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MESSAGE FROM THE EDITOR

DEAR COLLEAGUES!
This is the fourth issue of Consortium Psychiatricum in 2022.

We started the year with a thematic issue on old-age psychiatry and we finish
the year with a thematic issue on child and adolescent psychiatry.

Most articles in this issue focus on the organization of care, new diagnostic
tools, early detection, or the epidemiology of mental disorders in children.
These topics are of particular relevance because of the crucial role early
detection of mental disorders plays and the need for appropriate treatment.

The organization of care for children and adolescents in crisis is one of the
priorities in healthcare. In the Information section of this issue, the Crisis
clinic at the Mental Health Center for Children and Adolescents, the biggest
such institution in Russia, shares its experience of providing care to children
with suicidal behavior.

Special articles are dedicated to the organization of community mental care
in New Zealand and Japan.

This year, our journal witnessed several achievements | want to share
with you: we published four thematic issues; introduced the journal at the
229 WPA Congress in Bangkok, and in 2022 the journal was accepted for
indexation in Psycinfo and Scopus.

I hope that in 2023 our journal will remain the most credible choice for the
authors who submit manuscripts and that our readers will continue to enjoy
the articles we publish.

| wish you a pleasant reading!

George Kostyuk,
Editor-in-Chief, Consortium Psychiatricum
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LETTER TO THE EDITOR

Comment on “Violence Against

Psychiatric Trainees:

Findings

of a European Survey”

KOMMEHTapMVI K CTaTbe «Hacunsne B OTHOLWIEHUN o6yqa+ou.|,wxc9-| NMCUXMNATPOB:

pe3y/ibTaTbl eBPONENCcKOro nccaefoBaHua»

doi: 10.17816/CP195
Letter to the editor

Egor Chumakov', Natalia Petrova’,

Ramya Vadivel?, Dinesh Bhugra3,

Antonio Ventriglio*

T Saint Petersburg State University,

Saint Petersburg, Russia

2 Waikato Hospital, Waikato District Health Board,
Hamilton, New Zealand

3 Institute of Psychiatry, Psychology & Neuroscience,
Kings College London, London, UK

4 University of Foggia, Foggia, Italy

Pereira-Sanchez, et al (2021), in their paper, raise
important and timely questions regarding violence by
patients against psychiatry trainees. An overwhelming
majority of trainee respondents from Europe reported
having experienced some form of violence from their
patients [1]. Not surprisingly, this has led to a lasting
impact on their mental wellbeing. Recent reports of
high vulnerability and psychological concerns among
trainees and young physicians [2, 3] make it clear that
the profession has an obligation to improve working and
training conditions, but also to provide immediate and
appropriate assistance to the trainees, be it psychological
or medical, especially to those who need it. However, as
the authors [1] point out, the number of trainees who
reported assaults was very low. This may have been due
to their perception that the incidence was not serious
enough, or some misleading belief that their supervisors
would not take the incident seriously, thus leading them
to avoid reporting it.

In our international study, we aimed to explore
the experiences of early career psychiatrists working
within the current legal framework of compulsory
psychiatric care and detention of patients in their

Erop Yymakos', Hatanusa MNeTtposa’,

Pamua Bagusenb?, JuHew Bxyrpa3,

AHTOHMO BeHTpuabo?

T CaHkm-lemep6ypackuli 20cydapcmeeHHsIl yHUgepcumem,
CaHkm-lemepbypz, Poccus

2 OkpyxcHol coeem 30pagooxpaHeHus Balikamo,
FamunemoH, Hoeas 3enaHous

3 VIHCmumym ncuxuampuu, NCuxo/s02uu U HelipoHayKu,

Koposnesckuli konnedx JloHOoHa, JToHOOH, Beaukobpumarus

4 YHusepcumem ®ozzuu, ®ozzus, imanus

countries of practice, along with potential areas for
revision [4]. We also explored their experiences of
physical aggression towards them from their patients.
In this international, cross-sectional and anonymous
online survey, 142 psychiatrists from 43 countries
(52.8% females; mean age 32.6+3.9) responded. Of
those, 38 (26.8%) were psychiatry trainees. A majority
of our respondents (78.2%) reported a history of physical
abuse by patients. Almost a quarter (22.5%) of these
attacks were described as life-threatening. Almost
two-thirds (64.7%) of the respondents did seek
psychological help or supervision after the episode, the
rest did not. Peer support was offered in 46.8% of cases
and/or from their senior colleagues in 32.4% of cases.
Both studies were conducted during the same time
period. They highlight an urgent need for support on
the part of both clinical and educational supervisors
at a personal level. But training institutions have a
moral obligation to provide appropriate training and
a supportive environment. Although currently little
formal risk-assessment training occurs in psychiatric
settings, proper training in dealing with violent patients
in order to effectively assess, treat, and cope with these

Consortium Psychiatricum | 2022 | Volume 3 | Issue 4
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individuals should be implemented in training programs
for mental health professionals [5]. Researchers have
proposed training programs to prevent aggressive
behavior by patients [6], including the assessment and
management of violent patients, receiving training in
diagnosing and evaluating such individuals, learning
about pharmacological interventions, and environmental
safety [7], as well as various de-escalation techniques [8].
To date, however, these programs have yielded limited
empirical research evidence of their effectiveness [8],
which likely precludes their broader implementation
in psychiatry residency training curricula. Therefore,
it is important to pay more attention to research
on the effectiveness of patient violence-prevention
strategies.

A worrying finding is that one-third of early career
psychiatrists in our study failed to receive any help,
similar to the findings in an earlier study [9]. In order
to deal effectively with the aftermath of violent attacks,
urgent action is needed not only to train everyone
in breakaway techniques, but also to have immediate
access to support were these incidents to happen.
In this regard, it is critical to develop guidelines for the
psychological support of the victims of violent acts.
The institutions must implement/adopt hospital and
emergency room policies that prevent the violence from
occurring. We recommend that they implement clear
policies but also make available wellbeing guardians
who can be approached by those affected and act as
repositories of information. They can provide support
that prevent burnout and the appearance of long-term
distress, thus mitigating psychological consequences.
At the level of government, policies must be putin place
and resources made available so that trainees are well
taken care of. Regulatory bodies have an ethical obligation
to ensure that the workforce is protected, so that it can
provide the best care possible to patients.
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RESEARCH

The Effect of Untreated Illness
in Youth Depression:
A Cross-Sectional Study

BanaHue panTtenbHOCTM HENleYEeHOro nepunoga npu rOHOLWLEeCKUX aAenpeccnax:
AadHHble nonepevyHOro nccsienoBaHuA

doi: 10.17816/CP206

Original research

| Maria Omelchenko, Valentina Migalina, | Mapusa OMenbyeHKo, BaneHTUHA MuUranmHa,
Vasiliy Kaleda Bacunuin Kanepa

| Mental Health Research Centre, | ®IBHY «Hay4Hbll yeHmp Ncuxu4eckoz2o 300p08b»,
Moscow, Russia Mockea, Poccus

ABSTRACT

BACKGROUND: The existing research has mainly focused on exploring how the duration of untreated psychosis
effects the further course of the disease. By contrast, the duration of an untreated illness (DUI) in youth depression
and its impact on the further course of the disease has remained scarcely investigated.

AIM: The current study aims to determine how the duration of untreated iliness affects the severity of the symptoms
during the first depressive episode and the degree to which the symptoms are reduced after treatment.

METHODS: Fifty-two young male patients (15-29 years old) were examined. First, they were hospitalized with a severe
without psychotic symptoms (F32.2) and moderate (F32.1) depressive episode. The Hamilton Depression Rating
Scale (HDRS), the Scale of Prodromal Symptoms (SOPS), and the Scale for Assessment of Negative Symptoms (SANS)
were used to achieve the research goals. The examination was conducted twice at the time of patient admission
to the hospital and before discharge. Our statistical analysis was carried out with the Statistica 12 software. The
Mann-Whitney U test was used to compare the differences between two independent groups. The Spearman’s rank
correlation coefficient was used to uncover any correlation between how long the illness has remained untreated
and the severity of its clinical symptoms.

RESULTS: All patients were hospitalized at the first depressive episode. The average duration of an untreated illness
was 35.8+17.0 months. The patients were divided into two groups: the first group (59.6%, n=31), with a duration of the
untreated illness of more than 36 months, and the second group (40.4%, n=21), with a duration of the untreated illness
of less than 36 months. A cross-group comparison between the participants showed that the reduction of HDRS scores
was significantly higher in the second group (p=0.019) at the time of discharge, with no differences in the severity
of depressive symptoms (p=0.544) at the time of admission. Comorbidity was detected in 83.9% of the patients in the
first group and in 42.9% of the patients in the second group. A greater therapy effectiveness was found to exist in the
second group, as the depressive symptoms score on the HDRS scale (p=0.016; U=196.0) and prodromal symptoms
score on the SOPS disorganization subscale (p=0.046; U=218.0) were found to have been reduced significantly.

CONCLUSION: The study showed that DUI has an impact on the reduction of depressive, negative symptoms
and symptoms of disorganization in youth patients at the first depressive episode. A high level of comorbidity has

8 CC BY-NC-ND 4.0 license © Authors, 2022 Consortium Psychiatricum | 2022 | Volume 3 | Issue 4
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been uncovered, confirming that a variety of non-psychotic and psychotic disorders in youth manifest themselves
in depression at a prodromal stage, causing difficulties in establishing diagnoses and requiring subsequent
verification. Future research might need to focus on exploring depressive symptoms as predictors of mental
disorders in youth patients.

AHHOTALNA

BBEZEHME: B HacTosLLee BpeMst 60bLUMHCTBO UCCef0BaHUI CHOKYCMPOBaHbI Ha U3yYeHUW BANSHUS ANUTENBHOCTA
He/leueHoro Nc1xo3a Ha JasbHelee TeueHve 3a601eBaHS. B OTHOLLIEHWN A/INTENBHOCTU HeleYeHOro 3aboneBaHms
npu genpeccnn Takmx paboT 3HaUUTENbHO MeHbLLe.

LLE/Ib: Llenbto gaHHOro nccnefoBaHus ABASETCS: YCTaHOBUTb BIVAHNE ATNTENBHOCT HENEYEHOro 3ab01eBaHuA
Ha TAXeCTb CUMNOTOMOB Aernpeccnin, Ha CTeneHb NX peayKunn 3a BpemMa neyeHun4.

METO/bIl: ObcnepoBaHbl 52 60/1bHbIX MYXCKOro nosia 15-29 neT, BnepBble roCnuTasn3npoBaHHbIX MO NMOBOAY
[enpeccrBHOIO 3MM304a TAXKENOM cTeneHn 6e3 NCMXoTUYeckux cuMnTomMoBs (F32.2) 1 cpefHel cTeneHn TaXecTu
(F32.1). MpuMeHsanuce Lkana oueHKn gernpeccBHbIX cnumnTomMoB (HDRS), Lkana oueHkU npoapoManbHbIX
cumnTomoB (SOPS) n LWkana oueHKM HeraTmBHbIX cMMNTOMOB (SANS). ObcnesoBaHe NMPOBOAVAOCH ABAaXAbI:
Ha MOMEHT MOCTYMNJIeHA NauneHTa B CTaLoOHap 1 Ha 3Tane peaykummn NCUXonaToNornyeckx paccTpomicTe nepes
BbIMUCKON. CTaTUCTUYECKN aHaNn3 NPOBOAMACS C MOMOLLbIO Nporpammbl Statistica 12. [1na cpaBHeHWS pasnnyunia
MeXAy ABYMS He3aBUCVMMbIMW FpyrnamMu NMpUMEHsICa HenapamMmeTpuyeckuii MmetoZ, MaHHa — YUTHU 1 paHroBbli
K03 dMLMeHT CNnpMeHa 415 OLLeHKI B3aMMOCBA3EN Mexay ANNTENIbHOCTLIO HejledeHHOr0 3a601eBaHNA N TAXECTbIO
KJIMHUYECKNX CUMMTOMOB.

PE3YJIbTATDI: Boibopka BKAtOYana 60MbHbIX, BNepBble roCnUTann3npoBaHHbIX C ANarHO30M «/lenpeccnBHbIl
3NN304», CPeAHAA ANNTENbHOCTbL HeneveHoro 3aboneBaHuns coctaBuna 35.8+17.0 mecaues. MauneHTsbl 6binn
pa3geneHbl Ha ABe rpynnbl: 1 rpynna (59.6%, n=31) ¢ 4ANTeNbHOCTLIO HesleyeHOro 3aboneBaHns 6onee 36 mecsLes,
2 rpynna (40.4%, n=21) — meHee 36 MecsueB. MexXrpynnoBble CpaBHEHWSA MOKasanu, YTo peaykumsa 6annos
no wkane HDRS K MOMEHTY BbINUCKW Bblna 3Ha4UMUTENbHO Bbille BO BTOpoi rpynne (p=0.019) npu oTcyTCTBMN
pPasnnMynii Mo CTeneHn BbIPAaXXEHHOCTU Aernpeccun npu noctynaeHun (p=0.544). KomopbnaHOCTb oTMevanack
y 83.9% naumeHTOB NepBoi rpynnbl Ny 42.9% — y BTopoi. Jlyuwinin 3¢ ekt Tepannm 6611 ycTaHOBAEH Y 60/IbHbIX
BTOPOW rpynnbl MO CTEMEHN BbIPaXXeHHOCTU AenpeccnBHbIX CUMATOMOB (p=0.016; U=196.0) 1 NnpogpoManbHbIX
CUMIMTOMOB, OLIEHEHHbIX MO MoJLllKane CUMMTOMOB Je3opraHm3aymm wkansl SOPS (p=0.046; U=218.0)
npw BbIMNCKE.

SAKJTHOYEHME: NccnepoBaHMe rMokasano BAWSIHME ANVNTENbHOCTU HeneyeHoro 3abofieBaHuUs Ha CTeneHb
peayKLnn AenpeccrBHbIX, HeraTUBHbIX CAMATOMOB 1 CUMATOMOB Ae30praHn3annm y MooAbIX /lto4el C nepBbiM
AenpeccMBHbIM 3MM3040M. Takxke 6blna ycTaHOB/AeHa 60nblluas cTeneHb KOMOPOUAHOCTH, MOATBEPXAAOLLIASA,
UTO pasIVYHble HerncuxXoTUYecKne MnCuxmyeckme PaccTPOMCTBa, a Takxke MCUXoTUyeckne 3aboseBaHUs Ha
MPOAPOMaJIbHbIX CTaAMAX MOTFYT MPOSABAATLCA AeNPeCcCUBHOM CUMMTOMATUKON, YTO 3aTPYyAHSET AMArHOCTUKY
FOHOLLeCKMX Aenpeccuin n TpebyeT nocnegytollein Bepndunkaumm guarHosa. byayuime nccnefoBaHnsa AOKHbI
6bITb HaMpag/ieHbl Ha onpegeneHe NPesNKTOPHOM 3HAUYMMOCTM FOHOLLECKUX AeNpeccnii B OTHOLLEHWW Pa3BUTUS
MCUXMNYECKNX PacCTPONCTB B FOHOLLECKOM BO3pacTe.

Keywords: youth depression; prodromal symptoms, negative symptoms; duration of untreated illness;, comorbidity;
effectiveness of therapy

KnroueBble cnoBa: roHoweckue denpeccuu; npoopomMasnbHsie CUMNMOMbI; He2amugHble CUMNMOMeI; 0/UMenbHOCMb
HeseyeHo20 3a60/1e8aHUA; KOMOPHOUOHOCMb; 3PPHekmusHOCMb mepanuu
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INTRODUCTION

The existing research has largely focused on exploring
how the duration of untreated illness (DUI) influences
its further course. DUl is defined as the period between
the onset of the first clinical symptoms of a disease
and the beginning of adequate treatment [1, 2]. There
is a large number of studies that have established how
the duration of untreated psychosis (DUP) influences
the effectiveness of therapy and the outcomes [3, 4].
A shorter DUP has shown correlation with better
treatment outcomes [3], whereas a longer DUP has
been associated with more severe, positive, and
negative symptoms and lower chances of achieving
remission [4]. Furthermore, a longer DUP has been
associated with a more severe global psychopathology
and poorer functioning during follow-up [4]. However,
DUI in youth depression and its impact on the further
course of the disease remains scarcely investigated.
It has been found that a longer DUI negatively impacts
the course of affective disorders [1, 2], reduces the
duration of remission [2], and is associated with a higher
risk of suicide [5]. According to other researchers,
alonger DUI correlates with the severity of the cognitive
impairments associated with depression [6].

Itis often difficult to determine exactly when depression
begins. According to researchers in the field, a major
depressive episode is typically preceded by several
non-affective symptoms, including dysthymic illness,
cognitive disorders, episodes of apathy, decreased
motivation, and obsession symptoms and irritability
[7, 8]. The beginning of youth depression is frequently
characterized by episodes of substance abuse and
aggressive, self-harm behavior [9, 10]. These symptoms
are often not associated with reduced premorbid
functioning and, therefore, are not recognized as mental
disorders. This leads to either refusal of medical care
or referral to primary care, in place of qualified mental
health care [11]. Yet, depression in youth may be the first
symptom of a variety of non-affective disorders, including
schizophrenia spectrum disorders such as schizotypal
disorder and the prodromal stage of schizophrenia[12, 13].
It is clear that early identification of youth depression
is crucial not only for the further course of depression,
but also as part of the diagnosis and prevention against
a wide spectrum of mental health issues.

Against this background, the present study aims
to determine how the DUI affects the severity of

symptoms during the first depressive episode in youths
and the degree of symptom reduction after treatment,
with an analysis of the comorbidity of non-psychotic
mental disorders.

METHODS

Study design

A cross-sectional study design was applied for the
purposes of the current study. Cross-sectional design
is often regarded as a method of choice when there
is a need to collect data from different individuals at
asingle pointin time. In the context of the current study,
using this design was advantageous in several respects.
Firstly, it allowed us to establish the average duration of
the DUI by the time of the first hospitalization. Secondly,
itmade it possible to compare the severity of depressive
symptoms in patients with different DUI. Thirdly, it
enabled us to determine the effectiveness of treatment
in patients recruited at the same time.

Sampling and recruitment
The convenience sampling strategy was used to select
the participants in the study. All patients hospitalized with
the first depression episode at the Department of Youth
Psychiatry of the Mental Health Research Centre from
April 1, 2021 to May 30, 2022 were invited to participate.
Participants were eligible if they met the following
criteria: 1) categorized as young people and youths
(15-29 years old), according to the classification of the
World Health Organization [15]; 2) hospitalized with the
first depressive episode; 3) diagnosed within a range
of nonpsychotic mental disorders according to the
International Classification of Diseases, version 2019
(ICD-10); and 4) showing no indication of previous
adequate treatment based on the National Institute
for Health and Care Excellence Guidelines [16] and
clinical recommendations of the Russian Society of
Psychiatrists [17].
inadequate if low doses of antidepressants were
administered or the duration of the treatment was under
six months without any clinical response.

Treatment was considered as

Participants were excluded from the study if they met
one of the following criteria: 1) diagnosed with psychotic
disorders, 2) presence of clinically significant somatic
and neurological diseases at the time of the study,
and 3) refusal to participate in the study at any stage
during hospitalization.
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Procedure
Hospital medical form 003 U (a mandatory form for
patients admitted for inpatient treatment) was used
to collect socio-demographic and clinical data, including
medical history, the age when the symptoms (apathy,
irritability, decreased motivation and other negative
symptoms) preceding the first depression episode
appeared, duration of the current depressive symptomes,
and details regarding previous antidepressant treatment.
For the purposes of this study, both affective and

|u

“prodromal” symptoms were assessed. The assessment
was conducted twice: at the time of admission (the first
assessment) and at the time of discharge (the second
assessment).

Affective symptoms were evaluated using the Hamilton
Depression Rating Scale (HDRS) [18]. Itis a 21-item Likert
questionnaire in which a total score is calculated as the
sum of all individual items.

“Prodromal” symptoms, including attenuated positive,
negative and disorganization symptoms, were assessed
using the Scale of Prodromal Symptoms (SOPS) [19]
and the Scale for Assessment of Negative Symptoms
(SANS) [20]. SOPS is a Likert scale which contains four
main sections assessing (P) Positive Symptoms (5 items),
(N) Negative Symptoms (6 items), (D) Disorganized
Symptoms (4 items), and (G) General Symptoms
(4 items). Positive Symptoms are rated on a scale
from 0 (Absent) to 6 (Severe and Psychotic). Negative,
Disorganized and General Symptoms are rated from 0
(Absent) to 6 (Extreme). SANS is a 25-item Likert scale
which consists of five domains, including Affective
Flattening or Blunting, Alogia, Avolition — Apathy,
Anhedonia — Asociality, and Attention. A set of different
symptoms is rated within each domain from 0 (Absent)
to 5 (Severe).

After collecting all the clinical and psychometric data,
a possible comorbid diagnosis was verified. It is important
to note that there were difficulties in confirming comorbid
bipolar disorder, recurrent depressive disorder, and
persistent mood (affective) disorders due to the young
age of the participants and their hospitalization being the
first one. Therefore, the provided comorbid diagnoses
are rather tentative here.

Treatment effectiveness is defined as the difference
between the adopted scales score at the time of
admission and at the time of discharge converted into
percentages.

In order to evaluate the influence of the side effects
of the therapy on the daily performance, all participants
were examined on the 48-item Likert UKU Side Effect
Rating Scale [21].

Data analysis

Our statistical analysis was carried out using the StatSoft's
statistical analysis software package Statistica 12.0.
Firstly, sociodemographic data was analysed using
descriptive statistical methods. The data was presented
in mean values (standard deviation) and reported as
Mean * (SD). Secondly, depressive symptoms were
analysed using the HDRS and “prodromal” symptoms
were analysed using the SOPS and the SANS. The data
was presented in median values and quartile range
and reported as Me [Q1; Q3]. The first quartile [Q1]
is defined as the middle number between the minimum
value and the median, whereas the third quartile
[Q3] is the middle value between the median and the
maximum value. The Mann-Whitney U test was used
to compare the differences on these scales between two
independent groups. Correlations between the DUl and
severity of clinical symptoms at the time of admission
and before discharge were defined using the Spearman'’s
rank correlation coefficient as a nonparametric measure
of rank correlation.

Research governance

The study was in line with the Helsinki Declaration and
was approved by the Local ethics committee of the Mental
Health Research Centre (Protocol Ne746 of 18.03.2021).
All patients signed an informed consent form. Clinical
data was collected in compliance with Order of the
Ministry of Health of the Russian Federation (from
13.12.2015) N 1034n “On approval of the procedure
specialized medical care ‘Psychiatry-Narcology’ and
dispensary procedure monitoring of persons with mental
disabilities and (or) behavioral disorders associated with
substance abuse” and the regulations of the Mental
Health Research Centre.

RESULTS

Sample characteristics

Overall, 52 male patients hospitalized with the first
depressive episode were included in the study. At the
time of admission, a severe depressive episode without
psychotic symptoms (classified as F32.2 according to the

Consortium Psychiatricum | 2022 | Volume3 | Issue 4

11



ICD-10) was established in 88.5% (n=46) of the patients,
whereas a moderate depressive episode, (classified as
F32.1 according to the ICD-10), was determined in 11.5%
(n=6) of the patients. The participants were treated with
antidepressants and antipsychotics. In particular, 10 patients
(19.2%) had received inadequate antidepressant therapy
during the period of untreated illness. The average dose was
7.613.2 mg/day in fluoxetine equivalent, and the average
duration was 26.5+14.7 days. Overall characteristics of
the sample are presented in Table 1.

Assessment of all participants

At the time of admission (first assessment), the degree of
depression among all participants based on HDRS was
32 [28; 35], indicating severe depression [22]. The total
score on the SOPS was 50 [45; 55], which demonstrated

|u

the presence of “prodromal” positive, negative symptoms
and symptoms of disorganization in the patient of the
clinical group. The overall score on the SANS was 49
[42; 54.5], which supported previous results and revealed
the presence of negative symptoms. During the second
assessment (before discharge), the degree of depression
based on HDRS was 10.5 [6.75; 14.25], which suggested
mild depression [22]. The total score on the SOPS was
24.5[18.75; 32], whereas the total score on the SANS was
27 [19; 35]. Although these values suggest a reduction
in symptoms acuity, they cannot be perceived as a sign
of complete remission.

Table 1. Characteristics of the sample

Assessment of participants depending

on the mean DUI value

Based on the mean DUI value, which was 35.8+17.0 months,
the patients were divided into two groups: the first group,
with a DUl of more than 36 months (59.6%, n=31), and
the second group — DUI of less than 36 months (40.4%,
n=21). The length of hospitalization was equal to the
duration of active treatment and lasted 42.9+27.6 days
in the whole sample. The average dose of received
antidepressants in the fluoxetine equivalent in the first
group was 32.2+25.0 mg/day; in the second group,
43.4+28.3 mg/day, and the average dose of antipsychotics
in the chlorpromazine equivalent in the first group
was 295.9+187.8 mg/day; and in the second group —
294.3+144.5 mg/day. There were no statistical differences
between the groups in the fluoxetine equivalent
(p=0.191; U=255.0) and in the chlorpromazine equivalent
(p=0.787; U=310.0).

Cross-group comparison between participants with
different DUI shows that the reduction of HDRS scores
was significantly higher in the first group (p=0.019)
at the time of discharge, with no differences in the
severity of depressive symptoms (p=0.544) at the time
of admission. No other statistically valid differences
were found. Assessment of the severity of affective and
“prodromal” symptoms in the two groups of patients
with different DUI at the time of admission and before
discharge are presented in Table 2.

Characteristic Patients, total (n=52)
Sex (%) Male (100%)
Age when depressive symptoms appeared, years 16.1£3.6
Age of the first hospitalization, years 19.2+2.1
Mean DUI, months 35.9+17.0
Level of education
Basic general education, n (%) 14 (26.9)
Secondary general education, n (%) 35(67.3)
Higher education, n (%) 3(5.8)
Occupation
Student, n (%) 29 (55.8)
Full-time employment, n (%) 6(11.5)
Part-time employment, n (%) 8(15.4)
Non-Employment, n (%) 9(17.3)
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Table 2. Severity of affective and “prodromal” symptoms in the two groups of patients at the time of admission

and before discharge

Parameters 15t group (DUI >36 months), 2nd group (DUI <36 months), U, p-value

n=21 n=31

1st assessment | 2nd assessment | 15t assessment | 2"d assessment | 15t assessment | 2"d assessment
HDRS 32[28; 36.5]** | 12[7.5; 18.5]* | 33[28; 35] 10[4;11] 292.5, 199.5,
total score [Q1;Q3] 0.544 0.019
SOPS 51 [45; 54.5] 28[19; 35.5] 48 [45; 55] 21 [16; 29] 308.5, 227.5,
total score [Q1;Q3] 0.758 0.069
SOPS 81[6; 12] 3[2.5; 6] 81[6;12] 21[1; 4] 313.0, 246.0,
positive score [Q1;Q3] 0.822 0.140
SOPS 20[18; 22.5] 13[8; 15]° 201[18; 21] 10 [6; 12] 294.0, 227.5,
negative score [Q1;Q3] 0.563 0.069
SOPS 10[8; 12] 51[4; 71° 81[8;11] 5[3; 6] 266.0, 234.5,
disorganization score [Q1;Q3] 0.271 0.091
SOPS 12[11;13.5] 51[4;7] 12[11;14] 5[3; 7] 299.5, 267.0,
general score [Q1;Q3] 0.634 0.279
SANS 51 [42.5; 56] 32[20.5; 37.5]° | 48 [42; 51] 24 [17; 28] 273.5, 235.0,
total score [Q1;Q3] 0.337 0.093
SANS 16[13;19] 10 [6; 13.5] 15[13; 18] 81[5;12] 275.5, 252.0,
“Affective Flattening 0.544 0.173
or Blunting” score [Q1;Q3]
SANS 7[6; 9] 412; 51° 6 [5; 8] 21[1; 3] 252.0, 232.0,
“Alogia” score [Q1;Q3] 0.173 0.082
SANS 91[7;10] 5[3.5; 7] 9[8; 0] 5[3; 6] 311.0, 272.0,
“Avolition - Apathy” score 0.794 0.323
[Q1;Q3]
SANS 12[10; 13] 8[5; 9.5]° 12[11;13] 5[4, 8] 312.0, 223.5,
“Anhedonia - Asociality” score 0.808 0.058
[Q1;Q3]
SANS 6 [5; 6] 3[2.5; 41° 6[5; 7] 31[2; 4] 304.0, 235.0,
“Attention” score [Q1;Q3] 0.695 0.093

Note: * — statistically significant (p <0.05); ° — trend towards statistical significance (0.05< p <0.1) between the first group and
the second group; ** — the median value, values of Q1 and Q3 are given in square brackets.

Table 3. Possible comorbid diagnoses in the two groups of patients

Comorbid diagnoses (ICD-10) 15t group (DUI >36 months), n (%) 2nd group (DUI <36 months), n (%)
Schizotypal disorder (F21) 11 (42.3) 2(22.2)
Bipolar disorder (F31) 3(11.5) 3(33.3)
Recurrent depressive disorder (F33) 8(30.8) 1(11.1)
Persistent mood (affective) disorders (F34) 2(7.7) 2(22.2)
Personality disorders (F60) 2(7.7) 1(11.1)
Overall 26 (83.9) 9(42.9)

Defining a possible comorbid diagnosis

Further, possible comorbid diagnoses according to the
ICD-10 were verified in 67.3% (n=35) of patients while
a single depressive episode (classified as F32 according

to the ICD-10) remained a primary diagnosis in 16.1%
(n=5) of patients in the first group and in 57.1% (n=12)
in the second group (Table 3).

