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Suicide Attempt Violence: Gender
Differences, Diagnosis and Psychiatric
Care Seeking in Mexico City

doi: 10.17816/CP13457
Original research

Danae Alejandra Juarez-Dominguez’, JaHas Anexanapa Xyapec-fomunrec’,
Karen Michelle Arteaga-Contreras?, Kapen Muwens Apteara-KonTpepac?,
Héctor Cabello Rangel? 3kTop Kabenbo Pauxenn’
! National University Autonomous of Mexico, Mexico City, T HayuoHaneHbIl a8MOoHOMHBbIU yHUsepcumem Mekcuku,
Mexico Mexuko, Mekcuka
2 psychiatric Hospital “Fray Bernardino Alvarez”, Mexico City, 2 [lcuxuampuyeckas 60a6HUYQA “Fray Bernardino Alvarez”,
Mexico Mexuko, Mekcuka
ABSTRACT

Suicide cases in Mexico have increased during the last two years and are the second-leading cause
of death in the young adult population.

To describe gender differences in violent suicide attempts as relates to diagnosis and the seeking of psychiatric care.

A descriptive retrospective study was conducted. The referral forms of 241 patients who had attempted
suicide were analyzed.

The mean age of the patients was 29.1 (SD=10.8) years, n=140 (58.1%) of the sample were women. Affective
disorders were the most frequent diagnoses for both sexes. Women were more likely to delay seeking psychiatric
care: 60 days versus 30 days of delay for men (p=0.009). Men were shown to more frequently resort to violent suicide
methods. Both women and men who used violent suicide methods were shown to delay by more days the seeking of
psychiatric care than those who were found to have used non-violent suicide methods.

We found that patients who use more violent methods of suicide took longer before seeking psychiatric
care. This delay in accessing psychiatric care can be thought to contribute to the fact that completed suicides are more
frequent within that category of patients. The majority of suicide attempts occurred in the 17-24 years age group;
therefore, it seems reasonable to analyze the existing barriers to seeking psychiatric care, mainly in the young adult
population, and to design strategies to bring mental health services closer to this population group.

AHHOTALUNMA
3a nocneaHne 2 roga B Mexmnko yBenn4ymnocb YNCIo Cynumnaos, KOTopble, TakMm 06pa3oM, CTanu BTOPOIA
MO 3HAYNMOCTU NPUUMHON CMEPTY CPefun B3POC/IOro HaceIeHNss MOI00ro BO3pacTa.



Onwucatb reHaepHble pasnnyna cynunaanbHbIX NOMbITOK C MCNO/Ib30BaHMEM HAaCU/IbCTBEHHbIX cnoco6os
CYy4YeTOM ANAarHOCTUKU NCUXNYECKUNX paCCTpOVICTB N 4acCTOThbl o6pau.|,eH|/|9| 3a I'ICI/IXI/IanI/ILIECKOI‘fl noMouwbHo.

BbI10 NpoBeAeHO onuncaTe/ibHOe PeTPOCneKkTMBHOE nccieoBaHve. NpoaHan3npoBaHbl aHKeTbl 241
nauyeHTa, COBepLUVBLLEro cynumanbHy MomMbITKy.

CpegHuii Bo3pacT naumeHTos coctaBua 29,1 (SD=10,8) roga. XeHwwmHbl coctaBuan 58,1% BbIGOpPKK
(n=140). Y naupmeHTOB 060MX MOJOB YalLie BCEro AMNarHoCcTpoBann apPpekT1BHbIE PACCTPOCTBA. XKeHLLMHbI C 60/bLLel
BEPOSATHOCTBIO OTKNaAbIBaNN obpallieH e 3a NCUXMATPUYECKO MOMOLLBIO MO CPABHEHMIO C MY>XUMHAMM (3ajepxKa
B 0bpaLLeHun coctaBuna 60 gHer no cpaBHeHMto € 30 AHAMMK, COOTBETCTBEHHO, p=0,009). YCTaHOBAEHO, UTO MY>XUMNHbI
Yallle NpmberatoT K COBEPLUEHMIO CynUMAa C UCMOIb30BaHeM bosiee TpaBMaTUYHOrO Cnocoba. Takxke oTMeYeHo,
UTO U XXEHLLUMHBI, N MYXX4UHbI, NCMONb30BaBLUNE HACUABCTBEHHBIV CMNOCO6 COBEpLUEHNS CYyULIMAANLHON MOMbITKY,
OTKNIaAblBany obpalleHme 3a NCUXMATPUYECKO MOMOLLbIO Ha BosbLLee YNCI0 AHEN, YeM Te, KOTopble MPUMEHSAAN
MeHee TpaBMaTWUHbIe CNOCOo6bI.

Mbl NPULLAN K BbIBOAY O TOM, YTO MaLMeHTaMm, KOTOpble NCMOob30BaAM HaCUNbCTBEHHbIE CMOCO6bI
COBepLUeHNs CynUMAaNbHOM NONbITKY, TPe60BaNoch 6o/bLue BpeMeHN A1t MPUHSATAA peLleHns 06 obpalleHnn 3a
NCUXMaTPUYECKOW MOMOLLBLI. MOXHO MPEeAnonoXuTh, YTO No3jHee obpalleHre 3a NCUXMATPUYECKO MOMOLLbHO
CrocobCTBYeT TOMY, HTO CPeAV 3TOV KaTeropym NaLMeHTOB Yallie PerycTpupyoT 3aBepLUeHHbIe CynLnabl. BonbLWLNHCTBO
cNlyyaeB CynUMAanbHbIX MOMbITOK 3aperncTpUpoBaHO B BO3PACTHOM rpynne 17-24 net, No3ToMy npeAcTaBaseTcs
LienecoobpasHbIM NPOaHaNN3MPOBaTh CyLLECTBYIOLLME NPeNATCTBYSA K 06paLLeHIIo 33 NCUXMaTPUUECKON MOMOLLbIO,
B OCHOBHOM CpeAu MO/IOAbIX B3POC/IbIX, @ TaKXKe pa3paboTaTb CTPaTerv Nno NoBbILLEHWIO AOCTYMHOCTM CYX6 OXpaHbI
NCUXNYECKOro 340POBbs A1 3TOV FPynMbl HaceNeHns.

INTRODUCTION pre-pandemic period [2]. In New Zealand, an increase in

According to the World Health Organization (WHO), 700,000
people commit suicide each year, which translates into
arate of 11.4 per 100,000 inhabitants." In various regions of
the world, suicidal behavior has increased in recent years;
in the United States, emergency room visits for suspected
suicide attempts have increased by 50.6% among girls
aged 12-17 years compared to the same period in 2019 [1].
Since 2014, the suicide rate has decreased in older adults
and increased in adolescents and young adults in the
Americas, making it the second-leading cause of death
in the 15-29 age group (with a rate of 13.8 per 100,000
population), after road traffic accidents.? In Greece, an
increase of 10.40% was documented compared to the

suicidal ideation was observed in 18- to 34-year-olds who
had lost their jobs or faced the prospect of reduced income
[3]. In Mexico, according to data from the National Institute
of Statistics and Geography (INEGI by Spanish acronym),
during 2020 673 more deaths by suicide compared to the
previous year were recorded, an increase from 5.4 to0 9.9
per 100,000 inhabitants.?

Suicide is defined by the WHO as the deliberate act of
taking one’s own life; its prevalence and the methods used
vary by gender; for men, asphyxia was the most commonly
used method in the Central American, Hispanic Caribbean,
and Mexico subregions, while in South America and
North America firearms were the main method used. For


https://www.inegi.org.mx/app/tabulados/interactivos/?pxq=Salud_Mental_07_f6061818-d620-4269-adbb-d4376cc22c0d

women, poisoning was the most frequently used method in
North America (36.5%) and in the non-Hispanic Caribbean
(57.4%)." In Mexico, amongst men, in order of frequency,
hanging comes fist followed by firearms and poisoning,
while the hierarchy for women is hanging, poisoning,
and firearms [4]. The choice of method when attempting
suicide depends on factors such as accessibility and cultural
acceptability, as well as physical availability and cognitive
accessibility [5]. Another factor affecting suicidal behavior
is people’s living conditions, which was affected by the
pandemic caused by the SARS-CoV-2 virus; in particular,
restrictions on movement resulted in an increase in mental
disorders such as anxiety and depression, as well as
substance use.

According to data from the National Health and Nutrition
Survey of 2022 in Mexico, the prevalence of suicidal behavior
at some point in life in adolescents stands at 6.5%, while
that for adults is at 3.5%. Some 13% of adolescents who
attempted suicide were hospitalized, while the remainder
were denied hospitalization [6]. It remains unknown whether
those who were denied hospitalization had received any
psychiatric or general medical care, which is of concern
since people with suicidal ideation face a 10-fold increased
risk of death by suicide [7]. Likewise, the lack of access to
health care aggravates the situation since the likelihood of
committing suicide after a suicide attempt stands at 2.8%
after one year, 5.6% after five years, and 7.4% at 10 years.
This indicator is closely tied to the psychiatric diagnosis [8];
therefore, individual follow-up of such patients is essential in
preventing a new attempt. The recent COVID-19 pandemic
has perturbed the scenario of suicidal behavior. Various
works by researchers have reported broadly divergent
results. These range from those that have uncovered
an increase in suicidal ideation during the pandemic to
studies that have recorded no movement in that parameter
compared to previous years [9-12]. Still other studies
have reported a decrease in suicidal behavior [13-15].
Contrarily, in Mexico the number of completed suicides
is shown to have increased during 2020, particularly in the
young adult population, accompanied by an increase in
depressive and anxiety disorders [16].

The most affected age group was the 18- to 24-year-old
range, and the Hispanic population exhibited a higher
prevalence rate of these symptoms [17]. It was also
documented that school confinement and stress associated
with issues around school contributed to the prevalence
of suicide [18]. Suicidal ideation was more prevalent in

young adults, women, and people experiencing economic
hardship, chronic illnesses and mental disorders [19, 20].

In Mexico, the methods used in completed suicides
are known but data is limited on the time it takes to seek
psychiatric care between the onset of symptoms and the
emergence of suicidal behavior. Our purpose was to study
gender differences in violent suicide attempts, as well as
diagnosis and psychiatric care seeking in patients that
visited a psychiatric emergency room because of suicidal
behavior. We hypothesized that there are statistically
significant gender differences in patients with suicidal
behavior who seek psychiatric care; the degree of violence
that accompanies a particular suicide attempt seems to
have something to do with gender and the severity of
one's mental condition (humber of diagnoses).

METHODS

This study was based on a descriptive, retrospective, and
cross-sectional design.

The sample was composed of the reference forms of
patients who had been attended for in the emergency
ward of Psychiatric Hospital “Fray Bernardino Alvarez”
(PHFBA) for suicidal behavior. The finite sample formula
was used to calculate the sample size with the following
parameters: confidence level Z=1.96, percentage of the
population with the desired attribute p=11%, percentage
of the population without the desired attribute q=89%,
maximum accepted estimation error (e)=4%, and universe
size (N)=11800. Calculated size n=241. To collect the sample,
we selected 15 bundles of referral forms by the simple
random method, from which 241 referral forms of patients
with suicidal behavior were obtained.

The reference forms of patients treated in the emergency
department of PHFBA in the period March-December
2020 were used for the purposes of the study. The forms
contain the following variables: a) age; b) sex; c) suicide
attempt defined as self-harming behavior with a non-fatal
outcome, accompanied by evidence (either explicit or
implicit) that the person intended to die [21]; d) psychiatric
diagnosis according to the International Classification of
Diseases, 10™ revision (ICD-10); e) time elapsed from the
onset of symptoms for the current episode to the seeking



of psychiatric care; f) number of health establishments
visited before receiving psychiatric care in the current
episode; g) severity of the suicide method used, classified
into violent methods (hanging, strangulation, suffocation,
gunshot, jumping from a high altitude, or throwing oneself
against a moving vehicle) and non-violent methods (blunt
or sharp injuries, substance poisoning); and h) number of
diagnoses (one, more than one) [22].

Descriptive statistics was used for the qualitative
variables absolute and relative frequencies, as well as
for the quantitative variables measures of main tendency
and dispersion. The distribution was tested using the
Kolmogorov-Smirnov test. The Mann-Whitney U test
was used as the hypothesis test. The Chi-square test was
applied for categorical variables. The variables (sex and
the presence of more than one psychiatric diagnosis)
that showed p <0.05 were included in the binary logistic
regression analysis. The analysis was carried out using
the SPSS version 26 statistical software.

Age (years)

Time elapsed from the onset of symptoms to the seeking
of psychiatric care (days)
Me [Q1;Q3]

Number of health institutions visited before receiving
psychiatric care (n=128)

Me [Q1;Q3]

Main diagnosis
Diagnosis

Men N=101 (%)
Organic mental disorders 2(1.98)
Substance use disorders 12 (11.8)
jchaophrema, schizotypal, and delusional 14(13.86)

isorders

Mood (affective) disorders 36 (35.6)
Stress-related disorders 10(9.90)
Personality disorders 23 (22.7)
Intellectual disability 4(3.96)

Somatic diseases 0(0.0)

In accordance with the provisions of the Regulations of the
General Health Law on Health Research, the research was
deemed without risk. The Research and Research Ethics
Committees of PHFBA approved the project (registration
Cl-955 of January 23, 2023).

RESULTS

We collected 241 referral forms of patients who had sought
care after a suicide attempt between March and December
2020. We found a similar percentage of men and women
patients, 41.9% (n=101) and 58.1% (n=140), respectively.
The mean age of the sample was 29.1 years (SD=10.8).
For women it was 29.0 years (SD=11.5); and 29.2 years
(SD=9.8) for men. No statistically significant difference in
the Mann-Whitney U test was uncovered (Table 1).

For 214 cases (88.4%), it was the first case of psychiatric
care consumption since the onset of the current episode,
with statistically significant differences by gender (x2=4.737,
p=0.030). In addition, 111 (46.3%) patients reported having
visited two health institutions before they could secure

Men N=101 Women N=140 P*

29.2 (£9.8) 29.0 (£11.5) (U=6637) 0.417
30 [14; 180] 60 [6; 365] _

(min 7 - max 7565) | (min 7 - max 6570) L=k e
21[1; 2] 2[1;2]

(min 1 - max 4) (min 1 - max 5) (U=7943) 0.027
n=57 n=71

X df p
Women N=140 (%)*
1(0.7) 0.765 1 0.382
3(2.1) 9.533 1 0.002
1(0.7) 17.375 1 0.001
55(39.5) 0.331 1 0.565
13(9.35) 0.026 1 0.873
62 (44.6) 11.894 1 0.001
2 (1.4%) 1.549 1 0.213
2 (1.4%) - = -



psychiatric care, while 17 (7%) had visited more than two
health institutions, with gender-based statistically significant
differences (U=7943, p=0.027) (Table 1).

Women delayed the seeking of psychiatric care from the
time of onset of symptoms longer compared to men by
a median of 60 versus 30 days (U=4893, p=0.009) (Table 1).

In both men and women, personality and mood (affective)
disorders were the most frequent diagnoses, but stress-
related disorders were more recurrent in women, as
well as primary psychotic disorders in men. There were
statistically significant differences for the latter (x2=17.37,
p=0.001) (Table 2).

We found that 76.7% of the patients had some comorbid
psychiatric diagnosis (74 men and 111 women). The most
frequent were substance use disorders (12%), personality
disorders (31.9%), affective disorders (15.3%), and stress-
related disorders (7.4%), respectively. The least frequent
comorbid disorders were eating disorders (one case),
pervasive developmental disorders (two cases), intellectual
disability (eight cases), and somatic disorders (three cases).

Age group n (% by column) [years]

The majority of the suicide attempts fell on young
people aged 17-24 years. In this group, the most frequent
main diagnosis was personality disorders n=46 (43.8%),
while in the groups aged 25-40 and 41-59 years the most
frequent diagnosis was mood disorders: n=40 (41.2%) and
n=14 (42.4%), respectively. The chi-square tests showed
statistically significant differences for organic disorders
and personality disorders. The older adult population
group constituted five (2%) patients of the sample; two
cases related to cognitive impairment (Table 3).

Regarding the methods used to attempt suicide, poisoning
was the most frequent for both sexes, while hanging or
strangulation was significantly more frequent in men
compared to women (x2=47.784, p <0.05).

Regarding the methods, men used more violent suicide
methods (hanging, jumping from the heights or using
a moving vehicle) than women, with statistically significant
differences (x2=22.210, p <0.05) (Table 4).

Patients with more than one psychiatric diagnosis
used more violent suicide methods (x*=7.940, p <0.05).

Chi-square test

Diagnosis
17-24 25-40 41-59 >60 X df | p

Total in column 105 (100%) | 97 (100%) 33(100%) | 4 (100%) - - -
Organic disorders 0(0.0%) 0(0.0%) 1 (3.0%) 2(40.0%) | 6450 |3 <0.001
Substance use disorders 3(2.9%) 9 (9.3%) 3(9.1%) 0(0.0%) 4.31 3 0.23
Schizophrenia, schizotypal, and delusional disorder 5 (4.8%) 9 (9.3%) 1(3.0%) 0 (0.0%) 2.76 3 0.43
Mood (affective) disorders 36 (34.3%) | 40(41.2%) | 14(42.4%) | 1(20.0%) | 1.91 3 0.59
Stress-related disorders 13(12.4%) | 4 (4.1%) 5(15.2%) | 1(20.0%) |6.20 3 0.10
Personality disorders 46 (43.8%) | 33(34.0%) | 6(18.2%) | 0(0.0%) 1041 |3 0.02
Intellectual disability 2 (1.9%) 1(1.0%) 3(9.1%) 0 (0.0%) 7.07 3 0.07
Somatic diseases 0 (0.0%) 1(1.0%) 0(0.0%) 1(20.0%) |- - -
Method [ICD-10] Men n (%) Women n (%)

Intentional self-poisoning by and exposure to antiepileptic, sedative, hypnotic, 34(14.1) 86 (35.7)
Non-violent | antiparkinsonian, or psychotropic drugs [X60-X69] ' ’
methods

Intentional self-harm by sharp or blunt object [X78-X79] 32(13.3) 41(17.0)

Intentional sglf-harm by hanging, strangulation and suffocation [X70], by drowning 25(10.4) 10 @4.1)
Violent and submersion [X71]
methods Intentional self-harm by jumping from a high place [X80], by jumping or lying before 9(3.7) 3(1.2)

moving object [X81], by crashing of motor vehicle [X82] ’ ’
Intentional self-harm by unspecified means [X84] 1(0.4) -
Total* 101 (41.9) 140 (58.1)"



B Standard error | Wald
Sex (men) -1.577 0.364 18.745
Diagnosis (>1) -0.919 0.372 6.111

The regression model had a good fit according to the
Hosmer-Lemeshev test p=0.971. Being male and having
more than one psychiatric diagnosis increased the risk of
violent suicide attempts (Exp(B)=0.207 Cl 95%: 0.101-0.402
and Exp(B)=0.399, 95% Cl 0.192-0.827 p <0.05) (Table 5).

The mean time from symptom onset for the current
episode to the reception of psychiatric care for patients
who had attempted violent suicide was longer than that for
patients who had attempted non-violent suicide, but the
difference was not statistically significant (705 versus 493,
U=2377.0, p=0.765). The median time from symptom onset
to psychiatric care for both groups was 135 days (min=7,
max=7665). The median number of health institutions
visited within the current episode was the same between
patients who chose violent and non-violent suicide attempts
(median 2, min=1, max=5, U=4821.0, p=0.294).

DISCUSSION

We studied the gender differences in the methods
used to attempt suicide and the time gap in seeking
psychiatric care. We found that women displayed a higher
frequency of suicide attempts, that the most affected age
group was the 17-24 years, which is consistent with the
study by Benke et al. (2020), who noted that depressive
symptoms and perceived loneliness are increased in young
adults, as well as in people in that age group with mental
disorders [23].

Regarding the methods of suicide, we uncovered
statistically significant differences in terms of gender;
men used methods that are more violent, while women
used poisoning more frequently. This is in line with the
data reported in France, where deliberate poisoning was
more frequent in women and men who used methods
related to a high likelihood of death [24]. In that study, the
most frequent diagnoses were substance use and mood
disorders. In our case, personality and mood disorders
were more frequent, since in our results, patients who

gl

95% C.I. EXP(B)

Sig. Exp(B)

Inferior Superior
0.0001 0.207 0.101 0.422
0.013 0.399 0.192 0.827

used more lethal methods of suicide were diagnosed with
some category of psychosis (schizophrenia, schizotypal,
or delusional disorders).

