

The main changes in the diagnosis of schizophreniain
comparison with ICD-10in ICD-11 are: a) decrease in the
significance of first rank symptoms; b) the introduction
of “six dimensions”; c) exclusion of clinical forms; and
d) inclusion of such sign as “the course of the disease”
[144, 145, 9]. In ICD-11, schizophrenia is characterized
by multiple mental dysfunctions. Chronic delusional
symptoms, hallucinations, thought disorders, and
impaired self-awareness are considered the most
significant symptoms, and at least two of these must be
present for 1 month or more [18].

The six main diagnostic criteria for schizophrenia
adopted in previous versions of the DSM with minor
changes were retained in DSM-5: delusions, hallucinations,
disorganized speech, severely disorganized or catatonic
behavior, and negative symptoms. At the same time, the
clinical “borders” of schizophrenia are limited only by its
most severe forms. DSM-5 also excludes all relatively mild
forms of the disorder [8, 9, 146].

Considering the development of medical science,
an increase in dimensions can be assumed
in the diagnosis of schizophrenia. Possibly, knowledge
of neuroanatomical dimensions, reflecting the specific
localization of structural and functional disorders,
may help to clarify the clinical symptoms, course, and
outcomes of schizophrenic spectrum disorders.Back
in 1940, Kronfeld [140] believed that “the syndrome
can only be understood as a result of the activity of the
whole brain”. Later, it became obvious that in addition
to knowing the localization of the pathological process
in the brain, it is necessary to take into account the
reaction of the whole body, in particular, neurohumoral
and neurochemical changes [147]. Therefore, ICD-11
and DSM-5 are not the “ultimate truths” [136, 147].
In daily work, clinicians may continue to use many
of the undefined constructs of the first classification
(ICD-11), and researchers — of the second (DSM-
5), along with the further development of diagnostic
criteria [8, 9, 24, 43, 145]. Appealing to the undesired
stigmatization of patients, many scientists admit that the
term “schizophrenia” has already outlived its usefulness
as a clinical concept denoting an independent disease
[148, 149]. There are proposals to replace it with
neurophysiological terms at the level of syndromes [8,
28]: “dopaminergic system dysregulation syndrome”
[150] or “saliens dysregulation syndrome” [151].
In 2002, by the decision of the Japanese society



of psychiatrists and neurologists and the community
of relatives of patients, the diagnosis of schizophrenia
was changed to “disorder of loss of coordination” [152].
In South Korea, schizophrenia has become a “violation
of internal attunement” or “psychosis susceptibility
syndrome” [153]. However, destigmatizing patients
is not possible through the simple replacement of the
terms established in psychiatry. Such substitution may
arise from socio-psychological desires, but it does not
correlate with medical realities. It is necessary to change
the attitude of the society towards mentally ill patients
as a part of its humanization as a whole [154, 155].

In the middle of the 20t century, a non-academic
approach to psychopathology called the “antipsychiatry
movement” emerged that opposes the orthodox view
of schizophrenia as a disease. According to the members
of the antipsychiatry movement [156-158], mentally ill
patients, including patients with schizophrenia, are not
really sick but are rather individuals with non-standard
thoughts and behavior that is inconvenient for society.
It was noted that society is unfair, classifying their
behavior as a disease and “subjecting it to treatment”.
Sass [151] even argued that schizophrenia does not exist,
claiming that it is a societal construct based on the notion
of norm and not norm. However, ambiguous criteria for
necessity or needlessness of therapy may contribute
to the usage of psychiatry and especially of the diagnosis
of schizophrenia for manipulative purposes [159]. It seems
that “antipsychiatry” is a topic for a separate analysis,
and will not be included further in this article.errors
in diagnostics of schizophrenia.

The highest frequency of overdiagnosis of schizophrenia
in accordance with the ICD-10 criteria was observed
in examples of manic and manic-delusional attacks
of bipolar disorder and schizoaffective disorders [26,
160-162], polymorphism, and atypical manifestations
of bipolar disorder and personality disorders which,
in combination with low levels of social adaptation, can
lead to diagnostic errors [24, 163, 164]. As is known, no
unambiguous criteria have been found to distinguish
between bipolar disorder and schizophrenia during the
last one hundred years [24, 165,166]. It is concluded
that clinical interviews, such as MINI, CIDI and SCID MINI
(The International Neuropsychiatric Interview)is a structured
interview to identify the most common disorders according

to DSM-IV and ICD-10 criteria [165, 166]; CIDI (Composite
International Diagnostic Interview) is a highly structured
tool for the diagnosis and classification of mental disorders,
this scale was created as a part of a project by the World
Health Organization and the US Office of Alcoholism,
Addiction and Mental Health, it consists of 288 symptom
questions, and takes longer to complete than MINI
[165, 166]; SCID is a Structured Clinical interview for
DSM-IV diagnosis), conducted in dynamics are important
to reduce the role of the subjective factor in the differential
diagnosis of endogenous mental disorders. The sensitivity
and specificity of diagnosing schizophrenia by SCID
[167, 168] is 19% and 100%, respectively, so this interview
should only be used by clinicians in comparison with
empirical data. Muchnik (2020) noted that extensive
diagnostics of schizophrenia is associated with biased
or dogmatic ideas about the essence of affective psychoses,
their incomplete coverage in the clinical state in manuals,
and giving decisive importance to non-specific psychotic
symptoms [169].

Differential diagnosis in the
of schizophrenia can be complicatedby various factors,
such as the pathomorphosis described above, the

underdiagnosis

possibility of dissimulation [37, 170, 41] by psychiatrists
[37, 36, 46, 25, 170], and comorbid pathology. Dvirskii
(2001) [171], Klimenko [172], and other authors noted the
difficulties in diagnosing schizophrenia when combined
with chronic and acute intoxication more than 30 years ago
[173, 174]. In recent decades, it has been stated that the
factor of comorbid psychoactive substances addiction has
taken a large place in the differential diagnostic process
of schizophrenia [175, 176]. As has long been known,
in schizophrenia the influence of a psychogenic factor on
the clinical picture cannot be ruled out. According to Elkin
(1999) [173], stressful situations take place in many cases
around the onset of paranoid schizophrenia. This has
been confirmed in different years in the works cited
above. With regard to diagnostic errors, the role of stress
was described by Lebedeva (2003) [174], and Shmilovich
(2013) [175].

According to Lebedeva [174], 4-6% of patients with
schizophrenia get an incorrect diagnoses annually.
Atypical psychopathological caused by
exogenous factors may have significant phenomenological

conditions

similarity to responses to stress in disharmonious
personality [173-175]. Each exogenous factor contributes
its psychopathological elements to the structure of the



clinical picture of schizophrenia. Reactive states can
develop against the background of remission, which
is especially difficult in the case of differential diagnostics.
At the same time, differences with true exogenous
disorders may be minor and unstable.

In addition, simulation for different purposes can be
the reason for the erroneous diagnosis of schizophrenia;
it is facilitated if the patient possesses a certain
supply of psychiatric knowledge [38, 176-178]. No
less relevant in this regard are mental changes that
mimic the manifestations of schizophrenia and are
caused by somatic diseases, social factors, including
macroeconomic ones (difficulties with work, etc.). At the
same time, a decrease in the energy potential, apathic-
abulic disorders can be noted not only in the framework
of the schizophrenic process, but also in chronic
infections (tuberculosis, infectious hepatitis, etc.),
oncological processes, which has also been observed
since ancient times. In recent years, HIV infection has
become relevant and more recently — the consequences
of COVID-19 [179].

According to the observations of Shumsky [180], fear
of damaging the patient by a schizophrenia diagnosis
is a certain subjective reason causing the underdiagnosis
of schizophrenia. This can be psychologically explained
by the predominance of people with the onset of this
diseaseduring childhood and adolescence, when the
presence of a psychiatric diagnosis due to stigmatization
can strongly affect social adaptation. Some doctors hope
for age compensation of psychopathology with the
formation of a picture of a non-endogenous disorder.
Several authors [20, 180] noted that until the moment
of correct psychiatric diagnosis, the duration of the disease
may often span from 10 to 20 years. Itis highlighted in the
literature that the number of people in different countries
of the world who suffer from schizophrenic psychoses
is almost the same. However, the symptoms on the basis
of which the diagnosis is made depend significantly on
time and culture. This is why the clinical picture and
the severity of all manifestations of the disease are
susceptible to cultural pathoplasty (which coincides with
the data of Yakovleva) [181].

Subjective errors in the diagnosis of schizophrenia can
be caused by insufficient study of the anamnesis when
the past psychotic state remains undetected and this fact
subsequently remains hidden. In such cases, patients
at some stage of life may appear before a psychiatrist as

primary cases, which becomes a cause of the confrontation
between the patient with schizophrenia and doctor, when
a patient believes that the diagnosis will estrange them
from society and dissimulates their anamnesis for this
reason. Objective information about the mental state can
be quite contradictory, which may be related to the very
essence of schizophrenia.

Subjective reasons for under- and overdiagnosis
of schizophrenia may also be connected with the
psychiatrist being insufficiently qualified, preventing
a proper assessment of the mental state, with
a psychiatrist's bad mood or lack of time [182, 183].
It is known that in the ICD-10, several diagnoses can
be placed on the same axis, which does not facilitate
compliance with methodological standards and does not
reduce the frequency of diagnostic discrepancies. This
trend also persists in the ICD-11, leading to a blurring
of the boundaries between psychopathology and
behavioral characteristics, which is already a concern
for psychiatrists around the world. This contributes
to objective and subjective causes of diagnostic errors.
In many cases, they are connected with the incorrect
explanation of mechanisms at the adaptation level — high
or low. However, the criteria for the level of adaptation
may change in parallel with social change. Objective and
subjective causes of diagnostic discrepancies may be
related to the inaccurate understanding or application
of dimensional and categorical diagnostic models. This,
in turn, can erase the boundaries of normality and
pathology and underscores the importance of following
a systematic approach at all stages of diagnostic analysis
[152, 183]. Disagreements in the diagnostic approaches
of general psychiatry often have a negative effect on
the diagnostic argument in forensic psychiatry, and
can, of course, have legal consequences. Another
cause of misdiagnosis may be linked to the indifference
of specialists to their work and, accordingly, the fate of the
patient [150-153; 184-185]. This, in turn, corresponds with
the data that at the end of the 19th century doctors were
much more likely to pay attention to their own mistakes
than in the 20t to early 21stcentury, when mistakes were
ignored [184]. In general, diagnosis in psychiatry is still
largely subjective, so the “doctor factor” is one of the main
issues in assessing psychopathology [152].

In  recent vyears, the differential diagnosis
of schizophrenia is often difficult due to significant

migration of the population, including ethnically



diverse groups. Ethnocultural factors in the diagnosis
of schizophrenia are important in many countries
and objectively complicate the diagnostic process
[186]. According to an extensive study, British citizens
of African-American descent are twice as likely to be
diagnosed with psychosis in comparison to citizens
who are not a part of racial minority, but are 3-9 times
more likely to be diagnosed with schizophrenia [147].
However, schizophrenia may be diagnosed on the basis
of a smaller number of symptoms in comparison with
white patients [187]. Such a situation can be regarded
as a result of pathoplastic influence of culturally and
socially conditioned forms of behavior on the design
of the picture of psychopathology — that s, as an error
in differential diagnosis. In other cases, according
to the findings of the abovementioned study, there
is more reason to assume that psychiatrists are
biased when diagnosing non-white people. However,
according to other data, in different ethnic groups with
different content of psychopathological experiences,
there is a basic similarity of psychoses, which allows
a correct nosological hypothesis to be constructed [185,
186]. Studies have shown that migration is an objective
factor in the potential triggering of the manifestation
or exacerbation of endogenous diseases [187]. Certain
groups of migrants in the Netherlands and Sweden
showed an increased risk of non-affective psychotic
disorders compared to indigenous peoples and
other migrants. At the same time, it is acknowledged
that this problem has not, to date, been sufficiently
studied [147, 186]. Non-optimal language skills and
psychogenic pathoplasty, along with subjective factors
(mutual distrust of the migrant and non-migrant doctor
and patient, ethnosocial barriers, etc.) can objectively
complicate the diagnostic process [188-189].

Similar diagnostic problems in recent decades, as noted
above, have been noted in many countries. In the case
of follow-up change of the diagnosis of endogenous
disorder (schizophrenia), diagnostic error may have
a complex genesis — objective and subjective, as well as
deliberate aggravation of the diagnosis [190].

Diagnostic discrepancies and errors in psychiatry in all
countries are analyzed not only according to medical, but
also to social and legal aspects. A special place is occupied
by naturally unacceptable abuses of psychiatry for
various purposes (political, with the aim of appropriating

the property of patients, unjustified deprivation

of certain rights, approbation of little-studied methods
of treatment, etc.) [191, 192]. As a rule, it is a question
of the legality or illegality of diagnosis of schizophrenia
and mental underdevelopment. It should be noted that
abuses in this field of medicine have long been identified,
which is reflected in works on the history of psychiatry
[23, 193, 194]. The problem appears to require separate
consideration beyond the scope of this article.

DISCUSSION

Thus, as shown by the analysis of the literature
conducted, the causes of schizophrenia remain mostly
unclear. However, over the past few decades, research
has gained depth and evidence (genetic, immunological,
morpho-cytochemical, and others). The roles of biogenic
amines, in particular dopamine, are being studied
increasingly comprehensively in schizophrenia. Although
some of the results of schizophrenia research are
controversial, this research is ongoing. This is explained
by the vast medical and social significance of the
disease and the hopes of scientists for the development
of science. This will change the lives of patients, since
it will be possible to discuss optimal therapy and
possible prevention.

The present review of the literature suggests that
psychiatrists have always had the basis for various
views on the course of schizophrenia and criteria
regarding its dynamic stages, including remission.
Remission in schizophrenia combines many complex
issues (differential diagnosis, therapy, pathomorphosis,
comorbid pathology) and can be considered an
independent aspect of the disorder under consideration.
In various years, scientists have found arguments for
looking at schizophrenia both as a single disorder or as
a group of disorders. The polymorphic symptoms and
typical dynamics of diverse forms of schizophrenia have
been systematized but neither in Russia nor in other
countries has the concept of pathogenesis been formed.
Given the constant multifactorial pathomorphosis of
schizophrenia and the rapid changes in ecology, society,
and pharmacotherapy, its clinical criteria may change.
Nevertheless, there is no reason to agree with the
assumptions that the term “schizophrenia” has become
obsolete. From our point of view, the abovementioned
causes of under- and overdiagnosis of schizophrenia
cannot cover all the possible difficulties that arise in the
diagnostic process.



In general, as follows from rather controversial Russian
and foreign literature, it will still take a very long time
before the problem of schizophrenia is solved. It seems
that this timeframe is largely depends on the position
of society, the development of the biological sciences
and technology, and the pathomorphosis of the disorder
itself. Many aspects of schizophrenia may become clearer
and less controversial with systematic studies based on
previous and subsequent data.

A review of the literature on the above mentioned
aspects of schizophrenia should focus scientific
attention on certain research results at a new stage
of methodological possibilities, with a different analysis
and synthesis of information.

CONCLUSION

The present literature review contributes to a better
understanding of schizophrenia research and might
be used to improve the quality of life of patients with
schizophrenia and reduce the burden on society
associated with such patients. The data presented on
the etiology, psychopathological and diagnostic criteria
of schizophrenia can guide scientists in choosing the most
promising areas of schizophrenia research and practice.
The review may be useful for the further research
of schizophrenia and diseases on the schizophrenic
spectrum.
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ABSTRACT
Exploring the professional values and educational needs of future and practicing mental health
specialists is required to develop effective measures aiming at improving their skills and interest in their work.

Our aim was to explore professional values and educational needs of mental health specialists in Russia.

We conducted a survey that captured socio-demographic data, professional characteristics, professional
values, and educational needs. Fisher's exact test, logistic regression, and the k-means cluster analysis were used
in our statistical analysis.

The survey included 133 participants, 71% of whom had completed their postgraduate education. The
following items were mentioned as important professional values by the respondents: “Job opportunities”, “Stimulation
of intellectual activity”, and “Work-life balance”. The most popular options for educational activities were English language
(63.4%), the principles of evidence-based medicine (63.4%), and developing skills for conducting scientific research (59.4%).

In comparison with practicing specialists, respondents who had not yet completed their postgraduate education were
more interested in developing their curriculum vitae (39% vs. 60%, p=0.044) and communication skills (49% vs. 77%,
p=0.0048). Compared to male respondents, female respondents were more interested in developing skills in conducting
scientific research (47 vs. 70%, p=0.0165).
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A cluster analysis showed that specialists who attached more importance to almost all professional values,
in comparison to those who did not, were more interested in activities aimed at developing their research skills
(64% vs. 41%, p=0.0287), learning about the principles of evidence-based medicine (70% vs. 41%, p=0.0063), and
participating in journal clubs (39% vs. 11%, p=0.0193).

The present study suggests that job opportunities, intellectual stimulation, and work-life balance are
the most important professional values for future and practicing mental health specialists. These findings might be
used as a basis for developing educational activities for mental health specialists.

AHHOTAU VA

AN nnaHnpoBaHus 3¢eKTUBHBIX Mep, HanpaBAeHHbIX Ha MOBbILLEHME KBanudukaumm 1 npodec-
CMOHa/IbHON 3aMHTEPECOBAHHOCTU MPAKTUKYOLWMX U BYAyLIMX CleumnannctoB B chepe oxpaHbl MCMXUYECKOro
3/0pOBbsl, HEO6XOAUMO onpejenieHne NX NPodeccMoHabHbBIX LEHHOCTeR 1 06pa3oBaTesibHbIX MOTPEGHOCTEN.

NaeHTndrkaums npodeccnoHanbHbIX LIeHHOCTe 1 06pa3oBaTe/ibHbIX MOTPEOHOCTEN POCCUMICKMX CNeLmnanmcToB
B 06/1aCTW OXpaHbl MCUXNYECKOTO 30P0BbS.

MpoBegeH KoHbUAEHLMaNbHbBIV ONPOC, BKIYaBLUNIA coumanbHo-AgeMorpaduryeckme n npodeccnoHanbHble
XapaKTepUCTUKIK, BOMPOCh! 0 NPpodeccroHanbHbIX LIEHHOCTSX M 06pa3oBaTe/lbHbIX MOTPeB6HOCTSAX. 15t CTaTUCTUYECKOro
aHaNn3a NCrnob30BaNnNCh TOUHBIA TecT DuLLepa, TOrMCcTUYecKast Perpeccus, KNacTepHbI aHanns MeTogoM k-cpeHux.

B onpoce npuHanum ydactune 133 yenoseka, 71% y4aCTHUKOB 3aKOHYMAM MNOCTAUNAOMHOE 06pa3oBaHue.
Hanbonee BaxHbIMW NpodeccroHanbHbIMU LLEHHOCTAMM 415 PECNOHAEHTOB ABAANUCH (MPpY OLeHKe No 5-6annbHOM
wikane): “Bo3MOXHOCTU Anst paboThl”, “CTUMYNALNS UHTENNeKTyanbHOM AesTenbHOCTW, “banaHc paboTa 1 X13Hb",
Hanbonee NONyAAPHbLIMU BapnaHTaMy 06pa3oBaTeNbHbIX MepOnpuUATUT — 0byYeHne aHTINNCKOMY A3bIKY (63,4%),
NpUYHUMNaM JoKasaTenbHor MeanuuHbl (63,4%), pa3BuTMe HaBbIKOB A5 NPOBeAeHUs COHBCTBEHHbIX HayUHbIX
nccnegoBaHuii (59,4%).

PecrnoHAeHThl, eLLie He 3aBepLUMBLLIE NOCTAUNIOMHOE 06pa3oBaHue, MO CPAaBHEHWHO C MPAKTUKYIOLLIMMM CrieLManmncTamu,
6bIM 6oNee 3aMHTepecoBaHbl B paspaboTke noptdoamo (39% vs. 60%, p=0,044), pa3BUTUN KOMMYHUKALMOHHBIX
HaBbIKOB (49% vs. 77%, p=0,0048). PecnoHAeHTbI XXEHCKOro nosa okasanucb 6osee 3aMHTepecoBaHbl B Pa3BUTUN
HaBbIKOB A/19 MPOBeAeHUs COBCTBEHHbIX Hay4YHbIX NcCcieAoBaHWi (47% vs. 70%, p=0,0165).

KnacTepHbI aHann3 nokasan, YTo CreumanuncTsl, npuaaroLLme 6obLuee 3Ha4eHe NPakTUyeckn BceM NpodeccnoHanbHbIM
LieHHOCTAM, Yalle NpeAnoyunTany MeponpuaTs, HanpasB/ieHHble Ha Pa3BUTME HaBbIKOB NMPOBeJEeHNs COBCTBEHHbIX
nccneoBaHnii (64% vs. 41%, p=0,0287); obyyeHne NpuHLUMNaM gokasaTenbHol meamuunHel (70% vs. 41%, p=0,0063);
XypHanbHble knybbl (39% vs. 11%, p=0,0193).

MonyyeHHble pe3y/bTaTbl AEMOHCTPUPYHOT HAaMBObLLYHO BaXXHOCTb A CNeunanmcToB B 061acTu
OXpaHbl NMCUXNYECKOrO 340POBbs LLIEHHOCTEN, CBSI3aHHbIX C YCNOBUSIMU TPyZAa U CTUMYAALME NHTEeNNeKTyaNlbHO
[eaTeNIbHOCTH, @ Takxke BbICOKUIA HTEPEeC K y4acTuio B 06pa3oBaTelbHbIX MEPOMPUATUAX, HAMPaBAeHHbIX Ha pa3BuTMe
“Hay4YHO-OPUEHTUPOBAHHBIX" 1 KOMMYHUWKATUBHbIX HaBbIKOB, YTO HEOGXOAMMO YUMTbIBATE NMPU NAAHMPOBaHU
o6pa3oBaTeNlbHOl AeATeIbHOCTH.

INTRODUCTION an adequate number of mental health care providers
The sustainable provision of high-quality mental and improve their well-being. It is well known that the
health care depends on the efficiency of the policies = number of human resources for mental health is limited
for human resources for health, aiming to maintain  in the majority of low- and middle-income countries [1].



For example, the Global Health Observatory reports
that there were 8.5 psychiatrists per 100,000 people
in Russia (an upper-middle- income country) in 2015
(https://apps.who.int/gho/data/view.main.HWF11v).
Although this number is relatively close to the
recommended ratio of 10 psychiatrists per 100,000
people, there is an issue of lack of interest in mental
health among medical students [2].

Previous international studies have shown that less
than 6% of medical university graduates choose a career
in psychiatry [3-4]. This might have several reasons.
Firstly, mental health problems and mental health services
remain stigmatized in the medical community [5-6].
Secondly, a significant proportion of medical students
describe
disturbing, stressful, and emotionally challenging [7].
Thirdly, although there have been suggestions that

interactions with psychiatric patients as

interest in psychiatry among medical students increases
after clinical practice in psychiatric wards, the quality
of mental health education still needs substantial
improvement [8]. Considering that mental and addictive
disorders are among the leading causes of mortality,
morbidity, and disability worldwide [9-11], such low
interest in a career in mental health among medical
students may lead not only to staff shortages, but also
to significant problems in the diagnosis and treatment
of mental and behavioral disorders [12-13]. Taking into
account this fact, the World Psychiatry Association (WPA)
has included the education of specialists; strengthening
of personnel resources; the development of international
partnerships between mental health professional
resources, health-related institutions and non-medical
organizations; and the promotion of psychiatry as
a medical specialty in clinical, academic, and research
areas in the list of priorities in the current WPA Action Plan
2020-2023 [14].

Another important issue affecting the quality of mental
health care is poor job-related well-being among mental
health providers, including a high level of burnout and lack
of job satisfaction. Poor job-related well-being has been
associated with increased staff turnover and a decrease
in the quality of the provided care [15]. Workloads,
long working hours, stress, lack of support from family
and friends, low salaries, and high expectations from
society weigh negatively on the job-related well-being
of mental health specialists, which, in turn, affects the
quality of provided care [16]. Chumakov et al. showed

that signs of professional burnout, which is an important
aspect of job-related well-being, were observed in
118 (71,5%) out of the 165 surveyed early career
psychiatrists in Russia [17].

Providing sufficient opportunities for professional
development and improving the job-related well-being of
mental health care providers are one of the key tasks of
the Russian Society of Psychiatrists and the Early Career
Psychiatrists' Council of the Russian Society of Psychiatrists
(RSP ECPC) (https://psychiatr.ru/about/ustav).

However, before planning measures aiming at making
mental health practice more attractive to medical students,
or improving job satisfaction among practicing specialists,
the most relevant professional values and educational
needs should be determined. Professional values have
been defined as the basis on which a person chooses,
masters, and performs his/her working activity [18].
Educational needs, in turn, refer to the gaps in knowledge
or skills on the part of specialists required to be filled
in order to achieve the desired level of competence [19-20].
However, these domains have not been studied, to date,
among Russian mental health care specialists.

Against this background, we conducted a pilot
study aimed at exploring the professional values and
educational needs of mental health specialists in Russia.

METHODS

This study adopted a cross-sectional study design.
A voluntary confidential survey was administered to
personnel and trainees providing care to people with
mental health problems in Russia. The data was collected
in-person as part of the VI School of St. Petersburg
Early Career Psychiatrists and online using the Internet
platform (https://docs.google.com/forms/), from May
to December 2021. Invitations to participate were
distributed in the profile groups of social networks that
unite mental health specialists, as well as through the
information platforms of the Early Career Psychiatrists’
Council of the Russian Society of Psychiatrists and the
Young Scientists’ Council of the V.M. Bekhterev National
Medical Research Center for Psychiatry and Neurology.

Participants were eligible if they met the following
criteria: 1) work or receiving training in the field
of psychiatry, addiction psychiatry, psychotherapy,
psychology, or other areas related to mental health;
2) over 18 years of age; and 3) possess sufficient


https://psychiatr.ru/about/ustav
https://docs.google.com/forms/

knowledge of the Russian language to understand the
questionnaire. The criterion for non-inclusion was refusal
to participate in the study.

The questionnaire was developed based on the existing
literature, specifying the professional values and types
of educational activities for mental health specialists
[4, 16, 21-25], and it included three main sections
(Supplement 1). We did not conduct a validation study
for the questionnaire.

The first designed to capture
socio-demographic data and the individual characteristics
of the respondents and included the following sub-sections:

section was

a) demographic characteristics; b) work activities (position,
mental health field, place of employment, educational
and research activities at the time of completing the
survey, work duration and availability of a curriculum
vitae (CV); and c) education (completion of a professional
education program and the number of years since the
completion of the first professional education in mental
health). In order to assess the alignment of educational
programs with clinical practice, the following question was
asked: “Does the content of the educational programs
that you completed correspond to the cases thatyou are
currently facing in clinical practice?”, with the following
answer choices: “Yes” or “No”". If he/she chose “No” the
respondent was asked to clarify their answer.

The second section was devoted to the professional
values, which in the past studies [4, 16, 21] have
been identified as the factors that drive professional
interest in the mental health field. Participants were
asked to evaluate the following professional values:
“Intellectual stimulation”, “Short duration of training”,
“Financial compensation”, “Work-life balance”, “Prestige”,
“Research opportunities”, “Research supervisors on
a topic of interest”, “Annual conferences”, and “Job
opportunities” on a five-point Likert scale (from 1 — “Not
at all important” to 5 — “Very important”).

The third section consisted of questions about future
educational activities, including the intention to become
a part of the RSP ECPC and participate in various
educational events, such as “Developing a Curriculum
Vitae (CV)"; “Developing skills for communication
with patients and their families”; “Developing skills
for conducting own research and publishing results”;
“Developing the skills required for genetic counseling”;

“Principles of evidence-based medicine”; “English
language skills”; “Writing resumes, motivation letters”;
“Journal club” and “Developing a grant application”. Such
activities are considered to be the most popular among
mental health specialists [19-20, 22-23, 26]. In addition,
participants could freely express their wishes regarding
the format and topics of the educational events.
Participants who did not complete the questionnaire
in full were not excluded from the study. All the available
data were included in the statistical analysis. Since the
proportion of missing data was less than or about 10%,
we did not use any missing data imputation methods.
Such a decision was informed by the guidance of Bennett,
which suggests that a statistical analysis is likely to be
biased if more than 10% of the data is missing [27].

The obtained data was analyzed using the SAS JMP
Statistical Discovery Pro 16.0 software package
(SAS USA). The distribution of the
continuous variables was checked for normality using
histograms and the Shapiro-Wilk test. Due to the fact
that the continuous variables did not follow a normal

Institute Inc.,

distribution, the data was presented in the median and
first and third quartile format (Me [Q1, Q3]). Ordinal
variables are presented in the mean and standard
deviation format (M [SD]). Fisher's exact test was used
to assess the differences in the frequencies of categorical
variables between the groups. The logistic regression
estimated the association between professional values
and the choice of an educational activity. To facilitate the
interpretation of regression model results, independent
variables (values) were measured using a 5-point Likert
scale and converted to dichotomous variables (score
below median vs. score equal to median or above). The
associations were considered statistically significant
at a two-tailed p-value of less than 0.05. A k-means
cluster analysis was used for sample clustering based
on the professional values. The model using two clusters
was regarded as the most appropriate, as it allowed for
maximum homogeneity within the groups and optimal
distance between the centers of the clusters.

Ethical approval was not obtained for the purposes of this
study. The survey was confidential, and no identifying
information was collected. All participants provided



voluntary, informed consent to participate in the survey.
During the active survey phase, no reports about any
potential harm related to the survey were received.

RESULTS

Atotal of 133 people participated in the survey, of which
the majority were females (54%, n=72). The median age
was 28 years [Q1=25, Q3=33] (119 answers, 89.5% of total
sample). Most respondents were employed in psychiatry
(58.6%, n=78), psychotherapy (21.1%, n=28), psychology
(10.5%, n=14), and addiction psychiatry (11.3%, n=15). The
majority of the respondents (71%, n=95) had completed
professional education, and 91% (n=121) were employed
in the field of adult patients care. The most common
places of employment for the respondents were public
hospitals (47.4%, n=63) and outpatient departments
in private clinics (27.1%, n=36). About half of the
respondents were engaged in educational (49.6%, n=66)
and scientific activities (37.6%, n=50).

The results of the current study will be presented
in three parts. Firstly, we will present the results on
professional values and educational needs among
mental health specialists. In the second part, discovered
associations between professional values and preferences
for educational activities will be reported. This will be
followed by a discussion of the cluster analysis results.

All participants answered questions about the
professional values except for one missed answer for
the “Job opportunities” (99.2%, n=132 answers). On

Educational activities

Principles of evidence-based medicine

English language skills

Developing skills for conducting own research and publishing results

Developing skills for communication with patients and their families

Developing a CV

Writing resumes, motivation letters
Developing a grant application
Journal club

Developing the skills required for genetic counseling

a 5-point Likert scale, the most important professional
values for the respondents were “Job opportunities”
(4.6 [0.78]), “Intellectual stimulation” (4.5 [0.78]),
and “Work-life balance” (4.4 [0.90]). Factors such as
“Short duration of training” (3.3 [1.05]), “Prestige”
(3.6 [1.14]), and “Research opportunities” (3.8 [1.17])
were found to be the least important to this sample
of respondents.

According to the majority of respondents (76.7%, n=102),
the content of the currently available educational
programs is relevant to their daily clinical practice. The
majority of participants (92.5%, n=123) also answered
questions about their preferences regarding the choice
of topics and options for educational activities. The most
popular options were “English language skills”, “Principles
of evidence-based medicine”, and “Developing skills for
conducting own research and publishing results”. The
least popular were the “Developing skills required for
genetic counseling”, “Journal club” and “Developing
a grant application” (Table 1).

The results of the Fisher's two-tailed exact test
showed that preferences in the choice of topics and
options for educational activities differed according
to socio-demographic and professional backgrounds.
In comparison with the respondents who had
already graduated, those who are still studying were
more interested in educational activities aimed at
developing a CV (39% vs. 60%, p=0.044, n=123) and
communication skills (49% vs. 77%, p=0.0048, n=123).

