Consortium
PSYCHIATRICUM

2020 | Volume 1 | Issue1 | www.consortium-psy.com | ISSN 2712-7672 (Print)

COVID-19:
consequences
For mental health...

Impact of COVID-19 pandemic Community psychiatry around Islamophobia, mental health
on anxiety, depression and the world: Portugal, Brazil, and psychiatry: South Asian
distress - online survey results Lebanon perspectives

amid the pandemic in Russia Page 47 Page 78

Page 8




Consortium Psychiatricum

2, Zagorodnoe shosse,

Moscow, Russia 117152

Phone/fax: +7 (495) 952-11-14 ext. 14501
E-mail: editor@consortium-psy.com
www.consortium-psy.com

Founder & Editor-in-Chief
George P. Kostyuk (Russia)

Deputy Editors-in-Chief
Olga A. Karpenko (Russia)
Sergey A. Trushchelev (Russia)

Director of Marketing
& Communications
Victoria A. Kirova (Russia)

Communication Officer
Denis S. Andreyuk (Russia)

Assistant Editor
Julia Borzenkova (Russia)

EDITORIAL BOARD

Editorial Advisory Board
Michel Botbol (France)

Vladimir P. Chekhonin (Russia)
Wolfgang Gaebel (Germany)
Helen Herrman (Australia)

Roy Abraham Kallivayalil (India)
Heinz Katschnig (Austria)
Tatiana P. Klyushnik (Russia)
Mario Maj (Italy)

Alexander A. Makarov (Russia)
Elena S. Molchanova (Kirgizstan)
Nikolay G. Neznanov (Russia)
Kathleen Pike (USA)

Stefan Priebe (UK)

Geoffrey Reed (USA)

Anita Riecher-Rdssler (Switzerland)
Norman Sartorius (Switzerland)
Naotaka Shinfuku (Japan)

Sir Graham Thornicroft (UK)

Editorial Executive Board
Alisa V. Andryuschenko (Russia)
Maya A. Kulygina (Russia)
Marija Mitkovic Voncina (Serbia)
Alexey V. Pavlichenko (Russia)
Natalia D. Semenova (Russia)
Timur S. Syanakov (Russia)

Publisher

24/15, Kashirskoye shosse,
Moscow, Russia 115478
Phone/fax: +7 (499) 929-96-19
www.abvpress.ru

Consortium
PSYCHIATRICUM

2020 | Volume 1 | Issue1

MESSAGE FROM THE EDITOR 2
EDITORIAL

COVID-19: consequences for mental health and the use

of e-mental health options 3

Wolfgang Gaebel, Rabea Lukies, Johannes Stricker

RESEARCH
Impact of COVID-19 pandemic on anxiety, depression and
distress — online survey results amid the pandemic in Russia 8

Olga A. Karpenko, Timur S. Syunakov, Maya A. Kulygina, Alexey V. Pavlichenko,
Anastasia S. Chetkina, Alisa V. Andrushchenko

Schizophrenia and toxoplasmosis: association with
catatonic symptoms 22

Dmitry V. Romanov, Alexey lu. Brazhnikov, Denis S. Andreyuk, Natalia V. Zakharova,
Lidia V. Bravve, Vasilisa A. Kovaleva, Evgenia V. Abbazova, Dmitry B. Goncharov,
Irina V. Titova, Elvira A. Domonova, George P. Kostyuk

REVIEW
Cognitive behavioural therapy in virtual reality treatments
across mental health conditions: a systematic review 30

Merve Dilgul, Jasmine Martinez, Neelam Laxhman, Stefan Priebe and Victoria Bird

COMMENTARY
Community-based psychiatry around the world 47
Olga A. Karpenko, Maya A. Kulygina, George P. Kostyuk

SPECIAL ARTICLE
Community psychiatry in Portugal: a critical review 49

Pedro Frias, Mariana Pinto da Costa

Community-based mental health services in Brazil 60

Denise Razzouk, Daniela Cheli Caparroce, Aglae Sousa

Community mental healthcare in Lebanon 71
Joseph El-Khoury, Riwa Haidar, Raghid Charara

SPECIAL VIEW

Islamophobia, mental health and psychiatry:

South Asian perspectives 78
Roy Abraham Kallivayalil, Abdul Qadir Jilani, Adarsh Tripathi

The reference to Consortium Psychiatricum journal is obligatory at a full or partial reprint
of materials. The editors are not responsible for the content of published advertising materials.
The articles present the authors’ point of view, which may not coincide with the opinion
of the publisher. Copyright @The Author (Authors). This is an Open Access journal under
the CC BY 4.0 license. Printed at the Mediakolor LLC printing house. Circulation 1100 copies



MESSAGE FROM THE EDITOR

DEAR COLLEAGUES,

I am delighted to welcome you to the first issue of the Consortium
Psychiatricum journal.

As you know, the word “consortium” means joining groups of people for
a shared purpose. This paradigm is the cornerstone of modern science and
itwill serve asthe basis of our editorial policy.“Another journal?”you may ask.
“What can separate this journal from thousands of others?”

An acknowledged and respected trend in 215t century science (apart
from joining interdisciplinary, international, intercultural collaborations)
istoprovidefreeaccesstoknowledge.Onespecialfeature of ourjournalisthat
it provides open access to the contentwith no charge to the authors.

Another unique feature about Consortium Psychiatricum comes from the
history of Russia and the history of science in Russia. For decades, Russian
science inthe field of psychiatry was, for various reasons, closed off from the
restoftheworld. However,inrecentyearsRussian psychiatrists have become
increasingly involved in professional collaborations all over the globe. My
personalreasonforstartingthisjournalwasunderstandingthe needto make
Russian psychiatry more visible on the global scientific scene. This process
makes sensewhenitis mutual, i.e., Russian psychiatrists should also be more
aware of global trends.

Consortium Psychiatricum aims to cover a wide range of mental health
issues. Its mission is to provide a platform for sharing opinions on different
aspects of mental health as well as to provide scope for cutting-edge
research in the field.

Forthefirstissue, we collected articlesthatwe believe reflect currentreality
and contemporary concerns. We could notignore the global challenge of the
COVID-19 pandemic, and we give a general overview of the situation in the
editorial article and presenttheresults of a study performed in Russia. Modern
approachesto knowntechniques arereflectedinthe systematicreviewonthe
use of virtual reality in cognitive behaviour therapy. Another “hot” topicis the
development of available and non-restrictive mental help in the community.
Westartby publishing aseries of articles about the organization of community-
based psychiatryin countries all overtheworld. In the special cultural mental
health issue, we reflect on the paradox of Islamophobia in our tolerant
world. Additionally, the influence of infection on mental health is presented
in the research article on toxoplasmosis and schizophrenia.

| want to thank all the authors, editors and reviewers who contributed
tomakingthejournalhappen.Whilepreparingthisissue, shockingnewscame
infromLebanonregardingtheexplosioninBeirut.lwanttoexpressmysincere
condolences to our colleagues from Lebanon and we appreciate their input
tothejournal despite the tragic disaster in their city.

| do hope that you will enjoy reading this journal. You are welcome to send
usyour papers and join our team of reviewers.

George P. Kostyuk,
Editor-in-Chief

Consortium Psychiatricum | 2020 | Volume 1 | Issue 1
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ABSTRACT

The current COVID-19 pandemic is associated with fear, insecurity, and perceived social isolation worldwide. In this editorial,
we discuss the influence of the COVID-19 pandemic on mental health among the general population and among particularly
vulnerable groups (e.g., people with pre-existing mental iliness). Additionally, we explore the role of e-mental health options
in times of social distancing. Preliminary empirical evidence indicates that a wide range of people have experienced
mental health difficulties due to the COVID-19 pandemic and corresponding infection-control measures. E-mental health
options are a feasible means of addressing psychological distress and mental illness during the pandemic. Thus, these
options should be made available in a timely fashion. Future multidisciplinary research is needed to develop e-mental
health strategies that specifically focus on the consequences of social isolation, economic hardship and fear of infection.

AHHOTAU WA

Tekywasn naHgemma COVID-19 BO BceM Mupe COMPOBOXAAETCA CTPaxOoM, YyBCTBOM Hebe30MacHOCTU 1 OLlyLlieHneM
coumanbHoM nsonsaumn. B gaHHOM pefakLi'OHHORN CcTaTbe Mbl 06CyXKAaeM BavsHMe naHgemumn COVID-19 Ha ncnxmyeckoe
340POBbEe HaceneHUs 1 OTAeNbHbIX YS3BUMbIX FPYN (HanprMep, t0Ael, yXXe MMetoLLIMX cnxmnyeckmne 3abonesaHums). Kpome
TOro, Mbl MCCNeAyem BO3MOXHOCTY MPUMEHEHVS 3/1eKTPOHHBIX TEXHOOT I MPY OKa3aHWY MOMOLLM B NEPUOZA COLMAaNbHOro
ANCTaHUMpoBaHWA. MNpeasapuTebHble JaHHbIE SMAVPUYECKMX UCCEA0BaHM YKa3bIBakOT Ha TO, YTO Y LUMPOKOIO KpYra e
BO3HWKaAW Npobaembl C MCUXMYECKM 340POBbeM 13-3a NaHaemun COVID-19 v B CBA3M C MprMeHeHeM Mep Mo KOHTPO/THO
nHdeKummn. icnonb3oBaHme 31eKTPOHHbIX TEXHOOTNIA B NepUOZ NaHAEMUN SBNSETCS LieN1eco0bpa3HbIM CMOCO60M OKasaHus
MOMOLL B OTHOLLEHUW NCUXMYECKOTO 340POBbS. B CBA3M C 3TMM HEOHXOAMMO 0becrneymnTb CBOEBPEMEHHYH) AOCTYMHOCTb
AVCTAHLUMOHHOIO OKasaHua MomoLLm. HeobxoauMbl Takke AanbHenmne MeXANCUUMINHAPHbIE VCCIeA0BaHWsA s
pa3paboTkm CTpaTerui NCrnosib30BaHNS 2N1EKTPOHHBIX TEXHOIOMI B OXpaHe NCUXMYeCKOro 340p0Bbs, CPOKYyCMpPOBaHHbIE
Ha NoCNeACTBUAX COLMANBHOM U30NALMIM, SKOHOMUNYECKX TPYAHOCTEN 1 CTpaxa nepes nHoekLmnen.



INTRODUCTION

The current COVID-19 pandemic has caused insecurity
and fear around the globe. Additionally, measures such
as social distancing and home confinement, which
help prevent the spread of the disease, carry the risk
of increasing psychological distress or aggravation of pre-
existing mental illness. Thus, mental health experts
worldwide have raised concerns over the consequences
of the COVID-19 pandemic for mental health (e.g., [1-
4]). These concerns are in line with previous evidence
relating to mental health problems following isolation
measures in the context of contagious diseases [5]. There
is also some preliminary evidence indicating the negative
effects of the current COVID-19 pandemic on mental
health with stricter and more efficient social distancing
measures (e.g., quarantine), potentially causing more
severe consequences [2, 6].

The World Health Organization (WHO), the Inter-
Agency Standing Committee (IASC) created by the
United Nations (UN), the World Psychiatric Association
(WPA), and several other organizations have published
guidelines and resources for maintaining or restoring
mental health during the pandemic [7-9]. Additionally,
national organizations are setting up tailored national
strategies to respond to mental health issues during
the pandemic. Many of these strategies include online-
based mental health options (e.g., [1, 10, 11]), which
is partly due to difficulties associated with inpatient
mental health services (e.g., the risk of infections; [12]).
In this editorial, we discuss evidence for the impact of the
current COVID-19 pandemic on mental health among the
general population and among vulnerable groups (e.g.,
persons with pre-existing mental illness). Additionally,
we explore how the use of e-mental health options can
help maintain or restore mental health in the current
COVID-19 pandemic.

CONSEQUENCES OF THE COVID-19 PANDEMIC

FOR MENTAL HEALTH

The COVID-19 pandemic may negatively influence
mental health via increased stress levels due to fears
about infection, economic hardship, job loss or via
perceived social isolation as a consequence of social
distancing measures. Additionally, excessive fear and
panic due to misinformation on social media (the so-
called “infodemic”) may occur [13], which has been
termed “coronaphobia” [14]. According to a recent

review based on 28 primary articles (including four
empirical studies), anxiety and depressive symptoms
have been common during the COVID-19 pandemic
amongthe general population (16-28% point prevalence;
[15]). There is also some anecdotal evidence of suicides
because of fears related to the COVID-19 pandemic [16].
Similarly, anecdotal evidence from Germany indicates the
occurrence of specific symptom clusters, such as a nihilistic
“apocalyptic” syndrome among elderly patients who have
been cut off from their families during the pandemic[17].