It was found that men inclined to use violent suicide
attempts delayed the seeking of psychiatric care. We
believe that the delay in seeking psychiatric care had the
potential to contribute to the marked differences in the
number of completed suicides. In Mexico, the man:woman
ratio is 8:2, and high-fatality suicide attempts accounted
for 90% of the deaths by suicide in Mexico City in the year
2020.# Unfortunately, for México there is a complete lack
of studies that provide data on the number of people
with completed suicide that had access to psychiatric or
psychological care.

The procrastination in seeking psychiatric care may be
due to barriers of geographic, administrative, or human
resources nature. In that perspective, it has been established
that the main barriers to accessing mental health care
are due to a lack of information on where to obtain it,
long waiting times, shortage of professionals, cultural
and geographical factors, as well as stigma and cost [25].
Barriers to accessing psychiatric care widen the treatment
gap for mental disorders in Latin America to a high 80% [26].
In our study, patients were found to have visited a median
of two general medical care institutions before they could
receive psychiatric care. One strategy would be to bolster
human resources. For example, in Japan the increase in
psychiatrists per resident was reflected in a reduction in
the number of suicides [27].

The availability of human and material resources for
mental health care is crucial in securing timely medical
attention: however, in our study the delay in seeking
psychiatric care and accessing it was considerable; so,
it is paramount to analyze the causes behind the gap in
seeking psychiatric care. It has been documented that in
the young population, the predisposition to handle the
problem by oneself or with friends and family constitutes


https://www.inegi.org.mx/app/tabulados/interactivos/?pxq=Salud_Mental_07_f6061818-d620-4269-adbb-d4376cc22c0d

the main barrier to accessing psychiatric care, to a greater
extent than costs and difficulties of transportation. Also,
having more than one psychiatric diagnosis is a predictor
of delay in seeking psychiatric care [28].

In our study, a high percentage of patients had more
than one psychiatric diagnosis, mainly affective disorders
co-occurring with personality disorders, and patients
between 25 and 40 years of age displayed high comorbidity
with substance use disorders. Patients with more than
one psychiatric diagnosis displayed a higher probability
of attempting violent suicide. There is confirmation that
having a psychiatric diagnosis with co-occurring mental or
behavioral disorders is a predictor of high expectation of
fatality when committing suicide, particularly in men [29].

The present work has limitations rooted in the fact that
it proved impossible to conduct a structured interview to
confirm the psychiatric diagnosis, since the diagnosis was
established through a clinical interview in the emergency
ward; it proved impossible to measure the magnitude of
the harm or the intentionality of the suicidal behavior.
The variables were limited to those contained in the
reference form of the general medical care unit that
referred the patient to the PHFBA.

CONCLUSION

As we have stated, suicide is a public health problem that
affects the entire population and, particularly, the young.
In conclusion, given the increase in suicidal behavior, the
Mexican health system must adopt strategies that would
allow prompt identification of patients at risk of committing
suicide and timely provision of care to them. In particular,
it is reasonable to assume that the availability of health
resources significantly affects the possibility of receiving
care. It also appears necessary to conduct an analysis of
the causes behind the delay in seeking psychiatric care and,
in addition, design strategies to detect those at a higher
risk, particularly men with more than one psychiatric
diagnosis.
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ABSTRACT

Self-stigma remains one of the most vexing issues in psychiatry. It complicates the treatment and
social functioning of patients with endogenous psychiatric disorders. Identifying the specific features of self-stigma
depending on the type and duration of the endogenous mental illness can help solve this problem.

The aim of this study was to establish the level and specific features of self-stigma in patients with various types
of chronic endogenous psychiatric disorders at different disease stages and to establish the correlation between the
level of self-stigma and the attitude of the patient to his/her disease and treatment.

Clinical psychopathology assessment, psychometric scales and questionnaires: “Positive and Negative
Syndrome Scale” (PANSS), “Questionnaire for Self-Stigma Assessment in Mentally Ill Patients”, and Russian versions
of the “Insight Scale for Psychosis” (ISP), and “Drug Attitude Inventory” (DAI-10). The cross-sectional study included
86 patients with endogenous mental illnesses (bipolar affective disorder and schizophrenia spectrum disorders.

The analysis of the results of the “Questionnaire for Self-Stigma Assessment in Mentally Ill Patients” showed
that at the initial disease stages the highest level of self-stigma is observed in patients with bipolar affective disorder
(M+0=1.22+0.73; Me [Q1; Q3]=1.10 [0.83; 1.60]), while the lowest level was observed in patients with schizophrenia
spectrum disorders (M+0=0.86+0.53; Me [Q1; Q3]=0.77 [0.31; 1.25]). Patients with schizophrenia and schizoaffective
disorder and a disease duration more than five years participating in a long-term comprehensive psychosocial rehabilitation
program also demonstrated high rates of self-stigma (M+0=1.20+£0.57, Me [Q1; Q3]=1.26 [0.89; 1.47]). The study groups
showed differences in terms of the structure of components of self-stigma and their severity; significant correlations
were uncovered between the self-stigma parameters and the attitude of patients to their disease and therapy.

The results of this study contribute to a better understanding of the specific features of self-stigma
in patients with various endogenous disorders at different stages of the disease. These data can be used as part of
a comprehensive psychosocial treatment program for this patient cohort, as well as for future research.



AHHOTALMA

CamMocCTUrMaTn3aums ocTaeTcst OAHOM 13 akTyaslbHbIX NPO6/eM COBPEMEHHOM NCUXmMaTpum, KoTopas
3aTPYAHSIET NeyeHue 1 coumanbHoe GYyHKLMOHMPOBaHME NaLMEHTOB C 3HAOreHHbIMU MCUXMYECKMU PacCTPONCTBAMM.
PelueHuto 3TOM Npo6aeMbl MOXET CNOCOBCTBOBAaTL onpejeneHne 0CobeHHOCTeN 1 cneundukn camoCcTurmaTmnsanmm
B 3aBMCUMOCTU OT GOPMbI U AIMTENBHOCTM 3HAOMEHHOMO NMCUXMYECKOro PpacCTPOMCTBa.

YCTaHOBWTb YPOBEHb M 0COBEHHOCTN CAMOCTUIMATN3aLIMN Y MALMEHTOB C Pa3IYHbIMU GOPMaMM IHAOTEHHbIX
XPOHNYECKMX NCUXMYECKNX PACCTPOIACTB Ha pa3HbIX 3Tanax 601e3HM 1 BbISIBUTb CBSA3b BbIPaXeHHOCTV CAMOCTUrMaT3aLmm
C OTHOLLIEHMEM K CBOEMY 3ab0/1eBaHUIO U IeYeHNI0.

KNMHNKO-NCMXONATONOrNYeCKNA, NCUXOMEeTPUYEeCcKMe LWKaabl U ONPOCHUKN («ONPOCHUK ANS OLLeHKU
$beHoMeHa camocTUrMaTU3aL My NCUXMYeckn 60nbHbIX», «LLiKana mo3UTUBHBIX U HeraTUBHBLIX CUMNTOMOB — «Positive
and Negative Syndrome Scale» (PANSS), pycckosi3bl4Hble BepCU ONPOCHMKOB «Oco3HaHme bonesHm» — «Insight Scale
for Psychosis» (ISP), «OTHOLLEHMe K NekapCTBeHHbIM NpenapaTtam» — «Drug attitude inventory» (DAI-10). MpoBeaeHo
KpOCCeKLMOHHOe nccieoBaHme 86 NaUnMeHToOB C IHAOMeHHbIMU MCUXMYeCcKMU 3aboneBaHnAMIN (bunonsapHoe
adpdexTMBHOE PaCCTPONCTBO 1 PaCCTPONCTBA LUM30PPEHNYECKOrO CNeKkTpa).

C nomoLubto «ONpOCHMKa AN oLeHKN deHOMeHa CaMOCTUrMaTU3aLnM NCUXNYECKU BONbHbIX»
YCTaHOBJIEHO, YTO Ha Ha4aNbHOM 3Tane 3aboneBaHNs HaNbONbLUNI YPOBEHb CAMOCTUIMaTU3aLMKM XapakTepeH Ang
naumMeHTOB C BUNoNspHbIM adpPekTnBHBIM paccTporicTBom (M+o=1,22+0,73; Me [Q1; Q3]=1,10[0,83; 1,60]), Hanbonee
HU3KWIA BbISIBAEH Y NaLMeHTOB C paccTpoicTBaMu winsodpeHmyeckoro cnektpa (M+o=0,86+0,53; Me [Q1; Q3]=
0,770,31; 1,25]). NaumeHTbl C LLn3oppeHmen 1 WwinsoadpdekTUBHLIM PacCTPOCTBOM U A/IUTENBHOCTLIO 3a601eBaHuA
6onee 5 net, yyacTBytoLLMe B AOJITOCPOYHON KOMMIEKCHOM NPOrpaMmMe NCMXoCcoumanbHOM peabunmTtaumm, Takxe
NPOAEMOHCTPUPOBANV BbICOKME NOKasaTenn caMmocturMaTusaumm (M+o=1,20+0,57, Me [Q1; Q3]= 1,26 [0,89; 1,47]).
B n3y4yeHHbIX rpynnax o6Hapy>XeHbl pasanyuns B CTPYKType KOMMOHEHTOB CaMOCTUIMaTU3auLMn NaLMeHToOB N KX
BbIPaXXEHHOCTU 1 NOMlyYeHbl 4OCTOBEPHbIE KOPPEeNsUMOHHbIe CBA3W MeXAy MokasaTensaMm camocTUurMmaTtmsaumn,
OTHOLLUEHVEeM NaLMeHTOB K MMeIOLLLEeMYCS MCUXMYECKOMY PacCTPOMCTBY M MOAyYaeMOMy NeYeHNo.

Pe3ynbTaTbl NPOBEAEHHOIO UCCIEA0BAHNSA YTOUHSIIOT U PACLLUMPSIOT UMEIOLMECS 3HAHWS 06
0COBEHHOCTSIX CAMOCTUIMATU3ALMN Y MaLMEHTOB C Pa3INYHbIMN SHAOTEHHBIMU PACCTPOCTBAMU Ha Pa3HbIX 3Tanax
3ab6oneBaHust. MonyyeHHble AaHHblE MOTYT MOCAYXUTb OCHOBOM ANS fanbHENLINX NCCNef0BaHWA, a Takxe ANs
MCMOJIb30BaHNS B KOMMJIEKCHOM MCUXOCOLMaNIbHOM JIeYEeH M TaKnX NaLEeHTOB,

INTRODUCTION

An analysis of publications in international scientific
databases (PubMed, Cochrane, Researchgate, Google
Scholar) related to stigma and self-stigma in mentally ill
patients showed that over the past 10 years (from 2013 to
2023), more than 2,000 papers were published, i.e. almost
as many as in the previous 50 years, after the concept
of “stigma” was first introduced in the psychiatry lexicon

in 1963 [1]. This increase is quite understandable and
indicates the relevance and importance of the notion, since
the negative consequences associated with the stigma of
mentally ill persons cause significant damage not only to the
patients themselves, but also to their families, society, and
the state. Traditionally, the WHO has considered the fight
against stigma and self-stigma in mentally ill patients to be
one of the most important areas of modern psychiatry.’


https://www.who.int/publications/i/item/9789241506021

As a result of stigma (social “ostracism” and social rejection
due to existing myths, prejudices, and stereotypes), mentally
ill patients tend to develop distrust toward psychiatric
services, raise barriers to seeking help, which can result
in a deterioration of their clinical state, non-compliance,
and adversely affect their social functioning [2]. There are
problems with work and studies, social life; the quality
of life suffers, while the risk of substance abuse, suicide,
and other consequences increases [3, 4]. The response
to the disease, related transformations, and a feeling of
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being “mentally ill” may result in a complex psychological
phenomenon known as self-stigma, which is a combination
of negative responses, experiences, assessments, and
personality changes [2].

Some researchers have stated that patients with
endogenous mental illnesses (e.g. schizophrenia,
schizoaffective disorder, bipolar affective disorder [BAD],
etc.) are more stigmatized and predisposed to self-stigma
compared to patients with other psychiatric disorders [5,
6, 7]. All over the world, increased attention is directed at
organizing comprehensive care for such patients as early
as at the initial stages of their disease [8, 9]. For patients
with schizophrenia spectrum disorders, the first five
years from the disease onset are considered the most
significant in terms of prognosis, treatment efficacy, and
outcomes. During this period, despite the intensity of
the psychopathology processes, there exists a tendency
towards their recurrence and towards the development
of chronic disorders, and they are at their highest stage
of plasticity and curability [10]. Similar data were obtained
in relation to BAD [11]. However, our observations have
shown that the patients at the initial disease stages may
underestimate the seriousness of their condition and
possible social life limitations (due to the lack of criticality),
and, consequently, they may be at a higher potential risk
of developing stigma and self-stigma. Moreover, changes
over time in self-stigma in a patient with a developing
mental illness is also of interest. In chronically ill patients,
the self-stigma becomes part of clinical manifestations, it
worsens their condition, and it leads to more pronounced
maladaptation [12].

Self-stigma has been shown to have complex, yet close,
links to motivation as regards treatment [13]. The inclusion
of elements of a fight against the stigma in psychosocial
rehabilitation (PSR) activities increases compliance
in patients [14], allows to achieve good adherence to
treatment, and helps to avoid many other negative clinical,

psychological, and social consequences associated with the
disease [15, 16]. However, in terms of the biopsychosocial
approach, it is advisable to consider sociodemographic,
as well as the clinical and psychological features of self-
stigma in order to develop effective, patient-centered
medical and rehabilitation programs.

Thus, the relevance of the issue is conditioned by the
need for an in-depth study of the problem of self-stigma
in patients with various types of endogenous mental
illnesses at both early and later stages of the disease and
its connection with the specific features of the attitude to
their psychiatric disorder and therapy.

This study was based on a general hypothesis holding
that the severity and structure of self-stigma are specific,
depending on the type of mental illness and its duration.
According to a particular hypothesis, there are associations
between self-stigma and the patterns of attitudes toward
the mental illness and treatment.

The aim of this study was to establish the level and
specific features of self-stigma in patients with various
types of chronic endogenous psychiatric disorders at
different disease stages and to determine the correlation
between the level of self-stigma and patient attitude to
his/her disease and treatment.

METHODS

This was an observational comparative cross-sectional study
of three groups of patients with endogenous psychiatric
disorders.

The study was conducted at the Mental Health Research
Center, mental health facilities in Moscow (Mental-health
clinic No. 1 named after N.A. Alexeev, Mental-health clinic
No. 4 named after P.B. Gannushkin), as well as at the
Regional Charitable Public Organization “Family and Mental
Health", between January and November 2023. In order to
ensure a high-quality assessment of patients mental state,
a clinical psychopathology assessment was conducted by
psychiatrists. The assessments using psychometric scales
were carried out once beyond the exacerbation period by
clinical psychologists, together with psychiatrists.

Patients were recruited to the study in a continuous
manner.

The inclusion criteria were as follows: verified diagnosis
of bipolar affective disorder (F31.xxx according to the



ICD-10), or schizophrenia spectrum disorder (F20.xxx,
F23.xxx, F25.xxx according to the ICD-10); mental illness
duration less than five years and a history of three and less
hospitalizations for patients with recent disease; disease
duration more than five years for chronically ill patients;
written voluntary consent of the patient to participate in
the study.

The exclusion criteria were as follows: refusal to participate
in the study; acute symptoms that prevent any assessment
(for patients with schizophrenia spectrum disorders,
five and more PANSS scores on each item); concomitant
structural brain disorders, and substance abuse.

The patients were allocated to three groups according
to their diagnosis and duration of their mental illness.

Group 1 “Schizophrenia spectrum disorders, first episode
psychosis” (SSD FEP), (n=39) included patients with psychotic
schizophrenia spectrum disorders (F20.xxx, F23.xxx,
F25.xxx according to the ICD-10) in accordance with the
criteria of the first episode psychosis used in this study
(duration of illness five years and less, history of three
hospitalizations and less). The patients were treated in
a daycare department at mental-health clinic No. 1 and
No. 4 in Moscow, or as inpatients in the Mental Health
Research Center.

Group 2 (BAD) included patients with the F31.xxx
diagnoses according to the ICD-10 (n=17) at the initial
stages of the disease (disease duration five years and less;
a history of three hospitalizations and less). The patients
were receiving outpatient and inpatient treatment at the
Mental Health Research Center.

Group 3 “Schizophrenia spectrum disorders, psychosocial
rehabilitation” (SSD PSR), (n=30) included patients with
schizophrenia spectrum disorders (F20.xxx, F25.xxx
according to the ICD-10) at advanced stages of the disease
duration of more than five years. Patients in this group were
members of the Regional Charitable Public Organization
“Family and Mental Health” and participants of a long-
term comprehensive psychosocial rehabilitation program
conducted by this organization in the community.

The socio-demographic characteristics of the patient (sex,
age, marital status, education level) were analyzed during
the study. The data obtained were recorded on a research
form for subsequent frequency analysis. Moreover, clinical
psychopathology assessment and assessments using clinical
psychometric scales and questionnaires were conducted.

Psychometric assessments included the use of the
following techniques.

The Positive and Negative Symptom Scale (PANSS) [17]
was applied to evaluate the severity of psychopathology
symptoms in patients with schizophrenia spectrum
disorders; other questionnaires were used with patients
from all three groups.

“Questionnaire for Self-Stigma Assessment in Mentally Ill
Patients” [18, 19]. The method is aimed at revealing the
severity of the self-stigma and determining its structure
based on 83 statements related to various areas of a person'’s
psychological and social functioning. They form nine scales:
“Overestimation of self-actualization”; “Impairment of self-
identity”; “Readiness to be labeled ‘mentally il as relates
to work adaptation”; “De-identification from others in the
society”; “Distancing from mentally ill persons in the area
of internal activity”; “Readiness to distance oneself from
mentally ill persons in the society”; “Overestimation of
internal activity”; “Acceptance of the role of a mentally ill
person in the area of self-actualization”; and “Mirror self
of a mentally ill person in the area of internal activity”.
The method allows one to investigate the general degree
of self-stigmatization, as well as its individual components.
The statements are rated by the subject on a direct scale
from 0 to 3 with an interval of one, where “0” corresponds
to complete disagreement and “3” implies complete
agreement. The higher the score, the higher the level of self-
stigmatization and its individual components. Furthermore,
the following types of self-stigma were assessed: auto-psychic
(idealization of the period before the onset of the disease,
less severe requirements towards oneself); compensatory
(partial ignoring of mental illness-associated symptoms
and exaggerated attribution of failure to “mentally ill"”
subjects; and socio-reversive (associated with changes in
personal position and distancing from society).

The “Insight Scale for Psychosis” (ISP) scale [20] allows one
to assess the iliness perception based on the patient's self-
reporting. The scale consists of 8 questions, the highest
score for each subscale is three, and it corresponds to
a high level of agreement with the statements, indicating
good illness awareness. The assessment is based on three
parameters: the patient's ability to recognize the disease
manifestations as symptoms of mental iliness; the patient's
awareness of mental illness; and the patient’s acceptance
of the need for treatment.

“Drug Attitude Inventory” (DAI-10) consists of 10 questions
and is a shortened version of DAI-30[21]. The scale includes



five direct and five reverse statements the patient needs
to agree or disagree with. The positive and negative scores
are summarized. If the resulting total score is positive, this
indicates acceptance of the need for drug therapy; the
higher the total score, the higher the level of acceptance
of the need for treatment.

The mathematical and statistical methods implemented in
the STATISTICA 12.1.rus software and Excel office package
were used to verify and objectify the data. The minimum
sample size for the significance level (p=0.05) was determined
using the method of Otdelnova KA [22]. The Bonferroni
correction (a adjusted=a baseline/3) was applied; and the
critical significance level for such comparisons was 0.017
to adjust the estimate of the reliability of the differences
in multiple comparisons of three samples. The analysis
conducted using the Shapiro-Wilk test showed that the
obtained data were not normally distributed; therefore,
nonparametric tests were applied. The Mann-Whitney
nonparametric test (U-test) was used in the comparative
study of quantitative values in two groups, and the Kruskal-
Wallis nonparametric test (H-test) (ANOVA) was used for the
comparison of three groups. The study results are presented
as median values with indication of interquartile ranges;
i.e., first (lower) and third (upper) quartiles (Me [Q1; Q3]),
the mean value of the parameter taking into account the
standard deviation M+c. The Fisher's exact test (F-test) was
used to compare the frequency of categories of qualitative
variables between study groups. The strength of possible
correlation between qualitative and ordinal variables
was assessed using the nonparametric Spearman rank
correlation coefficient (r-Spearman).