Overall N of answers
(% of total sample)

N of positive answers
(% of overall N of answers)

78 (63.4%) 123 (92.5%)
78 (63.4%) 123 (92.5%)
73 (59.4%) 123 (92.5%)
70 (56.9%) 123 (92.5%)
55 (44.7%) 123 (92.5%)
46 (37.7%) 122 (91.7%)
41 (33.3%) 123 (92.5%)
40 (32.5%) 123 (92.5%)
39 (31.7%) 123 (92.5%)



Consequently, older age turned out to be a factor
associated with a lesser preference for these activities
(B=-0,09, p=0.034 for developing a CV and B=-0,13,
p=0.0015 for communication skills).

The activities related to the development of skills for
conducting one’s own research and publishing their
results were more often preferred by respondents who
were already engaged in scientific activities (72% vs. 52%,
p=0.0375) and respondents who reported having an
up-to-date CV (71% vs. 52%, p=0.039), compared
to those who did not. It is also worth noting that
females were significantly more interested in this type
of educational activities, in comparison with males
(70% vs. 47%, p=0.0165). Respondents already involved
in research, compared to those who were not, were also
significantly more interested in participating in journal
clubs (21% vs. 52%, p=0.0013) and grant application
development seminars (25% vs. 48%, p=0.0105).

Using Fisher's two-tailed exact test, it was established that
preference for a particular educational activity depended
on the subjective importance of certain professional
values. In this analysis, all values-related variables were
dichotomized by the median. For example, the activities
related to the skills for conducting one’s own research
and publishing the results were more often preferred
by respondents who more valued (i.e. score for the value
was equal to median or above) research opportunities
[Me=4] and the availability of research supervisors on
their topic of interest [Me=4] compared to those who
scored below the median (72% vs. 25%, p=0.0005 and

Professional values

Intellectual stimulation

Short duration of training

Financial compensation

Work-life balance

Prestige

Research opportunities

Research supervisors on a topic of interest
Annual conferences

Work opportunities

66% vs. 38%, p=0.0095, respectively). Interest in learning
the principles of evidence-based medicine was associated
with the professional importance of annual conferences
(71% among those who had a score at the median
or above [Me=4]vs. 42% among those with a score below
the median, p=0.0053). Grant writing events turned out
to be more interesting to respondents for whom research
opportunities had a more important professional value
(42% among those who had a score equal to the median
or above vs. 18% among those with a score below the
median, p=0.0055).

Our sample was clustered using professional values
as variables (Table 2). Participants in the larger cluster
number 2 attached more importance to almost all
of the presented professional values, with the exception
of the short duration of training. The most pronounced
differences were noticed in values such as prestige,
research opportunities, research supervisors on a topic
of interest, as well as annual conferences. It should be
noted that cluster number 2 contained a significantly
higher proportion of women in comparison with cluster
number 1 (59% vs. 37%, p=0.0324).

Respondents also differed in their preferences for
educational activities between the two clusters. Thus,
respondents in cluster number 2, compared to respondents
in cluster number 1, were more likely to prefer activities
that aimed at developing skills for conducting research
and publishing results (64% vs. 41%, p=0,0287), learning
the principles of evidence-based medicine (70% vs. 41%,
p=0,0063), and joining journal clubs (39% vs. 11%,
p=0,0193).

Cluster 1, n=30 Cluster 2, n=102

3.7 4.7
3.3 3.3
35 4.1
3.7 4.5
25 4.0
2.7 4.2
2.8 4.4
29 4.4
4.0 4.7



DISCUSSION

To our knowledge, ours was the first study to analyze

professional values, preferences and educational needs

among mental health specialists in Russia. Based on our

survey data analysis, the main findings were as follows:

1. The most important professional values for mental
health specialists are job opportunities, intellectual
stimulation, and work-life balance.

2. Mental health specialists have the greatest need
for educational activities aimed at developing their
English language skills, learning the principles of
evidence-based medicine, and developing the skills
for conducting research and publishing their results.

3. Compared to those who have completed formal
education, younger specialists who are still in training
show greater interest in educational activities that
focus on developing CV and communication skills.

4. Female specialists appear more interested in
educational activities that focus on developing skills
for conducting research and publishing their results.

5. Specialists who place greater importance on
professional values are more interested in educational
activities focused on developing research skills,
learning the principles of evidence-based medicine,
and attending journal clubs.

The main strength of this study is that the assessment
of the professional values and educational needs was
conducted not only among already working specialists, but
also among those who are still in training. This approach
allowed us to capture diverse perspectives. This study adds
to the growing body of literature on the issues of career
initiation and retention among mental health specialists.

This study has a number of limitations. Firstly, the
participants’ responses were gathered via self-reports,
which potential
methodological biases (e.g., the social desirability effect
or informational biases). Secondly, due to the relatively
small number of respondents employed in the field

leaves open the possibility for

of mental health, aside from psychiatry, we were not
able to compare professional values and educational
needs between specialists with different profiles.
Thirdly, the survey did not take into account many
socio-demographic factors (e.g., marital status, social
support), and job characteristics (e.g., number of hours

worked, wages, presence/absence of administrative
support, multidisciplinary medical team characteristics,
work conflict resolution processes) that may have
influenced the interest in mental health care. Finally,
some respondents did not complete the questionnaire
in full, which may have had a slight impact on our results
regarding the preferences in education activities.

Our findings suggest that organizational measures may
need to focus not only on improving work-life balance
and creating more job opportunities, but also on building
an environment that stimulates intellectual activity.
These findings are consistent with the results of a study
from Switzerland that demonstrates the importance
of intellectual stimulation in maintaining a high level
of job satisfaction among Swiss physicians [21].

Our results also showed the “scientific orientation” of
early career specialists, which is undoubtedly a positive
trend, because the translation of science into clinical
practice is one of the most important ways to improve
quality [22]. Therefore, to stimulate the interest of mental
health specialists in their work and improve the quality
of the care they provide, these activities should be
considered when developing educational strategies in the
field of mental health. A promising approach would be
to conduct scientific and educational activities such as
journal clubs in English. This educational format was
well received by medical students in Russia, as it allows
them to improve their English language skills, learn the
principles of evidence-based medicine, and develop the
skills needed to conduct research and publish the results
in international peer-reviewed journals [23].

Our results also revealed the demand for seminars
on developing a CV among early career specialists still
in training. On the one hand, interest in CV development
among specialists who are not yet employed can indicate
a high level of professional ambition and deep interest
in their future field of choice, which is a positive trend.
On the other hand, interest in this topic may reflect the
intention of early career specialists to seek a job abroad,
since using CVs is neither key nor particularly useful for
finding a job in Russia. This explanation is consistent with
the results of previous studies showing the migration trends
of trained specialists to higher income countries [24].

The strong interest of future specialists in developing
their communication skills reflects positive changes in



the field of mental health. Until recently, the problem
of communication between doctors and patients
in psychiatry had received almost no attention, even
though communication skills are key in achieving
compliance and for effective treatment [25]. There
is evidence that good communication skills can improve
patients’ subjective perception of the treatment process,
which improves the quality of delivered care [26].
Therefore, it is necessary to plan and provide theoretical
and practical educational activities aiming at developing
communication skills. Currently, one of the possible
directions for the development of this area is teaching
communication skills using simulation models, in which
specialists simultaneously acquire both clinical and
nonclinical skills [28].

It is important to note that female respondents in our
study were more interested in developing the skills
needed to conduct their own research. This finding
reflects the global trend towards the narrowing of the
gender gap in science: despite the fact that women are
still underrepresented in academia in most countries,
the proportion of women active in research is on a steady
increase [29].

Our findings indicate that specialists whose attitude
towards their work is largely determined by professional
values are more interested in “scientifically oriented”
educational activities. Previous studies have shown
that the “scientific orientation” of physicians can be
associated with higher perceived professionalism and
prestige [30-31],
programs should include modules with a focus on

meaning that modern training

research in order to increase interest in psychiatry
among students. Nevertheless, to our knowledge,
our study is the first to report an association between
professional values and a “scientifically oriented
approach” among mental health specialists.

Based on the findings of the current study, the following
suggestion can be put forth. Future research in this field
may need to include non-medical specialists (e.g. clinical
psychologists or social workers) and nursing staff in their
sample of interest. Our results also highlight the need for
inclusion of research activities as a component of mental
health program curricula. Furthermore, educational
resources should be made available to support the
research activities of current and future care providers.

CONCLUSION

The present study suggests that job opportunities,
intellectual stimulation, and work-life balance are the
most important professional values for mental health
specialists. The results we obtained could allow to identify
the most important areas for the future educational
activities which are necessary for improving specialists’
qualifications and job satisfaction. This will lead to an
increase in the quality of the care provided to people
with mental disorders.
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ABSTRACT

In addition to the neurological complications affecting people infected with COVID-19, cognitive
impairment symptoms and symptoms of anxiety and depression remain a frequent cause of complaints. The specificity
of cognitive impairment in patients with COVID-19 is still poorly understood.

An exploratory study of factors that may be associated with cognitive decline during the COVID-19 pandemic.

The cross-sectional multicentre observational study was conducted in a polyclinic unitin Saint Petersburg and
in the regions of the North-Western Federal Region. During the study, socio-demographic parameters and information
about the somatic condition of patients who applied for primary health care was collected. Emotional and cognitive
state were investigated using the Hospital Anxiety and Depression Scale (HADS) and Montreal Cognitive Assessment
(MoCA). Mathematical and statistical data processing was carried out using SPSS and RStudio statistical programs.

The study included 515 participants, 60% (n=310) of which were women. The sample was divided into
those who did (28.5%, n=147) and did not (71.4%, n=368) complain of cognitive decline. Patients with complaints
of cognitive decline were significantly older, had lower levels of education and higher levels of depression and anxiety
according to HADS (p <0.05). Patients with complaints of cognitive decline underwent the MoCA test (24.3%, n=125).
The median MoCA test scores were within the normal range (Median=27, Q1=25, Q3=28), and cognitive decline
(MoCA less than 26 points) was detected in 40% (n=50) of patients with complaints of cognitive decline. No significant
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correlations were found between the MoCA scores and the levels of anxiety and depression according to the HADS
(p >0.05). Patients with mild severity of the COVID-19 course were more successful with MoCA subtests than patients
with moderate and severe courses.

We found no linear association between objective cognitive deficit and the affective state of
respondents. Patients’ subjective complaints about cognitive dysfunction were mostly caused by their emotional state
than an objective decrease of their cognitive functions. Therefore, in case of subjective complaints on cognitive decline,
it is necessary to assess not only the cognitive but also the affective state of the patient. The severity of the COVID-19
course affects the functions of the cognitive sphere, including attention, regulatory functions and speech fluency. Mild
and moderate severity of the COVID-19 correlates with clinically determined depression. The absence of this relationship
with the severe course of the disease is probably explained by the significant somatic decompensation of patients.

AHHOTALUNA

MOMVMO HEBPOOTNYECKMX CUMMTOMOB, Pa3BUBAKLLMXCSA Y UL, MHGMLMPOBaHHbIX COVID-19, cumnToMmsl
TPeBOrn 1 fenpeccuu, KOrHUTVBHbIE HapyLUeHUs ABAAI0TCA YacTbiM NPUYMHAM Xanob. Creunduka HapyLLeHWNT
KOFHUTMBHOW chepbl y naumeHTos ¢ COVID-19 fo c1ux MOp n3yyeHa HeJOCTaTO4HO.

MouvckoBoe nccnefoBaHme akTopOoB, CBA3aHHbIX C KOTHUTUBHBIM CHKEHVEM B Nepuog naHaemun COVID-19.

MonepeyHoe MHOroLLeHTPOBOE 06CepBaLMOHHOE NCCIeA0BaHNE MALMEHTOB, HAXOAALLMXCA Ha amMbynaTopHOM
Jle4YeHVn B MeANLMHCKNX yupexgeHuax CaHkT-MeTepbypra 1 CeBepo-3anagHoro ¢pefepanbHOro okpyra. B xoge
nccnesoBaHNs Obian cobpaHbl coLManbHO-geMorpadryeckme napaMmeTpbl U MHGOPMALS O COMATUYECKOM COCTOSIHUN
NaLMeHToB, 0OPaTUBLLVXCS 3@ MePBUYHOM MEANLIMHCKOM MOMOLLIbH. DMOLMOHaNbHOE N KOTHUTVUBHOE COCTOsIHME
NCCef0Bany € UCNoJIb30BaHVeM FocnnTanbHONM Wkanbl Tpesorn 1 genpeccun (HADS) n MOHpeanibCKon KOrHUTVBHOM
wkanbl (MoCA). Matematuueckass U cTaTuctMyeckass 06paboTka AaHHbIX MPOBOAMIACE C WCMOb30BaHNEM
CTaTUCTMYeCcKMX nporpamm SPSS 1 RStudio.

B nccnepgoBaHuy npuHann yyactne 515 yyactHrkos, 60% (n=310) 13 KOTOPbIX HbINV XeHLNHbI.
Bbibopka 6bina pasgeneHa Ha Tex, KTo xanosasncs (28,5%, n=147) n He xanosancsa (71,4%, n=368) Ha CHMXeHne
KOTHUTUBHbIX CNOCOBHOCTEN. MNauneHTbl € XanobaMm Ha CHUXEHNE KOTHUTUBHBLIX GYHKLMIA BbIN 3HaUNTENbHO
cTaplue, Menu 6onee HU3KNM ypoBeHb 0O6Pa3oBaHNS 1 6osiee BbICOKME YPOBHU AeNpPeccun 1 TPEBOMM MO AaHHbIM
HADS (p <0,05). MauneHTaM ¢ anobaMu Ha CHMXXEHVE KOTHUTUBHbBIX QYHKLMIA Gblna MpoBejeHa OLieHKa Mo LwKane
MoCA (24,3%, n=125). MeanaHHble 6annsl MoCA 6bin B Npegenax HopMbl (MegnaHa=27, Q1=25, Q3=28), CHuxeHne
KOTHUTUBHBIX criocobHocTen (MoCA mMeHee 26 6annoB) 66110 06HapyxeHo y 40% (n=50) NaLuMeHTOB C Xanobamu
Ha KOTHUTUBHOE CHIKeHMe. He 6bl10 06HapyXXeHO 3HaUYMMBbIX Koppensaumin mexay 6annamu MoCA 1 ypoBHAMM
TpeBorun n genpeccun B coorsetcteun ¢ HADS (p >0,05). MaumeHTbl € ferko cteneHbto Tsxect COVID-19 6binu
6osiee ycrneLlHbl B BbIMOHeHWW cybTecToB MOCA, 4eM MaumeHTbl C yMePeHHbIM U TSXXebIM TeUeHMeM.

OueHeHbl akTopbl, KOTOPbIe, BO3MOXHO, CBA3aHbl CO CHVDKEHNEM KOTHUTUBHBIX GYHKLMIA Y MaLMeHTOB
NOANKINHUYECKUX OTAeNeHNn B nepuog naHazemum COVID-19. O6beKTUBHbIA KOTHUTUBHLIN AebuunT He 1Men
JIVHeNHOW €BA3M ¢ apdeKTBHBIM COCTOSTHMEM PeCcnoHAeHTOB. OJHaKOo CyObeKTMBHbIE Xanobbl Ha KOTHUTUBHYHO
OVCOYHKUMIO Y MaUMeEHTOB 6binn B 6ONbLUen cTeneHn O06yC/NoBAEHbl SMOLMOHANBHBEIM COCTOSHUEM, YeM KX
06BEKTUBHBIM CHVDKEHMEM KOTHUTUBHbBIX GYHKLMIA. [T03TOMY MPU HaNUMKN CYyOBEKTUBHOIO CHYXXEHUSI KOTHUTUBHBIX
OYHKUNI HEOBXOAMMO OLEHMBATE He TOJIbKO KOTHUTUBHbBIA NPodusb, HO 1 apPeKTUBHOE COCTOSHME NaLneHTa.
TsxKecTb 3a601eBaHVIA BAUSET Ha KOTHUTUBHbIE GYHKLMN, BKTHOUAs BHIMaHWe, perynsiTopHble GyHKUMN 1 6ernocTb
peun. Jlerkaa 1 ymepeHHas cteneHb Tsxect COVID-19 koppenmpyeT ¢ KIMHUYECKN onpejensemMol jenpeccuer.
OTCcyTCTBME 3TOV B3aMMOCBA3W MPU TSXENOM TedeHUW 3aboseBaHWVsl, BEPOATHO, CBS3aHO CO 3HAYUTENbHOW
coMaTnyeckol JekoMreHcalmer naumeHToB.



INTRODUCTION

Cognitive impairment is one of the main factors that
disrupt daily social functioning and quality of life. This issue
has become more acute in the context of the coronavirus
(COVID-19) pandemic. The symptoms of cognitive
impairment were noted not only in patients with the
acute form of COVID-19 but also in persons with an
asymptomatic course of the disease and in patients six
months after recovery [1, 2]. The following symptoms
were commonly observed: headache, dizziness, loss
of sense of smell and taste, an increased sense of anxiety,
agitation,
delirium [4-6], inflammatory complications (meningitis,
encephalitis, encephalomyelitis) [7] and stroke [8, 9].

impaired attention and confusion [3],

Furthermore, in a recent meta-analysis J. Deng et al.
determined that depression was observed among 45%
of the patients with COVID-19, anxiety in 47%, and
insomnia in 34% of patients [10]. These rates significantly
exceed the levels of depression, anxiety, and insomnia
before the pandemic among both hospital patients and
the general population. Studies also report that mental
disorders tend to be more common among hospitalised
patients with COVID-19 [11], and clinically significant
cognitive decline is especially frequent among elderly
people who have been infected with this virus [12].
Although it is difficult to correctly assess the symptoms
of cognitive impairment during the acute phase of
COVID-19, the Mini Mental State Examination (MMSE)
detected the presence of such symptoms among 33%
of patients [13]. According to the systematic review
findings, the majority of patients with COVID-19-related
severe acute respiratory syndrome (SARS) or Middle East
respiratory syndrome (MERS) do not develop mental
disorders [15]. However, 34% of patients tend to show
signs of memory disorders [15].

The existing literature suggests that about one-third
of patients have cognitive impairment symptoms
upon discharge from the hospital. Psychopathological
symptoms often remain present longer than complications
associated with the respiratory or cardiovascular systems
[15, 16]. An online survey in the United States showed that
among 1,500 people infected with COVID-19, about 50%
of respondents had difficulties in concentrating on a task
for a long time [15]. It was determined that the severity
of cognitive impairment during the post-COVID-19
syndrome directly correlates with the severity of the
disease. The severity of the COVID-19 course depends

on the level of hypoxemia, increased concentration
of D-dimer in the acute period, residual pulmonary
insufficiency, the level of C-reactive protein (CRP), and
increased density of the white matter of the brain [17].
Besides the COVID-19 itself, various psychiatric disorders
were caused by contradictory and often alarming
opinions about the pandemic expressed by the medical
community and media representatives [18].

Although diagnosis and treatment of mental disorders
and cognitive impairment during the acute period
of COVID-19 are not prioritised due to the urgency
of somatic or neurological pathology, they may cause
difficulties in the long-term perspective. Taking this into
account, we conducted an exploratory study of factors
that may be associated with cognitive decline during
the COVID-19 pandemic among the polyclinic patients
of the North-West Region of Russia. The objectives of the
research were as follows: 1) to assess the prevalence
of cognitive decline complaints in patients diagnosed
with COVID-19; 2) to objectify the presence of cognitive
impairment in patients with subjective cognitive decline
complaints; 3) to assess the relationship between age
and education level of patients with the emergence
of objective and subjective cognitive decline complaints;
4) to assess the role of the severity of COVID-19 on
cognitive status.

METHODS

The cross-sectional multicentre observational study was
conducted in the polyclinic unit of Saint Petersburg and
regions of the North-Western Federal Region.

Within the framework of mandatory practical training,
resident doctors of the V.M. Bekhterev National Medical
Research Centre for Psychiatry and Neurology collected
anamnesis and laboratory parameters of polyclinic
patients, including the nasopharyngeal polymerase chain
reaction (PCR) test, C-reactive protein (mg/L), platelets
(10%/L), and lymphocytes (10%/L). Further, a physical
examination was performed and included measurement
of respiration rate, oxygen saturation in the blood
(SpO, (%), and computed tomography (CT) of the chest
(volume of lesion) according to the recommended criteria
(CT-1 — Minimal (<25% of volume), CT-2 — Average
(25-50% of volume), CT-3 — Significant (50-75%



of volume), CT-4 — Subtotal [19]). Due to the
non-interventional nature of the study, investigators
collected only those laboratory parameters, which were
available for patients who agreed to participate in the
study. All study participants were screened for the
presence of anxiety and depression, using the Hospital
Anxiety and Depression Scale (HADS) [20]. Furthermore,
participants with cognitive decline complaints were
screened for the presence of cognitive impairment using
Montreal Cognitive Assessment (MoCA) [21, 22].

Prior to the study, the Young Scientists Council of the
V.M. Bekhterev National Medical Research Centre for
Psychiatry and Neurology instructed residents on the
methodology of conducting an assessment using MoCA
and HADS and provided step-by-step video description
of the required scope of the survey.

HADS is one of the most commonly used scales for
assessing anxiety and depression among patients
in a general hospital setting [20, 23]. It is a 4-point Likert
scale, consisting of two subscales with seven items
each: first subscale measures anxiety (HADS-A) and
second subscale measures depression (HADS-D). The
total score is obtained by summarising the scores within
each subscale. The scores from 0 to 7 represent “normal,”
8-10"mild,” 11-14 “moderate,” and 15-21 “severe” levels
of anxiety and depression according to international
guidance [20].

MoCA is a screening test used to detect mild cognitive
impairment (MCl) at a very early stage, which makes
it possible to diagnose and treat patients faster.
MoCA includes nine areas: executive function, fluency,
orientation, computation, abstraction, delayed recall,
visual perception, naming, and attention. A score less
than or equal to 26 points out of 30 indicates cognitive
impairment [2, 12, 24].

1) patients from 18 to 70 years old who have given
voluntary informed consent to participate in the
study and who were able to understand tasks of the
research scales;

2) patients who received primary health care (in a
polyclinic unit) in St. Petersburg and regions of the
North-Western Federal District of Russia;

3) patients receiving primary health care from residents
of the V.M. Bekhterev National Medical Research
Centre for Psychiatry and Neurology.

1) patients in need of emergency hospitalisation at
the time of applying for outpatient primary health
care and specialised medical care due to the
deterioration of their general condition;

2) patients in need for emergency, resuscitation or
other medical care during hospitalisation due to the
severity of their current condition;

3) refusal of the patient to participate in the study at
any stage;

4) aggravation of the patient's mental or somatic
condition at any stage of the research.

For the purposes of this study, subjective cognitive
decline is defined as a self-perceived cognitive decline
in cognitively normal people [31]. In line with this
definition the sample was divided in two subgroups:
those who complained about decreased cognitive
functions and those who had no cognitive complaints.
Based on the laboratory and instrumental examination,
participants were divided into three groups depending
on the severity of their condition: severe, moderate and
mild. The criteria for severe degree were as follows:
respiration rate >30, SpO, <93% and CT signs typical for
a viral lesion (the volume of the lesion is significant or
subtotal; CT 3-4). The criteria for moderate degree were
as follows: 22 < respiration rate < 30, 95% < SpO, < 93%,
CT signs typical for a viral lesion (the volume of the lesion
is minimal or average; CT 1-2), serum CRP >10 mg/I.
Mild severity group included persons who had no signs
of moderate or severe condition. The severity criteria
were determined according to the temporary guidelines
for prevention, diagnosis, and treatment of the COVID-19
infection at the time of the study [25].

Mathematical and statistical data processing was
carried out using the software product SPSS (v.26.0.0.0)
and the programming language R (version 4.0.2) in
RStudio v1.4.1717. The arithmetic mean and standard
deviation — M(0), as well as the median and interquartile
range — Me (Q1-Q3) were used as measures of the
central trend. Categorical variables were described by
percentages with the reduction of absolute numbers —



% (n) and comparison using Pearson’s criterion x2. The
test for the normality of the distribution was carried out
according to the Shapiro-Wilk criterion with the correction
of the significance by Lilyfors. Due to the abnormality
of the distribution of most variables, the Kraskal-Wallis
criterion was used for data with ordinal scales, followed
by the application of the Mann-Whitney U criterion
for pairwise comparison and considering Bonferroni
corrections. Spearman’s criterion (p) was used for the
correlation analysis.

The study was conducted in compliance with the current
legislation of the Russian Federation, the Helsinki
Declaration of Human Rights Protection, and the rules
for organising research protocols. Data on the results
of invasive research methods were used from available
medical documents, if the patient had them at the time
of his inclusion in the study. The participants (patients)
were informed in full and accessible form about the
nature and purpose of the study and provided their
written consent. The study was approved by the Local
Ethics Committee (IRB Registration number: EC-1-132/20).

RESULTS

The study included 515 participants, 60% (n=310) of which
were women. The mean age of respondents was 41.5
(£15) years (M(o) for women=40.97 (+15.09) and M(o)
men=42.36 (+14.94)). Overall, 57.6% (n=297) of the
participants had higher education, 9.9% (n=51) did not

Factors

Age, Me (Q1-Q3)

Male, n (%)

Female, n (%)

Education level

Academic degree, n (%)

Higher education, n (%)

Incomplete higher education, n (%)
Secondary vocational education, n (%)
Secondary education, n (%)

COVID-19 positive status, n (%)

Group with subjective
cognitive decline (n=147)
45 (31-62)

60 (41%)

86 (59%)

0

74 (50%)

10 (6.8%)
33 (22.4%)
30 (20.4%)
116 (78.9%)

complete higher education, 15.7% (n=81) of respondents
had professional, 14.9% (n=77) had secondary education
and 1.74% (n=9) of the participants had an academic
degree. In total, 74.2% (n=382) of participants were
diagnosed COVID-19. In particular, 52.4% (n=270)
of patients had instrumentally confirmed COVID-19
infection: 43.1% (n=222) of patients were diagnosed
based on the PCR-test results at the time of inclusion
in the study, whereas 9.3% (n=48) of patients were
diagnosed according to the detected signs of the chest CT.
Other 21.7% (n=112) of patients had signs of severe acute
respiratory syndrome (SARS) and were diagnosed with
COVID-19 (according to medical documents) although
PCR test verification of diagnose was not presented.

The overall sample (n=515) was divided into those
who complained of subjective cognitive decline (28.5%
(n=147)) and those who did not have cognitive complaints
(71.4% (n=368)). The groups differed by age, education
level, and COVID-19 status. The characteristics of the
sample are presented in Table 1.

In the group of patients with subjective cognitive
decline, 116 patients were diagnosed with COVID-19 or
showed signs of SARS. The complete body of clinical and
laboratory data required to determine the severity of
the disease was available for 72 patients. Thus, a severe
course of the disease was found in six people; the average
condition — in 39 patients; and mild — in 27. The sample
stratification is illustrated in Figure 1.

Group without complaints X2 p-value
of cognitive decline (n=368) (Pearson’s
criterion)
36.5 (29-48) 111.156 0.000
145 (39.4%)
0.088 0.767
223 (60.6%)
9 (2.4%)
223 (60.5%)
41 (11.1%) 18.107 0.001
44 (11.9%)
51 (13.8%)
266 (72.3%) 20.748 0.000



Total number of patients
included, n=515

Healthy, n=133
PCR-based COVID-19, n=222
COVID-19 based on CT, n=48

SARS, n=112

Decreased cognitive functions:

Yes | memory, concentration, thinking No

productivity in the last 2 weeks

Healthy, n=31 Group ﬁ{ﬁgﬁt Healthy, n=102
PCR-based COVID-19, n=57 with subjective complaints PCR-based COVID-19, n=165
COVID-19 based on CT, n=27 cognitive of copnitive COVID-19 based on CT, n=21
SARS, n=32 decline, n=147 cogniti SARC, n=80
decline, n=368
A 4 A 4 A 4
Mild Moderate Severe
condition, condition, condition,
n=27 n=39 n=6

Patients with confirmed COVID-19 for which clinical data/laboratory
parameters were available (clinical data/laboratory parameters
were not available for 12 patients with confirmed COVID-19)

Figure 1. Flow chart of the study.

Out of 515 participants, HADS was completed by
503 participants. The distribution of anxiety and
depression levels significantly differed in the groups
with or without complaints of subjective cognitive
decline (Table 2).

Prevalence and factors associated

with objective cognitive decline

in COVID-19 patients

Patients with subjective cognitive complaints were given
an opportunity to undergo a screening examination
of the cognitive functions using the MoCA test. Out

of 147 participants with subjective cognitive decline
complains, the MoCA test was performed on 125
(response rate 85%, no incomplete tests) respondents
and demonstrated the following results (Table 3).
Objective cognitive decline (MoCA score less than
26 points) was detected in 40% (n=50) of participants
with subjective cognitive complaints, whereas COVID-19
was diagnosed in 31% (n=39) of participants. The median
MoCA score Me (Q1-Q3) was 27 (25-28), indicating the
normal range. No significant correlations were found
between the MoCA score and the levels of anxiety and
depression according to HADS (p >0.05) among those

Table 2. Comparative analysis of the HADS indicators among patients with and without complaints of subjective

cognitive decline

Scale Median and interquartile range, Me (Q1-Q3)
HADS With subjective cognitive decline Without complaints of U p-value
(n=147) cognitive decline (n=357)
HADS-A 9(5-12) 4(1-8) 36895.5 0.000
HADS-D 7 (4-11) 3(1-27) 3739.0 0.000
Consortium Psychiatricum | 2022 | Volume3 | Issue 3 50



Median and interquartile range,
Me (Q1-Q3)
MoCA Patients with subjective cognitive
decline (n=125)

Trail making test 1(1-1)

Copy square box 1(1-1)

Clock drawing test 3(2-3)
Naming 3(3-3)
Repetition of digits 2(1-2)
Tap hand at letter 1(1-1)
Serial account 3(2-3)
Repetition of phrases 2(2-2)
Verbal fluency 1(0-1)
Abstraction 2(1-2)
Delayed recall 4 (3-5)
Orientation 6 (6-6)
Total MoCA score 27 (25-28)

who complained of memory and attention loss. There
was no relationship between the overall MoCA score
and age according to the nonparametric Spearman
correlation test (p=-0.193, p=0.099).

Statistically significant differences were found in MoCA
scale subsets between the three groups of patients
stratified by the severity of the COVID-19 course (Table 4).
In particular, the group of patients with a mild course
of the COVID-19 were more successful compared to
the patients with a moderate course in the following

Median and interquartile range, Me (Q1-Q3)

MoCA subtest Mild Moderate
condition condition
(n=27) (n=39)
Clock drawing test 2(2-3) 3(3-3)
Verbal fluency 1(1-1) 1(0-1)
Abstraction 2(2-2) 2(1-2)
Serial account 3(2-3) 2(2-3)
Total MoCA score 27 (25.5-28) 25 (24-27.5)
Age 40 (32-52) 53 (40.5-66)

tasks: clock drawing test, phonetic verbal fluency, and
generalising concepts (abstraction). We observed that
a moderate course of COVID-19 predominantly affected
optic-spatial and regulatory cognitive functions, including
a decrease in speech fluency and the level of the
abstraction process. Compared to the patients with a mild
course of the disease, a group of patients with a severe
course coped worse with the task of paying attention
to the “serial account”. Since attention is a “cross-cutting”
mental process, its disturbance may affect the state
of other cognitive functions. Median values in the groups
showed an increase in cognitive impairment depending
on the severity of COVID-19. Based on these results, we
may suggest that cognitive functions are influenced by
the severity of the COVID-19 course.

DISCUSSION

This study analysed a cognitive profile of patients
diagnosed with COVID-19, as well as the relationship
between subjectively perceived cognitive impairment and
objective cognitive and emotional screening results. Our
study resulted in three main observations. Firstly, patients
with subjective complaints of cognitive decline comprised
43% of the subgroup with diagnosed COVID-19. They
were older, had lower levels of education, and higher
levels of depression and anxiety. Secondly, according
to the MoCA test results, objective cognitive decline
was observed in 40% of participants with subjective
cognitive complaints, whereas COVID-19 was diagnosed
among 31% of participants. However, no significant
correlations were found between the MoCA scores and
the anxiety and depression levels. Finally, patients with

Severe p-level for p-value for
condition Kruskal-Wallis pairwise

(n=6) test comparison
3(2.75-3) 0.022 Mild-Moderate: 0.029
1(0-1) 0.008 Mild-Moderate: 0.006
2(1-2) 0.04 Mild-Moderate: 0.035
2(0.75-2) 0.011 Mild-Severe: 0.011
23.5(21.75-26) 0.04 Mild-Severe: 0.042

49 (23-59) 0.049 Mild-Moderate: 0.047



mild severity of the COVID-19 were more successful with
MoCA subtests than patients with moderate and severe
courses of the disease.