Some societal groups may be particularly vulnerable
to the psychological consequences of the COVID-19
pandemic. As stress increases the risk of relapse
or aggravation of pre-existing mental illness, persons
with pre-existing mental illness may be particularly prone
to experiencing difficulties [12, 18]. Additionally, persons
with mental illness may avoid inpatient or outpatient
services due to fear of infection during the pandemic.
Similarly, infection-control measures (e.g., travel
restrictions) may complicate regular outpatient visits.
Other potentially vulnerable groups include healthcare
workers (e.g., [3]), older persons (e.g., [19]), students
studying overseas (e.g., [20]), homeless persons [21]
and migrant workers [22]. For example, in a recent
study of Chinese medical staff during the COVID-19
outbreak, 50.7% of the participating medical staff
reported depressive symptoms; 44.7% reported anxiety
symptoms; 36.1% reported symptoms of insomnia and
73.4% reported general stress-related symptoms [23].

For certain groups, living circumstances can also
influence the degree to which persons experience
health difficulties during the COVID-19
pandemic. In a study of college students in China
[24] who were living in urban areas (as opposed
to rural areas), the stability of a student's family

mental

income and living with parents were found to be
protective factors against anxiety during the pandemic.
Results indicated that stressors related to anxiety
levels included worry about economic influences,
worry about academic delays and the influence
on daily life, whereas social support could have
a buffering effect [24]. An innovative study applying
machine learning algorithms to postings on social
media found that social media users in China
more frequently posted about negative emotions
(e.g., anxiety, depression and indignation) after the

COVID-19 outbreak, compared to before [25].



In sum, there is preliminary evidence of substantial
negative effects of the COVID-19 pandemic on mental
health. As more people have been affected by COVID-19
compared to previous pandemics (e.g., SARS or H1N1
influenza), the challenges for mental healthcare seem
unprecedentedly large. Against this background, with
such severe consequences resulting from the COVID-19
pandemic in terms of mental health, it becomes clear that
sustainable solutions are needed to address psychological
distress and mental illness in the current situation.

THE USE OF E-MENTAL HEALTH OPTIONS
IN THE COVID-19 PANDEMIC
Various stakeholders have recommended the use
of e-mental health options as a means of addressing the
negative impacts of the COVID-19 pandemic on mental
health (e.g., [4, 26]). Some of these recommendations
cover mental health options thatare adequate for persons
with and without pre-existing mental iliness. Such options
include, for example, the use of online materials for
education in mental health (e.g., [23]) or applications
covering self-help (e.g., [27]). Other recommendations,
such as synchronous telemedicine in mental healthcare
for diagnosis and counselling (e.g., [26]) and asynchronous
therapeutic intervention such as structured letter therapy
(e.g., [28]), are tailored for persons with mental illness.
Growing evidence shows the general effectiveness
of digital solutions for improving mental health (e.g., [29,
30]). A recent review also showed that e-mental health
interventions may be effective in crisis settings [31].
The COVID-19 pandemic may be a “turning point” for
e-mental health, which may durably increase the uptake
of e-mental health options [27]. In China (the first country
to be affected by the pandemic), online mental health
options (e.g., online mental health education, online
psychological counselling and online psychological self-
help intervention systems services) have been widely
used during the pandemic [23]. However, to date, many
countries are not yet in a position to support the use
of e-mental health solutions during the pandemic.
In Germany, just this year, the Digital Health Care Act has
come into effect, enabling the prescription of medical
apps. A consistent digital infrastructure throughout
healthcare institutions is still lacking. Recently, however,
in response to the COVID-19 outbreak, the National
Association of Statutory Health Insurance Physicians
and the Association of Statutory Health Insurances

have agreed to expand the reimbursement possibilities
for video consultations [32]. Thus, the pandemic seems
tohaveacceleratedtheregulatory processes required for
the use of e-mental health services.

National governments, health policymakers and
crisis policies should consider further accelerating
the implementation of e-mental health

to prevent or reduce psychological distress among

in order

the general population and to restore mental health
in persons with pre-existing mental illness. As a quick
emergency response, governments could expand the
legal framework that allows the application and
reimbursement of e-mental health products and publish
guidance for their use. However, for an increased uptake
inthe long run, more sustainable policy measures must be
introduced, including development of adequate financing
strategies, the funding of further research, promotion
of high standards of usability and interoperability,
and quality control for e-mental health products
onthe market[33, 34].

In sum, e-mental health options should quickly be made
available to all persons potentially suffering from the
psychological consequences of the COVID-19 pandemic,
particularly to vulnerable groups, such as persons with
pre-existing mental iliness, healthcare professionals and
older people. Future multidisciplinary research is needed
to develop e-mental health strategies that specifically
focus on the consequences of social isolation, economic
hardship and fear of infection (see also [35]).
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ABSTRACT

In 2020, the COVID-19 pandemic evoked a variety of research into the virus and its effects on mental
health. A variety of mental health and psychological problems have been reported: stress, anxiety, depressive
symptoms, insomnia, denial, stigma, anger and fear.

To assess the level of anxiety, depression and distress in the general population during the lockdown
in Russia and to reveal factors associated with distress.

An online survey was carried out from 22-27 April 2020 (the fourth week of lockdown) among the general
population (mostly Moscow residents). The survey questions covered general information about people’s social and
demographic characteristics, experience of COVID-19, health condition (physical and mental), attitudes and views on
the pandemic, and the need for psychological support. The survey included the Hospital Anxiety and Depression Scale
(HADS) and evaluation of the preceding week's subjective distress level using a visual numeric scale (from 0 to 10). We
also asked respondents to specify the causes of distress, adopted from the WHO information sheet relating to the
major psychological challenges of the COVID-19 pandemic.

In total, 352 responses were collected (men = 74, women = 278; age (M + SD) = 36.81 + 11.36 y.0.).
Most respondents (n = 225, 63.92%) did not have any personal experience of the coronavirus infection. Normal
levels of anxiety and depression scores were prevalent in the sample. Higher than normal levels of HADS anxiety/
depression (> 7 scores) were observed in 105 (29.83%) and 59 (16.76%) respondents, respectively; mean (95% Cl)
scores for HADS anxiety/depression were 6.23 [5.77, 6.68] /4.65 [4.22, 5.08] (women) and 4.20 [3.32, 5.09] /3.46
[2.63, 4.29] (men), respectively.
The leading causes of distress were: 1) the risk of financial problems in the future (n = 267, 76.3%); 2) violation
of plans and the disruption to normal life (n = 235, 67.1%; and n = 240, 68.6%, respectively); 3) the health of elderly
or chronically diseased relatives (n = 205, 58.6%) and 4) being in self-isolation (n = 186, 53.1%).



The level of anxiety and depression during the COVID-19 pandemic in the study sample did not exceed the
norm for the population in non-pandemic conditions. Our assessment of distress levels captured existing emotional
problems, and distress levels were found to be connected with the reported need for psychological support.

AHHOTAL WA

B 2020 rogy naHaemusa COVID-19 cnpoBouypoBana pasHoobpasHble nccieoBaHms, B Gokyce KOTOPbIX
0Ka3a/icsa 1 cam BUPYC, Y BAVSHME NaHAeMNN Ha NCUXMYeCKoe 340PpoBbe. B pe3ynbTaTte 6b1M BbliBNeHbl pa3HO0bpasHble
ncMxmaTpuyeckme HapyLLeHMs 1 NCUXO0A0rnyecke peakumm: cTtpece, TpeBora, genpeccus, 6eccoHHMLA, OTpULLaHNe,
CTUrMaTmsauns, rHes 1 cTpax.

3MepUTb YpOoBEHb TPEBOTY, AEMPECCUN 1 ANCTPECCA Y HACENEHNS B NMEPUOA CAMOM30/IALMMN B POCCUW, BLISBUTL
baKTopbl, CBSI3aHHbIE C ANCTPECCOM.

C22no 27 anpens 2020 roaa (YeTBepTas HeZens Neproja N3onsaumm) bbin NpoBeseH OHNANH-
OMpoC HaceneHus (B OCHOBHOM XuTenen MockBbl). B xoge onpoca cobupannce coymanbHble U gemorpaduyeckme
AaHHble O pecrnoHgeHTax, onbiTe ¢ COVID-19, coCTOAHNM 340p0BbSA (PUINUECKOrO N MCUXMHECKOr0), OTHOLLEHNM
K MaHAEMUN N MHEHUIO O Hel, MOTPeBbHOCTU B MCUXON0rMYeckor noasepxke. OnNpoc BkAOYaN rocrnmTanbHYyH
wkany Tpesoru n genpeccuun (HADS), a Takxxe OLleHKY YPOBHS Cy6beKTMBHOrO AMCTpecca 3a NpeblayLLyto Hejento
C MCMONb30BaHMeM BU3yaibHOM Yc1oBol Lwkasnbl (0T 0 4o 10). Kpome Toro, pecnoHAeHTOB MPOCUAN yKa3aTb NMPUYNHBI
AncTpecca 13 CnmMcka, CoOCTaBNeHHOrO0 Ha OCHOBe MHGOPMAaLMOHHOro AnucTka BO3 0 rnaBHbIX MCUXOIOrMYECKNX
npob6aemax, Bbl3BaHHbIX NaHAemuen COVID-19.

B 06LLiei coXHOCTM 6b110 CO6paHOo 352 0TBETa (0T MY>XXUUH - 74, OT XXeHLUMH - 278; Bo3pacT (cpesHee
+SD) - 36.81 + 11.36 roga). bonbLUMHCTBO pecnoHAeHTOB (n = 225, 63.92%) He nmenn Kakoro-1mbo ANYHOro onbITa,
CBA3aHHOMo C KOPOHaBMPYCHOW MHbekuen. B rpynne npeobnagany HopManbHbIe YPOBHW TPEBOTM U fenpeccuu.
YpoBeHb TpeBoru/genpeccun no wkane HADS Bbille HOPManbHOro (> 7 6anno.) 6bi1 oTMeyeH y 105 (29.83%)
1 59 (16.76%) pecnoHAEHTOB COOTBETCTBEHHO; cpeaHni (95% [AW) ypoBeHb TpeBoru/genpeccim no wkane HADS
coctaBun 6,23 [5.77,6.68]/ 4,65 [4.22, 5.08] (keHLMHbI) 1 4.20 [3.32, 5.09] / 3.46 [2.63, 4.29] (My>XHUNHbI) COOTBETCTBEHHO.

OCHOBHbIMU MPUYNHaMUM gucTpecca bbinn: 1) puck drHaHCOBbLIX Npobnem B byayLem (n = 267, 76.3%); 2) HapyLLeHue
NAaHOB M MPUBBLIYHOM XW3HM (N = 235, 67.1% 1 n = 240, 68.6% COOTBETCTBEHHO); 3) 340POBbE NOXWbIX AN XPOHNYECKN
60/1bHbIX POACTBEHHMKOB (N = 205, 58.6%); 4) HaxoxaeHne B camomsonaumm (n = 186, 53.1%).

B nonynsaumnm y4acTHUKOB NCCef0BaHNs YpOBEHb TPeBOr 1 Jenpeccum Bo BpeMsa naHgemum COVID-19
He NpeBbICUA HOPMasbHble 3HaYeHWS, XapaKTepHbIe /15 HaceneHns B yc1oBusax 6e3 naHageMuu. MposeAeHHbIn aHanu3
YPOBHS ANCTPecca BbIBU/ CyLLEECTBYIOLLME SMOLIMOHaNbHbIE MPOo6aeMbl, bbl1a 06HapyXXeHa CBS3b MexXJy YPOBHEM
AncTpecca 1 NOTPebHOCTLI, MO MHEHWIO YYaCTHUMKA, B MCUXON0MMYeCcKon nojaepxke.

INTRODUCTION Organization on 11 March. Unprecedented government-
Since the beginning of 2020, the world has faced level measures have been deployed on a massive scale,
a major threat due to the global transmission of the including the introduction of quarantine restrictions and
new coronavirus disease COVID-19, a situation that was prohibitions that minimize direct social contact and the
officially declared to be a pandemic by the World Health  spread of infection. Many countries have started studying



COVID-19 and the impact of lockdown measures on the
mental health and psychological well-being of the general
population and various vulnerable groups.

Key factors associated with the COVID-19 pandemic
have been identified: social isolation and distancing,
quarantine, unemployment, caregiving, facing death
or experiencing illness [1, 2]. Systematic reviews have
reported expected psychological and mental health
problems due to the outbreak of COVID-19, such as stress,
anxiety, depressive symptoms, insomnia, denial, stigma,
anger and fear [3]. According to findings in different
countries around the globe, the COVID-19 pandemic
increases negative emotionality, fear of infection or death,
frustration, anger and feelings of guilt, loneliness and
despair [4]. A nationwide survey of more than 50,000
Chinese people, carried out during the COVID-19 epidemic,
showed that almost 35% of respondents had experienced
psychological distress. This was associated with gender,
age, education level, occupation and region. Males and
young people demonstrated lower rates, while highly
educated individuals and migrant workers experienced
the highest level of distress. Availability of local medical
resources, efficiency of the regional public health system
and prevention and control measures taken in response
to the epidemic also influenced the level of distress [5].