Parameter

Age (years)
mzto

Me [Q1; Q3]
Sex

male, n (%)

female, n (%)

University education/undergraduate, n (%)
Married/has a partner, n (%)

Work/studies before the onset of a psychiatric disorder, n (%)

The study was conducted in compliance with the principles of
the Declaration of Helsinki of the World Medical Association
“Ethical Guidelines for Health-related Research Involving
Humans” of 1964 (revised in October 1975 — October 2013)
and was approved by the local ethics committee of Mental
Health Research Center (minutes No. 914 of November 21,
2023). All the patients included in the study had provided
written voluntary informed consent for participation in the
study and processing of their personal data.

RESULTS

The analysis of socio-demographic parameters (see Table 1)
showed that younger persons prevailed among patients
at the initial disease stages (H=28.93; df=2; p=0.0001).
Among patients with SSD PSR, there were older subjects
(Usep repusssppse=134.50; p=0.00011; U, <o nee=18.00; p=0.0001).
However, a comparative analysis of age subgroups in the
SSD FEP and BAD groups showed no significant differences
(U=245.00; p=0.2020), which allowed us to assign the
subjects at the initial disease stages to one age category.

The analysis of the percentages of male and female
subjects, depending on the duration of the mental illness, did
not demonstrate any differences at the level of the statistical
significance calculated by the F-test (0., rcp s gap=0-6296;
pSSD FEP vs SSD PSR=O'4965; pBAD vs SSD PSR=O'341 7)

The patients in all groups had quite a high level of
education, with no differences in terms of this parameter
(pSSD FEPvs BAD=O'241 3’ pSSD FEPvs SSD PSR=0'7'I 38’ pBADVSSSD PSR=O'3809)'

Before the onset of a psychiatric disorder, patients
with SSD FEP and BAD were more likely to be involved
in a qualified occupation and studies than patients

Patient groups

SSD FEP BAD SSD PSR
n=39 n=17 n=30
25.53+4.56; 28.95+8.53; 42.21410.36;
25[22; 29] 29 [22; 35] 40 [34; 50]

16 (41.02%) 5(29.41%) 16 (53.33%)

23(58.98%) 12 (70.59%) 14 (46.67%)

16 (41.03%) 10 (58.82%) 14 (46.67%)
6 (15.38%) 2(11.76%) 3(10.00%)
19 (48.72%) 11 (64.71%) 5(16.67%)



Table 2. PANSS scores in patients with schizophrenia spectrum disorders with different disease durations

Patients SSD FEP (n=39) | Patients SSD PSR (n=30)
Parameter m+o; mzo; U p
Me [Q1; Q3] Me [Q1; Q3]

P-1 Delusions 3.3?13(]).87 1'?19;13(])'” 132.0 | 0.000002
P-3 Hallucinatory behavior ; .?19;12?.69 1'113;‘:834 255.0 | 0.002633
P-4 Excitement ]'?1"?‘—;(]"78 1'}11?10]'07 252.0 | 0.002288
P-5 Grandiosity 1'?11;12%'64 . ﬁioﬂz 253.0 | 0.004489
P-6 Suspiciousness %‘3?’;1]'01 1'}13;*11]'33 205.5 | 0.000209
P-7 Hostility ]'E‘ﬁ’;‘]mo 1'?{}?'25 2945 | 0.014344
Composite score, “Positive symptoms” subscale 15[7120#;'52]2 ;?7217059]3 100.5 0.000001

N-1 Blunted affect g'f;'f’g?'m gfgé‘;ﬁz 342.0 | 0.075691

N-2 Emotional withdrawal g'[521;i31]'05 g'[725;i3%'89 401.5 | 0.350238
N-3 Poor rapport 3'21‘)’?31]'12 g'?zoéf’fg] 253.0 | 0.002398
N-4 Passive/apathetic withdrawal g.?29;i31].02 5[828;085 362.0 | 0.135388

N-5 Difficulty in abstract thinking 5'3?13?'79 3[225? '42]9 199.5 | 0.000149
N-6 Lack of spontaneity conversation ;[812;]082 g.?25;4_2].42 243.5 0.001523

N-7 Stereotyped thinking ;'33;12(])'76 g'[zzo;ﬂ;"f 2105 | 0.000275
Composite score, “Negative symptoms” scale 12[21821‘?93]8 51([)10;?%545] 201.5 0.000167
G-1 Somatic concern 3'3513(])'92 g.g:g(}.w 354.5 | 0.109746

G-2 Anxiety g'[724;*3%'82 3'5’22;*3?'86 4215 | 0.515009

G-3 Guilt feelings 5'218’_131]'10 1'[353?'57 262.5 | 0.003715

G-4 Tension g'ﬁfé(]"sg 222%%7]7 411.0 | 0.423902
G-5 Mannerisms and posturing ;[81512(])74 1?161105?5 315.0 0.030897
G-6 Depression %'?21;1]'12 52122038]5 415.5 0.461743

G-7 Motor retardation 5333(])99 1[61712?85 352.0 0.102108

G-8 Uncooperativeness 1[6143(])99 1[313ﬁ05?4 397.0 0.318368
G-9 Unusual thought content 5[313*31]13 §,€27;¢31],13 3575 | 0.119500

G-10 Disorientation ]'[519;*2?'68 1'?19;*1(])'12 240.0 | 0.001282

G-11 Poor attention 5.313;1].03 ;.[92'I;i3?.58]3 258.0 | 0.003026
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Patients SSD FEP (n=39) Patients SSD PSR (n=30)

Parameter m+o; mzo; U p
Me [Q1; Q3] Me [Q1; Q3]

G-12 Lack of judgement and insight 3.3(;)?].00 g:?[?.é?i] 195.5 | 0.000118
G-13 Disturbance of volition g.[221;13c;.83 g'[337i8'76 156.0 | 0.000010
G-14 Poor impulse control 1'?1‘;“—;(]"74 ;.[827;2(?.58]9 163.0 | 0.000016
G-15 Preoccupation 5.?2%1].07 g‘[823;t31]»19 353.5 | 0.106638
G-16 Active social avoidance 5[2262(:])97 127[251 3016 355.0 0.111326
Composite score, “General psychopathology” scale gg,[223,7¢;14od§11 23[5;;28423] 372.5 0.178762
PANSS total score 23'?317%28 2;‘:;9;%‘;9711] 389.0 | 0.266549

With SSD PSR (Pccp eepve 5a0=0+ 11815 Poap vs ssp psn=0-0371;
Posp rer vs ssp ps=0-060). Family relationships were rare
in patients from all three groups, and no significant
difference was noted for this parameter (0., ;p . 5ap=0-6943;
pSSD FEP vs SSD PSR=O‘59’I 3' pBADVS SSD PSR=O‘37’I 8)

Assessment using the PANSS (see Table 2) and clinical
assessment by a psychiatrist during the study showed
that residual productive symptoms prevailed at the initial
stages of schizophrenia spectrum disorders (SSD FEP).

The above-mentioned symptoms included incompletely
reduced delusional concepts, judgment disorders, some
hallucinatory phenomena, agitation, mild delusions of
grandeur, suspiciousness, and hostility, which was also
reflected in higher scores in all seven subscales (P1-P7)
of the PANSS in patients with SSD FEP.

In patients with SSD PSR, negative symptoms prevailed.
Poor rapport (N-3), difficulty with abstract thinking (N-5),
lack of spontaneity in conversation (N-6), and stereotyped
thinking were observed (N-7).

Among general psychopathology symptoms, SSD PSR
patients showed more pronounced disorientation (G-10),
attention deficit (G-11), lack of judgement and insight
(G-12), significant disruption of volition (G-13), and poor
impulse control (G-14).

The results of the analysis of the structure of self-stigma
and the severity of its components in the study groups
are shown in Table 3.

The most elevated general level of self-stigma was
observed in patients with BAD, which was significantly
different compared to those with SSD FEP. In this group,

the following components were found to be the most
pronounced: “De-identification”, “Overestimation of self-
actualization”, “Overestimation of internal activity”, and
“Readiness to distance oneself from mentally ill persons
in the society”. This combination was characterized by
the predominance of the auto-psychic self-stigma type.

Patients with SSD FEP had a relatively low level of
self-stigma in general and its structural components, in
particular. The lowest severity of self-stigma was observed
in the following scales: “Mirror self of a mentally ill person
in the area of internal activity”, “Acceptance of the role of
a mentally ill person in the area of self-actualization”, “De-
identification from others in the society”, “Distancing from
mentally ill persons in the area of internal activity”, and
“Restriction of work adaptation of mentally ill persons”.
Different forms of self-stigma, autopsychic, compensatory,
and socio-reversive forms, were mild.

Patients with SSD PSR were shown to have an elevated
level of self-stigma. The leading components in its structure
were “Overestimation of self-actualization”, “Readiness to
distance oneself from mentally ill persons in the society”,
“Distancing from mentally ill persons in the area of internal
activity”, and “Impairment of self-identity”. The auto-psychic
form of self-stigma was the most pronounced in them,
as well as in patients with BAD; however, the levels of
compensatory and socio-reversive forms were also high.

Correlation between the level of self-stigma and patients’
attitude toward the disease and treatment

The results of the assessment of patients attitudes toward
the disease and treatment received are shown in Table 4.

No significant differences were found in all 3 groups in
terms of the ISP parameter “Need for treatment awareness”.



Parameter

Component 1. Overestimation
of self-actualization

Component 2. Violation of
self-identity

Component 3. Restriction of
work adaptation of mentally
ill persons

Component 4.
De-identification from others
in the society

Component 5. Distancing
from the mentally ill persons
in the area of internal activity

Component 6. Readiness to
distance from the mentally ill
persons in the society

Component 7. Overestimation
of internal activity

Component 8. Acceptance
of the role of a mentally ill
person in the area of self-
actualization

Component 9. “Mirror self of
a mentally ill person in the
area of internal activity”

Auto-psychic type
Compensatory type
Socio-reversive type

Total score

Parameter

Need for treatment
awareness (ISP)

Symptom attribution (ISP)
lliness awareness (ISP)

Drug attitude (DAI-10).

Patients
SSD FEP (n=39)
mzo;

Me [Q1; Q3]

1.05£0.74
1.00[0.36; 1.55]

0.82+0.65
0.67[0.22; 1.44]

0.80+0.57
0.86[0.29; 1.29]

0.74+0.56
0.83[0.22; 1.11]

0.78+0.49
0.78[0.44; 1.00]

1.21£0.57
1.17[0.83; 1.67]

1.21£0.74
1.27[0.45; 1.91]

0.60+0.48
0.57[0.14; 1.00]

0.30+£0.40
0.00[0.00; 0.601]

1.13+£0.72
1.05[0.45; 1.64]

0.93+0.46
0.92[0.46; 1.34]

0.62+0.49
0.42[0.17; 1.02]

0.86+0.53
0.77[0.31; 1.25]

Patients
SSD FEP (n=39)
mzo;

Me [Q1; Q3]

2.94+0.91
3.00[2.00; 4.00]

2.59+1.19
3.00[2.00; 4.00]

2.31x0.97
2.00[1.00; 3.00]

1.44+3.46
2.00[-2.00; 4.00]

Patients
BAD (n=17)
mzo;

Me [Q1; Q3]

1.84+0.81
1.82[1.27; 2.45]

1.37+£0.77
1.33[0.78; 2.00]

1.07+0.83
1.00[0.43; 1.57]

0.93+0.76
0.72[0.17; 1.28]

0.97+0.76
0.78[0.33; 1.22]

1.24+0.75
1.33[0.67; 1.50]

1.96+0.87
2.18 [1.45; 2.64]

0.82+0.73
0.71[0.43; 1.00]

0.31+0.82
0.00[0.00; 0.20]

1.90+0.82
1.91[1.45; 2.50]

1.09£0.72
1.00[0.59; 1.49]

0.85+0.73
0.77[0.38; 1.11]

1.22+0.73
1.10[0.83; 1.60]

Patients
BAD (n=17)
mzo;

Me [Q1; Q3]

3.03+0.70
3.50[2.50; 3.50]

3.35+£0.79
4.00[3.00; 4.00]

3.59+0.61
4.00[3.00; 4.00]

3.88+3.27
3.50[2.50; 3.50]

Patients
SSD PSR (n=30)
mzo;

Me [Q1; Q3]

1.48+0.78
1.50[1.00; 2.00]

1.174£0.59
1.17[0.89; 1.56]

1.13+0.61
1.14[0.71; 1.29]

1.09+0.68
1.08 [0.61; 1.50]

1.20£0.52
1.2210.89; 1.56]

1.44+0.72
1.50[1.17; 1.83]

1.61+0.67
1.73[1.09; 2.18]

0.81+0.61
0.7910.29; 1.29]

0.54+0.61
0.30[0.00; 1.00]

1.55+0.68
1.61[1.23; 2.00]

1.25£0.57
1.30[0.95; 1.56]

0.90+0.55
0.91[0.43; 1.20]

1.20£0.57
1.26 [0.89; 1.47]

Patients
SSD PSR (n=30)
mto;

Me [Q1; Q3]

3.17£0.79
2.25[2.50; 4.00]

3.20+0.78
3.00[3.00; 4.00]

3.21£1.14
4.00[3.00; 4.00]

3.25+4.36
4.00[1.00; 7.00]

U

p '(Mann-Whitney)

SSD FEP
Vs
BAD

139.50
0.00212

179.50
0.012901

229.00
0.018467

271.50
0.618884

265.00
0.532477

293.50
0.945567

139.50
0.002124

266.50
0.551865

255.00
0.412615

134.50
0.001525

258.00
0.446789

237.00
0.241829

209.00
0.086048

U

SSD FEP
VA
SSD PSR

139.00
0.012942

379.50
0.056384

377.00
0.052264

369.00
0.040735

284.50
0.001588

405.00
0.115835

351.00
0.022426

419.00
0.165053

432.00
0.223525

349.00
0.020921

336.50
0.013365

370.00
0.042046

357.50
0.027981

p '(Mann-Whitney)

SSD FEP
Vs
BAD

320.50
0.848772

208.50
0.016431

128.00
0.000193

202.00
0.015291

SSD FEP
Vs
SSD PSR

379.5
0.514655

333.50
0.047519

265.00
0.003028

288.50
0.016228

BAD
Vs
SSD PSR

185.50
0.126197

228.00
0.556294

232.00
0.616728

215.50
0.387369

175.00
0.076554

203.50
0.257271

177.50
0.087781

240.50
0.755289

187.00
0.104518

183.50
0.115717

205.00
0.273074

221.00
0.458229

248.00
0.885566

BAD
Vs
SSD PSR

405.50
0.369974

182.00
0.538054

174.00
0.442831

196.00
0.840198

H at
df=2;

P
(Kruskal-
Wallis)

11.2254
0.0037

6.5312
0.0382

4.3466
0.1144

3.9412
0.1394

10.0796
0.0065

2.7554
0.2522

11.8829
0.0026

1.8538
0.3958

3.4201
0.1809

12.1452
0.0023

5.9742
0.0504

4.5119
0.1048

5.7806
0.0556

H at
df=2;

P
(Kruskal-
Wallis)

0.8943
0.6394

7.0838
0.0290

17.5539
0.0002

7.7980
0.01653



Spearman correlation coefficient (r)

Drug Attitude
Inventory (DAI-10)

SSD SSD
Parameter/Group FEP BAD PSR
Component ‘I Oyerestlmatlon 016 | -0.18 | -0.45"
of self-actualization
Component 2. Impairment of self-identity -0.12 | -0.31 | -0.31
Compor'\ent 3. Restriction of work 0.03 | -021 | -0.21
adaptation of mentally ill persons
‘Compone‘nt 4. De-identification from others 011 | -032 | -0.46"
in the society
Componen.t 5. Dlstancmg from the mgntally 010 | -0.18 | -0.41*
ill persons in the area of internal activity
Component 6 Readmes; to dlstarjce from 003 | -0.26 | -0.03
the mentally ill persons in the society
Component 7._ Qverestlmatlon 025 | -039 | -0.36
of internal activity
Component 8. Acceptance of the role
of a mentally ill person in the area -0.04 | -0.25 | -0.41*
of self-actualization
Compopent 9. “Mirror selfof a mgpta’IIy ill 20.06 | -0.44 | -0.65*
person in the area of internal activity’
Auto-psychic type -0.23 | -0.29 | -0.45"
Compensatory type 0.06 | -0.25 | -0.19
Socio-reversive type -0.06 | -0.27 | -0.58"
Total score -0.09 | -0.28 | -0.43"

However, patients with SSD FEP tended to possess
lower Drug Attitude Inventory (DAI-10) scores, which set
a distinction between them and the patients in the BAD
and SSD FEP groups. A similar tendency was observed
for the ISP parameter “lliness awareness”. Patients with
SSD FEP showed significantly lower results compared to
patients in the BAD and SSD FEP groups.

The correlation analysis between the scales of
“Questionnaire for Self-Stigma Assessment in Mentally
[l Patients” and the ISP and DAI-10 parameters showed
moderate direct and inverse correlations (see Table 5).

Patients with SSD FEP demonstrated multiple, significant
direct moderate correlation between the parameters of
“Disease awareness"” of the ISP and self-stigma parameters.
Patients with BAD tended to show less such correlation.
There were only a few of those in the SSD PSR group.

SSD PSR group patients demonstrated multiple, significant
moderate reverse correlations between the ISP parameter
of “Need to treatment awareness”, as well as the “Drug

Symptom lliness awareness | Need for treatment

attribution (ISP) (ISP) awareness (ISP)

SsD SSD | SSD SSD | SSD ssD
rep BAP psr pep  BAP psp  pep | BAD  pgg
001 1022 |-013 058 | 054' 022 014 002 | -0.21
012 032 |-017 | 047" | 064° | 010 005 |-0.03  -0.23
007 027 |-0.01 033 016 036 | -0.05 003 | 007
004 008 |-0.09 061° 037 011 006 |012 | -0.33
017 028 | 000 | 044" 041 023 -0.07 010  -0.15
019 028 | 012 022 | 047 043 | -020 006 | 026
008 019 |-0.10 052" | 054° 023 0419 | 005 | -0.07
008 | 011 |-0.09 | 045" | 020 |-0.04 -0.06 | 005 | -0.42°
005 006 |-0.10 027 |028  -0.08 -0.11 -0.10 | -0.57"
008 024 |-011 057 | 061" 022 017 |002 | -0.18
016 025 | 005 055 | 036 033  -0.13 016 | -0.46"
008 018 |-017 026 |032 001 001 010 | 028
002 018 | -0.08 056" | 046" 012 006 009 | -0.42°

Attitude Inventory” (DAI-10) scores, with the parameters of
the "Questionnaire for Self-Stigma Assessment in Mentally
Il Patients”. No such correlations were reveled in the BAD
and SSD PSR groups.

DISCUSSION
The results of the study confirmed the general hypothesis
that there are differences in the level and structure of
self-stigma in patients with endogenous chronic mental
illnesses, depending on their type and disease duration.
The most elevated general level of self-stigma was
observed in the BAD group. The most pronounced structural
components of self-stigma in these patients included
idealization (overestimation) of their own activity and
realization of their abilities before the onset of the disease.
Patients believed that, because of their mental iliness,
they had lost the opportunity to engage in pleasurable
experiences, activity, and productivity, and their prospects
for success in learning and professional activities were



significantly reduced. The assessment of their interpersonal
relationships showed that the patient has doubts in their
ability to keep friendship or maintain family relationships.
Idealization of the pre-disease period of life in patients with
BAD and underestimation of their own actual capabilities
led to a pessimistic view of their future, identity disorders,
low expectations on themselves, and secondary decrease in
activities, which, apparently, was no longer directly related
to affective symptoms. This combination was characterized
by the predominance of the auto-psychic self-stigma form.

Our results correlate with the data of meta-analyses,
which have shown that high levels of self-stigma are
typical of BAD patients as early as at the initial stages of
the disease [24; 25]. At the same time, these publications
emphasize the fact that patients’ intense experiences and
ongoing changes are associated not only with the severity
of depressive symptoms and decreased quality of life, but
also with an overly critical attitude towards their altered
internal and external life conditions.

Patients with initial stages of schizophrenia (SSD FEP
group) had a relatively low level of self-stigma in general,
and its structural components in particular. Those patients
believed that their mental illness and related changes would
not noticeably affect their perception of the external world,
limit their creative, professional, and social activities, or act
as an obstacle to self-actualization. These patients tended
to distance themselves from the image of “a mentally
ill person”, without accepting the restrictions that are
associated with a mental iliness and with underestimation
of possible social and interpersonal problems, and they
demonstrated a desire to distance themselves from
mentally ill persons.

Various forms of self-stigmaautopsychic, compensatory,
and socio-reversive forms in patients with schizophrenia
spectrum disorders at the initial stages of the disease
were mild.