To our knowledge, the current research is one of
the first studies exploring objective and subjective
cognitive decline among patients with confirmed
COVID-19 in Russia. Valuable data was obtained
regarding the links between objective and subjective
cognitive functioning and the affective state of patients.
Further implementation of this study should be
considered in the light of the following limitations. Firstly,
the study employed a cross-sectional design, limiting
the possibility for a prospective assessment of cognitive
impairment. Secondly, the scales used for the purposes
of this study cannot be the sole basis for diagnosis.
Thirdly, participants were unevenly represented in the
sample sub-groups. Finally, cognitive functions were
not screened in patients who did not complain of
cognitive decline. This may have influenced the results
as awareness of cognitive problems is a characteristic
of mild cognitive impairment. Therefore, patients with
more pronounced impairment may have not reported
the presence of cognitive deficits.

Cognitive impairment is a frequent complaint both
during the COVID-19 period and in the post-COVID
period. Rass et al. [26] revealed cognitive impairment
among 23% of patients with COVID-19. According to the
observations of Beaud V, et al. [15], a few days after the
discharge from ICU significant cognitive impairment was
observed in 38% of patients with COVID-19 based on the
MoCA scale results [15]. Among them, 61.5% of patients
had frontal cortex dysfunction according to the FAB
(Frontal Assessment Battery) [15]. Also, the existing
research suggests that subacute cognitive impairment
(COVID-19-induced encephalopathy) may occur in
patients with the mild/moderate course of COVID-19
more than seven days after the onset of the disease [27].
The severity of cognitive impairment, as a rule, correlates
with the severity of COVID-19 [11, 26], which is similar
to the results of the present study.

In the research by Matos et al., cognitive dysfunction
is observed in all patients based on the MoCA test results.
Particularly, the decline was observed in phonemic

verbal fluency with a median of six words/min (Q1=5.25,
Q3=10.75) and visual-spatial skills with a median of
four points (Q1=4, Q3=9) [27]. It was suggested that
such cognitive dysfunction is mainly caused by the
dysregulation associated with the damage to the frontal
lobe. Dysregulatory (dysexecutive) syndrome usually
includes emotional,
symptoms, and cognitive deficits [28]. This syndrome
was observed among COVID-19 patients and has been
reported in several studies [29, 30]. Cognitive impairment

motivational and behavioural

can also be observed during an asymptomatic course
of the COVID-19. In a study [12] conducted on 93 newly
infected and 102 healthy respondents, there was no
significant difference in the overall cognitive assessment
scores between the two groups. However, COVID-19
patients showed lower scores in comparison with
healthy respondents in the domains of visual perception,
naming, and fluency. In our study, patients demonstrated
the greatest difficulties with the “drawing the clock”
subtest, which reflects impairment of optical-spatial and
regulatory functions.

Similar to our findings, the existing research suggests
that subjectively perceived cognitive impairments may
not always correspond with the results of objective
assessment using psychometric scales [32-34]. It has
been also determined that worries about potential
memory/thinking difficulties were present in 24% of
the population and were associated with the risk
of MCI [34]. Furthermore, it is known that 12.84%
of those who had COVID-19 were diagnosed with
psychiatric or neurological impairment for the first
time after six months of the disease [36]. Therefore,
the group of patients with subjective cognitive decline
complaints recruited for the purposes of the current
study requires further observation.

Itis known that cognitive impairments can be associated
with anxiety, depression, and traumatic experiences of
hospitalisation [37]. This has led to the uncertainty on
whether it is subjective cognitive decline that predicts
the subsequent development of neurocognitive disorders
or they are caused by anxiety symptoms. The subjective
cognitive decline has been shown to strongly correlate
with anxiety symptoms among older persons [38],
which is similar to the findings of the present study. This
is especially pertinent given that anxiety has consistently
been identified as a key predictor of neurocognitive
disorders in several meta-analyses [4, 8, 10]. Thus,



exploring relationships between the subjective and
objective cognitive consequences of COVID-19 and
their association with the quality of life is needed
for assessing the cognitive abilities of patients with
post-COVID syndrome [17].

In accordance with the findings of the current study, the
following suggestions are made. Firstly, further studies on
the cognitive profile of patients with COVID-19 may need
to employ a longitudinal design, allowing one to perform
a long-term assessment of the cognitive impairment.
Secondly, psychometric scales shall be used to screen
for affective syndromes and cognitive decline in clinical
settings during the periods of high incidence of COVID-19.
Such screenings might help to detect patients who
are in a greater risk of developing depression, anxiety
disorders, MCl, and dementia. Thirdly, it is important
to note that the MMSE (Mini-Mental State Examination)
scale, which is widely used in clinical practice, is
insufficiently sensitive for vascular cognitive disorders
that occur during the COVID-19 [9, 39]. In our opinion, the
MoCA test is able to detect early signs of cognitive decline;
therefore, it is more suitable for use in clinical practice.
Finally, the diagnosis of cognitive decline cannot be made
solely based on the results of the screening scales and
subjective complaints of patients. It is crucial to follow
the diagnostic criteria of the International Classification
of the Disease 10/11.

CONCLUSION

According to the obtained results, subjective complaints
about cognitive dysfunction in patients of outpatient
units during the pandemic are mainly caused by the
emotional state rather than the objective decline in
cognitive functions. The severity of the disease affects the
functioning of the cognitive sphere, including attention,
regulatory functions, and speech fluency. Mild and
moderate severity of COVID-19 correlates with clinically
determined depression. The absence of this relationship
in the case of a severe course of COVID-19 is probably caused
by the significant somatic decompensation of patients.
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ABSTRACT
We endeavored to evaluate the efficacy of Lurasidone at doses of 40-160 mg per day on symptoms
of schizophrenia associated with symptoms of depression in real clinical practice in a Russian patient population.

One hundred sixty eight patients aged 18-65 years old, who at the time of the start of the observation
were being treated in a hospital or day hospital due to an exacerbation of paranoid schizophrenia accompanied by
symptoms of depression, were prescribed lurasidone. Treatment with lurasidone and other concomitant drugs, their
prescription, withdrawal, selection, and dose modifications were determined based on the indications for the use
of those drugs and the recommended doses in the instructions, clinical need, and patient interests, rather than by
the goals of the study. During the observation period, the severity of depressive symptoms according to the Calgary
Depression Scale (CDSS) and that of psychotic symptoms according to the Positive and Negative Syndrome Scale
(PANSS) were assessed six times (before the start of treatment and then on the 4th, 7th, 14th, 28th, and 42nd days).

A statistically significant reduction in the severity of the symptoms was observed with the use of lurasidone
in doses ranging from 40 mg to 160 mg per day. The fastest and most significant (p <0.001) reductions in the total
PANSS and CDSS scores were observed with lurasidone 120 mg. A somewhat lower efficacy of lurasidone was observed
at a dose of 160 mg. The largest reductions in the total PANSS and CDSS scores with lurasidone 120 mg were associated
with the highest survival rate and the longest median time from treatment initiation to discontinuation or follow-up.
The most commonly reported side effects with lurasidone in this study (nausea, akathisia, tremor and drowsiness)
were consistent with the known safety profile of the drug. Adverse events in most cases were assessed as mild,
or occasionally moderate.

A six-week prospective observational study of the real-world clinical effectiveness of lurasidone
in doses ranging from 40 mg to 160 mg per day established statistically and clinically significant improvements
in both psychotic and depressive symptoms in patients with acute exacerbation of schizophrenia and associated
symptoms of depression.

AHHOTALMA

OueHka knmMHnyeckoro addekTa SlypasnaoHa B fo3ax oT 40 o 160 Mr B CyTKM B OTHOLLEHUN CUMMTOMOB
LLIN30PPEHNM, COHETAIOLLIMXCA C CUMMTOMaMM Aenpeccui, B YCI0BUSX PeasibHOM KNMHMYECKOW MPakTUKK B NONYAALMN
nayneHToB PO.

BknroyveHbl 168 nauvieHTOB B Bo3pacTe oT 18 A0 65 neT BKAHUYNTENbHO, KOTOPblEe HA MOMEHT Havasa
HabnoAeHNa NofyYvanu nevyeHve B ctauoHape Uan AHEBHOM CTalMoHape B CBA3WM C 060CTPeHVeM napaHoOnAHOM
LWn3odpeHnm, CONpoBOXAABLLMMCA CUMNTOMaMU Aenpeccum. JledeHue ypasmioHoM U ApyriMy COMyTCTBYOLLMMN



npenapataMmu, UX HasHadeHne, OTMeHa, BbIBOP 1 M3MEHeHMe J03bl ONpPeseNfnocb NOKa3aHNAMU K MPUMEHEHNIO
3TUX NPenapaToB U PEKOMEHAOBAHHBIMU B MHCTPYKLUMAX A03aMU, KIMHUYECKOM HEOBXOAMMOCTLIO N MHTepecamm
naumeHToB, a He LensaMu nccnefosaHns. B neprog HabntogeHns WwecTb pas (40 Havana nedeHua n ganee Ha 4-ia, 7-,
14-14, 28-11 1 42-1 AHW) NPOBOAMSIACE OLEHKa BblPaXeHHOCTU AenpecCUBHON CUMNTOMATUKK MO LWKase Aenpeccum
Kanrapn y 6onbHbIx wmnsodpeHmer (CDSS) U NCUXOTUYECKON CUMMTOMATUKM MO LUKane OLEHKN MO3UTUBHbIX
M HeraTmeBHbIX cMHApoMoB (PANSS).

YayJLueHne co CTaTUCTUYeCKM 3HaUNMbIM YMeHbLLEHMEM BbIPaXXeHHOCTM CUMMTOMOB MPOC/IEXMBaNOCh
npwv CNOob30BaHWM Nypa3naoHa B 4o3ax oT 40 go 160 Mr B cyTkn. Camoe 6bicTpoe 1 3Haunmoe (p <0,001) cHuxXeHne
obuiero 6anna PANSS n cymmapHoro 6anna CDSS oTMe4eHO Mpu MCMoAb30BaHUN Nypa3ngoHa B gose 120 mr.
Heckonbko MmeHbLast 3¢ deKTMBHOCTL SypasnioHa oTMeYanack B fo3e 160 Mr. MakcMManbHoe CHUXeHne 0bLLero
6anna PANSS 1 cymmapHoro 6anna CDSS npu HasHaveHUW nypa3naoHa B o3e 120 Mr coueTanocb C HanbobLUM
CpeAHM BpeMeHeM C MOMEHTa Hayasa 1ledeHns o ero npekpaLleHuns nam ocTaHOBKM HabtoAeHNs 3a NaLeHTOoM.
MobouHble 3¢ dekThbl, Hanboee YaCcTo BO3HMKaBLUVE MPW NMPUEMe JypasnioHa B 3TOM UCCeA0BaHMM (TOLLHOTA,
aKaTun3ns, TPEMOP U COHIMBOCTL), COOTBETCTBOBAIN U3BECTHOMY NPOodut0 6e30NacHOCTU NpenapaTa. HexenatensHole
AB/IeHNS B BONbLUVHCTBE C/ly4aeB OLEeHMBANNCh KaK ferkne, n3pejka — yMepeHHble.

B 6-HegenbHOM HabaogaTeNbHOM MPOCNEKTUBHOM NCCAef0BaHUN KINHUYECKOW 3$$eKTUBHOCTY
B OTHOLLIEHNW OCTPbIX CUMMATOMOB LUN30$PEHNI, COHETARLLMXCA C CUMMTOMaMM Aenpeccuni, B YCTIOBUAX peasibHOW
KAVHNYeCKOV MPaKTUKMN Typa3naoH B rmbkmx go3ax ot 40 go 160 Mr B CyTkm obecneyrBan CTaTUCTUYECKN 3Ha4MOoe
W KIMHWNYECKM CyLLLeCTBEHHOE yNy4LleHne Kak NCUXOTUYECKUX CUMATOMOB, Tak U CUMNTOMOB Aenpeccuin. JlypasngoH
XOPOLLIO MepeHOCUICH, Mano BANSAA Ha BeC, MeTabonnyeckmne napaMmeTpbl 1 HEBPOIOTMYECKUI CTaTyC NaLneHToB.

INTRODUCTION

A significant number of patients with schizophrenia
experience symptoms of depression [1-5]. Depression has
been observed in 20% of patients with schizophrenia during
remission, while its incidence increases to 60% during
acute episodes. The incidence of depression can reach
80% based on medical history, particularly in the early
stages of schizophrenia [6]. Depression is one of the main
symptoms of schizophrenia and one of the diagnostic
signs of schizophrenia spectrum disorders [5-7]. This
does not contradict the traditional division drawn
between affective disorders and schizophrenia. An
intermediate diagnostic category of schizoaffective
psychosis defines the concept of phenotypes with
a different representation of psychotic and affective
disorders, or a multidimensional phenomenological
continuum from conditionally “pure” schizophrenia
to “pure” bipolar disorder [8-10]. The remaining

challenge is determining the key features that allow one
to distinguish between intermediate forms of psychotic
and affective disorders. For example, symptoms of
depression in patients with schizophrenia are associated
with cognitive impairment. These symptoms are difficult
to distinguish from the typical negative symptoms of
schizophrenia in real-world clinical practice. Differential
diagnosis is difficult, because signs of irreversible
negative symptoms are similar to signs of depression,
even in definite and long-term schizophrenia [1, 5, 11, 12].
Difficulties in the differential diagnosis between affective
disorders or negative symptoms are common in
the presence of symptoms such as anhedonia, mental
anesthesia, emotional indifference, loss of motivation,
anergy, flat affect,
retardation, and impoverished thinking [1, 6, 11, 13].
Sometimes it is difficult to immediately distinguish
between depression and catatonia [14, 15]. Notably,

social withdrawal, ideational



severe depression might be associated with psychotic
features, such as delusions, hallucinations, and conceptual
disorganization [1]. Sometimes, symptoms of depression
are obvious signs of established schizophrenia. Even in
such cases, there is the problem of determining the role
of depression in the structure of the psychopathological
syndrome, determining its influence on the course of the
disease, its role as a target of therapy, and the complications
[13, 16]. Treatment for depression associated with
schizophrenia usually includes various combinations
of antipsychotics, mood stabilizers, and antidepressants.
However, this approach is controversial and associated
with polypharmacy [13, 16-22]. This combined treatment
has both desirable and adverse effects [19, 22]. The
combination and severity of both affective and psychotic
symptoms in a patient with schizophrenia should inform
the selection of pharmacological treatment. An ideal
treatment should affect depressive, positive, and negative
symptoms, and it should carry minimal risk of complications.
Drugs that combine the properties of antipsychotics and
antidepressants due to the polyvalence of neurochemical
activity appear promising [4, 13, 21, 23]. Lurasidone
(Latuda®) demonstrates such properties, and it possesses
selectivity for and high affinity to dopamine D, receptors
[24-26], partial agonism to 5-HT, ,, antagonism to 5-HT,,
and antagonism to the 5-HT, subtype of serotonin
receptors [24, 27]. It also demonstrates selective
antagonism to the a,. subtype adrenergic receptors
in the prefrontal cortex [27]. Strong selective D, receptor
antagonism provides a reliable antipsychotic effect
with minimal involvement of dopamine transmission
in the prefrontal cortex and associated minimal effects
on cognitive functions, while a complex effect on the
serotonergic system provides much more diverse clinical
effects of the drug. Thus, partial agonism to 5-HT,, and
blockade of 5-HT,, increase the dopamine level in the
prefrontal cortex and reduce the cognitive and negative
impairments associated with schizophrenia. Lurasidone
also normalizes the dopamine levels in the nigrostriatal
pathways,
the risk of extrapyramidal symptoms and neuroleptic

and tuberoinfundibular which reduces
depression [25, 28]. The incidence of hyperprolactinemia
was comparable to the placebo [29]. Due to the blockade
of 5-HT, receptors, lurasidone possesses antidepressant
and anxiolytic properties, normalizes circadian rhythms
and sleep quality, improves memory, concentration, and

cognition, reduces pain sensitivity, and even possesses

an antipsychotic effect [27, 28]. Lurasidone increases
the release of norepinephrine and, thereby, contributes
to its antidepressant effect by blocking presynaptic
and autoregulatory a,. adrenergic receptors [27]. At
the same time, it has no appreciable affinity for the
M cholinergic, a, adrenergic, 5-HT,. serotonin, or histamine
H1 receptors, which are “undesirable” receptor targets.
Thus, lurasidone rarely causes such adverse events as
paresis of accommodation, urinary retention, cognitive
and memory impairment, tachycardia and orthostatic
hypotension, QT prolongation, metabolic disorders,
drowsiness, increased appetite, and weight gain [24, 25,
27-29]. Moreover, patients previously treated with some
other second-generation antipsychotics have experienced
weight loss within a year of switching to lurasidone therapy
[30, 31]. In general, a positive impact on body weight,
metabolism, and prolactin levels has been noted after
a switch to lurasidone. It possesses a very low probability
of drug-drug interaction [32]. Lurasidone is overall
well-tolerated by patients, and it could be used in the
presence of various comorbid mental conditions. Lurasidone
has been established as a drug of choice in patients with
metabolic disorders and cardiovascular risks [32].
Lurasidone is effective in the treatment of acute psychotic
symptoms, as has been demonstrated by a number of RCTs.
Its efficacy is similar to that of other second-generation
antipsychotics [29, 33-36]. Lurasidone robustly reduces the
scores of Marder PANSS factors [37] of positive symptoms
and arousal/aggression. At the same time, significant
improvement is also evident on all other PANSS parameters,
including anxiety/depression,
impairment/disorganization [38]. While on lurasidone,

as well as cognitive
patients have reported greater awareness of their illness
and have been more compliant with treatment [39].
The effectiveness of the drug at reducing symptoms of
depression was also confirmed using MADRS [35] and
HDRS-21 [40]. Lurasidone has demonstrated a long-term
relapse-prevention antidepressant effect [36]. Patients
taking lurasidone have a higher level of compliance and
lower discontinuation rates compared to patients taking
other atypical antipsychotics [32, 41]. Lurasidone has
demonstrated efficacy in acute bipolar depression, both
as monotherapy [42] and in combination with mood
stabilizers [43]. Studies showed relief of depression and
anxiety, as well as cognitive and quality-of-life improvement.
Itisimportant that the incidence of affective phase inversion
of bipolar disorder was the same as with the placebo.



Therefore, lurasidone presents valuable treatment
options for bipolar disorder [42, 43]. Lurasidone proved
superior to placebo in terms of the effects on depressive
symptoms during the acute phase of schizophrenia
according to the pooled RCT analysis. Moreover,
the antidepressant effect does not depend on the
antipsychotic effect [35, 40, 44]. The data support the
inclusion of lurasidone in the treatment of depressive
symptoms in patients with schizophrenia [44]. Thus,
lurasidone possesses a wide range of non-dopamine
receptor activities, which determine its antidepressant
and pro-cognitive effect, along with its impact on
negative symptoms. Lurasidone represents an alternative
to routine treatment where patients with schizophrenia
and depressive symptoms are given an antipsychotic
along with an antidepressant. However, the effectiveness
of lurasidone in exacerbations of schizophrenia,
including psychotic and depressive symptoms in a
real-world setting, requires additional research.

The objective of this study was to evaluate the
effectiveness of lurasidone 40-160 mg per day for
the treatment of an acute episode of schizophrenia
associated with depressive symptoms in real-world
clinical practice in the Russian patient population.

The objectives of the observational program included:

+ assessing symptoms of schizophrenia using the

Positive and Negative Syndrome Scale (PANSS);
+ assessing depressive symptoms using the Calgary
Depression Symptoms Scale (CDSS); and

+ evaluating lurasidone safety and tolerability.

The primary endpoint was to achieve a decrease
in depressive symptoms consistent with the Minimum
Clinically Important Difference (MCID), characterized by
adecline of at least 1.3 points according to the CDSS [45].
A secondary endpoint was a reduction in the severity
of schizophrenia symptoms, as measured by PANSS
and its subscales (positive and negative symptoms and
general psychopathology).

METHODS

A prospective observational cohort study of patients
with acute exacerbation of schizophrenia, concomitant
with depressive symptoms, was conducted in Russian
specialized research institutes and health care facilities:
Mental and Psychiatric
Hospital No. 1 named after N.A. Alexeev (Moscow),

Health Research Center

Psychiatric Hospital No. 1 named after P.P. Kashchenko,
Hospital No. 3
I.I. Skvortsov-Stepanov and City Psychiatric Hospital No. 6
(St. Petersburg), Republican Clinical Psychiatric Hospital,
Republic of Bashkortostan (Ufa), Stavropol Regional

City  Psychiatric named after

Clinical Psychiatric Hospital No. 1 (Stavropol), and the
Volgograd Regional Psychiatric Hospital (Volgograd).
The study sample consisted of men and women with
confirmed diagnoses of schizophrenia (per DSM-V-TR)
and concomitant depressive symptoms who were
prescribed lurasidone at a dose of 40-160 mg per day.

« written informed consent for the collection and
anonymized processing of socio-demographic,
medical, and psychometric data;

+ paranoid schizophrenia (F20) diagnosed according
to ICD-10, including F20.00 — continuous course;
F20.01 — episodic course with a progressive defect;
F20.02 — episodic course with a stable defect;
F20.03 — episodic relapsing (recurrent) current
F20.09 — follow-up period of less than a year;

+  schizophrenia exacerbation which required a change
in a health care setting (treatment in psychiatric
hospital or outpatient hospital), changes in
antipsychotic therapy, and second-generation
antipsychotics prescription; exacerbation included
psychotic symptoms and the onset or worsening
of depressive symptoms requiring pharmacological
intervention as judged by the treating physician;

+ moderate or severe exacerbation: a total PANSS score
of at least 70 and a total CDSS score of at least 6;

+ lurasidone prescription (treating physician prescribes
lurasidone regardless of the program design and the
objective of the study); and

+ aged between 18 and 65 years old.

+ refusal or lack of capacity to comply with study
evaluation;

+  participation in another clinical study;

+ lurasidone contraindications which were determined
by the physician according to the clinical signs
of the disease, concomitant diseases, and other
individual risks, as well as contraindications specified
in the instructions for use approved by the Ministry
of Health of the Russian Federation.



All patients received lurasidone orally once or twice
daily as clinically appropriate and indicated by current
clinical guidelines in the Russian Federation. The primary
treating physicians determined the treatment regimen
based on the individual needs of each patient; the
physicians were not influenced by the objectives of the
study. Patients could receive concomitant medications
(i.e., mood stabilizers, sedatives, hypnotics, etc.) as
clinically indicated.

Premature cessation of follow-up occurred after
discontinuation of lurasidone for any reason, such
as when the physician changed the antipsychotic
or prescribed a second antipsychotic with a strong
selective antipsychotic effect, when lurasidone was
not effective against depressive symptoms and an
antidepressant had to be prescribed, or when the
physician or patient had decided to discontinue follow-up
in the best interests of the patient.

The study was conducted from December 2020 to
September 2021. Study evaluations were done before
the start of treatment, on Day 1 and then on Days 4,
7, 14, 28, and 42 with an allowable interval of £1 day.
The maximum follow-up period for each patient was six
weeks. We developed a special individual registration
card that included anonymous data on the age, locality,
diagnosis, additional therapies, the presence or absence
of adverse events, and predominant symptoms and
their severity. We recorded the onset, completion,
or discontinuation of the study, indicating the reasons
for the latter.

Psychotic and depressive symptoms were quantified

using special scales, such as:

1) The Calgary Depression Scale for Schizophrenia
(CDSS) [46], which is a nine-item scale where each item
is scored from 0 to 3. The scale showed high internal
and interrater reliability in assessing the depressive
symptoms associated with schizophrenia [46].

2) Positive and Negative Syndrome Scale (PANSS),
which typologically and multidimensionally evaluates
psychopathological symptoms [47].

The study group included 168 patients aged 18
to 65 with a diagnosis of paranoid schizophrenia
according to ICD-10. All of them were treated in an
inpatient facility or day hospital for schizophrenia
exacerbation, accompanied by depressive symptoms

at the time of the study onset. One hundred forty one
patients (83.9%) completed the observational program
and made seven visits.

The general characteristics of the population are processed
using descriptive statistics. Continuous variables are
presented as mean values, standard deviations (SD),
medians, and first and third quartiles (Q1 and Q3).
Qualitative variables are presented as frequencies and
percentages. Mean values were compared between the
groups using a one-way analysis of variance (One-way
ANOVA), and the distribution of categorical variables
using Fisher's exact test. Data were analyzed according
to the PANSS positive (P1-P7), negative symptoms
(N1-N7), and general psychopathology (G1-G16) subscale
scores, PANSS total score, CDSS total score, and time
to study completion. The significance of score changes
on the scales was assessed via a dispersion analysis for
repeated measurements (single-factor or multi-factor,
depending on the comparison type). We also assessed
changes in scale scores during each visit between groups.
The study calculated the differences between Visit 1
and Visit n, which were then entered into a two-way
ANOVA to compare groups. Post-hoc comparisons took
into account the appropriate correction for multiple
comparisons according to Dunnett’s test for duplicate
values and Tukey's test for between-group contrasts,
when necessary.

We calculated the average and total doses of lurasidone
for each patient and then determined the total drug
exposure and the individual dose range (40-80, 120,
or 160 mg per day).

Time to study completion was evaluated using the
Kaplan-Meier survival analysis.

All analyses were performed using the GraphPad
software (GraphPad Prism version 9.3.1 for Windows,
California USA,
www.graphpad.com), except for the survival analysis,
which was done using the NCSS software (NCSS 2021
Statistical Software (2021). NCSS, LLC. Kaysville, Utah,
USA, ncss.com/software/ncss.)

The analysis included all patients,
who dropped out of the study prematurely. The
last-observation-carried-forward (LOCF) approach was
used for the patients who dropped out of the study
prematurely.

GraphPad Software, San Diego,

even those
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RESULTS

All study patients displayed various forms of paranoid
schizophrenia at the start of the treatment for their
then-exacerbation in a psychiatric hospital. The mean
age of the men and women did not differ significantly.
The main psychopathological syndromes at the start
of the follow-up were affective-delusional, including
depressive-paranoid (n=95), hallucinatory-paranoid
(n=44), depressive or anxious-depressive (n=28), and
catatonic (n=1). All patients experienced depressive
symptoms of varying severities.

Table 1 shows descriptive sample statistics.

Primary and secondary lurasidone

effectiveness endpoints

The primary lurasidone effectiveness endpoint in the
study was the comparison of the changes in the total
CDSS score over the study period. Secondary endpoints
were the changes in the total PANSS and positive,
negative, and general psychopathology subscale scores
in the comparison. Table 2 shows the ANOVA results for
repeated measurement of the evaluation parameters; the
independent factor is the visit number. Table 3 and Figure 1
show details of the means compared to Visit 1 according
to a post-hoc analysis with Dunnett's test correction.

Table 1. Clinical and demographic characteristics of the studied group of patients

Gender Females (N=112) Males (N=56) Total (N=168) Test statistics

Age' F=0.095,
Mean (SD) 31.667 (11.168) 31.125(9.701) 31.485 (10.672) 2501,'758
Median (Q1, Q3) 30 (23, 37) 31 (25, 38.25) 31(23,37.5)

First psychotic episode 2 p=0.032
No 58 (51.8%) 33 (58.9%) 91 (54.2%)

Yes 19 (17.0%) 3 (5.4%) 22 (13.1%)
Missed 35(31.2%) 20 (35.7%) 55 (32.7%)

Age of first psychotic episode ' F=3.831,
Missed 35 20 55 22201,653
Mean (SD) 18.260 (12.444) 22.750 (8.554) 19.690 (11.505)

Median (Q1, Q3) 20 (15, 24) 21.5(18.75, 26.25) 20 (18, 25)

Hospitalization Number ? F=4.235,
Missed 2 1 3 2231_641
Mean (SD) 2.600 (1.978) 3.327 (2.435) 2.842(2.161)

Median (Q1, Q3) 2(1,3) 3(2,4) 2(1,4)

Note: ' One-way ANOVA, 2 Fisher exact test. Statistical test are provided for non-missed comparisons between males and females.

Table 2. Primary (CDSS total score) and secondary (PANSS positive subscale, negative subscale, general psychopathology
subscale, PANSS total score) outcome variables for Repeated Measures ANOVA Results

Scale / subscale df Sum of Mean F F (DFn, DFd) p npz
Squares Square

CDSS total score 4 6324.73 1581.18 154.36 F (1,463, 244,3)=156,7 <0.001 0.48
PANSS, positive subscale 4 8672.64 2168.16 200.88 F (1,491, 249,0)=195,5 <0.001 0.55
PANSS, negative subscale 4 6728.98 1682.25 185.99 F (1,582, 264,2)=171,9 <0.001 0.53
PANSS, general 4 37098.85 9274.71 107.56 F (1,593, 266,0)=103,7 <0.001 0.39
psychopathology subscale

PANSS total score 4 150164.85 37541.21 242.39 F (1,455, 243,0)=218,6 <0.001 0.59
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Table 3. Primary (CDSS total score) and secondary (PANSS positive subscale, negative subscale, general psychopathology subscale,
PANSS total score) outcome variables means and mean changes from the background (repeated-measures ANOVA, LOCF)

Variable Day Mean S.D. Cl1 95% Mean Cl 95% of the t df Dunnett's
of the mean change mean change P
CDSS total score 1 16.81 7.19 15.71-17.91
7 14.51 6.95 13.45-15.57 2.304 1.58-3.02 7.883 | 167 | <0.001
14 10.75 6.46 9.76-11.74 6.060 4.95-7.17 13.42 | 167 <0.001
28 10.19 6.49 9.19-11.18 6.625 5.43-7.82 13.62 | 167 | <0.001
42 9.81 6.65 8.79-10.83 7.000 5.72-8.28 13.49 | 167 <0.001
PANSS Positive 1 22.11 5.20 21.31-22.90
Subscale score 7 1969 | 525 18.89-20.49 242 1.76-3.08 9.03 | 167 | <0.001
14 16.96 5.58 16.11-17.82 5.14 4.12-6.16 12.45 | 167 <0.001
28 14.76 5.92 13.85-15.66 7.35 6.11-8.60 14.57 | 167 <0.001
42 13.08 6.34 12.12-14.05 9.02 7.61-10.44 15.74 | 167 <0.001
PANSS Negative 1 26.65 5.60 25.79-27.50
Subscale score 7 2454 | 519 23.75-25.34 211 1.40-2.82 734 | 167 | <0.001
14 22.33 5.08 21.55-23.10 4.32 3.41-5.24 11.66 | 167 <0.001
28 20.09 5.45 19.26-20.92 6.56 5.40-7.72 13.90 | 167 <0.001
42 18.67 6.02 17.75-19.59 7.98 6.62-9.33 14.54 | 167 | <0.001
1 55.60 12.72 53.65-57.54
7 49.42 10.18 47.87-50.98 0.71 4.41-7.93 8.65 167 <0.001
14 43.98 9.63 42.51-45.45 0.96 9.25-14.00 1211 | 167 <0.001
28 38.71 10.54 37.10-40.32 1.16 14.02-19.76 14.51 | 167 <0.001
PANSS General 42 37.24 16.01 34.79-39.68 1.77 14.00-22.71 10.40 | 167 <0.001
psychopathology
Subscale score
PANSS total score 1 104.35 20.12 101.28-107.42
7 93.61 17.55 90.93-96.30 10.74 7.71-13.77 8.74 167 <0.001
14 83.23 17.90 80.50-85.97 21.12 17.02-25.22 12.71 | 167 <0.001
28 73.49 20.17 70.41-76.57 30.86 25.83-35.90 15.10 | 167 <0.001
42 66.21 23.12 62.68-69.75 38.14 32.32-43.95 16.16 | 167 <0.001
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Figure 1. Changes in the total PANSS and CDSS scores.