Treatment effectiveness

According to the clinical recommendations accepted
in the Russian Federation, the therapy is considered
to be sufficiently effective if the reduction of symptoms
amounts to more than 50% and partly effective if the
reduction of symptoms is less than 50%, but more than
30%. When comparing the results obtained during the
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first and second assessments (see Table 2), it was noted
that the severity of affective symptoms based on the
HDRS results had reduced by 62.5% in the first group and
69.7% in the second group. The severity of “prodromal”
symptoms based on the SOPS results was down by
45.1% in the first group and 56.3% in the second group,
whereas the severity of negative symptoms on the
SANS had decreased by 37.2% and 50.0%, respectively.
The highest treatment effectiveness was noticed in the
reduction in positive symptoms based on the SOPS
positive subscale by 62.5% in the first group and 75%
in the second group. The lowest reduction in symptoms,
in turn, was observed in negative symptoms on the
SOPS negative subscale (35%), SANS “Affective Flattening
or Blunting” subscale (37.5%), and SANS “Anhedonia —
Asociality” subscale (33.3%) in the first group.

When comparing the reduction in scores between
the two groups, a greater therapy effectiveness was
established in the group with DUI of less than 36 months.
In particular, the depressive symptoms score on the

HDRS scale (p=0.016; U=196.0) and prodromal symptoms
score on the SOPS disorganization subscale (p=0.046;
U=218.0) were down significantly. No other statistically
valid differences were found (Figure 1).

Across the results collected at the time of admission,
positive correlations were found between DUl and the
“Alogia” subscale of SANS (r=0.333, p <0.05), the degree
of positive symptoms of SOPS (r=0.284, p <0.05), the
symptoms of disorganization of SOPS (r=0.274, p <0.05),
and the total HDRS score (r=0.313, p <0.05). Across the
results collected before discharge, positive correlations
were determined between DUl and the “Alogia” subscale
of SANS (r=0.376, p <0.05).

The duration of active treatment was 36.9+18.5 and
47+31.9 days, for the first and second groups, respectively.
No significant difference between the groups (p >0.05)
depending on the duration of active treatment was
found. Based on the UKU Side Effect Rating Scale, no
significant side effects were identified (for all items in the
scale, the values are 0).

%
80 -

70

60 -

*
o
o * o o
50 -
40 |
30 -
20 -
10 -+
0 - T T T

SOPS SOPS SOPS SOPS
pos neg dis gen

SOPS
sum

HDRS

SANS
Aff Flat

SANS
Alogia

SANS SANS
Av-Ap Anh-As

SANS
Atten

SANS
sum

Figure 1. Degree of depressive and non-affective symptoms reduction (%) in the two groups of patients.

Note: * — statistically significant (p <0.05); ® — trend towards statistical significance (0.05< p <0.1). Dark columns — the first group;
light columns — the second group; pos — positive; neg — negative; dis — disorganization; gen — general; sum — summary;
Aff Flat — Affective Flattening or Blunting; Av - Ap — Avolition - Apathy; Anh - As — Anhedonia - Asociality; Atten — Attention.
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DISCUSSION

Main result

The study determined that the severity of depressive and
non-affective symptoms at the time of admission does not
depend on the duration of the DUI. However, the DUl has an
impact on the reduction of depressive, negative symptoms,
and symptoms of disorganization in young patients with
a first depression episode. A high level of comorbidity has
been found, confirming that a variety of non-psychotic
and psychotic disorders in youth manifest themselves in
depression at a prodromal stage, whereas no nonspecific
affective symptoms are observed. High comorbidity with
other mental disorders requires subsequent verification
and underlines the difficulty of diagnosing young patients
at their first depressive episode. In addition, it has been
established that DUI has an impact on the taming of
depressive symptoms upon discharge.

Strengths and limitations of the study

Our study exhibits the following strengths. Firstly, a holistic
approach to the assessment of youth depression was
adopted, allowing us to assess the dynamics of symptoms
during treatment. Furthermore, it is clear that not only
depressive symptoms, but also negative symptoms and
symptoms of disorganization have clinical value in the
context of DUI assessment.

The study has several limitations. Firstly, only male patients
were included. Secondly, the sample size was relatively
small, which may have potentially reduced the statistical
potency of the study. Thirdly, follow-up of patients after
discharge from the hospital was not performed, limiting
the possibilities to analyze the dynamics of remission and
its completeness. Finally, inclusion of patients with various
types of depressions within nonpsychotic mental disorders
may also have influenced the results.

Comparison with the existing literature

The obtained data do not support the results of other
studies in which a relationship between the DUI and
severity of the depressive episode was established [23].
This may be related to the pathoplastic effect of youth
and high stress reactivity of this age, which determine the
severity of clinical symptoms [24]. However, significant
differences were found between the selected groups
during the assessment at the stage of discharge from
the hospital. Patients with a shorter DUI (less than
36 months) had a broader reduction of depressive

symptoms in a relatively short period of therapy.
This is consistent with early studies showing that
delayed beginning of therapy reduces the likelihood of
achieving full remission [4]. In addition to the higher
level of depressive symptoms, patients with a longer DUI
(more than 36 months) demonstrated a lower degree
of reduction and a higher severity of negative symptomes,
both on the SOPS scale and the SANS scale, symptoms
of disorganization on the corresponding subscale SOPS,
and a higher total score on the SOPS scale at discharge.
To our knowledge, this is the first study to measure links
between DUI and prodromal symptoms.

The pathogenesis of negative symptoms has now
been found to be related to the functional reduction in
dopamine levels in the frontal lobe and mesolimbic
structures [25], and in the dorsal, rather than limbic,
striatum [26]. The areas of the brain involved in cognitive
dysfunction include the hippocampus, dorsolateral prefrontal
cortex, and dorsal parietal cortex [27]. In depression,
the main biological processes can be characterized by
reduced neurotrophic support, metabolic dysfunction,
impaired immune response with increased inflammation,
oxidative stress, and mitochondrial dysfunction [28]. Thus,
according to existing research, prolonged DUI has a long-
term neurotoxic effect on the brain, which is manifested
in increased ventricle volumes, atrophy of the cortex, white
matter lesions in the frontal cortex and basal ganglia, as
well as a decrease in the volume of the hippocampus [29].
Clinically, this can manifest itself as persistent negative
symptoms and symptoms of disorganization, which can
be difficult to treat. Interestingly, in the present study we
found no cross-group differences in the reduction in positive
symptoms. This is consistent with the dopaminergic
hypothesis linking the appearance of positive symptoms
to changes in the neurotransmission of dopamine in
the mesolimbic system, with an increase in presynaptic
regions [30], which is easy to treat and does not have
a lasting effect on brain functioning.

Implications for future research and practice

The lack of a reduction in depressive, negative, and
disorganized symptoms in the first group of patients
with a longer DUI points to the need for more elaborate
studies of youth depression, with a clarification of its
pathogenesis. In addition, more attention should be
given to depressive symptoms as predictors of adverse
outcomes in mental disorders.
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CONCLUSION

Our study showed that the DUI has an impact on the
reduction of depressive, negative symptoms, and
symptoms of disorganization in youth patients at the first
depressive episode. A high level of comorbidity has been
uncovered, confirming that a variety of nonpsychotic
and psychotic disorders in youth manifest themselves
in depression at a prodromal stage, causing difficulties
in establishing diagnoses and requiring subsequent
verification. Future research might need to focus on
exploring depressive symptoms as predictors of mental
disorders in youth patients.
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ABSTRACT

BACKGROUND: Assessing the risk of children developing mental, behavioral, and developmental disorders (MBDDs),
including autism spectrum disorders (ASDs), as well as achieving early detection of such disorders, has become one
of the most important undertakings for public mental health professionals worldwide.

AIM: This study aims to evaluate the risk of developing MBDDs and the prevalence of MBDDs among young children
(18-48 months old) in Russia.

METHODS: A two-level epidemiological screening approach was developed and adopted for the purposes of this study.
At the first level, the parents of all children between 18 and 48 months old were questioned using Russian national
validated Screening Checklist for Parents for Identification of the Risk of Mental, Behavioral, and Developmental
Disorders in Early Childhood in nine regions of Russia (Volgograd, Kirov, Moscow, Novosibirsk, Orenburg, Tver,
Chelyabinsk, Yaroslavl, and Stavropol). At the second level, children identified at the first level of screening as being
at risk of developing MBDDs were assessed by a child psychiatrist on a voluntary basis and diagnosed according to the
International Classification of Diseases, Tenth Revision criteria.

RESULTS: The present study revealed that the risk of developing MBDDs stands at 13.07% or 1,307 cases per
10,000 child population aged 18-48 months, whereas the prevalence of confirmed MBDDs is 1.51% or 151 cases per
10,000 among a Russian child population aged 18-48 months.

CONCLUSION: Screening for the risk of developing MBDDs, including ASDs, in Russia among very young children
is a promising area of preventive medicine. This initiative allows us to develop optimal algorithms for specialized care
measures that could help prevent the development and aggravation of children mental health issues.

AHHOTALMA

BBEAEHWE: OueHka prcka BOSHUKHOBEHUA HapYLLEHWI NCnXmyeckoro passutus (HIMP), ncuxmyeckx 1 noBeseHYeckmnx
pPacCTpoWCTB, BK/AOYAs paccTponcTBa ayTucTuyeckoro cnektpa (PAC), a Takxe paHHee BbiaBleHWe Yy JAeTell
HIMP — 35To BaxHelLne HanpaBneHNs AesATeNbHOCTX CMeunancToB Mo OXpaHe MCUXMYeCcKOoro 340poBbs BO
BCEM MUpe.
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LLEJTb: HacTosiLee nccnefoBaHne HanpaBieHo Ha OLeHKy pucka pa3sutus HINP n pacnpoctpaHeHHocTy HIP y aeteit
paHHero Bo3pacTa (18-48 mecsues) B Poccun.

METO/bI: Ana fOCTUXEHUS Lienein HacToALLEero cciefoBaHnNs pa3paboTaH 1 NpUMeHeH ABYXYPOBHEBbLIN MOAXOS
K aM1A4eMMON0rnyeckoMy CKpUHUHIY. Ha nepBoM ypoBHe CrJIOLLIHbIM METOAOM OblI OMPOLLEHbl POANTENN AeTel
B BO3pacTe oT 18 10 48 mecsLeB C UCMO/Ib30BaHMEM OTeYeCTBEeHHOM BannAN3NpoBaHHOM «CKPUHUHIOBOM aHKeTbl 4115
poanTenein No BbIABNEHWIO PUCKA BO3HNKHOBEHWNS HaPYLLEHWNN MCUXMYECKOro pasBUTUS y AeTeli PaHHero Bo3pacra»
B feBATK pernoHax Poccum (Bonrorpag, Kupos, MockBa, HoBocnbupck, OpeHbypr, TBepb, YensabuHck, Apocnasisb,
CraBponosb). Ha BTOPOM ypoBHe feTu, NAeHTUPULIMPOBaHHbIE Ha NePBOM YPOBHE CKPUHMHIA Kak HaxoAdaLumecs
B rpynne prcka no passututo HIMP, ocMaTprBannce BpayoM-ncnxmaTpoM Ha J06pOBO/IbHONM OCHOBE U B psje C/ly4aes
yCTaHaBAMBaJICA MarHo3 B COOTBETCTBUM € kpuTepunsamu MKB-10.

PE3YJIbTATbI: YcTaHoBneHo, uto puck HIMP coctaBnset 13.07%, nam 1307 cnydyaes Ha 10,000 geTeld B BO3pacTe
18-48 mecaLeB, Torja Kak pacnpocTpaHeHHOCTb noATeepAeHHbIx HIMP coctasnsgeT 1.51%, nnu 151 cnyyain Ha
10,000 peTeli, cpean feTckoro HaceneHus Poccun B BospacTe 18-48 mecsues.

SAKNHOYEHWE: CkpuHuHr pucka passutna HIP, B Tom uncne PAC, B Poccun cpean AeTteil paHHero Bo3pacTa
ABNSAETCH MepCreKkTVBHbIM HanpasaeHemM NPoPUAAKTUUECKOM MeANLMHbI. Ta MHMLMAaTBAa NO3BOAUT pa3paboTaTb
ONTMMalbHble aArOPUTMbl MPOBEAEHNS CNeLann3npoBaHHbIX MEPONPUATUIA MO NPOPUNAKTMIKE BOSHUKHOBEHUSA
1 ycyrybneHus npobnem ncuxmyeckoro 340p0oBbs JeTel.

Keywords: early detection; epidemiology; screening; early childhood; mental, behavioral and developmental disorders;

autism spectrum disorders; primary healthcare

KnroueBble cnoBa: paHHAS 0UG2HOCMUKQA; 3NUOeMU002UA; CKPUHUHZ;, PaHHUU demckuli 803pacm; HapyweHuUs

ncuxuyeckoeo paseumus; ncuxu4eckue paccmpo&cmea,’ paccmpoﬁcmea aymucmu4eckoeo cnekmpa, nepeu4vHaA

MeaUKO-CGHU/’TlG,OHGﬂ nomowjb

INTRODUCTION
Areview by the World Health Organization (WHO) noted
that the number of unmet mental health needs in the
general population is on the increase and that there
is a need for a strategy aimed at promoting mental
health and pre-empting mental disorders [1]. The
WHO also reports that half of mental health problems
emerge before the age of 14 [2], whereas the proportion
of children with mental health issues ranges from 10
to 29% of their general population [3-5]. Therefore,
evaluating the risk of children developing mental,
behavioral, and developmental disorders (MBDDs),
including autism spectrum disorders (ASDs), as well as
detecting such disorders early, has become one of the
most important tasks facing public mental health officials
throughout the world [6-8].

Screening procedures are recognized as the most
cost-effective population-wide preventive strategies
for reducing the societal burden of mental illnesses

[9, 10]. Although the number of studies focusing on
epidemiological screening for mental health issues
among children has risen in the last decades [11, 12], the
early detection and epidemiology of MBDDs in young
children remain insufficiently investigated [13, 14].
Many prospective, longitudinal studies indicate that
risk factors and predictors of mental disorders can be
identified in the early years of a child's life [13, 15-18].
Timely identification and treatment of MBDDs is critical
for children wellbeing [19] and crucial in preventing
the emergence of psychological and developmental
problems in later life [20-23]. Hence, screening for
MBDDs can contribute substantially to the development
of a national medical system of MBDDs prevention,
early diagnosis, and timely intervention.

Children mental health is now recognized as an
important country-level issue in Russia [24, 25]. According
to national statistics, MBDDs, including ASDs, dominate
among childhood disabilities [26]. As in other countries,
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in Russia MBDDs are diagnosed according to the
International Classification of Diseases, Tenth Revision
(ICD-10). Having acknowledged the importance of
preempting the development of MBDDs, including ASDs,
in early childhood [27], the Russian Ministry of Health
has launched a campaign targeting parents. Under this
campaign, parents are entitled to free consultations with
child psychiatrists during the first years of their children’s
life [24]. This campaign should help parents with
preventive advice and assistance in the early detection
of metal health issues in their children. Notwithstanding,
Russia still experiences a lack of capacity as concerns
epidemiological estimations of MBDDs prevalence
in early childhood.

Against this backdrop, this study aims to determine
the risk of developing MBDDs among young children
(18-48 months old) and the prevalence of such disorders
in Russia.

METHODS

Context

The present study was performed as part of the Russian
national epidemiological screening campaign for MBDDs.
In Russia, epidemiological screening for MBDDs was
initiated by the Ministry of Health and was carried out in
two stages, between 2015 and 2019. Firstly, screening
of children 16 to 24 months old was implemented
in order to assess the risk of developing ASDs in the
three largest Russian regions [28, 29]. Secondly, the
scope of the screening was extended, with the aim
to explore the risk of developing MBDDs of different
origins (including ASDs) among children between 18
and 48 months of age across nine regions of Russia
(Volgograd, Kirov, Moscow, Novosibirsk, Orenburg, Tver,
Chelyabinsk, Yaroslavl, and Stavropol). These nine regions
were representative in terms of mean population size
and density. Furthermore, these regions were selected
for the pilot study because of the presence in them
of a well-established pediatric infrastructure, with
a sufficient number of capable child psychiatrists. The
screening was executed as part of the mandatory clinical
examination of children in primary public healthcare
institutions. It aimed to cover a maximum number of
children, including those with genetic diseases, hearing
and other disabilities, who might be at higher risk and
in need of a psychiatrist or clinical psychologist for
preventive purposes.

Procedure

The two-tiered epidemiological screening approach was
developed and adopted for the purposes of the current
study. At the first level, the parents of all the children
between 18 and 48 months old were questioned using
the Russian nationally validated Screening Checklist for
Parents for Identification of the Risk of Mental, Behavioral,
and Developmental Disorders in Early Childhood (SCPIR)
in the abovementioned nine regions of Russia [25, 27].
The SCPIR is similar to the questionnaire developed by
Prof. C. Gillberg in the context of Early Symptomatic
Syndromes Clinical
Examinations (ESSENCE), which aims to cover all types of
early developmental disorders [30]. The assessment was

Eliciting Neurodevelopmental

carried out in primary healthcare institutions mainly
by pediatricians, with the involvement of neurologists,
clinical (medical) psychologists, and medical students. We
note that a defined risk of MBDDs was not interpreted
as a diagnostic category and that it cannot substitute
a clinical diagnosis by a psychiatrist.

At the second level, the at-risk children detected
at the first level of screening were assessed by a child
psychiatrist on a voluntary basis and diagnosed according
to the ICD-10 criteria. The ICD-10 criteria were used as
special diagnostic classifications. Other classifications,
such as the Diagnostic Classification of Mental Health
and Developmental Disorders of Infancy and Early
Childhood (DC:0-3 or DC:0-5) [31], are not used in Russia.
Children diagnosed with MBDDs were kept under the
dynamic supervision of a psychiatrist. Children who
had not been diagnosed with MBDDs remained under
the supervision of a pediatrician, and consultations
with a clinical psychologist were recommended in their
case in order to forestall any possible difficulty in their
cognitive development.

Data analysis
A descriptive-analytical method was used for the
purposes of the current study.

RESULTS

In total 595,691 parents (one parent per child) of children
aged 18-48 months (born within 2017-2019) were
surveyed in nine regions of Russia (Volgograd, Kirov,
Moscow, Novosibirsk, Orenburg, Tver, Chelyabinsk,
Yaroslavl, and Stavropol regions). The participants were
not divided into subgroups based on either theirs or

20
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their children’s age. Although the parents had the right
to decline to participate in the survey, no refusals were
registered. The average screening coverage of the child
population of the specified age was 53%, the maximum
coverage was in the Orenburg region (80%), in the
Chelyabinsk region (68.5%), and in the Volgograd region
(66%), and the minimum coverage was in the Novosibirsk
region (20%). Low coverage might have been caused by
a lack of awareness about the project in some regions.

The analysis of the obtained data has demonstrated
that, on average, the risk of developing MBDDs among
the child population aged 18-48 months stands
at 13.07% (1,307 cases per 10,000). The MBDDs risk
indices were found to vary significantly across the
regions. The minimum values were noted in Orenburg,
Stavropol, and Chelyabinsk regions (3.69%, 4.85%, and
6.7%, respectively), whereas maximum values were
registered in the Volgograd, Kirov, and Moscow regions
(19.15%, 19.22%, and 23.28%, respectively). Such
discrepancies might have to do with the existing issue
of uneven access to healthcare services among urban
and rural child populations. However, there was no
accessible data on the urban and rural child populations
that participated in the study, making it difficult to
draw conclusions that could stand under scrutiny.

The prevalence of confirmed MBDDs was found to stand
at 1.51%, or 151 cases per 10,000 child population aged
18-48 months [32, 33]. Minimum values of this index were
observed in the Orenburg (0.51%), Stavropol (0.31%), and
Chelyabinsk (0.25%) regions, where the risk of developing
MBDDs was also the lowest. The highest prevalence
of MBDDs was noted in Kirov (3.57%) and Tver (5.24%)
regions. Although the age coverage was similar in all
regions, the regions participating in the study differed
in their population size and in their level of development
of preventive psychiatric and psychological
systems for young children. Kirov and Tver regions are
both characterized by relatively small territories and

care

populations, as well as better developed child psychiatric
infrastructures. In particular, a specialized system of
comprehensive care for children (from 1-year-old) was
introduced in these regions in 2010. Considering that
an extended diagnosis of MBDDs is based on the work
of a multi-disciplinary team of clinical specialists, early
introduction of the specialized care system might explain
the highest rate of MBDDs found in these regions. The
present study’s findings suggest that ASDs prevalence

is 0.18%, or 18 cases per 10,000 children population
of between 18-48 months of age.

The group of “specific disorders of psychological
development” (F80-F83) constituted 60.41% of the
sample and prevailed over other MBDDs (Figure 1a).
This group included the specific disorders of speech and
language development, progress in educational skills,
development of motor function, and mixed disorders of
mental development. It is important to note that children
diagnosed with F80-F83 are of special interest to clinical
psychologists, psychiatrists, and pediatricians because of
the possible deterioration of their state in the absence
of adequate help and treatment. The next two most
frequently observed groups were behavioral disorders,
including hyperkinetic, emotional, and behavioral disorders
(F90-F98), comprising 17.08% of the overall sample, and
the pervasive developmental, general psychological
development, and ASDs (F84.0-F84.8), comprising 16.92%
of the overall sample (Figure 1a). These groups were
followed by mental retardation (F70-F79), comprising 5.54%
of the sample. Early-onset childhood type schizophrenia
(F20.8xx3) comprised only 0.06% of the sample (Figure 1a).

A separate analysis of the group of pervasive
developmental, general psychological development, and
ASDs has shown the following distribution (Figure 1 b):
“Childhood autism” (F84.0) comprised 27.48% of the
cases; “Atypical autism” (F84.1) — 16.55%; “Hyperactive
disorder associated with mental retardation and
stereotyped movements” (F84.4) — 7.13%; “Other
childhood disintegrative disorder” (F84.3) — 4.34%; and
“Rett syndrome” (F84.2) — 0.26%. The prevailing group
of “Other pervasive developmental disorders” (F84.8),
which comprised 44.25% of the cases, represents a
temporary diagnostic category. Only dynamic observation
of the children enables further diagnostic specification.

The present study's findings also suggest that the
prevalence of ASDs is 0.18%, or 18 cases per 10,000 of
children population between 18-48 months old. In our
previous pilot study conducted between 2015 and 2016,
the prevalence of ASDs was estimated at 0.05%, or 5 cases
per 10,000 child population between 16 and 24 months
old (diagnosed according to the ICD-10 criteria) [28]. Thus,
estimation of the prevalence of ASDs has increased with
the expansion of the age range. This can be explained
by the deterioration of the mental state of undiagnosed
children without medical help and the appearance
of comorbid symptoms.

Consortium Psychiatricum | 2022 | Volume3 | Issue 4

21



A F90-F98
17.08%
F20.8xx3
0.06%
F70-F79

5.54%

F80-F83
60.41%

F84.0-F84.8
16.92%

F84.0
27.48%

F84.1
16.55%

~o —  Fe42
0.26%
F84.3

4.34%

F84.4
7.13%

Figure 1. The structure of mental and behavioral developmental disorders, according to the ICD-10, among children

18-48 months of age in nine Russian regions.

DISCUSSION

Main result

The present study reveals that the risk of developing
MBDDs among a Russian child population aged 18-
48 months stands at 13.07% (1,307 cases per 10,000),
whereas the prevalence of confirmed MBDDs among
a Russian child population aged 18-48 months is 1.51%
(151 cases per 10,000).

Strengths and limitations of the study
To our knowledge, this was the first study assessing the
risk of developing MBDDs and the prevalence of MBDDs
among young children (18-48 months old) in Russia.
Screening for mental health in children is generally
laden with ethical, social, and cultural quandaries [34].
The most screening tools have been developed in English
in the United States or United Kingdom; thus, translated
versions are needed for use in culturally and linguistically
different populations. For example, the translation methods
proved to affect selected psychometric properties differing
in the various translation versions of the M-CHAT-R [35].
A more accurate cultural adaptation approach may
be necessary to maintain relevance with the original
instrument. Besides, M-CHAT is designed specifically
for ASD, but our study was targeted at a broad MBDD
spectrum, and even more so, at revealing the risk group
for MBDD development.

The proposed Russian national SCPIR screening
checklist enables determination of the risk of developing
MBDDs (including ASDs) based on the scientific and
practical experience of Russian child psychiatrists and
psychologists. This checklist does not require any special
training, and the questions on the list are formulated
in terms accessible to parents. The Ministry of Health
of the Russian Federation has reacted positively to the
results of this epidemiological study and has issued
Order of the Ministry of Health of the Russian Federation
Ne 396n, which has instructed integration of the screening
procedures into the Russian primary care system (since
the end of 2019) [36]. However, the association between
gender and the risk of developing MBDDs and the
prevalence of MBDDs among the children included in
the study was not taken into consideration. Therefore, this
can be considered as a limitation of the study.

Comparison with the existing literature

The data obtained in our study are comparable with
those of a Danish cohort study (diagnoses in which were
also made according to the ICD-10 criteria). The Danish
researchers reported that 16,164 children (1.76% of a
population of 918,280 children in their first four years
of life) were diagnosed with mental (0.90%) and/or
general developmental disorders (1.05%). The incidence of
mental and developmental disorders diagnosed within
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the first four years of life increased in the following years
(1997-2010) and showed complex comorbidities [12].

In a Norwegian population study (n=1555), the highest
prevalence of suspected developmental delays was identified
in the gross motor area among children 4-12 months of age
and accounted for 2.3-8.7% (0.4-4.6% in the fine motor
area), whereas the overall prevalence rates of suspected
developmental delays varied from 5.7% to 12.3% [14].

A recent meta-analysis has estimated the prevalence
of mental disorders among children worldwide [37].
It included ten studies, summarizing data on 18,282
children of 12-83 months of age from eight countries. The
pooled prevalence of mental disorders was estimated
at 20.1%. The most common disorders were defiant
disorder (4.9%) and attention-deficit hyperactivity
disorder (4.3%). The study revealed that the epidemiology
of mental disorders in children younger than seven
years remains a neglected area of research, and that
a significant number of young children suffering from
mental disorders are in need of appropriate age-adapted
treatment [37]. Another review estimated that the
prevalence of mental health disorders amongst children
aged from one to five years is about 16-18% [38].

When comparing Russian epidemiological data on the
prevalence of ASDs with other populations, we noted that
information about ASDs prevalence worldwide is mostly
available for children above 36 months (older than 3 years
old). This might have to do with issues in the development
of mental health services for young children and the
interest accorded the problems of school-age children and
adolescents. Available epidemiological data from Belarus
suggests that the prevalence of ASDs is estimated at
5.07 cases per 10,000 children and adolescents in a population
aged from three to 17 years [39]. These numbers are similar
to the findings in our study but lower than the results
obtained in the studies originated in other countries.

Since 2000, the United States Centers for Disease
Control and Prevention (CDC) has been actively
monitoring the prevalence of ASDs among children aged
eight years in eleven states (Autism and Developmental
Disabilities Monitoring Network, ADDM). According to the
data for 2016, the prevalence of ASDs was 185 cases
per 10,000 children aged eight years, of which 33%
had severe mental retardation, 24% had borderline
mental retardation, and 42% had a medium or high 1Q.
An increase in the identification of cases with ASDs by
175% was shown compared to the first data obtained

in 2000 and 2002 [40]. According to the latest report
released by the CDC in 2020, the prevalence of ASDs
was 156 cases per 10,000 in a four-year-old children
population [41]. Overall, 53% of these cases had mental
retardation. It is important to note that the prevalence
of ASDs varied widely depending on the US state. The
minimum number of 88 cases per 10,000 four-year-old
children population was registered in Missouri, whereas
the maximum number of 253 cases per 10,000 four-year-
old children population was recorded in New Jersey [41].
According to the CDC, the prevalence of ASDs reached
250 cases per 10,000 children population aged three
to 17 years in 2016 [42]. However, another US National
Health Interview Survey (NHIS) reports an even higher
prevalence of ASDs of 276 per 10,000 children population
aged from three to 17 in the same year [43].

Arecent meta-analysis estimated the pooled prevalence
of ASDs in China at 39.23 cases per 10,000 children
population (the age of the included subjects ranged
from 1.6 to 8 years, with the median age of 4 years).
Specifically, the prevalence of autism was estimated at
10.18 cases per 10,000 children population [44], which
is close to our estimations in the Russian population.
A great gender-related difference in the prevalence was
revealed in the Chinese analysis (20.50 cases in boys
versus 6.12 cases in girls per 10,000 population) [44].
This interesting observation could be tested in Russian
and other populations in the future, because the average
epidemiological estimations of ASD in Chinese and
Russian child populations are similar.