It was noteworthy that patients with schizophrenia
spectrum disorders at the late stages of the disease (SSD
PSR group), despite their long-term psychological and social
rehabilitation, as well as patients with BAD, demonstrated
an elevated level of self-stigma. The leading components in
its structure were idealization and overestimation of their
internal activity and self-actualization before the disease
onset. In such a mechanism, maintaining relatively adequate
self-esteem is possible only by justifying one's failure
solely by the effects of their mental illness. In addition, this
patients cohort tends to have a generalized projection of

their failure on all mentally ill persons and the perception
of such subjects as people who are not capable of self-
realization in interpersonal relationships, as well as in the
professional or social spheres.

Changes in the self-identity and development of restrictive
behavior resulted in a secondary benefit from the mental
illness, obviating the need for adequate activity. The auto-
psychic form of self-stigma was the most pronounced in
them, as well as in patients with BAD; however, the level
of compensatory form was also high.

In general, the results obtained in patients with
schizophrenia spectrum disorders depending on the
disease are consistent with the literature data [25-27]
and demonstrate that compensatory and self-limiting
types of self-stigma tend to increase at later stages of the
disease.

As for the particular hypothesis, the study showed that the
patients were aware of the need for treatment regardless
of the type and duration of the psychiatric disorder.
However, patients with BAD and chronically ill patients
with schizophrenia spectrum disorders (SSD PSR group)
tended to have a more positive attitude toward drug therapy
compared to those in the initial stages of schizophrenia
(SSD FEP group), for whom the expressed agreement with
the necessity of treatment came with a generally negative
attitude towards drug therapy and poor understanding of
the need to accept it. These results indicate that patients
with BAD and chronically ill patients with schizophrenia
spectrum disorders have a better awareness of their mental
illness symptoms and understanding of the changes in their
life activities associated with it compared to patients in the
early stages of mental iliness, for whom greater awareness
of mental illness symptoms leads to increased self-stigma.
Itis possible that the perception of the generalized image
of a “mentally ill person” as a person who is unsuccessful
in various spheres of life, has lost activity, is not capable
for self-realization, as well as the fear of being socially
“ostracized” by the mere fact of having a mental illness,
leads to the denial of the disease in general, as it plays
a compensatory role and prevents the emergence of
internal tension. A similar tendency was observed in
BAD patients. Chronically ill patients with schizophrenia
spectrum disorders (SSD PSR group) showed a reverse
correlation between an adequate attitude towards drugs
and self-stigma. Acceptance of the position of “a mentally ill
person” with the development of a socio-reversive type of
self-stigma, changes in the personal station, and distancing



from society lead to an increasing distortion of perceptions
related to the possibilities of receiving psychiatric care.
Some observational studies also reached similar results
[28, 29], which emphasizes the need to fight stigma at all
stages of endogenous mental ilinesses.

The strength of the study is the identification of the level
of severity and structure of self-stigma in patients with
endogenous psychiatric disorders, depending on their
type and disease duration using reliable assessment tools.
Correlations between self-stigma and patients attitude to
their mental illness and their treatment were identified.

However, this study had a number of limitations that
need to be taken into account when interpreting the data,
as well as when planning further research. Moreover, it
is advisable to use large samples and strive for greater
sample homogeneity, taking into account the socio-
demographic and clinical parameters of the subjects
included in the comparative studies. Thus, a subgroup with
the diagnosis F23.xxx can be distinguished from the group
of patients at the initial disease stages. When comparing
groups of patients with schizophrenia spectrum disorders
depending on disease duration, a cohort with a diagnosis
of F25 can be considered. BAD patients can be classified
as BAD-1 and BAD-2 subgroups, which makes the results
more differentiated. It is reasonable to expand the study
with a sample of patients with BAD at late stages of the
disease. In order to make the data representative, it
is advisable to envisage collecting data from various mental
health facilities. Since the exploratory study evaluated
a significant number of parameters for a comprehensive
self-stigma assessment, a possible adjustment for multiple
comparisons should be considered.

CONCLUSION

The results of this study contribute to a better understanding
of the specific features of self-stigma in patients with
various endogenous disorders at different stages of the
disease. The highest level of self-stigma was observed
in patients with BAD; the lowest level, in patients at the
initial stages of schizophrenia spectrum disorders. Patients
with schizophrenia spectrum disorders and a disease
duration of more than five years participating in a long-term
comprehensive psychosocial rehabilitation program also
demonstrated high rates of self-stigma. The study revealed
differences in the structure and severity of self-stigma

in the studied cohorts; the correlations with the specific
features of patients’ attitudes towards the mental illness
and drug therapy were also evaluated.

The elevated level of self-stigma demonstrated in this
study in patients with BAD and schizophrenia spectrum
disorders makes it relevant, on the one hand, to increase
(through psychological education) awareness of the disease
and the possible reasonable limitations associated with it,
to improve our understanding of the need for treatment,
and, on the other hand, to prevent self-stigma and self-

|u

labeling as “mentally ill” for patients at initial stages of
endogenous mental illnesses. The results of this study
may serve as a basis for a further thorough search for the
specific features of self-stigma development in mentally ill
patients and contribute to the development of techniques

to combat the stigma.
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ABSTRACT

Cannabis Hyperemesis Syndrome (CHS) is a condition characterized by episodic bursts of vomiting
and abdominal pain linked to cannabis use. The clinical picture mimics an acute abdomen and is often misdiagnosed,
especially when the patient avoids reporting their cannabis use for legal reasons.

We report on the case of a 33-year-old man that was brought to the emergency room with a history of
3 days of non-bloody, non-projectile, and non-bilious brownish vomit, coupled with severe epigastric and left hypochondriac
pain, and a slight fever. He was a daily cannabis user for several years and had stopped using a week or so before the
onset of the symptoms, as he was traveling to a country with more restrictive cannabis laws. His condition deteriorated
rapidly, followed by emergency room attendance, thorough diagnostic work-up, and unsuccessful interventions, including
intravenous treatment with the anti-emetic Ondansetron. The patient was referred to a psychiatrist after a suspected
psychogenic etiology by the medical team. The history was suggestive of CHS and also included anxious, depressed
mood with ‘brain fog'. The abdominal pain was the most severe complaint. A combination of tramadol, promethazine,
and mirtazapine given on an outpatient basis led to full recovery within 10 days.

CHS can occur soon after the interruption of chronic cannabis use and overlap with withdrawal symptom.
A combination of anti-histaminergic, opioid-based medication, and antidepressant mirtazapine seemed an effective
treatment of CHS, which resulted in a relatively quick recovery.

AHHOTALMA

CrHApOM KaHHabnHomaHo rnnepemesnmn (CKIN) — cocTosiHMe, CBA3aHHOe € ynoTpebaeHrem kaHHabuca,
xapakTepu3sytoLLeecs 3nM30ANYecKUMI NPUCTYNamMmn PBOTLI U 60NbI0 B XMBOTe. KnHnyeckas KapTuHa UMUTUpyeT
CUHAPOM OCTPOro XMBOTA. 3a4acTyt0 CTaBUTCA OLUMBOYHBIV ANArHO3, 0COBEHHO ec/i NaumeHT Mo pUANYECKUM
npuynHam rsberaeT packpbITa MHOPMaLMM 06 ynoTpebneHnn M kaHHabuca.

MpeactaBneH caydain CKT y 33-neTHEro My>UnHbl, KOTOPOro AOCTaBUAN B OTAeNeHMe
HEOT/IOXHOW MOMOLLM C XanobaMu Ha PBOTY B TeUeHue TpeX AHeil (He «pOHTaHOM», 6e3 Npumec KpoBU, Xenuu,



KOpW4HeBaToro LieTa). Takxke 0TMeYanncb ChabHas 60/b B INUracTpun 1 1eBoM noapebepbe, HebobLLIOE NOBbILLEHNE
TeMnepaTypbl Tena. M3 aHamHe3a 13BeCTHO, UTO NauMeHT Ha MPOTKEHMW HECKOBKYX JIET exXXeAHeBHO yrnoTpe6as
KaHHabuc. NMpumepHO 3a HeZento A0 MOSIBAEHVS BbllleyKa3aHHbIX CUMMTOMOB NaLVeHT npekpaTua ynoTpebneHve
13-33 HaxOXAeHWNs B CTpaHe CO CTPOrMMU 3aKOHaMW B OTHOLLEHMW KaHHabuca. B cBA3M € BbICTPLIM yXyALUeHNEM
COCTOSIHVIS NMaLMEHT 06paTUIICS B OTAeNeHVEe HEOTI0XHOW NOMOLLM, rae 66110 MPOBEAEHO BCECTOPOHHee 06C/iefoBaHMe,
a Takxke NPeAnpUHATLI HeyAauYHble NOMbITKA KyNMMPOoBaTb CUMNTOMbI. BHYTp1BEHHOE Ha3HauYeHne OHAAHCeTPOHaA
(MpOTMBOPBOTHELIV NpenapaT) Takxke He Aano 3ddekTa. BpauebHasa 6puraja 3anogo3puna NCUXOreHHy Npupoay
COCTOSIHWSA, B CBA3M C YeM NaumeHT 6bl1 Hanpae/ieH Ha KOHCY/IbTaLMIO K MCUXMaTPy. AHaMHecTYeckmne CBefeHus
yKasbIBann Ha BeposiTHOCTb CKI, kpome Toro y naumeHTa Habnroaanncs TPeBora, NoAaBAeHHOCTb, OLLYLLeHME «TyMaHa
B roN0Be», XOTA OCHOBHOW Xanobol ABnsinack BblpaXeHHas 60/b B X1BOTe. MNauneHTy B aMbynaTOpHbIX YCA0BUAX
6bl1a Ha3HayYeHa KOMBMHaLWA TpaMagona, MpoMeTasrHa U MmpTasanmHa. Cnycta 10 AHel neyeHNs BCA CUMATOMAaTHKa
KynmMpoBanach.

Cr'K MOXeT BO3HUKHYTb BCKOPe Moc/ie npekpaLleHuns 4ANTeNbHOro ynoTpebieHns kaHHabuca
1 COBMajaThb C CMHAPOMOM OTMEHbI. KOMBUHMPOBAHHOE SIeYeHe C UCMO0/Ib30BaHNEM aHTUMMCTaMUHHbIX, ONMOUAHBIX
npenapaToB 1 aHTUAeNpeccaHTa M1pTasanuHa 6bi10 3pPpekTUBHbLIM B 0THOLLEHWW CKI 1 MprBeNo K OTHOCUTENBHO

6bICTpOMy ynyyweHno CoOCTOAHNA nayneHTa.

INTRODUCTION
Cannabinoid Hyperemesis Syndrome (CHS) has been arare
presentation, mostly in the context of clinical encounters in
emergency settings over the past 20 years. The syndrome,
first formally reported in 2004, is characterized by sudden
abrupt cyclic vomiting with no underlying organic pathology
and a history of chronic ongoing cannabis use [1]. The course
of the disease is divided into three phases (prodromal,
emetic, and recovery phase). Most patient understandably
seek medical attention in the emesis phase. The prodrome
can last for months, characterized by morning nausea and
abdominal epigastric discomfort. Interestingly in this phase,
the individual may increase their cannabis consumption,
believing to be dealing with a form of withdrawal. Yet the
symptoms are not relieved by such a strategy. The emetic
phase is often dramatic, with severe resistant nausea,
frequent intense vomiting, flushing, diaphoresis, and
diffuse abdominal pain. Loss of appetite and weight is also
reported. A prolonged untreated course of the illness can
have severe consequences associated with dehydration
and cachexia. Recovery is often complete, with cessation
of cannabis consumption, but that commitment is not
always adhered to by patients [2].

The condition can easily go underdiagnosed as research
into best practices for diagnosis and treatment is scant.
Patients who present the core symptoms of this disorder

often do not link them to their use of cannabis, nor do
they volunteer such information unless specifically probed.
Even then, potential legal ramifications mean that the history
is inaccurate or incomplete. In addition, clinicians either
omit to inquire about substance use as part of a general
medical assessment focused on gastrointestinal symptoms
or would also not necessarily make a link between the two.
Examination and investigation are usually unremarkable.
Electrolyte disturbance and leukocytosis can be present,
but possibly as a non-specific finding resulting from the
cyclic vomiting. These challenges, in addition to the poor
understanding of the pathophysiology of this disorder,
mean that most doctors are not equipped to identify and
treat the condition.

We present a recent case of suspected Cannabinoid
Hyperemesis Syndrome with the unusual characteristic of
a patient developing symptoms one week after abruptly
interrupting chronic daily cannabis use.

No formal ethics approval was sought as no clinical research
was conducted.

The nature of the information being presented in this
paper was explained to the Patient. This was followed



by a written informed consent for the publication of this
case report in an academic journal and for educational
purposes.

CASE REPORT

We present the case of a 33-year-old single male tourist
visiting the United Arab Emirates, with no significant medical
history, who was admitted to our hospital complaining
of recurrent nausea and vomiting, acute severe upper
quadrant abdominal pain constipation lasting three days
without relief on over the counter and prescription-based
treatments.

The onset of the illness took place on a Friday morning
after a workout. The patient initially managed the symptoms
at home for a day. On the second day, the pain worsened,
and so did the nausea, leading to retching and vomiting
up to 10 times within 24 h. Only mild relief came with
hot showers and short walks. With the support of family
members, the patient agreed to seek emergency medical
attention. The first tests included abdominal ultrasound
and X ray, which all turned out normal. In the absence
of improvement at the first hospital, the patient self-
discharged within 48 hours and attended the emergency
department at the American Hospital in Dubai, a secondary
and tertiary care facility.

The background story only emerged after the second
admission, with the patient acknowledging daily cannabis
use. He related to have begun smoking cannabis at the age
of 19, escalating gradually to daily heavy use estimated at
eight “joints” daily (1-1.5 g per day of cannabis). The pattern
of consumption had been stable for the past seven years,
with interruptions lasting two to three weeks due to
travel or other commitments. He denied having any
significant withdrawal symptoms whenever he stopped,
other than mild insomnia and irritability lasting a few
days. He described himself as a functional professional
and his personal lifestyle. He denied any substance use
outside of nicotine in the form of four cigarettes daily. He
also denied consuming alcohol. He reported his last use
of cannabis to have taken place in his home country and
six days prior to the onset of pain.

The patient was a tall, medium-build male. He manifested
his distress by holding his head in his hands, resting his
elbow on his upper thigh and leaning forward. “My head

is spinning” he would say, before immediately starting
vomiting into a plastic bag. His speech would become slow,
monosyllabic, and monotonous. He used relevant and
coherent sentences but made no eye contact. He remained
fully oriented in time, place, and date. He displayed good
short-term memory and no objective cognitive deficit. Yet
he would describe his head as feeling heavy and being
unable to think clearly and focused. There was no evidence
of formal thought disorder, paranoia, or flight of ideas. He
denied having any suicidal or homicidal ideas. His insight
was preserved. His mood was described subjectively as
“okay”, and he appeared euthymic despite his physical
distress.

A full medical checkup was performed on assessment,
even though the patient had already been consulted at
another medical facility. The vital signs assessment showed
the patient to be mildly febrile at 37.9°C (Oral) with a pulse
rate of 66 beats per minute, a regular blood pressure of
133/66 mm Hg, respiratory rate of 20 per minute, SpO2:
98% height: 190 cm, body mass index (BMI): 23.27 kg/m2. His
comprehensive examination was otherwise unremarkable.
Blood tests revealed an elevated white cells count of
14.4*10"9L and hemoglobin of 172.0 g/L. Total protein
of 74 g/L. Total bilirubin was also increased at bilirubin
27.0 ymol/L with Direct bilirubin 8.0 pmol/L. Creatinine
POs was 70 pmol/L. Liver functions were otherwise normal.
Blood cultures were negative. A computed tomography (CT)
examination of the abdomen and pelvis with intravenous
(IV) contrast was also unremarkable.

In the emergency department, the patient was initially
treated for dehydration using intravenous fluids (normal
saline 1,000 ml, IV Al hydroxide/Mg carbonate/alginic acid
10 ml, Soln-Oral, three times a day). Antiemetics, including
metoclopramide 10 mg, IV push, injectable, every 8 h, pro
re nata. Based on the lack of identifiable etiology and an
already failed admission despite extensive intervention
a decision was taken to consult the on-duty psychiatrist
with the assumption that a psychosomatic cause was
behind the presentation. The psychosocial history revealed
a chronic pattern of daily and heavy cannabis use that
was interrupted due to travel a week prior to the onset of
symptoms, consistent with an International Classification
of diseases (ICD-11) diagnosis of Cannabis use disorder



unspecified 6C.41Z". This residual category was chosen
as the reported use history in a decriminalized social
context, and the absence of any psychiatric or physical
comorbidities did not justify the harmful qualification.
CHS was put forward as the primary differential diagnosis
for the acute presentation. This led to the addition of
diazepam 5 mg, diphenhydramine 25 mg, and olanzapine
(orodispersible) 5 mg to the medical regiment in place.
A very small improvement was noted in the nausea and
the psychological distress within 24 h, but debilitating
acute pain persisted. A shift in treatment was decided,
which included an opiate-based painkiller and a stronger
antihistamine with an antiemetic property. Other medication
was discontinued.

The patient requested early discharge after another 24 h,
mainly due to financial reasons and he was sent home under
the care of the psychiatrist. An intensive outpatient plan
was put in place starting with a review two days later, and
at reduced frequencies thereafter, over the following two
weeks. At discharge, the treatment protocol consisted of
tramadol 100 mg three times daily as needed, in addition
to promethazine 50 mg three times daily. As the patient
got better, the discussion shifted to his past history, where
he revealed he had always been an “anxious” person but
had never sought or required medical treatment. This
prompted the addition of mirtazapine 30 mg, considering
that with the absence of cannabis sleep and anxiety could
become a problem once the acute phase of the treatment
was completed.

At the second follow-up the following week, the patient
mentioned being better in terms of pain and nausea but
complained of drowsiness. He also expressed a feeling
akin to dissociation. Tramadol was reduced to 50 mg three
times a day and promethazine to 25 mg three times a day.
He was scheduled for a follow-up five days later. He was
significantly better and was advised to gradually stop
tramadol within four days while maintaining promethazine
at 25 mg three times a day and mirtazapine 30 mg at
night.

At the final follow-up, which happened three weeks
following his first appearance at our hospital, the patient
was symptoms-free and grateful to have recovered. He
was due to fly back to his home country and was given
a plan to follow until the next review by a local doctor.

This included reducing promethazine over two weeks then
stopping it. He was encouraged to remain on mirtazapine
until further notice. A recommendation was made for
absolute abstinence from cannabis. He appeared motivated
and convinced of an association between his substance
use and his abrupt illness.

DISCUSSION
We have presented a case of CHS after an abrupt
discontinuation of regular cannabinoid use.

The possible mechanisms that underlie this condition
may be explained by the following features of cannabis
metabolism and receptor interactions. Cannabis consists
of lipophilic molecules that cross the blood brain barrier
and accumulate in the fat of the brain viscera, resulting
in inhibition of the hypothalamic-pituitary-adrenal (HPA)
axis and sympathetic nervous system response to stress
stimuli, causing the calming sensation that accompanies its
use. The active substance — delta-9-tetrahydrocannabinol
(THC) — attaches to the CB1 (CNS, GIT), CB2 (CNS), and
CB3 receptors that are present in the central nervous
system and the gastrointestinal (Gl) lining. Interestingly,
the effect on the Gl system includes esophageal sphincter,
leading to an antiemetic effect and gastric emptying.
Cannabis-based products are a subject of interest in
the context of a number of gastrointestinal and hepatic
conditions [3].

A comprehensive review of the literature identified a few of
the approaches used by doctors to treat CHS. These include
minor and major tranquilizers such as benzodiazepines
and antipsychotics, coupled with antiemetics such as
metoclopramide and ondansetron. Opiates-based painkillers
such as morphine and non-steroidal anti-inflammatory
drugs (NSAIDS) were also shown to be effective in the acute
phase, while tricyclic antidepressants were found useful in
the maintenance phase that extends for several months
[4]. A case study from Tunisia led credence to the use of
antidepressants and anxiolytics, with cognitive behavioral
therapy [5]. In another case report, the use of the short
acting benzodiazepine lorazepam initially given IV in an
inpatient setting followed by a 6-day tapered prescription
alleviated both nausea and vomiting [6]. A number of
reports highlight the role of hot showers in providing
temporary symptomatic relief, which was a strategy that



had been adopted by our subject with a good but time-
limited effect. There is no clear view of the mechanism
of action [7]. One hypothesis is that increasing body
temperature corrects an upset of the thermoregulatory
system in the hypothalamus, promoting the release of
histamine and inducing vasodilation [8].