63 Consortium Psychiatricum | 2022 | Volume 3 | Issue 3




All effectiveness parameters demonstrated a significant
visit effect, according to partial eta-squared values
ranging from 0.39 to 0.59, reflecting the large impact
of size (CDSS r]p2=0.48, PANSS, positive subscale
r]p2=0.55, PANSS, negative subscale r]p2=0.53, PANSS,
general psychopathology subscale np2=0.39, PANSS total
score r]p2=0.59) (Table 2). The mean (95% Cl) reduction
in the total CDSS score at Visit 5 compared to Visit 1
was 7.000 [5.72-8.28] points (t(167)=13.49, p <0.001).
Mean changes in the positive, negative, and general
psychopathology subscales, as well as the total PANSS
score, were 9.02 [7.61-10.44] (t(167)=15.74, p <0.001),
7.98 [6.62-9.33] (t(167)=14.54, p <0.001), 1.77 [14.00-
22.711 (€(167)=10.40, p <0.001) and 38.14 [32.32-43.95]
(t(167)=16.16, p <0.001), respectively (Table 3). Each

effectiveness parameter at Visit 1 showed statistical
differences starting from Visit 2.

We assessed the rate of symptom reduction according
to the PANSS and CDSS and found a significant
difference in favor of depressive symptom reduction
by Week 2.

Correlation between the mean dose of lurasidone
and the mental status

Some 13 (8%) patients took the drug at a dose of 40 to
80 mg, 87 patients (53.7%) — over 80 mg and up to 120 mg;
and 62 (38.3 %) — over 120 mg and up to 160 mg. Repeated
measures ANOVA showed no significant interaction effect
between the lurasidone dose and treatment duration on
the total CDSS score (F (8,660)=1.383, p=0.200).

120

<
100 \

PANSS total score

80

60

Visit 1 Visit 2 Visit 3 Visit 4 Visit 5
Visit
—@— 40-80 mg 80-120 mg 120-160 mg

80-120 mg - 120-160 mg ——
40-80 mg - 120-160 mg —e——  Visit2
40-80 mg - 80-120 mg ——
80-120 mg - 120-160 mg ——
40-80 mg - 120-160 mg ——e——  Visit3
40-80 mg - 80-120 mg ——
80-120 mg - 120-160 mg —e—
40-80 mg - 120-160 mg —®——  \Visit4
40-80 mg - 80-120 mg C ——
80-120 mg - 120-160 mg ——

40-80 mg - 120-160 mg —e—— Visit5

40-80 mg - 80-120 mg —_—

-40 -20 0 20 40

Difference of changes from baseline to Visit 5
of PANSS total score

Figure 2. Changes in the total score (left) and mean differences compared to Visit 1 (right) according to the PANSS and
the average daily doses of lurasidone: from 40 mg to 80 mg, over 80 and up to 120 mg, and over 120 mg and up to 160 mg.

Note: lurasidone doses are prescribed individually depending on the patient's condition.

Consortium Psychiatricum | 2022 | Volume3 | Issue 3

64



100% 1=
M

80% T |

60%

Survival

40%

20%

0%

40 60 80

Days before study termination

— 40-80 Mg

Assessment of the total PANSS score revealed a statistical
interaction between the average lurasidone dose and the
treatment duration (F(8, 660)=5.479, p <0.001, r]p2=0.06).
Figure 2 shows the changes and mean differences in the
PANSS total score compared to Visit 1, depending on the
dosage. A pairwise comparison of the changes in baseline
values at Visit 5 revealed significant differences between
doses of over 80 mg and up to 120 mg per day, doses
from 40 to 80 mg per day, and over 120 to 160 mg per
day (mean difference [95% ClI]: 23.85 [11.12, 36.58],
t=4.484, p <0.001 and 10.92[2.56, 19.27], t=3.127, p=0.006,
respectively). Doses over 80 mg and up to 120 mg per day
were found to be superior.

Twenty-seven patients completed the study ahead
of schedule. Among them, five patients (38.5% of all
the patients taking lurasidone in this dose range) took
the drug at a daily dose of 40-80 mg, eight (9.2%)
patients at 80-120 mg, and 14 (22.6%) patients at
120-160 mg. The median [95% CI] duration of participation

Dose range

80-120 mg e 120-160 Mg

was 31.79 [21.328-42.244], 60.48 [57.248-63.710], and
52.26 [46.613-57.903] among patients taking lurasidone
at a dose of 40-80 mg per day, 80-120 mg per day, and
120-160 mg per day, respectively. Figure 3 shows the
results of a Kaplan-Meier survival analysis among patients
treated with lurasidone at daily doses of 40-80 mg,
80-120 mg, and 120-160 mg, respectively. A dose range of
80-120 mg was associated with a statistically longer use of
lurasidone compared to the dose ranges (i.e., 40-80 mg)
(Restricted Mean Survival Time (RMST) Difference [95% Cl]:
20 [4-37] days, z=1.488, p=0.01) and 120-160 mg (mean
[95% CI] difference: 8 [1-14] days, z=2.31, p=0.02).

Total lurasidone exposure was 657,120 mg, and the total
treatment duration was 6,207 person-days.

The study recorded 143 adverse events (AEs) among
85 patients. A complete list of the AEs is given in the
Appendix. The most common (in >5% of patients) AEs



were: akathisia, in 22 patients (13%); nausea, in 19 patients
(11%); tremor, in 14 patients (8%);, drowsiness,
in 12 patients (7%); headache, in 11 patients (7%); and
sleep disruption, in 8 patients (5%). Among 143 AEs,
71 (49.7%) were mild; 60 (42.0%), moderate; and 12
(8.4%), severe. Ten cases of AEs led to premature study
termination: two cases of acute dystonia, two cases of
tremor, two cases of night sleep disturbance, increased
drowsiness, akathisia, pneumonia, and seizures. Overall,
the majority of AEs (131 (91.6%) cases) occurred within
the first week of therapy, with 22 (17.8%) cases lasting
more than one week.

We found a correlation between the mean number
of AEs and the average daily dose (F=3.41, p=0.035,
one-way ANOVA). The mean daily dose of 40-80 mg
corresponded to 0.37 AEs, 80-120 mg per day
corresponded to 0.8 AEs, and 120-160 mg per day
corresponded to 1.06 AEs. A pairwise post-hoc analysis
uncovered statistical differences in mean AE rates
between the 40-80 mg per day and 120-160 mg per day
dose ranges (mean difference 0.7 [0.03-1.37], t=2.54,
p=0.012). A table of the AE incidence and average daily
dose is given in the Appendix.

DISCUSSION

This short-duration prospective observational study
of the effectiveness of lurasidone in a dose ranging
from 40 mg to 160 mg per day has established
statistically and clinically significant improvement in both
psychotic and depressive symptoms for patients with
acute exacerbation of schizophrenia and depressive
symptoms. Significant reductions in the PANSS and
CDSS scores were noted at all lurasidone dosages (from
40 mg to 160 mg daily) starting with Week 1 of the
follow-up period. There is extensive data on lurasidone
effectiveness in a situation of acute exacerbations and
long-term maintenance of schizophrenia [25, 36, 38, 41],
as well as in the treatment of depression [35, 40, 44].
The antipsychotic activity of the drug established in
this study was comparable to the results achieved in
short-term randomized controlled trials (RCTs) [36, 38].
This study demonstrated the reality of a statistical
reduction in the severity of psychotic and depressive
symptoms for patients treated with lurasidone at doses
of 40 mg to 160 mg per day. However, lurasidone
at a daily dose of 120 mg reduced the total PANSS
score considerably more than at doses of 40 mg

to 80 mg, and over 120 mg (mean difference 23.85
[11.12, 36.58], t=4.484, p <0.001 and 10.92 [2.56, 19.27],
t=3.127, p=0.006, respectively). In our opinion, the
lower effectiveness of lurasidone at a dose of 160 mg
in this study has to do with potential resistance to the
treatment among those who were advanced to that dose
after insufficient improvement at a 80-120 mg dose
level. Also, it is possible that a longer observation period
of treatment at 160 mg could yield different results [48].
However, a statistical decrease in the total PANSS and
CDSS scores was observed at the end of Week 1 for
a dose of lurasidone of 80 mg per day. This suggests
that treatment for exacerbations of schizophrenia,
associated with depression, should be started at 80 mg
per day; the dose should then be gradually increased
based on effectiveness, safety, and tolerability. The
largest reduction in the total PANSS and CDSS scores
with lurasidone at 120 mg per day was associated with
the best survival rate and the longest median time from
treatment or follow-up initiation to discontinuation.
Our results confirm that lurasidone carries a low
risk of weight gain, metabolic disorders, movement
or serotonergic disorders. The most commonly reported
side effects (e.g., akathisia, tremor, and
drowsiness) in our study were consistent with the
known drug safety profile. For example, the frequency

nausea,

of akathisia was 13%; nausea — 11%,; tremor — 8%; and
drowsiness and headache — 7%. All adverse events were
mild or moderate. At the same time, lurasidone at a dose
of 120 mg per day was not associated with a higher
frequency or severity of adverse events compared to a dose
of 80 mg per day. The lurasidone safety profile is consistent
with previously published RCT data [38, 41, 49].

To date, there exist a variety of views on the combination
of depression and schizophrenia and their clinical signs.
This leads to possible clinical and psychopathological
diversity amongst study results. It may be related to the
individual variability in the effect of lurasidone. This
study was not blinded and did not include a control
group. We suspect that the improvement in depression
was the result of the positive effect deriving from
participation in the observational study itself or the
expectation of a positive result by the physician, rather
than as a direct effect of the drug. At the same time,
patients continued to receive their standard psychiatric



care and management without any additional research
interventions. Limitations also include the relatively short
duration of the follow-up period. Then, further studies on
the long-term effectiveness of lurasidone in patients with
schizophrenia and depressive symptoms are needed.

We report on the results of the first Russian multicenter
observational study of the effectiveness of lurasidone
in patients with acute episodes of schizophrenia and
associated symptoms of depression. This study showed
that six weeks of lurasidone therapy at doses of 40 to
160 mg per day provided a significant improvement
in the CDSS (primary effectiveness endpoint) and PANSS
(key secondary effectiveness endpoint) total scores and
other secondary effectiveness endpoints (positive and
negative symptom scores). We documented side effects
of lurasidone such as nausea, akathisia, drowsiness, and
minimal effect on body weight and metabolic parameters.
These side effects are consistent with the safety profile
reported in randomized controlled trials. The study
confirmed that lurasidone is effective and well-tolerated
in the treatment of acute episodes of schizophrenia and
associated symptoms of depression.

CONCLUSION

A six-week prospective observational study of the
real-world clinical effectiveness of lurasidone in doses
ranging from 40 mg to 160 mg per day established
statistically and clinically significant improvements in
both psychotic and depressive symptoms in patients
with acute exacerbation of schizophrenia and associated
symptoms of depression. Lurasidone proved overall safe
and well-tolerated, with little effect on weight, metabolic,
or endocrine parameters, and even on the neurological
status of the patients.
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ABSTRACT

The dearth of and inconsistency in the data on the prevalence, risks of occurrence, comorbidity,
and causation of stress-related disorders and alcohol use disorders in Russian veterans of local wars constituted the
background for this study.

To study the psychopathological structure, clinical changes, and the reasons for the mental disorders suffered by
Russian veterans of local wars; in particular, to study the prevalence, pathogenic factors, comorbidity of alcohol addiction
and alcohol abuse, together with symptoms of stress disorders, in Russian veterans undergoing inpatient treatment.

Our observational case-control study included 685 patients who were undergoing treatment in the psychiatric
department of a military hospital: the Main group (veterans) consisted of 264 veterans of armed conflicts who had undergone
inpatient treatment from 1992 to 2010; the Control group, 1, 296 patients, all servicemen and military pensioners who had
undergone inpatient treatment during a calendar year and had never taken part in combat operations in the past; Control
group 2, 125 military personnel (regular and reserve) who had not taken part in combat operations and corresponded
to the patients of the main group in terms of the mean age and age distribution curve. We performed a clinical and
psychopathological analysis of the symptoms identified in patients from the compared samples and, then, compared them
with the ICD-10 criteria of post-traumatic stress disorder (PTSD) and alcohol-related disorders. This allowed us to establish
the significance of the difference in their frequency and degree of association at the stage of the data analysis.
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We uncovered no difference in the prevalence of symptoms of alcohol addiction and alcohol abuse among
veterans and other servicemen and military pensioners who had not taken part in combat operations. However,
there was a tendency to underdiagnose alcohol addiction in veterans in general and those with symptoms of PTSD,
in particular. That is, alcohol addiction was not diagnosed in most cases when the veterans displayed symptoms
of stress or other mental disorders, in addition to the signs of alcohol addiction. In most such cases, a stress-related
mental disorder or another mental disorder with identified signs was diagnosed and alcohol abuse was described as
a concomitant disorder or a complication. There was no significant association between any form of alcohol addiction
or abuse and the presence of stress disorder symptoms in our sample of veterans; on the contrary, symptoms
of re-experience of trauma were more often observed in veterans who were not prone to frequent drinking. The
incidence of combat stressors traced in the medical history did not differ in veterans with any form of alcohol abuse
and veterans who were not prone to frequent drinking. However, the main group subjects with alcohol addiction
more often displayed cases of addictive behavior during combat operations. Therefore, alcohol abuse during combat
operations requires additional research to better establish its prognostic significance.

This Study found no difference in the incidence of alcohol dependence and alcohol abuse among
veterans and other officers. In the sample of veterans, there was no significant association between alcoholism and
the presence of PTSD symptoms or a history of combat stressors. It is possible that the same risk of alcohol addiction
in different categories of military officers is due to a compact of social stressors that equally had a more significant
adverse effect on the entire population of Russian military personnel in the 90s of the last century and the first years
of this century, as well as the massive abuse of alcohol, which could also equalize the risks of developing alcohol
dependence in all groups of militaries.

AHHOTAUMA

HepocTaTok 1 MpOTMBOPEYMBOCTL aHHbIX O PACPOCTPAaHEHHOCTY, PUCKaxX BO3HUKHOBEHMS, XapakTepe
KOMOPOUAHOCTN U Kay3anbHOM aTpubyLMM pacCTPOMCTB, CBA3AaHHbLIX CO CTPECCOM, M PACCTPONCTB, BbI3BaHHbIX
yrnoTpebneHnem ankorosi, y pOCCUNCKIX BeTEPaHOB N0KabHbIX BOWH CTaiv NPeAnocbUTKOM AaHHOMO NCCNeA0BaHNS.

M3yuyeHre NcMxonaToNornmyeckolr CTPYKTYpbl, KIMHUYECKOW AUHAMWUKM, MPeAnoChbiIoKk BO3HUKHOBEHMS
MCUXUYECKMX PACCTPOIACTB Y POCCUIACKUX BETEPAHOB JI0Ka/IbHBIX BOMH, U, B UaCTHOCTU, U3yUeHNe pacnpoCTpaHeHHOCTY,
naToreHHbIX GaKTOPOB, KOMOPBUAHOCTM aNKOro/IbHOM 3aBUCMMOCTY 1 3/10yNOTPe6AEHs anKoroieM C CUMATOMaMM
CTPEeCCcoBbIX PACCTPONICTB Y POCCUICKMX BETEPAHOB, MPOXOAUBLLMX CTALMOHAPHOE NeyeHue.

B obcepBauMOHHOe MCCNefOBaHMe «CyYal-KOHTPOIb» BKAKOUYeHbl 685 nauneHTos,
KOTOpble MPOXOANN NeYeHe B MCUXMATPNYECKNX OTAENEHVAX BOEHHOIO rocnuTasf: OCHOBHAA rpynmna (BetepaHbl) —
264 BeTepaHa BOOPY>XeHHbIX KOHGIMKTOB, KOTOPbIE MOyYanu CTaLMoHapHOoe edeHe B rocnutane ¢ 1992 go 2010 rog;
1-a rpynna cpaBHeHWs!, BKIOYana 296 4enosek — BCEX BOEHHOCIYXALLMX 1 BOEHHbIX MEHCMOHEPOB, MoJly4aBLUNX
fledeHve B rocnutane B Te4eHre O4HOro KaJileHAapHOro roa, HMKor4a B npoLusioM He MpUHMMaBLLIVE yYacTus
B 60€BbIX AeNCTBUSX; 2-A rpynna cpaBHeHMa — 125 BOeHHOCTyXaLLUKMX (KaApOoBble 1 3anaca), KOTopble He MpUHUManiu
yyactus B 60eBbIX AeCTBMAX U COOTBETCTBOBAAN MO CpefHeMy BO3PacTy U KPUBOW pacrnpejeneHns BO3pacTa
naymeHTaMm OCHOBHOW rpynnbl. B cpaBHMBaeMbIX BbIGOpKax MpoBeseH KANHMKO-NCUMXONaToN0rMYecknii aHanms3
BbISIB/IEHHbIX Y NaLMEHTOB CMMNTOMOB C MOC/IeAYIOLLIM COOTHeceHneM nx ¢ kputepunamm MKB-10 ans anarHoctmnkm
nocTTpaBMaTUYeCckoro cTpeccoBoro pacctpoicTaa (MTCP) 1 paccTpolicTB, Bbi3BaHHbLIX yOTpebaeHneM ankoross, 4to
MO3BOJINIO Ha 3Tane aHasn3a AaHHbIX YCTaHOBUTbL 3HAYVMOCTb PAa3INYKA X YaCTOThI U CTEMEHWN CONPAXEHHOCTU.

BbIsiBNEHO OTCYTCTBME PasHMLbl PacrpoCTPAaHEHHOCTU CMMMTOMOB a/IkOrO/IbHOW 3aBUCUMOCTU
1 3710ynoTpebaeHst aNKoroieM y BeTepaHOB 1 ApYrX BOEHHOCIYXALLMX 1 BOEHHbIX MeHCUOHEPOB, He MPUHVMABLLMX
yyacTus B 60eBbIX JeAcTBUSX. BMecTe € TeM oTMeueHa TeHAEHUMS K TMMNogNarHoCTMKe ankoroabHOW 3aBUCUMOCTH



y BeTepaHOB BOObLLe 1 MeroLLX cMMATOMBI MTCP B YacTHOCTW. To eCTb, AMarHo3 ankorofibHOM 3aBUCMMOCTM He CTaBUAN
B 6O/IbLUNHCTBE CNyyae, Korja y BeTepaHoB Hapsigy € ee npu3Hakamu, MMencb CUMATOMbI CTPECCOBBIX AW APYrnX
NCUXMYECKNX PACcCTPOMCTB. B Takmx cayyasix valle yctaHaBANBaAn ANarHo3 NCMXMYeCcKoro pacCTponCcTBa, CBA3aHHOIo
CO CTPEeCCOM WK APYroro NCUXMYECKOro pacCcTpoiicTBa, MPU3HaKM KOTOPOro Bblv BbiiBAEHbI, a 310ynoTpebneHme
anKoroneM xapakTepu3oBasnn Kak ConyTCTBYHOLLLEE UK OCTI0XHSOLLee. B Bbibopke BeTepaHOB He BbISIB/IEHO 3HAYMMOVA
CBSI3M MeXAy Kaknmu-m6o ¢opmamum 3aBUCUMOCTU UAM 310ynoTpebsieHnss ankoroaeM 1 Haanymem CUMATOMOB
CTPEeCCOBbIX PACCTPOMCTB, HAMPOTMB, CUMMATOMbI MOBTOPHOIO MepexmnBaHns TPaBMbl Yalle 0TMeYanncb y BeTepaHoB,
KOTOpble He BbIIN CKNOHHbI K YaCTOMY YNOTPeb/ieHNIo CNMPTHOro. boeBble CTpeccopbl, KOTOpPble MPOCEXMBAOTCA
B aHamMHe3e, Mo BCTPeYaeMOoCTV He VIMe/IN PasHULbl Yy BeTepaHOoB C 1t06bIMy1 dopMamu 310ynoTpebaeHnst ankoroaem
1 BETEPaHOB, KOTOPbIe He CKIOHHbI K YaCTOMY YyNoTpeb/ieHNo CMPTHBLIX HaNUTKOB. BMmecTe € TeM, y y4acTHMKOB
nccneoBaHA OCHOBHOW FPYMIbl, UMEKLLIMX aIKOr01bHYH 3aBUCMMOCTb, OTMEUEHO, YTO B MepMOoj y4acTns B 60eBbIX
LeNCTBMAX Yy HNX YaLle 6binn cyYan aaanKTUBHOIO NoBeAeHVis. B ¢BA3M € 3TMM 3n10ynoTpebieHe aakoronem Bo Bpems
60eBbIX AeNCTBUM TpebyeT AONONHUTENIbHOW NPOBEPKM Ha NpeaMeT ero MPOrHOCTUYECKOro 3HaUYeH s,

WccnepgoBaHme He BbISIBUIO PasHULbl YaCTOThI alKOrobHOM 3aBUCUMOCTU U 3/10yMnoTpebieHns
anKorosieM y BeTepaHoB U ApYrnx BOEHHOCYXaLmX. B BbIbOpke BeTepaHOB He BbISIBNEHO 3HAYMMOM CBA3UN MexXay
aNKOroM3MOM 1 Hann4mem cuMmnTomMoB MNTCP nnm 6oeBbIMK CTpeccopamm B aHaMHe3e. BO3MOXHO, OANHAKOBbIN prck
a/IKOroIbHOM aAAMKLMM Y Pa3HbIX KaTeropuin BOEHHOCTy>KaLLMX 06yC/10BAeH KOMMIEKCOM COLMAabHbIX CTPECCOPOB,
KOTOpble B paBHO Mepe oKa3blBanu bosee cyLiecTBeHHOe HebnaronpuaTHoOe BANSHME Ha BCKO NOMYSALMIO POCCUIACKNX
BOEHHOC/TYXaLLWX B 90-€ rofibl MPOLLIOro Beka 1 NepBble rofbl TEKYLLero CToNeTus, a Takke MacCoBbIM B TOT Nepuoj,
BpeMeHU 310yrnoTpebneHrem ankorosieM, YTo TakKe MOr10 YPOBHSATb PUCKM Pa3BUTUS alKOTr0IbHOV 3aBUCUMOCTH
BO BCEX MPYMnax BOEHHOCIYXALLMX.

INTRODUCTION

The accumulated experience in military psychiatry shows
that alcohol and drug abuse, as well as addiction, is a huge
issue affecting mental health among veterans of armed
conflictand wars [1-6]. According to S.V. Litvintsev (1994),
up to 22.7% of the professional servicemen who were
admitted to the psychiatric departments of Central Army
Military Hospital 650 in Kabul (MH 650) between 1981 and
1989 for treatment were diagnosed with alcohol addiction
or with alcoholic psychoses. Cases of alcohol addiction
or alcohol abuse were rare among military conscripts, but
drug addiction was diagnosed more often: it accounted
for 13.3% of all the junior enlisted personnel admitted
for treatment to the psychiatric departments of MH 650.
In addition, for the entire period of combat operations
involving the Limited Contingent of Soviet Forces in
Afghanistan (1979-1989), cases of alcoholism accounted
for just 8.6% of all the diagnosed mental disorders

among officers, while drug addiction accounted for
15.6% of all diagnosed mental disorders affecting military
personnel admitted to front-line medical institutions [1].

There was a high prevalence of alcohol and drug
addiction, as well as psychoactive substance (PAS) abuse,
among combat veterans. High levels of PAS abuse among
soldiers serving in military units deployed in the combat
zone in the Persian Gulf in 1993 persisted and even
continued to grow after the soldiers had returned home
[7, 8]. A similar trend was observed among American
servicemen returning from Iraq [9]. An increase in the
frequency of PAS and alcohol abuse and addiction over
time has been documented regarding veterans of many
other local wars [10], and, according to some researchers,
this occurs in 60-80% of such veterans [11]. According to
the electronic medical records of the U.S. Department
of Veterans Affairs, up to 10% of former participants
in the counter-terrorism “Operation Enduring Freedom”



in Afghanistan and “Operation Iraqgi Freedom” have
been diagnosed with an alcohol-related disorder [12].
According to the U.S. Department of Defense, 33% of
respondents in a survey of military veterans admitted
to drinking in the month preceding the survey [6].
However, there is an opinion holding that even massive
alcohol consumption and the frequent use of drugs in war
do not always result in the development of addiction. For
example, the number of men who abuse alcohol turns
out to be three times higher and that of women with
the same affliction seven times higher among military
reporters embedded in “hot spots” than among their
counterparts employed in other areas of journalism.
At the same time, the prevalence of alcohol addiction
among military reporters does not exceed that of the
American population [13]. A similar trend was observed
amongst Soviet troops who abused alcohol in Afghanistan
in 1979-1989 [2].

The prevailing view in the scientific literature is
that psychiatric disorders caused by PAS abuse and
post-traumatic stress disorder (PTSD) are highly comorbid
and occur in the same person at a much higher frequency
than would be randomly predicted given the respective
prevalence of each disorder [4]. The correlation between
post-stress disorder and alcoholism is corroborated
by the fact that alcohol abuse is observed twice as
often among veterans with symptoms of PTSD as
among veterans who do not display signs of stress
disorders [14]. According to various sources, 33% [12, 15]
to 75% of combat veterans exhibit signs of a drug or
alcohol-related psychiatric disorder along with PTSD
[15-18]. Conversely, according to the U.S. Department
of Veterans Affairs, 63% of veterans with alcohol abuse
disorders and 76% with alcohol and other substance
abuse disorders are diagnosed with PTSD [12]. Structured
interviews reveal PTSD in 42.5% of patients enrolled
in inpatient substance abuse treatment programs [19].
An increase in the incidence of alcohol consumption
in a sample of Vietham combat veterans was tied to an
increase in PTSD symptoms severity [20].

However, some researchers question the assumption
that the abuse of alcohol and other substances
increases the likelihood of developing other mental
disorders [21]. A number of publications refute the
existence of a substantive association between the
presence and severity of PTSD symptoms and alcohol
craving intensity, withdrawal syndrome severity, or

alcoholism relapse frequency [22, 23]. A correlation
between the very fact of mental trauma and the
development of alcohol addiction is also refuted
in [24]. It has been suggested that the presence of
alcohol addiction is characterized by the lowest level
of stress compared with PTSD patients and patients
with both symptoms of PTSD and alcohol addiction [25].
In a prospective long-term study of Gulf War veterans,
PTSD proved not to be a clear predictor of heavy drinking,
although it often preceded illicit drug use [26].

According to a number of researchers, the use of PSA
in extreme conditions occurs as a secondary symptom
to neurotic and affective disorders. It is regarded as
coping behavior, and the PSA itself plays the role of
a stress protector or a means of alleviating anxiety and
helping to “escape from reality,” thereby determining
the motivation for its use [3, 27]. Alcohol and drug use
may have contributed to the relatively low incidence
of mental illness in the U.S. Army during the first three
years of the Vietnam War (1964-1973) [1, 2]. However,
the price of such “self-treatment” by the servicemen
themselves was the gradual moral decay of individual
servicemen and entire units witnessed then. The low
frequency of reports of stress-induced reactions and
neurotic disorders is very soon “compensated” by an
increase in the number of reports of violations of military
discipline, and even crimes [1]. By the end of the 1970s,
the rate of instances of mental disorder amongst
American troops in Vietnam had exploded from 3% to
60% of all hospitalized military personnel through the
spread of drug addiction [1]. According to information
by the former Head of Intelligence at the headquarters
of U.S. Military Assistance Command, South Vietnam, about
65,000 soldiers and officers i.e., approximately one in eight
military personnel of the U.S. military contingent used
illicit drugs episodically or regularly in 1970 [ 28].

Alcohol and drug abuse during combat operations
are often referred to by Russian specialists as variants
of psychogenic disorders and are designated as
“addictive behavior,” which can be a type of pathological
characterological reaction [1-3]. Following this hypothesis,
drunkenness and illicit drug use in a war zone can be
considered a specific type of adjustment disorder with
behavioral distorsion [1, 2]. Moreover, both the alcohol
problem and PTSD symptoms are more likely to occur
in veterans who had been exposed to combat stressors
at a younger age [12, 29].



In the American scientific literature, the combination
PTSD with and PAS-related
disorders is often explained in terms of the concept of
“self-medication” [5, 20, 26]. In that regard, the use of alcohol
and other PAS after war is associated with anxiety and other

of combat alcohol

manifestations of mental distress [30]. It is remarkable that
the abuse of alcohol and of other PAS combines with the
already existing symptoms of stress disorders, especially
after the onset of increased excitability, when the increase
in addiction occurs in parallel with an increase in the
symptoms of the underlying disease [20]. This hypothesis
is supported by the fact that the majority of patients who
abuse alcohol or have an addiction problem use alcohol
and PAS as a way of addressing emotional distress and
symptoms of PTSD [20, 26, 31, 32]. Longitudinal studies
of veterans support the self-medication hypothesis,
which may explain why PTSD symptoms often recur after
PAS abuse treatment [33]. Another explanation for the
comorbidity of stress and alcohol-related psychiatric
disorders may be the incidence of alcohol abuse on
the likelihood of exposure to psychic trauma or the fact
that it increases an individual's susceptibility to psychic
stressors [34]. It may also be that the correlation between
alcohol-related disorders and stress disorders does not
have a causal basis, but that it is due to the presence
of common risk factors or overlapping pathogenetic
mechanisms [5]. This version is supported by the analysis
of the mental health of twins, one of whom participated
in the Vietnam War. The authors of the study substantiate
the fact that genetic factors play a significant role in alcohol
addiction development [24].

The study of the correlation between addictive
pathology and stress-related mental disorders is further
complicated by the fact that alcohol consumption is part
of military culture: a means of group cohesion, relaxation,
and stress relief [6].

The combination of PTSD and alcohol addiction often
exacerbates the course of both disorders [5]. Alcohol
addiction, especially after severe psychic trauma or during
acute PTSD manifestation, increases the risk of maladaptive
and aggressive behavior in veterans [35, 36], including
severe violence [37], interference with the provision
of medical care, thereby worsening the results of any real
treatment of the mental and physical disorders [2, 23, 33].

The conflicting views on risk of occurrence, patterns
of comorbidity, and causal attribution reflect the
complexity of the relationship between the impact

of mental stress and its consequences and alcohol use
disorders, and they highlight the need to consider both
the risk mechanisms and deterrents. Some researchers
believe that the functional relationship between PTSD
and alcohol abuse depends on the form of traumatic
impact and type of disorder associated with the use
of psychoactive substances [5].

Unfortunately, there isn't currently enough scientific
evidence and there is very little agreement on the issue
of how stress, alcohol, and PAS abuse in a combat
environment relate to the subsequent development
of mental disorders. Alcohol use among veterans of the
Great Patriotic War is barely mentioned in the scientific
work of Soviet psychiatrists based on that period. Itis hardly
mentioned in modern Russian scientific literature that
addresses the issues of combat mental trauma. We do
not have scientific data on the effect of alcohol on combat
effectiveness or on the experience of stress; neither in our
military personnel nor in the soldiers of foreign armies.
Determining the true state of affairs among Russian
war veterans is extremely difficult due to the lack of real
continuity in their treatment and rehabilitation and,
sometimes, the inability to follow up a serviceman who
has received psychiatric or drug treatment at one of the
stages of his medical evacuation [1-3].

Contradictions in views on the frequency and nature
of the mutual influence of addictive disorders and
post-stress disorders in war veterans, as well as a lack
of data on their prevalence in our war veterans created
the basis for this study: to assess the frequency, clinical,
and psychopathological features of alcohol abuse and
alcohol addiction in armed-conflict veterans and their
correlation to adverse wartime factors.

METHODS

The observational case-control study included 685
servicemen and retired military personnel who had been
treated in the psychiatric department of the Main Military
Clinical Hospital named after. N.N. Burdenko from 1992
to 2010 (Figure 1).

for patients were as follows:
male sex, military service under contract at the time
of the examination or in the past, single or repeated
examination and treatment in a psychiatric department
of the military hospital. The included patients comprised
3 groups (Table 1).