According to the eleven meta-analyses reflecting
the prevalence of autism conducted in 1966-2019, the
border between people diagnosed with autism and the
rest of the population has been shrinking in the last
decade, which affects the increase in figures reflecting
the prevalence of ASDs [45]. There is evidence that
the broadening of the ASDs concept in terms of the
expansion of diagnostic criteria, development of medical
services, and awareness improvement plays a major role
in explaining the increase in the prevalence of ASDs,
although we cannot rule out that other factors might
also contribute to the trend [11, 46]. It is worth noting
that epidemiological assessments around the world can
be influenced by differences in diagnostic approaches,
clinical practices, the traditions of medical communities,
data sources for statistics, and the availability of medical
and rehabilitation care for children. Also, it is important
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to take into account the influence of ethnic, linguistic, and
other characteristics of the population.

It is useful to note that ADDM Network estimates are
based on data from various sources (general health
clinics, reports from specialized programs serving
children with developmental disabilities, as well as from
public schools). Further, these data are processed by
experienced doctors in accordance with the diagnostic
criteria for autistic disorder, Pervasive Developmental
Disorder Not Otherwise Specified (PDD-NOS), including
Atypical Autism and Asperger Syndrome according to
DSM-IV-TR (2000). Also, the prevalence of ASD in the US
is determined by interviewing families by phone, and
currently, by e-mail, based on the subjective assessment
of parents and alignment with the DSM criteria (National
Survey of Children’s Health, NSCH). Criticisms regarding
the estimations of ASD prevalence made by CDC ADDM
have been expressed by the research group headed by
Professor T.S. Brugha, the UK psychiatrist epidemiologist,
who noted that passive sampling analysis is unreliable [47].

According to an ltalian child psychiatrist, Professor
M. Zappella, the striking differences in epidemiological
estimates are associated with the methods used in the
examination and assessing of children. The primary
method for assessing autism, he notes, should be
a clinical examination of the child and family, with
possible involvement of psychometric research data [28].

Anincrease in the number of newly revealed cases with
ASD among the world might be due to the changes in
diagnostic approaches and emergence of new nosological
classifications over the past two decades [49, 29].

Implications for future research and practice
Raising awareness of MBDDs among Russian parents is one
of the possible strategies in efforts to move the needle
on the issue. Considering that screening procedures are
already integrated into the Russian primary care system,
children with a higher risk of developing MBDDs need
preventive care because of their vulnerability. Creating
the required conditions, such as regular consultations
with psychologist and other pediatric medical specialists,
is essential for a full development of these children.

CONCLUSION

Screening for the risk of developing MBDDs, including ASDs,
in Russia among very young children in the general pediatric
population is a promising area of preventive medicine.

This initiative allows to develop optimal algorithms for
specialized care measures, preventing the development
and aggravation of mental health issues affecting children.
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ABSTRACT

BACKGROUND: There has been an increase in the prevalence of autism spectrum disorders (ASD) worldwide over
the past decades. Studies have shown that the number of confirmed diagnoses correlates with the awareness of the
disorder among the general public and the professional community, in particular, as well as the availability of formalized
screening procedures and modern medical and educational tools for families raising children with ASD in regional
population centers. Thus, comparing autism prevalence rates in regions of the same country helps identify regions
with limited access to diagnostic services and adequate medical care.

AIM: To estimate the overall number of individuals meeting the diagnostic criteria for ASD in Russia and determine
the differences in the number of registered individuals with established diagnosis in the constituent territories of
the Russian Federation.

METHODS: We conducted a retrospective, observational study and analyzed data from official statistical reports
(form 12 “Information on the Number of Diseases Registered in Patients Residing in the Service Area of a Healthcare
Institution” for 2020-2021).
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RESULTS: A steady upward trend in the number of individuals with autism has been observed since 2014 in the
Russian Federation as a whole and in the federal districts, although the prevalence rates differ from the global median
prevalence of ASD (all-Russian figure by almost 40 times). In addition, regional differences (by 104.5 times) in the
frequency of the diagnosis have been revealed: from a minimum of 1.7 to a maximum of 177.7 per 100,000 population.
The percentile distribution of the number of individuals with ASD that are followed-up at healthcare facilities in the
constituent territories of the Russian Federation was in the interquartile range (25-75th percentile), below the
25th percentile, and above the 75th percentile in 38, 26 and 21 regions, respectively.

CONCLUSION: The study has shown significant differences in the ASD diagnosis rates by regions in the country
against a backdrop of a low (compared to international data) number of registered cases of autism. The presented data
suggest that, due to the lack of proper diagnosis, a significant number of individuals with ASD do not receive adequate
medical care, nor do they receive social, psychological, or pedagogical support. Possible reasons for this probably
include low awareness of new diagnostic approaches among psychiatrists; low level of involvement of pediatrics
professionals in screening activities; and fear of stigmatization because of a psychiatric diagnosis in the absence of
a developed medical care infrastructure that encompasses a social, psychological, and pedagogical support system
for people with ASD.

AHHOTALMA

BBEEHME: B Te4eHvne nociegHUX AeCATUNETU BO BCEM MUPe OTMeYaeTcs yBe/InyeHe pacnpoCcTpPaHeHHOCTH
paccTporicte aytuctuyeckoro cnektpa (PAC). Mo AaHHbIM MCCAef0BaHUI KONMYECTBO YCTaHOBAEHHbIX ANAarHO30B
Koppenumpyet C ypoBHEM OCBEAOM/IEHHOCTI O XapakTepe paccTporicTBa B 06LLeCTBe B Lie/IOM U B MPOPeCcCMOHaIbHOM
coobLuecTBe B YaCTHOCTY, Hanvumem ¢opmManr3oBaHHbIX MpoLeAyp CKPUHMHIA U JOCTYMHbIX B PermoHe COBPeMeHHbIX
MeAVLIMHCKNX 1 0bpa3oBaTeNibHbIX YCAYr AN cemeid, BocnmnTbiBatoLwmx geteil ¢ PAC. TakM 06pa3om, cpaBHeHMe
nokasaTesieli pPacnpoCTPaHEHHOCTN ayTu3Ma BHYTPW PErvoHOB OZHOV CTpaHbl MOMOraeT BbIABUTb PervioHbl
C OrpaHVYeHHbIM JOCTYNOM K AMarHOCTUYECKUM YCyraM 1 aflekBaTHOM MeULIMHCKO MOMOLLM.

LLEJTb: O6LLas oLeHKa KONM4YecTBa v, COOTBETCTBYHOLLIMX AMarHoCTUYeckm kputepuam PAC, B Poccun 1 onpegeneHne
pasnnuuii B KOAMYECTBE 3aperncTpUpOBaHHbIX ML, C YCTAHOB/EHHbIM AMArHO30M B CybbekTax Poccuiickoi
Pepepaumn.

METO/Lbl: MpoBeseHO peTpocnekTBHOE HabtogaTensHoe NCCieAoBaHNe, MpoaHaNn3poBaHbl AaHHbIE 0PULMANBHON
rocyapCTBEHHOI CTaTUCTUYECKO 0THeTHOCTU (popma 12 «CBefeHunsa 0 Yncae 3a60neBaHUii, 3aperncTpupoBaHHbIX
y NauMeHTOB, MPOXMBaOLLMX B paioHe 06CNyXMBaHNA MeANLIMHCKON opraHm3aummy» 3a 2020-2021 rr.).

PE3YJIbTATbI: OTMeueHa ycTonunBasa TeHAEHLNS K POCTy YMcaa el C ayTusmom, Habarogatowascsa ¢ 2014 roaa
B Lenom no Poccuiickor Pegepaun n B degepanbHbix okpyrax. [1py 3TOM nokasatenu pacnpocTpaHeHHOCTH
(obLuepoccnincknin — oyt B 40 pas) OTIMYaOTCS OT O6OLLEeMUPOBOV MeAMaHHOM pacnpocTpaHeHHocTn PAC.
BbisiBNeHbl pernoHasbHble pasnnyuns (B 104.5 pasa) 4acToTbl AnarHo3a: oT MUHNUMabHOro 1.7 40 MakCMMaibHOro
177.7 Ha 100000 HaceneHus. PacnpegeneHve no nepueHTUAAM kKonmyectsa any ¢ PAC, HaxoAsLMXCS MO4
ANHAMUYeCcKM HabntogeHneM B cybbekTax P®, cocTaBmo: B MeXKBapPTUAbLHOM AnanasoHe (25-75 nepueHTuib) —
38 pervioHoB, Huxe 25-ro nepueHTUIa — 26, Bbille 75-ro — 21.

SAKNHOYEHWME: ViccnepoBaHme Mokasaso 3HaunTeIbHble Pasnnymna B YpoBHe gmnarHoctukmn PAC B 3aBUCMMOCTU
OT pernoHa cTpaHbl Ha $OHe HN3KOrO (MO CPABHEHWIO C MeXAYHAaPOAHbLIMU JaHHBIMW) YMCAa 3aperncTpUpoBaHHbIX
cnyyaes aytusma. lNpeacTaBieHHble JaHHbIE MO3BOAAT NPeAnoNOXNTb, YTO U3-3a OTCYTCTBUS Hajexallein
AVArHOCTUKK 3HaunTenbHas YacTb nuy ¢ PAC He nonydvaroT ajekBaTHOW MeAMKO-COLManbHOM 1 MCUXON0ro-
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l'lEAE]FOFI/I‘—IECKOVI nomMoLn. BoaMOXHbIMU nprYnHamm 3Toro, BEPOATHO, ABNAKOTCA HEA0CTaTOYHaA 0CBeOM/IEHHOCTb

BpaquI-HCMXManOB B OTHOWEHWWN HOBbIX ANAarHOCTNYeCKNX nogxoaoB, HM3KaA BOB/1EYEHHOCTb I'IeAI/IanI/ILIeCKOVI

Cﬂy)KGbI B CKPUMHWHIOBblIE MeponpuaTnd, onaceHuna cturMatmsaunmm no ¢)aKTy NCNXnaTpn4yeckoro AgnarHosa

B OTCYTCTBME Pa3BUTbIX CTPYKTYP MeAMNKO-COLMANbHOMO 1 MCUXON0ro-neAarorn4eckoro conposoxaeHus au ¢ PAC.

Keywords: autism; prevalence; diagnostics; screening

KnroueBble cnoBa: aymusm; pacnpocmpaHeHHOCms; QUA2HOCMUKQ,; CKPUHUH2

INTRODUCTION

According to WHO, the average prevalence of
autism spectrum disorders (ASD) in children stands at
approximately 1 in 100 [1]. At the same time, a
significant number of studies conducted mainly
in countries with a high standard of living reveal a
higher prevalence of autism.

Meanwhile, there is a need for more reliable estimates
of the prevalence of ASD that take into account the
severity of the affliction, to plan steps in the area of
public health and education, anticipating the number
of disabilities and the needs in terms of social support
programs, as well as setting priorities in the field
of research [2].

The term “autism spectrum disorders” per se is not
included in the ICD-10, but it is present in the ICD-11, the
transition to which is currently underway and is expected
to be completed in the next 3 years (by 2025). The catchall
concept of “autism spectrum disorder” pools all forms
of “autism” cited in the ICD-10: childhood autism, atypical
autism, Rett syndrome, other childhood disintegrative
disorders (F84.0-F84.3), and Asperger's syndrome (F84.5).
In addition, in the ICD-11, it will become necessary to
determine the level of concurrent disorder in intellectual
development and the impairment of functional language
as part of the core diagnosis for this group of disorders.

The first studies conducted in the 1960s and 70s
in Europe and the United States estimated that the
prevalence of autism ranged from 2 to 4 cases per
10,000 children [3, 4], which gave the impression that
autism was a relatively rare developmental disorder [5].

After the expansion of diagnostic criteria for autism
in the 1980s and 1990s, studies of its prevalence
predictably showed a significant increase in the number
of cases in the population [6-8]. At the beginning of the
21st century, estimates of the prevalence of autism in
the United States already stood in the range of 6 to 7 per
1,000 children, which represents a more than 30 times
increase compared to 30 years ago [9].

The increase in the prevalence of autism in recent
years mainly has to do with the expansion of diagnostic
criteria for the disorder and the acceptance of the
concept of autism as a spectrum of certain disorders
of varying severity [10-12].

Other factors that have been hypothesized to contribute
to the increasing number of patients diagnosed with
autism include screening and the improved quality
of health care in general, as well as an increase in the
proportion of children born to aged parents, an increase
in the proportion of surviving children with extremely
low birth weight, and assortative mating for autism
spectrum disorders [7, 13-16].

In addition, it has been recognized that the increase
in the number of reported cases of autism has
contributed to the expansion of diagnosis among
adults, female patients, and high-functioning individuals
of both sexes [17].

The latest systematic review concludes that the
increase in the measured prevalence of autism in most
of the developed world reflects the combined impact
of various factors, including increasing awareness on
the part of the parent community and the public health
response capacity [2].

The upward trend in the diagnosis rates of autistic
disorders is also observed in Russia. The total number
of people with ASD, according to monitoring in 2018,
was 22,953 persons, a 43% increase (6,955 people) in the
number compared to 2017 (15,998 people) [18].

It is important to note that, according to various
studies, ASD prevalence rates vary widely not only
between different countries but also between different
regions within countries. Thus, a study conducted
in 2018 in the United States by the Autism and
Mental Developmental Disabilities Monitoring Network
showed that the prevalence of ASD per 1,000 children
aged 8 years varied from 16.5 in Missouri to 38.9
in California [19]. A study published around the same
time in JAMA Pediatrics showed that children in Florida
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were diagnosed with ASD three times more often
than in Texas — 4.88% and 1.54%, respectively [20]. At
the same time, researchers conclude that the actual
prevalence of autism does not significantly depend on
geographic, racial, or socioeconomic factors.

However, these factors may affect the detection
of the disorder. Research results show that the
number of established diagnoses correlates with the
level of awareness of the main manifestations of ASD
among the general public and professional community,
in particular. The timeliness of the diagnosis and
the quality of care depend on the number of trained
specialists, the availability of formalized screening
procedures, and the modern medical and educational
services available in the region for families raising
children with ASD. Living near urban centers with
access to quality medical care and special education
programs has a beneficial effect on the quality of life
of patients with ASD: therefore, there is a need to attract
additional resources in the development of monitoring
programs and assistance to families from vulnerable
low-income groups [19].

Thus, a comparison of autism prevalence rates in
a country helps identify regions with limited access
to diagnostic services and adequate medical care. It also
stands as a way to highlight the need to improve the
overall professional level, to zero in on shortcomings in the
organization of screening activities and public awareness,
and substandard special educational conditions, and it
points to a likelihood of the presence of socioeconomic
barriers for families on the path to diagnosis. Our study
aimed to estimate the number of individuals meeting
the diagnosis criteria of ASD in Russia. In addition, we
specifically investigated the differences in the number
of registered individuals with an established diagnosis
in the constituent territories of the Russian Federation.

METHODS

A retrospective observational study was conducted
to assess the number of individuals with established
diagnoses corresponding to ASD in the Russian
Federation and its constituent territories, and the 2020-
2021 data of form 12 “Information on the Number of
Diseases Registered in Patients Residing in the Service
Area of a Healthcare Institution” (report form to Federal
State Statistics Service; hereinafter — Form 12) were
used. The study did not aim to determine the true

prevalence of autism. It was important for us to determine
how many patients with an established diagnosis had
access to the services needed to resolve their medical,
social, and educational issues (disability registration,
referral to a psychological, medical, or pedagogical
commission, etc.). Therefore, the analysis includes the
item of form 12 “The patient is under follow-up at a
healthcare facility at the end of the reporting year.”
Form 12, approved in 2019 (Order of Rosstat No. 679
dated November 22, 2019),
and

contains the classes
ICD-10, where
the following disorders are combined in line 6.2:
childhood autism, atypical autism, Rett syndrome,
other childhood disintegrative disorders (F84.0-F84.3.
The genetic syndrome is coded under the appropriate
rubric (LD90 “Conditions with disorders of intellectual
development as a relevant clinical feature”), and a

individual diseases following

diagnosis of ASD is made by a psychiatrist.

The statistical analysis was carried outin R version 4.1.1
(package tableon). The quantitative parameters were
tested for uniform distribution using the Kolmogorov-
Smirnov test. Since the distribution was abnormal, we
calculated the median and interquartile ranges (IQR)
for the quantitative parameters. Comparison of the
quantitative characteristics of independent groups was
performed using the Mann-Whitney test (when comparing
2 groups) or the Kruskal-Wallis test (=3 groups). An
adjustment for multiple comparisons (g) was calculated
to account for multiple hypothesis testing, and the g
results should be used to detect significant differences
when more than 2 groups are compared. The hypothesis
testing was two-sided: p <0.05 values were considered
statistically significant.

RESULTS

According to the Department of Monitoring, Analysis
and Strategic Health Development of the Federal State
Budgetary Institution “Central Research Institute for
the Organization and Informatization of Healthcare”,
in 2021, 41,307 individuals were under follow-up
regime (FU) at healthcare institutions with diagnoses
consistent with ASD, which exceeds the figures for 2020
by 5,897 individuals (Table 1). The median number
of individuals with ASD under follow-up at healthcare
institutions in the constituent territories of the Russian
Federation was 21 (14.36) per 100,000 population
(Table 2).
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Table 1. Number of individuals with ASD under follow-up at healthcare institutions (per 100,000 of the corresponding

population)

Territory 2000 2021 Growth rate, %
Russian Federation 24.2 28.3 17
Central Federal District 34.7 35.7 3
Northwestern Federal District 11.3 134 19
Southern Federal District 224 32.8 46
North Caucasian Federal District 14.7 19.0 29
Volga Federal District 19.9 238 25
Ural Federal District 28.2 32.7 16
Siberian Federal District 23.6 29.6 25
Far Eastern Federal District 22.0 26.1 19

Table 2. Median number of individuals with ASD under follow-up at healthcare institutions in the Russian Federation (2021)

Under follow-up with ASD at the end of 2021 Number of Russian Federation regions
(per 100,000 population) N=85

Median (IQR) 21 (14; 36)

Min-Max 1.7-178

In 2020, the studied indicator exceeded the average
Russian level only in two federal districts; the Central
Federal District (CFD) and the Ural Federal District (UFD),
while in 2021 four such districts had appeared: the Central
Federal District (CFD), Southern Federal District (SF), Ural
Federal District (UFD), and Siberian Federal District (SFD).
There was a significantly lower number of patients with
ASD under FU in the North-Western Federal District (NWFD)
than the average all-Russia level (by 2.1 times). Low figures,
in comparison with the all-Russia level, were registered
in the North Caucasian Federal District (NCFD) and Volga
Federal District (VFD). In the Far Eastern Federal District
(FEFD), the figure is slightly below the Russian average.

There is a pronounced uniformity in the growth rate
of the number of individuals with ASD under FU in the
federal districts: from an insignificant 3% in the Central
Federal District to a high 46% in the Southern Federal
District (Table 1).

A steady upward trend in the number of individuals
with autism has persisted since 2014 both in the Russian
Federation, as awhole, and in the federal districts. However,
the indicator still differs significantly (the all-Russia one by
almost 40 times) from the global median prevalence of ASD.

Table 3 shows the percentile distribution of the number
of individuals with ASD under FU in the constituent

territories of the Russian Federation, indicating its
extremely heterogeneous nature. In the interquartile
range (25; 75th percentile), there are 38 regions with
15 to 36 individuals with ASD under FU per 100,000.
The all-Russian indicator is also in the same range.
The distribution below the 25th percentile includes
26 constituent territories of the Russian Federation — this
is slightly less than a third (31.8%) of all districts — with
the number of individuals with ASD under FU ranging
from 1.7 to 14 per 100,000 population.

The minimum number of individuals with autism under
FU (per 100,000 population) was registered in the Kaluga
Region, Khabarovsk Territory, Amur, Irkutsk, and Omsk
Regions (Figure 1).

Individuals with ASD under FU above the 75th
percentile were registered in 21 regions of Russia. The
maximum number of individuals with ASD under FU (per
100,000 population) was registered in the Kabardino-
Balkarian Republic, the Republic of Khakassia, the
Kamchatka Territory, the Jewish Autonomous Region,
and the Yamalo-Nenets Autonomous Okrug.

There are significant regional differences (104.5 times)
in the studied indicator: from the minimum in the
Kaluga region (1.7 per 100,000) to the maximum in the
Yamalo-Nenets Autonomous Okrug (177.7 per 100,000).
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Table 3. Distribution of the number of individuals with ASD under FU in the territories of the Russian Federation by percentiles

Indicator Regions with prevalence | Regions with prevalence | Regions with prevalence | p-value' | g-value?
>75th percentile <25th percentile within 25-75th percentile
N=21 N=27 N=37
2021 (absolute 21 26 38 <0.001 <0.001
number) N
Median (IQR) 604 (315; 1129) 113 (68; 184) 264 (176; 455)
Min-Max 25-5367 6-691 78-1352
2021 (per 100,000 21 26 38 <0.001 <0.001
population) N
Median (IQR) 51 (42; 57) 12(8; 13) 24 (19; 27)
Min-Max 37-178 1.7-14 15-36

Note: ' Kruskal-Wallis rank sum test, 2 False discovery rate correction for multiple testing.

Mongolia

0.0 177.7

Figure 1. Distribution of the number of individuals with ASD under FU in the territories of the Russian Federation.

Note: The intensity of the red gradient depends on the increase in the prevalence of ASD per 100,000 population.

DISCUSSION

The upward trend in the number of patients diagnosed
with ASD persists both in the Russian Federation, as
a whole, and in each federal district, which reflects the
widespread improvement in the quality of diagnostics.
At the same time, the growth rates in the proportion
of individuals with ASD in different Russian territories
differ significantly (104.5-fold differences in the ASD
prevalence). In other words, the likelihood of being
diagnosed with ASD depends on one’s place of residence.
Delayed (late) diagnosis of autism or interpretation of the
condition as other diagnostic rubrics (mental retardation
or schizophrenia) severely limits the ability of patients

to access educational services and certain therapeutic
interventions. In Russia, decisions in the education
system are still made based on the medical model (the
educational program depends on the diagnosis), which
means that when developing an adapted educational
program (AEP), the child stands the risk of being deprived
of a range of services that he/she could have otherwise
received had he/she been diagnosed with autism.
Although our study provides comprehensive information
on the mapping of the service usage in ASD across the Russian
Federation, it has several limitations. For objective reasons
(specific to official state statistics), our study did notinclude
patients who were diagnosed with Asperger’'s syndrome
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(F84.5), which undoubtedly affected the total number of
patients, but to a lesser extent affected the comparative
analysis of the substantive problems encountered in the
territories of the Russian Federation. At the same time, the
Rett syndrome is included in ASD, because the discovery
of its genetic cause does not negate its typical clinical
manifestations, which determine the need for medical,
educational, and social services.

We suspect several major reasons for the heterogeneous
distribution of patients with ASD across regions in
the country. The fickleness of clinical manifestations
in individuals with ASD is a serious challenge in trying
to make the correct diagnosis. In addition, there are
neither physiological markers, cerebral correlates, genetic
determinants, nor stable clinical criteria that would allow
us to consider variants of mental development disorders
as discrete entities. Therefore, there is a shift away from
the nosological paradigm, when the “disease” is replaced
by a “spectrum of disorders”. This approach to diagnosis
is perceived by part of the psychiatrists’ community as
aregress in clinical concepts [21]. The developers of the
latest diagnostic classifications have to take into account
the limitations of modern scientific knowledge in the
evidence-based categorization of mental disorders.
Therefore, to improve diagnostic reliability, it was decided
to expand the unified criteria for the clinical assessment
of autism. The diagnostic criteria used in the ICD-10, on
the contrary, create prerequisites for discrepancies in the
clinical assessment of developmental disorders and other
psychopathological conditions. Thus, for example, the
study by B.D. Mendelevich in 2008 established thatin the
Russian Federation, there is a 316-, 93-, 27-, and 88-fold
gap in the incidence rates of organic mental disorders,
schizophrenia, mild mental retardation, and other forms,
respectively, by region in children under the age of 14 [22].
These data indicate the low reliability of diagnostics with
existing clinical approaches in psychiatry. Patients and
their families become victims of circumstances, being
forced to change their place of residence in search of the
“right” diagnosis and adequate care.

Opponents of the concept of ASD point to significant
differences in the typology of these disorders, based
on the principles of descriptive psychopathology and
“psychiatry of the course.” This refers to the theoretical
ideas of the last century regarding the procedural,
constitutional, and personality-based
nature of autism. At the same time, to date, genetic

organic or

anomalies or hereditary metabolic disorders as a cause
of autism have, unfortunately, attracted the attention
of psychiatrists to a much lesser degree.

In addition, representatives of the “old school” criticize
the practice of diagnostic prioritizing of ASD in patients
with co-occurring intellectual disability (ID). Indeed, in the
case of co-occurring ID and autism, the DSM-5 and ICD-11
assume the diagnosis of ASD, with an indication of the level
of the concurrent disorder of intellectual development.
There are reasonable grounds for such an approach.
Intelligence in ASD can be quite difficult to measure.
Assumptions that social communication disorder and,
in particular, motor stereotypes are a consequence of
ID [23] have been refuted in scientific studies. Thus, the
use of special interventions for children with intellectual
disabilities contributes to the emergence of alternative
ways of communication and additional opportunities
for them to solve complex problems [24-26].

Another discussed problem is the diagnosis of comorbid
conditions in ASD [27]. Autism and schizophrenia is the
existence of alternative and even mutually exclusive
diagnoses for many domestic psychiatrists [28]. Therefore,
as the patient ages, the diagnosis of autistic disorder may
still change to a diagnosis of schizophrenia.

Despite a significant amount of research describing not
only schizophrenia, but also other mental disorders as
comorbid conditions with ASD, such as attention deficit
hyperactivity disorder [29, 30], obsessive-compulsive
disorder [31], catatonia [32, 33], bipolar disorder [34, 35],
and others, a double diagnosis is still met infrequently
in the field practice of a Russian psychiatrist.

Studies show that the involvement of the pediatric
service is necessary for early detection and diagnosis
of ASD. Since 2019, following Order No.396n of the
Ministry of Health of the Russian Federation of June 13,
2019, changes have been made to the Procedure for
Conducting Preventive Medical Examinations of Minors,
approved by Order No.514n of the Ministry of Health
of the Russian Federation of August 10, 2017. According
to paragraph 16 of the new edition of the procedure, as
part of the preventive medical examination of children
who have reached the age of 2 years, screening for the
identification of a risk group of developmental disorders
is carried out by conducting a survey of the children’s
parents and an examination by a child psychiatrist of
children included in the risk group for developmental
disorders [36].
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Introducing screening into routine medical practice
has been proven to promote early detection of
ASD and other developmental disorders, compared
to a diagnosis based solely on the physician’s clinical
intuition.

The incidence of autism diagnosis is higher in those
regions where NGOs actively work with pediatricians
and teach them screening procedures [37]. Thus, in the
Voronezh region, 35.7 people with ASD under FU per
100,000 population were registered, which is above the
75th percentile.

However, in most regions, the involvement of the pediatric
service in ASD risk screening remains unacceptably low.

The stigma associated with a psychiatric diagnosis also
remains a serious problem that prevents timely access
to psychiatrists and the identification of developmental
disorders. Itis important to note that the primary task of
the psychiatric service after a diagnosis of ASD is to register
the child with the medical, social, psychological, and
pedagogical support system. In the absence of such
a system being in place, the patient’s family does not
see the benefit of consulting a psychiatrist. Assistance
in choosing an adequate educational path and provision
of a wide range of social services for patients with ASD
is likely to facilitate early consultation with a psychiatrist.

CONCLUSION

Our study has shown significant (104.5-fold) differences
in ASD diagnosis rates by regions in the country against
a backdrop of a low (compared to international data)
number of registered cases of autism. This suggests
that, since a significant number of individuals with ASD
do not appear for a diagnostic assessment timely, the
diagnosis is delayed and this group of patients does
not receive adequate medical, social, psychological
and pedagogical support. The reasons probably
include different approaches to diagnosing ASD, low
involvement of the pediatric service in screening
activities, and fear of stigmatization by way of a mental
disorder in the absence of a developed, accessible
infrastructure of medical, social, psychological, and
pedagogical support for people with ASD. To identify
such patients, it is necessary to include ASD screening
in routine medical practice in all regions of the Russian
Federation and record the diagnosis in statistical
reporting forms. Further studies in the regions of the
country are needed to identify the problems standing

in the way of a timely diagnosis of patients with ASD, as
well as efforts to develop comprehensive care based on
the principles of evidence-based effectiveness.
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ABSTRACT

BACKGROUND: Deliberate self-harm includes direct and indirect behaviors that cause harm to the body. Various
manifestations of such behavior (e.g., non-suicidal self-injuries) are prevalent in adolescent and youth populations,
and they often serve as precursors of subsequent suicidal behavior. The interpersonal dynamics that lead to self-harm
behavior remain understudied. Interpersonal sensitivity, defined as an anticipation of criticism and fear of rejection
in one’s relationships with other people, may become one such factor.

AIM: The present study was conducted to investigate the relationship between interpersonal sensitivity,
psychopathological symptoms, and types of self-harm.

METHODS: The sample (n=804, 17-35 years, M=23.314.6 years) was recruited in online communities. A survey
developed by the authors was used to measure the types of self-harm. Other measures included the Interpersonal
Sensitivity Measure and Symptom Checklist-90-R.

RESULTS: It was discovered that superficial self-injuries could be related to more severe types of self-harm,
destructive for the body on the whole (e.g., risk-taking, deprivation, fasting, substance abuse). Fear of rejection and
psychopathological symptoms emerged as predictors of both superficial self-injuries and self-destructive behavior.
Although younger respondents (17-19 years old) were more likely to inflict on themselves superficial self-injuries,
those who scored high on fear of rejection were more likely to report more severe self-destructive behavior. Acute
psychological distress elevated this risk for both younger and older participants (27-35 years old).