A more recent review identified capsaicin in topical
form and haloperidol as having shown efficacy, although
with a lower strength of the evidence [2]. Our choice of
treatment was based on the availability of treatments,
our own previous experience in treating similar cases, but
also reliance on a symptoms-based approach. The most
pressing ones experienced by the patients included pain,
insomnia, emotional lability, sensory disturbances, and
severe distress. Case reports had identified the benefits
of the combination of mirtazapine and olanzapine in the
treatment of refractory hyperemesis gravidarum [9]. This
condition shares some clinical features with cannabis
hyperemesis despite the different etiology. Mirtazapine
likely affects the central nausea and vomiting circuits
through 5-HT3 and H1 blockade and has been used in
gastroparesis with significant improvement in nausea
and vomiting [10].

Diagnostically, our reported case of cannabis hyperemesis
is unusual on two counts. Firstly, in that the patient had
stopped using cannabis completely a week prior. Secondly,
for the lack of any noticeable prodrome. From the literature,
the condition tends to occur while the patient is actually
consuming cannabis regardless of the quantity or pattern of
use. His presentation was not typical of cannabis withdrawal
in the absence of irritability or anxiety. Yet it did include
psychiatric elements in the form of brain fog, head tension,
and a vague description of dissociation.

CONCLUSION

CHS remains a poorly understood condition that is often
missed, misdiagnosed, and with no clear treatment
protocol. With the rising consumption of cannabis globally,
it is essential that clinicians from various specialties become
familiar with its presentation and therapeutic interventions
that have shown efficacy even anecdotally. In our case,
an early recognition of a history of cannabis use, the
establishment of a trusting therapeutic relationship and
the rational use of a combination of medications targeting
individual physical and psychiatric symptoms allowed
ambulatory treatment and full resolution. Emergency
doctors, gastroenterologists, neurologists, and psychiatrists

should consider CHS in any individual displaying pain,
vomiting, and general malaise without an established
organic etiology. The use of painkillers, benzodiazepines,
antihistamines, and the antidepressant mirtazapine appear
to have at least contributed to the recovery. In the absence
of international guidelines or an experts consensus,
doctors are left to improvise while relying on their clinical
judgment. Inclusion of this disorder in the subsequent
versions of the Diagnostic and Statistical Manual of Mental
Disorders (DSM) and the ICD should be seriously considered
to enable better characterization and standardized
intervention.
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ABSTRACT

Psychotherapy for people with acquired brain injury (ABI) is considered to be an important component
of a holistic neuropsychological rehabilitation approach. This helps in making sense of the loss of the sense of self
they experience. Gender, premorbid personality, and socio-cultural discourses guide this process of understanding.
Narrative formulation takes these considerations into account and, thus, can be used for formulating therapeutic plans.

To present a case report which highlights the use of narrative case formulation to understand the psychological,
social, and cultural factors forming the dominant discourse of a woman with ABI.

Ms. VA, a 43-year-old female, presented herself with a diagnosis of hypoxic ischemic encephalopathy with
small chronic infarcts with gliosis in the bilateral cerebellar hemisphere, myoclonic seizures, mild cognitive impairment,
depression, generalized dystonia, and bronchial asthma. Along with neuropsychological rehabilitation and cognitive
retraining, 25 sessions of psychotherapy using narrative formulation were performed.

Following the therapy, microgains such as a developing strong therapeutic relationship, accommodating
vulnerability in her narrative, and finding moments of independence and assertion within the constraints of ABI were
observed. Acceptance of her current predicament vis-a-vis her lost self and finding meaning in her new self were facilitated.

There is paucity of research detailing psychotherapeutic management of ABI, especially in India.
Psychotherapy, particularly using narrative formulation, can be helpful in understanding the intersections of gender
role and expectations, premorbid personality and ABI, and aiding the post-ABI rehabilitation and adjustment. Future
work in this area can explore the socio-cultural aspects that play an important role in the therapy process.

AHHOTALUNMA

McrxoTepanus ABASETCA KOMMOHEHTOM HelipopeabuanTaLmm NaLmMeHToB C Mp1obpeTeHHbIM NOBPeXAeHNeM
ronosHoro mo3ra (MMrM). MpegnonaraeTca 3Ha4YMMas pob HapPaTUBHON NCUXOTepanuK, KOTopas MOMOoraeT NauMeHTam
0CO3HaTb cepbe3Hble NpobaeMbl, 06yC10BNEHHbIE UYBCTBOM UAEHTUYHOCTY 60/1bHOMO 1 6e3B03BPaTHLIX MOTEPb, 1 NX
CBSA3b C XPOHNYECKNMU HapyLLeHNAMYN GYHKLIMOHMPOBaHWSA. STOT MeToA NoMOoLLM naumeHTam ¢ MMM HegocTaToOuHO
nccnefosaH B IHAMW 1 Apyrx cTpaHax. MIcnofib3yeMblil aBTopaMim XONUCTUYECKNI MeANLMHCKT NoAXo  TpebyeT
N3yyeHnst B1ON0rnyYeckmX, IMYHOCTHBIX 1 NCUXOCOLMaNbHbIX GakTOPOB, CMOCOGCTBYIOLLIMX Pa3BUTUIO ManoajanTUBHOIoO
AVCKypca y naumeHTa n HebnaronpuaTHOMY TeUeHUto 3a601eBaHus, a Takoke CHKALWLMX 3G GeKTUBHOCTL Tepanuu.



MNpeAcTaBUTb KIMHUYECKWNIA CiyYali NPYMEHEeHNs HappPaTUBHOW NCMxoTepanumn Npu peabuamTaumm naumeHTKmn
¢ MMM ¢ ncnxmnyeckMmn 1 GyHKUMOHANbHBIMW HaPYLLEHUAMU 415 N3ydeHUs ee 3GGEeKTUBHOCTY C yHeTOM BANSHWS
He TONBbKO KIMHNYECKUNX, HO U IMYHOCTHBIX, MCMXOCOLMaNbHbIX U KYNbTYpHbIX GakTOpPOB.

MpoBejeHa AMArHOCTUKA HEBPOIOTUYECKNX, MCUXNYECKUX, KOTHUTUBHBIX U IMYHOCTHBIX HapyLUeH W
B C/ly4ae 43-neTHel XXeHLLMHbI C AVarHo30M MMNOoKCMYEeCKOM NLLeMUYEeCKO aHLedanonaTuu, NPosBASIOLLEACS Nerknum
KOFHUTUBHbIM PaCCTPONCTBOM, FreHepan30BaHHON ANCTOHMEN N MUOKIOHNYECKMU CYyJ0POramu, CONMPOBOXAAOLLIENCS
Jenpeccuei 1 6poHXManbLHOM acTMO. B paMKkax HappaTMBHOro NoAxoaa 6bia onpejeneH JOMUHUPYOLLMA ANCKYPC
1 ero CBs3b C HU3KUM YPOBHEM aanTalu 1 BOCCTAHOBAEHNS NauueHTKN. [poBeAeHbl NSATb Ceccuii HappaTUBHOIA
ncMxoTepanumy Hapsaay co CTaHAAPTHOW peabunntaumer C HEMPOKOrHUTUBHBIMU TPEHUHIaMU.

C NoMOLLbI0 HAapPaTMBHOIO NoAXoJa bbinn Co3aHbl YCNOBUS ANSt MPUHSATAS NALMEHTKON TeKyLLUX
3aTpyAHEHUI B CBA3M C MOTEPAHHON UAEHTUYHOCTBIO WU OBHApYXeHWs CMbIC1a B Pa3BUTUM anbTepPHATUBHOM
WAEHTUYHOCTU. MoKa3aH psg 3PPeKTOB 3TOM TEXHWKM, MO3BOAMNBLUMX BbIBUTbL YA3BMMOCTb JOMUHMPYIOLLLEro ANCKYpCa
1 USMEHUTb HappaTUBHOE GOPMYNNPOBaHME «5» MaLMEHTKN, YTO MPUBENO K MOBbILLEHWHO aKTUBHOCTY, CAMOKOHTPOISA
NaumMeHTKN N APYrUX NCUXUYECKUX GYHKLNIA, YKPenaeHNo TepaneBTUYeCKUX OTHOLLEHWI 1 pe3y/bTaToB fleveH s
B Lie/IoM. BbisiBNeHbl OrpaHnYeHnst 418 HappPaTUBHOWM Tepanuu B CBA3M C KNTMHNYECKUMU 0COBEHHOCTAMU CTyYasi.

MpeacTaBneH HOBbIN B3rNs4 Ha HAPPATUBHBIN MOAXOZ Kak KOMMOHEHT peabunnTaummn naumeHToB
¢ MMNIM. OH cnocobcTByeT GOPMUPOBaHUIO peanbHbIX Lieneit A5 naumeHTa 1 ncixotepanum. OnvcaHne HappaTUBHOMO
noAxoZa no3BosisieT TepaneBTaM COOTHOCUTb AAHHBIN OMbIT C COBCTBEHHOMN MPaKTUKOM U BHeAPSTb ero. TpebytoTcs
JanbHenwmne paboTbl ANA YTOYHEHUSA MeXaHW3MOB BAVSIHUS MCUXOCOLMANbHBLIX U KyAbTYPHbIX (aKTOPOB, B TOM
ynce CoBPEMEHHBIX TEHAEHLMNIA B USMEHEHUI FeHAEePHBIX Poseid, Ha 3GPeKTUBHOCTL IeUeHNs B CXOAHBIX CyYasiX.

INTRODUCTION

Acquired Brain Injury (ABI), particularly traumatic brain
injuries (TBI), is a prominent contributor to indices of
death and disability, especially in the lower and middle-
income countries [1]. Published literature regarding overall
burden, demographics, and interventions for ABI is limited
in India [2, 3]. Within this literature, most of the focus is on
the documentation of the neurophysiological aspects of the
injuries of TBl and the management processes described
center mostly on surgical intervention [4]. Thus, research
is even more limited as relates to neuropsychological
rehabilitation and psychotherapeutic management for
people with brain injuries [5]. Within this subset, research on
psychosocial management for women is especially under-
represented. There is evidence to suggest that women with
TBI exhibit unique trajectories of psychosocial recovery.
These include incorporating the effect of brain injuries
on the management of the socio-cultural expectations of
women, as well as newer identities such as those related
to motherhood post injury [6]. The only case report found in

the Indian context relating to the psychosocial management
of TBI in a woman was by Banerjee et al. in 2021. This work
highlighted the importance of a holistic rehabilitation
approach emphasizing a coherent self-narrative [7].
Research in the last three decades has highlighted the fact
that narrative therapy can lead to significant improvement
in restituting the lost sense of self and accepting the newer
reality of the client’s difficulties following TBI [8]. Narrative
therapy recognizes the interface between knowledge,
language, and power with the person’s life experiences or
narratives. These narratives are constructed with the help
of societal, familial, and individual cues and influence the
problems that an individual faces. It then helps them move
away from these narratives and develop newer narratives
not entirely consumed by those problems [9]. Post-TBI,
people need to deconstruct their view of self and rewrite
their identities to be in congruence with their new way of
being [10]. Narrative therapeutic formulation may help
practitioners by providing theoretical rigor, increasing
opportunities for reflection on the factors affecting people’s



view of their identities, and encouraging otherwise not
obvious intervention strategies [11].

The current case report describes the use of narrative
formulation for psychotherapy with a woman with ABI in
India. It aims to highlight the unique psychosocial challenges
she faced as relates to ABl and how they were incorporated
into her newer identity. Written informed consent for
publication of data was obtained from the patient.

PATIENT INFORMATION

Ms. VA, a 43-year-old married female with a Bachelor of
Technology degree (B. Tech.), employed as a manager in
a multinational company, of middle socio-economic status,
came with diagnoses of hypoxic ischemic encephalopathy
with small chronic infarcts and gliosis in the bilateral
cerebellar hemisphere, myoclonic seizures, mild cognitive
impairment (MCl), generalized dystonia, and bronchial
asthma. The patient was also diagnosed with depression. All
diagnoses were made as per the international classification
of diseases ICD-11.

She felt apparently well until July 2016, when suddenly
she experienced an attack of asthma. When she realized
that she needed medical attention, she called her parents
to take care of her children, refusing to leave them alone.
Her situation deteriorated, and she experienced cardiac
arrest at the hospital. Following an emergency surgery,
she slipped into a coma that lasted three weeks.

After her stay in the hospital, she spent the next two years
recovering and collaborating with medical professionals
such as neurologists, cardiologists, pulmonologists, and
physiotherapists taking care of her physical health. At the
time of referral, she was experiencing difficulty with walking
and used a wheelchair. She was unable to carry out her
activities of daily living independently and had not been
able to return to work. She was referred to the current
hospital, which is a tertiary care hospital for mental health,
by a friend who had undergone a similar experience and
sought treatment from the author at the end of 2018. She
consulted the clinical neuropsychology unit at the current
hospital primarily for a neuropsychological evaluation
and treatment as she was experiencing difficulties with
concentration and mood-related concerns, such as lack of
motivation, energy, and interest in carrying out the activities
of daily living, as well as adjusting to her post-ABI limitation.
In January 2019, she underwent a neuropsychological
assessment and a cognitive retraining program was
initiated.

The patient had a history of childhood bronchial asthma.
Academically, she was a high achiever. She had chosen
mechanical engineering as her major, where she was the
only female student in her class. Occupationally, she took
on a leadership role at the multinational organization that
she was working in after graduation and was in the midst
of launching a new product when the attack occurred. She
was in a romantic relationship during graduation, which
culminated into marriage. She lives with her husband and
her two daughters.

The patient was highly competitive and often compared
herself to others. She had type A personality traits [12], was
a perfectionist, and had high expectations for herself and
others. She would rigidly follow routines, and she seemed
to derive her self-worth from her academic performance.
Her hobbies included cooking and participating in adventure
sports such as sky-diving, where she displayed perfectionist
traits as well. She was able to make and maintain long-
lasting friendships.

The patient is the first child, born into a non-consanguineous
marriage. Her parents were high achievers and had high
expectations for her. The father believed in strict parenting.
Switchboard communication was the norm, as she would
communicate via her mother to her father.

The patient was diagnosed with the following conditions:

1. Bronchial asthma: Currently, she is not taking any
medications. She uses an inhaler for emergencies.

2. Hypoxic ischemic encephalopathy with small
chronic infarcts with gliosis in the bilateral cerebellar
hemisphere, myoclonic seizures, and generalized
dystonia: These conditions are managed with
medications by the neurology team at another
hospital. Details of the medication are currently
unavailable. She was also undergoing physiotherapy
for gait improvement. She used traditional healing
practices such as Ayurveda, as well.

3. Mild cognitive impairment (MCl): Twelve sessions
of cognitive retraining were undergone based on
the neurocognitive deficits identified through a
neuropsychological assessment.



CLINICAL FINDINGS

Her diagnosis when cognitive retraining started was
myoclonic seizures, generalized dystonia, and dysarthria.
In May 2019, the current psychotherapist started working
with her. On further exploration, the patient reported
being frustrated with herself, feeling helpless for not being
independent in her activities of daily living and experiencing
a sense of hopelessness. This led to interpersonal issues
with family members as they pushed her to try and then
berated her when she could not perform. This added
to the feeling of worthlessness. Thus, the diagnosis of
depression based on her clinical impression was added.
It was decided that narrative psychotherapy would be
initiated in her case.

TIMELINE

1. Childhood history of bronchial asthma.

2. Hypoxic brain injury in July 2016; coma until August
2016.

3. First-time interaction with the neuropsychology unit
at the end of 2018 led to diagnostic assessments and
the beginning of cognitive retraining in January 2019.

Neurocognitive functions in the normal functioning range
Functions

Focused Attention

Attention Switching

Verbal Working Memory

Visual Working Memory

Planning

Set Shifting

Verbal Fluency

Category Fluency

Facial Recognition

4. Current psychotherapeutic journey from May 2019 to
June 2020 consisted of 25 sessions ranging from once
a week to once a month based on her availability and
accessibility.

DIAGNOSTIC ASSESSMENT

The neuropsychological assessment was performed in
January 2019 across 2 sessions at the neuropsychological
unit of the hospital with which the author, Dr Shantala
Hegde, has been affiliated with. It was held under the
supervision of Dr Shantala Hegde.

Behavioral observations during the neuropsychological
assessment are listed below. Her motor functions were
compromised as she needed a wheelchair to move. Her
overall sensory functions were adequate; she needed
spectacles for reading. She was conscious, alert, and
oriented in time, place, and person. Her attention could
be aroused, but there was difficulty in sustaining it. Her
comprehension was adequate. Speech was effortful and
slurred. Motor weakness, coordination difficulties, and
myoclonic jerks were observed during the assessment.

Test

Color Trails 1

Color Trails 2

Verbal N-Back test (1 and 2 Back condition)
Spatial Span

Tower of London

Wisconsin Card Sorting

Controlled Oral Word Association (COWA)
Animal Names test

Faces Test (Retention)

Neurocognitive functions in the impaired range (below 15* percentile (%le), based on Indian norms)

Sustained Attention
Mental Speed
Response Inhibition
Facial Recognition
Verbal Memory

Verbal Learning

Digit Vigilance Test

Digit Symbol Test

Stroop Test

Faces Test (Immediate and Delayed Recall)
Rey’s Auditory Verbal Learning Test

Rey’s Auditory Verbal Learning Test



She was motivated to complete her assessment. The results
are presented in Table 1.

Upon clinical neurological examination, there was no
evidence of parietal focal signs such as visual object
agnosia, form agnosia, color agnosia, finger agnosia,
tactile agnosia, ideomotor apraxia, ideational apraxia, or
buccofacial apraxia.

THERAPEUTIC INTERVENTION

The following therapeutic interventions were used for
the patient:

1. Cognitive Retraining.

2. Narrative Psychotherapy.

Based on the assessment results, cognitive retraining
using both traditional cognitive retraining tasks, along with
techniques of the Neurologic Music Therapy (NMT) [14],
was planned for her. This comprehensive plan included
the following elements:

1. Rhythm Speech Cueing for addressing the clarity and
prosody of speech.

2. Rhythmic tapping task with one hand and both hands
for improving attention and response inhibition.

3. Rhythmic placing blocks using metronome-based
tasks on the Minnesota Board for improving attention
and response inhibition.

4. Temporal encoding: Starting with a set of 6 words for
improving verbal learning and memory.

5. Block construction task for improving visuo-spatial
construction; and

6. Writing for enhancing fine motor skills. This also
served as a method of therapeutic writing.

The cognitive retraining plan was implemented in 12 sessions

starting in January 2019. This work was undertaken by

another trainee under the supervision of Dr Shantala Hegde,
who had performed the neuropsychological assessment.

According to the hospital's policy, the trainee transitioned

out of the unit and this cognitive retraining program was

handed over to the author Mrinalini Mahajan, who became
the primary therapist for Ms. VA. She was supervised by
the author. During this time, she noticed symptoms of
depression (as mentioned above) and on further discussion
with the supervisor led to a decision to begin psychotherapy
to address these concerns. Narrative therapy was chosen as
the modality of choice, as it appeared that the amotivation,
anergia, feelings of hopelessness, helplessness, and

worthlessness were conceptualized as a consequence of
her inability to reconcile her present self with her past self.

The psychotherapeutic process described below was
performed in nearly 25 sessions spread across ten months,
with a frequency ranging from once a week to once a month.
Sometimes, she missed sessions, because she had other
appointments that clashed with sessions or she took
breaks to focus exclusively on physical rehabilitation when
she experienced falls due to jerks. She also struggled with
amotivation and anergia and found it difficult to make
the commute for sessions. She had another episode of
asthmatic attack during this time, due to which she had to
be hospitalized and could not attend therapy. This led to
breaks during the therapeutic process. When the reasons
were time scheduling difficulties or amotivation, problem-
solving was incorporated. However, when the break was
due to falls or health-related difficulties, it triggered past
traumatic memories, which needed to be addressed.
The longer hiatus was caused by the COVID-19 lockdown,
as it necessitated precautions for her health. Therapy was
terminated in June 2020, while the lockdown continued
because the therapist moved away from the site of her
training. Author Shantala Hegde had follow-up sessions
over the phone and carried out supportive therapy for
her primary caregivers.

Psychotherapy was initiated with the client to help in
making sense of the experience for her. A narrative
framework was used to guide the therapeutic process,
which is delineated further.

It is based on the post-structural narrative model by
Meehan and Guilfoyle (2015), which aims to answer the
following questions [11]:

1. Who is the client? This relates to the subject
positioning of the person within the narrative.

2. How did they learn to construct their particular
situation in this way? These refer to the discourses
that people adopt to understand themselves.

3. How did the self and other contribute to these
discourses? These are related to the normalizing
judgments that self and others practice.

4. Which ways in the life of the client did not fit into the
discourses, which can then be incorporated into the
newer discourses.