A high level of anxiety was detected at the initial stage
of the COVID-19 epidemic in China [6, 7], Hong Kong [8]
and Saudi Arabia [9]. More than half of the respondents
rated the psychological impact as moderate, and about
a third reported moderate anxiety [6]. A follow-up study
conducted four weeks after the initial survey did not show
a significant reduction in levels of distress, anxiety and
depression [7]. Almost all respondents were alert to the
progression of the coronavirus disease (99.5%) [8].

A German study has revealed the association between
behavioural and emotional responses to stress factors
and gender and age. When asked to rate the risk
of developing COVID-19, older people reported a lower
figure than younger people, and women were more
concerned about COVID-19 than men [10]. Psychological
distress levels have been found to positively correlate with
the female gender and pre-existing somatic symptoms;
lower stress levels are associated with hygiene and
precautionary measures, and trust in clinicians [7]. WHO
data revealed a threefold increase in the prevalence
of symptoms of depression in Ethiopia in April 2020,
compared to figures obtained before the outbreak [11].

High levels of anxiety and depression have been
identified in patients with COVID-19 [12]. In addition
to these people, particular attention should be paid
to at-risk groups: elderly people and people with
chronic diseases, children and adolescents, caregivers,
unemployed persons, socially disadvantaged people
and individuals with mental disorders [4]. Some social
groups (people on a low income, retired or divorced
people and students) have been found to be at a higher
risk of depression, while unemployment is associated
with the risk of anxiety [9]. The parents of children
hospitalized due to the pandemic have also been found
to show increased levels of anxiety and depression [13].

Medical personnel who are on the front line in the
fight against coronavirus, providing direct assistance
to patients, are also of great concern. One study [14]
focused on 1257 healthcare professionals working
in hospitals or wards for Covid-19 patients in China.
Assessment of their mental health showed high rates
of depression (50.4%), anxiety (44.6%), insomnia (34.0%)
and distress (71.5%), particularly among nurses, women,
frontline healthcare workers and those working in the
epidemic "hot zone" [15].

The results of a study investigating the psychological
impact of COVID-19 among medical college students
in China (n = 7143) indicated that 0.9% of respondents
were experiencing severe anxiety; 2.7% moderate
anxiety and 21.3% mild anxiety. Moreover, having
personal experience of COVID-19 was a risk factor
for increased anxiety, while living in urban areas,
a stable family income and living with parents were
found to be protective factors. Economic effects and
the effects on daily life are directly associated with
anxiety symptoms [16].

According to another study prognosis, levels
of anxiety increase even further in due course, both
through direct causes (including fear of contamination,
stress, grief and depression triggered by exposure
to the virus) and the influence of social and

economic consequences on an individual and
societal level [17].

Our study aimed to assess the level of anxiety,
depression and distress among the general population
during lockdown in Russia and to reveal the main causes
of distress. This information could be helpfulin developing
strategies aimed at maintaining the psychological well-

being of people and prevention of mental health problems.



The study hypothesis was that amid the COVID-19
pandemic, and during a month of lockdown, people will
have abnormal levels of anxiety and depression, while
people’s levels of distress will increase due to concerns
about their own health and the health of loved ones, the
threat to life from the pandemic and everyday difficulties
due to lockdown.

MATERIALS AND METHODS

In Russia, the pandemic situation began to gradually
deteriorate in March 2020. Ever since the first case on
2 March, the capital city, Moscow, has been the centre
of the epidemic in this country. At the same time, it also
has the most modern, comprehensive and well-organized
healthcare service in the country. On 25 March, the
president declared a holiday from 30 March to 12 April,
with salaries continuing to be paid. Employers were
obliged to shift work to a remote regimen so that staff
could carry on working if remote work was possible and
get paid, regardless of their work involvement. The initial
“holiday” period was prolonged until the end of April.
All public events were cancelled. Shops were closed,
except for food shops, pet shops and pharmacies, and
all education processes shifted to a remote format.
A pass control measure was introduced in Moscow and
certain other regions. At the end of March, the transport
cards of people over 65 years old who needed to stay
at home for their own safety were suspended, as were
those of school children and students. An even stricter
regimen was introduced in Moscow on 15 April, according
to which people were only allowed to leave their home
to go to the nearest shop. Travelling longer distances
was limited to twice a week, with a special pass. Violation
of the restrictions resulted in penalties of 4000 roubles
(US$57) for each case. When we commenced our survey,
the number of infected cases in Russia was about 58,000
(about 32,000 by 22 April in Moscow alone), and the
numbers rose steadily by 5000-6000 every day, though
the number of deaths was relatively low, with about 513
in total (261 in Moscow) and daily growth of about 50
cases [18]. Information about current events and the
latest news relating to the pandemic were presented
continuously on all TV channels and other media.
A general sense of uncertainty arose due to the stepwise
decisions of authorities regarding the lockdown regimen
and very approximate deadlines set.

The survey, developed by the authors of this study,
was performed online among the general population
(mostly Moscow residents) from 22-27 April 2020 (the
fourth week of lockdown). The researchers distributed
links to the survey via social networks. People were
asked to answer questions about their personal well-
being during the COVID-19 pandemic by filling in the
survey in Google forms, and the results were collected
once respondents pushed the “submit” button. It was
made clear that answering all the questions and
pushing the “submit” button would be taken as a sign
of voluntary consent to share answers. The survey was
completely anonymous; no identifiable personal data
or IP addresses were collected. Ethical approval was not
obligatory due to the non-interventional online survey
research design.

There were no special inclusion criteria for participants,
except a minimum age requirement of 18.

The survey questions covered general information
about people’s social and demographic characteristics,
with an emphasis on occupation, living conditions,
experience of COVID-19, health condition (physical and
mental), attitudes and views on the pandemic and the
need for psychological support. Respondents were then
asked to fill in the Hospital Anxiety and Depression Scale
(HADS) [19]. The HADS results were interpreted using
recommended cut-offs for the scale (normal level: a score
of 0-7; borderline abnormal: a score of 8-10; abnormal:
a score of > 10). Participants were asked to evaluate
what their level of subjective distress had been during
the preceding week using a visual numeric scale and
to assess their level of distress using the 10-point scale
(from 0 to 10, where 0 is no distress, and 10 is maximal
distress). Participants were also asked to specify the
cause of distress by answering yes/no to a list of distress
causes. Causes of distress were adopted from the
WHO information sheet about the major psychological
challenges of the COVID-19 pandemic [20], including
the following: fear of getting infected; concerns about
the health of loved ones; problems in interaction with
children and a partner; distress due to the lockdown;
a total change of plans and lifestyle; stigmatization
due to COVID-19 and financial problems. The full
version of the survey is shown in Appendix A in the
supplementary materials.



A. Primary endpoint
The primary endpoint of the study was an evaluation
of the frequency distribution of normal, borderline
abnormal and abnormal levels of anxiety and
depression HADS scores and mean HADS anxiety/
depression scores (HADS-A and HADS-D).

B. Secondary endpoints of the study were evaluation

of the following:
1. demographic characteristics and factors connected
with personal experience of COVID-19 and attitude
towards COVID-19 information, and their association
with levels of HADS-A and HADS-D;
2. the level of subjective distress;

3. major sources of distress among the general
population during the fourth week of lockdown.
Categorical variables are presented as frequencies (%
and 95% Cl limits for relative frequencies). To determine
demographic factors associated with anxiety/depression
levels, contingency tables were generated and then
tested with the chi-square test. Continuous data are
presented as means and 95% margins of confidence
intervals. Between-group comparisons of continuous
variables were performed using ANOVA. The importance
of demographic predictors, attitude towards COVID-19
information and sources of distress were estimated
using general
models, where the distress score was the dependent
variable. Variables with an importance of more than

classification and regression tree

0.25 were then selected for the final model, and
after the cross-validation process, the regression tree
model was generated. All tests were performed at
a two-tailed significance level of p < 0.05.
Statistical analysis was performed using XLSTAT
2019.3.2 (Addinsoft (2020), XLSTAT statistical and
data analysis solution, New York, USA; htvtps://

www.xIstat.com.).

RESULTS

In total, 352 responses were collected (men = 74,
women = 278; age (M £ SD) = 36.81 = 11.36 y.0.).
Most respondents (n = 282, 80.11%) had a high level
of education, and about a quarter (n = 73, 20.74%)
of those with a high level of education were medical
doctors. Overall, 246 (69.89%) people were working; 49
(13.92%) were studying and the other 57 (16.19%) were

not working due to various reasons, including being
retired, on maternity leave or for other reasons. At
the time of the survey during lockdown, 133 (37.78%)
respondents had begun working remotely; 70 (19.89%)
were not working; 26 (7.39%) had stopped working
and were not getting paid; 17 (4.83%) had stopped
working but were being paid; 24 (6.82%) were
continuing to work from home as they had before the
pandemic; 65 (18.47%) were continuing to go to their
usual workplace; 2 (0.57%) had been fired during the
pandemic and 4 (1.14%) and 11 (3.12%) were business
owners whose businesses had continued to operate
or had stopped operating respectively.

Most respondents lived in Moscow or its suburbs (n
=288, 81.82%), in an apartment 300 (85.23%), and were
satisfied with their living space (n = 251, 71.31%). Only
around half (n = 196, 55.68%) had a partner; others
were single; 52 (14.77%) lived only with their partner; 49
(13.92%) lived alone; 31 (8.81%) had several generations
under one roof (children and elderly relatives) and others
lived with either children or elderly relatives. Full details
of the demographic characteristics are given in Appendix
B in the supplementary materials.

In their responses to general questions about the
pandemic situation, 197 (55.9%) people said that they
considered the COVID-19 pandemic to be really serious
and a great danger to health; 53 (15.1%) thought that
it was not true and 102 (28.9%) chose the “difficult
to answer” option; 288 (81.6%) were prepared to wait
out the quarantine and had made all the recommended
preparations; 321 (91.1%) worried about their health
and the health of their loved ones; 167 (47.6%)
carefully monitored the information about COVID-19;
157 (44.6%) did so from time to time and only 27
(7.8%) did not monitor the situation.

Most respondents (n = 225, 63.92%) did not have any
personal experience of the coronavirus infection. Of
the 127 respondents who did have some experience,
63 (17.9%) said that they or someone they knew had
been infected by COVID-19; 37 (10.51%) answered that
they or someone they knew had been hospitalized due
to COVID-19; only 12 (3.41%) people knew someone who
had died from COVID-19 and 15 (4.26%) were medical
professionals who worked with COVID-19 patients.



Of the 352 participants, only 49 (13.92%) had abnormal
levels of anxiety (HADS-A score > 10); 56 (15.91%) people
had borderline abnormal levels of anxiety (HADS-A score
of 8-10) (Figure 1). Abnormal levels of depression (HADS-D
score > 10) were revealed in 30 (8.52%) participants,
and borderline levels (a score of 8-10) were indicated
in 29 (8.24%) people. Higher than normal levels of HADS
anxiety/depression were observed in 105 (29.83%) and
59 (16.76%) respondents, respectively; mean (95% Cl)
scores for HADS anxiety/depression were 6.23 [5.77,
6.68] /4.65 [4.22, 5.08] (women) and 4.20 [3.32, 5.09]
/3.46 [2.63, 4.29] (men), respectively. Abnormal scores
were recorded by 42 (11.93%) participants for both the
anxiety and depression scale. Normal levels of anxiety
and depression were prevalent in our sample (HADS-A:
X?=221.4,df =2, p<0.0001; HADS-D: x2 = 395.5, df = 2,
p <0.0001) (Table 1).

Abnormal levels of anxiety were significantly more
frequent in women than in men (x> = 8.21, df = 2,
p = 0.017; Table 1). Another variable besides gender,
which had a significant influence on the level of anxiety,
was present or past history of mental health problems
(as reported by respondents) (x> = 111.29, df = 10,
p < 0.001). Moreover, of those who had had psychiatric
problemsin the past(n=52), 11 reported abnormal levels
of anxiety and 15 were borderline abnormal, whereas
of the 300 people who reported not having previously had
psychiatric problems (including those who had problems
at the time of the survey), only 38 and 41 reported
abnormal or borderline abnormal anxiety, respectively
(x?=12.25,df =2, p=0.002).

Personal experience of COVID-19 of any kind (being
infected or hospitalized, knowing someone who was
infected, hospitalized or had died due to COVID-19) was
found to be associated with increased HADS-A scores,
although mean scores did not reach even borderline
levels of anxiety (mean HADS-A scores of people who
had experience of COVID-19: 6.724 [6.046; 7.403]; mean
HADS-A scores of people with no experience of COVID-19:
5.280[4.770; 5.790]; post-hoc test for contrast: t =-3.347,
p < 0.001). Other variables (level of education, living
conditions, marital status, occupation, medical education,
etc.) were not found to have any significant influence on
the level of anxiety in respondents.