All patients of the psychiatric departments of the military hospital
having undergone inpatient treatment in 1992-2010

Main group (veterans)

All veterans of local
wars who had received
inpatient treatment
n=264

Control group 1

All patients who had
received inpatient
treatment in 1999

n=296

Control group 2

Patients in psychiatric
departments selected
by a simple random method
and stratified by age according
to the distribution
of the main group
n=125

Analysis of medical records, clinical, and psychopathological examination
with the completion of a specially designed CRF

Main group | Control Control
(veterans) group 1 group 2
(A) (B) ©
(N=264) (N=296) (N=125)
Age at the time 40.3 47.6 40.0
of assessment (sd 10.1) (sd 16.2) (sd 10.3)
Mean age at the time 38.7 44.8 38.2
of the 1st hospitalization | (sd 10.3) (sd 15.4) (sd 9.9)

in a psychiatric hospital

The main group included 264 veterans that had
participated in armed conflicts (hereinafter referred
to as veterans) in which the Soviet or Russian military
had been involved in 1979-2007. All surveyed veterans
at the time of participation in combat operations were
contract servicemen. The mean age of the patients in this
group was 40 (sd 10.1) years.

Two control groups were created to compare the clinical
features of alcohol abuse and addiction in war veterans
with patients who had never seen combat operations.
The first control group (a sample of patients treated
in the psychiatric departments during one calendar year)
was supposed to reflect the general structure of mental
disorders in all the patients admitted for treatment. The
other control group was a model that was fully equivalent

Total Test statistic Pairwise comparisons using
(ANOVA) Tukey’s Method

(N=685) AB AC BC

434 F(2.682)=26.95, | t=-6.61 t=0.190 t=5.438

(sd 13.6) p <0.001 df=682 df=682 df=682
p <0.001 | p=0.980 | p<0.001

41.2 F(2.682)=19.95, | t=-5.60 t=0.362 t=4.809

(sd 13.0) p <0.001 df=682 df=682 df=682
p<0.001 | p=0.930 | p<0.001

to the main group in terms of age, which excludes the
influence of age on psychopathology, the symptoms
of mental disorders, and the social adaptation of patients.

Control group 1 included all 296 servicemen (regular and
reserve) with no combat experience who had been treated
in the hospital in 1999. The mean age of the patients in this
group was 47.6 (sd 16.2) years, which, based on the Tukey's
test, was significantly different from the age of the veterans
of the Main group (p <0.001) (Table 1).

Control group 2 included 125 servicemen who had
undergone treatment in the psychiatric departments
of the hospital from 1992 to 2009. They were included by
random selection (randomization), with subsequent age
stratification at the time of the first request for psychiatric
help and with subsequent re-randomization. The mean



age of the patients was 40.0 (sd 10.3) years. The patients
in Control group 2 were comparable (had no significant
differences) in terms of mean age and the age distribution
curve with the patients in the Main group (p=0.980).

A clinical and psychopathological study of each patient
was carried out with a detailed description of the
identified symptoms and syndromes. The source data
were structured using a specially designed clinical and
epidemiological map in which the identified symptoms
were correlated, among other things, with the ICD-10
criteria for diagnosing stress-related disorders and
alcohol abuse disorders. When analyzing the obtained
material, we compared the established diagnoses, leading
syndromes, and symptoms of mental disorders in their
interconnection and we also studied the changes in the
disease over time and the association of mental disorders
with adverse wartime factors (history of combat wounds,
injuries, handicaps, reactions associated with combat
stress, captivity) and with some parameters of social
adaptation (fitness for military service, employment after
leaving the army, and the presence of a disability).

The clinical and demographic variables were analyzed
using descriptive statistics with mean and standard
deviations. Differences in continuous variables between
different groups were assessed using univariate
ANOVA, followed by an assessment of the significance
of between-group contrasts, corrected for multiple
comparisons using Tukey's method. The differences
between groups in the frequency of occurrence of the
trait were assessed by compiling contingency tables and
assessing the significance of the differences using the
x2-test, followed by a pairwise comparison of frequencies
between groups using the Wald test. The assessment
of the reliability of the statistical tests was carried out
with two-sided values at p <0.05. The NCSS 2022 software
package (NCSS 2022 Statistical Software (2022) was used
for statistical processing. NCSS, LLC. Kaysville, Utah, USA,
ncss.com/software/ncss).

Our non-interventional study of patients, which is
routinely applied in medical practice, clinical and
psychopathological studies, was carried out in the Main
Military Clinical Hospital named after. N.N. Burdenko
from 1992 to 2010 in accordance with the principles of the
Declaration of Helsinki of the World Medical Association.
The medical data of patients who had undergone

examination and treatment at the Burdenko Main Military
Clinical Hospital from 1992 to 2010 were entered into the
medical records of the inpatient. The case report form
and the non-interventional observational study protocol
developed in 2010 were approved by the Independent
Ethics Committee of the Main Military Clinical Hospital
named after. N.N. Burdenko (Extract from protocol No. 5
dated Feb 16, 2011).

RESULTS

The diagnosis of alcohol addiction syndrome (alcohol
addiction, chronic alcoholism, alcohol withdrawal state,
alcoholic delirium, alcoholic psychosis or alcoholic amnestic
syndrome [F10.6]) or alcohol abuse was confirmed for
56 of the surveyed veterans (21.2%). In all cases where
mental disorders associated with alcohol use were included
in the main diagnosis, patients showed signs of addiction
consistent with the ICD-10 diagnostic guidelines. In one case,
the diagnosis was alcohol abuse, whose manifestations,
however, corresponded to the first stage of addiction, since
there were signs of all the addiction syndromes, except for
the vegetative-neurological manifestations of the alcohol
withdrawal syndrome.

Along with this, 80 veterans (30.3%) were diagnosed
with cases of addiction and alcohol abuse, which became
comorbidities or complicated the course of the other
major diagnosed mental disorders. Moreover, 47 veterans
(17.8%) displayed signs of alcohol addiction, although
the latter was not considered the main diagnosis or was
not included in the diagnosis at all. In the Main group,
33 subjects (12.5%) had a history of alcohol abuse but
there were no convincing clinical signs of addiction. In all
these cases, addictive disorders were accompanied by
other mental disorders that dominated the clinical picture.

A comparison of the incidence of diagnosed alcohol
addiction with other cases of alcohol addiction and
abuse is presented in Table 2. Control group 1 included
105 subjects diagnosed with alcohol addiction (35.5%),
while in Control group 2 the condition was diagnosed
in only 37 subjects (29.8%). There were 27 patients
(9.1%) in Control group 1 and 7 patients (5.6%) in control
group 2 with identified but not diagnosed addiction;
also, there were 24 patients (8.1%) in Control group 1 and
18 patients (14.4%) in Control group 2 who were known
to abuse alcohol but did not display a clearly discernible
addiction. The overall composition of the patients suffering
from alcohol abuse is more clearly presented in Figure 2.



Diagnosis Veterans Control
(A) group 1(B)
n=264 n=296
f % f %
Total number of patients with signs 136 | 51.5% | 156 | 52.7%
of alcohol addiction or abuse
Including those with diagnosed 56 | 21.2% | 105 | 35.5%
alcohol addiction
Including those with comorbid 47 17.8% | 27 | 9.1%

alcohol addiction

Including those with comorbid 33 | 125% | 24 | 8.1%
alcohol abuse

Total number of subjects with signs 103 | 39.0% | 132

of alcohol addiction

Total number of subjects with 80 | 30.3% | 51

comorbid alcohol addiction and abuse

All three diagrams in the Figure show the following ratio:
1) patients with no signs of alcohol abuse; 2) patients
with an established main diagnosis of “alcohol addiction”;
3) patients with alcohol addiction indicated in the diagnosis
as concomitant to the underlying mental disorder, or
with addiction indicated in the medical records or in the
description of the withdrawal syndrome; 4) with alcohol
abuse as comorbidity with other diagnosed mental disorders
and without signs of addiction. The first pie chart shows the
data of the group of veterans, the second one shows Control
group 1, and the third one shows Control group 2.

Our statistical analysis of the differences in the
relative frequency values proves, and Figure 2 clearly
demonstrates, that there are hardly any significant
differences between the samples of veterans and
the control groups: 1) the ratio of the total number
of patients with alcohol addiction or abuse diagnosed
but not included in the primary diagnosis, and patients
in whom frequent alcohol use was not identified; 2) all
patients with signs of alcohol addiction (established in the
diagnosis and not diagnosed); and 3) the proportion
of patients suffering from alcohol abuse without signs
of addiction (Table 3). Thus, there were no differences
in the incidence of signs of alcohol addiction and abuse
in military personnel with past experience of participating
in combat operations and those who did not have
combat experience, and no data have been obtained
that would provide grounds to suggest a relationship
between any forms of alcohol abuse and participation

44.6%

17.2%

Control X?-test Pairwise comparisons

group 2 (C) | (all df=2) using Wald test

n=125

f % AvsB AvsC BvsC

62 | 49.6% | x?=0.343; Q=0.396; | Q=0.498; | Q=0.822;
p=0.842 p=0.934 p=0.911 p=0.819

37 | 29.6% | x%=13.846; | Q=5.341; | Q=2.513; | Q=1.624;
p=0.001 p=0.001 p=0.177 p=0.484

7 5.6% | x>=15.769; | Q=4.216; | Q=5.199; | Q=1.599;
p=0.001 p=0.008 p=0.001 p=0.495

18 | 14.4% | x2=4.628; Q=2.383; | Q=0.817; | Q=2.618;
p=0.099 p=0.210 p=0.821 p=0.153

44 | 35.2% | x2=3.736; Q=1.884; | Q=0.998; | Q=2.536;
p=0.154 p=0.377 p=0.755 p=0.172

25 | 20.0% | x%=14.229; | Q=5.140; | Q=3.096; | Q=1.017;
p=0.001 p=0.001 p=0.073 p=0.747

in combat operations. At the same time, it follows from
the presented data that the diagnosis of alcohol addiction
in veterans was less common, while cases of addiction
comorbid with other mental disorders were more
common than in other military personnel and military
pensioners. A statistically significant (Q=5.341; p <0.001)
difference in the probability of a diagnosis of alcohol
addiction was uncovered between the sample of veterans
and the sample of Control group 1, which included all
patients who had received treatment in the psychiatric
departments of the Main Military Clinical Hospital
named after. N.N. Burdenko in 1999 and who were, on
average, older. At the same time, undiagnosed alcohol
addiction comorbid with other mental disorders occurred
in veterans twice as often as in Control group 1 (Q=4.216;
p=0.008) and more than three times more often than
in Control group 2 (Q=5.199; p <0.001).

The relationships between the symptoms of stress
addiction (diagnosed and
concomitant with other disorders) and alcohol abuse are
presented in Table 3 and Figure 3A and 3B. As expected,
considering the features of a diagnosis of alcoholism

disorders and alcohol

stated above, a diagnosis of alcohol addiction among
all veterans who displayed any symptoms of any PTSD
diagnostic clusters was three times less common than it
was among veterans who did not display PTSD symptoms
(x2=16.532; p <0,001), while comorbid variants of addiction
and alcohol abuse in veterans with and without PTSD
symptoms were observed with almost equal frequency.



48.5%

12.5%

50.4%

14.4%

47.3%

No signs of alcoholism
[ Diagnosed alcohol addiction
[l comorbid alcohol addiction

Alcohol abuse

Figure 2. Structure of forms of chronic alcohol intoxication in groups: A, main group (n=264); B, group 1 (n=296);

C, group 2 (n=125).

However, alcohol addiction was generally less common
among veterans with manifestations of PTSD (x2=7.344;
p=0.007). Consequently, the differences in the prevalence
of the issue of alcohol in groups of veterans with and
without PTSD symptoms were determined mainly by
the difference in the number of patients with glaring
signs of alcoholism. Moreover, the identification of
PTSD symptoms in veterans reduced the likelihood of
diagnosing them with alcoholism. Thus, PTSD symptoms
were observed twice as rarely in veterans diagnosed with
alcohol addiction as they were in veterans with alcohol
addiction which was not stated in the diagnosis but
was comorbid with other diagnosed mental disorders

(Q=4.883; p=0.003), as well as in veterans with alcohol
abuse (Q=4.516; p=0.008) and veterans without alcohol
abuse (Q=5.991; p <0.0001). Moreover, there was no
statistical difference in the incidence of PTSD symptoms
between other groups of veterans with or without
alcohol abuse. The ratio of individual symptoms of
PTSD (intrusion and personality changes) turned out
to be similar (Table 4). In general, when comparing PTSD
symptoms in the entire sample of veterans with addictive
disorders with all veterans without signs of alcohol abuse,
significant differences were found only in the prevalence
of intrusion symptoms (x2=4.256; p=0.039) while PTSD
symptoms in general did not differ (Table 5).
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Table 3. Clinical variants of alcohol abuse and addiction in veterans with PTSD symptoms and veterans without PTSD

symptoms
Diagnosis Veterans with PTSD Veterans without PTSD X? test
symptoms symptoms (all df=1)
n=139 n=125
f % f %
Total number of patients with signs of alcohol 61 43.9% 73 58.4% X2=5.013;
addiction or abuse p=0.025
Including those with diagnosed alcohol 16 11.5% 40 32.0% X2=16.532;
addiction p=0.001
Comorbid alcohol addiction 27 19.4% 19 15.2% x2=0.816;
p=0.366
Comorbid alcohol abuse 19 13.7% 14 11.2% x2=0.367;
p=0.545
Total number of subjects with signs of alcohol 43 30.9% 59 47.2% X2=7.344;
addiction p=0.007
Total number of subjects with comorbid alcohol | 46 33.1% 33 26.4% x>=1.406;
addiction and abuse p=0.236

Note: n — sample size; f — sign frequency; % — relative sign frequency in sample n; x2 — the value of Pearson’s x? test; df — degrees

of freedom; p — p-value (p-significance level).

55.4%

13.7%

No signs of alcoholism

[ Diagnosed alcohol addiction

41.6%

[l comorbid alcohol addiction Alcohol abuse

Figure 3. Structure of forms of chronic alcohol intoxication in groups: A, veterans with PTSD symptoms (n=139);

B, veterans without PTSD symptoms (n=125).

Our analysis of the association between the diagnosis
of alcohol addiction and PTSD symptoms (the results
are presented in Table 6) showed that the absence
of a diagnosis of alcoholism is associated with the
detection of PTSD symptoms in general (x2=19.075,
df=1, p=0.000), and in particular the symptoms of

re-experiencing the trauma (x2=13.235, df=1, p=0.000) and
personality changes (x2=12.508, df=1, p=0.000), while the
association of any manifestations of addictive behavior
with PTSD symptoms showed only an association between
the absence of signs of alcohol abuse and symptoms
of re-experiencing trauma (x2=4.256, df=1, p=0.039).
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Table 4. PTSD symptoms in veterans with different forms of alcohol use

Symptom (A) (B) (€) (D) x? Pairwise comparisons using Wald test

n=56 n=47 n=33 n=128 (p)

(%) (%) (%) (%) AvsB | AvsC  AvsD | BvsC BvsD | CvsD

Q(p) Q(p) Q (p) Q(p) Q(p) Q(p)

Symptoms 2 14 6 34 14.869 | 4.998 2.849 6.333 1.590 0.682 1.255
of re-experiencing (3.6%) (29.8%) | (18.2%) | (26.6%) | (0.002) | (0.002) | (0.183) | (0.000) | (0.671) | (0.923) | (0.793)
(intrusions)
Avoidance symptoms 3 8 4 15 3.534 2.513 1.540 1.739 0.713 1.374 0.425

(5.4%) (17.0%) | (12.1%) | (11.7%) | (0.316) | (0.284) | (0.692) | (0.608) | (0.918) | (0.754) | (0.958)
Symptoms of 10 23 16 60 16.170 | 4.822 4.232 5.852 0.052 0.347 0.245
hyperexcitability (17.9%) | (48.9%) | (48.5%) | (46.9%) | (0.001) | (0.004) | (0.015) | (0.000) | (0.996) | (0.967) | (0.978)
Personality changes 6 21 14 38 17.198 | 5.598 4.634 4.320 0.263 2.581 1.959

(10.7%) | (44.7%) | (42.4%) | (29.7%) | (0.001) | (0.000) | (0.006) | (0.012) | (0.976) | (0.262) | (0.509)
Any PTSD symptom 15 28 20 75 18.554 | 4.883 4.516 5.991 0.106 0.124 0.233

(26.8%) | (59.6%) | (60.6%) | (58.6%) | (0.001) | (0.003) | (0.008) | (0.000) | (0.991) | (0.990) | (0.979)
Symptoms of PTSD 3 15 8 38 14.448 | 4.870 3.285 6.262 0.984 0.480 0.721
cluster 1 and 2 (5.4%) (31.9%) | (24.2%) | (29.7%) | (0.002) | (0.003) | (0.093) | (0.000) | (0.866) | (0.952) | (0.917)
(intrusions or avoidance)

Note: (A) — Veterans diagnosed with alcohol addiction; (B) — Veterans with comorbid alcohol addiction; (C) — Veterans with comorbid
alcohol abuse; (D) — Veterans without alcohol addiction and abuse; n — sample size; f — sign frequency; % — relative sign frequency
in sample n; x2 — the value of Pearson's x2 test; Q — Tukey test value; p — p-value (p-significance level).

Table 5. PTSD symptoms in veterans with signs of alcohol addiction and abuse and those without alcohol abuse

Symptom All veterans with alcohol Veterans without alcohol X2 test
addiction and abuse abuse p-value
n=136 n=128
f % f %

Symptoms of re-experiencing (intrusions) 22 16.2% 34 26.6% X2=4.256;

p=0.039

Avoidance symptoms 15 11.0% 15 11.7% x2=0.031;

p=0.860

Symptoms of hyperexcitability 49 36.0% 60 46.9% x?=3.200;

p=0.074

Personality changes 41 30.1% 38 29.7% X2=0.007;

p=0.935

Any PTSD symptom 64 47.1% 75 58.6% X?=3.519;

p=0.061

Symptoms of PTSD cluster 1 and 2 26 19.1% 38 29.7% X2=4.011;

(intrusions or avoidance) p=0.045

Note: n — sample size; f — sign frequency; % — relative sign frequency in sample n; x? — the value of Pearson’s x? test; p — p-value

(p-significance level).

The results of our study of the medical history of veterans,
with a comparison of the pathogenic factors of combatin the
past and the presence or absence of signs of alcohol abuse
or addiction in their current status, are presented in Table 7.
The most significant determinants of the development
of delayed stress disorders, such as direct participation
in combat clashes with the enemy, enemy captivity, wounds
or shell shock received in the war, psychopathological
reactions suffered in the combat zone, were the least

likely (with a statistical significance of differences) to
be identified in veterans with an established diagnosis
of alcohol addiction. In other subgroups of veterans, the
same unfavorable factors in the medical history were
detected almost with the same frequency. Veterans
diagnosed with alcohol addiction suffered combat stress
five times less frequently than veterans suffering from
alcohol abuse, and eight times less often than veterans
with no frequent drinking habit (Q=7.078; p <0.001).
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Table 6. Correlation of various forms of alcohol abuse with PTSD symptoms

Symptom Diagnosed No diagnosed x? All cases of alcohol | No signs X2
alcohol addiction | alcohol addiction | p addiction or abuse | of alcohol abuse | p
n=56 n=208 (all df=1) n=136 n=128 (all df=1)
f % f % f % f %
Symptoms 2 3.6 54 26.0 x>=13.235; | 22 16.2 34 26.6 X?=4.256;
of re-experiencing p <0.001 p=0.039
(intrusions)
Avoidance symptoms 3 5.4 27 13.0 x>=2.546; | 15 11.0 15 1.7 x?=0.031;
p=0.111 p=0.860
Symptoms of 10 17.9 99 47.6 x2=16.097; | 49 36.0 60 46.9 ¥2=3.2000;
hyperexcitability p <0.001 p=0.074
Personality changes 6 10.7 73 35.1 x2=12.508; | 41 30.1 38 29.7 ¥2=0.007;
p <0.001 p=0.935
Any PTSD symptom 15 26.8 124 59.6 x2=19.075; | 64 471 75 58.6 X2=3.519;
p <0.001 p=0.061
Symptoms of PTSD 3 5.4 61 29.3 x2=13.803; | 26 19.1 38 29.7 x2=4.011;
cluster 1 and 2 p <0.001 p=0.045
(intrusions or avoidance)

Note: n — sample size; f — sign frequency; % — relative sign frequency in sample n; df — degrees of freedom; p — p-value

(p-significance level).

Table 7. Pathogenic factors of wartime in the medical history of veterans with various forms of alcohol consumption

Factor (A) (B) (C) (D) X2 Pairwise comparisons using Wald test

n=56 n=47 n=33 n=128 (p)

f(%) f(%) f(%) f(%) AvsB Avs C AvsD BvsC Bvs D CvsD

Q(p) Q (p) Q(p) Q(p) Q(p) Q(p)

Personal 19 31 21 69 12.886 4.723 3.904 3.594 0.326 2.005 1.376
participation (33.9%) | (66.0%) | (63.6%) | (53.9%) | (0.005) (0.005) | (0.030) | (0.054) | (0.970) | (0.488) | (0.753)
in battles
Captivity 0 1 0 4 2.776 1.009 0.486 1.250 0.434 0.101 0.426

(0.0%) (2.1%) (0.0%) (3.1%) (0.428) (0.860) | (0.951) | (0.795) | (0.957) | (0.992) | (0.958)
Combat stress 2 6 6 38 18.759 2.229 2.849 7.078 0.961 3.465 1.798
reactions (3.6%) (12.8%) | (18.2%) | (29.7%) | (<0.001) | (0.392) | (0.183) | (0.000) | (0.871) | (0.068) | (0.581)
Wounds or 7 9 6 26 1.635 1.277 1.079 1.713 0.065 0.075 0.142
injuries in war (12.5%) | (19.1%) | (18.2%) | (20.3%) | (0.651) (0.786) | (0.843) | (0.619) | (0.995) | (0.994) | (0.988)
Traumatic brain 14 23 18 55 9.763 3.566 3.942 3.379 0.680 0.999 1.673
injury in war (25.0%) | (48.9%) | (54.5%) | (43.0%) | (0.021) (0.057) | (0.027) | (0.079) | (0.923) | (0.862) | (0.636)
Alcohol abuse 9 7 4 7 6.484 0.179 0.541 2.910 0.364 2.530 1.831
in war (16.1%) | (14.9%) | (12.1%) | (5.5%) (0.090) (0.985) (0.944) (0.168) (0.965) (0.278) (0.566)

Note: (A) — Veterans diagnosed with alcohol addiction; (B) — Veterans with comorbid alcohol addiction; (C) — Veterans with comorbid
alcohol abuse; (D) — Veterans without alcohol addiction and abuse; n — sample size; f — sign frequency; % — relative sign frequency

in sample n; Q — Tukey test value; p — p-value (p-significance level).

In contrast, frequent drinking while in a combat zone
was three times likely among veterans with diagnosed
alcoholism than among sober veterans. Table 8 shows
no significant differences in the incidence of the combat
pathogenic factors identified in the medical history
between the general cohort of veterans with signs
of alcohol addiction or abuse and veterans with no

alcohol abuse issues. In these two groups, there was
also a characteristic correlation between the occurrence
of combat stress in the medical history and alcohol
abuse during the war: veterans who were not inclined
to drinking alcohol during the war had a significantly
more acute reaction to stress (x2=15.679; p <0.001)
and fewer cases of alcohol abuse (x?=6.128; p=0.013).
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The association analysis showed no significant correlation
with the considered pathogenic factors of the combat
situation, with significant feedback between current
alcohol addiction or abuse and acute reaction to stress
experienced during the war (x?=15.679, df=1, p=0.000),
and a direct association with alcohol abuse during the
period of participation in combat operations (x2=6.128,
df=1, p=0.013). None of the data above support the
established opinion on a causal relationship between
combat mental trauma and the subsequent development
of alcohol addiction.

DISCUSSION

A study of the medical history and clinical manifestations
of alcohol abuse in patients in the psychiatric department
of our Military Hospital showed that about half of the
surveyed subjects abused alcohol in the compared samples
of contract servicemen and military pensioners (veterans
and the control groups consisting of servicemen who had
never taken partin combat operations) (Figure 2), about half
of the surveyed abused alcohol. Unexpectedly for us, the
proportions of patients with signs of addiction (diagnosed
and undiagnosed) and patients suffering from alcohol abuse
turned out to be almost identical, especially in veterans
and in Control group 2 subjects with the same age. All this
information ruined our expectations and failed to confirm
the of-cited hypothesis about the especially high prevalence
of alcoholism and alcohol abuse among war veterans. At

the same time, the difference between diagnosed and
undiagnosed (comorbid with other mental disorders)
alcohol addiction in the studied samples turned out to be
obvious. So, the frequency of diagnosed alcohol addiction
in the sample of veterans was lower than it was in other
servicemen and military pensioners, although a statistically
significant (p <0.001) difference was established only
between the sample of veterans and the sample of Control
group 1, which were, on average, older. On the contrary,
undiagnosed forms of alcoholism, including alcohol abuse
and alcohol addiction comorbid with other disorders, were
recorded significantly more often in veterans than in both
control groups (p <0.001; p <0.05). This predominance
seemed to have to do with the fact that the sample
of veterans had more patients with signs of addiction,
which was not reflected in the diagnosis and was considered
concomitant with other mental disorders (p <0.01; p <0.001).

So, the main difference in the studied samples came
down to the special proportion observed in war veterans
between the relatively small number of diagnosed cases of
alcohol addiction and the increased frequency of alcohol
addiction which accompanied other mental disorders but
was not stated in the diagnosis. Considering the similarity
of the total relative number of patients with signs of alcohol
addiction, which in different cases was either considered
as the main diagnosis, or was assessed as comorbid with
other disorders, in all compared groups, it must be assumed
that veterans had underdiagnosed alcohol addiction.

Factor All veterans with alcohol Veterans without alcohol X2 test
addiction and abuse abuse
n=136 n=128
f % f %
Personal participation in battles 71 52.2 69 53.9 x>=0.077;
p=0.782
Captivity 1 0.7 4 3.1 x2=2.027;
p=0.155
Wounds or injuries in war 22 16.2 26 20.3 x2=0.758;
p=0.384
Traumatic brain injury in war 55 40.4 55 43 x2=0.173;
p=0.677
Combat stress reactions 14 10.31 38 29.71 x?=15.679;
p <0.001
Alcohol abuse in war 20 14.72 7 5.52 X%=6.128;

p=0.013



One of the causes of the underdiagnosis may be the
identification of a significant number of psychopathological
disorders that do not belong to the main addiction
syndromes, and considering the traumatic combat
experience of veterans, in clinical practice they are
unambiguously interpreted as manifestations of some
other underlying mental disorder that alcohol addiction
either aggravates or hides: i.e., alcohol addiction was
qualified only as a complication of other diagnosed
mental disorders more often in veterans than in other
military personnel.

In the Main group, signs of alcohol addiction were
accompanied by diagnosed organic mental disorders in
23 subjects (48.9%), neurotic and adaptation disorders
in 13 subjects (27.7%), various organic mental disorders
not associated with brain injury in 5 subjects (10.6%),
diagnosed PTSD in 4 subjects (8.5%), and other mental
disorders in 2 subjects (4.3%).

A comprehensive description of the mental disorders
associated with alcohol abuse requires a separate
analysis. Here, we only noted that veterans suffering from
alcohol addiction comorbid with other diagnosed mental
disorders showed signs of PTSD (p <0.001), including
symptoms of re-experiencing trauma (p <0.001) and
personality change (p <0.001) much more often compared
with veterans with diagnosed alcohol addiction, even
in the absence of an established diagnosis (Table 4). The
association analysis between the established diagnosis
of alcohol addiction and various symptoms of PTSD
(Table 6) showed the presence of feedback (association
with the absence of diagnosed alcohol addiction) with
the presence of PTSD signs (x2=19.075, df=1, p=0.000),
including intrusion symptoms x2=13.235, df=1, p=0.000)
and personality changes (x2=12.508, df=1, p=0.000).

Based on the abovesaid, we can conclude that the
underdiagnosis of alcohol addiction in war veterans
is determined not only, and not so much, by the
insufficient severity of the actual “addiction” syndromes,
but rather by the priority of facultative psychopathological
symptoms in relation to the obligatory signs of addiction.
That is, when a patient shows symptoms of stress
disorders or other psychiatric disorders, preference
is often given to a diagnosis of a non-alcohol-related
psychiatric disorder, the symptoms of which appear to be
the most relevant for evaluation and treatment. In this
case, the use of alcohol with harmful consequences and
even obvious symptoms of addiction are thought of as

concomitant or as complicating the course of the disease.
It should be noted that all of the veterans who were not
diagnosed with alcoholism (those with undiagnosed
alcohol addiction or abuse and those who did not reveal
excessive drinking) showed no significant differences
in the frequency of any of the PTSD symptoms. As a result,
when comparing the general group of veterans with signs
of addiction or alcohol abuse (including diagnosed and
undiagnosed cases) and veterans who did not show signs
of alcohol abuse, in general, no differences were found
in the presentation of all PTSD symptoms, while significant
differences were found only in relation to the frequency
of re-experiencing trauma (p <0.05). Our contingency
analysis showed a significant association between just the
absence of alcohol addiction and abuse and symptoms
of intrusion in veterans (x2=4.256, df=1, p=0.039). An
inverse comparison of the representation of alcohol abuse
and addiction in veterans with and without symptoms
of PTSD showed that the number of patients with various
forms of alcoholism among those with symptoms of PTSD
turned out to be a quarter lower (p <0.05), while the
number of cases of diagnosis of addiction was almost
three times lower (p <0.001) than the one among those
who had PTSD symptoms (Figure 3, Table 3).

All these findings, in our opinion, at minimum do not
give grounds for the conclusion that the onset of PTSD
symptoms creates any particular risk of developing alcohol
addiction and certainly does not confirm the widespread
thesis about the exceptional comorbidity of stress disorders
and alcoholism. However, considering the conducted
retrospective analysis, we do not exclude the possibility
that the discovered relationship between PTSD symptoms
and alcohol addiction can be influenced to some extent
by the underestimation of symptoms of combat stress
consequences in patients with alcohol addiction.

In order to clarify the relationship between alcohol
abuse and alcohol addiction in veterans with combat
mental trauma, we performed an analysis of the presence
of significant combat pathogenic factors in their medical
histories. Most of them (direct participation in shooting
battles with the enemy, enemy captivity, wounds or
psychopathological
reactions suffered in the combat zone) were observed

concussions sustained in war,
in veterans with an established diagnosis of alcohol
addiction much less frequently than in other veterans
(Table 7). On the contrary, alcohol abuse during the
war in patients with a subsequent diagnosis of alcohol



addiction was observed significantly more often than
in veterans who were not prone to excessive alcohol
consumption (p <0.05). Most likely, the obvious clinical
sings of alcohol addiction in the absence of pronounced
signs of alternative mental disorder determines the
direction of the clinical search by the psychiatrist and
the selectivity in medical history collection, when signs
consistent with it are identified in favor of the obvious
diagnostic version, and optional ones are sometimes
found only by chance and not as a result of active
questioning. However, it is certainly not in the favor of the
pathogenic role of combat stressors in the development
of alcoholism that they are found with approximately
equal frequency in veterans with undiagnosed addiction,
in veterans with alcohol abuse, and in veterans who do
not drink alcohol (Table 7).

A comparison of the general sample of veterans with
signs of alcohol addiction or alcohol abuse and the sample
of all veterans without signs of alcohol abuse did not show
significant differences in the frequency of their exposure
to combat stress factors in the past (Table 8). But, at the
same time, there were significant differences in the
frequency of combat stress reaction experienced during
participation in combat operations and alcohol abuse
during war: veterans suffering from alcohol addiction and
abuse displayed less combat stress reaction (p <0.001)
and more alcoholism (p <0.05). The contingency table
showed no significant associations between the presence
of any form of alcohol abuse and the combat pathogenic

factors considered in the study (Table 9). At the same
time, the presence of alcohol addiction or alcohol abuse
showed a significant inverse correlation with the combat
stress reaction experienced during war (x2=15.679, df=1,
p=0.000) and a direct association with alcoholism during
wartime (x2=6.128, df=1, p=0.013). Thus, the hypothesis
of a significant correlation between alcoholism among
veterans and adverse wartime experiences, according
to our data, is not borne out.