Subject position: Narrative therapy emphasizes the belief

that people participate in the understanding of their lives



and identities by creating narratives [15]. This “places”
the person’s identity or sense of self within the narrative
constructed by them. This leads to explicit or implicit
conclusions for the identity of the person; that is, these
are the stories about the person.

The subject position that is used in the present case was
that of her lost self. She was a superwoman — a person
at the top of her game; did well at work, was ambitious,
and managed household chores and motherhood with
ease and effortlessness. However, her present identity
is presented as a “weak, crippled individual” unable to
carry out any of her responsibilities. This is so far from
her lost self that she finds it difficult to accept it as reality.

Discourses: The discourses that people have highlight the
way in which they construct the subject’s positions. They can,
therefore, be considered as coherent crystallizations of the
power/knowledge dynamics which society espouses [16].
In turn, this reflects and perpetuates particular dynamics
of power.

The discourses in this case that construct, enable,
or support the client's problem subject position are
encapsulated in the idea of being a high-achieving mother.
This discourse has two aspects. One is a high-achiever, who
is perfect, always successful in her attempts, and has no
accommodations for mistakes or vulnerabilities. The other
is the mother who held herself to these standards even in
child-rearing. Currently, Ms. VA is unable to perform her
responsibilities of motherhood the way she did prior to the
ABI. Without these standards she finds herself floundering.
She was once so immersed in this identity that she cannot
relinquish it completely. She cannot participate in it nor
can she escape it.

Normalizing judgements: Foucault (1977) has highlighted
how discourses help to create systems of norms and values
that are used to effectively organize people's positions
in relation to one another [17]. It allows people to be

Narrative framework As seen for the patient
Subject positions

Discourses

implicitly rank-ordered relative to each other, based on
their perceived value or status (e.g., standards of success,
beauty, and so on in society). Such a system guarantees
the fundamentally relational nature of people’s positions;
that is, people being ranked hierarchically. Furthermore,
this discourse gets impacted by the alignment of social
activities that people engage in so that these values,
norms, and positions are maintained [18]. In her story,
lost self is valued more than the patient's present self from
her standards, as well as those of family members. She
is constantly reminded of how amazing she was and now
is not. The small steps that she takes are not appreciated;
rather, they are looked down upon as they are not at
the same pedestal as her earlier self. Another source
of these judgments comes from her position vis-a-vis
her peers, who have retained their high-achiever status.
The lost self belongs with them. The present self does not;
she is excluded from the narrative which she was once
a part of.

Lost narratives: Narrative therapy encourages commitment
to the idea that people have multiple discourses, and that
they are more than the one particular discourse that they
have chosen for themselves [16]. Discourses which are
saturated with problems can be resisted. These resistances,
and instances of being “more than” their problem situations,
are the “unique outcomes”. In the patient’s story two
types of unique outcomes were co-constructed. Her /ost
self was characterized by perfection, while the present self
is riddled with imperfections. Instances where space for
learning, making mistakes, and not being the best were
created even where perfection was present earlier. At the
same time, her present understanding of being riddled
with problems started including instances of triumph in
her efforts, where she had taken pride in her moving past
her imperfections. This has been summarized below in
Table 2.

Lost self — Superwoman: at the top of her game both in the professional and personal realms.
Current self: weak, crippled, and unable to carry out her responsibilities.

High-achieving person and mother: currently, she is neither high-achieving nor an active mother.

She cannot participate in these identities completely nor can she escape them.

Normalizing judgments

Lost narratives

Valuing lost self over the current self both by self and family. She is not who she was. Her peers
have retained their positions, but she was not able to do so.

Creating space for learning, making mistakes, and not being the best where perfection was present.

Triumph of her efforts and pride in moving past her imperfections were celebrated.



A challenge in this case was the way in which her premorbid
personality intersected with this framework. She and her
family members had high expectations about her. When
faced with the inevitability of her inability to do things the
way she used to, she gave up on her agency. For example,
she did not engage in cognitive retraining sessions, as she
was unable to perform these tasks to her satisfaction.
Instead, she fell asleep. Similarly, she did not ask for help
nor did she acknowledge that something was difficult for
her; instead, she withdrew and kept others at a distance,
including her therapist. Keeping these challenges in mind,
the therapeutic plan for Ms. VA was to use the narrative
framework to identify the subject positions and discourses
that she used to describe her own self and understand
the judgements that she seemed to have normalized
for herself.

Certain moments in therapy revealed unique outcomes.
The search for unique outcomes that counter the dominant
discourse is the first step towards developing an alternate
discourse. For example, when, instead of her mother, she
was involved as an active, equal agent in preventing sleep,
it led to glimpses of herself seen as someone who can
manage her time. This was a break away from her story
of being riddled with problems without any agency of her
own. Similar anecdotes were elicited from the patient. They
helped “thicken” the alternate discourse; thatis, made the
alternate discourse robust and detailed. Another important
breakthrough moment was when she left her stoic, blank,
and emotionless mask behind and broke down. During
a session, she expressed her fear of losing out on crucial
years of bonding with her younger daughter because of
her coma. She discussed that her elder daughter expects
her to be the way she was. She feels disappointed that she
cannot live up to her expectations. This culminated in her
breaking down and crying over the loss: losing herself, as
well as her children losing their mother. She felt especially
despondent for her younger daughter as she could not
be the mother that she had been with her. She was afraid
that her younger daughter saw her as a mother incapable
of taking care of her. These narratives represented her
memories of being a perfect mother that she no longer
was. Thus, reclaiming aspects of her identity of being their
mother again were discussed. For example, providing
inputs on the design or search for recipes online while
the elder daughter bakes. Spending private time with her

younger daughter playing games and watching cartoons of
her choice were discussed. The younger daughter started
making a game of her cognitive retraining exercises.
On a difficult day, she looked at the pictures of her playing
with her daughters that reminded her that she could still
fulfill some of her duties as a mother. Yes, she is a mother
with disability, but she is not just a disabled mother. This
externalization of her disability as a problem which can
be managed helped her reclaim agency.

At the same time, reclaiming her identity beyond her
role as a mother was also important. For example, once
she forgot her wheelchair and walked to the session with
support. This was used as an opportunity to affirm her
unique outcome: that she did not need to be limited by
her wheelchair. From then onwards, she walked to her
sessions. This was used as a “quest metaphor” highlighting
her journey of triumph over adversity and helped in
constructing an identity of a fighter. Other discussions
focused on the feasibility of her work, such as will she be
able to go back to the office? Should she teach? Should she
focus on walking without support or with some support?
Each of these discussions listed the pros and cons of each
decision and their sub-goals.

In this way, her subject positions, discourses, and
normalized judgements were identified. She moved away
from them and constructed her new identity with the unique
outcomes she was now noticing using techniques from
narrative therapy such as development and thickening
of her alternative discourse, externalization of problems,
and active efforts to solve them and ‘quest metaphors’ to
highlight her journey through adversity.

FOLLOW-UP AND OUTCOME

Since therapy had to be terminated during the COVID-19
pandemic when the therapist moved away from the site
of her training, post therapeutic assessment could not be
carried out. However, the supervisor had phone follow-
ups with her and remained in touch with family members,
thus providing some continuity. A degree of micro gains
in therapy helped build a strong therapeutic alliance with
the medical team and other clinicians, which helped her in
recovery and provided her with a safe space to access her
vulnerability and rejigger hope. There were positive changes
in her mood (both as observed by others and as per her
self-report), more motivation and energy in setting up and
achieving realistic goals, increased social interaction, and
working remotely. The overall global impression from the



multidisciplinary team, family members, clinical supervisor,
and the patient herself was that there was a significant
improvement in her socio-occupational functioning. These
improvements were attributed to the shift from her illness
identity to the alternative discourse created with the help
of narrative therapy.

DISCUSSION

This report focuses on the importance of using a narrative
formulation in psychotherapy with a woman after ABI as part
of a holistic neuropsychological rehabilitation approach. This
is unique in the Indian context, as literature on managing
TBIin lower and middle-income countries has traditionally
focused on surgical interventions and rarely highlights the
psychotherapeutic work carried out or the need for such an
approach [4]. The psychotherapeutic literature from India
has focused more on psychiatric disorders with very few
case reports focusing on understanding its effectiveness
in the management of ABI. This case report highlights the
unique challenges that women with ABI face and on how to
ameliorate them by integrating their newer identities into
the psychosocial expectations placed on them. An important
limitation of this study is the fact that this is a single case
study and, hence, generalization of the results could prove
difficult. The therapeutic journey was frequently interrupted
due to health and accessibility obstacles. Similarly, multiple
assessments could not be carried out. Such assessments
could have yielded information on the process of change.
These are the practical challenges with several neurological
and neurosurgical patients. A formal assessment of the
outcomes of therapy could not be carried out due
to practical concerns. However, as mentioned previously,
the supervisor provided some continuity. Lastly, this
case report does not include a caregiver perspective,
which is important in achieving a holistic understanding
of ABI.

Psychotherapy for individuals with ABI emphasizes a
collaborative therapeutic alliance in order to improve
client awareness and acceptance of their newer identity
and create hope and meaning for them [19]. This translates
into developing a newer understanding of self within the
context of gender, psychosocial expectations, and cultural
milieu [20]. Narrative therapy is one way of helping people
with ABI deconstruct and co-construct their life stories
that can be used in neuro-rehabilitation [21]. It facilitates
acceptance of a degree of inevitability, the harsh realities of
the client’s life, and it allows them to build new narratives

to make sense of their experiences, with the understanding
that the newer narratives are limited by their injuries but
are not defied by them [10].

In the Indian context, gender influences the life stories
of individuals [22]. Feminine characteristics represented in
skills such as cooking and taking care of others are a part
of the socialization process. Motherhood dominates an
important discourse in the lives of Indian women [23].
With the advent of industrialization and liberalization,
women are also encouraged to aim for success in their
careers [24]. Women are thus expected to succeed in
these spheres both by themselves and through others.
All these identities have the potential to be affected
post injury. Hence, psychotherapy with women with ABI
recognizes the importance of these societal and cultural
expectations. It also acknowledges individual differences,
which play a role in how role changes are perceived and
how disability affects their lives and interactions with
family members [6]. Narrative therapy, with its emphasis
on interaction and effect of knowledge, language, and
power on the individual's story, is able to incorporate
these unique considerations. The underlying philosophy
and techniques used in narrative therapy can prevent
the individual from becoming completely defined by
these discourses [9]. Narrative formulation can serve as
an important theoretical construct to understand how
these different identities keep the individual trapped
in their problem-saturated stories and implement
intervention strategies to support unique outcomes
for them [11].

Narrative therapy can thus be used in rehabilitation to
restore a connection with the former self, acceptance of
one's new identity, instill hope and highlight a sense of
agency for patients with ABI within their socio-cultural milieu.
It is especially advantageous in promoting empowerment,
self-determination, independence, and advocacy. However,
narrative therapy cannot be used in all situations. Due to its
heavy reliance on language, it is not a suitable method for
those with severe cognitive impairments and lack of insight.

The key takeaway from this case report is the emphasis
on the importance of addressing life-altering changes in the
physical, cognitive, and social sequelae accompanying ABI.
A comprehensive neurorehabilitation program must include
the creation of a meaningful life within the constraints of
injury. Therapists and medical practitioners need to focus
on understanding the grief over the loss of the sense of self
while still understanding the individual as a whole, not just



as defined by their problems. It involves acknowledging
the strengths of the patient while accepting the new
limitations post ABI. Therapists and practitioners must be
willing to tolerate the helplessness and despair that may
come with working with patients with ABI. Particularly
as relates to working in the narrative therapy context,
further training is needed to understand the impact of
language, an awareness of their own understanding of
dominant discourses, and the ability to remain persistent
in pursuing unique outcomes. In addition to the need for
further training, some of the constraints in the Indian
context include the shortage of trained individuals, high
caseloads, and the prevalence of high psychosocial barriers
for accessing mental health services.

This case report is an attempt to demonstrate how
narrative case formulation can be used to understand the
psychosocial and cultural factors that contribute to the
dominant discourse of a woman with ABI. This framework
formed the basis for developing intervention strategies
for finding alternate discourses and discovering unique
outcomes for her. This allowed for microgains in therapy
such as building a strong therapeutic alliance, providing
space for vulnerability and promoting independence and
assertion within the constraints of ABI. Her acceptance
of her newer identity with hope for the future enabled
her to make some meaning of her current predicament.
Further work on the lines of narrative therapy will involve
strengthening resilience and building the strengths of
clients. Co-constructing a meaning for the accident and its
aftermath, while grieving over the loss of the healthy self by
using a special form of narrative therapy called “Narrative
Exposure Therapy” developed specially for traumatic events
may be considered. Clinical neuropsychologists can focus
on a holistic evaluation of people with ABI, focusing on
the intersection of premorbid personality and ABI and
making individualized psychotherapeutic treatment plans
for them. A holistic intervention may also include caregiver
perspectives and support for them.
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ABSTRACT

The Dhat syndrome is a culture-bound syndrome associated with anxiety and somatic and mood symptoms related
to semen loss. It sometimes occurs in women, in whom it comes with vaginal discharge. Only a single case has been
reported whereby Dhat delusion was associated with schizophrenia. In this case report, we dwell on two individuals
suffering from a somatic-type delusional disorder with Dhat-like symptoms who had initially presented classical symptoms
of the Dhat syndrome. Further studies are needed to explore the intersections of Dhat syndrome and psychoses, as
well as the risk factors involved in mutual predisposition.

AHHOTALMSA

CnHAPOM [IXaT OTHOCUTCA K KyNbTypanbHO-CneumenyHbIM CUHAPOMAaM U XapakTepr3yeTcst TPEBOXHbBIMM, COMaTNYeCKUMM
1 apdeKTUBHBIMU CUMMATOMaMK, CBSA3aHHBIMU C MOTepeit CrepMbl. VIHOrAa OH BCTPeUaeTcst y )EHLLMH, U ero CBA3bIBatoT
C BarMHanbHbIMU BbleIeHVsSIMU. B nTepaTtype BCTpeyaeTcs MLb e AMHNYHOE HabnkogeHe NaumeHTa C CUHAPOMOM
JxaT c 6peAoBbIMU NAeAMU B pamkax LinsodppeHun. MNpeactaBaeHo onncaHne AByx NaLMEHTOB C COMaTUYECKNM
noAT1noM 6pefoBOro paccTPorcTBa € CUMNTOMATUKOW, HAaMOMUHaLWen CMHAPOM xaT. B nHMUMansHOM nepuoge
60/1€3HU 3TUX BONBHBIX MMENV MEeCTO TUMMYHbIE MPOSIBIEHNSA CUHAPOMA [IXaT. Heo6xoAVMbl AanbHelLme nccieoBaHns
JN151 N3yYeHVs B3aMMOOTHOLLEHUIA MeXAY CUHAPOMOM JIxaT v Mcruxo3amu, a Takke Ans onpegeneHuns GpakTopoB prcKa,
BAVSIOLLMX Ha BO3HUKHOBEHMWE 060MX PacCTPOMNCTB.

INTRODUCTION

The Dhat syndrome is characterized by a preoccupation
with vaginal discharge/semen loss, accompanied with
lethargy, appetite loss, weakness, difficulty to focus, and
frequent loss of memory [1]. Sexual dysfunction and
concomitant anxiety or depression are common in some
patients and are typically secondary in Dhat syndrome [1].
Typically, patients attribute the passage of semen or
awhite discharge from the penis to all of their physical and
psychological symptoms [1]. Dhat syndrome, in the past, has

been linked to Koro syndrome, which likewise is a culture-
bound syndrome. Distorted ideas regarding genital organs
and their functioning are core to the psychopathology of
these two ailments [2, 3]. In addition, these two syndromes
have been linked to obsessive-compulsive disorder [2, 3].
Obsessions, obsessive ideas, and delusions can occur on
a continuum, while ego-dsytonic obsessions can turn into
obsessive ideas and then into ego-syntonic delusions [4].
Also, obsessive-compulsive symptoms can be prodromal
manifestations of psychosis [4]. In the past, Dhat and



Koro-like symptoms have been described as consisting
of a delusional core [5, 6]. To the best of our knowledge,
only one case of Dhat delusion has been reported in
the literature [5]. In this case series, we describe two
individuals with Dhat syndrome manifesting itself as
delusional disorder.

CASE SERIES

All patients, as described below, were diagnosed with
delusional disorder of somatic type according to the
Diagnostic and Statistical Manual, Fifth Edition (DSM-5)'.
There was no significant family history or any history of
mood, psychotic, or anxiety disorders, substance use,
or a chronic medical illness in the past. In both cases,
psychoeducation was conducted after the delusions had
shown improvement and consisted of 3 sessions, each
lasting around 30 minutes. The sessions consisted of
physiological exercises involving semen production and
vaginal discharge, accompanied with explanations that
such acts are not deleterious to health, as well as the
idea of mind-body connection and the associated genital
changes. The patients reported a satisfactory improvement
in their bio-psycho-social functioning. Written informed
consent was obtained from the subjects for publication
of their data.

Patient-specific information: 34-year-old single female.

Course of illness and clinical presentation: Gradual onset
and continuous course. The patient initially presented
herself to a gynecologist with complaints of worry and
apprehension, occasional low mood, and fatigue for the
previous 5 months, following failure in a college exam.
According to her, all this was due to a recent increase in
white discharge by the vagina. Upon clinical examination,
no abnormality was detected. The patient’s blood glucose,
liver function test, kidney function test, thyroid function
test, lipid profile, complete hemogram, serological tests for
sexually transmitted diseases, microscopic examination and
culture and odor of the urine and vaginal discharge were
within normal boundaries. She was prescribed escitalopram
(10 mg) and clonazepam (0.5 mg), which partially relieved
her symptoms, and discontinued medication after 2 months.
She later presented herself to an internal medicine physician

with similar complaints and was prescribed venlafaxine,
up to 150 mg, which also partially relieved her symptoms,
before she discontinued the medication after 1 month.
After a period of around 4 months, she presented herself
to another internal medicine physician, with the added
symptoms of verbal and physical aggression towards
family members whenever a family member tried to
reassure her that white vaginal discharge could not result
in bodily symptoms and sleeplessness. She was prescribed
olanzapine (10 mg), but she discontinued the medication
after a week, citing fears of weight gain. When she arrived
at our psychiatric outpatient department after around 3
months, she was secure in her belief that her body parts
and the food she consumed were gradually “melting
away” through the white discharge, which was resulting in
a deterioration of her bodily functions, as well as a “drying
up” and lumping into one mass of all of her internal organs.
To her mind, the result was low mood, body pain, and
sleeplessness. All her conversations with family members
revolved around this topic. She further reduced her food
and water intake believing that consuming food and water
would consume energy and thereby increase the amount
of white discharge, leading to further deterioration of her
physical and mental health and increased aggression
towards family members.

Management of the condition: She was diagnosed with
delusion disorder (somatic type), and her symptoms
significantly improved within 3 weeks with cariprazine (3 mg),
and clonazepam (0.5 mg), together with psychoeducation.
The patient was concerned about the side effects of many of
the antipsychotic options offered, among them the chosen
cariprazine. Clonazepam was discontinued after a week,
and she held up well on cariprazine (3 mg), for 2 months
until the last follow-up without any reported side effects.

Patient-specific information: 21-year-old single male.
Course of illness and clinical presentation: Gradual onset
and continuous course.

Initial episodes of excessive worry, occasional sad mood,
fatigue, and decreased attention span and concentration,
which he linked to a loss of energy and vitality through
semen following masturbation with a frequency of 1-2
times a day for 1 year. His blood glucose, liver function test,
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kidney function test, thyroid function test, lipid profile, and
complete hemogram was within normal boundaries. He
underwent psychoeducation and was prescribed fluoxetine
(20 mg), but discontinued it after 1 week. Psychoeducation
consisted of two brief sessions about building rapport, the
physiology of semen production and discharge, and how
the phenomenon is not pathological, mind-body link, and
the associated changes in genitalia. He then presented
himself after around 6 months with a firm belief that his
brain and body were melting away along with the semen,
which was leading to poor attention, concentration, and
fatigue, which, in turn, he linked to his habit of watching
sexually explicit videos and eating non-vegetarian food
for 2 months. He would constantly seek assurance from
his parents and friends about his beliefs and would often
become aggressive towards them if they contradicted him.
He stopped masturbating and consuming non-vegetarian
food as advised by family members, but he continued to be
consumed by the same belief during nocturnal ejections.
He stopped going to college and would have multiple
crying spells in a day.

Management of the condition: The patient was diagnosed
with delusional disorder (somatic type), and his symptoms
significantly improved within 4 weeks with risperidone
(4 mg), along with psychoeducation. He held up well on
risperidone (4 mg), for 1 year until the last follow-up,
without any reported side effects.