Unlike the HADS-A results, levels of HADS-D scores
did not differ significantly between men and women.
The only variables found to influence depression scores
were living conditions and past or present mental health
problems (as reported by respondents): people who lived
in a shared apartment (rooms) had significantly higher
HADS-D scores (x2 = 23.57, df = 6, p < 0.001), and those
who had experienced mental health problems had higher
HADS-D scores (x2 = 56.6, df = 10, p < 0.0001).

Most respondents (n = 208, 59.4%) estimated their level
of distress to be < 5 on the 10-point scale (Figure 2).

All respondents were asked to identify causes of distress
ifthey had any. The leading causes of distress were (in the
order of incidence) as follows: 1) the risk of financial
problemsinthe future (n=267,76.3%); 2) violation of plans
andthe collapse of normallife (n=235,67.1%; and n =240,
68.6%, respectively); 3) the health of elderly or chronically
diseased relatives (n = 205, 58.6%) and 4) being in self-
isolation (n = 186, 53.1%). Less than 30% of respondents
reported having problems in terms of relationships with
family members (children, a partner or elderly relatives).
Being stigmatized due to COVID-19, having work overload
or being at risk of losing a job were also among the less
common reasons for distress (Figure 3).

Estimation of demographic variables associated with
distress levels, attitude towards COVID-19 and sources
of distress found to have an importance of 0.25 or higher
in the regression model were as follows: the need for
psychological support; changes in psychological condition;
worries about the family’s financial situation; worries
about the current situation; mental health; present
or future financial risks and other health problems.
When these variables were entered into the regression
tree model (Figure 4), the best fit model included the
following: the need for psychological support; changes
in psychological condition; worries about the family's
financial situation and mental health.

Our research sample was split according to the need for
psychological support reported by respondents. Those
who did not feel the need for psychological support had
alower mean score for distress (group size, mean distress
level and variance: n =210, M =3.00, D = 5.84), while those
who felt this need had a mean score of 6.57 (n =49, M =
6.57, D = 3.83). Those who chose the “difficult to answer”
option also had a higher level of distress (n =93, M = 4.78,



Gender

Women

HADS-Anxiety Score
Mean [Cl 95%] HADS 6.23
anxiety score [5.77, 6.68]
Normal (score < 8) N 187

% 75.71%
Borderline abnormal
(score 8-10) N 4

% 80.36%
Abnormal (score > 10) N 46

% 93.88%

X2 =8.21,df =2,

HADS-Depression Score
Mean [Cl 95%] HADS 4.65[4.22, 5.08]
depression score ) B
Normal (score < 8) N 225

% 76.79%
Borderline abnormal
(score 8-10) N 26

% 89.66%
Abnormal
(score > 10) N 27

% 90.00%

X2 =5.03, df = 2,

Total N 278

% 78.98%

D = 4.66). People in this group also had worries about
family finances. Those who felt that they did not need
psychological support could be split into two groups
according to changes in their psychological condition
(“yes” or “no” answers). Those who mentioned a change
in psychological condition during the pandemic had higher
levels of distress (n =67, M =4.16, D = 6.52). Among these
respondents, we also identified a group of people who
had some concerns about family finances (n =41, M =5.02,
D =6.85) but who were not overly worried about this issue
(n=26,M =2.8, D=3.00).

DISCUSSION

The survey was performed during the fourth week
of lockdown, which officially started from 30 March
(about two weeks later than in most European countries).

Men Total
4.20 5.80 df =1,55=239.4, F=16.04,
[3.32, 5.09] [5.39, 6.22] p < 0.0001
60 247
24.29% 100.00%
11 56
X2 =221.4,df =2, p<0.0001
19.64% 100.00%
3 49
6.12% 100.00%
p=0.017
4.40 df=1,SS =82.49, F=6.26,
3.46 (2,63, 4.29] [4.01,4.78] p=0.013
68 293
23.21% 100.00%
3 29
X2 =395.5, df = 2, p < 0.0001
10.34% 100.00%
3 30
10.00% 100.00%
p =0.081
74 352
21.02% 100.00%

This enabled us to obtain information about the realities
of lockdown and people’s experiences in neighbouring
countries. Information about coronavirus started
to appear in the mass media and on the internet
in January and became the main media topic at the
beginning of March. The total number of infected
cases in Russia rose during the course of our
survey, from 57,999 at the start (22 April) to 87,147
people by the end (27 April) [21].

In line with data from countries that had already
experienced a coronavirus outbreak and lockdown,
we expected to see a higher prevalence of anxiety and
depression than usual among the general population in the
midst of the epidemic in Russia. In our sample, we did
not find a great prevalence of subclinical or clinical levels
of depression or anxiety in the sample using the HADS



35%

30%

25%

20%

15%

10%

5

3

0%

i1l

>10 From 8 to 10 >8 >10 From 8 to 10 >8
HADS-A score HADS-D score

B males Females [ Total

Figure 1. Relative frequencies of scores for abnormal (> 10), borderline abnormal (> 8) and normal (< 7) levels of anxiety

(HADS-A) and depression (HADS-D)

64

number of cases

Distress score

Figure 2. Levels of distress in the sample

Consortium Psychiatricum | 2020 | Volume 1 | Issue 1

15



300

25

o

20

o

15

10 |
0
o
=)
>
O
(%)
o
e
9]
S
S
%]
4]
2
=
Ly
]
IS

o

number of cases
o

]
o

Yes

Risk of COVID-19 contagion
Threat to life due to current
pandemic situation

Health of chronically ill eIderIy
Other health problems

Dealing with children

Dealing with partner

Dealing with elderly relatives
Housekeeping (cooking, cleaning,

maintenance, etc)

because of COVID-19. |

c o [ © 4 © %] w o

= Y= — —
kel c = o ) 3 £ E 35
=] sy N (] 9] =}
© (Y] © - 2 - = =3
3 ° g o o i} o o=
] c c IS S) > <] o
Ry ] 3 2 2w
o Q o 8o A o ac
= c 2 2 < — 1
b 8 5 o 2 S ke 8 c
£ g © < e < g

w [ ©

20 © Q m E c
— w © 4= =
[ c = +— “—
m © s} c 5

=% v o o

Y — 7}

o =1 Z

c O

<]

2

o

o

>

No

Figure 3. Causes of distress

scale. In our sample, abnormal levels (> 10) of anxiety
and depression were observed in 13.9% (4.1% in men
and 16.5% in women) and 8.5% (4.1% in men and 9.7%
in women) of respondents, respectively and we found
higher than normal levels (> 7) in 29.8% (18.9% in men
and 32.7% in women) and 17.0% (8.1% in men and 19.4%
in women) of respondents, respectively. This is lower than
was estimated for both abnormal anxiety/depression
(18.1% in total, 10.9% in men and 22.7% in women for
anxiety; 8.8% in total, 6.7% in men and 10.0% in women
for depression), and it constitutes a higher than average
level of anxiety/depression (46.3% in total, 35.5% in men
and 54.9% in women for anxiety; 25.6% in total, 20.6%
in men and 28.6% in women for depression) in terms
of the Russian general population (N = 16,877) [22].
It is also similar to estimates based on a sample
of the German general population (N = 4410). In men
and women, abnormal anxiety is 5.2% and 8.1%,
respectively; abnormal depression is 9.6% and 9.3%,

respectively; higher than normal anxiety is 18.1% and
23.2% respectively and higher than average depression
is 23.9% and 23.5%, respectively [23]. In our study,
higher levels of anxiety and depression were found
to be associated with a self-reported history of mental
health problems and the female gender, while higher
depression levels were more frequent among people
with disadvantaged living conditions.

Although the mean scores for anxiety/depression
in our study were lower (6.23/4.65 for women
and 4.20/3.46 for men), they are within the limits
of known population norms published by Shal'nova
S.A. et al. for the Russian Federation (8.1/5.4 for
women and 6.7/4.5 for men) [22], and they are
closer to other known norms that were estimated
in Germany (N = 4410): anxiety/depression 5.0/4.7
(females) and 4.4/4.8 (males) [23].

Our results differ from the results of similar surveys
carried out during the pandemic, where excessive levels
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n=352,M=3.97D=6.92

| feel that | may need
psychological support

Difficult to answer/YES

n=142,M=54,D=5.1
| feel that | may need
psychological support

Difficult to answer YES

n=93, M=4.78,D=4.66
I worry about my family’s
financial situation

n=49,M=6.57,D=3.83

Slightly
n=21,M=3.19,D=3.2

YES/NO
n=72,M=525D=4.13

of depression and anxiety were found either by using the
HADS [24] or the Depression, Anxiety and Stress Scale
(DASS-21)[6-8]. Moreover, our results cannot be explained
by the careless attitude of people towards the pandemic
among the examined sample (with most respondents
sharing the view that the pandemic is a serious threat
and most being ready to wait out the quarantine); nor can
they be explained by a lack of information because 92.2%
reported receiving it. Our findings relating to normal
levels of HADS-A and HADS-D may partly be explained
by the fact that only 14% of respondents had personal
experience of severe consequences of the COVID-19
infection, such as hospitalization or the death of people
close to them. Furthermore, the strict countermeasures
aimed at curtailing the spread of COVID-19 were
implemented in the context of a consistently low
estimated mortality rate and possibly led to a waning
of the initial psychological reaction. Another reason
is the biased sample in terms of social and demographic

n=143,M=247,D=4.61
Please describe your
mental health

NO

n=210,M=3.00, D =5.84
I don't think my psychological condition
has changed

YES NO

n=67,M=4.16,D =6.52
I worry about my family’s
financial situation

| am experiencing
problems now
n=2,M=75D=0.25

NO or Slightly
n=26,M=28,D=3.00

YES
n=41,M=5.02 D=6.85

No problems/Problems in the past
n=141,M=2.40,D=4.31

characteristics, with a prevalence of women and high
levels of education among respondents, along with
an absence of people with lower levels of education,
elderly people and migrants, i.e., people from the most
vulnerable social groups, who have been proven to suffer
emotional problems during the pandemic [4, 9, 12, 13].

In our study, an additional instrument was used for
self-assessment of subjective distress levels and the
causes of distress, along with questions about the need
for psychological support and changes in psychological
well-being. It is interesting to note that in our sample,
people showed high levels of awareness regarding
whether they had any psychological problems: higher
levels of perceived distress were associated with the need
for psychological support and awareness of changes
in psychological well-being (Figure 4). It seems that
subjective evaluation of distress levels in our survey was
more informative in terms of detecting problems with
mental well-being, compared with the HADS, which was



originally designed for depression and anxiety screening
in general medical settings.

The leading causes of distress were found to be
associated with financial concerns and self-isolation,
and the health of elderly or chronically ill relatives.
The risk of being infected with COVID-19 or concerns
about the threat to life were not the main reasons for
distress, nor was the fear of being stigmatized due
to COVID-19. Difficulties associated with dealing with
family members (children, a partner or elderly relatives)
had even less impact on distress. These results do
not correspond with assumptions made by the WHO
about possible causes of distress (reflected in its
information sheets) [25] or with the results of another
survey carried out during the first week of the COVID-19
pandemic in Russia [26].

The leading sources of distress captured in our study
may differ from the sources of distress at various
stages of lockdown. In the study mentioned above
(carried out at the beginning of April), the top concerns
(in descending order) were the risk to the lives and
health of relatives (77.2%), possible financial difficulties
(57.0%) and severe social consequences (49.5%) [26],
whereas in our study (conducted at the end of April),
the leading cause was the risk of financial problems
in the future (76.3%), followed by violation of plans
and the collapse of normal life (67.1%), the health
of elderly or chronically diseased relatives (58.6%) and
being in self-isolation (53.1%).

LIMITATIONS
The main limitation of our survey is the unknown
selection bias [27]. The link to the survey was
disseminated via the social environment of the authors
(via chat platforms, social internet networks and emails).
People were encouraged to continue sharing the link
with their contacts. Therefore, we do not know the
sampling frame. The Google forms platform does not
provide information on the number of survey entries, the
number of partial responses or the number of people
who do not respond at all. Therefore, the limitations
of our study are comparable with other online mental
health surveys carried outduring the pandemic [28].
The respondents in the sample used for the analysis
have specific demographic and social characteristics,
with a prevalence of women and high levels of education.
Furthermore, although the study sample was large

enough for a statistical analysis, it was far smaller than
the samples used in other studies, which comprised
thousands of participants. Another limitation is the fact
that most respondents were from Moscow. On the other
hand, the fact that most of our respondents were from
the capital city allows us to make comparisons with other
international studies carried outin megacities all over the
world known to be the epicentre of the epidemic in their
respective countries.