CONCLUSIONS: The results of the study point at the important role the dynamics of interpersonal relationships
plays in perpetuating self-harm.
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AHHOTALMA

BBEAEHWE: HamepeHHbI Bpes cebe BKIHOUAET NPsSIMble 1 KOCBEHHbIe AeACTBUSA, MPUUNHSIIOLLE BPeA Teny, B pasHbIX
dopmax (Hanp., HecynumaanbHble caMmonoBpexeHns). OH LLMPOKO pacnpocTpaHeH B MOAPOCTKOBOM 1 FOHOLLIECKOA
nonynsumm, n NpeactasnaeT ¢akTop prcka NoCiesyroLLero CynuaanbHoro nosegeHuns. MexanyHocTHble GakTopbl
npuUnHeHNs cebe Bpefa HeAOCTAaTOUHO M3yyeHbl. OAHUM M3 Takux PaKTOPOB MOXET CTaTb MeXJ/IMUYHOCTHas
UYBCTBNTE/IbHOCTb, CBA3aHHAsA C OXKUAAHVEM KPUTUKW U OTBEPXXEHWNSA B OTHOLLEHVAX C APYTUMU NOABMU.

LLE/1b: [laHHoe nccnesoBaHne npoBoANIOCh, UTO6bI BbISIBMTL OTHOLLIEHWS MexXay MEXTUYHOCTHOW YyBCTBUTEIbHOCTbLHO,
ncnxonaTonorn4yeCcknmMmm cnmnToMmamMu 1 TMnamMmm Bpea cebe.

METO/bl: Beibopka bbina HabpaHa B OHNalMH coobLuecTBax (1=804, Bopact — 17-35 net, M=23.314.6). 1N BbISBNeHNA
Tyna Bpeja cebe NCNONb30Basack aBTOPCKas aHKeTa. Takxke 6blUI MCNOIb30BaHbl OMNPOCHUK MeXINYHOCTHOM
YYBCTBUTENBHOCTU 1 ONPOCHMK BbIPAXEHHOCTW NCUXOMNaTONOrMYeckon CUMNTOMaTUKN.

PESYJ/IbTATDI: BbiiBNeHO, YTO MOBEPXHOCTHblE CaMOMOBPEXAEHNSA MOTyT 6bITb CBA3aHbl C 6bonee TAXeNbIMU
cnocobaMu MprynHeHWs Bpea cebe, AeCTPYKTUBHO BO3AEMNCTBYOLLMMI Ha OPraHn3M B LiesIoM (Hanp., puckoBaHHoe
noeezeHVe, Aenpreauus NoTpebHoCcTen, ronogaHue, ynotpebieHme NcMxoakTMBHbIX BelecTB). CTpax oTBepXKeHus
1 NCUXONOTNYECKNA AUCTPEeCC BbICTYNalT NPeAVKTOpaMy Kak MOBEPXHOCTHbLIX CaMOMOBpexXAeHWA, Tak 1 bonee
TSKEN0ro ayToAecTpyKTUBHOIO NOBeAeHs. XOTA AN pecnoHAeHToB bosiee toHOro Bo3pacta (17-19 net) 6binm 6onee
XapaKTepHbl MOBEPXHOCTHbIE CAMOMOBPEXAEHNS, MPY BbICOKOM CTPaxe OTBEPXKEH S OHM Yallie COOOLLAAN O TAXKE0M
Bpeje cebe. [py BLICOKOM NCKXONOMNUYECKOM AUCTPECCEe PUCK TSXENOro Bpeja cebe bbinl 1y B3POC/bIX PECMOHAEHTOB
(27-35 ner).

SAKNTIOYEHWE: Pe3ynbTaTbl NCCIeA0BaHNSA YKa3bIBAKOT Ha 3HAYNMOCTb BOCAPUATUS MEXINYHOCTHBIX OTHOLLEHNA

npu caMonoBpexatoLLemM NnoBejeHN.

Keywords: interpersonal sensitivity; fear of rejection; self-harm; psychological distress

KnroueBble cnoBa: Mexviu4YHoCmHasa yyecmeumesioHOCmMes, CMpPax omeepiceHus, COMOI’)OG,OG)K@O:‘OLL{QG nogedeHue;

ncuxosnoau4veckuli oucmpecc

INTRODUCTION

Self-harm is a problem that attracts the attention of
researchers in various countries due to its prevalence,
especially in adolescence and youth [1]. Self-harm
encompasses different ways of injuring oneself, regardless
of the underlying reasons or possible suicidal intent [2],
such as non-suicidal self-injuries, self-poisoning, or
disordered eating. Non-suicidal self-injuries are closely
related to suicidal ideation, and they are thought to lead
to active suicide planning and attempts [3-8].

One of the key psychological mechanisms that helps
entrench self-harm is emotion dysregulation, which is
defined as “high emotional vulnerability, plus an inability
to control emotions”, and includes “high sensitivity to
emotional stimuli, emotional intensity, and slow return
to emotional baseline” [9]. Self-harm becomes a way

to return one's emotional state under one's control and
cope with emotional pain [10].

Unlike emotion dysregulation, the interpersonal factors of
self-harm are less known [11]. Self-harm is associated with
poorer attachment to parents and friends [12], bullying,
and interpersonal stress [13]. It is more likely to emerge
in adolescents whose parents are highly critical, rejecting,
emotionally or physically abusive, or practicing severe
punishments [13]. Traumatic attachment, i.e., attachment
to the caregiver who is also the source of trauma, has been
proposed as a significant risk factor of self-harm and eating
disorders [14]. Ecological momentary assessment shows
that arguments, criticism, and rejection precede self-
harm urges, especially non-suicidal self-injury [15, 16].
In addition, a number of studies show that the perception
of interpersonal relationships, operationalized by such
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constructs as interpersonal sensitivity and rejection
sensitivity, is an important risk factor for various
psychopathological symptoms and mental disorders such
as depression, anxiety, bulimia, borderline personality
disorder, body dysmorphic disorder, intimate relationship
dissatisfaction, and loneliness [17-20].

The present study was conducted to analyze
the relationship between interpersonal sensitivity,
psychopathological symptoms, and self-harm types of
different levels of severity. It was hypothesized that
more severe self-harm would be associated with more
psychopathological symptoms and higher interpersonal
sensitivity. Interpersonal sensitivity was also hypothesized
to be closely associated with psychopathological symptoms

indicating the severity of the overall psychological distress.

METHODS

Procedure and sample

Data collection was conducted online in June-August,
2021. Invitations to participate in the study were posted
on social media platforms in online psychological self-
help and psychoeducation communities and public pages,
as well as communities discussing unrelated topics. The
participants filled out informed consent forms prior to
starting the questionnaires, where they were informed
that their responses would be used in aggregated form.

Table 1. The sample characteristics (n=804)

Sociodemographic characteristics %, (n)
Age M=23.3, SD=4.6 -
25.1% (n=202)

17-19 years old

20-22 years old

26.9% (n=216)

23-26 years old

24.3% (n=195)

27-35 years old

23.8% (n=191)

Gender Female 82.1% (n=660)
Male 16.8% (n=135)
Non-binary 0.9% (n=7)
Didn't answer 0.6% (n=2)

Nationality Russians 74.4% (n=598)
Other nationalities 25.6% (n=206)

Country Russian Federation 79.9% (n=642)

of residence

Other countries 20.1% (n=162)

Parental consent was not implemented due to the
difficulties of securing it online; however, the minimal
recommended participation age was set at 18, and
participants were advised to opt out of the study if the
questions made them uncomfortable. The question about
age was formulated as an open-ended one (as opposed
to using a scale with 18 as a minimum), specifically
to elicit truthful answers from younger participants if
they decided to take part in the study. Participants were
not asked to leave their names or nicknames: however,
an email address was required to proceed to the survey
and questionnaires.

The overall sample consisted of 999 participants. The
sample for the current paper included 804 participants
aged 17-35. Participants who were younger than 17,
older than 35, or provided improbable answers to the
open-ended questions in the survey (see Measures and
Supplement 1) were excluded. We decided to include
17-year-old participants, because they were old enough
to assent to the study, as shown in previous studies
on the ethical considerations of recruiting adolescents
from online communities [21]. The demographic
characteristics of the sample (age, gender, nationality,
country of residence, and education level) are presented
in Table 1.

Fifty-nine percent (n=474) of the participants reported
having used mental health services. About half of
them (n=268) reported having been diagnosed by a
professional psychiatrist. The reported diagnoses could
be predominantly attributed to three diagnostic clusters:
affective disorders, personality disorders, and anxiety,
dissociative, stress-related, and somatoform disorders.
Additionally, 114 participants presumed that they had
undiagnosed mental health problems.

Online community membership was distributed as
follows: 214 participants (26.6%) enrolled in the
study from communities focusing on mental health
problems, including self-harm; 278 participants (34.6%)
were recruited from psychoeducation and self-help
groups, including Russian feminist support groups;
178 participants (22.1%) were from groups discussing
education, creative activities, and volunteering; and
134 participants (16.7%) didn't specify their online group
and reported only the name of the social network (e.g.,

Education Higher education graduates | 67.4% (n=542)
or undergraduates Telegram, vKontakte) or received personal invitations.
Comprehensive/vocational | 32.2% (n=262) The distribution of the participants by age in different
schools graduates types of online communities is shown in Figure 1.
40 Consortium Psychiatricum | 2022 | Volume3 | Issue 4
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Figure 1. Age distribution in online communities.

An analysis of the relationship between age groups and
online community membership with contingency tables
showed that psychiatry-themed communities (where
participants discussed self-harm and other mental health
problems) were represented by younger participants,
whereas participants from psychoeducation and self-
help groups hued older (contingency coefficient — 0.43,
p <0.001).

Measures

A survey developed by the authors was used to
collect sociodemographic data, the history of using
mental health services (including having an established
or assumed diagnosis), attitude to one’s appearance
(not analyzed in the current study), and characteristics
of self-harm. The question analyzed in the present
paper (“How did you harm yourself?”) was open-ended
and yielded short descriptions of the self-harm methods
used by the participants. The answers were qualitatively
analyzed by two experts and used to distinguish between
groups of participants with different self-harm behaviors.
A full qualitative analysis of self-harm methods and
subjective reasons was described elsewhere (unpublished
data). For the full text of the survey, see Supplement 1.

The Russian Three-factor version of the Interpersonal
Sensitivity Measure [17, 20] was used to explore
interpersonal sensitivity. The original version of the scale
was developed by P. Boyce and G. Parker in 1989; it was
validated in a Russian sample in 2021 by A. Razvaliaeva
and N. Polskaya. The Measure contains 22 items assessed
on a 4-point Likert scale (“very like me”,
me”, “moderately unlike me”, “absolutely unlike me”).
The tool measures the fear of rejection, dependence

moderately like

on others’ appreciation, and interpersonal worry (sum
scores). Internal consistency of the scales (Cronbach’s a)
in the current sample varied from 0.75 to 0.87.

To assess the psychopathological symptoms and
distress, the study used the Russian version of the
Symptom Checklist-90-Revised [22, 23],
developed by L. Derogatis in the 1970s and validated
in a Russian sample by N. Tarabrina in 2001. The
Checklist includes 90 items assessed on a 5-point
Likert scale (0 — “not at all", 1 — “a little bit", 2 —
“moderately”, 3 —“quite a bit", 4 — “extremely”). The scale
measures 10 types of psychopathological symptoms:

originally

Somatization,
Sensitivity, Depression, Anxiety, Hostility, Phobic Anxiety,
Paranoid Ideation, and Psychoticism; all of these scales

Obsessive-Compulsive, Interpersonal
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are scored as means. Three global scales are measured as
well: Global Severity Index (mean score), Positive Symptom
Total (number of symptoms with scores of more than 0),
and Positive Symptom Distress Index (Global Severity
Index divided by Positive Symptom Total). Cronbach’s
alphas for scales varied between 0.78 and 0.98.

Research governance

The study was supported and ethically approved by the
Russian Foundation for Basic Research (RFBR), project
no. 20-013-00429.

Data analysis

Data analysis was carried out in SPSS ver. 23 and R ver.
4.1.2 (packages nnet ver. 7.3-16, rockchalk ver. 1.8.151,
psych ver. 2.1.9, performance ver. 0.9.2 and DescTools
ver. 0.99.46) and included descriptive statistics, group
comparisons with non-parametric criteria, correlation,
and a logistic regression analysis. Although the size
of the sample facilitated the use of parametric tests, non-
parametric ones were used, because the groups under
comparison differed in size and the variables of interest
(age, interpersonal sensitivity, and psychological distress)
were not normally distributed based on the results
of the Kholomogorov-Smirnov test. The Mann-Whitney,
Kruskal-Wallis, and Dunn’s tests were used for group
comparisons. Correlations were carried out using
Spearman’s r.. Holm-Bonferroni adjustments for multiple
comparisons were performed for every type of analysis;
p values lower than 0.05 after correction were considered
significant.

The regression analysis included the binary and
multinomial logistic regression: the former is used when
the dependent variable contains two groups, and the
latter is used when the dependent variable describes
more than two groups. Sex and age group effects
were controlled for all tested models. The moderation
effects of age were tested by including interaction
terms into the models. Pseudo R2 (Nagelkerke's R2)
was calculated for both the multinomial and binomial
logistic regression models to assess the predictive
capabilities of the model [24]. Model fit was tested by
the difference in deviation between the null model and
the suggested model; significant p values (<0.05) implied
that the suggested model predicted data better than
the null model (no predictors, only intercept). Binomial
regression model fit was also tested by the Hosmer-

Lemeshow test, where good model fitis implied by non-
significant p values [24, 25]. Holm-Bonferroni adjustment
was performed for p values of the regression coefficients
in every model.

RESULTS

Self-harm correlates in the sample

Some 75.5% (n=607) of the participants reported self-
harm; in comparison with participants without self-harm,
they used professional mental health services more
(X3(1)=36.29, p <0.001) and reported having a confirmed
psychiatric diagnosis more often (x2(2)=27.87, p <0.001).
Participants who reported engaging in self-harm were
significantly younger (Mann-Whitney test p <0.001; median
age for self-harm group — 22 [interquartile range —
19-26]; median age for participants who reported no
self-harm — 24 [21-28]); they were more likely to be
female (87.5% vs. 12.5%; x2(1)=33.02, p <0.001) and were
less educated (67.9% in comprehensive or vocational
school or technical college vs. 32.1% in undergraduate
programs or graduates — x(1)=30.29, p <0.001).

The participants’ answers were analyzed, and ways of
harming oneself were extracted and counted, yielding
a number of different self-harm methods for each
participant. The participants validated up to 14 different
ways of harming themselves at the same time (Figure 2).

Four groups were distinguished on the basis of self-
harm type:

1) Participants who reported no self-harm in the past

(n=197).

2) Participants who had inflicted superficial self-
injuries on themselves, such as self-cutting, burning,
hitting and pulling hair (n=457).

3) Participants who endorsed more severe self-
destructive behaviors such as self-poisoning,
substance abuse, disordered eating, and depriving
one of their basic needs, without superficial
self-injuries (n=25). Due to the small size of this
group (less than 5% of the sample), it was excluded
from further analysis.

4) Participants who reported both superficial self-
injuries and self-destructive behaviors (n=125),
further referred to as ‘self-destructive behaviors’
group. Thus, further analysis was performed
only on participants who reported superficial
self-injuries, with or without more severe self-
destructive behaviors.
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Figure 2. Distribution of the number of different ways of self-harm employed by the same participant.

Group differences in interpersonal sensitivity

and psychopathological symptoms

Differences between participants with different self-
harm behaviors were tested using the Kruskal-Wallis
test with adjusted p-values (Holm-Bonferroni method for
multiple comparisons) and Dunn’s post-hoc test (Table 2).
Significant differences between participants not engaging
in self-harm and two groups who endorsed self-harm were
recorded for all variables in that participants from both
self-harm groups had higher scores on all interpersonal
sensitivity measures and all symptom scales compared
to the no self-harm group. Participants with self-destructive
behaviors scored higher on the scales of fear of rejection,
interpersonal sensitivity, and all psychopathological
symptoms (with the exception of depression and hostility)
than participants who self-injured only superficially.

The relationship between interpersonal
sensitivity and psychopathological symptoms

The correlation analysis (Spearman’s r.) in the overall sample
yielded significant links between interpersonal sensitivity
and psychological distress (p <0.001 for all correlations

after Holm-Bonferroni correction). Interpersonal sensitivity
showed the strongest correlation intensity with the
interpersonal sensitivity subscale from SCL-90-R — r.=0.67
(Table 3). The global severity index and depression were also
closely linked to interpersonal sensitivity on the whole, and
fear of rejection in particular. All the relationships retained
their significance when tested in self-harm subgroups,
except for interpersonal worry and hostility in the self-
destructive behaviors group (Supplement 2).

Interpersonal sensitivity and psychological
distress as predictors of self-harm severity
The regression analysis was performed to further test
the predictive power of interpersonal sensitivity and
psychopathological symptoms on self-harm severity
operationalized by group inclusion (no self-harm, superficial
self-injuries, and self-destructive behaviors). Due to the
high correlations of the psychopathological symptoms
with each other, only the global severity index was
included in the models.

Multinomial regression showed that psychopathological
symptoms and fear of rejection significantly predicted
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Table 2. Interpersonal sensitivity and psychopathological symptoms in groups based on the type of self-harm

Scales No self-harm Superficial Self-destructive | Kruskal-Wallis Dunn'’s test
(n=197) — self-injury behaviors test heterogeneous
group A (n=457) — (n=125) — (p <0.001 groups

group B group C for all (at p<0.05)
Median [Interquartile range] (SN N

Interpersonal Sensitivity Measure

Dependence on others’ appreciation | 25[21-29] 28 [24-32] 28 [25-32] 26.59 AB, AC

Fear of rejection 13[10-17] 17 [14-20] 18 [15-21] 75.17 AB, AC, BC

Interpersonal worry 18 [15-21] 20[17-23] 20[17-23] 25.18 AB, AC

Interpersonal sensitivity (sum score) | 57 [47-65] 65 [56-72] 67 [60-75] 56.12 AB, AC, BC

Symptom Checklist-90-Revised

Somatization 0.5[0.3-0.8] 1[0.5-1.7] 1.410.8-2.1] 97.11 AB, AC, BC

Obsessive-Compulsive 1[0.6-1.6] 1.7 [1-2.4] 1.9[1.1-2.7] 72.69 AB, AC, BC

Interpersonal Sensitivity 1[0.4-1.8] 1.6 [0.9-2.4] 2.1[1-2.8] 57.93 AB, AC, BC

Depression 1.2[0.5-2] 2.1[1.2-2.8] 2.2[1.5-3.2] 81.13 AB, AC

Anxiety 0.5[0.2-1.1] 1.2 [0.6-2] 1.6 [0.9-2.7] 90.06 AB, AC, BC

Hostility 0.5[0.2-1] 1[0.5-1.8] 1.5[0.7-2.2] 83.04 AB, AC

Phobic Anxiety 0.1 [0-0.6] 0.6 [0.3-1.4] 11[0.4-2] 84.95 AB, AC, BC

Paranoid Ideation 0.5[0.2-1] 0.8 [0.3-1.7] 1.3[0.7-2] 53.87 AB, AC, BC

Psychoticism 0.4[0.1-0.8] 0.8 [0.4-1.4] 1.1[0.5-1.8] 85.73 AB, AC, BC

Global Severity Index 0.7 [0.4-1.3] 1.3[0.8-1.9] 1.7[1.1-2.3] 107.76 AB, AC, BC

Positive Symptom Total 38 [26-53] 57 [42-69] 63 [49-75] 101.28 AB, AC, BC

Positive Symptom Distress Index 1.7[1.4-2.2] 2.2 [1.7-2.6] 2.4[1.9-2.8] 87.94 AB, AC, BC

Table 3. Correlations* between interpersonal sensitivity scales and psychopathological symptoms in the overall sample

Scales Dependence Fear Inter-personal Inter-personal
on the others’ appraisal | of rejection worry sensitivity (sum score)
Somatization 0.28 0.44 0.30 0.41
Obsessive-Compulsive 0.38 0.54 0.38 0.52
Interpersonal Sensitivity 0.54 0.66 0.44 0.67
Depression 0.45 0.64 0.40 0.60
Anxiety 0.39 0.54 0.37 0.53
Hostility 0.33 0.53 0.23 0.44
Phobic Anxiety 0.38 0.51 0.37 0.51
Paranoid Ideation 0.33 0.52 0.24 0.43
Psychoticism 0.36 0.58 0.32 0.50
Global Severity Index 0.45 0.66 0.40 0.61
Positive Symptom Total 0.42 0.62 0.42 0.59
Positive Sympto m Distress Index 0.42 0.59 0.32 0.53

Note: * — Spearman’s rs, p <0.001 after Holm-Bonferroni correction for all correlations.

membership in the self-harm groups compared to the no
self-harm group (Table 4, Model 1). The global severity
index predicted self-destructive behaviors better than
superficial self-injuries only. After running the Holm-

Bonferroni correction, the impact of fear of rejection
was rendered insignificant (original p value — 0.011;
after correction — 0.089). The two other scales of the
Interpersonal Sensitivity Measure (interpersonal worry
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Table 4. Results of a multinomial and binomial logistic regression, and testing of interaction effects

Dependent variable Predictors ‘ B ‘ SE ‘ z p
Model 1. Multinomial logistic regression: R?=0.21; G2(12)=153.88, p <0.001
Superficial self-injury Dependence on the others’ appraisal -0.11 0.13 -0.89 ns
vs. no self-injury Fear of rejection 037 013 | 286 0.039
Interpersonal worry -0.001 0.12 -0.01 ns
Global severity index 0.68 0.15 4.46 0.000
Age (continuous) -0.18 0.10 -1.85 ns
Gender: male -1 0.23 -4.42 0.000
Self-destructive behaviors Dependence on the others’ appraisal -0.15 0.17 -0.89 ns
15 ) SR R Fear of rejection 0.45 018 | 254 0.089
Interpersonal worry 0.05 0.16 0.28 ns
Global severity index 0.98 0.19 5.28 0.000
Age (continuous) -0.17 0.13 -1.26 ns
Gender: male -1 0.36 -3.32 0.010
Model 2. Binomial logistic regression: R2=0.09; G2(6)=27.21, p <0.001; HL x?(8)=9.36, p=0.31
Self-destructive behaviors Fear of rejection 0.10 0.14 0.75 ns
vs. superficial self-injury Global severity index 034 014 | 247 0.068
Age: 20-22 years old 0.44 0.12 3.47 0.003
Age: 23-26 years old 0.07 0.14 0.53 ns
Age: 27-35 years old 0.13 0.14 0.96 ns
Gender: male -0.06 0.11 -0.50 ns
Model 3. Interaction between fear of rejection and age: R2=0.07; G(7)=27.58, p <0.001; HL x3(8)=5.23, p=0.73
Self-destructive behaviors Fear of rejection 0.33 0.12 2.78 0.013
vs. superficial self-injury Age: 20-22 years old 0.51 015 | 3.41 0.054
Age: 23-26 years old 0.15 0.15 0.96 0.034
Age: 27-35 years old 0.16 0.15 1.06 ns
Fear of rejection*Age: 20-22 years old -0.30 0.15 -1.97 ns
Fear of rejection*Age: 23-26 years old -0.42 0.15 -2.78 0.033
Fear of rejection*Age: 27-35 years old -0.26 0.15 -1.76 ns

Model 4. Interaction between psychopathological symptoms and age: R2=0.09; G%(7)=36.44, p <0.001; HL x3(8)=13.29, p=0.10

Self-destructive behaviors Global severity index

vs. superficial self-injury

0.42 0.12 3.51 0.000
Age: 20-22 years old 0.64 0.16 3.91 0.002
Age: 23-26 years old 0.28 0.17 1.67 0.027
Age: 27-35 years old 0.33 0.17 1.99 ns
GSl*Age: 20-22 years old -0.36 0.13 -2.66 0.031
GSI*Age: 23-26 years old -0.38 0.14 -2.64 0.031
GSI*Age: 27-35 years old -0.18 0.15 -1.18 ns

Note: B — standardized regression coefficient, SE — standard error, R2 — Nagelkerke's R?, G2 — difference between null deviance and
model deviance (p <0.05 shows good model fit), HL x2 — Hosmer-Lemeshow test (significant p values show bad model fit), ns — not
significant. Holm-Bonferroni adjustment was performed for p values for every model. Referent age group: 17-19 years old.

and dependence on others’ appreciation) did not carry
significant predictive value in the model. Men were less
likely to report both superficial self-injuries and self-
destructive behaviors. To further investigate which

variables predicted the particular self-harm type, the
no self-harm group was excluded and binomial logistic
regression was run on a subsample of the participants
(n=582).
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Binomial logistic regression showed that fear of rejection
significantly predicted self-destructive behaviors (b=0.27,
p=0.027), but not after introducing the global severity
index in the model (Table 4, Model 2). The effect of GSI
on self-destructive behaviors was significant (p=0.014)
before one ran the Holm-Bonferroni correction, which
yielded a value of 0.068. Participants aged 20-22 also had
a higher chance of being in the self-destructive-behavior
group compared to 17- to 19-year-old participants, and
gender didn't have a significant effect.

Age moderated the effect of fear of rejection and
psychopathological symptoms on the type of self-harm.
Moderation was explored in logistic regression models
with interaction variables (Table 4, Models 3 and 4). In
general, younger participants (17- to 19-year-olds) were
less likely to be included in the self-destructive-behavior
group compared to 20- to 23- (significant effect in both
models before correction; original p value in Model 3 —
0.014) and 23- to 26-year-olds (significant effect in both
models). Younger participants (17- to 19-year-olds) who
scored lower on the fear of rejection scale had lower
odds of being in the self-destructive-behavior group
than older participants (Figure 3A). They were also less
likely to severely harm themselves if they scored low on
psychopathological symptoms than older participants
(Figure 3B). On the other hand, high fear of rejection
and psychopathological symptoms in the youngest
participants were associated with infliction of more
severe self-harm. The oldest participants in the study
(27-to 35-year-olds) were also more likely to belong in the
self-destructive-behaviors group than 20- to 26-year-old
participants with severe psychopathological symptoms.

DISCUSSION

Main findings

The study showed that fear of
psychopathological symptoms predicted the severity
of self-harm measured on the basis of free descriptions.

rejection and

Generally, 20- to 22-year-old participants were more
prone to severe self-harm as opposed to superficial self-
injuries. However, the relative impact of psychological
distress and fear of rejection was more pronounced
in younger participants (17-19 years old) compared to
older ones (20- to 26-year-olds in the case of the Global
Severity Index and 23- to 26-year-olds in the case of fear
of rejection), which revealed the age-related aspects
of self-harm.

Comparisons with other studies
About 15% of the participants in the study reported both
superficial self-injuries and self-destructive behavior, such
as disordered eating, substance abuse, sleep deprivation,
and risk-taking. While the former target the skin, the latter
target the whole body and could potentially lead to more
negative consequences. Combined with self-harm, these
types of behavior could become riskier and unrestrained,
as shown by studies of alcohol consumption [26]
and disordered eating (fasting, purging, binge-eating,
excessive exercising) [27]. Coexistence of various types
of self-harm differing in severity, consequences, and
possible motivation presents a worrying trend, especially
in light of the previous studies, which linked suicidal
ideation and increasing severity and quantity of self-
harm methods to subsequent suicide attempts [28].
While motivation wasn't directly controlled in the current
study and open-ended questions in the survey were used
specifically to capture a wider range of behaviors than
those assessed by validated measures, the qualitative
analysis (unpublished data) revealed that some participants
reported suicide-related reasons for their behavior (e.g.,
using cutting to stop suicidal thoughts).
Psychopathology emerged as a risk factor in self-
harm, and it proved more important for discriminating
between self-harm types (superficial self-injuries and
self-destructive behavior) than interpersonal sensitivity.
This result agrees with a corpus of research showing
that more severe self-harm, especially when it co-occurs
with eating disorders and substance abuse, is associated
with an increase in psychological distress [29] and
emotion dysregulation [30]. Psychological distress in
particular emerged as a stronger predictor of self-harm
and non-suicidal self-injuries than depression [29],
low self-esteem, and difficulties in nurturing behaviors
in interpersonal relationships (e.g., limited display of care
for others) [31]. On the other hand, D'Agostino et al.
showed no differences in psychopathology for direct
and indirect self-harm [32]; however, it should be noted
that their sample consisted of adult psychiatric patients;
so, the effects could be less pronounced than in young
adults. In the current study, depression and hostility
were not significantly associated with self-harm severity.
This leads us to hypothesize that these two symptoms
are pervasive in young people who self-harm across
different stages in the development of this behavior,
including its incidence.
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Figure 3. Predicted inclusion in self-harm groups based on the interaction between age and the fear of rejection (A),
and age and the Global severity index (B): 0 — superficial self-injuries; 1 — self-destructive behaviors.