CONCLUSION

In their most general terms, the results of our study show
no difference in the frequency of symptoms of alcohol
addiction or abuse among veterans of wars and other
servicemen and military pensioners who have never taken
partin combat operations. However, there is a tendency
to underdiagnose alcohol addiction in veterans in general,
and in those with symptoms of PTSD, in particular. That
is, alcohol addiction is not diagnosed in most cases when
the veterans show symptoms of stress or other mental
disorders in addition to the sings of alcoholism. There was
no significant association between any form of addictive
behavior and the presence of stress disorder symptoms
in our sample of veterans; on the contrary, symptoms
of re-experiencing trauma were more often observed
in veterans who were not prone to frequent drinking.
The incidence of combat stressors traced in the medical
history did not differ in veterans with forms of alcohol
abuse and in veterans not prone to frequent drinking.

Factor Diagnosed No diagnosed X3-test All cases of alcohol | No signs X3-test
alcohol addiction | alcohol addiction | (all df=1) addiction or abuse | of alcohol abuse | (all df=1)
n=56 n=208 n=136 n=128
f % f % f % f %

Participation 19 33.9 121 58.2 x>=10.412; | 71 52.2 69 53.9 x>=0.077;

in battles p <0.001 p=0.782

Captivity - - 5 2.4 X2=1.372; 1 0.7 4 3.1 X2=2.027;

p=0.241 p=0.155

Wounds or 7 12.5 41 19.7 x?=1.542; 22 16.2 26 20.3 x>=0.758;

injuries in war p=0.214 p=0.384

Traumatic brain 14 25.0 96 46.2 X2=8.123; 55 40.4 55 43.0 x2=0.173;

injury in war p=0.004 p=0.677

Combat stress 2 3.6 50 24.0 X2=11.685; 14 10.3 38 29.7 x?=15.679;

reactions p <0.001 p <0.000

Alcohol abuse 9 16.1 18 8.7 X?=2.644; 20 14.7 7 5.5 X>=6.128;

in war p=0.104 p=0.013



There was only a slight difference in that among the
pathological reactions in a combat situation, addictive
behavior was more often observed among veterans
abusing alcohol and, therefore, the phenomenon of
alcohol abuse in war requires additional testing to
determine its prognostic value.

Alcohol abuse and the development of addiction
in veterans seem to have mechanisms common to all other
patients, and in this regard, we should recall the thought
once expressed by T.A. Mellman et al. (1992) that persistent
disease states associated with PTSD progress over time
to symptoms that are increasingly autochthonous in their
pattern of occurrence [38]. Perhaps, the same frequency
of alcohol addiction in the compared categories of military
personnel, as well as its weak correlation in veterans with
PTSD symptoms and a history of combat pathogenic
factors, could partly be explained by the action of powerful
social stressors. The latter equally had a significant
adverse effect on the entire population of Russian military
personnel in the 1990s and the first years of the current
century, and their long-term effect may have outweighed
the effects of wartime mental trauma. It also seems of
importance to us that the massive alcohol abuse at that
time affected all segments of the Russian population,
which could also equalize the risks of developing alcohol
addiction in the various groups of military personnel. The
similarity of the results in different groups is partly due
to the fact that all the examined subjects were in military
service under contract, while it is quite possible that
different data can be collected amongst conscripted
military personnel. Finally, it must be acknowledged that
a much more accurate assessment of the involvement
of various adverse factors in the development of stress
and addictive disorders is achievable in prospective studies
that reduce the contribution of subjective components.
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ABSTRACT

The authors propose a case report analysis with a step-by-step exclusion of possible non-psychiatric medical
causes of thyrotoxicosis in a young girl. The prolonged differential diagnosis eventually led to the diagnosis of
drug-induced thyrotoxicosis due to anorexia nervosa in the patient. The analysis of the presented case report once
again demonstrates the importance of a carefully curated medical history, including the psychiatric history, as well as
a holistic and comprehensive analysis of all the clinical manifestations. We analyzed this case report of a patient with
thyrotoxicosis due to anorexia nervosa in order to test the algorithm of differential diagnosis. All patient information
was anonymized, and the patient gave informed consent to the submission of the case report for publication.

AHHOTAUMA

ABTOpbI MpejiaratoT pasbop KAMHUYECKOro cayyast C MOo3TanHbIM UCKIOYEHNEM BO3MOXHbBIX COMaTUYecKnX
NPUYMH CUHAPOMa TUPEOTOKCMKO3a Yy MOJSIOAON AeByLUKW. 3aTaHyBLUAsACS AnddepeHumanbHas AMarHocTuka
B UTOre NpuBena K yCTaHOBNEHWIO MarHo3a — /eKapCTBEHHO-UHAYLMPOBAHHOIO TUPEOTOKCMKO3a BCeACTBUE
HanMuns y NaLMeHTKN HEPBHOW aHOpPeKCUn. AHaNN3 NPeACTaBleHHOro KIMHNYECKOro cnyyast B ouepeaHol pas
LEMOHCTPUPYET BaXXHOCTb TLUATE/NIbHO COBPaHHOrO aHaMHesa, BK/IYas MCMXmMaTpuYeckuii aHaMHes, a Takxe
LLe/IOCTHOrO 1 BCECTOPOHHEro aHann3a KANHWYeCcknx NposaBneHuid y naymneHTa. NposegeH pa3bop KAMHNYEeCKoro
cnyYasn y 60/bHOI C TMPEOTOKCMKO30M, Pa3BMBLLEMCSA BCEACTBME HEPBHON aHOPEKCUM, C LieNIbio AeMOHCTPpaLMm
anroputma gnodepeHLmanbHO-ANarHOCTUYECKOro Noncka. Bea nHdopmaums o naumeHTe 6bi1a aHOHUMU3MPOBAHA,
aBTOPbI MOJIYUYNIN MMCbMEHHOE Corlacre nauMeHTa Ha Nybankaumo MeanLMHCKUX AaHHbIX 1 doTorpaduii.
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INTRODUCTION

Thyrotoxicosis is a syndrome caused by excessive levels
of thyroid hormones in the blood and their toxic impact on
various organs and tissues. The prevalence of thyrotoxicosis
in Russia in 2001 was 18.4 cases per 100,000 [1]. According
to the American Thyroid Association (ATA), the prevalence
of thyrotoxicosis in the USAin 2011 was 1.2-1.6%, 0.5-0.6%
for overt forms and 0.7-1.0% for subclinical forms [2].
The most common cause leading to thyrotoxicosis in
regions with normal iodine intake is Graves' disease.
The most common cause in iodine-deficient areas
is autonomously functioning thyroid nodules [3]. Other
causes of thyrotoxicosis are ectopic thyroid tissue;
thyrotoxic phase of destructive thyroiditis; medication, most
often amiodarone; and overdose of thyroid hormones, for
example, in the treatment of hypothyroidism. Drug-induced
thyrotoxicosis can also occur in the case of uncontrolled
intake of hormones by patients suffering from a mental
illness, including eating disorders [4].

Eating disorders (EDs) are widespread in the population.
According to our estimates, the prevalence of anorexia
nervosa ranges from 0.3 to 1% and the prevalence of
bulimia nervosa ranges from 0.9 to 1.5% [5]. The problem
cannot be underestimated, since the mortality rate
among this category of patients is the highest relative
to other psychiatric disorders: according to statistics,
about 23 patients die daily from EDs [6] and almost
20% of patients commit suicide [7]. Studies have shown
that people with eating disorders have a characteristic
personality type: emotional lability, a tendency to
maladaptive behaviors, a constant feeling of internal
tension and discomfort, low self-esteem, and a desire for
hyper-control [8, 9]. Often, eating disorders are comorbid
with other psychiatric diseases, including schizophrenia
spectrum disorders, as well as mood disorders [10].

The desire to lose weight by patients with EDs is often
associated with maladaptive behavioral strategies,
including the abuse of various drugs [11, 12]. These include
diuretics and laxatives, as well as hypoglycemic and
hormonal drugs. Often, these are thyroid hormone drugs
that can accelerate the matabolism, and, consequently,
lead to weight loss. Unfortunately, the abuse of these
drugs also leads to cardiovascular, metabolic, and
endocrine disorders [13]. The issue is complicated by
the wide availability of these drugs, which are often
classified as over-the-counter medications. At the same
time, proving the fact of drug abuse may not be the

easiest of tasks and may require a comprehensive clinical
examination, including examining a detailed medical
history, performing a wide range of investigative steps, and
soliciting consultations from specialists in related fields.

The presented clinical case describes drug-induced
thyrotoxicosis resulting from the self-administration
of large doses of levothyroxine by a patient with anorexia
nervosa in an effort to reduce body weight.

Drawing one's attention to the problem of a
transnosological search taking possible mental disorders
in patients with medical symptoms into account, in our
opinion, will optimize the diagnostic process, accelerate
it, and improve its accuracy.

PATIENT INFORMATION

A 20-year-old female patient came to an endocrinologist
at the Central Clinical Hospital of Civil Aviation (CCH CA)
in July 2021 to check for thyrotoxicosis before a planned
thyroidectomy for diffuse toxic goiter. She complained
of constant palpitations (heart rate of up to 150 bpm),
periodic episodes of tachycardia of up to 200 bpm lasting
up to 10 minutes and inadequately relieved by B-blockers
(propranolol up to 40-50 mg), sweating, tremor, and lack
of menstruations. The patient had been experiencing
these symptoms since 2020.

At examination: increased heart sounds; heart rate of
180 bpm, blood pressure 130/70 mm Hg, height 160 cm,
weight 49 kg, and body mass index (BMI) = 19.1 kg/m?2.
The thyroid gland is not palpable; von Graefe's, Moebius,
Chvostek’s, and Trousseau signs are negative. The patient
has trunk and limb tremor while standing.

Due to tachycardia of 180 bpm not relieved by propranolol
40-50 mg, general tremor and increasing weakness at the
time of examination in the Admission Department, the patient
was hospitalized in the Intensive Care Unit (ICU) in serious
condition, followed by a transfer to the Endocrinology
Department with a diagnosis of thyrotoxicosis.

MEDICAL HISTORY

According to the medical history, in 2017 the patient
was treated in a psychiatric hospital for anorexia nervosa
after a weight loss of 30 kg in a year (from 70 to 40 kg);
the development of amenorrhea. After treatment
in a psychiatric hospital (there is no information on
the patient taking psychopharmacological drugs after
discharge), the patient gradually gained weight up to
49 kg while her menstrual cycle did not resume.



Family medical history is unremarkable; the patient
denies smoking, alcohol or substance abuse, injuries,
or allergic reactions. There were no pregnancies. The
patient is a student of the pharmacological faculty of a
medical institute. The timeline of the patient seeking
medical attention is presented in Figure 1.

The first thyroid function tests were performed in July
2020. They revealed a decrease in the thyroid-stimulating
hormone (TSH) to 0.005 plU/mL (normal range 0.4-
4.0 ylU/mL) and an increase in free T3 (25.5 pmol/L,
normal range 3.1-6.8 pmol/L) and free T4 (40.5 pmol/L,
normal range 10.8-22.0 pmol/L). The level of antibodies
to thyroglobulin (Ab-TG), Ab to thyroid peroxidase
(Ab-TPO), and Ab to TSH receptors (TSHr) were within
the reference range.

Thyroid gland (TG) ultrasound from July 2020 showed
ECHO-signs of moderate diffuse changes in the thyroid
gland, an emerging node of the right lobe; the total
volume of the thyroid gland was 7 cm3.

Scintigraphy of the parathyroid glands and the thyroid
gland with Technetril was performed at the same time.
The following conclusion was made: “No scintigraphic
signs of parathyroid gland adenoma.”

After 2 weeks, during repeated scintigraphy with
pertechnetate, no image was obtained on the thyroid
gland scintigram. The uptake of the radiopharmaceutical

2017: 2020, July:

Complaints about general deterioration
of health, tachycardia, sweating.
was Thyroid function tests, thyroid ultrasound

The patient

(RP) in the submandibular and cervical lymph nodes was
within the normal limits. It was recommended to repeat
the study of the thyroid gland with a more thorough
preparation of the patient within 3-4 months. The
following conclusion was made: “Blocked thyroid gland.”

The patient was consulted by an endocrinologist who,
based on investigations, diagnosed Graves' disease and
recommended thiamazole at a dose of 30 mg/day, which
the patient reportedly took at the prescribed dose until
March 2021.

Bone densitometry was performed in July 2020. It
revealed low bone mineral density for the chronological
age (Z-score >-2.0 SD).

A complete gynecological examination revealed uterine
hypoplasia and multifollicular ovaries. The androgenic
profile included an increased level of sex-hormone-binding
globulin (SHBG) up to 264 nmol/L (the normal range
is 32.4-128 nmol/L). The following diagnosis was made:
“Secondary normogonadotropic amenorrhea associated
with thyrotoxicosis. Osteopenia without pathological
fractures. Hypophosphatemia. Neutropenia. Latent iron
deficiency.”

In March 2021, during antithyroid therapy with
thiamazole, a blood count revealed neutropenia with
a decrease in absolute neutrophils to 1.36x109/L (the
normal range is 1.5-6.3x10%/L). The antithyroid agent was
discontinued; prednisolone 15 mg/day and metoprolol
50 mg BID were prescribed.

2021:

March: Neutropenia;
discontinuation of thiamazole.
May: Surgical treatment:
posterior-inferior conchotomy,

hospitalized and scintigraphy, and parathyroid gland
for anorexia scintigraphy were conducted.
nervosa. Thiamazole 30 mg was prescribed.

Bone densitometry and gynecological
examination were conducted.
The following diagnosis was made:
Secondary normogonadotropic
amenorrhea associated with
thyrotoxicosis. Osteopenia
without pathological fractures.
Hypophosphatemia. Neutropenia.
Latent iron deficiency.

septoplasty, submucosal vasotomy
of the inferior turbinates;
short-term compensation.
June: Repeated thyroid function
tests, consultation with
an endocrinologist of the Federal
Center for Endocrinology (FCE).
July: The patient visited the
endocrinologist at the FCE
for the second time. She complained
of palpitations, sweating,
and tremors.



In May 2021, the patient underwent surgical treatment
in the Ear, Nose and Throat (ENT) Department: posterior
inferior conchotomy, septoplasty, and submucosal
vasotomy of the inferior turbinates. Before hospitalization
for surgical treatment, all laboratory parameters were
within the reference values, the ECG showed sinus
arrhythmia, and there was a normal heart rate (63-
85 bpm). The surgery and postoperative period proceeded
without complications. The patient was discharged from
the hospital in satisfactory condition. Shortly after his
discharge, palpitations, sweating, and tremors resumed.

In June 2021, a second thyroid function test was carried
out: TSH 0.0083 plu/mL, free T4 63.3 pmol/L, free T3
16.3 pmol/L, Ab to TSHr 19.05 IU/L (the normal range
is less than 1.75 IU/L).

Adecrease in serumiron to 4 pmol/L (the normal range
is 7-25 pmol/L) was also revealed. It is known that, because
of the indicated changes in the laboratory parameters, the
patient was consulted by an endocrinologist for an expert
assessment at the Federal Center for Endocrinology
(FCE); the primary diagnosis of Graves' disease was not
changed. The following treatment recommendations were
received: propranolol 40 mg at a heart rate of >90 bpm,
iron polyisomaltose 50 mg/mL, metoprolol 50 mg
2 BID, lifelong discontinuation of antithyroid agents,
and consultation with an endocrinologist-surgeon. Total
thyroidectomy had been suggested as a treatment. The
patient noted that the recommended therapy was not
effective in relation to palpitations: propranolol at a dose
of 40-50 mg reduced the heart rate for no more than
10 minutes.

DIAGNOSTICS AND THERAPY

Specialists at the Central Clinical Hospital of Civil
Aviation conducted a repeated ultrasound examination
of the thyroid gland, as well as ultrasound of the zones
of possible ectopia of the thyroid tissue, repeated
scintigraphy, complete blood count and blood chemistry
tests, study of blood electrolytes and thyroid hormone
profile (TSH, T3, free T4, Ab-TG, Ab-TPO, Ab to TSHr)
for additional examination in order to verify the cause
of thyrotoxicosis.

The following therapy was prescribed: propylthiouracil
300 mg/day, 100 mg/day from day 5, discontinuation
from day 9; dexamethasone (16- to 14- to 12- to 8- to
4-mg IV), prednisolone 10 mg/day, then 7.5 mg/day;
and metoprolol 50 mg/day, omeprazole 40 mg/day.

Specialists at the ICU also conducted infusion therapy
in a volume of up to 2 liters (0.9% sodium chloride
solution, 5% glucose solution, Haemodez).

Based on the results of thyroid and whole-body
scintigraphy with pertechnetate and Technetril, the
following conclusion was made: “The thyroid gland is
not visualized and whole-body scintigraphy showed no
signs of ectopic functioning thyroid tissue” (Figure 2).
The absence of Tc-99m-Technetrile in the thyroid
gland may indicate a pronounced disorder of the
functional state of thyrocytes (destruction?), while the
absence of thyroid gland visualization during the study
with Tc-99m-Pertechnetate may indicate a blocked
thyroid gland.

Ultrasound of the thyroid gland provided the following
data: The total volume is 5.7 ¢cm3. The parenchyma
echogenicity is moderate. The echostructure is slightly
diffusely heterogeneous. Areas of reduced echogenicity
without clear contours (areas of lymphoid infiltration?):
single 3 mm on the left, 3-6 mm on the right; vascularization
of the parenchyma is not increased. Lymph nodes are
not changed. Areas of thyroid ectopia were not reliably
identified during the study of the anterior and lateral
parts of the neck.

Hormonal status of the thyroid gland at the time
of admission to the hospital: free T4 57.6 pmol/L, TSH
0.05 plu/mL.

Due to the severe condition of the patient because
of thyrotoxicosis, therapy with the antithyroid agent
propylthiouracil with blood test monitoring, as well
as glucocorticoids IV, then oral
prednisolone), B-blockers, was again initiated.
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Figure 2. Scintigram with pertechnetate and Technetril.
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After 10 days of hospitalization, free T4 decreased
to 13.3 pmol/L, free T3 remained within the normal
range, and TSH was 0.05 plU/mL. The repeated blood
test for antibodies to TSH receptors: 0.8 IU/L (the normal
range is 0-1.751U/L), and the Ab-TPO level was within the
normal range. Complete blood count showed no signs
of neutropenia during therapy with antithyroid agents.
Electrolytes and serum iron were within the normal
range. Heart rate was within 70-76 bpm.

ANALYSIS OF DIAGNOSTIC AND THERAPY

RESULTS

Given the results of our investigations at the time
of hospitalization and the patient's medical history,
we excluded the previously established diagnosis of
diffuse toxic goiter (Graves’ disease), since not a single
diagnostic sign corresponded to the course of the
said disease: there was no diffuse increase in thyroid
volume according to ultrasound results; no increased
blood flow to the thyroid gland, increased uptake
of radiopharmaceuticals by the thyroid tissue according
to scintigraphy; or any antibodies to TSH receptors. There
was also no ectopic tissue of the thyroid gland.

Differential diagnosis was carried out with destructive
diseases of the thyroid gland, which, like Graves’
disease, are characterized by a decrease in the uptake of
radiopharmaceuticals during scintigraphy. However, the
long history of the disease in the patient contradicted
this assumption: in most cases, destructive thyroiditis
does resolve
recovery [1, 3], which did not happen in this case.

The fact that during the 2-week hospitalization
the level of T4 decreased and that the symptoms
of thyrotoxicosis quickly decreased speaks not so much
to the effectiveness of the therapy as it does to the fact

itself spontaneously, with complete

that the patient stopped taking thyroxine in the hospital
(the period of elimination of exogenous levothyroxine
from the body is 10 days). Given the low body weight
of the patient and their history of anorexia nervosa, we
made an assumption that the patient was deliberately
taking thyroxine to reduce her body weight.

There was a similar case of absolute compensation
of the condition in the patient in May 2021 during
a hospitalization in the ENT Department, followed by
the re-emergence of thyrotoxicosis symptoms after
discharge. It can be speculated that back then the state
of compensation for thyrotoxicosis was also a result

of the inability to take thyroxine in order to reduce body
weight in a hospital setting.

We also focused attention to the discrepancy between
the result of the test for antibodies to TSHr from June 2021
provided by the patient’s parents and the one provided by
the patient herself. The result of the test provided by the
parents was negative, while the patient provided results
with the presence of antibodies to TSHr. It is also worth
considering the fact that the test was performed in a private
laboratory, where the resultis sent electronically. Itis possible
that the patient deliberately faked the result of the test
to confirm the diagnosis of Graves' disease. It is known that
patients with anorexia nervosa are extremely resourceful
in hiding the symptoms of the disease, especially if their
intelligence and level of education are high enough [14].
Our patient, being a student of the pharmacological faculty
of a medical university, undoubtedly had an idea about
thyroxine and its properties, as well as about the typical
clinical sings of thyrotoxicosis and its diagnosis.

It is also important to note that during the course
of treatment, the attending physician and the authors
repeatedly interviewed the patient to clarify the likely
fact of drug abuse to maintain low weight. The patient
categorically denied taking medications without a doctor’s
prescription, which further complicated the search
for a diagnostic. The conclusion about drug-induced
thyrotoxicosis was made on the basis of the changes
in the results of our investigations and the clinical
condition of the patient.

The patient was discharged from the Department with
a diagnosis of severe iatrogenic thyrotoxicosis.

PATIENT FOLLOW-UP

A month after the patient was discharged from the
Endocrinology Department, her mother contacted us;
a conversation allowed us to establish that the girl
confessed to her parents that she had used thyroxine
without a doctor’s prescription in order to lose weight.
According to the mother, the patient resumed taking
thyroxine due to an increase in body weight by 2 kg
and categorically refused to stop the unreasonable use
of the drug. The patient refused a consultation with a
psychologist or psychiatrist. An explanatory conversation
was held with the relatives about the need for psychiatric
treatment, but they did not consider it possible to “force”
the patient to undergo treatment. However, the relatives
intend to contact a specialistin the relevant field privately.



DISCUSSION

The presented case report describes a diagnostic search

performed by endocrinologists because of clinical

symptoms of thyrotoxicosis in a patient with a history
of anorexia nervosa. The peculiarity of this case
report was the deliberate concealment of the fact of
self-administration of thyroxine by the patient from
her doctors, which led to an incorrect medical strategy
for this patient at different stages of her medical care.

It is known that patients with anorexia nervosa tend

to dissimulate the disease, and the resulting medical

complications often lead to hospitalization in general

hospitals [14].

In a retrospective analysis, conclusions can be drawn
regarding the possible acceleration of a correct diagnosis
in this patient with an optimal algorithm for diagnostic
search and interpretation of investigation results and
a comprehensive record of medical history, additional
examinations and the effect of drugs.

For example, after the detection of a complete
blockade of the thyroid gland on scintigraphy in July
2020, the endocrinologist could have had three diagnostic
assumptions:

1. The thyroid gland is blocked by iodine taken by
the patient;

2. The patient has destructive thyroiditis, which
is accompanied by a lack of radiopharmaceutical
uptake; or

3. The thyroid gland is blocked due to the fact that the
patient is taking thyroxine; i.e., the thyrotoxicosis
is iatrogenic.

Also, inJuly 2020 when low bone mineral density for the
chronological age (Z-score >-2.0 SD) was detected during
bone densitometry and a gynecological examination
was conducted, normogonadotropic amenorrhea due
to thyrotoxicosis was diagnosed without taking the
history of anorexia nervosa into account. It is well known
that the combination of amenorrhea with osteopenia
or osteoporosis is the most common endocrinological
manifestations of anorexia nervosa [15].

Performing parathyroid scintigraphy with Technetril
seems to be insufficiently justified.

When analyzing the data of previous laboratory tests,
it can be concluded that the antithyroid therapy with
thiamazole because of thyrotoxicosis carried out from
2020 to 2021 was ineffective. In addition, prescribing
a full blocking dose of thiamazole 30 mg in conditions

of a completely blocked (according to scintigraphy)
thyroid gland was not justified, since there was no
target for the drug. Moreover, taking the antithyroid
agent at the prescribed dosage until May 2021 led to the
development of neutropenia, which could potentially
have led to negative consequences for the patient's
health, including death.

We can assume that the presence of antibodies to the
TSH receptor, a marker of the autoimmune thyroid
disease, misled clinicians into issuing the diagnosis
of Graves' disease. Insufficient critical analysis and
rechecking of the information provided by the patient
also led to an incorrect diagnosis.

Clinicians should remember that particularly careful
monitoring of the behavior of patients is required
in the treatment of patients with anorexia nervosa,
including covert observation of relatives, medical staff,
roommates, and double-checking of the information
provided, correlating them with the data of objective
examinations [16].

Summarizing the above, it can be concluded
that omission of the history of anorexia nervosa at
different stages of a patient management path led,
in this case, to a number of incorrect diagnostic and
therapeutic decisions.

It should be noted that a blood test for thyroglobulin
should be performed for a complete differential
diagnosis between destructive thyroiditis and iatrogenic
thyrotoxicosis.

In our opinion, the case in this report clearly illustrates
the complexity of conducting diagnostic and therapeutic
work with patients suffering from eating disorders in
general medicine.
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ABSTRACT

Thailand is an upper middle-income country located in the center of mainland Southeast Asia with a population
of 66.17 million as of 2021. The aim of this review article is to illustrate the development of community mental
health in our country. We have divided the article into five main sections: namely, the mental health service
infrastructure, the community mental health system, human resources, mental health financing, public education,
and links to other sectors. Mental health care has been integrated into primary care since 1982, resulting
in @ major shift in focus on mental health at the community level; however, mental health problems and the
mental health gap in service accessibility remain present, especially during the current COVID-19 pandemic.
Community mental health care has been extended to networks outside the health care system, including the
community authorities. It has been provided with psychiatric care and rehabilitation, together with the promotion
of mental health and prevention of mental disorders for improving accessibility to services, especially during
a pandemic situation. Finally, future challenges to face community mental health have been outlined, such as
insufficient staff to develop rehabilitation service facilities for people with chronic, serious mental illnesses;
identifying supporting funding from other stakeholders; and mental health care for persons with long COVID living
in the community.

AHHOTAUNA

TannaHg — CTpaHa C ypOBHEM I0X0/a BbiLLe CPeHero, PacrnonoXeHHas B LIeHTpe MaTeprnkoBoin 4acTu KOro-BocTouHo
A3nun, c HaceneHvem 66,17 MaH YenoBek B 2021 rogy. Llenb faHHOM 0630pHOI CTaTby — NPOaHaNM3MPOBaTh 3Tanbl
pa3BUTUA ambynaTOPHOW NcUXmMaTpmyeckor ciyx6bl B Hawel cTpaHe. CTaTbs pasfefieHa Ha MSATb OCHOBHbIX
pa3zeno., @ UMEHHO: CUCTEMA OXPaHbl MCUXNYECKOrO 340POBbS, CUCTEMa aMby1aTOPHOW NCUXNATPUYECKORN CYXObI,
KaApoBble pecypchbl, PUHAHCUMPOBAHME NCUXMATPUYECKON MOMOLLM, NMPOCBELLIEHNE HAaCeleHNs U CBA3W C APYrUMun


https://creativecommons.org/licenses/by/4.0/

cektopamn. C 1982 roga ncrmxmatpuyeckasi NOMOLLb NHTErpypoBaHa B NePBUYHYHO MeANKO-CAHUTAaPHYH MOMOLLLb,
YTO MPUBENO K 3HAUNTENIBHOMY YBEIMYEHWIO BHUMAHUSA K MNCUXMYECKOMY 30POBbI0 Ha 0OLLEeCTBEHHOM YPOBHE;
0/AiHaKO NpobsieMbl B 061aCTU NCUXMYECKOrO 340P0BbA N HEAOCTAaTOUHAsA JOCTYNHOCTb NCUXNATPUYECKO MOMOLLM
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CTPYKTYPbI, He BXOASALLME B CUCTEMY 3jpaBOOXPaHEHIS, B TOM YMC/IE 1 OpraHbl MECTHOMO caMoyrnpasneHus. [laHHas
cnyxba BKAKOYAET NCUXMATPUYECKYHO MOMOLLb U peabuanTaumio, a Takxke yKkpenneHme ncuxmyeckoro 340p0Bbs
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CTOPOH, a TakXe 3ab0Ta 0 NCUXNYECKOM 340POBbe MoAel C MOCTKOBUAHBIM CUHAPOMOM B YC/IOBUAX MPUBLIYHOWA

coumanbHo cpeabl.

INTRODUCTION

Thailand is an upper middle-income country (UMIC)
located in the center of mainland Southeast Asia with
a population of 66.17 million as of 2021[1-6]. Like other
UMICs, mental health problems are significant and the
mental health gap in service accessibility remains an
issue [7]. This gap proved wider during the COVID-19
pandemic, in which a strengthened community mental
health service could have been key in remedying the
situation.

Looking into the community mental health system
of Thailand with the help of the World Health Organization
Assessment Instrument for Mental Health Systems
(WHO-AIMS) Version 2.2, 2005, could help provide a
comprehensive overview of the system and a plausible
solution as to how to reduce the gaps in mental health
provision in the country. WHO-AIMS consists of a policy
and legislative framework, mental health service, mental
health in primary care, human resources, public education
and links with other sectors, as well as monitoring and
research [8].

The aim of this article is to review the development
of community mental health in Thailand. This article
was divided into five main sections: the mental health
service system in Thailand, the community mental health
system, human resources in the community mental
health system, mental health financing, public education,
and links to other sectors. The details of each section are
illustrated below.

MENTAL HEALTH SERVICE SYSTEM
IN THAILAND

According to the 2013 Thailand National Mental Health
Survey, the lifetime rate of prevalence of mental disorders
stood at 7.4% (3.9 million people) of the population. The
lifetime rate of prevalence of major psychiatric diseases
was 1.1% for psychosis [9], 0.2% for bipolar disorder,
1.6% for major depressive disorder, and 3.1% for
anxiety disorders [7]. For any substance use disorder,
lifetime prevalence was 26.5% of the population, while
for alcohol use disorders, drug use disorders, and
nicotine dependence stood at 18.0%, 4.1% and 14.9%,
respectively [7]. In children, the prevalence of autism
spectrum disorder was 0.47% in children (0-5 years) and
0.8% in school-age children (5-12 years), respectively [10].
While the prevalence of Attention Deficit Hyperactivity
Disorder (ADHD) among Thai children was 8.1%, the
frequency of depression among Thai adolescents stood
at17.5% [11, 12].

Not only mental disorders, but follow-up mental health
problems were also placed at the center of concern
in the country’'s community mental health system. The
prevalence of suicides in 2020 was at least 7.37 per
100,000 population [13]. In the same year, the Department
of Mental Health developed a passive surveillance
system for mental health problems focusing on a high
level of stress, reported symptoms of depression, and



risk of suicide, including burnout, called “Mental Health
Check-In."” This instrument served as a digital platform
self-assessment tool online to detect the risk of the
aforementioned mental health problems among Thais.
From January 1, 2020, to April 30, 2022, there were
3,186,935 cases who assessed their mental health status
through the “Mental Health Check-In" system during
the COVID-19 pandemic. The results showed that the
prevalence rates of a self-reported high level of stress,
risk of depression, risk of suicide, and burnout were
7.48%, 8.83%, 4.87%, and 4.19%, respectively [14].

Mental health services in Thailand were incepted in 1889,
when the first psychiatric hospital began to operate,
followed by many regional hospitals throughout the
country [1]. In 1977-1978, the project Monitoring Mental
Health Needs (in cooperation with the World Health
Organization) demonstrated that community mental
health services were required. Since then, mental health
services have extended from the psychiatric hospital
to the public health care system. Mental health care has
been integrated into primary care since 1982, resulting

in @ major change to begin focusing on mental health
at the community level [1,15].

Currently, there are 13 areas in the country where
health services are available, including Bangkok [16].
The 13 regional mental health centers under the
Department of Mental Health, Ministry of Public Health,
play an important role in community mental health
provision in the implementation of mental health
policy by coordinating, facilitating, and supporting the
local community mental health network that includes
provincial general hospitals, community hospitals, and
primary care units in each province to integrate mental
health into their activities [1, 16-17]. Psychiatric hospitals
also play an important role in supporting the community
care provided by the local community / general hospital,
and training health personnel working in mental health
care [1, 16]. The role of the Thai Ministry of Public
Health (regulator, service provider, integrator) is shown
in Figure 1. However, mental health care services are
available in university hospitals and military hospitals
under other ministries, such as the Ministry of Higher
Education, Science, Research and Innovation, as well as
the Ministry of Defense.