CONCLUSIONS

The level of anxiety and depression reported during the
COVID-19 pandemic in the study sample did not exceed
the population norm that was assessed in the usual
(non-pandemic) situation. The specific demographic
and social characteristics of the sample (a prevalence
of high levels of education among respondents, less
personal experience of coronavirus and relatively high
levels of social well-being) could explain the low levels
of depression and anxiety found, and the low incidence
of severe distress. Notwithstanding this, we did find
the female gender and a history of mental health
problems to be associated with higher levels of anxiety
and depression.

It seems that self-reports of psychological well-being
and subjective distress assessments are informative
screening tools for detection of people who have
distressing emotional reactions. Such screening tools
may be more useful for the general population during
periods of crisis, rather than as tools designed to measure
clinical levels of emotional disturbance, such as anxiety
or depression. In our survey, the HADS scale turned
out to be less sensitive in capturing existing emotional
problems, while use of the subjective distress scale
revealed individuals in need of psychological support
and a change in their psychological well-being.

Mental health professionals should focus on the
causes of distress when developing psychological
support interventions, and the relevant authorities
should do likewise when media strategies are being
developed to manage (reduce) the impact of “infodemic”
[29] on the public and when social support programmes
are being devised.
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ABSTRACT

The association between schizophrenia and toxoplasmosis has been demonstrated in a number
of studies: the prevalence of schizophrenia is significantly higher in toxoplasmosis positive subjects than in those with
T.gondii negative status. However, the clinical significance of this association remains poorly understood.

To identify clinical phenomena that are typical for toxoplasmosis-associated (7T.gondii seropositive)
schizophrenia compared to Toxoplasma-seronegative schizophrenia.

A retrospective database analysis of serum samples from 105 inpatients with schizophrenia (ICD-10
code: F20; including 55 male patients; mean age of 27.4 + 6.4 years) was carried out. The clinical examination
involved a structured interview including ICD-10 and E. Bleuler's criteria for schizophrenia and psychometric tests
(Positive and Negative Scales of PANSS). Serum antibodies (IgG) to T.gondii were identified using ELISA. The
statistical significance of any differences were evaluated using the non-parametric Mann-Whitney (U) and x? tests.

The proportion of seropositive patients in the sample was 16.2%. Comparing schizophrenia patients, who
were seropositive or seronegative for toxoplasmosis, there were no statistically significant differences for the mean
total PANSS score, mean PANSS-P, PANSS-N or PANSS-G scores. For the majority of PANSS items, differences were
also statistically insignificant, except for G5 and G6—mannerism and posturing. Seropositive patients had a higher
score for this item than seronegative patients: 3.5 versus 2.1 points (U=389.5; p=0.001). Depression, on the contrary,
was less pronounced in seropositive than seronegative patients: 1.4 versus 2.4 points (U=509.5; p=0.023). In addition,
in seropositive patients, the frequency of symptoms such as mutism according to ICD-10 criteria for schizophrenia



was significantly higher (23.5% versus 3.4%, x>=9.27, p=0.013), and the whole group of catatonic symptoms according
to the E. Bleuler's criteria for schizophrenia was higher (52.9% versus 28.4%, x>=3.916, p = 0.048).

The association between a positive toxoplasmosis status in patients with schizophrenia and catatonic
symptoms has been revealed for the first time and should be verified in larger studies.

AHHOTALNA

Accoumaumsa wusodpeHnn U Tokcomniasmosa BepuduLMpOBaHa B psiie WCCIefOBaHWUA: cpeamn
NHOULMPOBAHHBIX LWAHC ANArHOCTUKA LUN30GPEHNN CTAaTUCTMYECKN 3HAUMMO BhILLE, YeM MPU OTpULIaTENBHOM
ctatyce no T. gondii. Mpu 3TOM KNMHMYeCKas 3HaYNMMOCTb Takol CBA3M CUX NOP HEAOCTAaTOYHO onpejeseHa.

BoisBneHne KAMHUYECKMX (PEeHOMEHOB, CBOWCTBEHHbIX aCCOLMMPOBAHHOM C  TOKCOM/Ia3MO30M
(cepononoxuTenbHoORN) W3oppeHnn, B CONMOCTaBAEHW C CEPOOTPULATENBHON LWN30dPEeHMe.

PeTpocnekTnBHO NpoaHanu3nposaHa 6a3a AaHHbIX, COCTaBNEHHAs Ha OCHOBE KONEeKL N
06pasLoB CbIBOPOTKM KpoBK 105 rocnmtanmsmpoBaHHbIX 60nbHbIX W3odpeHven (F20 no MKB-10; 55 My>U4KH,
cpefHW Bo3pacT 27,4 + 6,4 roga). KnnHnyeckoe obcneoBaHme OCyLLECTBASAN C MPUMEHEHNEM CTPYKTYPUPOBAHHOIO
WHTepBblo, BKAtoYasLero kputepun MKB-10 n 3. bneilnepa ans wmnsodppeHnn, a TakKe MCUXOMETPUYECcKN -
C MICNOJIb30BaHWEM LUKabl MONOXUTENBHbIX N OTPULATENBbHBIX CUMNTOMOB LI30dpeHnmn (PANSS). B cbiBOpOTKe KpOBY
MeTOJ0M MMMYHOPEPMEHTHOrO aHaM3a onpejensany aHTuTena knacca IgG k T. gondii. CTaTnCTMUeCcKyo 3Ha4YMMOCTb
pa3snnunin onpeaensnn ¢ MOMOLLbIO HenapameTpuyeckmux kputepmes MaHHa-YutHu (U) n x2.

Jlons cepononoxumTenbHbIX NaLMEHTOB B BbIBOPKe NccneoBaHus coctaBuna 16,2%. MNpu conoctaBneHmnm
CEepOMONOXUTENbHBIX U CePOOTPULLATENbHBIX B0AbHBLIX LWK30dppeHrelri He Bblno 0bHapyXeHO CTaTUCTUYeCKn
3HAYMMBbIX Pa3NYN MO CpeagHeMy CyMmmapHoMy 6anny wwkanel PANSS 1 no noaiukanam PANSS-P, PANSS-N, PANSS-G.
Mo nogaenstoLiemMy 60NbLIMHCTBY NMyHKTOB PANSS pasnnums Takke okasanncb CTaTUCTUYECKUM HeJOCTOBEpPHbI,
3a UcKNYeHneM NyHKToB G5 1 G6 - MaHepHOCTb 1 no3a (6oJiee BbICOKMI 6ann OTMEYeH y CepomnoNoOXMTENbHbIX
6onbHbIX: 3,5 6anna npotms 2,1 6anna (U = 389,5; p = 0,001)), a Takxe genpeccuu, KOTopas, HaNnpoTuB, bbila MeHee
BblpaXkeHa y CeponofioXnTeNnbHbIX NaumeHTos - 1,4 6anna npotus 2,4 6anna (U = 509,5; p = 0,023). Kpome Toro,
Npv CepOnONOXNUTENBbHOM LLUN30PPEHNIM OKa3anachb CTaTUCTMYECKM 3HAYMMO BbllLe YacToTa ObHapyXeHUs Takoro
CMMNTOMA M3 YCTaHOBeHHbIX B MKB-10 ana gnarHocTnkm Win3oppeHnn CMMnTOMOB, Kak MyTK3M (23,5% npoTtue 3,4%,
X2 =9,27, p = 0,013), a Takxke BCel rpynmnbl KATaTOHNYECKNX CUMNTOMOB MO KpUTepUsAM winsodpeHnn 3. bnelinepa
(52,9% npotue 28,4%, x2 = 3,916, p = 0,048).

JaHHble 06 accoumaymm NONIOKNTENbHOIO CTaTyCa Mo TOKCOMasmMo3sy y 60/IbHbIX LIJI/IBO(I)peHI/IEI7I
C KaTaTOHNYECKNMIN qJEHOMEHaMI/I nosiydeHbl BrepBble N Tp66yPOT penankaumn Ha bonee KPYMNHbIX BbI60pKaX.

INTRODUCTION are illustrated, for example, in the meta-analysis by
A significant association between schizophrenia and  J. Gutiérrez-Fernandez et al. [1]. The latter demonstrates
toxoplasmosis caused by the neurotropic pathogen a statistically significant correlation between the
of T.gondii has been identified in a number of clinical T.gondii-positive status and schizophrenia with the
and epidemiological studies, the results of which odds ratio (OR) of 2.50 (95% Cl=1.40-4.47). This



means that following T.gondii infection, the probability
of schizophrenia diagnosis is 2.5-fold higher compared
to patients with T.gondii-negative status. In general,
the OR ranges from 1.47 (95% CI=1.03-2.09) to 2.73
(95% Cl=2.10-3.60) in meta-analyses and some large
epidemiological studies [2-4].

Data on the prevalence of infection in patients with
schizophrenia (seropositive for IgG) also vary across
a fairly wide range: from 16.2% to 46% [5, 6].

According to a study of the Russian population
of schizophrenia patients, the prevalence of the
infection is as high as 40%: 62 of 155 schizophrenia
patients were seropositive for toxoplasmosis (IgG)
versus 39 of 152 healthy control group subjects (25%);
the odds ratio being 1.93 [7].

The clinical significance of seropositive T.gondii status
in schizophrenia patients remains poorly understood.
Similarly, knowledge of the possible correlates at the
symptomatic, syndromal and dimensional levels is sparse
and available data largely controversial.

A comparison of Toxoplasma-seropositive patients
with schizophrenia and seronegative patients has been
carried out in only a few studies. F. Dickerson et al.
[5] included 358 patients with schizophrenia in their
study and found that seropositive patients differed
significantly from seronegative patients by gender
only (most patients were female, p=0.021). However,
there were no significant differences in respect
of age, race, level of education, age at onset, duration
of schizophrenia, or for total PANSS or Repeatable
Battery for the Assessment of Neuropsychological Status
(RBANS) scores, smoker status, prevalence of diabetes
or the use of antipsychotic drugs.

T. Celik et al. [6] showed in a sample of 90 patients
with schizophrenia that only a continuous disease
course was associated with a seropositive status. No
similar relationship was observed for parameters such
as lack of insight or type of schizophrenia according
to ICD-10 (paranoid,
disorganized, catatonic).

A small number of scientific papers present the results

undifferentiated, residual,

of clinical and laboratory associations of toxoplasmosis
in schizophrenia with individual dimensions of the mental
illness. G.P. Amminger et al. [8] showed that a higher
plasma level of IgG was significantly associated with
a greater severity of positive symptoms on the Brief
Psychiatric Rating Scale (BPRS) in a group of patients with

an ultra-high risk of psychosis (attenuated or short-term
psychotic symptoms).

InastudybyD.Holubetal.[9], seropositive schizophrenia
patients demonstrated statistically significant differences
in the severity of symptoms (p=0.032) assessed using
the PANSS-P (Positive Symptoms Subscale) but not
PANSS-N (Negative Symptoms Subcale) or General
Psychopathology PANSS-G subscale, when compared
to seronegative subjects. The authors noted that the
onset of schizophrenia in infected male patients occurred
approximately a year earlier than in non-infected males
while in infected female patients it was three years later
than in non-infected female patients. In addition, the last
hospital stay at the time of the study was, on average, 33
days longer than in the case of seropositive schizophrenia
patients than in seronegative patients (p=0.003).

Comparable data were obtained in one of the largest
studies on the association between schizophrenia and
toxoplasmosis, which included 600 patients with the
first episode of schizophrenia [10]. The authors showed
that there were no significant differences between the
groups in terms of parameters such as gender, age,
level of education, disease duration, age at the time
of schizophrenia onset, living conditions (urban, rural)
or family history of mentalillness. They also demonstrated
that schizophrenia patients with chronic toxoplasmosis
had a higher PANSS Positive Subcale score (mean
PANSS-P score: 20.8 versus 19.4), cognitive symptoms
score (mean score: 8.5 versus 7.7) and excitement score
(mean score: 9.5 versus 7.9) and a significantly lower
PANSS Negative Subcale Score (mean PANSS-N score:
16.4 versus 17.8) compared to seronegative patients.
However, none of the above publications provides an
analysis of differences in individual PANSS scale items
or schizophrenia symptoms.

Therefore, the goal of the study was to identify clinical
phenomena that are typical for toxoplasmosis-associated
(T.gondii schizophrenia

seropositive) compared

to seronegative schizophrenia.

MATERIALS AND METHODS

Aretrospective database analysis of serum
samples obtained from schizophrenia patients was carried
out. The patients were included in the databases as part
of the research programme “International approaches
to studying human and society mental health” conducted
in the Mental-health clinic No. 1, named after N.A. Alexeev



since 2017. The study was approved by the independent
interdisciplinary ethics committee of clinical studies on
14th July, 2017 (meeting minutes No. 12). Serum samples
obtained fromschizophrenia patients were collected from
January 2019 to February 2020.

included schizophrenia diagnosis
according to the ICD-10 criteria (F20); age >18 years
and signature on the informed consent form for both
participation in the study and testing of biological
samples (blood serum).

included structural CNS disorders
(FO) according to the ICD-10 criteria, psychoactive
substance dependence (F1), affective psychoses (F3)
according to the ICD-10 criteria and exacerbations
of autoimmune disorders that could potentially distort
the results of serology testing.