Interpersonal sensitivity was moderately associated
with all the psychopathological symptoms. This result
corroborates earlier studies on clinical samples linking
interpersonal sensitivity to deep depression, post-partum
depression, anxiety and social phobia, bulimia, and
other mental disorders [17-20]. Although the strongest
correlation was yielded with the interpersonal sensitivity
subscale from SCL-90-R, its magnitude implies that
the constructs measured by these scales weren't
similar. Thus, despite a close relationship between

these constructs, interpersonal sensitivity (and more
specifically, fear of rejection) captures the variability
in self-harm unaccounted for by psychological distress.

The relationship between interpersonal sensitivity and
self-harm has yet to be extensively researched. However,
the results yielded by the present study speak in favor of the
studies of rejection sensitivity, given that fear of rejection
was the dimension of interpersonal sensitivity that had
the most impact on self-harm. Rejection sensitivity was
shown to predict non-suicidal self-injuries in adolescents,

Consortium Psychiatricum | 2022 | Volume 3 | Issue 4

47



and its impact is exacerbated by low self-compassion
and mediated through depressive symptoms [33].

Curiously, age didn't have an impact on self-harm
severity when it was introduced into the models
as a continuous variable. Based on the discovered
interactions between age groups, fear of rejection, and
global severity index and their impact on self-harm, we
can assume that the relationship between age and self-
harm is not linear. Younger people (17- to 19-year-olds)
tended to stick to more superficial self-injuries, whereas
20- to 26-year-olds reported more severe self-destructive
behaviors. This could indicate a potential trajectory for
self-harm that starts from relatively superficial behavior
in adolescence (mean age of self-injurious behavior
incidence is 15, according to [34]) but gets more severe
and incorporates risky behavior, disordered eating
behavior, and substance abuse in young adults. The rise
in self-harm severity in cases where it was kept secret
and left untreated in adolescence was shown in previous
studies [35].

Strengths and limitations of the study
Given the scarcity of studies investigating the
interpersonal factors of self-harm, the present research
provided an opportunity to learn more about the impact
of personal perception of interpersonal relationships on
the types of self-harm. The use of open-ended questions
in the self-harm questionnaire also provided a fuller view
of possible self-harm methods and their combinations,
which couldn't be achieved with a standardized scale with
predefined answers.

However, due to the design of the study, there are
certain limitations in the generalization of the results.
First, the study was conducted online, which limited the
reliability of the results, especially in terms of a self-
reported psychiatric diagnosis, compared to clinical
samples where medical records are usually available
to researchers. This was partly mitigated by introducing
the presumed diagnosis option in the survey. However,
given the high interest of the participants in mental
health issues, they could benefit from self-diagnosing
both to form an identity and to find a community of
like-minded people. Thus, these results should be treated
with caution.

The sample was partly recruited in self-harm and
health-themed communities and mostly
consisted of self-selected participants who willingly

mental

responded to the invitation. While this strategy was
useful to recruit a lot of people who self-harmed, the
rates in the current study are arguably much higher than
they are in the general population (up to 15-30% for
a single lifetime self-injury) [1, 331.

Lastly, although regression models show possible risk
factors for superficial self-injuries and self-destructive
behavior, causal inferences to the developmental
mechanisms behind the emergence of self-harm can only
be made in longitudinal studies. A cross-sectional study
like the one presented cannot account for the possible
complex relationships between variables of interest; e.g.,
whether psychopathological symptoms and interpersonal
sensitivity increase the severity of self-harm, or vice versa,
severe self-harm leads to the experience of loneliness,
criticism and lower social support, which in turn heightens
psychopathological symptoms.

Relatively low RZ in the regression models can be
explained the following way. Most regression models
in psychology (unlike, for example, in physics) have R? less
than 0.5. This is due both to the high individual variability
in behavior and at the same time to the fact that we
focus on certain particular characteristics and cannot
account for all the possible variables that might
contribute to the phenomenon of our interests. So, in our
study, we did not take into account factors of emotional
dysregulation (which are already quite well studied
in connection with self-harm).

We applied Nagelkerke R2 values (one of pseudo-R?
statistics). These statistics demonstrate a wide variation
for the same model, but in general, they all are much
smaller than the traditional R?, which is measured for
linear models (for example, Smith & McKenna showed
that pseudo-R? varied between 0.23 and 0.40, while the
corresponding linear RZ in the simulation was 0.47) [24].

Implications for future research and practice

The current state of self-harm research shows good
progress of emotional dysregulation models. However,
more studies of the interpersonal factors of self-harm
are needed, both situational (do certain situations
increase the risk of self-harm in vulnerable individuals?)
and personality-based (how do people prone to self-
harm perceive social interactions?). Such studies are
starting to emerge, but more longitudinal studies
are still needed to better understand the emergence
of self-harm.
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Interpersonal sensitivity in general, and fear of
rejection in particular, can potentially become
targets for prevention and intervention programs
in adolescent and youth populations. While there
is preliminary evidence that some types of therapy
decrease interpersonal sensitivity, along with self-
harm [36, 37], studies should identify the relationship
of interpersonal sensitivity to other risk factors of self-
harm in order to develop ways of influencing emotional,
personal, and interpersonal dimensions in parallel. The
impact of psychopathological symptoms on self-harm
corroborates the necessity of developing complex
treatment programs, especially in cases when self-harm
materializes as a combination of behaviors of varying
severity (which were described by the participants
of ‘self-destructive-behaviors' group).

Given that young people who self-harm often do
so in secret and prefer to look for help in anonymous
online communities, psychoeducation programs and
therapy tailored specifically to this audience could be
of high significance. This includes not only implementing
guidelines on communicating about self-harm in
social networks and monitoring their content [38], but
also distinguishing between harmful and supportive
content [39]. Further research is needed to identify
the criteria of the latter and to establish the feasibility
of running web-based support groups that wouldn't
promote or exacerbate self-harm.

CONCLUSION

Both superficial self-injuries, on their own, and self-
destructive behaviors, combined with superficial self-
injuries, are associated with increasing psychopathological
symptoms and appending interpersonal sensitivity
dimensions, especially fear of rejection. Younger people
are more susceptible to superficial self-injuries than
more severe self-destructive behavior compared to 20- to
26-year-olds. However, the impact of psychopathological
symptoms and fear of rejection on self-harm severity
is also more pronounced in younger people, making them
more vulnerable to contemplating more severe self-harm
in the future.
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ABSTRACT

The healthcare system in Aotearoa New Zealand is currently undergoing a far-reaching overhaul. When it comes
to mental health reforms, it is helpful to look at the road ahead, while paying attention to the road behind. Policies
and services concerning the mental health and addiction sectors have undergone various reforms; first, during
the transition from a hospital-centered to the current community-based system, and second, in the successive
attempts to improve this system. In this article, we provide an overview of the current mental health and addiction
health care system. We also discuss the impact of colonization on community mental health, the emergence of
community-based mental health and addiction policy and services in Aotearoa New Zealand, and the challenges
along the way. Finally, we identify five key areas requiring special attention during the current period of reform. Over
all, we believe there is broad support for reducing the emphasis on individualized approaches to mental wellbeing
and moving all systems and structures towards models inclusive of social context, including approaches that
incorporate service users’ perspectives, family, communities, and culture. We look forward to policy and services
with a much stronger orientation to the diverse needs of our population.

AHHOTALMA

CyulecTBytollas cuUcTemMa 3/4paBoOxpaHeHus Hosol 3enaHaum (Maopu. Aomeapoa) rnepexuBaeT Mnepuroj
3HauNTeNbHbIX U3MeHeHNn. Pedopmaunst chepbl OXpaHbl MCUXNYECKOrO 340P0BbsA TpebyeT NPOrHo3MpoBaHus,
OLLeHKM NepcrneKkTMB 1 HaKOMAEHHOro OnbITa. MPUHLMMLI OKa3aHWA MOMOLL B 061aCTV NCUXNATPUN N HAPKONOTN
1 ycnyrv B 3Toli cdepe npetepnenu psg pedopm: nepsas bblia cBA3aHa C NepexoAoM OT CTaLlMOHAPHOM CUCTEMbI
ncuxmvaTpmyeckor MOMOLLM K ambynaTOpHOW, BTopas — C MOC/Aef0oBaTeNbHbIMY MOMbITKAMU Yay4lleHs
ambynaTtopHo nomoLn. B JaHHOI cTaTbe Mbl MPeACTaBUAN 0630p COBPEMEHHOWN CUCTEMbI 34PaBOOXPaHeHMs
B 061aCTV NCUXMATPUM N HapKoaoruu. Takxke B popmaTte AUCKYCCUN Mbl OBCYAUIN BANSHWE KONOHWANTBHOrO
NCTOPNYECKOro MPOLLIOro Ha NCUXNYECKOe 30P0Bbe HaceneHus, NosiBieHNe NCUXNATPUYECKO U HapPKONOrNYeCKon
ambynaTopHoI cnyx6bl B HoBoM 3enaHanm, a Takxke NpobaemMbl Ha MyTW CTaHOBAEHUS 3TUX CyX6. Mbl BblAennAN
NATb KOYeBbIX 061acTel, KOTopble TPebyoT MPUCTaNBHOro BHUMaHWSA B X04e TeKyLLero pepopMr1poBaHns CUCTEMBI
ambynaTtopHoi nomMoLuu. bbina BbiiBNEeHa TeHAEHLUNST K YMEHbLUIEHMI0 3HaYUMOCTU UHANBUAYANN3NPOBaHHbIX
NOAXOA0B K MCUXMYECKOMY 61arononyymnto, BCce CUCTEMbI U CTPYKTYPbI JO/KHbBI YUUTBIBATb COLMANbHbIA KOHTEKCT,
NoTPe6HOCTM Ntofei, KOTOPbIM OKa3blBaeTCA MOMOLLb, POIb CEMbM MaLMEHTa 1 ero COobLLeCTBa, KyAbTYyPHYHO
cocTaBnsAoLLYyt0. Mbl HageeMcsi, YTo B ByayLieM MPUHLMMBI 0Ka3aHUs MOMOLLM 1 CY>K6bl OXPaHbl MCUXNYECKOrOo
340p0Bbst HoBOW 3enaHanm 6yayT B 3HAUNTENbHOW CTENEHN OPUEHTUPOBaHbI Ha pa3HOObpasme NoTpebHoCTel
MEeCTHOro HaceseHus.
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INTRODUCTION

A relatively remote island nation situated in the
southwestern Pacific Ocean, geographically, Aotearoa
New Zealand (from here on Aotearoa NZ) encompasses
two main landmasses, with a combined total mass of
about 268.021 km. These landmasses refer to the North
Island, or Te lIka-a-Maui (the fish of Maui), and the South
Island, or Te Waipounamu (the water[s] of greenstone) —
as well as many smaller surrounding islands. Aotearoa
NZ has an estimated resident population of five million
people, with most New Zealanders concentrated in rapidly
expanding urban centers on both main islands. This
growing population includes people of Maori (16.5%)
(the Indigenous people of Aotearoa NZ), European
(70.2%), Asian (15.1%), and Pacific (8.1%) descent, as
well as other ethnicities, such as Middle Eastern, Latin
American, and African (MELAA) [1].

The healthcare system in Aotearoa NZ is currently
under a large-scale reform effort, with the development
of Te Whatu Ora — Health New Zealand, a newly
developed overarching organization responsible for
the national health service. At the same time, a recently
published in-depth and independent Inquiry into
Mental Health and Addiction, He Ara Oranga [2], has
put forward 40 recommendations that will require
significant changes in the system if it is to respond
effectively to the country’s needs. The impact of these
reforms is yet to be seen. However, when it comes to
mental health reforms, it is helpful to look at the road
ahead, while paying attention to the road behind [3, 4].
This includes paying particular attention to the ongoing
impact of colonization and the various health reforms
the country has faced in the past. To help with this goal,
the aim of this paper is to provide an overview of the
country's historical transition from an institutional model
to a community-based mental health care model,
discussing challenges along the way, and key areas to
pay attention to on the road ahead.

Our paper is structured as follows: In the following
section, we begin with a discussion of Aotearoa NZ's
colonial history as a precursor to the disruption of

community mental health, particularly for Maori. Next,
we offer a brief overview of the mental health system
in the country. This is followed by a description of, first,
the policy landscape, and, second, mental health and
addiction services, including details from Aotearoa NZ's
early mental health provision to contemporary efforts to
respond to our diverse communities’ needs. Finally, we
discuss the road ahead, suggesting key areas requiring
substantial change moving forward.

COLONIZATION AS A DISRUPTION

TO COMMUNITY MENTAL HEALTH

By the 1790s, Europeans had begun to settle in earnest
in Aotearoa NZ. Initially, they were highly dependent on
Maori goodwill and economic and social support [5].
In 1840, the Treaty of Waitangi (English version) and Te
Tiriti o Waitangi (Maori version) were signed between
the British Crown and several tribal leaders and these
are considered the country’s founding documents.
These were documents that “had the potential to deliver
benefits to all parties” [6]. This was unique, as even
at the height of British imperialism, fueled primarily by
greed and pseudo-scientific racism [7, 8], the colonial
government could not dismiss Indigenous claims for
political recognition [9]. While the development of
Aotearoa NZ as a bicultural nation-state would appear
to be firmly grounded in egalitarian values, historical and
ongoing colonial processes posit that this is not always
so in practice.

The settler government quickly imposed British notions
of title and ownership. The resulting land alienation and
the confiscation of land and resources from Maori who
resisted meant that by the mid-1800s the Crown and the
New Zealand Company had obtained nearly 99 percent
of the South Island and 20 percent of the North Island
[6, 10]. With colonialism came urbanization, displacement,
disease, war, death, and knowledge suppression, resulting
in the degradation of Maori kinship systems, economic
capacity, culture, and spiritual connectedness [11]. In
contemporary Aotearoa NZ, histories of domination and
repression carry grave consequences for the mental
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health and wellbeing of Maori [12]. As such, Maori live
with constant reminders of the ongoing impacts of
colonization in terms of the disproportionate rates of
suicide, domestic violence, homicide, substance abuse,
and addiction, incarceration, hospitalization, children
taken into state care, mental illness, homelessness, and ill
health in comparison to Aotearoa NZ's settler society [13].

In the framework of the Te Tiriti o Waitangi, the Crown
is required to provide services that meet the needs
of Maori. For example, the Ministry of Health, as a
department of public service, has a responsibility to meet
its obligations under Te Tiriti o Waitangi. This means that
Maori service users and providers need to be included
in the research, definition, planning, implementation,
and evaluation of mental health services to ensure they
are informed by Maori values. Further, kaupapa Maori
service providers (holistic and humanistic approaches
embedded within Maori cultural practices) are best able
to provide support for those Maori with mental health
and addiction issues. Government agencies and many
non-Maori service providers are frequently not well
equipped to offer a culturally dynamic service due to an
undersupply of speakers of te Reo Maori, staff trained
in bicultural protocols, and referral processes that allow
for working constructively with Maori service providers.
Although colonial structural intrusions have posed
significant challenges to Maori wellness, it is important
to note that Maori are not, and never have been, passive
in the face of socio-political upheavals [14]. Claims to,
and the affirmation of, cultural identities and Indigenous
mental health practices by Indigenous peoples are
common responses to such histories of oppression and
offer authenticity, a sense of belonging, and the basis for
gaining human rights [15, 16].

THE MENTAL HEALTH SYSTEM OF AOTEAROA

NEW ZEALAND

In Aotearoa NZ, the health system is primarily funded
by the central government via the Ministry of Health.
The country's total health and disability expenditure
is about 9.5% of the gross domestic product (GDP), and
taxpayers fund most of this health expenditure, about
7% of GDP [17]. Until July 2022, the Ministry of Health
funded 20 District Health Boards (DHBs), which were
local systems responsible for planning, funding, and
overseeing care for their population. Each DHB funds
public hospitals, primary health organizations, and

community-based services. The systemis currently under
reform, and in July 2022, all twenty DHBs merged their
functions into one large agency, Te Whatu Ora — Health
New Zealand, which now oversees the whole country.

Nearly all hospitals and specialty healthcare services
are free for residents at the entry point. Although funded
by the DHBs, primary health care services sit outside them
and include general practitioners, private practitioners,
and various non-governmental organizations. The country
also has a national Accident Compensation (ACC)
scheme, which covers most costs from treatment and
rehabilitation resulting from accidents for both residents
and visitors. Still, over a third of New Zealanders also
have some form of private health insurance, mainly
for elective and specialist services, as they provide only
non-urgent services [18]. The mental health system
in Aotearoa NZ, up until recently, included services
within DHBs and outside of them. Each DHB oversaw
tertiary and secondary services, such as inpatient services
and community mental health services. In the mid-90s,
a 'ring fence’ was introduced around mental health and
addiction funding to prevent this funding from being
reallocated to other service areas.

Mental health and addiction services in Aotearoa NZ
are largely community-based. Community mental health
and addiction services are set up to provide care for those
with moderate-severe or high-risk mental health needs.
People accessing these services are normally referred
to them by primary care providers. However, most of the
population with mental health and addiction issues, those
with mild-moderate needs, are seen by primary care
services for which people are charged a fee. Depending
on the DHB, mental health services also include special
programs, such as early psychosis intervention teams,
mental health crisis teams, child and youth mental health
services, older adults services, medical detoxification
services, opioid treatment services, Pacific mental health,
and Maori mental health and addictions services. Amore
recent developmentin the system includes the funding of
Health Improvement Practitioners (HIP) who are placed
in primary care services to respond to mild-to-moderate
mental health and addiction concerns. In hospital settings,
particularly in the larger hospitals, mental health liaison
teams provide mental health support across the hospital.

The mental health and addiction sector comprises a clinical
and a non-clinical workforce, plus the administration and
management team [19]. The clinical workforce includes
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medical professionals, and allied health

workers, such as social workers, addiction practitioners,

nursing,

and co-existing problems clinicians. The non-clinical
workforce includes support workers, such as residential
support workers, peer workers, and family support
workers, and cultural advice and support, such as Maori
health practitioners and Pasifika cultural advisors.
The District Health Board's workforce is largely
made up of people in clinical roles (about 77%), while
non-government services are primarily non-clinical staff
and mainly support workers (about 60%) [19]. In the
country, per 100,000 population, there is an average
of 8.66 psychiatrists, 9.62 psychologists, 11.86 other
specialized mental health workers, and 71.59 mental
health nurses [20]. The majority of this workforce work
in community-based services linked to small inpatient
units within general hospitals.

Mental health policies
Throughout the years, various mental health policies
have informed mental health care in Aotearoa NZ.
From the beginning, these various legislations provided
alternatives to hospitalized institutional care — although
these alternatives were not widely enacted at first.
The Lunatics Ordinance of 1846 was the country’s first
mental health legislation. The Ordinance set a framework
where a person with a certified mental illness would be
incarcerated or sent to a public hospital. As such, this
legislation prioritized seclusion over care and support,
providing an impetus for the development of asylums [21].
The legislation also allowed relatives and friends to care
for the person in mental distress, albeit following the
approval granted by a Judge or two Justices of the Peace
that the person was a ‘peaceful’ individual [22].
Numerous asylums were developed during the 1860s
and 1870s. Around the same time, the country adopted
a more comprehensive mental health legislation, the
1868 Lunatics Act. This legislation made further provisions
for the care of people with mental illness outside these
institutions. Among these additional provisions were the
“licensed houses.” These houses, overseen by a medical
practitioner, could accommodate up to, and in some cases
more than, 100 patients. But, the rapid development
of the asylums, and reports of poor standards of care in
them (further discussed below), led to the development
of a Lunatics Asylum Departmentin 1876. This department
was set up to oversee the functioning of these institutions

at a national level. These changes in legislation also
rooted an institutional system in mental health care, and
by 1886 most people categorized as lunatics at the time
were secluded in asylums [23].

The 1911 Mental Defectives Act placed further emphasis
on the role of healthcare providers, particularly medical
practitioners, in mental health. As such, it represented
a shift from containment to care in mental health
legislation. It also allowed voluntary admissions for the
first time [24]. Still, the asylums were overwhelmed by
a continuously growing number of secluded patients,
including large groups of institutionally aging patients [23].
It was the 1969 Mental Health Act that legally ratified the shift
toward deinstitutionalization and community care. It also
formed the basis of the following mental health legislation,
including the Mental Health Act of 1992, which redefined
mental iliness and put further emphasis on patients’ rights.

In 1994, the country adopted a National Mental Health
Strategy titled Looking Forward [25] and a ministerial
committee was developed to monitor its implementation.
Looking Forward provided five strategic directions
to a developing mental health system. These strategic
directions included developing community-based and
comprehensive mental health services, designing services
appropriate to Maori needs, ensuring Maori involvement
in the planning of services, increasing the quality of care,
balancing individual rights and public protection, and
developing a national alcohol and drugs policy. The Mental
Health Commission, established in 1996 to replace the
ministerial committee, monitored the implementation
of the National Mental Health Strategy. As part of their
role, the Commission published the Blueprint for Mental
Health Services in New Zealand: How things need to be [26].
The Blueprint called for adopting a recovery approach
in all mental health services. It provided guidance
about the importance of meeting people’s needs, how
to do it, and who should do it — discussing the type
of workforce required.

In 1997, a new strategy called Moving Forward was
adopted [27]. The new strategy was built on the previous
one. Amongst the seven strategic directions it presented,
the need for more and better health services and
strengthened promotion and prevention were included.
In 2012, the Mental Health Commission published its
Blueprint Il [28], which adopted people-centeredness
and people-directed recovery and resiliency as its core
values, supporting various mental health and addiction
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reforms. Despite these growing efforts to strengthen
the nation-wide adopted transition to community-based
mental health care, it became increasingly evident that
mental health services were not delivered adequately.
In the 2010s, this situation became even more glaring.
Mental health statistics highlighted ongoing high suicide
rates, poor access to services (particularly for Maori,
Pacific, LGBTIQA+ and rural communities), a lack of
services for mild-to-moderate mental health concerns,
and treatment approaches that were not responsive
to family needs, culture, and context.

Something needed to change, and in 2017 the
Government ordered a Royal Commission inquiry that
eventuated in the He Ara Oranga report [2]. This report
provided many recommendations for change that
emphasized greater inclusion of service users, Maori
and Pacific models, and community and family-oriented
approaches. In 2020, a newly constituted Mental Health
and Wellbeing Commission was set up and is currently in
the process of developing frameworks for implementing
these recommendations.

The following two sections provide a brief overview of
key phases and milestones in the emergence of mental
health and addiction services in Aotearoa NZ. This
overview will focus first on mental health services and
then on the parallel development of addiction services.

Mental health services

The first large-scale investment into mental health
services was the construction of large psychiatric
hospitals (initially termed “Asylums for the Mentally
Insane”). They included Karori (near Wellington 1854),
Dunedin and Sunnyside (near Christchurch 1863),
the Whau (Auckland, later Carrington Hospital 1867),
Seaview, Hokitika (1872), Nelson (1876) Seacliff (near
Dunedin 1879) and Porirua (near Wellington 1887) [29].
These psychiatric hospitals were mainly sited outside
major population centers, in the countryside. The
majority of service users were compulsorily admitted
under the Lunatics Ordinance 1846 and the Mental
Defectives Act 1911, and the use of coercive forms
of restraint, such as seclusion and straitjackets, were
commonplace. By the 1930s, new forms of treatment
were introduced that included the use of insulin coma,
prefrontal leucotomy, and electroconvulsive therapy
(ECT). From the mid-1950s, new psychotropic drugs
became available and hospital admissions moved from

22% voluntary in 1939 to 71% voluntary by 1964 [29]. The
increasing voluntary admissions placed more emphasis
on the therapeutic value of hospital care.

During the late 1960s, the need for large psychiatric
hospitals was being questioned. Criticisms arose due to,
on the one hand, the extent to which the institutionalization
of service users was leading to increasing numbers
of permanent residents, and on the other hand, the
introduction of improved psychiatric medication, which
made control and confinement less ‘necessary’. However,
institutionalization was not the only concern. The use
of coercive treatment methods was being challenged
from a human rights perspective. Also, people expressed
uneasiness with accounts of neglect and physical,
emotional, and sexual abuse.

The full extent of the abuse did not become apparent
until many years later. In 2001, former judge Rodney
Gallen conducted an inquiry into abuse at Lake Alice
Hospital that prompted a Government apology and
the establishment of a “Confidential Forum,” to which,
between 2005 and 2007, 493 people reported their
experiences of abuse [30]. In subsequent years this
contributed to a string of individual citizens taking court
action, insisting on the Government's responsibility for
the abuse. However, the most revealing process has
been a Royal Commission of Inquiry into Abuse in Care, an
ongoing series of investigations into in-state and church
institutions, with over two thousand people sharing their
stories of abuse [31].

During the 1970s and 1980s, a process of reform
sought the closure of the large psychiatric hospitals
and their replacement with community care [32, 33].
This was a long process that required the placement of
institutionalized service users into alternative locations
and the development of services in the community.
These initially consisted of a network of boarding houses
and the setting up of community mental health centers
in suburban areas. Also, during this time, the mental
health workforce began to diversify, with social workers,
occupational therapists, and psychologists developing
specialist pathways. Alongside these developments
was the emergence of new roles in initiatives seeking
to advance employment opportunities and supportive
accommodation. These changes were further supported
by non-governmental organizations (NGO) such as the
Schizophrenia Fellowship (formed 1977) and Mental
Health Foundation (formed 1977).
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However, progress was hampered because successive
governments failed to invest adequately in the realization
of a community approach. This contributed to poor quality
of life for service users and the tendency for community
mental health centers to function more as psychiatric
wards placed in the community rather than genuinely
community-oriented organizations [34]. The practices
of psychiatry and psychiatric nursing still dominated
services, and the diversifying workforce tended to be
relegated to support roles.

During the 1990s, the service landscape changed
in more fundamental ways due to the influence of three
important social movements that emerged outside
mainstream services. First, there was a clearer articulation
of kaupapa Maori (Indigenous approaches) to mental
wellbeing. Second, there was the development of recovery
approaches and the strengthening of service user
voice. Third, there was the application of public health
approaches chiefly in the form of mental health promotion.
The following briefly summarizes each of these in turn.

Kaupapa Maori approaches to Maori mental health
gathered momentum in the wake of work by prominent
Maori psychiatrist Mason Durie, which articulated
a holistic understanding of wellbeing based on the
interaction between taha tinana (physical wellbeing),
taha hinengaro (mental wellbeing), taha whanau (family
and social wellbeing), and taha wairua (spiritual wellbeing)
[35, 36]. His work and the work of other Maori scholars
demanded the development of services that adopted
Maori cultural principles and practices, as well as
developing systems for evaluation [37].

Recovery approaches took off in response to three
inquiries in the late 1980s and early 90s into mental
health services led by Judge Ken Mason, resulting in
the controversial Mason Reports [38, 39]. The reports
identified a wide range of ways in which service users
had been poorly served and recommended wide-range
reforms, including the appointment of a mental health
commissioner to oversee the changes. In 1996, the
Mental Health Commission was established, and it set
to work in compiling its Blueprint | [26] (see above),
in which they advocated for improving resources for
people with serious mental health concerns and stronger
participation of those with lived experience of mental
illness in the planning and delivery of services [40]. By
the 2000s, service users were finding a voice in articles,
books, the media, and their own forums [41, 42],

and the Commission became a key advocate for the
incorporation of recovery approaches into services and
a shift in emphasis to people pursuing quality of life
with mental illness rather than letting mental illness
define them [43].

Mental health promotion focuses on ways of promoting
wellbeing and reducing psychological distress through
applying health-promotion principles of community
empowerment and community capacity building [44].
The Ministry of Health outlined a range of potential
approaches in Building on Strengths [45]. Unfortunately,
no funding was allocated to develop this further, but,
despite this, some initiatives did manage to get off the
ground. One example of a successful approach is the
Like Minds, Like Mine campaign, launched in 1997 and
involving a series of public awareness campaigns aimed at
destigmatizing people with mental health concerns [46].
Those participating in the campaign included service
users, national leaders, and media personalities. Another
approach, with an addiction focus, involved the setting-up
of a network of initiatives on Community Action on Youth
and Drugs (CAYAD). These projects use health promotion
principles in engaging communities in reducing alcohol
and drug-related harm [47]. Each community interprets
this mission in its own way, and while, initially, projects
occurred in only a few sites, there are now over twenty
communities in which CAYADs are taking place.

Addiction Services

Addiction services have followed a separate trajectory
that has, at times, converged on and, at other times,
has diverged away from how mental health services
have evolved. Following the Second World War, the first
major services took the form of twelve-step self-help
groups championed by Alcoholics Anonymous (AA). This
approach, developed in the United States, led to the
spreading-out of a network of regular local meetings
providing assistance to those with addiction issues
(through AA and Narcotics Anonymous (NA)) and affected
families (through AlAnon and NarAnon). As a grassroots
movement, it generated public interest in improving
responses to addiction. This then contributed to the
setting-up of twelve-step residential programs attached
to hospital services (such as Wolfe Home at Auckland’s
Carrington Hospital and Canterbury’s Queen Mary's
Hospital at Hamner Springs). The Salvation Army, which
had been providing care services for alcoholism since
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1907, also set up their residential “Bridge Programs”
along similar lines [48]. In 1954, the National Society on
Alcoholism (later the National Society for Alcohol and
Drugs, NSAD) was founded. It was responsible for a
number of innovations, including, in 1972, setting up the
first methadone clinics in Wellington and Christchurch,
and founding community-oriented treatment programs
at Plimmerton and Featherstone (later to become
part of Care NZ).