DISCUSSION

In both cases, symptoms of Dhat syndrome existed in the
initial period of the illness and the beliefs about vaginal
discharge in case A and semen loss in case B were not
delusional in nature. Compared to male Dhat syndrome,
female Dhat syndrome is comparatively uncommon. Males
typically report symptoms related to masturbatory guilt,
whereas females typically express symptoms related to
vaginal discharge [1].

Over the course of the illness, the beliefs related to
semen loss and white discharge emerged as delusional.
In both cases, the belief about semen loss and white
vaginal discharge was held for more than a month, with
strong conviction, effecting the patients’ biological and
social life. The belief was implausible and illogical nature-
wise, and yet the patients remained preoccupied with the
thoughts for days. The thoughts came with a sad mood,
anxiety, and aggressivity towards family members and
friends when contradicted regarding their firmly held

beliefs. These characteristics are indication that these
beliefs are delusional [7]. The delusions were related to
bodily function, persisted for more than one month without
any other symptoms of schizophrenia, and were therefore
diagnosed as a delusional disorder of the somatic type 1.
There is a dearth of data about what factors can play
arole in the transition from culture-centered symptoms to
delusions. Past research suggests that patients with an at-
risk mental status and attenuated psychotic symptoms are
susceptible to a transition from obsessions to overvalued
ideas, and finally to delusions as part of schizophrenic
symptoms, including negative symptoms and hallucinations.
Such manifestations in the past have been termed schizo-
obsessive disorder [4]. In our cases, the symptoms of
Dhat syndrome may be the prodromal symptoms of the
delusional disorder, which, along with schizophrenia, falls
under the broader classification of non-affective psychotic
disorders [8].

Our case differs from a single reported case of Dhat
delusion where the patient presented themselves with
catatonia, along with concern regarding semen loss and
erection-causing weakness [2], whereas in our case, somatic
delusions with Dhat syndrome-like content was present.
This case also differs from a previously reported case series
where classical koro-symptoms were absent before the
development of koro-like somatic delusion [6], whereas
in our case, classical Dhat syndrome was present before
the development of Dhat delusions. What is more, in the
previously reported case, the patient failed to improve with
treatment and delusions emerged, whereas in our case
the delusions emerged when the patient was not on any
treatment. There is also a lack of data about the adequate
duration of the treatment or dosage of the psychotropics
used and about whether, if inadequately treated, the
unhinged ideas related to semen loss or vaginal discharge
devolved into delusional ideas.

CONCLUSION

Dhat delusion can be considered a distinct phenomenon
compared to the Dhat syndrome, as delusional ideas have
not been described traditionally in a culture-centered
syndrome. Dhat syndrome, though classically described as
a culture-rooted syndrome, may present itself as prodromal
symptoms of a psychotic illness that needs to be explored
further. What is more, future studies need to focus on
the course of treatment regarding the adequate duration
and dosage of treatment, and on which at-risk individuals



presenting Dhat syndrome symptoms or related culture-
rooted syndromes should be followed up adequately and
who may develop psychotic features in the future.
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ABSTRACT

Psychiatric care has undergone several cycles of profound changes in the past centuries all over the world. In Hungary,
community-based outpatient care has been showing signs of evolution since the 1950s. Initially, the system centered
on assertive outreach and family involvement, especially for those with serious mental health problems. Such services
remain available throughout the country, but the emphasis in the past decades has shifted towards mass care provision.
In many places, community-based services are no longer provided, and where they are the approach is biomedical and
less asuming of recovery. In other centers, the services provided are conceived with the eventuality of rehabilitation
in mind and in close cooperation with community-based care providers.

Community-based services providers, as part of the social fabric, offer as many psychiatric and rehabilitation services
as possible for those with mental disorders within their communities. The main objective of community-based care
is to achieve community re-integration and recovery from mental disorders. Today in Hungary, deinstitutionalisation
and the introduction of community-based psychiatric care have been adopted even by large inpatient institutions.
The replacement of institutional bed space and the provision of subsidised housing further underscore the importance
of community-based psychiatric care provision. There is the opinion that, as a further course of development, the
emphasis needs to now shift towards the nurturing of a community of experienced experts and creastion of user-led
programs. In this new paradigm, the ability of a person with a mental disorder to make decisions and the bolstering
of that ability are seen as vital. In order to achieve these objectives, it is essential that health and social seervices
professionals cooperate. Hands-on experience is key in the provision and development of such services.

AHHOTAUMA
3a nocsiefHvie CTONETUS CCTEMA OKa3aHWs NCUXMATPUYECKol MOMOLLM BO BCEM MUPe NpeTeprena paj kapAnHanbHbIX
n3MeHeHui. BHebonbHNYHaa ncuxmaTpuyeckast MOMOLL pa3BuBaeTcs B BeHrpum HaumHas ¢ 1950-x rogoB., Koraa



BrepBble Hayanu NPUMEHSATb acCepTUBHbIN NAaTPOHaX U NpUBeYeHne ceMbl NaLmeHTa K le4eHuo, 0C06eHHO AN1s
JIVL, C Cepbe3HbIMU NCUXUYECKUMY 3aboneBaHnAMU. Takas MOMOLLb B HACTOsILLIee BpeMsi AOCTYrMHa Mo BCel CTpaHe,
OAHAaKO B MocC/iefHMEe AeCATUNETUSA ee akLEeHT CMELLAETCs Ha MacCoBOro NoTpebuTtens. B HEKOTOPbLIX MecTax 6o/bLue
He NpeAoCTaBAAT BHEOONBbHUYHYIO MOMOLLb C ONOPO Ha 06LWeCcTBO, NpeanoYnTas GMoMeanLNHCKUA NOAXOA,
KOTOPbIV B MEHbLLEN CTeNeHV OPUeHTUPOBaH Ha BO3BpaLLEeHUs B COLMYM (recovery). B Apyrix MecTax yAensoT MHOMO
BHUMaHWA peabunmnTaLmm 1 yCneLwHo B3anMOoAeNCTBYHOT C COLManbHbIMU CyXXbamm Npu okasaHUm BHEGONbHNYHOW
NMOMOLLM NMauUMeHTaM.

AMBYnaTopHbIe CTYX6bI KaK YaCTb COLMANbHOM CUCTEMbI MPEAOCTABSAOT LUMPOKUIA CriekTp GOpM NCUXMATPUYECKON
NMOMOLLM N peabuantTaLmm rno MecTy XUTeNbCTBa ANs1 UL, C MCUXNYECKUMUN paccTpoicTBaMn. OCHOBHOW Lie/bto
06LLeCTBEHHO-0PNEHTVMPOBAHHOM MOMOLLM MOAAM C MCUXMYECKUMU PaCcCTPOCTBaMU ABASETCS obecneyeHne nx
coumanbHOM MHTerpaLmm 1 JOCTUXXEHME BOCCTAaHOBEHMS. B HacTosLLee Bpemsi B BeHrpun AeHCTUTYLMOHaNn3aumns
1 OTKPBITOCTb BHEHONBHNUUYHOW NCUXMATPUYECKOM MOMOLLM KOCHYIUCL U KPYMHbIX MHTEPHATOB. 3aMeHa npebbiBaHuS
B MHTEpHaTe Ha cybcnanpyemMoe xuibe elle pas nojuepknBaeT BaXHOCTb NpejocTaBneHns BHEGONbHUYHOW
ncuxmaTpuyeckor nomoLum. CyLectByeT MHeHMe, UTO ANs AaIbHENLLIEero pasBuUTUS HEO6X0AMMO CO34aHMe NHCTUTYTA
3KCMEePTOB, UMEOLLMX INYHBIX OMbIT 60N1E3HW, 1 MPOrpamMMm, KOTOpbIe BEAYT CaMU NMaLMeHTbl. B 3Toli HoBo Napagurme
XWU3HEHHO BaXHbIM SIBASIETCH NMPUHSATME peLLeHNi Ye/I0OBEKOM C NCUXMYECKUM pacCcTPOCTBOM U pasBUTUE ero
CMOCOBHOCTM MPUHUMATL peLLeHus. nst AOCTUXEHWS 3TUX Lieneil He0BXOAMMO COTPYAHNYECTBO MeXAy creLanmctamm
CUCTEMBI 34PaBOOXPAHEHIUSA U COLMANbHOM chepbl. IKCNepThl C MPaKTUYECKMM OMbITOM SBASHOTCSA KNHOUYEBLIM 3BEHOM

B npejfoCTaBeEHUN N pasBUTUnN AaHHOIO BMAa NOMOLLA.

INTRODUCTION

The psychiatric care system has undergone profound
changes in the past centuries in many countries. The aim
of this review was to identify the main trends in the
development of community-based psychiatric care in
Hungary, its characteristics and place in the mental health
care system, as well as the direction in which the wind
blows in the way of progress. Community-based care was
provided in a multidisciplinary team (psychiatrist, social
worker, nurse), with the involvement of a peer support
worker.

IMPORTANT MILESTONES IN THE DEVELOPMENT

OF COMMUNITY-BASED PSYCHIATRIC CARE

IN HUNGARY

Community-based psychiatry (CP) has a solid tradition
in Hungary: most of the inpatient wards have existed
in general hospitals. A humanistic tradition has always
been part of psychiatry, and, beginning in the 1920s, the
first pilot community-based outpatient clinics started to
appear. From 1950, these outpatient services providers
began multiplying and their best practices included the
CP approach.

The comprehensive pilot program of CP was implemented
by the Awakenings Foundation, the Community Psychiatry
Center of Semmelweis University, Budapest (in short: AF).
From 1994, under the leadership of the psychiatrist Judit
Harangozé, AF adopted and implemented the Assertive
Community Treatment, one of the international best
practices, by Leonard Stein [1], and the Optimal Treatment
Program by lan Falloon [2]. We created the principles of
community addictology under the leadership of Andrea
Bodrogi, MD, head of the addictology team at our center.
The Supported Employment Program [3] was adapted by
Tunde Bulyaki [4]. We published handbooks and booklets
on these topics [4, 5].

Soon after 1994, we launched our community psychiatry
and addictology service in Budapest, Hungary. The key
characteristics of our service are as follows: recovery-
oriented, family involvement, psychoeducation, assertive
outreach, monitoring of early warning signs to prevent
relapse, optimal and individualized pharmacotherapy, skills
training, stress management, assertivity, and supported
employment.

Primarily, the rehabilitation plans are based on the
personal life goals of patients and family members, before



an assessment is made of the difficulties that interfere with
those personal goals and a reaction to these is prescribed,
with the involvement of a multidisciplinary team that
includes peers support. Emphasis is put on nonviolent
means of treatment and rehabilitation by offering to our
staff training in communication and negotiation skills and
in de-escalation strategies to handle aggression [2]. Great
results have been achieved. After one year of community-
based care, the employment/learning rate among patients
has gone from 15-20% to 55-65% in every diagnostic group.

We have joined efforts with the Antistigma group of the
World Psychiatric Association, and Norman Sartorius has
provided training for the Antistigma volunteers. We have also
joined the research on stigma led by Graham Thornicroft
of Kings' College London. There is close cooperation with
Agnes Rupp from NIMH (US) in the field of mental health
policy and economics. More than 300 of our publications are
related to these activities. The staff of the AF participates in
graduate and post-gradual training programs for medical
professionals, nurses, social workers, and psychologists.

Our mission is to continuously innovate. We have
implemented the Hearing Voices approach [6] since 2012,
as well as an organizational culture of Coproduction:
mental health is a collaboration effort between users
and professionals [7]. We train peers as supporters and
involve them in every aspect of our action. We offer several
online facilities; besides therapy there are online self-
help groups, platforms, various applications, and online
peer support, as well. Our leader on the professional
front is the co-chair of the “Mental Health Economics”
panel of the World Psychiatry Association. One of our
peer supporters, Peter Kéri, is the board member of the
European Psychiatric Association and the President of
GAMIAN Europe, an umbrella organization for user-centered
organizations.

In the early 2000s, community-based psychiatric care
was folded into the renewed Social Act and more than 100
service centers were established by the government, partly
for psychiatric and partly for addicted patients, as part of
the social services system. The methodological basis of
this care is centered on the CP pilot program introduced
by the Foundation. Colleagues and peer supporters of
the foundation have developed the training programs for
the staff of the new services centers, an effort that is also
supported by the government.

GENERAL CHARACTERISTICS OF COMMUNITY
PSYCHIATRY IN HUNGARY

In Hungary, people living with mental disorders have
access to health care and social services. Community-
based outpatient services providers and other outpatient
facilities and day hospitals constitute community-based
psychiatry in the healthcare system (see below), while in
the social services system, community-based care and
daycare are available and there are a few residential
facilities (supported housing) facilities in the community.

There are 91 socially oriented community-based services
providers for mental, and 89 for addicted, patients around
the country.” The former serve 5,003; the latter, 4,435
clients with serious mental disorders that, for the most
part, belong on the psychotic to affective continum and
require intensive, long-term need-based psychosocial
rehabilitation and support.2 The services are free of charge
and non-coersive.

There are also day-centers for mental (n=108) and addicted
(n=95) patients serving 5,583/6,017 clients voluntarily and
free of charge in the nation-wide social services system.?
Patients can use other social services as well; i.e., family
support services that are available for everybody in the
local community, free of charge. Since 2013, the social
services system has been complemented with residential
facilities in the community. Unfortunately, this service is not
available to everyone in need at the moment and many of
these facilities require significant co-pays. The methods
utilized in these services are similar to those used in
the pilot program of the Awakenings Foundation. Day
centers in some instances house self-help facilities and
incorporate peers support. They organise cultural, leisure
or educational activities, training programs, residential
or family programs, meetings, all based on the needs
of the clients. The purpose of these establishments is to
achieve recovery [8]. The professionals providing these
services are mostly social workers and a few psychologists,
who must undergo a 350-h community-based psychiatry
education program based on our pilot program and run
by the National Institution for Social Policy.

THE GENERAL FEATURES OF THE HUGARIAN
MENTAL-HEALTH SYSTEM

Within health care system, outpatient care is provided
by community-based psychiatric outpatient providers
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available to the whole population, and outpatient care
is available in inpatient wards and special clinics. GPs
and other specialists can request a consultation from
the outpatient psychiatric services provider. Psychiatric
inpatient care is provided in the psychiatric wards of general
hospitals, psychiatric clinics, or in a mental hospital. There
is still an insuffucient number of professionals in the field
of psychiatry and mental health care, and its financing
is still institution-based. Speaking of health care over all,
there are also day hospitals, mostly organized in hospitals
(see Tables 1-3 and Figures 1-2). Health care professionals
and patients accept this way of treatment in the country.

Psvhiatric Child and Total

Y Adolescent Psychiatry

beds (beds N
Year er 100 000 Psychiatry beds | beds (beds
!Jnhabit;\nts) (beds per 100,000 per 100,000
inhabitants) inhabitants)

2012 29.62 1.4 31.02
2013 29.64 1.4 31.04
2014 29.41 1.4 30.81
2015 28.8 1.56 30.37
2016 28.92 1.57 30.49
2017 28.92 1.57 30.49
2018 28.67 1.57 30.24
2019 28.6 1.58 30.18
2020 25.42 1.58 26.99
2021 26.53 1.58 28.12
2022 26.63 1.79 28.41
Number of

Number of services

a o patients treated in
providers (pieces)

the last 12 months

Outpatient services

; 832 477,864
providers
Community-based
outpatient services | 384 135,120

providers
Mental hospitals 1 -

73
(incl. 35 children and | -
adolescent units)

General hospital
units

21
(included in General | -
Hospital count)

Day hospitals

Peers support workers are not involved in the provision
of mental health services.

THE PLACE OF COMMUNITY-BASED MENTAL
HEALTH CARE IN HUNGARY

There is an increasing need for CP services in Hungary.
Patient turnover in hospital treatment gradually decreases.
Professionals and policymakers have insufficient leverage,
and not enough resources are vailable in the mostly
institutionally financed health care and social services
systems to ensure comprehensive, accessible, and
acceptable CP care for every patient in need. However,

P Ep Child and Chronic Rehabilitation
A Y y Adolescent Departments | Departments
verage .
Psychiatry Average Average
BIgincir A length | length of length of
stay (days) verage lengt ength of stay | length of stay
of stay (days) (days) (days)
12.95 7.79 33.46 21.73
12.95 7.7 29.89 26.37
13.03 7.66 30.83 26.3
12.92 7.93 30.77 26.62
13.03 8.12 33.45 27.11
12.82 8.09 34.59 27.09
12.61 8.29 36.99 27.27
12.7 8 37.2 27
12.5 6.9 53 30.8
12.5 7.4 39.9 31
12.7 7 39.4 26.6
Number treated ::S';';:I ?t(;’s J Number of beds
(cases per 100,000 Ia)::eme:)n - (pieces per 100,000
inhabitants) pre inhabitants)
(pieces)
4,932 - .
1,394 - -
- 530 5.47
2,223 22.94
- (incl. 489 child and (incl. 1.78 child and
adolescent) adolescent)
216 2.23

(included in General
Hospital count)

(included in General
Hospital count)



Table 3. Numbers of professionals in mental health services provision in Hungary, 2023 (resource: National Directorate General
for Hospitals)

Number of professionals

Profession per 100,000 inhabitants

Child and adolescent psychiatrists 1.91

Clinical psychologists (incl. Adult or Child and adolescent Clinical and Mental Hygienist Psychologists) | 14.54

Psychiatrists 12.16
Mental Health Nurses and Specialised Nurses 10.85
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Figure 1. Psychiatric outpatient turnover in the health care system of Hungary: 2012-2023.
Note: These numbers are to be related to the full population of Hungary which changed from 9,931,925 (2012) to 9,689,744 (2023).
Data from Hungarian Central Statistical Office: https://www.ksh.hu/stadat_files/nep/en/nep0001.html
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Figure 2. Psychiatric inpatient turnover in the health care system (for 10 million people) of Hungary 2010-2022.
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good practices do exist, such as the pilot program at AF,
which has yielded a cost-effective model that reduces
indirect costs after just one year of optimal care [9]. CP in
health care predominantly revolves around medication,
but best practices involve cognitive behavior therapies, as
well [10]. CP care in the realm of social services provision
is only accessible to 10 percent of those with serious
mental health problems, while care in boarding-school-
type institutions within the community is accessible to just
1% of patients in need who have the resources for co-pays.
The quality of care also varies: there are some services
which are representative of the quality of the pilot program
(Optimal Treatment Project), but others leave much to
be desired. Quality assurance is nonexistant, but, on the
other hand, there is massive administrative control in the
provision of social services. The controls focus mainly on
the mandatory documents but not on the professional
quality assurance of the services.

THE STRENGTHS AND WEAKNESSES OF
COMMUNITY-BASED MENTAL HEALTH CARE
PROVISION IN HUNGARY

Most of the existing CP health services provision focuses on
symptoms and relapse prevention, while socially oriented
CP services in the community are oriented towards recovery,
with some application of peer support, as well. That
is the strength of socially oriented CP services provision.
The system also increases patient access to health care.
Achieving this objective requires close cooperation between
the professionals working in both sectors [11]. A ministerial
professional recommendation issued in 2018 also alludes
to close cooperation between the health care and social
services sectors in community-based psychiatric care.
In addition to the knowledge of one’s own profession,
effective cooperation requires everyone to remain open
to other professions and to tear down the hierarchies
between individual professions. In Hungary, the original
dominance of the health care approach in the way care
is provided to psychiatric patients can be felt even today
[12]. Day hospitals that operate according to the medical
model are usually part of a health care institution/hospital
system and are primarily staffed by medical personnel
(doctors, nurses). In these institutions, the nature of daily
programs is structured medical therapeutic interventions,
with little attention paid to the value of recovery. This
can be regarded as a weakness of the mental health
system. At the same time, provision of care also exists in

the social services sector. It is much less medicalized and
is mainly staffed by social services professionals, sometimes
supplemented by a number of health professionals: e.g.,
a psychologist or a psychiatrist [13]. Home-based long-
term community-based psychiatric care is usually provided
only by social services providers. Communication between
providers of health care and social services is often lacking
or non-existent when social workers cannot achieve
the cooperation of health professionals [14]. Outside
of psychiatric professionals in the health care sector,
few health care professionals know about community
psychiatry. The vast majority of general practitioners do
not have contact with community-based care providers
in the social services sector. A further weakness is that
the majority of doctors, nurses, and other professionals
still treat mental illnesses exclusively as a health problem.
Although recovery-based service models have appeared in
community-based care provision, the willingness to accept
changes is slow among the professionals in the health care
system. They don't believe in the recovery of the mentally
ill. In addition to the differences in approach, insufficient
allocation of resources can also be identified as a problem
in intersectoral cooperation [14, 15]. The strength of the
Hungarian system consists in the good employment
opportunities offered to patients. The government provides
incentives to employ people with disabilities and funds other
initiatives as well. Additional strength is the high quality of
the professional trainings received and scientific activities
persued by Hungarian mental health care professionals.