Clinical examination of patients was carried out in the
first days of their hospital stay by two psychiatrists
using a single structured interview and also collecting
social, demographic and certain clinical symptoms
of schizophrenia. The interview included the criteria for
schizophrenia diagnosis according to the ICD-10 (important
symptoms, some of which are observed during most
of an episode lasting one month or longer) supplemented
by E. Bleuler's criteria [11] and a psychometric evaluation
of symptoms using the PANSS scale [12, 13].

was performed once from the cubital
vein in the morning under fasting conditions between 8.00
and 8.30 am. Blood samples were placed in test tubes with
ethylenediaminetetraacetic acid (EDTA) and transported
to the laboratory within two hours to material safety
requirements. Blood was centrifuged at 750 g for 15 min
at 22°C; plasma was collected and subsequently used for
testing. Frozen samples were stored at-18° to -24°C.

Serum levels of anti-T.
gondii antibodies (IgG) were determined in the blood
samples using ELISA and a ToxaplaStripG kit (Certificate
9398-005-4037-1634-2008).

Differences
in quantitative ordinal variables (mean total PANSS scores,
PANSS-P score, PANSS-N score, PANSS-G score, as well as
individual PANSS items) were evaluated using the Mann-
Whitney test (U). The nonparametric chi-squared test
(x?) was used to compare the frequencies of categorical
variables (individual
according to the ICD-10 and the E. Bleuler's criteria [11]).
The level of statistical significance was 0.05.

The study included 105
patients with schizophrenia (including 55 and 50 male
and female patients, respectively). The mean age was

symptoms of schizophrenia

27.416.4 years (ranging from 18 to 50 years) with a median
age of 27 years. The age of the prodromal symptoms
onset was 19.1+7.4 years and the age at schizophrenia
onset was 23.9+7.2 years. The disease durations from
the beginning of the prodromal symptoms onset and
from the onset of the active phase were 8.6+7.1 years
and 3.7+4.6 years, respectively.

RESULTS

The proportion of seropositive patients in the sample
was 16.2% (17 out of 105 cases). When comparing
Toxoplasma-seropositive or seronegative schizophrenia
patients, no statistically significant differences were
found in parameters such as the mean total PANSS
score, mean PANSS-P, PANSS-N or PANSS-G scores,
although there was a general trend towards a higher
mean total score for all subscales and the total PANSS
score among patients who were seropositive (Table 1).

Item g+ Ig- U P
(n=17) (n=88)

Mean PANSS total score (Z) 103.7+23.8 96.0+28.6 735.0 0.266

Mean PANSS-P (Positive Scale) score 26.4+6.1 23.8+8.4 881.0 0.182

Mean PANSS-N (Negative Scale) score 28.249.4 24.91+9.8 837.5 0.262

Mean PANSS-G (General Psychopathology Scale) score 49.3+11.7 47.0£13.2 739.5 0.525



For the majority of PANSS items, differences were also
statistically insignificant, except for two items on the
PANSS-G scale—G5 and G6 (Table 2). The total score for
“G5. Mannerisms and posturing item” in seropositive
patients was statistically significantly higher at 3.5 points
versus 2.1 points (p=0.002) and “G6. Depression” total
score in seropositive patients was statistically significantly
lower at 1.4 points versus 2.4 (p=0.025).

Given the statistical difference for the item G5
(mannerisms and posturing), an additional analysis
of clinical data was conducted. The differences between
the groups of seropositive and seronegative patients
were analysed by categorical variables, which also
included descriptions of motor phenomena observed
in schizophrenia (primarily catatonia). In accordance
with the ICD-10 criteria for schizophrenia, seropositive
patients demonstrated a statistically significantly higher
rate of mutism (23.5% versus 3.4%, x2=9.27, p=0.013).
However, the frequency of other ICD-10 defined
catatonic symptoms was similar in both groups. Based
on E. Bleuler's criteria (1911) [11], a statistically significant
difference was observed for all catatonic symptoms
(52.9% versus 28.4%, x>=3.916, p = 0.048).

DISCUSSION
The proportion of seropositive patients in the sample
of schizophrenia patients established in this study (16.2%)
is consistent with the lower values of the range givenin the
literature of 16.2-46% [5, 10] and considerably lower than
that obtained in one of the Russian studies, also carried
out on the population of patients with schizophrenia
in the Moscow region (40%) [7]. This may be partly due
to the younger age of patients in this study (mean and
median values are 27 years); many were undergoing
diagnostic evaluation for their first psychotic episode.
Comparing Toxoplasma-seropositive and seronegative
schizophrenia patients, no statistically significant
differences were found in parameters such as the mean
total PANSS score, mean PANSS-P, PANSS-N or PANSS-G
scores. In this respect, our data are consistent with the
results obtained by F. Dickerson et al. [5] who did not
reveal any differences in the total PANSS score and by
D. Holub et al. [9] who also found no differences in the
PANSS-N or PANSS-G scores. However, D. Holub et al.
[9] and H.L. Wang et al. [10] showed a higher PANSS-P
in seropositive patients, which differs from our findings.
In our study, although the total PANSS-P scores were

higher in seropositive patients, the differences did not
reach statistical significance. Moreover, in the study by
H.L. Wang et al. [10], seropositive patients were found
to have significantly lower PANSS-N scores, which was not
observed in our study or by other authors [5, 9].

None of the studies showed data on individual PANSS
items, which could underlie the differences in question
and none of them demonstrated data on individual
schizophrenia symptoms assessed using other methods.

The statistically significant differences in respect
of the G5 item “Mannerisms and posturing” observed
in our study indicate that seropositive patients had
more severe catatonic motor symptoms (clumsiness,
unnatural movements, discoordination, bizarre and
fixed postures, stiffening, habits and stereotypes), which
were registered according to the PANSS instructions
by physicians who were observing patients during
the interview (or based on information obtained from
personnel or relatives) [12, 13]. The data indicating the
association of toxoplasmosis seropositive status and
catatonic symptoms were supported by the evidence
that seropositive patients were statistically significantly
more likely to have mutism (according to the ICD-10
criteria) and all groups of catatonic symptoms according
to E. Bleuler's criteria [11].

This association of seropositive toxoplasmosis status
and catatonic phenomena in schizophrenia patients may
be due to a mild neurological deficit that develops as
aresult of the neutropic effect of the infection and mimics
and/or amplifies motor symptoms associated with
schizophrenia. It should be noted that this assumption
is consistent with the modern concept of catatonia in the
Diagnostic and Statistical Manual of Mental Disorders
(DSM-5) and International Classification of Diseases
11th Revision (ICD-11) as a syndrome, which can be
seen in a wide range of diseases, both those of the
schizophrenic spectrum and organic CNS disorders.

Some studies of organic psychoses in patients with
Toxoplasma infection, both congenital and acquired,
can be considered as clinical observations indirectly
confirming this hypothesis [14, 15]. The aforementioned
provide psychopathological
of schizophreniform disorders associated with
toxoplasmosis. Some of them are classified as oneiroid-

studies characteristics

catatonic  conditions  (delusional
oneiroids) with mild cloudiness of consciousness.

According to the authors, these psychoses could

interpretation



Table 2. Comparison of mean PANSS scores depending on seropositive (Ig+) or seronegative (Ig-)

stat

us of patients (M+SD)

Items IgG+ (n=17), | 1gG- (n=88), | U p
Mean score | Mean score

P1. Delusions 5.41+1.50 4.52+1.89 540.50 0.064
P2. Conceptual disorganization 4.71£1.40 3.95+1.71 564.00 0.116
P3. Hallucinatory behaviour 3.24+2.49 3.28+2.23 723.00 0.820
P4. Excitement 3.1241.76 2.75%1.67 655.00 0.403
P5. Grandiosity 2.53+1.55 2.45+1.81 704.50 0.683
P6. Suspiciousness/persecution 4.59+1.23 4.11+1.38 583.50 0.160
P7. Hostility 2.76+1.60 2.60+1.81 697.00 0.642
N1. Blunted affect 4.06+1.68 3.63+1.67 651.00 0.386
N2. Emotional withdrawal 4.29+1.40 3.60+1.52 549.00 0.087
N3. Poor rapport 3.88+1.45 3.20+1.63 585.00 0.164
N4. Passive/apathetic social withdrawal 3.94+1.68 3.84+1.60 721.50 0.813
N5. Difficulty in abstract thinking 4.29+1.57 3.57+1.64 561.50 0.111
N6. Lack of spontaneity and flow of conversation 3.71+1.72 3.5041.71 694.50 0.637
N7. Stereotyped thinking 4.00+1.54 3.53+1.72 618.50 0.278
G1. Somatic concern 2.06+1.56 1.90£1.40 695.00 0.601
G2. Anxiety 3.18+1.24 3.28+1.38 674.50 0.507
G3. Guilt feelings 1.53£1.33 1.66+1.29 691.00 0.513
G4. Tension 2.76+1.30 3.09+1.46 650.50 0.382
G5. Mannerisms and posturing 3.53+1.74 2.11+1.68 389.50 0.001
G6. Depression 1.41+0.94 2.41+1.76 509.50 0.023
G7. Motor retardation 2.35+1.62 1.94+1.46 644.50 0.305
G8. Uncooperativeness 2.71£1.69 2.60+1.65 729.00 0.863
G9. Unusual thought content 4.00£1.17 3.48+1.39 593.00 0.164
G10. Disorientation 1.88+1.17 1.65+1.05 671.50 0.434
G11. Poor attention 4.18+1.63 3.61+1.64 593.00 0.191
G12. Lack of judgement and insight 4.88+1.65 4.37+1.71 606.50 0.234
G13. Disturbance of volition 4.31+1.25 3.74+1.55 561.00 0.184
G14. Poor impulse control 2.88+1.69 2.91+1.71 745.50 0.982
G15. Preoccupation 4.47+1.46 4.06+1.65 630.00 0.294
G16. Active social avoidance 4.00+1.37 3.94+1.50 726.50 0.848
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be initially considered hallucinatory-paranoid states
[15] with a phenomenon of psychic automatism and
a delusional misidentification syndrome or Capgras
delusion, as well as religious or love delusions [14].
More severe disorders of consciousness in such
patients were associated with catatonic symptoms
(substupor or
in some cases the

stereotypic  arousal). However,
investigators also observed
(as the disorders of consciousness became less
pronounced) the phenomenon of a lucid catatonia
syndrome. The investigators noted that gradually
progressive toxoplasmosis was

alterations of exacerbations in the form of substupor

associated with

states and psychomotor excitement, which was the
reason why some patients were initially diagnosed
with catatonic schizophrenia [14].

Some hypotheses suggested by other authors may
be considered biological grounds that are consistent
with our working hypothesis [10, 16-18]. Thus, the
heterogeneity of psychopathological and neurological
symptoms associated with Toxoplasma invasion may
be associated with patterns of distribution of parasite
cysts in the host brain. Predominant topical localization
of cysts in dopaminergic structures in some cases might
cause the development of schizophrenic symptoms
or amplification of certain schizophrenic phenomena,
e.g., catatonic manifestations, which are considered
as a transnosological construct in modern research.
Some authors believe that the mechanism underlying
this association may be due to the ability of T.gondii
to increase dopaminergic activity [19, 20] or its effects
on tryptophan metabolism in the corresponding
structures [21], which requires verification in further
morphological and neuroimaging studies.

The discussion of the association between depression-
related symptoms in seropositive patients is beyond
the scope of this article. However, we may stipulate
that this is consistent with the findings of a clinical
and epidemiological study by A.B. Smulevich et al.
[22] who investigated the association of depressive
and other schizophrenia symptoms and demonstrated
a negative correlation between the rate of depressive
and catatonic symptoms.

CONCLUSION
Our results may be relevant for further research on the
nature of the association of seropositive toxoplasmosis

status with clinical manifestations of schizophrenia and
its underlying mechanisms.

Given the inconsistency of available published data
regarding the association of toxoplasmosis seropositive
status with individual dimensions on the PANSS scale
(primarily positive and negative items), it is probably
too early to draw unambiguous conclusions about this
relationship. Future research in larger samples and/
or a meta-analysis of available publications is needed.