During the 1970s, the closure of large psychiatric
hospitals contributed to the unwinding of hospital-based
residential services for addiction. These programs then
shifted across to community NGOs such as Odyssey
Trust and CareNZ. Hospitals chose to concentrate
their efforts on shorter-term counseling approaches
offered by a network of community alcohol and drug
services (CADS). While this was happening, public and
Government interest in addiction services were on the
rise and discussions began about setting up a peak
agency to oversee developments. Services at that time
were anticipating this agency would take primarily
a treatment approach. To their surprise, in 1976, the
Government passed an Act that established the Alcohol
Liquor Advisory Council (ALAC), funded by a levy on
alcohol consumption and with a primary focus on public
health and harm reduction approaches to addiction-
related harm. ALAC became a key agency in the 1980s
and 90s in fostering a range of innovative approaches
that included brief intervention in primary care, social
marketing campaigns, workplace innovations, and host
responsibility. However, during the 2000s, concerns were
raised regarding the influence of the alcohol industry
on ALAC [49, 50] and in 2012 ALAC was absorbed into
the newly formed Health Promotion Agency [51]. Also,
alongside these agencies, the Drug Foundation has
played a major role in improvements to both alcohol and
other drug legislation.

During the 1990s, gambling legislation was liberalized,
leading to the widespread availability of gambling in the
form of electronic gambling machines and casinos. The
subsequent rise in consumption led to rapid increases
in gambling harm, including poverty impacts and the
debilitating effects of problem gambling on individuals
and families [52]. The 2003 Gambling Act only partially
addressed the broader issues of availability, leading
to a consolidation of gambling harm [53]. Service
responses to this have consisted of public health

and individual service initiatives, with an emphasis
in more recent years on integrating gambling into
addiction services.

The relationship between addiction and mental health
services has been a mixed bag. In some ways, the needs
are similar, but under the banner of “mental health
and addictions,” a number of agencies, including the
Mental Health Commission, the Ministry of Health, and
many hospital organizations, have paid scant attention
to appropriate approaches to addiction and have more
often transplanted mental health approaches onto the
field [54]. For example, Blueprint | focused attention on
the top three percent of people with serious mental
illness [26], and in the process, the addiction field’s
focus on primary health languished from both a lack
of interest and a lack of funding. Interestingly, one
of the main recommendations from the Mental Health
Inquiry (discussed below) was for reform of alcohol
legislation. However, this is one of the two-out of the
forty- recommendations that the Government has chosen
not to act on.

THE ROAD AHEAD

The in-depth inquiry into mental health mentioned earlier,
He Ara Oranga [2], identified widespread acceptance that
the mental health system was failing to achieve its goals
and that what is needed is a radical re-orientation of how
the system operates. In 2021 the newly constituted Mental
Health and Wellbeing Commission was charged and
resourced to begin this process of re-orientation. Overall,
there is broad support for reducing the emphasis on
individualized approaches to mental wellbeing and moving
all systems and structures towards models inclusive
of social context, including approaches that incorporate
family, communities, culture, and the needs of the broader
society. Breaking this down, we interpret this as requiring
substantial changes in the following key areas:

The first area where work is already underway is
increasing Maori (Indigenous) participation in planning
for all services and the incorporation of Maori models
of care across the board. As it was mentioned above,
Maori service users and providers need to be included
in the development and evaluation of mental health
services to ensure they are informed by Maori values
and culturally safe.

The second major area of change concerns the
recognition of the need for service users to have a stronger
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say in design, implementation, and evaluation throughout
the system. Lived experience perspectives need to be
integrated throughout services both in hospitals and
in the community, coupled with improved support
services for long-term recovery.

The third area, which is related to the second area,
concerns the scaling-down and, in some cases, the
elimination of coercive practices such as the use of
seclusion, restraints, and compulsory treatment orders.
Changes here will require repeal and replacement of
the Mental Health Act and rethinking of the relationship
between mental health and the law.

The fourth area concerns incorporating both public
health and primary health approaches into existing
systems. This will require investment in innovative
programs involving the application of mental health
promotion principles in neighborhood and community
contexts. Some changes are already underway in
primary health, with the funding of health improvement
professionals (HIP) who deliver services for those with
mild-to-moderate mental health issues turning up
in general practices. For addiction services, this also
means further expansion of screening, brief intervention,
and referral to treatment (SBIRT) approaches.

The fifth area relates specifically to addictions and calls
for urgent legislative reform regarding tobacco, alcohol,
gambling, and illicit drugs: for alcohol, the focus is on
price reforms and reduced availability; for gambling,
it is on reduced availability and product modifications;
and, forillicit drugs, it is on moving away from approaches
that criminalize users and towards health-oriented
harm-reduction approaches.

The road ahead for all five of these key areas will
call on a workforce that is capable of supporting the
reorientation. This will mean improving the current
workforce in areas such as cultural safety, particularly
as it relates to Maori, Pasifika, and Asian populations,
as well as a sound knowledge of cultural and recovery
models. The changes will also require a workforce
capable of working appropriately in both public health
and primary health, as well as developing new roles in
service user support services and family and community
initiatives. The Government's 2019 Budget committed
NZ$1.9 billion (US$1.2 billion) to improve mental health
and addiction services. This, along with additional funds
in subsequent budgets, is a big commitment for the
country. Nevertheless, there is optimism in the sector that

services will be successfully re-oriented to better respond
to the diverse mental health needs of the population.

CONCLUSION

Aotearoa NZ has a relatively long history of providing
community-based mental health care. During that time,
policies and services concerning the mental health and
addiction sectors have undergone a variety of reforms.
However, it is obvious to everyone involved that more
changes are required, and that we are now entering
a period of significant reform. In this paper, we have
provided an historical overview of the emergence of and
changes in mental health and addiction policies and
services. We have also identified the key challenges for
delivering community-based services and some of the
priorities ahead. After the disruptions from COVID-19 settle,
we are looking forward to policy and services with a much
stronger orientation to the diverse needs of our population.
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ABSTRACT

BACKGROUND: Since the 1950s, mental health care in Japan has been hospital-centered. A set of legislative initiatives
were undertaken in 1995, emphasizing the importance of community-based mental health care. However, despite
these attempts to develop a community-based mental health care system, the rate of inpatient-based treatment has
remained high and the shift from hospital-centered care to community-based has still not fully materialized.

AIM: This study aims to conduct a review of the available literature on the development of community-based mental
health care in Japan between 2010 and 2020.

METHODS: We conducted a standardized literature search in the electronic database Igaku Chuo Zasshi, aiming
to identify original studies published between 2010 and 2020 that explored community mental health care in Japan.
The included studies’ outcomes were categorized as performance surveys, service user reports, service provider
reports, and educational activities. A descriptive-analytical method was implemented in the current review.

RESULTS: A total of 25 studies were examined. Six studies reported surveys assessing the performance of
community-based mental health care on the assertive community treatment (ACT), compulsory treatment, home-visit
nursing care, physical complications, and a welfare medicine collaboration on a remote islands. Four studies investigated
the perspectives of service users or their families on home-visit nursing care, social participation, community program,
and legislative revision. Ten studies focused on social withdrawal, service providers perspectives on local population
needs, supporting skills, care programs, and the professional growth of psychiatric social workers. Five studies
focused on educational approaches for future healthcare professionals and efforts to improve mental health literacy
among adolescents.

CONCLUSION: This paper provided the first comprehensive review of Japan’s community-based mental health care.
Between 2010 and 2020, community mental health care in Japan evolved in many directions, with the understanding
that various needs should be met. Home-visit nursing care and ACT can be considered as the most thoroughly
investigated and better developed. Research that adopt rigorous methodologies such as randomized controlled trials
is required if the goal is to achieve solid conclusions.
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AHHOTALMA

BBEAEHWE: C 1950-x rogoB ncuxmatpuyeckass MoMoLlb B SIMOHWM 6blna rnaBHbIM 06pa3oM cocpefoToveHa
B CTauMoHapax. B 1995 r. B 3aKOHOAATeNbCTBO Obl1 BHECEH PSJ, M3MEHEHWN, KOTopble NOAYEPKHYNM BaXXHOCTb
ambynaTopHoOW ncuxmaTpuyeckor noMmowm. OgHako, HECMOTPS Ha MOMbITKA Pa3BUTUS CUCTEMbI aMBy1aTOPHOW
NCUXNATPUYECKOW MOMOLLN, YPOBEHb CTaLMIOHAPHOrO leYeHVs OCTaeTCsd BbICOKMM, a NMepexos oT 60AbHNUYHOro
NleyeHnst K aMbynaTopHOMY Tak 1 He OCYLLLeCTBUIICA B MOIHOW Mepe.

LLE/Ib: Llenbto faHHOro unccnefoBaHWs ABAseTcs 0630p AOCTYMHOW NuTepaTtypbl, MOCBALLEHHON PasBUTUIO
ambynaTtopHoOl NncnxmaTpuyeckoin noMmowm B AnoHmn B neprog ¢ 2010 no 2020 rr.

METO/bI: Mbl npoBenn CTaHAAPTU3VPOBAHHbIA NNTepaTypHbI MONCK B 31eKTPOHHOM 6a3e gaHHbIx Igaku Chuo
Zasshi ¢ Lenbto HanTN opuUrnHanbHble NccnefoBaHUa 06 aMbynaTopHOM NCUXMATPUYECKON MOMOLLN B ANOHUN,
ony6ankoBaHHble B nepuog ¢ 2010 no 2020 rr. Pe3ynbTaTbl BbIGPaHHbIX MCCNeA0BaHUA BbIIN KnaccnduLmMpoBaHbl
Kak onpockl 3¢deKTUBHOCTY, OTHETbI MOb30BaTeNeN YCAyr, OTYeThl MOCTaBLUMKOB YC/Iyr 1 0bpa3oBaTesibHble
MeponpusaTus. B HacTosiLemM o630pe 1CNob30BaH onmncaTeIbHO-aHaNUTUYECKNIA METOA.

PE3YJIbTATbI: Bcero BkatoYeHo 25 nccnefoBaHuii. B LwecTn nccnefoBaHusaX coobLLanocs 06 onpocax, oOLeHBaLLmX
3¢ deKTMBHOCTL ambyaToOpPHOM NCUXMATPUYECKON MOMOLLM B MPOBEAEHUN acCepTVBHON ambynaTopHOM Tepanuu,
NPUHYANTENbHOMO IeYeHNS, CECTPUHCKOrO YX0a Ha JOMY, COMAaTUYECKMX OCIOXHEHUA 1N COLMaNbHO-MeANLIMHCKOM
COTPYAHMWYECTBE Ha OTZAaNIeHHbIX OCTPOBAX. B UeTbipex nccnefoBaHNSX U3yYany NpeAcTaBneHnst NoTpebuTenen ycnyr nam
1NX CeEMel 0 CeCTPUHCKOM YX0Ze Ha oMY, COLMan3aLmio, obLLecTBeHHbIe MPOrpaMMbl 1 U3MEHeHWs B 3aKOHOaTeIbCTBe.
Jecatb nccneaoBaHMiA 6binm NOCBALLEHbI COLMANBHOMY OTUYXAEH IO, MPeACTaBAeHVSIM MOCTaBLLMKOB YCIYr 0 MOTPEBHOCTAX
HaceneHs, HaBblkaM 06CYXMBaHMS, NPOrpaMMaM yxoAa 1 npodeccroHanbHOMY POCTY NMCUXMATPUYECKNX COLMANbHBIX
pPaboTHUKOB. MN5Th NcCAef0BaHMIA BbINM MOCBSILLEHbI MOAXOAaM K 06yYeH o ByayLLnX MeANLMHCKNX PabOTHMKOB 1 Mepam
MO MOBbILUEHIO FPAaMOTHOCTM NOAPOCTKOB B BOMPOCAX MCUXNYECKOrO 340P0BbS.

SAKNTIOYEHWE: B gaHHOM cTaTbe NpeCcTaBieH NepBblil BCeobbeMAIOLWMI 0630p aMBbynaTOPHON MCUXNATPUUECKON
nomoLum B inoHun. B neprog ¢ 2010 no 2020 rr. B ANOHUN Hab04an0ocb pa3BuTve aMbynaTOpPHOM NCUXMATPUYECKON
MOMOLLIM BO MHOTVIX 061acTsix 61aroAaps pactyLemMy NoHVMaHMI HEO6XOANMOCTU YAOBNETBOPEHNS CyLLLeCTBYOLLIEN
noTpebHocTN. Hambonee M3yyeHHbIMW K pa3paboTaHHbIMU BUAAMKW MOMOLLM MOXHO CYMUTaTb CECTPUHCKUIA
YXO4 Ha AOMY 1 acCepTUBHYIO ambynaTopHyto Tepanuto (AAT). ViccneaoBaHuns, B KOTOPbIX MCMOb3YeTCa CTporas
MeTOZ0/10T VA, Takas Kak PaHAOMUN3MPOBaHHbIE KOHTPOMPYeMble NCMbITAHWUS, HEOBXOANMbI, €CIN Lie/bto ABASETCA
nosly4eHve HaZleXHblX BbIBOJOB.

Keywords: community-based mental health; assertive community treatment; compulsory treatment; home-visit nursing
care; physical complication

KnroueBble cnoBa: aMby/1amopHas NCUXuampu4eckas NoMoujb; accepmueHas amby1amopHas mepanus;
Hedobpo8obHOE fledeHuUe; CeCmpUHCKUU yxo0 Ha 0OMY; COMAMUYeCcKoe 0C/10XCHeHUe

INTRODUCTION community-based mental health care are the following:

The effectiveness of community-based mental health
is being increasingly recognized worldwide [1, 2]. The
approach encourages not just a deinstitutionalized and
decentralized treatment view, but it also advocates
interacting with persons with mental illnesses in a
community setting [3, 4]. The foundational principles of

1) consider every person experiencing a mental illness
as a multifaceted individual and avoid any stigma-heavy
attitude such as perceiving the person as a mere ‘patient’
[5, 6]; 2) focus not only on the person’s deficit and disability
(an illness perspective), but more so on the person’s
strength, capacity, and aspiration (a recovery-emphasizing
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perspective) [7]; 3) plan a person-centered care execution
based on the needs of the user, their values, and
preferences [8]; 4) find and identify the needs of every
local population [7]; 5) implement a care approach
that is accessible and acceptable to those with mental
illnesses [7], and 6) advance the coordination of care by
promoting wide networks of support and service across
different mental health and other health structures [9].
Japan'’s legislative origin of its hospital-centered system
can be traced to the 1950s, when home confinement
was prohibited, and involuntary admission was enacted.
In 1957, a discriminatory law for psychiatric wards
was passed, setting the physician/patient and nurse/
patient ratio three times and one-and-a-half times
higher, respectively. Since psychiatric hospitals did not
need to hire many physicians and nurses, the number
of psychiatric hospitals considerably increased in the
1960s and 1970s. This increase caused untoward growth
in inpatient admissions, deterioration in the quality

of inpatient treatment, and prolonged hospitalization
in Japan. General characteristics of the mental health
care system in Japan are illustrated in Table 1.

A set of legislative revisions were made in 1995,
emphasizing the importance of community-based mental
health care. Consequently, the number of psychiatric
outpatient clinics rapidly increased and “home-visit nursing
stations” have become available. Also, the provision
of administrative home-visit services was transferred from
the larger administrative entity of the prefecture to the
smaller one of the municipality, making the service more
accessible. Currently, community-based mental health
care includes the following: home-visit nursing care,
administered by medical institutions, outpatient clinics,
nursing stations, and administrative home-visit services
arranged by municipalities and Public Health Centers
(PHCs). The Mental Health and Welfare Centers (MHWCs),
operated by prefectures and designated cities, are central
to community-based mental health care.

Table 1. General characteristics of the mental health care system in Japan

Mental health care facility Number
Psychiatric hospital [49] 1,054 (2019)
General hospital with a psychiatric department [49] 1,760 (2019)
Psychiatric outpatient clinic [50] 6,864 (2017)
Home-visit nursing station? [51] 11,580 (2019)
ACT team [10] 26 (2021)
Public Health Center [52] 470 (2021)
In-hospital psychiatric treatment [49] Number/Length
Psychiatric bed 326,666 (2019)
Inpatients in a day (mean)
Psychiatric hospital 213,237 (2019)
Psychiatric ward of general hospital 68,089 (2019)
Inpatient treatment (days, mean) 265.8 (2019)
Home-visit psychiatric nursing service [50] Number
Hospital 838 (2017)
Visit in a month per hospital (mean) 135.9 (2017)
Psychiatric clinic 457 (2017)
Visit in a month per clinic (mean) 54.0 (2017)
Medical expenditure b [53] Expenditure (billion JPY)
For persons with mental and behavioral disorders 1,921 (2018)
In-hospital treatment 1,362 (2018)
Other than in-hospital treatment 559 (2018)
Note: Abbreviations — JPY, Japanese Yen; @ — Home-visit nursing stations’ include all nursing stations providing medical home-visit

nursing care, not restricted to stations providing psychiatric nursing care; ® — medical expenditure’ does not include expenditure

for home-visit nursing care.
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The Assertive Community Treatment (ACT) program
was commenced as a research project in 2001 [10].
Furthermore, the Japanese government launched the
second five-year period of the “Vision for the Reform of
Mental Health and Medical Welfare” program in 2009.
Following this program, the Ministry of Health, Labor, and
Welfare's Department of Health and Welfare established
the “Study Team for the Establishment of a New Regional
Mental Health Care System” in 2010.

Despite the attempts to develop community-based
mental health care, the rate of inpatient-based treatment
remains high. Hospital-centered care transformation
has not yet been completed [11], and an in-depth
analysis of the situation is required [3]. This study aims
to review the available literature on the development
of community-based mental health care in Japan.

METHODS

Search strategy

A standardized literature search was conducted in the
electronic database called Igaku Chuo Zasshi (Ichushi),
issued by the Japan Medical Abstracts Society in
January 2021, using a “community-based mental health
services” keyword for titles, abstracts, and keywords.
Ichushi is a bibliographic database established in 1903,
containing bibliographic citations and abstracts from
more than 2,500 biomedical journals and other serial
studies published in Japan.

Selection criteria

Studies were eligible if they met the following conditions:
(a) they were original research articles of any design
reporting findings on the development of community-
based mental health care in Japan, and (b) were published
between 2010 and 2020. This timeframe was chosen,
because the development of community-based mental
health care supported by the government started in 2010.
Meeting reports, perspectives, reviews, opinions, and
commentaries were not eligible for inclusion.

Identification and data extraction

A review author (YT) screened all abstracts to find studies
that met the inclusion criteria and retrieved all full-text
copies that might be relevant. Two review authors
(I and TA) independently assessed full-text articles for
eligibility. Any disagreements about the selection process
were resolved by discussion. Primary findings were

extracted into a spreadsheet as reported by the authors
of the included studies, avoiding re-interpretation [13].
The final
categories: study design, aim, population, data collection

extraction form included the following
methods, number of enrolled participants (response
rate), and data analysis method.

Data analysis

A descriptive-analytical method was employed for the
current review. The findings of the included studies were
categorized as performance surveys, service user reports,
service provider reports, and educational activities.

RESULTS

The original search identified 243 potentially relevant
studies. Among them, 212 were meeting reports,
perspectives, reviews, opinions, and commentaries, which
were excluded during the abstract screening stage. The
full texts of 31 articles were assessed. Six studies were
excluded, since they concerned mental health care
outside of Japan. As a result, 25 studies were included
(Figure 1). The overall characteristics of the included
studies are presented in Table 2.

Records identified through
database searching (n=243)

s N\

L 4 Abstract excluded (n=212)
*  Meeting reports (n=59)

Abstract .| * Perspectives (n=144)
screened "I+ Reviews (n=5)
(n=243)

+ Opinions (n=2)
+ Commentaries (n=2)

Me———

[Screening] [ Identification ]

v

Full-text Full-text articles
E‘ articles excluded (n=6)
%0 assessed »| + No focus on mental
i for eligibility health care in Japan
(n=31) (n=6)

el

5 - \

3 Studies included in review (n=25)

= L J
Figure 1. Flow diagram of the study search and inclusion
process.
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Table 2. Overall characteristics of the included studies

Study Design Focus Population Data collection | No of enrolled participants = Analysis
methods (response rate) method
Performance surveys
Yoshida et al. | Cross- ACT Service users Questionnaire 42 ACT users from 6 teams t-test
2011 [14] sectional of ACT and usual for supporter 124 home-visit nursing
study home-visit nursing users from 21 stations
service
Yoshida etal. | Prospective ACT Participants Questionnaire 32 ACT users from 5 teams Repeated
2013 [15] double- of the previous for supporter (follow-up rate: 76.2%) measures
cohort study study [13] 96 home-visit nursing users | two-way
form 21 stations (follow-up | ANOVA
rate 77.4%)
Nagata et al. Retrospective | Compulsory Recipients ordered | Questionnaire 402 users from Survival
2016 [16] cohortstudy | treatment in-hospital for 25 designated medical time
treatment rehabilitation institutions analysis
coordinator
Tsujimoto Cross- Compulsory PHCs and MHWCs | Questionnaire 329 PHCs (response rate: Descriptive
etal. sectional treatment for public nurse | 66.6%) and 69 MHWCs statistics
2017a[17] study or psychiatric (response rate: 100%)
social worker
Tsujimoto Serial Compulsory Recipients ordered | Questionnaire 785 users (2012, response Descriptive
etal. cross- treatment treatment for public nurse | rate 72.1%); 1,124 users statistics
2017b [17] sectional or psychiatric (2013, response rate 65.0%);
study social worker 1,202 users (2014, response
rate 66.6%)
Noguchi Case study Home-visit Service users Existing record 3 users -
2014 18] treatment with physical
and care complications
Hanashiro Practice Home-visit Welfare Existing record 3 institutions -
etal. 2016 [19] | report welfare service | Institutions
Service user reports
Narita et al. Cross- Home-visit Service users Semi-structured | 5 users Qualitative
2014 [21] sectional nursing care interview analysis
study by public nurse
Inoue et al. Cross- Social Service user Focus group 6 users Qualitative
2011 [22] sectional participation participants in interview analysis
study volunteer activities
Komatsu Cross- Community Participants Questionnaire 10 respondents Qualitative
2020 [23] sectional program in a program among 16 participants analysis
study (stigma (response rate 62.5%)
eradication)
Matsushita Cross- Legislative Members of Family | Questionnaire 219 among 270 members X-square
2018 [24] sectional Revision Associations from 4 associations test
study (response rate 81.8%)
Service provider reports
Tsujimoto Cross- Social PHCs Questionnaire 353 among 485 PHCs Descriptive
etal. sectional withdrawal (response rate 72.8%) statistics
2017 [25] study
Hirokawa Cross- Public Municipalities Semi-structured | 5 municipalities Qualitative
etal. sectional assistance interview analysis
2013 [26] study recipient
Yoshioka- Cross- Clinical Service users Existing records | 309 of 372 users, Qualitative
Maeda et al. sectional supervision supported by 5 supervisors analysis
2017 [27] study a municipality
Okada Cross- Technical Psychiatric Semi-structured | 7 psychiatric social workers | Qualitative
2017 [28] sectional support social workers interview among 20 candidates analysis
study in prefectures
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Table 2. Overall characteristics of the included studies (continued)

Study Design Focus Population Data collection | No of enrolled participants | Analysis
methods (response rate) method
Suzuki et al. Cross- Disaster Public nurse Questionnaire 523 respondents among Descriptive
2010 [29] sectional mental health participants in 1,031 participants statistics
study service training workshops (response rate 51.3%)
Fujisawa et al. | Cross- Disaster Member of clinical | Questionnaire 81 among 220 members Multiple
2019 [30] sectional mental health psychologist (collection rate 36.8%) logistic
study service society in a regression
disaster site analysis
Taneda et al. Cross- Disaster On-site supporters | Focus group 55 supporters from 7 sites Qualitative
2016 [31] sectional mental health in Great East-Japan | interview analysis
study service Earthquake site
Yamamoto Case study Child- Service user Existing record 1 user -
etal. adolescent of Child Welfare
2010 [32] mental health Center
service
Yoshino etal. | Case study Home-visit Service user Existing records | 2 users -
2018 [33] nursing care participants in
program Meriden Family
Programme
Shiomitsu Cross- Service Psychiatric Semi-structured | 7 psychiatric social workers | Qualitative
2012 [34] sectional provider's social workers interview analysis
study growing in leadership
process position
Educational activities
Hisai Cross- Learning in Nursing students Existing records | 11 students and 2 training Qualitative
2010 [35] sectional Community and training for students; officers analysis
study officers of Questionnaire
work-support for training
institutions officers
Higashietal. | Cross- Learning in Nursing students Questionnaire 54 students X-square
2012 [36] sectional Community test
study
Arai Cross- Learning in Welfare Questionnaire 52 users and 12 staff Qualitative
2011 [37] sectional Community institutions from 4 institutions analysis
study receiving nursing (response rate 100%)
student’ practical
learning
Omori et al. Cross- Social Nursing student Focus group 7 students Qualitative
2011 [38] sectional participation participants interview analysis
study in community
activities
Uematsu Practice Community Public schools Existing record 8 junior high schools -
etal. report program and 1 high school
2017 [39] (mental health
literacy)

Note: Abbreviations — ACT, Assertive Community Treatment; PHCs, Public Health Centers; MHWCs, Mental Health and Welfare Centers.

Performance surveys

Six studies reported on surveys assessing the performance
of community-based mental health care on the ACT,
compulsory treatment, home-visit nursing care, physical
complications, and a welfare medicine collaboration on
a remote island [14-19]. One article reported on two
sets of results obtained using two different research
designs [17].

In the study by Yoshida et al. (2011), two types of home-
visit services, the ACT program and usual home-visit
psychiatric nursing care, were compared in terms of
service quality for persons with severe mental ilinesses.
According to the results, the ACT provided substantial
support in managing psychiatric symptoms and daily
living. In contrast, usual nursing care included more
assessments on drug side effects and coping with physical
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symptoms. In contrast, standard home-visit nursing care
was shorter and less frequent for users with higher Global
Assessment of Functioning (GAF) Scale scores (p=0.001,
respectively) [14].

Yoshida et al. (2013) analyzed the characteristics
of ACT and home-visit nursing care. They reported that
ACT extended intensive care to users with low scores
based on the (GAF) scale. ACT users could actively utilize
three service items: assistance with shopping, building
relationships with staff, and aid in relations with other
health and social care staff. However, home-visit nursing
care shifted from direct to indirect nature after one year
of service [15].

Recipients of compulsory treatment because they had
committed serious crimes were considered as another
population group. Compulsory treatment was legalized
by the Medical Treatment and Supervision Act in 2005.
In the nine-year follow-up study of 402 patients, Nagata
etal. (2016) reported that five persons committed seven
severe re-offenses, 14 persons attempted 18 suicides,
six suicides were completed, and 157 re-admissions
were registered to designated institutions under the
Medical Treatment and Supervision Act and psychiatric
wards under the Mental Health and Welfare Act. The
standardized mortality ratio was 3.84 (95% ClI 0.1-7.6)
(P-value was not provided) [16].

In the study by Tsujimoto et al. (2017), the effectiveness
of the treatment order in the context of changes in
recipients’ living arrangements was examined from the
viewpoint of PHCs and MHW(Cs. Overall, 266 out of
329 PHCs (80.9%) and 51 out of 69 MHWCs (73.9%)
supported recipients under compulsory treatment. The
number of recipients supported by PHCs increased from
785 to 1,202 in three years. In the same three years, the
number of persons who underwent treatment under
the Mental Health and Welfare Act increased from 51
to 87. However, the employment rate in the third year
of follow-up was only 9.3% (10 out of 107 persons) for
regular work and 5.6% (6 out of 107 persons) for welfare
employment [17].

Co-occurring physical complications for persons with
a mental illness represent another set of challenges
for community-based mental healthcare. A case report
by Noguchi (2014) proposed a team-based home-visit
service involving psychiatric treatment to address
these challenges. It was suggested that regular home
visits, visits to the physical department in a hospital,

psychiatrist-physician cooperation, and management
of care would help persons with a severe mental
illness to recognize symptoms properly and receive the
necessary treatment [18].

A welfare-medicine collaboration on a remote island
without psychiatric facilities was reported by Hanashiro
et al. (2016). Among home visits provided by a Core
Consultation Support Center, 85 out of 268 (31.7%)
were accompanied by home-visit treatment or nursing
care. Furthermore, 122 visits (45.5%) were provided
in partnership with another welfare institution called
Place of Business for Consultation Support [19].

Service user reports

Four studies investigated the perspectives of service
users or their families regarding home-visit nursing care,
social participation, community program, and legislative
revision [20-23].

In the study by Narita et al. (2014), persons with
schizophrenia evaluated home-visit nursing care by
public health nurses. Positive feedback regarding home-
visit nursing care was received concerning “advice
regarding living arrangements”, “listening and watching”
with concerns, and “support by forming familiar
relationships” [20]. According to Inoue et al. (2011),
persons with mental disabilities who helped persons
with intellectual disabilities as volunteers reported
that they (persons with mental disabilities) had not
only “acquired skills of living in the community” and
“broadened the area of daily living”, but also “felt
fulfillment and satisfaction” and “experienced a sense
of being a member of society”. Volunteer service users
were encouraged by self-help groups and intimate
supporters in a comfortable environment [21].