THE PERSPECTIVES IN COMMUNITY PSYCHIATRY
AND PEER SUPPORT
Personalized care with the involvement of families and
other important people is a cornerstone of the future
of mental health care provision. Tailoring treatment and
therapeutic approaches to the needs and circumstances
of individual patients and their families improves the
chances of recovery.

Digital technology and artificial intelligence will play
a pivotal role in shaping the future of mental health
care provision. The widespread adoption of eHealth and
technology will facilitate more effective communication
between patients and healthcare professionals and empower
patients to actively monitor their mental health status.

The progressive steps towards the dissemination of
good practices in community-based psychiatry in Hungary
are as follows:



+ shifting of resources from institutions to quality-
controlled CP services provision;

+ quality assurance;

+  evaluation of good practices and their dissemination
using public money;

* subsidized employment for people with a lived
experience in the health care and social services
sectors, and the education of professionals?;

* training of managers, leaders, and other staff, as
well as peer support and emphasis on a person-
centered and value-based approach, including
de-escalation of aggression, and organizational
development towards a system of cooperation [7];

« training of professionals on ethics and human
rights based on CPRD (Convention on the Rights
of Persons with Disabilities) and WHO protocols;

« eradicating “violent” radically in
psychiatry;

« improving public awareness of mental health and

practices

mental health institutions;

« involvement of primary care professionals in the
prevention and management of noncomplex cases
of mental disorders; and

+ theintegration of digital technology and Al.

In the future, there is great potential for peer support to
play a vital role in value-based, cost-effective mental health
care provision. As we look ahead, several key factors can
shape the future of peer support in the mental health
field. Mental health is a coproduction involving users
and professionals. The integration of people with lived
experience should ensure that peer support workers
are valued as equal members of the team, contributing
their distinct perspectives towards improving overall
care provision. People with lived experience should be
involved in the education and training of professionals,
as well. Programs involving students offer a glimpse of
the potential impact of exposing future mental health
professionals to peer support early in their training.
Expanding these initiatives and ensuring that they are
an integrated part of mental health education can foster
greater understanding and cooperation between peers
and clinicians and decrease stigma.

The stigma and discrimination associated with mental

disorders needs to be targeted both within the mental

health care community and in the society at large. Meeting
with people with lived experience can play a significant
role in challenging stereotypes and dispelling myths about
mental illness. By sharing their stories and offering hope,
they can contribute to the creation of a more accepting
and compassionate society. Technology and innovation
also hold promise for the future of peer support. Online
platforms can provide accessible avenues for people
to connect with peer support specialists regardless
of their location. As technology continues to advance,
there are opportunities to develop more tailored and
effective digital interventions that complement traditional
face-to-face support.

Additionally, research and evaluation are essential
to demonstrate the effectiveness of peer-supported
interventions. Gathering data on outcomes, such as
improvements of mental health, reduced hospitalization
cases, or increased quality of life can help secure
funding and bolster support for these programs. It's
crucial to build an evidence basis that highlights the
value of peer support in achieving positive mental health
outcomes.

The prospects for peer support in mental health care
look promising, with the potential to transform how
we approach and deliver mental health services. This
transformation hinges on the integration of peer support
into the system, education and training, stigma reduction,
technological innovations, and robust research.

CONCLUSION

Hungary possesses good practices in community-based
psychiatry, but the structure and funding of health and
social services remain institution-based. There is continuous
development of community services. Their quality varies,
as quality insurance is missing. By working in cooperation
and embracing the unique contributions of peer support
specialists, we wish to create a mental health care system
that is more holistic, person-centered, and effective in
achieving recovery and well-being.
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The progress in any field depends, first and foremost, on the people who work in it. Luckily, today the indispensable
contribution of women to all areas of knowledge is widely recognized. However, it is crucial to continue advocating,
challenging prejudices and promoting empowerment of women worldwide.

International and regional platforms to address gender equality issues, the UN Women initiative and the annual
Women's History Month, which is celebrated in March in many countries across the globe, are intended to empha-
size the role of women in world history and the development of modern society.

While mental sciences by their very name refer to Psyche, the young heroine of ancient Greek myths, women be-
gan to contribute fully to psychology and psychiatry as late as the beginning of the 20™ century. Sabine Spielrein
(1885) is known to be the first woman psychoanalyst. She was a student, a friend and a colleague of Freud and Jung.
Karen Horney, born in the same year, was one of the key figures of neo-Freudism. At the end of the 19t century, lvan
Mikhailovich Balinsky gave lectures on psychiatry to the young women attending medical courses.

Why do women increasingly choose the path once dominated by men? What motivates bright young women
to pursue this career? Why have some of them dedicated their lives to caring for others’ mental health? We had an
opportunity to talk to several female psychiatrists and psychologists, members of the editorial board and authors
of Consortium Psychiatricum.

We asked our interviewees, explorers of human mind, a few simple questions so that this time, they could open
up their own souls and share. The key features that distinguish our interviewees are the desire to follow their vo-
cation despite stereotypes, a true passion for science, the ability to empathize and to create a safe space for them-
selves and others wherever they go.

We hope that their memories, reflections and guidance will inspire and support the next generation
of women working in the mental health field.
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Victoria Bird: | have always been interested in peo-
ple, and in particular social interactions. | have a drive
to understand and am always wanting to know more. |
wanted to have a career that followed my interests and
would be fast paced and energetic. With mental health,
everything is unique and about the person, no two days
are the same. | work in mental health research, where |
get to interact with really interesting people. One thing
that drives me is the stories of the people who use our
services.

Maya Kulygina: For me it was somehow predestined.
As a friend of mine used to say, | was lucky to be born
in a room with a bookcase. So, in our bookcase be-
tween Lermontov and Chekhov there were works by
P. Gannushkin, G. Sukhareva, B. Zeigarnik, S. Rubinstein:
my mom was a psychiatrist. | remember coming to her
hospital, her conversations with colleagues, reading those
books, all that created an environment in which poor
mental health and a mentally sick person were perceived
as something natural and deserving sympathy. While |
was still a child | wondered what people thought about,
why they acted the way the acted, what helped them
to overcome difficulties and achieve success. In school
| had a passion for biology, mathematics and literature
which led me to the Faculty of Psychology of Moscow
State University named after M. Lomonosov. And there
the choice was clear — the Department of Neuro- and
Pathopsychology. And so it went.

Elena Molchanova: Ever since school I've been inter-
ested in mental health. Initially | wanted to become
a psychologist, but after attending lectures at sever-
al universities in Frunze (that's how Bishkek was called
at the time) | was disappointed. Once | happened to be
at a seminar taught by V. Solozhenkin after which | im-
mediately made my choice. So | found a Master rather
than a profession.

Natalia Petrova: For me there were no alternatives. Back
in school | got fascinated by higher nervous activity, since
the 1st year | had been a member of a student scientif-
ic society for psychiatry. If | tried to rationally look back
at my choice I'd say psychiatry is really intriguing, it chal-
lenges an inquiring mind.

Mariana Pinto da Costa: When | was studying medicine,
| soon realised that many specialities are very specific
(and too narrow) in their focus and in their care towards
patients, as if one could become the expert of the little
finger of a patient, not being concerned with the rest.

Being interested in supporting 'the person as a whole',
beyond any specific organ or body part, | decided in my
medical studies that | wanted to train in psychiatry, and
pursue a career in mental health.

Denise Razzouk: Before starting my course in Medicine
| was in doubt between Psychiatry and Psychology be-
cause | was very interested in human behavior and all
human dimensions, including anthropological, historical
and philosophical issues. In summary, | was interested
in human beings.

Anita Riecher-Réssler: When | was 16 years old | read
Sigmund Freud and was very impressed by his thoughts
on the unconscious and all these psychological process-
es driving human beings. Later, after having finished my
psychoanalytic training, | stayed in psychiatry, as | got
more interested in scientific evidence. For example | got
very interested in sex and gender differences of mental
disorders or in the development of psychosis.

Natalia Semenova: | studied at the Faculty of Psychology
at Lomonosov Moscow State University and my choice
to become a "psychologist working in psychiatry, in col-
laboration and close contact with psychiatrists" was in-
fluenced by two professors, namely Bluma Wolfovna
Zeigarnik and Yuri Fedorovich Polyakov.

B. Zeigarnik was teaching a course on pathopsychol-
ogy, and | always tried to sit as close to the podium as
possible so as not to miss anything. | even bought a very
cute notebook specifically for my notes on pathopsy-
chology. And among them were some very important
notes — on psychic pathologies in mental diseases, on
the key role of social environment and the cultural space
for the patient, on the importance of the patient's own
activity, on psychological correction and rehabilitation
as necessary conditions for the return of an ill person
to normal social life.

Y. Polyakov (who was my Ph.D. thesis supervisor later
on) gave a course of lectures on the pathology of cog-
nitive activity in schizophrenia (covering, in particu-
lar, various types of motivational and personality dis-



orders). In terms of career choice, as it turned out, |
was not the only one who was influenced by him.
The well-known German psychiatrist Manfred Spitzer
once admitted in our personal conversation that if he
hadn't come across a little book "Schizophrenie und
Erkenntnistatigkeit" (a work of J. Polyakov translated into
German and published in Stuttgart in 1972) at the time,
he probably would not have chosen this field of medi-
cine for himself.

Victoria Bird: Having supportive colleagues and a stim-
ulating work environment is essential for mental health
research. You cannot do research on your own, rather
you need others. Having a supportive environment al-
lows ideas to flourish and grow, it also promotes creativ-
ity. Within this, it is important to ensure a range of per-
spectives are heard, importantly including people with
lived experience in the discourse.

Maya Kulygina: | could say that it is important to feel
needed, to be able to see the result of your work, wheth-
er itis research or clinical practice. But there is always
more: craving for knowledge, the opportunity to explore
on your own, feeling of commitment to an important
common cause, and of course that basic interest to hu-
man beings.

Elena Molchanova: To understand what I'm doing, what
the purpose is, and what my patient will receive as a re-
sult. To retain the ability to empathize at least at the lev-
el that | have so far. It's important to remain empathe-
tic, at least as much as | already am so far.

Natalia Petrova: Helping people who are suffering.

Mariana Pinto da Costa: | am driven to make a positive
and meaningful change in people’s lives. This can be on
aone-to-one individual level, or more globally at organ-
isations level. It is extremely rewarding every time | re-
ceive a message of a patient or a colleague and know-
ing that | was able to help that person.

Denise Razzouk: Mental health is about how human be-
ings feel and react while facing life challenges, individual

limitation and expectations. Ultimately, suffering is a con-
sequence of our ability failure of dealing with the im-
balance between how society supports/threaten us and
how our biological and psychological skills are appropri-
ate to survive and to pursue happiness and well-being.
Then, poor mental health represents a lack of individu-
al freedom to decide and to choose his/her best possi-
ble trajectory in life. A psychiatrist should be able to keep
in mind that a mentally ill person is someone that needs
support to restore his/her life in all dimensions and not
only receive “interventions” focused exclusively on symp-
toms and claims. Therefore, a psychiatrist should be in-
terested in all human beings aspects and have empathy
regarding human suffering.

Anita Riecher-Rossler: For me psychiatry is the most
interesting discipline, because it deals with the most im-
portant subject, the human being, and in all its aspects
from biology to psychology, sociology, etc.

Natalia Semenova: There are probably two things that
are worth mentioning. The first one can be described
by the expression "need-induced immunity". It's when
you as a professional are really needed. My work most-
ly involves psychosocial support for the sick. In terms
of the experimental component, | have always been
more into experiments that help with personal growth
and development rather than just detect certain dis-
orders in the patient. "Need-induced immunity " goes
hand in hand with increased resilience to life's challeng-
es (and diseases!). This is due to the specialist's expe-
rience of being needed by others to successfully car-
ry out an activity that is significant both to them and
to the society.

The latter consideration also concerns psychosocial
help for the mentally ill. Personally, | call it “protecting”
or “saving”. One way or another, from different
theoretical perspectives and using different conceptual
languages, many have mentioned this common idea
which is important for our work. | mean the connection
between such phenomena and statements as, for
example, once proposed by Solzhenitsyn expression
of the national idea, namely "saving the people" and
my teacher and doctorate thesis supervisor Isaak
concept of psychosocial
rehabilitation in psychiatry.

Yakovlevich Gurovich's



Victoria Bird: | think we need to focus on our youth
people, their mental health and wellbeing. Young peo-
ple have really had a tough time over the last year, with
the closure of schools and the loss of normal social in-
teraction. However, | do not think it is about diagnos-
ing and putting people in treatment, rather we need
to focus on giving young people the skills and resourc-
es to overcome mental distress. In particular, we need
to strengthen community resources, such as those pro-
vided by sports and arts groups to enable young peo-
ple to interact and express their feelings.

Maya Kulygina: The advice would be quite common
and even simple actually, butit should be followed: keep
in contact with people, and not only with the loved ones,
but also on other social levels; take care of your body,
in terms of a healthy diet or regular physical exercise,
learn something new. What is particularly important
in the context of the restrictions and distancing, fill your
daily schedule with activities in order to avoid routine,
monotony and lack of will. Finally, | guess, it is imper-
ative to create your own meanings and stick to them,
i.e. find something that inspires you, brings satisfaction
and answers the questions: why am | doing this? For
what purpose?

Elena Molchanova: My profession is not about offer-
ing advice. Evidence-based medicine believes that regu-
lar physical exercise boosts neuronogenesis and lowers
cortisol levels. So | would say any type of sport thatfeels
good will do. There's a lovely book by Robert Sapolsky
that is called “Why zebras do not have ulcers”. There's
nothing to add to this.

Natalia Petrova: Work hard.

Mariana Pinto da Costa: The current COVID-19 pan-
demic has led to social isolation blocking people from
their usual face-to-face interactions with their family and
friends. This led to many feeling helpless, anxious and
depressed.

Therefore, there should be an increased capacity
to support individuals in their local communities, in-

cluding through the use of technology. This should be
at the services level, facilitating access to mental health
services when required to provide treatment, but equal-
ly through initiatives that provide volunteering support
in the community, and promote social cohesion and
support, focusing on (new symptoms or their relapse)
prevention.

Technology has been fundamental to provide care and
support to patients during the ongoing pandemic. On
several occasions it allowed to address social isolation
and overcome distances, but also to contribute to pa-
tients’ recovery and their social integration. It has not
only been an alternative available or a preference for
some but for many and on many occasions the only
choice available.

In my PhD research | developed a new intervention
called ‘Phone Pal’ to overcome social isolation in peo-
ple with mental illness, connecting community volun-
teers with patients with psychosis remotely through
smart-phones (Pinto da Costa M, 2020), with encour-
aging findings.

To strengthen mental health | would recommend self-
care interventions, the utilisation of resources in the
community that provide support, particularly to socially
isolated individuals, and that the access to mental health
services to those who require it is facilitated through the
use of technology.

Denise Razzouk: There are potential actions according
to two levels: national level (public health policy) and in-
dividual level.

[ think that public health policies must address mental
health issues together with COVID-19 control strategies.
Mental health cannot be apart from it. Mental health
is everybody's business and all sectors of society should
be involved to strengthen mental health. Regarding pub-
lic health policies, it is important to address the main
triggering factors of poor mental health: financial inse-
curity, poverty, unemployment, grief, social isolation,
anxiety, depression, burnout, suicide risk, lack of social
support and alcohol use. It is important to deliver pub-
lic psychoeducation about signs of poor mental health
and to promote a healthier lifestyle. Of course, prima-
ry care should be prepared to assist and identify not
only the first signs of COVID-19 but also mental health
needs. Other actors such as teachers and entrepreneurs
should be trained and involved to identify signs of men-



tal health needs as well as to guarantee a supportive en-
vironment for students and workers.

Regarding the individual level, it is very important
to avoid alcohol and to acquire healthier habits and life-
style, including exercises as well as keeping in contact
with friends and family members. Also, it is important
to avoid being several hours on the Internet or using
mobile apps. It is important to schedule daily activities,
and balance self-care, rest, leisure and work activities.
It is good to learn something new or to do something
that promotes motivation such as an old or new hobby.
Don’t answer emails/WhatsApp 24 hours per day! If all
measures are not enough and anxiety and depressive
symptoms became dysfunctional, then, is better to have
a consultation with psychiatrists.

Anita Riecher-Réssler: Strengthen body and soul. For
example by doing lots of sports and outdoor activities,
cultivate all the creative work and hobbies you always
wanted to, but never found the time for. And most im-
portantly: keep in contact with people using all possibil-
ities like telephone, online or outdoor meetings or so-
cial media.

Natalia Semenova: Leading experts in domestic and
foreign psychiatry and clinical psychology have already
given valuable advice on preservation and promo-
tion of mental health in the context of COVID-19. | can
only add a few things. It is about the willingness to act
in a situation of anxiety and uncertainty, about the im-
portant role of action in general (Fais ce que dois, ad-
vienne, que pourra — Do what you must, come what
may) and "search activity", as understood by our phys-
iologists V. Arshavsky and V. Rotenberg. The common
ground here is continue searching in conditions, when
one cannot be sure of the consequences of one's be-
havior, when there is no certain prediction of the out-
come of the whole COVID-19 situation and despite
of that the person continues to act consciously and
meaningfully, which helps to restore the peace of mind.

Victoria Bird: You can do this — you are strong, confi-
dent and have an opinion to be heard. There is nothing
you cannot do. Empowered women, empower women.

Maya Kulygina: If we are talking about the profession
of a psychologist or psychiatrist, about someone who
combines science and practice, my first advice will be
gender neutral and rather standard for those who are
justbeginning their journey to carreer: read, think, write,
learn, grow. And for women specifically, it might be use-
ful not to forget to maintain a balance between profes-
sional and personal life, which includes relationships,
family, hobbies, without going to any of poles, since both
these domains can be mutually enriched if you distri-
bute your attention, time, mental and physical energy
equally and create harmony.

Elena Molchanova: Think twice. And then think for
the third time. Make a checklist of occupation burnout
symptoms and as soon as the diagnosis becomes obvi-
ous, take a break. Otherwise you will not be able to guar-
antee individual approach anymore, which can be harm-
ful for the patients. And then again, think carefully.

Natalia Petrova: To remember that there’s more to life
than your profession.

Mariana Pinto da Costa: Follow your dreams. Challenge
and improve the “status quo” and do it in a way that you
will feel proud of, and that inspires others. Be a good
listener and show empathy. Speak your mind, and ad-
vocate for what you believe. Never tolerate any kind
of abuse. Demand respect and to have your voice heard.
Say ‘Thank You' and show your appreciation. After
a while you will see that you were able to build and nur-
ture long-term professional relationships and a success-
ful mental health career.

Denise Razzouk: A high level of professionalism and
competence are always desirable and essential, but be-
ing women requires much more than that. One impor-
tantissue is about having good self-esteem and self-con-
fidence because the path for success is much harder and
longer for women than for men. Hostility, lack of op-
portunity, unfair critical and judgemental comments
addressed to women’s behaviour and ideas are very
common. Being persistent and catching all opportuni-
ties (even the small ones) to show the excellence of your
work isimportant too. Don’t expect recognition, instead
use actively the media to enhance the visibility of work
because this opens new opportunities and it gives you



avoice to show your ideas. Developing good profession-
al and public network are worthwhile strategies. Also,
it is important to balance work and personal life, es-
pecially pursuing positive experience because psychi-
atry practice is hard in terms of dealing with suffering
and high emotional demand. Itisimportant to take care
of your mental health.

Anita Riecher-Rossler: Set your own goals and work
on them. Question gender stereotypes in others and
in yourself. If you don't dare to do something/to claim
something, do it/claim it nevertheless! Make your
dreams come true. Be self-confident! Self confidence
in my experience is the key for women — they often do
not dare to...

Natalia Semenova: | would advise women who have
chosen this profession to «be seen. | first heard this
expression at an international psychiatric forum from
Sophia Frangou, who was teaching a course there.
To understand what "to be seen" means for a fe-
male professional, | recommend the book edited by
Frangou “Women in Academic Psychiatry” [Frangou,
S. (Ed.). (2016). Women in Academic Psychiatry: A Mind
to Succeed. Springer. — the book is the public domain].
In particular, itincludes first-person accounts from some
of the most influential women in psychiatry about why
they chose the field, what challenges they faced and how
they managed to succeed. Among these stories there
is that of Danuta Wasserman, who will head the World
Psychiatric Association in the foreseeable future.
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