However, we have not been able to find information
on the association of seropositive status with catatonic
symptoms in schizophrenia in the available publications
and it is probably discussed for the first time, which
determines the novelty of this study. Our data on the
associationwith catatonicsymptoms need to bereplicated
and further confirmed using biological methods, taking
into account the clinical characteristics of schizophrenia.
The obtained data can be used for differential diagnosis
of endogenous and organic psychoses and therefore, for
differential treatment approaches taking into account
the possible role of toxoplasmosis in schizophrenia, as
well as its potentially modifying effects on the clinical
manifestations of schizophrenia.
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ABSTRACT

Virtual reality (VR) has been effectively used in the treatment of many mental health disorders.
However, significant gaps exist in the literature. There is no treatment framework for researchers to use when
developing new VR treatments. One recommended treatment across a range of diagnoses, which may be suitable
for use in VR treatments, is Cognitive Behavioural Therapy (CBT). The aim of this systematic review is to investigate
CBT treatment methods that utilize VR to treat mental health disorders.

To investigate how CBT has been used in VR to treat mental health disorders and to report on
the treatment characteristics (number of sessions, duration, and frequency) that are linked to effective and
ineffective trials.

Studies were included if patients had a mental health diagnosis and their treatment included immersive
VR technology and CBT principles. Data were extracted in relation to treatment characteristics and outcomes,
and analysed using narrative synthesis.

Ninety-three studies were analysed. Exposure-based VR treatments were mainly used to treat anxiety-
related disorders. Treatments generally consisted of eight sessions, once a week for approximately one hour.
VR treatments were commonly equal to or more effective than ‘traditional’ face-to-face methods. No specific
treatment characteristics were linked to this effectiveness.

The number, frequency and duration of the VR treatment sessions identified in this review, could
be used as a treatment framework by researchers and clinicians. This could potentially save researchers time
and money when developing new interventions.

AHHOTAL WA

BupTyanbHas peanbHocTb (BP) 3dbekTMBHO MpUMEHSAETCS MpPU SIeUeHUN MHOTUX MCUXUYECKNX
paccTpoicTe. TeM He MeHee MHpoOpMaLUWM B nuTepaType 06 MCMONL30BaHUM 3TOrO MOAXOAA HEeAOCTaTOYHO.
B uacTHOCTW, OTCYTCTBYIOT faHHble Mo GopmaTy fledeHus, KOTopbIA MOrAW 6bl UCMNOb30BaTb MUCCAef0BaTeNN



npw pa3paboTke HOBbIX MeTOA0B BP-Tepanun. OAHUM M3 PeKOMEeHJO0BaHHbIX METOA0B Tepanuu NMpu LLMPOKOM
criekTpe AMarHo30B, KOTOPbIA MOXET NpUMeHaTbCA B dopMaTe BP, ABNSeTCS KOTHUTVBHO-MOBeAeHYeckas Tepanus.

N3yunTb ncnonb3oBaHne MeTOA0B KOFHUTVMBHO-MOBEeAEHUYECKOWN Tepannn ¢ NpuMeHeHnemM TexHonorum BP
4N19 NeYeHNst MCUXNYECKNX PACCTPOICTB 1 OnpeaeinTb XapakTepucTKn nevebHoro npouecca (KoamM4ecTso ceccuii,
NPOAOCMKNTENBHOCTb U YaCcTOTa), KOTOPbIe OKa3annck 3gpPekTNBHbI N HeIPPEKTUBHbI.

B O630p BK/IKOYanm nccnefoBaHud, nposogmeLumecd CcydyactmeM nauneHToB CYCTaHOB/IEHHBIM
ANarHo3omM ncnxm4yeckoro paCCTpOIZCTBa, B NneYyeHnn KOTOpbIX NCMOJIb30Ba/NCb TEXHONOTMN BP c 3¢)¢EKTOM
NPpUCyTCTBAA N NPUHL NI KOFHI/ITI/IBHO-I'IOBe,CI,eHL‘IECKOVI Tepanun. Vi3Bnekanu gaHHble, CBA3aHHbIE CXapakTepuncTtnkamm
N NCXoAaMu nieyveHnd, N aHanm3npoBain Nx ¢ UCNoJ1Ib30BaHMEM OMNCATEIbHOIO CMHTE3a.

Bbino nMpoaHann3npoBaHo 93 mccnefoBaHUSA. DKCNO3ULMOHHaA BP-Tepanus npenmyLlecTBeHHO
npuMeHsanacb ANst neYeHUs TPEBOXHbIX PacCTPOMCTB. Tepanusi 06bIYHO BKIOYana 8 ceaHcoB 1 pa3 B Hejesto
ANNTENbHOCTLIO 0KOJ0 1 Yaca. BP-Tepanus 06bI4HO b6bii1a Tak e 3G PpekTUBHA, Kak TPaANLNOHHbIE MeToAbl paboThbl
«NNLOM K Anuy», 6o adpdekTBHEN UX. DPPeKTMBHOCTE He Bblna CBSi3aHa C KakUMWU-AM60 cneumnduyecknmm
XapaKTepucTKamun Tepanuu.

KonnuecTso, Yactota 1 AINTeNbHOCTL ceaHCoB BP-Tepanuu, BbisiBNeHHble B aHHOM 0630pe, MoryT
NCMNONb30BaThCS Ast onpeeneHns dopmaTa leUyeHns NCCnesoBaTens M U KIMHULUCTaMU. DTO NOTEHLUMANbHO
CNoCco6HO COKPaTUTL BPEMS 1 CPeACTBA, 3aTpaqliBaeMble NCCIef0BaTENSIMM MNP pa3paboTke HOBbIX BMELLATE/IbCTB.

INTRODUCTION

Virtual reality (VR) is a technological interface that
allows computer-generated
environments within a controlled setting [1]. Recent

users to experience

meta-analyses and systematic reviews have found this
technology to be an effective tool in the treatment
of a range of mental health conditions [2], with most
evidence derived from anxiety-related disorders [3],
eating disorders [4] and psychosis [5].

In addition to its treatment effectiveness, VR
exposure therapy has been found to be more
cost-effective than face-to-face treatment for post-
disorder [6].
treatments are well

traumatic stress Furthermore, VR

accepted by patients, who
have expressed high levels of support and interest
in its use for their mental health treatment [7].
There is also evidence that drop-out rates may
be lower with VR treatments than with traditional

face-to-face treatments [8]. This technology may,

therefore, potentially improve access and adherence
to psychological treatments [7, 8].

Despite the potential of VR in mental health treatment,
significant gaps exist in the literature relating to VR
treatment. Studies in the literature have mainly focused
on treating anxiety disorders with exposure-based
therapies and have overlooked other diagnoses (e.g.,
depression, bipolar and personality disorder) and other
treatment possibilities (e.g., guided self-help) [8].

A framework is a basic structure that underlies
a system or concept, and may be built on or used
as a point of reference to decide upon a particular
course of action [9]. To our knowledge, there are no
shared VR treatment frameworks currently available for
researchers to follow. Without a treatment framework
on which to build, researchers who want to explore
new VR treatment methods for overlooked diagnoses,
are forced to spend a great deal of time and money
to develop their own treatments, which may or may not



be successful [10]. The potential risks associated with not
having a treatment framework, may constitute a barrier
to new VR treatment methods.

One recommended treatment across a range
of diagnoses [11], which may be suitable for use in VR
treatments, is cognitive behavioural therapy (CBT). CBT
is based on the cognitive model of mental illness and
this model hypothesizes that the way in which patients
feel and behave, is determined by their perception
of situations, rather than the actual situations [12].
CBT aims to relieve distress by helping patients
develop more adaptive cognitions and behaviours [13].
Developing a treatment framework that summarizes
effective VR CBT treatment characteristics (e.g., the
number of sessions, duration and frequency) could
provide a possible foundation upon which researchers
can build. This could potentially reduce the time and
money spent on the development of interventions.

At present, no research has synthesized VR treatment
characteristics across diagnoses. The aim of this
systematic review is to explore CBT treatment methods
that utilize VR to treat mental health disorders.
A treatment framework will be developed from the
identified shared treatment characteristics (e.g., the

number of sessions, duration and frequency).

The objectives of this systematic review are to:

1 investigate how CBT has been used in VR to treat
mental health disorders.

2 report on the treatment characteristics (number of
sessions, duration, and frequency) that are linked
to effective and ineffective trials.

METHODS

The study protocol for this systematic review and
narrative synthesis was registered on PROSPERO
[CRD42018106757].

The eligibility criteria were developed using the PICO
framework [14]. Papers were eligible if they were
written in English, the study participants had to be
over the age of 18 with any mental health diagnosis,
using recognized diagnostic criteria (ICD-10 or DSM-V)
or a validated scale with a pre-defined cut off point.
To be included in the review, the interventions in the

studies had to use principles of CBT, as defined by the
NHS [15]. Furthermore, the VR technology used, had
to be immersive. Immersive VR is defined as a computer-
synthesized virtual environment surrounding the user.
This can include (but is not restricted to) a head-
mounted display (HMD) and a Cave automatic virtual
environment (CAVE). An HMD consists of a computer-
generated video display attached to the user’s head,
with retina or head trackers that measure the changing
position, which is fed back to the rendering computer
[16]. A CAVE is essentially a room in which computer-
generated visual imagery is projected onto the walls,
floor and ceiling, and the user is free to move around
[17]. Papers were excluded if they did not have an
experimental design (e.g., case series and reviews)
and if the treatment procedures were not reported.
All comparators and mental health-related outcomes
were taken into consideration, including treatment
effectiveness, feasibility, adherence and attrition.

A literature search of PubMed, CINAHL, EMBASE,
PsycINFO, the Cochrane Library and NICE Healthcare
Databases Advanced Search was conducted in August
2018. Grey literature was also searched using OpenGrey
and Google Scholar. The search strategy was developed
by identifying relevant key terms, used in a previous
VR review [8] and was further developed in conjunction
with an information scientist. The general search terms
were: ‘virtual reality’ AND ‘cognitive behavioural therapy’
AND disorder-specific terms (see Appendix A for full
search terms). Databases were searched from inception
for titles, abstracts and keywords. Four key papers
were identified and used to assess the reliability of the
search results [1, 8, 18, 19]. The authors also conducted
hand searches of the Annual Review of CyberTherapy
and Telemedicine and the reference list of relevant
papers. Study authors were contacted when access
issues occurred.

Identified references were transferred into Endnote
and duplicates removed. The references were then
transferred into an Excel spreadsheet. The first
reviewer (MD) screened all the titles and abstracts,
whereas the second reviewer (NL) independently
screened 25%. Subsequently, the full text of the
potentially relevant papers was retrieved and was
once again independently assessed for eligibility by



both reviewers. Hereafter, the reasons for exclusion
were noted in the database. The inter-rater reliability
for screening between the authors (MD and NL)
using Cohen's Kappa was moderate (60% agreement,
p<.0001). Any disagreements throughout the screening
process were
if necessary, by involving a third reviewer (VB).

A data extraction framework was created using

resolved through discussion and,

Excel and piloted with five studies. The data extracted
included general information relating to the study
eligibility, methods, VR treatment descriptions and
a summary of the results, outcomes and conclusions.

Data were analysed using narrative synthesis [20].
Some treatment characteristics such as number and
duration of sessions, were reported numerically,
other treatment characteristics such as type of VR
technology used and treatment location, were
simplified into categorical variables for quantitative
synthesis. synthesis and

integration of a large amount of data across

This was to allow
the dataset. The quantitative data were imported
into SPSS to allow for vote counting and for the
statistical testing of differences. Vote counting and
quantitative synthesis (e.g., t-tests and Chi-squared)
were used to develop a preliminary synthesis, as
they allowed the researchers to identify patterns
across the included studies [20].

The first objective of this review was to investigate
how CBT has been used in VR to treat mental
health disorders. Once the treatment characteristics
of all of the 93 studies were synthesized, the first
objective of this review had been achieved.

The second objective was to report on the
treatment characteristics that are linked to effective
and ineffective trials. Studies which aimed to explore
VR treatment effectiveness (62 out of the 93 studies)
were selected for the second analysis. These studies
were categorized according to their aims and were
analysed separately.

Finally, treatment characteristics of studies which
found VR to be more effective by comparison
with ‘traditional’ treatment methods (e.g., in-vivo
exposure) were compared with studies which found
VR to be ineffective when compared with ‘traditional
treatment methods. To allow for a clear comparison,
studies which were equally effective using ‘traditional’
methods were excluded from this analysis.

The two reviewers (MD and NL) independently assessed
the risk of bias using the Quality Assessment Tool for
Quantitative Studies [21]. This tool has been specially
developed for public health research and assesses six
components of bias and quality; these include selection
bias, study design, confounders, blinding, data collection
methods, withdrawals and dropouts. The inter-rater
reliability between the authors, using Cohen’s Kappa was
high (80% agreement, p<.001). Any disagreements
between the two reviewers were resolved through
discussion or by consulting a third reviewer (JM).
The results of the quality analysis were further
tabulated to identify any types of bias common
to the included studies.