Komatsu (2020) investigated the effectiveness of
community programs and reported that, after a two-
hour community group work program aimed at doing
away with stigma, nine out of ten participants reported
being “highly satisfied/satisfied” with the program.
Although stigma often puts limits on relationships and
mutual understanding, peer support was gained
as participants shared their experiences from their
perspectives [22].

Although the Mental Health and Welfare Act (2013
revision) abolished the
members perform as guardians of persons with mental
iliness, the compulsory hospitalization system was not

requirement that family
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dismantled. In the study by Matsushita (2018), only 57 out
of 219 (26.0%) family members said they “strongly agree
or agree” with the revision of the law that maintained
compulsory hospitalization. At the same time, 186 out
of 219 (84.9%) of the respondents wanted change in the
current system, such as employment support, disability
pensions, support in admission and discharge from
the hospital, support centers for community activities,
general support for independence, and decreasing
cost of services. Members of the Family Associations
considered the revision with ambivalence [23].

Service provider reports

Ten studies focused on social withdrawal, the service
providers’ perspectives on local population needs,
supporting skills, care programs, and the professional
growth of psychiatric social workers [24-33].

Tsujimoto et al. (2017) investigated the current
state of and challenges to support activities for
social withdrawal and reported that out of 334 PHCs
265 (94.6%) were involved in programs for persons
with severe social withdrawal, and 188 (53.3%) were
provided continuous service. More than 40% of service
providers indicated that they “often feel” worried
about patients’ withdrawal due to the following factors:
1) dissolution of professional relationships with the
person who is withdrawing, 2) concerns about patients’
future life and household finances, 3) concerns about
patients'independent living after the death of a parent,
4) the person has nowhere else to go, and 5) possibility
of violence toward family members/trouble with
neighbors [24].

Hirokawa et al. (2013) investigated the difficulties in
establishing supportive relationships between welfare
recipients and municipality staff. The supportive measures
included regular or repeated home visits via which
relationships through daily conversations were built and
all family members were assessed. The municipality staff
highlighted that providing support to welfare recipients
was challenging due to various issues, including household
issues, withdrawing family members, isolation of the
family from society, trouble with neighbors, and refusal
to accept support [25].

A study by Yoshioka-Maeda et al. (2017) analyzed the
assessment strategies used by supervisors of municipality
mental healthcare providers (psychiatrists, psychiatric
social workers, and public health nurses) working

in community mental health care. It was reported that
supervisors identified who was in need, assessed the
relationships and problem-solving skills within the
family, anticipated potentially challenging situations, and
encouraged collaboration among healthcare providers.
In this study, two themes were extracted from municipality
mental health care providers’ records: “clarification of the
present and future health issues of a person with mental
illness and his/her family members” and “preparation
of a support plan” [26].

Okada (2017) investigated the technical support provided
to municipal staff by prefectural psychiatric social workers
(PSWs), and they reported that while assisting municipality
staff, PSWs “created complementary relationships”,
“made decisions based on a wide range of information”,
“put in place support policies”, “collaborated to support”,
and “evaluated the support rendered by PSWs to the
municipality staff”. The skills taught by PSWs included
problem-solving, person-centered care, and understanding
of the needs of residents [27].

Suzuki et al. (2010) investigated the preparedness
of public health nurses for disasters and reported
that nurses lacked in experience in extending support
to disaster victims. Among public health nurses,
183 out of 509 (36.0%) had experience supporting
disaster victims, 308 out of 514 (59.9%) nurses had
experience helping those affected by the death
of a family member, and 253 out of 512 (49.4%) nurses
had experience in how to assist victims of child abuse.
In addition, 331 out of 508 (65.2%) were unsure about
how to respond to a mental health crisis, indicating that
nurses were unprepared to cushion the mental health
crisis of disaster victims [28].

Fujisawa et al. (2019) surveyed clinical psychologists
in the affected areas to explore the experiences
they consider essential when providing community
mental health services. Clinical psychologists in the
affected regions suggested that “collaboration among
supporters,
in affected areas”, and “experience in welfare provision
and educational facilities” were essential factors in

"ou

experience of participating in care teams

developing a community-based mental health services
framework [29].

Taneda et al. (2016) explored the role external actors
can play following a disaster. They noted that actors in
areas affected by a disaster often hesitate to collaborate
with their “outside” homologues. The burden on these
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actors in the affected areas is likely to be made lighter
through a collaboration with and supervision by “outside
actors” [30].

As an example of “participation in care teams,”
Yamamoto et al. (2010) explored the essential role
of a child-adolescent psychiatrist in diagnosing and
supervising a child welfare center team. The issues
of an accurate diagnosis as the basis for appropriate
assistance and the importance of transitioning from
child psychiatry to general psychiatry beyond the age
of 18 were discussed [31].

In the study by Yoshino et al. (2018), the implementation
of the Meriden Family Program was assessed. The
Meriden Family Program is a type of care that puts the
highest value on both the service user and the family.
Through 18-20 home sessions, service users and their
families were given opportunities to learn about each
other's experiences and perspectives [32].

Shiomitsu (2012) analyzed the professional development
of PSWs working in local welfare facilities. The author
identified different issues, depending on a practitioner's
stage of professional development: Newcomers tend
to focus on searching for the correct answer, while the
mid-career staff are committed to trying their professional
knowledge in practice, and experienced staff aim to build
relationships with service users [33].

Educational activities

Five studies focused on the future of healthcare
professionals’ education and efforts to improve mental
health literacy among adolescents [34-38].

Hisai (2010) explored the training of nursing students
practicing in local welfare facilities. Practicum at the
welfare facility was seen as helping nursing students
to identify the “healthy aspects of persons with a mental
illness”, “insufficient understanding in the society”,
the “need to take the family into consideration”, “the
important role of community facilities”, the “need for
continued involvement”, and the “awareness of one’s
own emotional changes” [34].

The study by Higashi et al. (2012) investigated how
visits to people with mental disabilities at their homes
influence nursing students’
understanding of community mental health. Nursing

and welfare facilities

students who completed the practicum rated visits
to welfare facilities (23 out of 30, 76.6%) and patients’
home visits (9 out of 11, 81.8%) as the most valuable

information-yielding experiences about the mental
healthcare community [35].

Arai (2011) analyzed the evaluation of nursing students’
training at a community welfare facility through the
eyes of its users and staff. Overall, 42 out of 52 (80.1%)
users and 9 out of 12 (75.0%) staff members said they
considered practice training of nursing students as “very
good/good”. Service users enjoyed conversations with
nursing students, felt that their stories were valued, and
received good stimulation [36].

In a study by Omori et al. (2011), nursing students
participated in horticultural activities with persons with
mental illnesses for four years. The students reported

"nou

having “pleasure of the activity”, “preoccupation with

the situation of involvement”, “
awareness”, building “natural relationships without

walls”, and being “part of the community-based mental

establishment of role

health activity”. The confusion after knowing the person as
a “patient” was overcome through the rebuilding of
human relationships [37].

Since no official school program in Japan is dedicated
to mental health, Uematsu et al. (2017) reported on
efforts to improve mental health literacy. The importance
of starting a mental health education program in at
least one school per region was discussed. Launching
such a program requires recognition by the affiliated
organizations, families, and students [38].

DISCUSSION

This review shows that the study of community mental
health care in Japan covers diverse themes. It was
determined that home-visit nursing care and ACT can
be considered the most thoroughly investigated and
highly developed. While ACT provides an effective
service, home-visit nursing care seems to be more
widely accepted because of its non-invasive and caring
nature. Apart from the ACT and home-visit nursing care,
physical complications, welfare medicine collaboration on
a remote island, social participation, stigma eradication
as a community program, and legislative remedies were
also widely explored. Studies on social withdrawal,
service providers’ perspectives on local population needs,
supporting skills, care programs, and the professional
growth of psychiatric social workers are still in their
infancy. Also, studies focused on how to better educate
future healthcare professionals and improve mental
health literacy remain scarce.
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Comparison with the existing literature

Regarding community-based mental health in Japan,
there have been two reviews [40, 41]. Aikawa (2018)
pointed out the importance of ACT and discussed the
issues, such as ethical dilemmas, informed consent, over-
treatment, protection of privacy, and resource allocation
in mental health care [40]. Aikawa's review aligns with
the findings of this review, indicating that community
mental health care needs to meet a wide range of needs.
Noguchi (2018) reported on the importance of the various
roles played by public health nurses, including home-
visit nursing care [41]. However, the scope of these two
reviews was limited to the ACT and the roles of public
health nurses.

Strengths and limitations of the study

To our knowledge, this is the first comprehensive
review of community-based mental health care in Japan.
Another strength of this review is that it applied a robust
methodology, leading to comprehensive results and
discussions. However, the methodological quality of the
obtained evidence was not high enough. No randomized
controlled trials (RCTs) were found, and causal relationships,
such as treatment/care effectiveness, were not confirmed.
Also, since the field of community-based mental health
care in Japan is in evolution, the themes in the studies
proved highly atomized, making it difficult to categorize the
study findings and draw readily actionable conclusions.

Implications for future research and practice
Although community mental health care in Japan was
developed with good awareness of what should be
entailed, there is still room for improvement. For practical
purposes, an international exchange should be helpful.
Also, the role of service users should be emphasized and
improved. Users should be more actively drawn into the
decision-making process and given the chance to better
voice their perspectives regarding the design, delivery,
and evaluation of care. For research, it is indispensable
to develop reliable assessment tools and conduct RCTs,
ascertaining the effectiveness of the care.

CONCLUSION

Between 2010 and 2020, community mental health care
inJapan developed in many directions with the awareness
that various needs have to be met. Home-visit nursing
care and ACT are the most thoroughly investigated and

seriously developed. Research using more rigorous
methodologies, such as randomized controlled trials,
is required if we want to arrive at conclusions that can
be trusted with a high degree of certainty.
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COMMENTARY

DC:0-5™ Diagnostic Classification

of Mental Health and Developmental
Disorders of Infancy and Early
Childhood: Promotion in Russia

«[AnarHocTnyeckan kKnaccmpukauma HapyLLeHMN NCMXNYECKoro 340pOBbSA U Pa3BUTUSA
B MJ1aJeH4YecTBe U paHHeM getctBe» DC:0-5™: npogBuxeHue B Poccum
doi: 10.17816/CP215

Commentary
| Galina Skoblo?, Svetlana Trushkina? | ranuwa Cko6no', CBeTnaHa TpywKnHa?2
T Moscow State University of Psychology and Education, T Mockoeckuli 2ocydapcmeeHHsll NCUx0/1020-
Moscow, Russia nedazozuyeckuli yHugepcumem, Mockea, Poccus
2 Mental Health Research Centre, Moscow, Russia 2 IBHY «Hay4HbIl yeHmp ncuxu4eckoz2o 300poebsi»,
Mocksa, Poccus
ABSTRACT

The purpose of the report is to inform the community of Russian pediatric mental health professionals about the
international DC:0-5™ Diagnostic Classification of Mental Health and Developmental Disorders of Infancy and Early
Childhood: its purpose, target age, structure and content of diagnostic axes, as well as about the steps already taken
domestically to promote the Classification in Russia. We show that the diagnostic Classification is the brainchild
of leading foreign experts in the mental health of children and that it is based on an analysis and extrapolation
of a large body of clinical data from around the world and covers a wide range of mental disorders experienced by
children during their first five years of life. The interdisciplinary focus of DC:0-5™ is emphasized, as well as the presence
in it of a crosswalk to the DSM-5 and ICD-10 systems, and the possibility to supplement these classifications taking
into account the age specificity of disorders. It was made note that this diagnostic classification is almost unknown
among Russian specialists. The report briefly touches on the results of the research activities of the interdisciplinary
research group of the Scientific Center for Mental Health (Moscow) carried out in the period between 2002 and
2017 and aimed at analyzing the diagnostic approaches proposed in the Classification and testing them on Russian
sample populations. The release of the Russian version of DC:0-5™ in 2022 by the non-profit organization Caritas
Social School (St. Petersburg), with the official consent of the DC:0-5™ developer and in cooperation with the Faculty
of Psychology of St. Petersburg State University, and an accompanying DC:0-5™ introduction course developed by
this team for Russian child mental health professionals were announced.

AHHOTALUMA

Uenb coobleHns — nHPopmMmpoBaTb POCCUNCKUX CMELManNCTOB B 06/1aCTU AeTCKOro NCUXMYECKOro 340p0oBbs
0 MeXAyHapOoAHOI [InarHoCcTnYeckon knaccupukaLmm HapyLLeHN NCUXMYeckoro 340P0Bbs 1 Pa3BUTUSA B MIaJeHYecTBe
1 paHHeM geTtctee DC:0-5™: ee HazHa4YeHW, BO3PACTHOW HaNpaBAeHHOCTY, CTPYKTYPE 1 CoAepXKaHUM ANarHOCTUYECKNX
oceil, a Takxe O Tex Luarax, KoTopble ObiNV NPeANPUHATEI OTeYeCTBEHHbLIMI CneLuanncTami no ee NonynspusaLmnm
B Poccum. MokasaHo, YTo JaHHasa AnarHocTnyeckas knaccnpukaums paspabatbiBanace BeAyLLIMU 3apyOexHbIMN
cneumanmcTamm B 061acTh MCUXMYECKOro 340p0BbS fjeTeld, OCHOBaHa Ha aHanun3e 1 0606LweHnn 60/1bLLIOro obbema
KNIVHMYECKNX AAHHbIX CO BCErO MM1PA U OXBaTbIBaeT LUMPOKUIA AMaNas3oH NCUXNYECKUX OTKIOHEHWI Y AeTell nepBbIX
NATU NeT XU3HW. [ojuepkHyTa MeXAnCUMNAnHapHas HanpasneHHocTb DC:0-5™, a Takke Hasnume B Heil mepeKkpecTHbIX
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ccblnok ¢ cuctemamy DSM-5 1 MKB-10 1 cnocobHOCTb AONOAHATL 3TW KnaccudukaLmm, y4nTbiBas BO3PaCcTHYO crneunduky
HapyLUeHnin. OTMeYeH TOT PakT, UTO CPeAn POCCUIACKNX CMeLnanncToB AaHHasA AMarHocTuyeckas knaccndurkaums
NPakTUYecKn He N3BeCTHa. B cO06LLLeHM KpaTKO OCBeLLeHbl pe3y/ibTaTbl HayYHO-UCCeA0BaTeIbCKON AeSATeNbHOCTU
MeXANCLMNINHAPHON HayYHOW rpynmnbl Hay4HOro LieHTpa NcMxmyeckoro 340poBbs (1. MockBa), TpOBOAVMON B Meproz
€ 2002 no 2017 rr. n HanpaB/JeHHOM Ha aHanu3 npeaiaraemblx kKnaccudukaLmen AnarHoCTUHeckMx NoAX040B N NX
anpobaLmio Ha POCCUNCKNX BbIBOpKax. AHOHCMPOBAH BbIXOA pycckoro nsganua DC:0-5™, ocylectBneHHbI B 2022 .
HekoMMepueckoi opraHusaumern «CoumaneHas wkona Kaputacy (r. CaHkT-NeTepbypr) ¢ opuLmanbHOro cornacus
KoMnaHun-paspaboTunka DC:0-5™ n B cOTpyAHMYeCTBe C pakynbTeToM ncvxonoruv Cre6rY, a Takke COMpOBOXAAROLLNIA
ero 03HakoMuTe/bHbIA KypC Mo ncnonb3osaHnio DC:0-5™, paspaboTaHHbIA 3TUM KONNEKTUBOM AN POCCUNCKNX

cneunanncToB B obnactun AETCKOro ncnxm4yeckoro 340poBbA.

Keywords: infancy; early childhood; mental disorders; diagnostic classifications; DC:0-5™

KnioueBble cqioBa: M/100eHYecmeo; PaHHee demcmeo; ncuxuyeckue paccmpoﬁcmea,’ duazHocmuyeckue

knaccupukayuu; DC:0-5™

The Diagnostic Classification of Mental Health and
Developmental Disorders of Infancy and Early Childhood
(abbreviated as DC:0-5™) is a comprehensive diagnostic
system accepted today in many countries outside Russia
as a standard in assessing the condition of children in their
early years of life with signs of mental disorder or mental
developmental disorder [1]. The DC:0-5™ classification
was developed and continues to be improved through
the efforts of the international organization ZERO TO
THREE (https://www.zerotothree.org), which, since the
1970s, has brought together leading experts in the
development and mental health of children in their
early years of life. Initially, the remit of the organization
was to analyze case reports from medical institutions
in a search for behavioral patterns that accompany
developmental problems in infancy and early childhood,
describe groups of disorders, create a set of diagnostic
categories, and so on. Later, ZERO TO THREE developed
an extensive diagnostic system based on five axes.
DC:0-5™ was released in 2016 and is now in the third
version of its diagnostic manual. The previous versions
of 1994 (DC:0-3) [2] and 2005 (DC:0-3R) [3] had a limit
on the age range of the children at the first three and
four years of life, respectively. The updated version of
DC:0-5™ covers the period from birth to 5 years inclusive;
i.e., until the child reaches the age of six.

In accordance with current global practices, DC:0-5™
is designed for the conduct of a comprehensive
interdisciplinary assessment of mental disorders in
a child, and, therefore, its structure is multi-axial.
Diagnostics is conducted in five directions (axes).

Axis I: Clinical Disorders is the central one. It contains a
description of more than forty types of mental disorders
that can afflict children from birth up to the age of six. All
early mental disorders are grouped under eight headings:
Neurodevelopmental Disorders, Sensory Processing
Disorders, Anxiety Disorders, Mood Disorders, Obsessive
Compulsive and Related Disorders, Sleep, Eating and
Crying Disorders, Trauma, Stress and Deprivation
Disorders, and Relationship Disorders. All disorders
are presented based on the following scheme: 1. The
diagnostic algorithm in the form of specific criteria for
the disorder and non-specific symptoms of impaired
social functioning of the child and/or their family, as
well as the age of onset of the disorder and its duration;
2. The diagnostic details of the disorder; 3. Additional
data to support the diagnosis; 4. The features of the
development of this disorder; 5. The population frequency;
6. Data on the course of the disease; 7. The risk factors
and prognosis; 8. The diagnostic problems associated
with the cultural characteristics of the family; 9. Gender
differences; 10. The differential diagnosis; 11. Information
about comorbidities; and 12. Where the diagnosis fits
into the DC:0-5™ diagnostic categories in the ICD-10 and
DSM-5 systems. The correlation of DC:0-5™ with the
DSM-5 and ICD-10 systems allows one to use the
classification as an additional one, taking into account
the pronounced specificity of the mental disorders of
infancy and early childhood. DC:0-5™ also contains the
special section “Crosswalk to DSM-5 and ICD-10."

Axes II-V are designed to assess environmental
and organic factors in terms of their impact in the
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development of the disease, its course, prognosis, and
also as a resource for the treatment and social
rehabilitation of the child. Thus, Axis Il: Relational
context proposes to evaluate a number of aspects of
the parental attitude towards a child with mental
disabilities: e.g., the parent’s ability to ensure the child’s
physical safety, meet his/her basic needs, educate
the child, encourage his/her involvement in societal
interactions, show interest in his/her personality and
development prospects, etc. Axis lll: Physical Health
Conditions and Considerations reflects the perinatal
conditions and influences that are significant from the
point of view of a psychiatric diagnosis, the presence of
congenital anomalies and genetic syndromes, sensory
deficits, chronic somatic, neurological and other diseases,
acute medical conditions, as well as the vaccination
status. Axis IV: Psychosocial Stressors provides a
framework for identifying and evaluating the strength
of the stress factors that can influence the onset and
course of a mental illness in an infant or young child,
including age-specific stress factors. The latter include
long-term separation from a parent or a person replacing
him/her, remarriage of a parent, the birth of a sibling,
placement in a foster family, and many others. Axis V:
Developmental Competence is aimed at assessing
the skills acquired by the child in the emotional,
cognitive, speech, social, and motor dimensions. This
assessment may be based on observations of the
child’s interactions with close adults, parent reports,
formalized developmental tests, and data from the
Developmental Milestones Table provided in the manual.

With each new edition, the Diagnostic Classification of
Mental Health and Developmental Disorders of Infancy
and Early Childhood has increased in volume and detail,
including more and more information about the issue of
early mental disorders, as well as the approaches used
to define and identify them. A working group consisting
of leading child psychiatrists and psychologists from
Europe and North America set out to analyze and
summarize the wide international experience gained from
practitioners on six continents [1]. Unfortunately, Russian
specialists in child mental health failed to participate.
Awareness on the part of our domestic child psychiatrists
and psychologists both of this initiative and its result —
the publication of a diagnostic manual has been and
remains extremely poor. At the same time, the demand in
modern clinical practice for such developments is huge.

In an effort to fill this gap to some extent, the scientific
group of the FSBRI “Scientific Center for Mental Health”,
headed by G.V. Skoblo, conducted a number of studies
in the period from 2002 to 2017 in order to analyze
the scientific and practical approaches offered by the
Classification [4-8]. During the studies, a working version
of the translation was made of the text of all editions,
diagnostic approaches were tested in Russian sample
populations, an analysis of conceptual approaches
to assessing the mental health of a small child was
undertaken, and parallels with diagnostics in Russian
child psychiatry and clinical psychology were identified.
This topic was covered in numerous materials published
in Russian scientific journals, as well as in a number
of reports at Russian and international scientific
conferences and university lectures.

A significant step forward in increasing awareness about
the DC:0-5™ classification in Russia will undoubtedly
be its Russian version, which has been published this
year [9]. It was published under the international
grant “Mental Health and Early Care”, implemented
by the non-profit organization Caritas Social School
(https://caritas-edu.ru), in cooperation with the Department
of Mental Health and Early Support for Children and
Parents of the Faculty of Psychology of the St. Petersburg
State University. All work was performed with the official
consent and assistance of the developer, ZERO TO THREE.
In addition, in October-December 2022, the Caritas
Social School plans to conduct an introductory online
course on DC:0-5™ in Russian. It is intended for a broad
audience of pediatric mental health professionals and
corresponds to the first stage of training in its use. This
courseisincluded in the program of additional professional
education “Mental Health of Infants and Young Children
(https://caritas-edu.ru/?events=psihicheskoe-zdorove-

"

mladenczev-i-detej-rannego-vozrasta).

Thus, the DC:0-5™ classification, slowly but consistently,
is coming to the attention of Russian child psychiatrists,
psychologists,
addressing the mental health of the smallest of patients.
At the same time, a number of its provisions require

and other specialists charged with

further acquaintance by the domestic professional
community, with a view to establishing a correlation with
the diagnostic and therapeutic practices in Russia, the
terminology, the ideas in the country about progress in the
development of children with mental ilness, etc. We have
already covered some of these issues in publications [5-7].
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However, the range of topics touching on the use of DC:0-5™
in Russia is quite wide and the very issue of a possible
adoption of the approaches developed in DC:0-5™
in the Russian psychiatric and clinical psychological
practice deserves separate consideration and analysis.
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ABSTRACT

BACKGROUND: Suicidal behavior by children and adolescents has been and remains one of the most intractable
of our social ills. Despite the general downward trend in suicide rates, children and adolescents remain one of the most
at-risk groups. Suicidal behavior in all its manifestations is a biopsychosocial problem in which the superiority of one
approach or the other cannot be unambiguously justified. It flows from this that strategies that aim to prevent suicide
should weave together not just the medical and psychological aspects of the issue, but the social, legal, pedagogical,
and other dimensions as well.

AIM: To develop an integrated approach that could provide primary, secondary, and tertiary prevention of suicidal
behavior in children, provide the routing of patients, and coordinate actions both between the outpatient link and
inpatient specialized care and between different departments, primarily between the Moscow Department of
Healthcare and the Department of Education.

METHODS: We analyzed the dynamics of the number of admissions to the Scientific and Practical Center
for Mental Health of Children and Adolescents named after G.E. Sukhareva of Moscow Health Department
(Sukhareva Center) with suicidal manifestations in 2019-2022. Organization of the Crisis Care Clinic (Crisis
Clinic), which specializes in helping children and adolescents aged 11 to 17 who find themselves in a situation
of psychological crisis, have suicidal tendencies, display self-injurious behavior, experience grief, violence, or have
suffered abuse.
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RESULTS: A comprehensive multi-disciplinary approach is identified as the most efficient way to treat and prevent
suicidal behavior in children and adolescents. Psychopharmacotherapy is used to influence severe depressive
symptomatology, reduce anxiety, moderate sedation, correct behavioral disorders, etc. In addition to medication,
comprehensive psychotherapeutic assistance is recommended. The leading therapeutic approaches are cognitive-
behavioral, including DBT, and family therapy, with the efforts of therapists concentrated on alleviating post-traumatic
stress, depression, and behavioral problems, as well as resolving intrafamily conflicts.

CONCLUSION: The need to remedy severe crisis conditions and their associated psychopathological repercussions
(including suicidal and self-harming behavior) calls for coordinated efforts on the part of specialists from different
fields of knowledge related to childhood and adolescence. Our analysis of the experience of working with
children and adolescents in the Crisis Clinic at the Sukhareva Center shows that there is high demand for such
highly specialized institutions and that the basic principles laid down at its creation, urgency, stage, and continuity
of care, poly-professionalism with a focus on non-drug treatment methods, orientation towards the patient's family
are relevant.

AHHOTALU WA

BBEAEHME: CyvunganbHoe rnoBejeHne feTein 1 NoAPOCTKOB BbII0 N OCTaeTCa OAHOM U3 Hanbonee 3HaYMMBbIX
coumanbHbIX NpobnemM. He cMOTPS Ha 06LLYHO TEHAEHLMIO K CHUKEHWMIO YPOBHS CYULMAOB, MOAPOCTKOBbLIN 1 FOHOLLIECKIA
BO3pacT OCTaeTCA OAHOW M3 OCHOBHbIX rpynmn pucka. CynmumaanbHoe noBejeHMe BO BCEX €ro MposiBAEHUAX
npeacTaBnseT cobor broncmxocoymanbHy0 NpobaemMy, B KOTOPO HEBO3MOXHO BblAeNNTb npeobnasjaHue Toro
VJIN HOTO noaxoza. COoTBETCTBEHHO, CTPaTerny NpeBeHLUnmn cynunaa 4oKHbI BKIKYaTb He TOJIbKO MeAULMHCKME
M MCUXONOrnyeckmne, Ho 1 coumanbHble, opuandeckne, nejarornyeckme N Jpyrvie acnekrol.

LLE/Ib: Pa3paboTka KOMMAEKCHOro noAxoAa, Mo3BOASOLLLEro obecneunTb NEPBUYHYHO, BTOPUYHYHO 1 TPETUYHYHO
npodUNakTUKy CynuuAanbHOro MnoBedeHUs Yy JeTeil, obecneynTb MapLUpyTM3aLMi0 MauMeHTOB, COrnacoBaB
LeNCTBUSA Kak MexXay ambynaTOpHbIM 3BEHOM W CTAaLMOHAPHONM Cneunan3vpoBaHHOM MOMOLLLIO, Tak U MexXay
pasNYHbIMN BEAOMCTBaMV, B MepBYyO o4yepelb, Mexay JlenapTaMeHTOM 34paBooxXpaHeHnsa 1 [lenaptaMmeHToM
06bpa3zoBaHMA r. MOCKBbI.

METO/bl: AHanu3 ANHaMUKK Yncna rocnutanmnsaumnii B LleHTtp nm. I.E. CyxapeBoii ¢ cynumaansHbIMU NPOSBAEHUAMM
B 2019-2022 rr. OpraHmsaumns KANHUKA KPU3MCHOM MOMOLLN, CReLManmn3npyoLLLencs Ha oka3aHny MOMOLLN AeTAM
1 nogpoctkaM 11-17 fieT, HaxoAALWMMCA B CUTyaLMM MCUXONOTMYECKOro Kpusmnca, MMerLWmM cynumjaibHble
TeHZEeHLMI, camonoBpexjatoLlee noBejeHmne, NepexmnBaroLLM rope, Hacuamre, XXecTokoe obpatleHue.

PESYJ/IbTATbI: Hanbonee 3¢pdekTMBHBIM ANa nedeHns 1 NpodUNakTUK CynumaansHOro noBejeHns y aeten
1 NOAPOCTKOB MNPU3HAH KOMMAEKCHbIV NOANNPodeccnoHanbHbIr Nogxos. NcrnxodapmakoTepanma UCMOoNb3yeTcs
[N191 BO3JENCTBUA Ha TAXENyH AenpeccrBHYO CUMNTOMATUKY, A5 CHUXKEHWUS TPeBOrW, yMepeHHOW cejaunn,
KOppeKkuuy HapyLleHni nosefeHns u 1.rn. IoMMMo MeAnKaMeHTO3HO, peKOMeHZ0BaHO LIMPoKoe NpuMeHeHue
ncuxoTepanesTUYeCcKOM nomMoLM. Beaywimmuy ncvxoTepaneBTUYECKMM MOAXOAaMU  ABAAETCA KOTHUTUBHO-
nosefeHueckas, B ToM umcne DBT, n cemeliHas ncuxoTepanus, Npy 3TOM YCUANS MNCUXOTepaneBToB HarnpasneHbl
Ha KynupoBaHMe MoCTTPaBMaTM4eckoro cTpecca, Jenpeccuy 1 noBejeH4Yeckmnx npobnem, a Takxke paspelleHye
BHYTpUCEMEHbIX KOHPANKTOB.