Ministry of Public Health

Department of Mental Health

14 General Psychiatric

Hospitals Provincial General
6 Child Psychiatric Hospital
Hospitals

13 Mental Health
Centers

13 Regional Health Area

Other Departments

Provincial Public
Health Office
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Network
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Thailand has 20 mental / psychiatric hospitals,
distributed throughout all the regions of the country,
providing specialized psychiatric care as centers of
excellence with continuous quality improvement of
service. Moreover, there are 20 outpatient mental
health facilities attached to mental hospitals, six of
them specifically for children and adolescents [18].
There are medical school hospitals and military hospitals
that also provide specialized outpatient mental health
services. Details of both hospital and outpatient facilities
will be described later.

Mental health policy was initially formulated in 1995.
The policy aims to promote mental health, prevent
mental health problems, and provide access to quality
mental health care through treatment and rehabilitation
that are integrated into public health care. Strategies
focus on 1) academic and technical development through
research and knowledge management; 2) distribution
and empowerment of health
care in the public health system and mental health
network; 3) development of mental health personnel;

integrated mental

4) reforming the organizational management system 5);
and development of community mental health services
and a mental health component in primary health care,
including quality improvement [1, 15]. Mental health
services are organized in terms of catchment/service
areas [15].

Mental health legislation has been in place since 2008.
The Department of Mental Health, as an expression
of the Ministry of Public Health, is responsible for the
implementation and administration of the Mental Health
Act (2008), and it issues regulations and natifications for
the execution of the Act. The National Mental Health
Board is the mechanism used to formulate policy and
measures related to the protection of the rights of people
with mental disorders and ensure their access to mental
health services and social inclusion. The board also has
the duty to inspect and monitor the standards in mental
health practice [16]. Its charge thus includes ensuring
access to mental health care, including access to the least
restrictive type of care; protecting the rights of consumers
of mental health services, the family and other care
providers; ensuring competence; monitoring capacity
and guardianship issues for people with mental illnesses;
voluntary and involuntary treatment; law enforcement

and other issues of the judicial system for people with
mental illnesses; and devising the mechanisms to oversee
involuntary admission and treatment practices and the
mechanisms to implement the provision of mental health
legislation [15, 20-21].

In 2018, the Mental Health Act Revised Version was
signed into law. It authorized the National Mental Health
Commission to put in place measures to promote mental
health and to work on prevention in both the health and
non-health sectors. In the new version, community mental
health was highlighted, as it included the strengthening
of actions in the field of mental health in non-health
sectors [21].

According to the 20-year national mental health plan
(2018-2037), approved by the National Mental Health
Commission in 2018, the four strategies included in the
plan were as follows: 1) promotion of mental health and
prevention of mental disorders throughout peoples’
lifespan; 2) strengthening of the mental health service
infrastructure; 3) devising social welfare and legislation
strategies; and 4) academic and technical development
through research and knowledge management. The
vision in this mental health plan can be captured in the
statement “All Thais have good emotional intelligence,
happiness, and a valuable life in society” [22].

All mental / psychiatric hospitals are organizationally
integrated with mental health outpatient facilities. Some
medical school hospitals and military hospitals, including
some hospitals at the regional levels also provide
inpatient psychiatric care [15, 17-18].

Most of the psychiatric beds in the country are provided
by mental / psychiatric hospitals, with 6.26 mental hospital
beds per 100,000 population and have 126.27 annual
admissions per 100,000 population [18]. However, there
are four hospital facilities available specifically for children
and adolescents, which provide 2.98 hospital beds for
children and adolescents per 100,000 population and have
106.65 annual admissions per 100,000 population [18].
In the last three years (2019-2021), the number of beds
in mental hospitals has remained the same; however,
the occupancy rate has decreased from 87.06% in 2019
to 75.05% in 2020 and 64.09% in 2021 due to the
pandemic[19]. It has been established that 75.25% of the
total number of patients have had a stay at a mental
hospital of less than 1 year [18]. During 2019-2021, the



average number of days spent in mental hospitals was
26, 25, and 23, respectively: However, data on diagnoses
were not available [19].

In addition, there are inpatient psychiatric units
in 18 general hospitals. However, data on the number
of beds in general hospital psychiatric units and annual
admissions per 100,000 population were unavailable
to us [18]. There are 116 community residential
facilities with 1.67 community residential beds per
100,000 population [18]. In terms of treatment, all
community inpatient units boast at least one psychotropic
drug of each therapeutic class available in the facility
throughout the year [15]. Although a growing number
of government hospitals have expanded to provide
mental health services in response to a growing need,
such hospitals are still struggling to offer adequate
inpatient psychiatric beds [16]. After discharge from the
inpatient psychiatric unit, most patients will be followed
up in the same hospital until they are stable enough
to be referred for follow-up to their family physicians
or general practitioners in their community hospitals.

As previously described, there are outpatient facilities
at mental hospitals, medical school hospitals, and
military hospitals in Thailand. Moreover, 720 community /
nonhospital mental health outpatient facilities and
378 other outpatient facilities (for example, mental health
daycare or treatment facility) are also available [18].
However, no facility has mobile mental health clinic
teams. As is the case with inpatient facilities, all
outpatient facilities also have at least one psychotropic
drug of each therapeutic class available throughout the
year [15]. The number of visits made by service users
in 2020 to outpatient mental health facilities attached
to a hospital and to an outpatient facility specifically
catered to children and adolescents amounted to
12,838.23 and 1,113.69 visits per 100,000 population,
respectively [18].

THE COMMUNITY MENTAL HEALTH SYSTEM

Community mental health provision has been a reality
in Thailand since 1964, a history of more than half
a century. It was started with the dispatching of mental
health mobile teams to provide services in remote
areas where people had no access to such services.
However, coverage was limited due to a lack of resources.

In 1976, in collaboration with the WHO, a project called
“Monitoring Mental Health Needs" was started to provide
mental health services in communities. Thus, community
mental health services began to expand from psychiatric
hospitals to the public health care system [1]. Today,
community mental health has reached the point where
it covers the needs of the population throughout their
lifetime in all aspects: promotion, prevention, treatment,
and rehabilitation [21].

Community mental health care has been integrated
into the public health care system under the Ministry
of Public Health's infrastructure from the village level
to the regional level, as demonstrated in Figure 1. Within
the public health care sector, local health personnel work
in the community with the support of the Department
of Mental Health, the multidisciplinary mental health
team in regional hospitals, the mental health team in
general/ community hospitals, local health personnel
in primary health care centers, and village health
volunteers in the local community [1].

Due to the shortage of mental health personnel,
strengthening the capacity of local people to provide
quality and sustainable care in collaboration with
stakeholders in the community mental health network is
the mostimportant goal [1, 16]. Additionally, community
mental health has been extended to networks outside
the health care system, including schools, temples, and
community leaders. Cooperation with community leaders
is an important factor in the success of what is done at
the level of community mental health care [1]. As a result,
community hospitals throughout the country have
continued to strengthen their ability to provide primary
and community-based mental health care, while regional
and provincial hospitals have developed psychiatric
clinics, inpatient units, and psychiatric supervision.

After the 2012 health care reform, the role of the
Department of Mental Health expanded to include the
development of mental health policy and regulation
of the mental health services sector at the provincial and
district levels [16].

However, compared to the WHO “pyramid” model,
there are no stand-alone community mental health
centers available in Thailand because our country has
already integrated its mental health infrastructure up
to the community level (Figure 2) [1].
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Figure 2. Structure of mental health services in Thailand compared to the WHO pyramid model [adapted from reference

number 1].

Note: PHC=Primary Health Care; PCU=Primary care unit; VHV=Village Health Volunteers.

The stages of health services delivery are sorted into

four levels as follows [16]:

1) Self-care at the family level: includes the empowerment
of people's ability to provide self-care and make
decisions about their own health.

2) Primary health care level: includes activities organized
by the community to provide services related
to health promotion and prevention.

a) Primary mental health care at the village level:
This level encourages participation of the
community in mental health activities by village
health volunteers, the central community mental
health care personnel [1].

b) Subdistrict level (Health center, community health
facilities): This level provides primary medical
services, including mental health screening and
monitoring to ensure continuity in psychiatric
care by the health personnel of the primary care
units and health centers [1].

c) District level (Community Hospital): This level
provides outpatient services for
psychiatric disorders, continuity of care for chronic
patients, and mental health care for general
hospital patients by primary physicians [1]. These
physicians are allowed to prescribe psychotropic
drugs. Nonetheless, human resource capacity,

common

especially the development of psychiatric nursing
at the district level, is emphasized due to the
lack of specialized mental health personnel

and budget shortfall [1]. Mental health nurses

can prescribe low-risk psychotropic drugs

countersigned by a family physician or general
physician [15].

3) Secondary health care level (General hospitals and some
regional hospitals): Secondary health care is managed
by specialized medical and health personnel. General
hospitals at the provincial level provide outpatient
services for common psychiatric disorders, continuity
of care for chronic patients, and mental health care
for general hospital patients [1].

4) Tertiary health care (University hospitals, psychiatric
hospitals or institutes, and some regional hospitals):
This level provides specialized,
psychiatric care [1].

Mental health care at each level includes not only
psychiatric care and rehabilitation, but also preventive care

comprehensive

and promotion of mental health. In the deinstitutionalization
policy, the strengthening of community mental health
services provision is much more emphasized than is the
downsizing of psychiatric hospitals [1]. According to the
Mental Health Atlas, the number of community-based
mental health facilities per 100,000 population stood
at1.69/100,000 in 2020 [18].

All hospitals / institutes must improve their quality
of service according to the standards established by
the Institute of Hospital Quality Improvement and
Accreditation, which is called Hospital Accreditation (HA).
Mental health is one of the domains evaluated by HA [1].
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Based on the WHO's Health for All by the Year 2000 policy
of 1978, Thailand added “mental health” to the essential
components of its “basic primary health care’,” which
led to the integration of mental health services at the
community level [1].

In 1997, the Mental Health Center was established
according to regional health zones to facilitate and
support the community mental health network,
especially in promotion and prevention [1]. After the
reform of the Department of Mental Health in 2012,
several bureaus were established to effectively administer
the mental health system [17]. All of these bureaus are
involved at different levels of mental health care provision
in primary health care units as follows.

Promoting Self-Care at the community level: The aim is
to promote mental wellbeing in the general population [1].
In preschoolers, parents and families are provided with
means for early-childhood-development monitoring
and helped to promote their children’s development
at home [19]. Recently, “Mental Health Check-in"
has been promoted for self-monitoring and self-care
in the sphere of mental health [19]. Volunteers and
healthcare personnel also collaborate to provide mental
health and social support to patients with psychiatric
disorders and their caregivers, both in the community
and in the hospital, as well as the implementation
of psychosocial support and prevention programs [16].

Mental health care in the primary care unit: Detection
of mental health problems by village health volunteers
plays a critical role in community mental health [1].
Due to the presence of village health volunteers in each
community (one per 10 households), the mental health
services in primary health care provided by trained
village health volunteers and primary care staffs include
mental health education; early detection of mental health
problems such as psychosis, autism, depression, and
suicide; provision of psychological support; and facilitating
continued care or community rehabilitation [1]. They also
play supporting roles for patients and caregivers in the
proper use of psychotropic drugs and encourage patients
to continue their medications regularly [16].

Integrating mental health care into the medical care service:
The majority of patients in primary care are persons with
noncommunicable diseases (NCD): eg, diabetes mellitus,
hypertension, dyslipidemia, etc. Medical illnesses and
mental disorders are significantly interrelated and both

conditions can be found in comorbidity with each other.
Therefore, holistic care for these patients needs an element
of psychosocial care, especially for difficult cases of NCD.
Brief advice, brief intervention, and disease-related
behavioral modifications are examples of mental health
care that can be provided in NCD clinics [17].

Referral to secondary health care: For complicated
mental disorders, referral from the primary to secondary
level of the health care system is crucial. Currently,
91.7% of community hospitals and 100% of general
hospitals can provide outpatient services for the early
management of common psychiatric disorders, continued
care of chronic patients; crisis intervention, supervision
of primary health care and primary medical care, and
integration of mental health care into general medical
care [1]. For inpatient services, there are 102 community/
general/ regional hospitals in many provinces in Thailand
with at least one psychiatrist to provide inpatient services
within the province [23].

Treatment of and rehabilitation from mental disorders
has focused on schizophrenia and depression/depressive
disorders.

For schizophrenia: Regular home visits by village
health volunteers or primary care staffs were effective
in improving drug compliance, as proved in the
“F20 project.” The project has expanded to include
patients with serious mental illnesses with violence
(SMI-V), in which police and the community must
collaborate with the community hospital staff to transfer
these patients to a hospital safely [24].

For depression/ depressive disorders: High-risk persons
after a 2Q/9Q screening test [25-26] have been referred
to community hospitals for diagnosis and proper
management. Pharmacotherapy and mental health
counseling can be provided at the level of a community
hospital. For people with complicated conditions, referral
to general or mental hospitals can be made as part of the
staggered care model [27].

Beyond normal situations, the mental health team
at the community hospital is trained to be a “Mental
Health Crisis Assessment and Treatment Team” (MCATT)
in order to provide mental health care in natural or
man-made crises. The MCATT is also a part of the public
health emergency response team [19].



Mental health promotion and prevention is undertaken
according to age groups; that is,
early-childhood, school-aged children and adolescents,

maternal and

adults, and the elderly.

For maternal and early childhood: Detection of
depression during pregnancy has been integrated
into antenatal care, which is performed at all levels of
the health care provision [27]. Since 2015, the Early
Childhood Development Monitoring and Promotion
Program has been applied at the level of the vaccination
clinicin primary care centers and, also, in early childhood
centers. By applying the holistic approach in following
the development of preschool children with the aim
of increasing the awareness of parents about their
child’s level of development and literacy and encourage
self-intervention in the lives of those children. Currently,
approximately 60% of children are at risk of stunt
development. They have been identified and recruited
into the public health care system [19, 28].

In school-age children and adolescents: There is a link
between hospitals and schools called the Health and
Educational Regional Operations (HERO) program for
schools, which is an intersectoral collaboration between
the health and educational sectors. It is a timely and
innovative platform for the monitoring, support, and
care for vulnerable students. The platform serves
as a tool for teachers in screening for mental health
problems and for management of uncomplicated
behavioral and emotional problems through behavioral
modification or counseling, respectively [29]. Children
who cannot be helped through school-based care are
referred to a community hospital through the digital
platform School Health HERO [29]. The community
hospital staff who provide consultation on mental
health care for such a group of children have been called
“HERO consultants”.

For adulthood: Lookout for depression and screening
tests using 2Q/9Q questionnaires have been in place
for more than a decade [25-26]. A 10-year review
of the project showed that the accessibility rate for
those suffering from depression has gone from
less than 5% to approximately 50% [27]. During the
COVID-19 pandemic, the Department of Mental
Health has monitored mental health problems
using Mental Health Check-In to allow the general

population to check their mental health status and
improve their knowledge about mental health. For
those at risk of the abovementioned mental health
problems (a high level of stress, reported symptoms
of depression, and risk of suicide, including burnout )
and who request mental health care, mental hospital
and community hospital staff would call back to provide
counseling. During the pandemic, 89.15% of those
who have requested mental health care have received
counseling services [30].

Among the elderly: Mental health promotion focusing
on happiness and well-being has been blended into
the health promotion package, as well as depression
screening. An elderly club has been opened in almost
all subdistricts, and healthy elderly people can join
such a club. However, two-thirds of the elderly who are
partially or totally disabled and cannot join such a club,
village health volunteers or primary care personnel
will visit them at home to provide health and mental
health care [19].

Additionally, the National Suicide Prevention Strategic
Plan and Campaign was amended in 2020 as a preventive
measure and plan to tackle post-COVID mental health
consequences and the suicide rate in Thailand. The
campaign consists of an evaluation of suicide conditions,
interventions, and referral between the multisector
network and health sector [19]. In addition, it has been
integrated into the National Committee on Mental Health
Act to drive policy and campaign nationally.

Mental health policy in Thailand has changed to include
integration into the general health care system. This makes
the delivery of services focused on accessible health care
for the Thai population and the coverage of health service
facilities, rather than housing all services in psychiatric
hospitals as previously. Successful monitoring is the
development of outpatient psychiatric units in district and
provincial hospitals, inpatient psychiatric units in each
provincial hospital, and the development of rehabilitation
and recovery services in psychiatric hospitals [19]. The
integration of data regarding most psychiatric services
in our country manifests itself in a single health data
center located at the Ministry of Public Health, which
can be used for further research into community
mental health [31].



HUMAN RESOURCES IN COMMUNITY
MENTAL HEALTH

Some professionals work in both inpatient and outpatient
settings. There is a disproportionate amount of resources
concentrated in the major cities, which starves rural areas
of mental health services [15].

Although the number of psychiatrists (general
psychiatrists, child and adolescent psychiatrists, and
geriatric psychiatrists) is now better distributed than in
the past, most psychiatrists still practice and live in the
major cities, including Bangkok [23]. However, there are
still not enough children and adolescent psychiatrists,
including geriatric psychiatrists, while the need for such
professionals is increasing [18]. Most psychiatrists work
full-time in hospitals or government-funded mental
health facilities [16]. Most psychiatrists (69%) work
for government general hospitals, and only 29.1% are
employed by psychiatric hospitals [16].

To solve the problem of the shortage of psychiatrists
and boost mental health promotion and the prevention
of mental disorders, the Department of Mental Health
has received permission from the Thai Medical Council to
train general doctors to become specialists in preventive
medicine focusing on community mental health. These
medical doctors will provide system-based mental health
services in the community. Their role will be to focus
more the mental health promotion and the prevention
of mental disorders. In 2021, there were 1,262 doctors
that qualified as sub-specialists in preventive medicine
focusing on community mental health [32].

General physicians who attend short psychiatric
workshop courses [1]. Primary health care physicians
have limited experience in undergraduate psychiatric
education and interaction with mental health services [15];
therefore, short course psychiatric workshops should
be required. Up to now, approximately 1,000 community
physicians (general practitioners) have attended such
psychiatric/ mental health workshops [16].

Nursing training courses include a master's degree
(2 years) in mental health nursing or an advanced
diploma (at least 4 months) in mental health or in child
and adolescent mental health nursing [1]. Moreover, an

advanced diploma in geriatric mental health nursing has
been unveiled recently. According to a survey conducted
in 2013, most nurses who work in community mental
health settings have been specifically trained in mental
health [16].

Their qualification is a 4-year bachelor's degree, but
certification and registration are required if they want
to practice clinically [1]. According to the Geographic
Information System (GIS) database of the Bureau
of Health Strategy of the Ministry of Public Health, as
of 2022, there are 729 psychologists working in health
facilities, both psychiatric hospitals and provincial and
sub provincial hospitals [31, 33, 34].

Most of them work in psychiatric and provincial hospitals.
Social workers who work in provincial hospitals mostly
provide general welfare services, while their counterparts
who work in psychiatric hospitals provide mental
health services, including psychosocial treatment and
rehabilitation [1].

There are a total of 1,067 occupational therapists
working in Thailand [35]. Most OTs are involved in the
rehabilitation of patients with medical conditions [1].
However, the number of OTs who work with people
with mental illness is limited, and most of them work
in psychiatric hospitals [19]. Due to the shortage of OTs
working in the mental health field, therefore, some of
the responsibilities of the rehabilitation services have
been shifted to psychiatric nurses and social workers,
working in concert to provide service for people with
chronic mental illnesses.

MENTAL HEALTH CARE FINANCING

According to the WHO's Mental Health Atlas 2020,
funding for mental health amounts to only 2.3% of
total government health expenditures, which is not
adequate [18]. However, 81.2% of the aforementioned
2.3% of funding from the government is directed at mental
hospitals [18]. The mental health budget allocated for
promotion and education is approximately 3% of the total
mental health budget [16]. Data on the mental health
budget for community mental health is not available [16].



Thailand already has a developed health services
sector and insurance plans that can provide health
services to all Thai citizens. There are currently three
main health care benefit schemes in the country: 1) the
Universal Coverage Scheme, which is a tax-based scheme
funded by the Ministry of Public Health, for all Thai
citizens; 2) a Social Security Scheme, which is mandatory
insurance under the Ministry of Labor for all employees;
and 3) the Civil Servant Medical Benefit Scheme for
government employees and their dependents (parents
and up to three children) [16]. In 2021, 99.57% of Thai
citizens were covered by the three main government
health insurance schemes [36].

These main health benefits schemes include the
cost of mental health care, including free access to the
psychotropic drugs on the national essential drug lists
that cover all mental disorders at all levels of care [1].
The cost of the referral system, outpatient care, and
admission care has also been included [1, 16]. Mental
health care funding is allocated to local health facilities,
which are responsible for providing the services [1].

PUBLIC EDUCATION AND LINKS

WITH OTHER SECTORS

The stigma of mental illness has been found to be
widely spread in Thailand [16]. To tackle the problem,
public education under multi-sectoral collaboration has
been undertaken. The Department of Mental Health
established a social mental health bureau to improve
mental health literacy through public education [17].
Mental health-related news or phenomena in the country
are monitored, and education is readily available to
the public about mental health problems or disorders,
self-care, and the accessibility of services. The result
of that public education can be witnessed in the
accessibility rate for patients with depressive disorders,
which has gone from less than 5% to more than 50%
in approximately 10 years [27].

Furthermore, since there is increasing evidence that
mental health literacy can reinforce wellbeing, many
efforts must be made to increase awareness about
mental health. Therefore, policy to enshrine universal
prevention in the Thai population based on the age
group has been welcome. In community hospitals,
mental health promotion, prevention, treatment, and
rehabilitation have been integrated into the general
health system.

FUTURE ISSUES FACING COMMUNITY

MENTAL HEALTH

Despite the increase in the accessibility of mental health
services, some challenging issues remain. First, there
is the small number of mental health facilities at the
community level, which stood at 1.69 per 100,000 people
in 2020 [18], especially facilities providing rehabilitation
services. It would be important to develop community
health services facilities in the future to help people with
chronic, serious mental illnesses reclaim their lives and
re-integrate their communities. Second, government
funding for mental health is only 2.3% of total government
health expenditures [18]. Therefore, it is necessary to
advocate for a policy that would encourage investment
from other stakeholders in order to improve community
mental health services that cover all groups of people
in Thailand. Lastly, as the number of long-COVID patients
continues to increase and the prevalence of psychiatric
symptoms in this group such as sleep problems,
anxiety, depression stood at 27.4%, 19.1%, and 12.9%,
respectively, the state needs to become even more
active. Thus, further research is needed to improve the
mental health of patients with long COVID-19 living
in communities around the country [37].

CONCLUSION

Although there are no stand-alone community mental
health services nodes in Thailand similar to the WHO's
“pyramid” model, community mental health care has been
integrated into the general public health care system
under the Ministry of Public Health, from the village level
totheregional level. After the 2012 health care reform, the
role of the Department of Mental Health now includes the
development of a mental health policy and the regulation
of the mental health services sector at the provincial
and district levels. Due to the shortage of mental health
personnel in the country, village health volunteers and
local health personnel have been strengthening the
capacity to provide quality and sustainable mental health
care, with the support and collaboration of stakeholders
in the community mental health network, including the
multidisciplinary mental health team in the Department
of Mental Health, and community/ general/regional
hospitals. Furthermore, mental health care has been
expanded into a network outside the health care
system, including schools and community leaders.
Several main health insurance schemes support the



cost of mental health care at all levels of care, together
with a referral system within the public sector. Mental
health care at each level includes not only psychiatric care
and rehabilitation, but also prevention and promotion
of mental health to fill the mental health gap and improve
access to services, especially during a pandemic. However,
investment in mental health from the government
remains insufficient. There are at least three challenges
in the future regarding community mental health care
provision, such as developing community rehabilitation
services facilities for people with chronic, serious mental
illnesses; increasing funding from other stakeholders;
and mental health care for persons with long COVID.
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In Memory of Professor
Petr Viktorovitch Morozov

doi: 10.17816/CP214
Biography

In this obituary paper, we want to commemorate our
dear colleague Professor Petr V. Morozov, who passed
away on 17th July 2022. The death of professor Morozov
is a great loss for the professional community. He was
a world famous expert in psychiatry and held numer-
ous top positions in professional associations: Secretary
General of the World Psychiatric Association (WPA),
vice-President of the Russian Society of Psychiatrists, an
ECNP ambassador in Russia, an expert of the Council
of Europe, a member of the Council of the European
Psychiatric Association, a curator of the WPA-Servier
Academy for young scientists, to name but a few recent
positions.

Professor Morozov was an outstanding person, and
in this obituary, our wish has been to let his unique per-
sonality transpire. We believe that the best way to do
it is to collect personal stories from people who knew
him and worked closely with him. After all, we are but the
perception of us by others and we are alive through the
personal memories of people who know us.

We asked members of the journal's editorial board,
people who worked with professor Morozov, young
psychiatrists and his children to send us their stories.
We hope that these memories will restore at least some
traits of professor Morozov and his deeds.

George Kostyuk
Dr. Sci (Med.), Professor, Director of Mental-health Clinic
No. 1 named after N.A. Alexeev, Editor-in-Chief, Consortium

Psychiatricum, Moscow, Russia

My professional career in Moscow started at the
Gannushkin Hospital. Petr Viktorovitch, who was a great
fan of Gannushkin, and | bonded over our admiration
for this outstanding Russian psychiatrist, and, eventual-
ly, we became friends. Back then, | was in charge of ar-

ranging various materials and items scattered over the

hospital into a museum. And Petr Viktorovitch joined
in with his usual enthusiasm when the task was gen-
uinely interesting for him. He used materials from his
personal archives. Our great efforts were rewarded, and
we managed to set up a museum in the Gannushkin
Hospital, among other things. We won the contract
with the Russian Ministry of Culture for making a doc-
umentary about Petr Borisovitch Gannushkin. | asked
Petr Viktorovitch to be a chief consultant for the film,
and he agreed. | still have the fondest memories of our


https://creativecommons.org/licenses/by/4.0/

collaboration.

I was admiring his knowing so many things about
Professor Gannushkin, his attention to detail, and, above
all, I suppose, his sincere affection for this personality. If
he loved someone, he was genuinely committed to this
person. Later, Petr Viktorovitch changed the title of his
journal to “the Gannushkin Journal”. Our admiration and
respect for Petr Borisovitch Gannushkin was the core
motif of our communication and our relationship, some-
thing that connected us. This is but a single piece of the
puzzle, of course. After that, there were years and years
of interaction and cooperation in various areas, but the
first memories and impressions are the most vivid, and
in this case, my first acquaintance with Petr Viktorovitch
was linked to Petr Borisovitch Gannushkin.

He inherited this reverence (in the best sense
of the word) for Professor Gannushkin from his fa-
ther — Viktor Mikhailovitch Morozov. He was indirectly
one of Gannushkin's students — he was allowed to attend

his lectures.

| have always been fascinated by Petr Viktorovitch's
attitude to his father and how he managed to instill
the same affection for their grandfather into his
children.

The fact is that Viktor Mikhailovitch's professional ca-
reer was mostly connected with the Alexeev Hospital.
Back then, it was still named after Petr Petrovitch
Kashchenko. Therefore, as a child, Petr Viktorovitch
had to spend a lot of time there, too. Studying at the
Second Medical Institute was also associated with this
hospital, and his subsequent professional develop-
ment wouldn’t be complete without the work at the
Kashchenko Hospital. So, Petr Viktorovitch suggested

that we should have a bas-relief portrait of Viktor
Mikhailovich on the wall of the hospital. He ordered it
at his own expense. And every year on October 29, on the
day of Viktor Mikhailovitch's birthday, Petr Viktorovitch
and his children brought fresh flowers to the memorial




plaque. | am sure this tradition will go on.

Respect for teachers and parents who were mentors
both in mastering this life and profession was another
wonderful trait of Petr Viktorovitch, a true role model for
the younger generation of psychiatrists who worked next
to him. I believe, Petr Viktorovitch's great social skills and
kind heart were the best inspiration for younger doctors
to adopt his philosophy.

Anatoly Smulevich
Dr. Sci (Med.), Professor, Academician of the Russian Academy
of Sciences, Head of the Department of Psychiatry and

Psychosomatics of Sechenov University, Moscow, Russia

IN MEMORY OF PETR VIKTOROVITCH MOROZOV
Petr Viktorovitch Morozov comes from a very talented
family. His grandfather and father were members of the
USSR Academy of Medical Sciences and had a profound
influence on several generations of doctors.

Itis hard to overestimate Petr Viktorovitch's contribu-
tion to the development of the community of psychia-
trists, and psychiatry writ large, as a system both inside
and outside Russia.

Petr Viktorovitch Morozov was Vice-President of the
Russian Society of Psychiatrists, Secretary General of
the World Psychiatric Association, Professor at the
Department of Psychiatry of the Faculty of Continuing
Professional Education of N.I. Pirogov Russian National
Research Medical University and Professor at the
Department of Psychiatry of the Federal State Budgetary
Institution of Continuing Professional Education Central
State Medical Academy.

He implemented many of his initiatives through am-
bitious projects that brought together experts of vari-
ous generations, key opinion leaders, and early-career
specialists.

But I would like to expand on the most captivating side
of Petr Viktorovitch's life — publishing, at which he was
unquestionably good. He knew the limits of online and
print publishing. Where he could not make a difference as
a psychiatrist, he acted as a publisher, editor, and author.

Petr Viktorovitch was the Founder and Editor-in-
chief of P.B. Gannushkin Journal of Psychiatry and
Psychopharmacotherapy and the Psychiatrist's Diary
newspaper that covered both scientific and social
problems. Each issue of the journal covered the most

recent developments in the field, which were given
proper analysis and criticism. One could always find
in the journal solid articles on controversial issues and
a wide spectrum of topics that promoted debate in the
psychiatrist community. Petr Viktorovitch helped us —
in word and in deed — to start the Psychiatric Disorders
in General Medicine journal. Besides purely scientific
periodicals, he also managed popular scientific ones,
including Psychiatrist's Diary. It is crucial that his pet
projects pass to an intelligent and caring manager who
will respect the mission that has been established to date.

Petr Viktorovitch authored ten monographs, 250 pub-
lications in Russian and foreign journals, and was among
the authors of several editions (2009 to 2018) of the
National Psychiatric Guidelines.

Being a recognized expert in the history of Russian and
international psychiatry, he worked as an editor on the
Anthology of Selected Papers by Russian Psychiatrists and
wrote the monograph Titans of the Psychiatry of the 20th
Century. A number of publications by Petr Viktorovitch
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Morozov dwell on the scientific life of some noted
Russian (V.Kh. Kandinsky, V.P. Serbsky, P.B. Gannushkin,
V.M. Morozov, etc.) and foreign (Karl Bonhoeffer, Oswald
Bumke, Pierre Deniker, etc.) psychiatrists.

In his clinical psychiatry research, Petr Viktorovitch fo-
cused on some of the most complex and pivotal prob-
lems of psychopathology and nosological categorisa-
tion of mental illnesses. Those papers include Clinical
and Follow-up Study of Juvenile Schizophrenia Combined
with Body Dysmorphic Disorder, History and Clinical
Description of the Kandinsky-Clérambault Syndrome,
and Diagnosis and Therapy of Bipolar Disorder and Post-
traumatic Stress Disorder.

Some other works by Petr Viktorovitch Morozov ex-
plore the problematics of mental illness classification, the
way cultural factors influence such classifications, the or-
ganization of psychiatric care, mental illness prevention,
and ethical aspects of psychiatry.

His studies in psychopharmacology and pharmaco-
therapy are summarized in the monographs Practical
Psychopharmacology of Mental llinesses (2021) and
Modern Psychotropic Medicines Used in Psychiatry
(2022). A number of other publications examine the
development of treatment methods for psychiatric
disorders and conditions (like schizophrenia, affective,
psychosomatic, anxiety, phobic, obsessive-compulsive
disorders, etc.) and topical problems of psychotropic
drugs administration and use including patient com-
pliance, the benefits of early therapy, and the use
of sustained release dosage forms.

A considerable number of the latest articles written
by Professor Morozov explore such topical issues as the
incidence, clinical description, and psychopharmacology
of mental disorders associated with the COVID-19
pandemic, while giving priority to the psychopathological
typology of neuropsychiatric complications that make up
the post-COVID syndrome, as well as the ways to relieve
them.