SAKJTIOYEHWME: Taknm 06pa3oM, HEOBXOAMMOCTb KOPPEKLIMN OCTPbIX KPU3MCHBIX COCTOSTHUIA 1 aCCOLIMNPOBaHHbIX
C HAMU ncMxonaToniornyecknx G¢eHoMeHoB (B TOM YKnc/ie CynunaanbHOro 1 caMornoBpexatoLlero nosejeHus),
TpebyeT CKOOPAVNHUPOBAHHBIX YCUIUIA CMeuManncToB 13 pasnyHbIX 06aacTell 3HaHWSA, CBA3AHHbIX C AeTCKUM
1 MOAPOCTKOBBIM BO3PacTOM. AHaNM3 OMbiTa PaboTbl C AeTbMU 1 MOAPOCTKaMU B YCTOBUAX KANHWKN KPU3MCHOW
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nomoLy npu Y3 «HMLU, N34MN nm. T.E. CyxapeBoi [13M» nokasblBaeT BbICOKYtO BOCTPEOOBAaHHOCTL Takoro poaa

y3Kocneunanm3npoBaHHbIX CTPYKTYP, @ OCHOBHbIE NMPUHLUMWIMbI, 3a/10Ke€HHbIe NMpu ee CO34aHNN — 6e30TNnaraTteNlbHOCThb,

3TAaNHOCTb N NPeeMCcTBEHHOCTb NMOMOLLN, I'IO}'II/II'IpO(beCCI/IOHaﬂbHOCTb C (I)OKyCOM Ha HeNeEKapCTBEHHbLIX MEeTOo4aX

NeYyeHnd, opneHTalnto Ha CEMbIO NaleHTa — akTya/lbHbIMUW.

Keywords: child and adolescent psychiatry; suicidal behavior in children and adolescents; crisis states; crisis clinic;

polyprofessional approach

KnoueBble cnoBa: demckas U no0poCcmMKo8as ncuxuampus, cyuyudaneHoe nogedeHue demeli U NOOPOCMKO8;

KpU3UCHble COCMOSIHUS; KAUHUKA KPpU3UCHOU NOMOWU; N0AUNpodeccuoHanbHeIl No0xXo0

Suicidal behavior by children and adolescents is one of the
most pressing and painful issues not only in psychiatry
and pediatry, but also in society as a whole. It is known
that only 5% of suicide attempts in adolescence have
psychotic motives, while personality disorders account
for up to 20-30%, the remaining causes being found
mainly in the so-called “adolescence crises”. The social
factors that provoke suicidal behavior in children and
adolescents can include difficult situations and chronic
conflictual relationships in the family and at school, sexual
and physical abuse, experience of domestic violence,
parental divorce, death of loved ones, substance abuse,
having a family member with a severe mental or physical
illness, own illness, and family history of suicide. Acute
periods of grief, fallout of violent episodes, bullying, and
long-lasting family and social conflicts can lead to the
formation of several psychopathological conditions, often
complicated by a propensity for self-harming and suicidal
behavior. It is known that the vulnerability adolescents
present against different, potentially psychogenic factors
is much more acute than it is at any other age because
of their high emotional vulnerability, the instability of
their emotional reactions, weakness of their regulatory
mechanisms, and volitional processes that display a
deficiency of forecasting and control over one’s own
actions. When analyzing the completed suicides among
children and adolescents, researchers from different
countries have come to conclude that conflict in the
family environment is the main trigger in those who
commit suicide. Children from single-parent families
or children that have difficult relationships with their
parents are at the highest point of risk as regards suicide.
About 5% of survivors of childhood abuse attempt suicide
within 10 years of the experience, and more than 36%
of them repeat the suicide attempt within 20 years. At
the same time, a parent that attempts suicide can result

in an almost 5-fold increase in the likelihood of children
committing suicide.

According to the WHO, the worldwide suicide rate
averages 10.5 (13.7 for men and 7.5 for women) per
100,000 population, ranging from 5 to 30 per 100,000
population in different countries. About 800,000 people
die by suicide each year [1]. In adolescents aged 15-19,
suicide becomes the second (for girls) and third (for
boys) cause of death, second only to traffic accidents
and homicide [2, 3]. It is believed that, for every
completed youth suicide, there are 100-200 suicide
attempts [4]. By age 18, about 4.1% of adolescents have
made at least one attempt at suicide [5]. In the Russian
Federation, annually one in 12 teenager makes a suicide
attempt, after which the risk of repeated suicide
attempts increases by 10-15 times in comparison with
the general population [6].

Suicide attempts remain not only the most important
risk factor for committing suicide in the future, but they
also lead to hospitalizations, injuries, inability to work, and
disabilities, putting a heavy financial burden on society.

Therefore, as the WHO stresses, the prevention of
suicidal behavior is a global imperative for the whole
world [1].

Suicidal behavior is a biopsychosocial problem in
which the biological, psychological/psychopathological
and social aspects are equally implicated. Prevention,
help, and rehabilitation of children and teenagers with
suicidal behavior is a multidisciplinary problem.

Thus, it is known that one of the major factors that
influence the occurrence and progression of suicidal
thoughts and intentions is a depressive syndrome of
varying etiologies, from psychogenic to endogenous
and exogenous-organic.

Depression in children and adolescents has been
found to increase their risk of suicide attempt by 6 times
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compared to the general population [5]. Approximately
14-25% of children and adolescents have experienced
at least one depressive episode by the time they reach
adulthood [7]. According to the British Epidemiological
Society, 41% of children aged 11 to 15 with depressive
disorders have attempted suicide [8].

Nevertheless, the scholarship of the motives of
suicidal behavior indicates that a large role is played
by micro- and macrosocial factors. The social factors
likely to lead to suicidal behavior in children and
adolescents can run the gamut of acute situations
and chronic conflict relationships in the family and
school, sexual and physical violence, being a witness
of domestic violence, parental divorce, death of loved
ones, substance abuse, having a family member with
a severe mental or physical illness, somatic illness,
suicide history in the family [9, 10]. Therefore, effective
help to an adolescent displaying suicidal behavior
is possible only through a multidisciplinary approach,
with the participation of the psychiatrist, psychologists,
and, in some cases, specialists in social welfare,
police, etc.

A look at the medical records of the Sukhareva
Center indicates an increase in hospitalized adolescent

patients with suicidal behavior. This reflects the dynamics
of suicidal behavior in Moscow as a whole, since the
Sukhareva Center is the only ambulance psychiatric
hospital in the city (Figure 1).

Of course, these figures are likely an underestimation,
since not all children and adolescents with suicidal
behavior are seen by a psychiatrist. Indirectly, the
scale of the problem can be assessed through the
number of corresponding inquiries on the Internet.
In 2020, 833 adolescents with suicidal behavior were
hospitalized at the Sukhareva Center while the number
of search queries in Moscow on the Yandex platform,
for example, containing the key words “kill yourself at
school” amounted to 12,134 [11].

Itis safe to say that there is a growing need for inpatient
care for this category of patients in Moscow. To solve
this problem, a Crisis Clinic was created at the Sukhareva
Center in 2019 by order of the Moscow Department of
Health [12].

The Crisis Clinic or Department of Critical Crisis
Conditions, which is an integral part of the Sukhareva
Center, specializes in helping children and adolescents
aged 11 to 17 that suffer from autoagressive, including
reactive or endoreactive, suicidal behavior.
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Figure 1. Number of children and adolescents displaying suicidal behavior per 100,000 of Moscow’s child population.
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The main principles upon which assistance at the
Crisis Clinic is built are multi-disciplinarity (collective
work amongst psychiatrists, psychologists, teachers,
pediatricians, and other specialists), patient-centeredness
(an individual approach to each case), staging of help
with continuity of each stage, orientation towards
the teenager's family, and trust between patients
and specialists.

The Crisis Clinic is located in a large, one-story
historical building (Medvednikovsky No. 14), surrounded
by landscaped courtyards and promenade areas. The
Crisis Clinic rooms are separate specialized structures —
hospital part (including isolated rooms), day hospital, and
post-hospital support office. This topology was dictated
by the need to provide both a staged approach to crisis
care and compliance with sanitary and epidemiological
requirements. At the same time, maintaining the structural
unity of the Crisis Clinic allows for the necessary continuity
in the care to crisis patients by psychiatrists, psychologists,
and specialists in family work, as well as educators, which
promotes a higher quality of adaptation of patients during
the transition to the next stage of treatment. The doctor
and psychologist “receive” the adolescent and his family
in the boxed area of the department (10 beds), “guide”
them through the 24-hour hospital (30 beds), “pick them
up” in the day hospital of the department (60 beds for
patients), and support them after discharge in the office
of post-hospital support (Figure 2).

The Crisis Care Cabinet operates on the platform
of the Sukhareva Center Clinical Diagnostic Department
and provides emergency consultative medical and
psychological assistance to children, adolescents, and

their families in crisis. In addition to medical care and
immediate decisions on necessary medical interventions,
the office provides psychological help to the families
of children in crisis, as well as family and individual
counseling. Patients can show up at the office without
first filling out an application form. Families with children
and adolescents in crisis can receive counseling in the
office without an appointment, on the day they present
themselves. A therapist and a psychologist are both
available at the office. During the first consultation, the
level of crisis and severity of the patient’s condition are
determined. If the child’s current condition threatens
their life and health, and medical care must be provided
immediately, emergency hospitalization is offered. If there
is no need for emergency hospitalization, but there are
indications for inpatient medical care, the patient and
family are offered planned hospitalization at the Sukhareva
Center, the specifics of the child's condition, the reasons
for which inpatient treatment is recommended, and the
goals and objectives of hospitalization are explained.
At the first stage of hospitalization, patients are
admitted to the adjacent unit that includes 8 isolated
rooms with a total of 12 to 15 beds, intended for
emergency hospitalization of patients in an acute crisis
situation, including those referred by psychiatrists of the
State Budgetary Institution of the city of Moscow “Station
of Emergency Medical Care named after A.S. Puchkov”
of the Moscow Health Department, district psychiatrists,
and specialists from the consultative and diagnostic
department of the Center. Isolation measures are taken
until the results of the research are in hand, after which the
child is transferred to the main section of the department.
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Figure 2. The structure of the Crisis Clinic at the Sukhareva Center.
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As soon as an adolescent is admitted to the department,
they are examined by a team of specialists, including
the head of the department, a child psychiatrist,
and medical psychologists (a pathopsychologist, an
individual psychologist, and a family psychologist). The
priorities at this stage are solving diagnostic questions,
determining the initial targets of individual and family
psychological corrective work, and prescribing emergency
psychopharmacotherapy, if needed.

As the appropriate examinations are conducted
(on average, within 5-7 days), patients are transferred
to the general hospital wards, the arrangement for which
(up to 8 people per ward) is done taking into account
clinical, as well as gender and age (including the grade
of schooling), specifics. The organization of the wards is
carried out with an emphasis on increasing the comfort
of the patient’s stay and creating a favorable psychological
(psychocorrectional) climate in the Department (including
engendering an atmosphere of mutual help and support
among patients and staff, the ability to store personal,
items and toys that have a special meaning, clothing,
the presence of “active” areas and lounging areas,
regular meetings, and phone calls with parents, etc.).
Additionally, the Department has specialized rooms for
school and rehabilitation sessions, individual, group, and
family psychological intervention.

The next stage in creating conditions for crisis resolution
is the continuation of treatment in the environment of the
Clinic’s day hospital. Children and adolescents report
to the Crisis Clinic daily for the beginning of classes and
procedures, while they may spend a significant portion of
the day, as well as weekends, at home. Such a significant
relaxation of routine requirements is possible if the
patient and their relatives have been convinced to seek
help and treatment and abandon the idea of suicide in the
presence of good family support. At this stage, the entire
scope of therapeutic and correctional measures begun
in the 24-hour inpatient hospital is preserved, including
school and rehabilitation classes, various psychological
interventions, and the work of a family psychologist.

After a stabilization of the mental condition, elimination of
the most pronounced psychopathological manifestations,
and discharge, further observation of children and
adolescents under crisis is performed on an outpatient
basis in the psychiatric inpatient post-hospital support
office. In such cases, the patients are treated by physicians
and psychologists at the clinic, which ensures the

necessary continuity and uninterrupted use of medication
and therapy. The post-hospital support system is located
in a separate wing of the Crisis Clinic and has a separate
entrance, lobby, and sanitary block.

Between October 1, 2019, and September 30, 2022,
crisis-room specialists conducted 8,481 consultations,
with a total of 3,711 patients contacting the room
during this period. Among them, 654 (17.6% of those
contacted) were referred for emergency hospitalization
with consultation in the office, and 1,542 (41.6%) were
referred for planned hospitalization in the Center. The
remaining patients received outpatient care in the office.
The age of those who reached out for help ranged from 6
to 17 years, most often parents with adolescents applied
to the office, and the most numerous contingent was
adolescents aged 14-17 years. Girls were treated twice as
often as boys. Patients were most often diagnosed with
disorders from the groups F90-F98 “Emotional disorders,
conduct disorders that usually begin in childhood and
adolescence” (32.73%), F30-F39 “Mood disorders”
(25.22%), and F40-F48 “Neurotic, stress-related and
somatoform disorders” (18.36%).

From October 2019 to September 2022, 2,465 children
(13.9% of all admissions) were admitted to the crisis unit.
Most patients (76.4%) were admitted as emergency cases
upon referral from the psychiatrist on duty at the “Station
of Emergency Medical Care named after A.S. Puchkov” of
the Moscow Health Department (44.8%) or upon direct
admission to a psychiatrist at the Sukhareva Center
(31.6%). At the same time, 72.6% of the children were
hospitalized initially, 13.3% were repeatedly hospitalized,
and 14.1% were repeatedly hospitalized within a year
after the previous discharge.

The vast majority of children and adolescents (over
94.5%) admitted to the Crisis Clinic were living in their
families, with 88 children (4.8%) being in foster care
and only 9 patients (0.4% of all hospitalized) being
institutionalized. School-age children were predominant
among those admitted to the Crisis Clinic (more than
86.8%), with another 8.7% attending colleges and
universities, with only 4.1% of the patients not enrolled
in educational institutions.

The majority of children and adolescents admitted
to the Crisis Clinic displayed some suicidal manifestations
(62.07%). Among them, 14.93% were admitted after
a suicide attempt, while the rest had suicidal thoughts
and intentions.
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Among the methods of realization of a suicide attempt
in the general group of patients, vein dissection, poisoning,
falling from a height, stabbing, strangulation, and hanging
were predominent (Table 1).

The overwhelming majority of patients, along with
suicidal behavior, experienced episodes of non-suicidal
self-harm behavior (87%). The motive behind such
behavior had to do with a desire to calm down, “to let off
steam”, “to relieve tension”, etc. Self-injurious behavior
was superficial, did not threaten the patient’s life, and
was not conditioned by the intention to end one’s life.

For example, an adolescent 16-year-old girl had been
making surface cuts on her forearms with a pencil
sharpener blade over the past 2-3 years, usually after an
argument with her parents or peers. She did not seek
to kill herself, she was trying to “calm down” in this way,
she took precautionary measures, including treating the

Table 1. Methods used in suicide attemps among children
and adolescents admitted to the Crisis Clinic between
October 2019 and September 2022

Method Total group, %
(n=2.465)

Vein dissection 50.5

Poisoning 28.0

Falling from a height 15.6

Stab wounds 2.0

Asphyxiation, hanging 24

Transport related methods 1.0

Others 0.5

Total 100.0

Table 2. ICD-10 diagnostic categories of patients admitted
to the Crisis Clinic in 2019-2022

cuts with antiseptic. At the same time, she did not deny
having thoughts about not wanting to live, but she did
not act on them.

More than 81.22% of the children and adolescents
who sought help at the Crisis Clinic were young females.
The average age of those admitted for treatment was
14.7 years and that of the boys was 15.0 years.

The diagnostic categories of all children and adolescents
hospitalized between October 2019 and September
2022 were determined using ICD-10 criteria (Table 2).
Depressive syndromes of various nosological affiliations
dominated the clinical picture in the vast majority
of children. The most frequently diagnosed were
depressive episodes (39.8% F32) and disorders of
emotions and behavior, with onset in childhood and
adolescence (25.8% F92, F98). Schizophrenic spectrum
disorders (15.1%); predominantly schizotypal disorder
F21; and, even more rarely, stress-related neurotic
disorders (10.9% F40-48) were observed less frequently.
A small number of patients had eating disorders
(F50 — 6.1%), organic brain damage (F06-07 — 1.6%),
and mental retardation (F70 — 0.7%). The relatively
small share of patients with neurotic and stress-related
disorders can be explained by the fact thatin many cases
their manifestations at admission were considered to be
symptoms of affective disorders, which are associated
with age-specific features of the course of psychogenesis
in children and adolescents in the form of an atypical and
incomplete clinical picture and dynamics.

The central role in the care provided at the clinic
is played by psychotherapeutic methods of treatment
and rehabilitation: sessions with a family psychologist,
individual and group work with a crisis psychologist, art
therapy, clinical career guidance, sand therapy, dance and
movement therapy, theater workshop, biofeedback, creative
workshops, a cooking studio, and many more activities
for the patient and their family. Corrective work is
built around a family-oriented approach and consists of
individual and group psychological corrective sessions,
work with family psychologists, psychopharmacotherapy,
physiotherapy, and medical and pedagogical remediation
with the staff of the clinic.

Work with a family psychologist begins, as a rule,
during the first week of hospitalization; parents and
the teenager are invited to a meeting with the family
psychologist; often, other family members are also
invited. The subsequent format of intervention and

Diagnosis Total group, %
(n=2.465)

F31-F38 39.8

F92, F98 25.8

F20, F21 15.1
F40-F48 10.9
FO6-FO07 1.6

F50 6.1

F70 0.7

Total 100

86

Consortium Psychiatricum | 2022 | Volume3 | Issue 4



frequency of meetings for each family is determined
together with the attending physician and psychologists;
the most standard frequency is 1-2 times a week. As
a rule, during family therapy, parents and the teenager
and sometimes only parents are assigned homework:
the tasks can be very different, from the organization
of board games to the creation of a family genogram —
and performance of a task between meetings, along with
the use of other original aids, is an important moment
in the process of rehabilitation for the child.

No less important are individual and group psychological
remediation sessions, which begin from the first days of the
patient’s stay at the Crisis Clinic. Specialists at the Crisis Clinic
have developed three original programs of psychological
correction: intensive, basic, and supportive, and the
choice of a particular program is made based on the
opinions of the members of the multi-disciplinary team
of specialists. Psychological care is focused on increasing
psychological differentiation, which can manifest itself
in an increase of emotional intelligence and the degree
of self-control (development of adaptive coping strategies);
in a qualitative transformation of self-awareness related
to the separation and individualization of the personality,
search for oneself; in improving the quality of cognitive
and personal abilities related to the understanding and
relevant evaluation of one's capabilities, resources, and
how they correlate with the desired qualities. The most
successfully applied models, on which psychological help
to children and teenagers is based, are the following:
therapy based on mentalization (within the framework
of the psychodynamic approach); functional behavior
analysis, and training in functional communication (within
the framework of the cognitive-behavioral approach); and
communicative training directed at improving the quality
of interpersonal interaction (for group work). Group
psychological remediation sessions are presented in the
following basic directions and variants: group skills (DBT,
communicative training); “Me and Family”; body image and
eating behavior; and stress management. To increase the
effectiveness of psychologically corrective interventions
with children and teenagers, the specialists at the Clinic
developed original manuals (including workbooks for
psychological sessions, individual and anti-crisis plans,
etc.) and methods.

In addition, adolescents attend various therapeutic
and remedial activities supervised by the Center's
rehabilitation units: cooking studios, classes in the

theater studio, creative studio, photo club, DJ and guitar
workshops, yoga, therapeutic physical training, painting,
mime therapy, and more. Educational outreach projects of
communication between patients and art historians in the
form of lectures, master classes, and discussions take
place regularly. One of the important areas of scientific and
practical work at the Crisis Clinic and Sukhareva Center is
the reduction of stigmatization of mental illness. In this
area, discussion clubs, mental health festivals, lectures,
and master classes are held with adolescents and parents.

Most the
psychopharmacotherapy with medications

patients at Crisis  Clinic receive

from
various nomenclature groups, including neuroleptics,
antidepressants, tranquilizers, and mood stabilizers.
All medication is prescribed on an individual basis,
at minimum or average age dosages, and with
consideration of possible somatoneurologic side effects
and age restrictions. Therapy with neuroleptics of
mainly anxiolytic action (Alimemazine, Thioridazine,
Chlorprotixen, etc.) and tranquilizers (Hydroxyzine,
Tofizopam, Fabomotizole, etc.) are administered in the
presence of acute or moderately acute neurological
side effects and are used for acute and subacute
anxiety disorders, while broader spectrum neuroleptics
(Aripiprazole, Quetiapine, Clozapine, Paliperidone,
Perphenazine, Risperidone, Sulpiride, etc.) are prescribed
for endogenous and endoreactive depression in bipolar
disorder. Antidepressants (Amitriptyline, Clomipramine,
Sertraline, Pirlindol, Fluvoxamine, etc.) are also used
to relieve depressive manifestations. Nomothetic drugs
(Lamotrigine, Carbamazepine, salts of valproic acid, etc.)
are used as a component of complex pharmacotherapy,
in combination with neuroleptics and antidepressants.
To suppress the development of side effects from the
use of psychopharmacotherapy and any exacerbation
of chronic somatic pathology, all patients are regularly
examined by a pediatrician and, if necessary, by
a neurologist, cardiologist, ophthalmologist, dentist,
or gynecologist.

When we analyze the work of the Crisis Clinic,
preliminary conclusions can be drawn about the
effectiveness of the multidisciplinary approach, with
a focus on family forms of assistance in the treatment
of children and adolescents who display suicidal
manifestations. Consequently, the analysis of the number
of repeated hospitalizations compared to the involvement
of family therapy suggests a decrease in the number
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of repeated hospitalizations, a more stable remission
pattern, more significant compliance with therapy,
and a decrease in the stigmatization of mental health
services, which facilitates the further “management”
of such patients.

The four years that have passed since the Crisis Clinic
opened have shown how relevant it is, the effectiveness
of its founding principles, and the need to involve
the child’s family in all stages of their treatment and
rehabilitation.

Article history:
Submitted: 24.09.2022
Accepted: 08.12.2022
Published: 16.12.2022

Authors’ contribution:

All the authors made a significant contribution to the
article, check and approve its final version prior to
publication.

Funding: The research was carried out without
additional funding.

Conflict of interest: The authors declare no conflicts
of interest.

For citation:

Bezmenov PV, Basova AYa, Deych RV, Severina YV. The
experience of the crisis clinic at the scientific and practical
center for mental health of children and adolescents
named after G.E. Sukhareva. Consortium Psychiatricum
2022;3(4):80-88. doi: 10.17816/CP218

Information about the authors

Bezmenov Pyotr Vasilievich, MD, Cand. Sci. (Med.), Chief supernumerary
specialist in child psychiatry, Department of Health of Moscow;
Scientific and Practical Center for Mental Health of Children and
Adolescents named after G.E. Sukhareva of Moscow Health Department;
ORCID: https://orcid.org/0000-0003-1904-0777

Basova Anna Yanovna, MD, Cand. Sci. (Med.), Deputy Director for
Research, Scientific and Practical Center for Mental Health of Children
and Adolescents named after G.E. Sukhareva of Moscow Health
Department; Associate Professor, Department of Psychiatry and Medical
Psychology, Pirogov Russian National Research Medical University;
ORCID: https://orcid.org/0000-0002-5001-8554

Deych Roman Vitalievich, MD, Cand. Sci. (Med.), Head of the department
of acute crisis states, Scientific and Practical Center for Mental Health of
Children and Adolescents named after G.E. Sukhareva of Moscow Health
Department; Associate Professor, Pirogov Russian National Research
Medical University; ORCID: https://orcid.org/0000-0001-7154-2999

*Severina Yulia Vladimirovna, Pediatric psychiatrist, Junior
Researcher, Scientific and Practical Center for Mental Health of
Children and Adolescents named after G.E. Sukhareva of Moscow
Health Department; Assistant, Department of Psychiatry and Medical
Psychology, Pirogov Russian National Research Medical University;
ORCID: https://orcid.org/0000-0002-8862-1623

E-mail: juliaseverina@yandex.ru

*corresponding author

References

1. World Health Organization [Internet]. World Health Statistics data
visualizations dashboard [cited 2022 February 09]. Available from:
http://apps.who.int/gho/data/view.sdg.3-4-data-reg?lang=en.

2. Eurostat [Internet]. Suicide death rate, by age group: Eurostat
2013 [cited 2022 September 30]. Available from: http://ec.europa.
eu/eurostat/tgm/table.do?tab=table&init=1&language=en&plugin
=1&pcode=tsdph240.

3. Berger GE, Casa A, Pauli D. [Prevention and interventions
for suicidal youth considerations for health professionionals
in Switzerland]. Ther Umsch. 2015 Oct;72(10):619-632.
doi: 10.1024/0040-5930/a000728. PMID: 26423880. German.

4.  Crosby AE, Han B, Ortega LA, Parks S, Gfoerer J; Centers for
Disease Control and Prevention (CDC). Suicidal thoughts and
behaviors among adults aged Z18 years — United States,
2008-2009. MMWR Surveillance Summaries. 2011 Oct;
60(13):1-22. PMID: 220121609.

5. Nock MK, Green ]G, Hwang |, et al. Prevalence, correlates, and
treatment of lifetime suicidal behavior among adolescents:
results from the National Comorbidity Survey Replication
Adolescent Supplement. JAMA Psychiatry. 2013 Mar;70(3):300-10.
doi: 10.1001/2013.jamapsychiatry.55. PMID: 23303463.

PMCID: PMC3886236.

6. Seleznev SB. [On the issue of suicidal activity of children and
adolescents of the Krasnodar Territory]. Tyumen medical journal.
2014;16(1):18-20. Russian.

7.  Lewinsohn PM, Rohde P, Seeley JR. Major depressive disorder
in older adolescents: prevalence, risk factors, and clinical
implications. Clin Psychol Rev. 1998 Nov;18(7):765-94.
doi: 10.1016/s0272-7358(98)00010-5. PMID: 9827321.

8.  Dubichka B, Goodyor J. Should we prescribe antidepressants
to children? Psychiatric Bulletin. 2005 May;29(5):164-167.
doi: 10.1192/pb.29.5.164.

9. SooleR, Kélves K, De Leo D. Suicide in children: A systematic
review [Electronic resource]. Arch Suicide Res. 2015. Available
from: https://pubmed.ncbi.nim.nih.gov/25517290/.

10. Maris RW. Suicide. Lancet. 2002 Jul;360(9329):319-26.
doi: 10.1016/50140-6736(02)09556-9. PMID: 12147388.

11.  Bebchuk MA, Basova AY, Lyapina ES, Bezmenov PV, Besschetnova OV.
[The social and medical problems of child psychiatry]. Problems
of Social Hygiene, Public Health and History of Medicine. 2021
Nov;29(6):1498-1504. doi: 10.32687/0869-866X-2021-29-6-1498-1504.
PMID: 34882323. Russian.

12. Order of the Department of Health of Moscow from 27.09.2019
N 851 “O reorganizatsii “Edinogo tsentra zashchity detei”
Departamenta zdravookhraneniya goroda Moskvy v kliniku
krizisnoi pomoshchi GBUZ “Nauchno-prakticheskii tsentr
psikhicheskogo zdorov'ya detei i podrostkov imeni G.E. Sukharevoi
Departamenta zdravookhraneniya goroda Moskvy". Available
from: https://base.garant.ru/73342401/. Russian.

88

Consortium Psychiatricum | 2022 | Volume3 | Issue 4



	Comment on “Violence Against Psychiatric Trainees: Findings 
of a European Survey”
	Egor Chumakov,1 Nataliia Petrova,1 
Ramya Vadivel,2 Dinesh Bhugra,3 
Antonio Ventriglio4 

	The Effect of Untreated Illness 
in Youth Depression: 
A Cross-Sectional Study
	Maria Omelchenko, Valentina Migalina, 
Vasiliy Kaleda

	Epidemiological Study on the Early Detection of Mental Disorders 
in Young Children in Russia
	Mikhail Ivanov, Irina Boksha, 
Elena Balakireva, Tatyana Klyushnik

	The Prevalence of Autism Spectrum Disorders in the Russian Federation: 
A Retrospective Study
	Natalia Ustinova1,2, 
Leila Namazova-Baranova2,3, 
Anna Basova1,3, Margarita Soloshenko2,4, 
Elena Vishneva2, Zoya Suleymanova2, 
Mikhail Lapshin1

	Community Mental Health Care 
in Aotearoa New Zealand: 
Past, Present, and the Road Ahead
	Rodrigo Ramalho, Shiloh Groot, Peter Adams

	Recent Developments 
in Community-Based Mental Health Care in Japan: A Narrative Review
	Jun Iwatani1, Junichiro Ito2, 
	Yukiko Taguchi3, Tsuyoshi Akiyama3

	DC:0–5™ Diagnostic Classification 
of Mental Health and Developmental Disorders of Infancy and Early Childhood: Promotion in Russia
	Galina Skoblo1, Svetlana Trushkina2

	The Experience of the Crisis Clinic 
at the Scientific and Practical Center 
for Mental Health of Children 
and Adolescents named 
after G.E. Sukhareva
	Pyotr Bezmenov1, Anna Basova1,2, 
Roman Deych1,2,  Yulia Severina1,2