There is little doubt that, in due time, Petr Viktorovitch
Morozov's work will assume its deserved position
in Russian psychiatry. Petr Viktorovitch will always be
remembered by people who personally knew him, his
friends and colleagues, as one of our most brilliant,
intelligent, and knowledgeable minds, as someone who
could retain his poise even in the most difficult situation,
as a kind-hearted and caring person, as a man of great
moral integrity one could always rely on, as someone who

was always there ready to lend support.
Michel Botbol
WPA Secretary for Scientific Publications, Professor Emeritus
of Child and Adolescent Psychiatry, University of Western

Brittany, Brest, France

A "NOTRE AMI” PETR MOROZOV
It is difficult for a French psychiatrist to think of Russian
Psychiatry without immediately conjuring the image
of Petr Morozov, the elegant way he spoke our language
and his rare ability to understand, beyond words, the sin-
gularities of our way of thinking our field. It is therefore
difficult for us to imagine that this man is no longer with
us and that we will no longer have the pleasure of seeing
him in important moments of our history he used to ac-
company with his friendly presence.

| first met him on the occasion of the first Moscow
congress of the Psychiatric Association of Eastern Europe
and the Balkans (PAEEB) where he came particularly
to meet our common friend, Juan Mezzich, then president
of the WPA. He was preceded by his remarquable
reputation since Juan detailed to me the remarquable
way in which Petr had maneuvered to obtain the
re-enrollment of the Russian Society of Psychitrists
Association as a full member of the WPA, some years
after its resignation in 1977. This action was crucial
to accompany the necessary reforms of psychiatry which
political changes made possible in his country. It was,
indeed, a very important issue to the psychiatrists of my
generation, who saw it as a moment when the particular
history of psychiatry (and of WPA) met the Great Global
History and its strong influence in the life of many of us.

I had then, on several occasions, and in different places,
the opportunity to appreciate not only his affability and
human qualities but also his wisdom and great sense
of moderation, giving clues on how he was so efficient
in this historic action and was able to disarm those who
made a point of obstructing it for one reason or another.

| also appreciated deeply his resources in the WPA
board on which we sat together for several years as zonal
representatives of our respective regions.

Like many of my French-speaking colleagues, | also
had the opportunity to marvel at his competencies and
encyclopedic knowledge of the history of psychiatry and
its evolution, not only in Russia and France, but in other
regions of the world.

It is therefore quite natural that the esteem Petr had



Picture from a meeting in 1988 showing Petr Morozov with Professor N. Bohacek (Zagreb), Professor Shen Yu Tsun
(Beijing), Dr Leonid Prilipko (at that time in Genevay), Dr Costas Stefanis (Athens), P. Chanoit (Paris) and Dr Marat Vartanian
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earned among French psychiatrists led them to a rare
unanimity when it came to supporting his candidacy for
the WPA EC. | had the pleasure of working again with
him, albeit briefly, when he became the efficient Secretary
General of that Association, a task in which | witnessed
his complete devotion. Words cannot fully express the
impression his gentle manners and his always positive
attitudes left in the EC members.

| would like to offer my most sincere condolences
to his family, and in particular to his son Denys, who
is also a French speaker. In my name and on behalf
of the French psychiatric associations which have asked
me to do so, | would like to express, as well, my sincere
condolences to our colleagues in Russia (and in the WPA
Eastern Europe zone he represented so efficiently), who,
| know, have been deeply affected by the loss of Petr
and have to endure this ordeal at such a difficult time

‘or all of us.
Nikolay Bokhan
Dr. Sci (Med.), Professor, Academician of the Russian Academy
of Science, Director of the Mental Health Research Institute

of the Tomsk National Research Medical Center, Tomsk, Russia

Irina Kupriyanova

Dr. Sci (Med.), Professor, Lead Researcher, Borderline States,

Department Mental Health Research Institute of the Tomsk
National Research Medical Center, Tomsk, Russia

P.V. MOROZOV: IN MEMORY OF SIBERIAN
PSYCHIATRISTS

Petr Viktorovitch Morozov... a man who radiated so much
warmth and elicited positive emotions. He was valued
by those around him for his many talents, abiding sense
of friendship, and genuine spirit of fairness. The pursuit
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of multiple interests was not a waste of his energy, but,
rather, a means for enriching himself. Whatever he did,
whatever he took up, he strove for perfection, was utterly
demanding, first and foremost, of himself. He has always
been at the forefront of developments in Russian biological
psychiatry, psychopharmacological research, and he was
at the origin of new media projects in psychiatry. He had
a passion for transcultural psychiatry.

A great friendship united Petr Viktorovitch and the
community of Siberian scientists, not only psychiatrists
but even cardiologists, pharmacologists, and genetic
scientists, whose shared interest in science was their
common bond, in addition to warm human relations.
Transcultural psychiatry was an area of “exciting contacts.”
Tomsk scientists at the Mental Health Research Institute
of the Tomsk National Research Medical Center founded
the International Association of Ethnopsychologists
and Ethnopsychotherapists, which became an affiliate
member of the World Psychiatric Association and the
World Association of Cultural Psychiatry. The school
of “Ethnopsychiatry” was founded in the structure
of the Russian Society of Psychiatrists. To optimize
its transcultural focus, Petr Viktorovitch put the main

emphasis on the educational module.

Thanks to the close ties he developed with peers
abroad, conferences and workshops by leading world
scientists such as Marianne Kastrup (Denmark), Renato
Alarcon (U.S.) were often held in Russia. Undoubtedly,
such success was made possible by work he did at the
Department of Mental Health of the WHO and his excel-
lent command of many European languages. He deserves
a great deal of credit for the development of the processes
of integration in the transcultural research carried out
in Belarus, Ukraine, the Republics of Transcaucasia, and
Central Asia. Symposia with the participation of scientists
from the former Soviet republics commanded great at-
tention from participants at the congresses of the World
Psychiatric Association. A huge breakthrough in the
integration of Russian and Western psychiatry was the
publication of the journal World Psychiatry, which was
published under the editorship of former WPA President
Mario May and Petr Morozov.

As Vice President of the Russian Society of Psychiatrists,
P.V. Morozov took part in the development and imple-
mentation of international transcultural projects between
the Russian Society of Psychiatrists and foreign psychiatric

Picture of the staff of the WHO Division of Mental Health showing staff including P.V. Morozov, 1985
© Photo from personal archive of Professor Norman Sartorius
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associations. No less fruitful amongst his activities was
his work as a member of the Board and Representative
of the World Psychiatric Association for Eastern Europe.
The intelligence, erudition, aristocratism, and amazing
work ethic of Petr Victorovich earned him deserved re-
spect among his foreign colleagues and helped transform
how Russian scientists are viewed. Formal scientific in-
terests quickly developed into amazing friendships that
lasted for decades. President of the European Psychiatric
Association Danuta Wasserman (Sweden) enjoyed dis-
cussing topical issues of psychiatry with Petr Morozov
in her native Polish. Foreign colleagues entrusted Peter
Victorovich with very responsible posts: Ambassador
of the European College of Neuropsychopharmacology
in Russia and Secretary General of the World Psychiatric
Association.

Another important facet of his work was the search
for young talents, future “stars,” especially at regional
universities. He was a regular participantin the schools for
young psychiatrists in Suzdal. Many young psychiatrists,
thanks to the magical influence of P.V. Morozov, dared
to dream about a scientific career and began studying
foreign languages.

There are people whose humanitarianism and passion
influence the circulation and development of new orbits
of human life on Earth. Their boundless energy, thirst
for knowledge, and inexhaustible creativity make every
one of us better and willing to push forward toward new
achievements.

That was Petr MOROZOV — POET, MUSICIAN,
SCIENTIST, and CITIZEN OF THE WORLD.

Egor Chumakov

PhD, Assistant Professor, Department of Psychiatry and
Addiction, Secretary of the Commission of the Russian
Society of Psychiatrists for Work with Young Researchers and

Specialists, Saint Petersburg, Russia

It's hard to find someone who, having personally known
Petr Viktorovitch Morozov, couldn't remember a single
interesting or inspiring story about him. I'd like to tell
you a story both about Petr Viktorovitch's international
professional career and the role he played in the
development of young psychiatrists in Russia and in the
wider world.

The organizers of the19th World Congress of Psychiatry

invited me in 2019 to take partin a new learning session
on complex cases that psychiatrists often confront at the
early stages of their careers. The goal was to give young
psychiatrists an opportunity to present a case that could
capture the interest of an international audience, to have
an in-depth discussion, and share their unique regional
experience. Over all, there were four such sessions on
the agenda — for delegates from different countries.
Professor Morozov was invited as a guest expert rep-
resenting Russia, and | was fortunate that he had agreed
to support my nomination as a speaker.

The preparation for the session was nerve-racking.
It was a completely new experience for me, as | had
to speak not as a researcher but as a clinician at an in-
ternational convention. But Petr Viktorovitch was there
for me, and he supported me each step along the way.
He gave me valuable advice and highlighted terminology
peculiarities. We spent a lot of time talking on the phone
and choosing a case that, on the one hand, could show-
case a topical problem of clinical psychiatry that was
comprehensible to an international audience and, on the
other hand, could demonstrate the Russian clinical mind-
set and approach to diagnosing psychiatric disorders
and conditions. We chose the case of a young girl with
pronounced self-injurious behavior who was being
treated at the day hospital of a Saint Petersburg clinic,
and we needed to carry out a differential diagnosis
between a schizophrenia spectrum disorder, an affective

disorder, and a borderline personality disorder. Petr
Viktorovitch proved right in his choice, of course, as the




case provoked a huge discussion. When the session was
over, psychiatrists from Australia, Canada, Tunisia, and
other countries approached me and made suggestions
for further diagnostic developments and treatment
tactics.

However, what | remember most vividly was the
comments Petr Viktorovitch was anticipated to make
as an experienced psychiatrist. He rocked the audience!
His input was so powerful that it would have been
good enough even for a plenary session. His short
lecture covered historical and cultural aspects, classical
psychopathology, the dynamics of mental disorders,
and the difficulties psychiatrists encounter when trying
to diagnose disorders that manifest themselves at
adolescent and young-adult age. It was unfortunate that
no remote participation was possible back then and that
so few people (compared to the overall professional
community) ended up hearing that speech. The session
was positively welcomed and was added on the agendas
of World Psychiatric Association annual congresses as
a regular event. | am happy that that happened not
without Petr Viktorovitch’'s and my contribution.

That speech and the feedback | got provided the im-
pulse and direction in my further professional develop-
ment and a new understanding of how to fathom the
mechanisms that underly the formation of persona-
lity disorders. The feedback | got form the experts and
participants of the session also gave me a different
perspective on psychiatric disorder diagnosis and helped
me better understand the way my colleagues from the
rest of the world thought. | am immensely grateful to Petr
Viktorovitch for this priceless experience | was lucky
to share with him.

Alexey Pavlichenko
PhD, Senior lecturer, Education Center, Mental Health Clinic

No.1 named after N.A. Alexeev, Moscow, Russia

| first met Petr Viktorovitch in 2010, when | was
seeking to have my article published in his jour-
nal — P.B. Gannushkin Journal of Psychiatry and
Psychopharmacotherapy. The article meant a lot to me,
and the journal was, deservedly, the most popular among
Russian psychiatrists. Judging by my experience of oth-
er journals, | expected the whole process to take a lot
of time. Imagine my surprise when in two or three

days | received a phone call from none other than Petr
Viktorovitch! It took us an hour to discuss the details,
and the article was published in a month and a half.
Ever since, we have kept close contact with each other.
When | met him in person, | immediately felt as
if I had known him for years and that | was talking
to a person of my own age, despite the thirty-year age
gap that separated us. His ability both to make others
feel comfortable around him and to treat others with
respect no matter their age, ethnic origin, or education
was a central feature of his personality that psychiatrists
from all over the world valued about him. Petr
Viktorovitch could effortlessly start a conversation with
a taxi driver in Barcelona, a guide at the Sigmund Freud
Museum in Vienna, or a geneticist from Amsterdam.
No matter who the interlocutor was, he showed deep
command of the issues and genuine interest in the
person with whom he was in conversation. Watching
him, | often thought of this Christian parable that says:
“A wise man sees a mentor in anyone he meets.” He
didn't like it, though, when people called him a mentor.
He was completely devoid of even the slightest whiff
of self-importance and was so selfless he commanded
respect not for his degrees or titles but for his extensive
and profound knowledge and desire to share with
anyone interested. So many of the lectures he gave were
unique and absolutely irreproducible. It was useless
to take photos of his slides or to ask for softcopies of his
presentations, as, besides important data, his lectures
carried a powerful educational and humanistic message.
His presentations fascinated even people outside our
profession. To be honest, | also experienced something
close to religious ecstasy when listening to them.
Eventually, Petr Viktorovitch brought me into the
world of international psychiatry and introduced me
to eminent psychiatrists from other countries. | got
his thirst for new developments in psychiatry and
unconditional love for knowledge he demonstrated
until his last days. | remember, a few weeks before
he passed away, how he called me to share his
impressions of a lecture by a well-known psychiatrist
from Germany, and we talked about it for hours. | often
didn't agree with him, but | knew that he respected
my opinion and my position. Not once did | sense
that it was useless to argue with him on any issue,
as he took part in an argument only when he knew
something for a fact. Having a good command of a few



European languages, Petr Viktorovitch could source
information from wherever he wanted on whatever
aspects of psychiatry he wanted. Yet, he remained
faithful to the clinical and psychopathological approach
and considered the concepts that dominate psychiatry
today to be a manifestation of reductionism, or, as
he put it, “McDonald's psychiatry.” On the one hand, |
was a little bewildered by this outdated position, as |
saw it. On the other hand, as a doctor and professor,
| see more and more evidence that it is this approach
that gives practitioners clear guidelines and is crucial
to the training process.

| never figured out what his real passion was —
psychiatry or fine arts? | suspect that Petr Viktorovitch
couldn’'t answer this question himself. As for me, |
could discern a true artist in his brilliant lectures,
unique projects, and wonderful books about the great
psychiatrists of the past. And | am so grateful to have
met this outstanding man. | am sure, for everyone
who was in close contact with him, there was a version
of Petr Viktorovitch they could call “my person.” With his
death, we all have lost a dear friend — a “my person.”

Tatyana Klyushnik
Professor, Director of Scientific Institution “Mental Health

Research Centre”, Moscow, Russia

PETR VIKTOROVITCH MOROZOV — THE MAN

I KNEW AND REMEMBER

| first met Petr Viktorovitch when he was a sixth-
year student at the Second Moscow State Medical
Institute named after N.I. Pirogov. His musical ensem-
ble “Kamerton” was on stage performing at the
Matriculation Ceremony Afterparty, and he sang his
wonderful songs. We were the freshmen - still young
and shy - for whom this induction ceremony was
arranged. One just couldn't take their eyes off these
talented and charming “Kamerton” guys, they were
full of energy and shared this energy with us. We felt
so proud to be part of the university knowing that
it nurtures not only medical talents. The vivid image
of Petr Viktorovitch with his guitar in his hands was then
refreshed several times: | encountered him singing his
new and old songs at Workshops for Young Psychiatrists
and conference afterparties. Some of them were
very sad.

Petr Viktorovitch was a man of many talents, who
never treated any task to which he had committed
himself formalistically and went out of his way to help
colleagues. The lectures and presentations he delivered
at conferences, though strictly psychiatric, were always

translating his love for and great knowledge of literature,
music, theatre, and history. He managed to kindle genuine

interestin the problems he discussed, and the time given
for the presentation was never enough for him.

Petr Viktorovitch was always kind and friendly. | ad-
mired his unique social skills, his talent for communi-
cating and interacting with people of various ages, social
statuses, and interests, and his rare ability to keep
a level head when dealing with complicated issues. | will
always remember his trademark sense of humor, easy-




oing manner, and the subtle self-deprication of a true
ntellectual.

Olga Karpenko

PhD, Head of Scientific collaborations Department

in Mental-health Clinic No.1 named after N.A. Alexeey,

Chair of Preventive psychiatry Section of World Psychiatric

Association, Moscow, Russia

It turns out that | have known Petr Viktorovitch Morozov
since | was a child before | met him in person. My
father was a psychiatrist, and he fondly remembered
Suzdal
psychiatrists that were like a breath of fresh air, an
island of freedom in the stagnation of the 80s in the

Schools — conferences for early-career

Soviet Union. There, they could discuss One Flew Over
the Cuckoo’'s Nest movie, legendary but still not very
allowed at that time rock band Aquarium was invited
to play a concert there, at the same time that famous
psychiatrists like Pierre Deniker could come there as
guests. It was a place where respected professors and
young psychiatrists interacted as equals. My father
told these stories with great passion, and | got the

impression that psychiatrists were guys who knew how
to have a good time.

Many years later, when | became a psychiatrist myself,
the idea of reviving the Suzdal Schools re-emerged and
| joined the project with great enthusiasm. At first, Petr
Viktorovitch helped to set up the Schools remotely - he
gave advice on the scientific program, on how to create
an informal atmosphere, and how to design a cultural
program. | had yet to meet him in person at that time,
and still | was fascinated with the man when | realized
that the legendary atmosphere of the old Suzdal Schools
was his creation. | was curious to know him in person but
the opportunity had not yet presented itself.

Once, | was asked by senior colleagues to drive Petr
Viktorovitch to one of the meetings and | thought: Finally,
| am going to meet him! We talked by phone and he very
politely declined. As he said, his manners do not allow
him to make a lady drive him around. This surprising
turn of events left me with mixed emotions - | was
disappointed that our meeting didn't happen, and at the
same time | was charmed by his gentlemanly manners.
| found out later that Petr Viktorovitch always behaved

Boris Grebenshchikov (Aquarium), Petr Morozov, Andrei "Dyusha” Romanov (Aquarium), Suzdal, 1988

© Photo from personal archive
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like a gentleman, never compromising that side of his
personality.

We did meet eventually and even became friends
later. In 2011, Petr Viktorovitch attended the Suzdal
School in person and, among other things, suggested

a new idea for the cultural program- that we hold
a local KVN' competition. We managed to do it, and
Petr Viktorovitch came up to me to introduce himself
when he found out that | was the author of the winning
team'’s script.

We have kept in touch since. Petr Viktorovitch invited
me to take part in various scientific activities as well, but
creativity was the main topic of our communication.
Before each Suzdal School Petr Viktorovitch would
get very inspired. He would call me to sound off his
ideas trying to gauge my reaction. He discussed KVN
arrangements, played the guitar, and sang songs he
wanted to perform at the School.

Once, before implementing the competition on
chastushkas and hokku at Suzdal School, he proposed
to first test how it works on each other, like true scientists.
One of us was to compose the beginning, the next one
- the funny end of the poem. We got so absorbed by
the game that we messaged each other lines back and
forth day and night, until Petr Viktorovitch concluded that
the new competition would work well and it could be
translated from the “laboratory” to “practice”.

Our conversations always intermingled with his

numerous stories, ideas for books, and other creative
plans. | was flattered and appreciated our unique con-
nection. He unfailingly managed to share his enthu-
siasm with me, to awaken my curiosity and spur my
creativity. The last thing we talked about was making
a KVN team that would consist of professors only to rival
the young ones. Unfortunately, fate has decreed
otherwise.

For the last few years, Petr Viktorovitch and | also
communicated within the World Psychiatric Association
(WPA). Apart from being Secretary General (him) and
Chair of the Preventive psychiatry section (me), we were
members of the WPA working groups. Because of this,
| had a chance to observe how he behaved during
meetings and to learn diplomacy from him. | could
always ask him for advice in a complicated situation and
his advice was always very pragmatic and wise. | saw how
he cared about Russian psychiatry, and how important
it was for him to cement a place for Russian psychiatry
on the international arena. | also witnessed what a heavy
lift that effort represented.

Not long before his death, Petr Viktorovitch sent me
a birthday card. He wished me to always find joy in the
things that | am doing. And, | guess, this was the clue
to his success, charisma, and fruitful professional life -
he did what he really loved... and he helped many of us
taste the fun side of psychiatry.

Sergei Potanin

PhD, Chair of the Council of Young Scientists of the Russian
Society of Psychiatrists, Senior Research Fellow at the
laboratory of the psychopharmacology, Scientific Institution
“Mental Health Research Centre”, Moscow, Russia

Petr Viktorovitch was always attentive to beginner
psychiatrists. It was he who labored hard for the
establishment of the Suzdal School, where a lot
of my colleagues and | began to come to grips with
the modern vision of how psychiatry, as a science,
was developing, meeting interesting people, and
participating in various projects along the way. The
international prominence of Petr Viktorovitch made



it possible for us to attract prominent foreigners as
speakers to the Russian Federation, to whom we
could not only listen, but also talk in an informal
setting, which is not always possible when you are but
a fledgeling scientist. | feel obliged to mention what
a wonderful, open-hearted, friendly, supportive, and
cooperative individual Petr Viktorovitch was. | especially
value his role-model approach to personal creativity
development; how he never fixated exclusively on
science or medical practice.

| used to be sceptical of all sorts of college plays,
Kapustniks, local KVN shows, or other similar amateur
comic performances, long before taking up psychiatry
but still during my study at a psychotherapy institute.
All that seemed futile, distracting from my principal
preoccupation, and even ridiculous. Gradually, though,
the KVN shows in Suzdal, whose most ardent promoter
Petr Viktorovitch was, began to grow on me. When |
saw him on stage and learned more about this cre-
ative side of his life, | decided to take the leap, too,
and discovered a whole new perspective on creativity
as a very important part of self-development.

| hope that we - as young scientists - will do our best
to continue Petr Viktorovitch's lifework and projects, and
always remember this wonderful man and outstanding
scientist.

Yuri Osadshi
Vice President for Regional Affairs, Russian Early Career
Psychiatrist’s Council, Volgograd, Russia

| first met Petr Viktorovitch nine years ago when |
attended the WPA Congress in Armenia. | was an ordinary
psychiatrist from Volgograd who knew no one at the
event and was immensely happy to see a kind-looking
mustachioed man with a “Petr Morozov Russia” badge
on his jacket. | approached him and said: “Hello, | am
from Volgograd! And | want to develop psychiatry.” Petr
Viktorovitch smiled. That evening, he introduced me
nearly to all members of the WPA Executive Committee,
as if  were an old acquaintance of his.

He had the talent of instilling confidence and the feeling
that he was “your person.” He belonged both among
the younger and the older generations. He managed
to keep a balance between creativity and traditions,
creativity and science, and work and leisure. He happily

combined in himself the Renaissance and rock and roll.
Petr Viktorovitch knew how to enliven the older gene-
ration, how not to let it get rusty and caught in the
web of rationality. He tried to convey the importance
of traditions and adherence to school customs to the
youth. He explained and demonstrated to me how
important it was for a psychiatrist to be a well-rounded
person, as science alone - without a cultural, linguistic,
philosophic, and historic background - cannot provide
answers to all our questions.

In welcoming and supporting innovation, he taught us
to protect what had been achieved and placed emphasis
on the impossibility of a wholesale systematization
of such a complex field of knowledge as psychiatry, and
that, as doctors, we needed to see beyond symptoms.
We must see the person.

| am — and will always be — indebted to Petr
Viktorovitch!

Daria Smirnova

MD, PhD, Director of the International Centre for Education
and Research in Neuropsychiatry, Associate Professor,
Department of Psychiatry, Narcology and Psychotherapy,
Samara State Medical University, Samara, Russia

Marina Tsvetaeva,
“Falling leaves over your grave...”

Dear Petr Viktorovitch!

TRUST IN HUMANKIND. FAITH. HUMANITY
I've finished your book you sent me in May. Thank you



so much! “Well, finally, you've started believing it too.
And I've started believing in you. And believing in that
we should do our best to finish whatever unfinished deed
we have here, not to return... from the beyond. That's
what we were talking about... about pansies, as well. Anna
is smiling, her eyes welling up.” (The age is out of joint,
P.V.Morozov, 2022, p 87) It has always fascinated me how
he could find precise, profound and meaningful words.
How do you do that?! Unfailingly making me believe you,
atthat. You were right so many times. Even when | chose
to ignore your guidance and do something my way, you
turned out to be right again. Your fatherly advice about
life - not frequent, but to the point - was always useful.
And again, you were right. I've learned my lesson. I'm
still consulting with you on all kinds of things even when
you don't call me. | am so grateful to you for believing
in me when | doubt my own abilities, when | don’t believe
in myself.

- Dear Petr Viktorovitch, | haven't completed our book
chapter yet, but | promise | will do as soon as possible. |
am almost done but my routine work keeps interfering.
The chapter is undoubtedly the key priority, but | still
don't have enough time. Working on the computer 24/7.

- Dear, dear Dasha, | never asked you about the chapter!
It's ok. I'm calling you to talk about an absolutely different
issue. | need your advice. Keep writing it whenever you
have the time. It's all right. I've never doubted your
commitment. (Your laughter is heart-warming, and | feel
relieved.)

In your book, Anna’s eyes are welling up, in this book —
the book which mentions the crossings of our lifelines,
I am the one whose eyes are filled with tears. Timur
Syunyakov brougnt you the lavender flowers and the
note from me. He later told me: “P.V. gave you a wink
and a smile, and told you not to be sad, but to act. Anna
and Denis agreed. Don't be sad, do act.” Ok, | got it. I'l
keep on working. | keep on working.

OVERLOADED WITH WORK. STREAM OF IDEAS.
HORIZONS

In this age which is out of joint, we all are in the same
international and borderless boat of humanity. I'm looking
forward to our new meetings - in Suzdal, Barcelona,
Berlin, Nice, Buenos Aires, Munich, Antalya, and every-
place - and long conversations in halls when, despite the
late hour and drowsiness, you can't help but stay and keep
listening. This is knowledge you won't be able to acquire

via reading books or attending classes. Knowledge that
manifests itself like a fresh and cool breeze, touches
your forehead, wakes you up and dissolves in the talking,
sighing, nodding, smiling, wondering and pondering. “You
know, it's...” And you start your riveting story | can't stop
listening to.

We started collaborating with the Early-Carrer
Psychiatrists’ Council of the Russian Society of
Psychiatrists in 2010. You say: “I send her an e-mail
at 3 a.m. thinking she’ll read it in the morning. But she
repliesin 15 minutes. That's how we work.” Professor Haim
Belmaker's training course in Israel Timur Syunyakov and
| attended, meeting Professor Assen Jablensky in Suzdal,
receiving a grant for a scientific project in Australia... New
horizons opened up just like that when you took
part as an angel in my life project, as if with the wave
of a magic wand. And this tsunami of work that started
in 2010 - lectures, seminars, symposiums, congresses,
articles, chapters, discussions - was impossible to stop.
Unstoppable. More and more publications we've worked
on as coauthors united by our mutual inspiration are on

their way. We do continue, we act.

KINDNESS. LOVE. TIMELESS VALUES

You ask me: “Answer this question. Which is more im-
portant? To be kind or to be smart? Which would you
choose?" | say, laughing: “I must be not very smart but |
would no doubt prefer to be kind. | wish | never crossed
paths with an evil genius.” “We are on the same page
here,” you tell me.

I look at your phone with your daughter Anna’s photo
as a screensaver and listen to you speaking about your
family, your son Denis, how much you need more time
to be able to teach English to your granddaughter who's
running around and up to your desk, and how much
more needs to be done in collaboration with the World
Psychiatric Association. You must be a little dissatisfied
with something, that's why you keep creating, improving,
protecting, thoroughly painting your own inimitable era,
your own golden age, full of achievements and events,
loyalty to ideas and integrity.

As ifin a strange dream, | get a phone call from London
from Professor Afzal Javed: “I can't believe it. | loved him
so much. It's a personal loss to me. We've been discussing
so many things with him. Peter was like a brother to me.”
“And like a father to me. We all love him so much,” | said
feeling unbearable pain in my heart.



I wake up to check my e-mail. In your letter, everything
is as usual, including the valediction - “With sympathy,
P.V." Next to the photo of “senior advisor, Professor Petr
Morozov” in the Our Team section on the official website
of the International Centre for Education and Research
in Neuropsychiatry we place “Dear Prof. Peter, you are
always with us! We love you forever.” It is true now and
will always be true.

The last page of your book says: “The song ‘Where is the
happiness? starts playing. To the right... in his shadow,
a dim outline of something is faintly visible. Or is it just
our imagination running riot?

A perfect moment for the closing credits.

30 August 2019 / July 2020. Moscow - Nikolskoye, Petr
Morozov."” (The age is out of joint, P.V. Morozov, 2022, p 87)

| am so happy to meet you, my dear teacher. Love you
forever, hug you tightly, and promise we'll meet there
again.

C'est la vie. Heart beating.

Sincerely yours... ever yours,

Dasha

Denis Morozov
Medical Manager, Operations Department, Servie, Moscow,

Russia

Anna Morozova
Managing Partner, CO.FACTOR, Moscow, Russia

CONVERSATIONS WITH PATRIARCH

Many years ago, a tradition was born in our family —
to have family get-togethers once a week, usually on
a weekday evening, only for us — parents, sister and
her husband, and me. We called dad - the head of our
family — Patriarch. At first, we arranged our get-togethers
at our parents’ apartment. Dad loved cooking and,
whenever he had the time, made something special
for the occasion. Those were simple but very delicious
dishes — borshch, beef steak, turkey with his trademark
cranberry and lingonberry sauce, or even “stone” soup.
We all looked forward to these evenings, because, for us,
they meant the joy of being in each other's company and
exchanging views on various and most unexpected issues,
for parents — the joy of finally seeing their children.
Our dear Patriarch would both have a cozy chat with
each one of us individually and take part in the general

confabulation. We could converse about anything —
from the DSM-5 classification system and news about
the latest international congresses to what headlights
should be installed in Andrey's (my sister's husband) new
car, or what a beautiful goal they scored in the Brazilian
football championship.

Later, the venue of our get-togethers gradually shifted
to a small Moscow restaurant, where we all would meet
after work on Tuesdays. No refusals to come because
of work were accepted as legitimate, with the exception
of business trips. By that time, we all had very hectic
lives — dad was constantly on business trips and had
to deal with a lot of information, contacts, projects, and
new people. When we gathered, we absorbed each piece
of news our Patriarch shared with us, discussed - even
argued about what would be or have been the best way
to act. Each trip and event made him think of and come up
with new ideas, no matter work-, home- or hobby-related.
The Suzdal School always held a special place in his heart.
He put so much physical and creative effort, all his heart
and soul, into it. He loved it. We could talk about it for
hours, discussing all kinds of things - from organizational
issues and booking rooms in the Suzdal Travel Centre
to details of the scientific agenda, presentation topics,
and props for contests. Dad was a fan of the younger
generation and could always think of something for them
to engage in.

Driving him home from a restaurant or our country
house was a special pleasure when | could enjoy talking

to Patriarch alone.
After Yuliana, Anna’s daughter, was born, we changed
the format and the venue of our get-togethers - we now

:
P.V. Morozov and his family © Photo from personal

archive of Denis Morozov
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P.V. Morozov and his family, 1985 © Photo from personal archive of Professor Norman Sartorius

met at my house once a month on Sunday afternoons.
| inherited dad’s love for cooking: therefore, Patriarch
named this new activity Family Dinner. Now, Yuliana was
the one who received all his attention. He played football
with her, played the guitar, sang songs, read books
to her and simply kept her company in her games. He
could always invent something to get her attention and
provoke a very vivid reaction. When she would finally fall
asleep, we would resume our conversations. Since our
family get-togethers were rarer now, dad was looking
forward to them very much. He always brought along
something new to share with us: a journal, or a book,
or an article, or an interview, or a new project, or an
idea for us to discuss. How he managed to handle so
many projects and deal with so much information was

a mystery to me. He lived life — as his song has it —
“to the fullest!”

We could talk about anything no matter the time. He
gave us his full support and helped figure out what would
be an optimum solution in all kinds of situations.

A month after the tragedy, Yuliana gave her mother
a drawing and said: “Mum, give it to grandpa, please.”
Anna said that she wouldn’t be able to do so anymore
but the girl retorted: “Turn it upward to the sky, grandpa
will see it and will be happy.” She isn't four yet. Patriarch
would have commented, as usual: “Genetics is a power-
ful thing.”

Sister and | continue to visit our dad and talk with him,
and having conversations with him... and that will never
change: ever...

DEAR DAD, OUR PATRIARCH, WE LOVE YOU SO MUCH!

Your children
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