RESULTS

The study selection process and a summary of the
included studies will be presented first, followed by
a general overview of the quality of the included studies.
Next the main results will be presented, according
to the two review objectives; 1) how CBT has been
used in VR to treat mental health disorders and 2)
which are the treatment characteristics that are linked
to effective and ineffective trials.

Once duplicates were removed, the search generated
2273 references, of which 129 papers met the review
inclusion criteria. The 129 papers reported on 93
separate studies; 36 papers reported follow-up data
or secondary data analysis of the original 93 included
studies. The 36 papers were combined with their original
studies and analysed together. The most common
reason for exclusion was the use of non-immersive
technology (e.g., studies using computer screens). See
Figure 1 for the PRISMA flow diagram.

Anxiety-related disorders were the most frequently
studied group (n=80), followed by eating disorders (n=6),
psychosis (n=3), substance disorder (n=3) and finally, one
study relating to depression. The majority of the studies
were randomized control trials (n=48), followed by cohort
studies (n=27), non-randomized clinical trials (n=8) and
other designs (n=9). The average sample size across the
studies was 41 (range 4 -162), (M=40.7, SD=35.9, n=93).
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Figure 1. PRISMA flow diagram of the study selection process
Table 1. Breakdown of the quality assessment
Quality Selection Study design Confounding Blinding Data Withdrawal
assessment bias rating rating variable rating | rating collection rating
rating
Strong 16 55 75 8 48 47
Moderate 36 37 5 18 20 20
Weak 41 1 13 67 25 26
Mode Weak Strong Strong Weak Strong Strong
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The quality of the studies in this review was
found to be predominately weak (see Appendix B
for individual study quality assessment). Atable was
formulated to explore why studies were often of poor
quality (Table1).

The poor quality of the studies can be attributed
to selection bias. Most studies either did not report
wheretheyrecruited their patientsfrom, ortheyrecruited
volunteers through advertising. This may have resulted
in lower than anticipated drop-out rates, as volunteers
mighthave been morewillingto participate. Furthermore,
although logistically difficult, moststudies did notblind the
patients or the assessors to the treatment intervention.
This may have resulted in assessment bias.

A cross-tabulation between the quality of studies and
the year of publication showed that the quality of studies
has not improved over time.

To address the primary aim of the review, the common
characteristics of treatments will be described. For
a summary of the treatment characteristics, please view
the second column of Table 2.

VR has generally been used as a component in
a more extensive treatment protocol (n=58). On average,
patients were offered eight treatment sessions, and six
of these sessions involved VR technology. The first and
the last sessions were psychoeducational, e.g., identifying
symptoms and discussing relapse prevention [22].
Treatment was usually delivered once a week for an
average of 78 minutes. The average duration of the VR
component in these sessions was 53 minutes.

VR treatment was primarily delivered using an HMD
device. In all the studies, patients were treated individually
in the virtual environment. The VR treatment was generally
delivered by therapists (n=38), although only nine studies
provided details on the clinical training of the therapist,
which included graduate and postgraduate therapists.

The majority of the studies did not report the location
of the therapy, however, where the location was
explicitly stated, treatments were generally administered
in atherapist's office / clinic. Atypical VR treatment session
would involve the patient wearing an HMD, connected
to a computer, which is controlled by the therapist.

Virtual reality exposure therapy (VRET) was the most
frequently delivered CBT treatment (84 of the 93 studies).
During VRET, patients are gradually exposed to a virtual
environment that provokes anxiety, e.g., a battlefield in the
case of patients with post-traumatic stress disorder [23],
or exposure to a spider for patients with arachnophobia
[22]. The aim is that patients become desensitized to the
fear-provoking stimuli with gradual exposure.

VRET was the most commonly used treatment in this
review. Across the nine remaining studies, there was
some variation in the definitions used to describe the
CBT treatments, e.g., VR enhanced CBT, VR cognitive
therapy and repeated behavioural experiment tests.
These treatments will be discussed together. Similar
to VRET, these treatments all used VR to expose patients
to specific, anxiety-provoking virtual environments.
However, unlike VRET, the aim of exposure was not just
to desensitize the patient to a situation, but to trigger
certain emotions or behaviours that therapists can
subsequently work on with the patient. For instance, in an
eating disorder study, patients were exposed to virtual
environments that were thought to trigger emotions
related to weight, e.g., restaurants, clothes shopping
and a swimming pool. In these environments, patients
performed virtual tasks such as weighing themselves and
trying on clothes, whilst the therapist discussed feelings
and beliefs [24]. Similarly, Pot-Kolder et al. (2018) [26]
used VR to expose patients with persecutory delusions
and paranoid ideation to stressful social environments,
that could trigger fear and paranoid thoughts, e.g.,
being on the underground or in a café. In these virtual
environments, they explored and challenged the patient’s
suspicious thoughts and safety behaviours, and tested
harm expectancies.

One study [27] used automated, repeated behavioural
experiments for the treatment of a fear of heights. In the
virtual environment, patients were guided by a virtual
coach to explore and perform height-related tasks (e.g.,
saving a cat from a high level). In doing this, patients
explored how safe they felt at certain virtual heights and
often found that they felt safer than they expected.

Studies included in this review varied as to their
primary aim; not all the studies investigated or reported
treatment effectiveness. Therefore, this section will first
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Table 3. Summary of the study aims (Key* studies included in the analysis of the second aim)

Aim (n=93)

Studies that
have found VR
treatments to be
effective (n=46)

Studies that
have found VR
treatments
not effective in
comparison to

Studies that have
found no significant
difference between
VR treatments and
control groups

Studies that
have not focused
on treatment
effectiveness
(n=31)

control groups (n=13)
(n=3)
. . .
Effchlvengss of VR tre_atmen_t with a 23,28-46 No studies No studies Not applicable
specific patient population (n=20)
* . .
Effectiveness of VR treatment in 47-53 N SEles 54 Not applicable

comparison to waiting list (n=8)

Importance of presence
in VR treatment (n=3)

Not applicable

Not applicable

Not applicable

55-57

Cost-effectiveness of VR treatment
(n=1)

Not applicable

Not applicable

Not applicable

*Effectiveness of VR treatment in
comparison to ‘traditional’ treatment
methods (n=34)

58-77

78-80

22,81-91

Not applicable

Whether VR treatment is enhanced
with additional variables (n=21)

Not applicable

Not applicable

Not applicable

92-112

Patient preference and acceptability
(n=2)

Not applicable

Not applicable

Not applicable

113,114

Feasibility of VR treatment with cheap
consumer hardware (n=1)

Not applicable

Not applicable

Not applicable

115

The ability to conduct remote therapy

Not applicable

Not applicable

Not applicable

116-118

using VR technology (n=3)

provide an overview of all the aims (n=93) then it will
specifically focus on the subgroup of studies that aimed
to investigate treatment effectiveness (n=62).

The aim of the papers correlated with the year
of publication, demonstrating that earlier studies tended
to focus on assessing the efficacy of VR treatments,
whereas later studies aimed to assess the use of cheaper
technology and remote treatment delivery. For asummary
of the study aims, please see Table 3.

Efficacy of VR treatment within

a specific patient population

Of the 20 studies that used a repeated measures design
to investigate the efficacy of VR treatment with a specific
patient population, all considered VR to be an effective
treatment for anxiety-related disorders [119-121],

substance disorders [31] and eating disorders [122].
For instance, a cohort study comprising 20 combat-
related PTSD patients reported post-intervention, that
following VRET, 80% of the patients no longer met
the criteria for PTSD [23]. Another cohort study with
48 nicotine-dependent adults reported that VR cue
exposure treatment reduced the patients' cigarette
cravings [32]. Riva et al. (2002) [122] also used a cohort
design with 57 obese and binge eating disorder patients
and reported that VR-enhanced CBT, improved patients’
body satisfaction.

A breakdown of the treatment characteristics
in studies that found VR treatment effective within
a specific population, can be found in Table 2. These
studies generally consisted of a small sample size
(M=25.4, SD=26.8, n=20). The treatments involved
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a mean of nine sessions, and VR was used in seven
of these sessions. The treatment was delivered once
a week for a mean duration of 54 minutes.

Efficacy of VR treatment by comparison

with waiting list

Similar to studies that investigated the effectiveness
of VR treatment within a specific patient population,
the majority of the studies reported VR treatments to be
relatively more effective than waiting list controls (n=7).
A controlled clinical trial with 23 arachnophobia patients,
reported that VRET was effective in treating this phobia.
Eighty-three per cent of the patients in the VRET group
showed a significant clinical improvement by comparison

with no improvement in the waiting list group [49]. An
RCT, with 116 psychotic disorder patients, found that VR-
CBT did not increase the length of time patients spent
with other people, however, it did significantly improve
patients’ momentary paranoid ideation and anxiety.
These improvements were maintained six months after
completion of follow-up treatments [26].

Only one RCT that had 32 general anxiety disorder
patients, reported that a single session of VRET was
not significantly effective by comparison with the
waiting list group [54].

The fourth column of Table 2 presents a breakdown
of treatment characteristics in the studies that found
VR treatment to be more effective than a waiting list

Table 4. Summary VR treatment effectiveness in comparison to other ‘traditional’ treatments

Effectiveness of VR treatment in VR treatment less VR treatment equally VR treatment more
comparison to ‘traditional’ treatment | efficacious (n=3) efficacious (n=12) efficacious (n=19)
methods (n=34)

In-vivo exposure (n=11) 78,79 19,22,81,84,86,90 69,71,123

CBT (n=7) — 85,124 65,67,68,72,125
Imaginal exposure (n=3) — 126,127 74
Psychoeducation (n=2) — — 128,129
Treatment as usual (n=2) — — 27,63
Bibliotherapy (n=1) — — 110

Prolonged exposure (n=1) 80 — —

Integrated psychological therapy (n=1) — — 77

Nicotine replacement (n=1) — — 59

Information pamphlet (n=1) = = 75

Control exposure (n=1) — 88 —

Attention placebo (n=1) — — 130
Computer-aided exposure (n=1) — 131 —

Relaxation group (n=1) — — 64
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control group. The treatment characteristics were similar
to those studies that were investigating the effectiveness
of VR within a specific population. For instance, studies
were delivered across a mean of 10 sessions, and seven
of these involved VR.

The majority of the studies in this review aimed
to identify the effectiveness of VR treatments by
comparison with ‘traditional’ treatment methods.
Thirty-one out of the 34 studies (91.2%) considered
VR treatments to be equally or more efficacious
than traditional treatment methods. See Table 4 for
a summary of VR treatment effectiveness by comparison
with other ‘traditional’ treatments.

Three RCTs considered VR treatments to be less
efficacious than ‘traditional’ treatment methods. Two
compared the effectiveness of VRET with in vivo
exposure treatment, where patients are physically
exposed to the feared stimuli. Meyerbroeker et al.
(2013) [79] randomized 55 agoraphobia patients and
found that in-vivo exposure decreased patients’ panic
severity more than VRET. Similarly, Kampmann et al.
(2016) [78] randomized 60 patients with a social
anxiety disorder and noted that in-vivo exposure
decreased patients’ social anxiety symptoms. Another
RCT compared the effectiveness of VRET with
162 combat-related PTSD
Follow-ups at three and

prolonged exposure in
patients.
reported that prolonged exposure had significantly
reduced more PTSD symptoms than VRET [80].
The number of studies that reported negative
results is minimal (n=3). Despite the small number
of negative results, studies between effective and

six months

ineffective VR treatments were compared using
a t-test. Studies which found VR treatment to be
inferior to traditional methods had a larger sample
size (M=92.3) than those which considered VR
treatments to be superior (M=48.8). However, this
difference was not significant (T=-1.8, DF=20, P=0.09).

Data were also collected in relation to participant
drop-out rates. The patients’ reasons for dropping out
of VR treatments included VR exposure not arousing
the anxiety that is necessary for desensitization [76],
VR causing motion sickness and conflicts with patients’
diaries [130]. The patients’ reasons for dropping out

of ‘traditional’ treatments included not wanting in-vivo
exposure [71], not being satisfied with the treatment
allocation and wanting to pay for VR therapy [69].
Studies which found VR treatments more effective
than ‘traditional’ treatments reported significantly
lower VR drop-out rates (M=15.1%) than treatments
which regarded ‘traditional’ treatments as superior
to VR treatments (M=39%) (T=-2.4, DF=13, P=0.04).

Therefore, patient drop-out rates were a variable in the
success of VR treatment. The other treatment variables,
such as the number and duration of the sessions, were
very similar across the two outcomes. Please see Table
2, Column 6 for comparisons between the variables.

DISCUSSION

VR has mainly been used in the treatment of anxiety-
related disorders, and treatment has usually taken the
form of exposure therapies. VR has generally been
used as a component in a more extensive treatment
protocol. On average, patients were offered eight
sessions of therapy, and six of these sessions involved
VR technology. The sessions were usually delivered once
a week for an average of 53 minutes.

Even though the overall quality of the evidence is weak,
VR treatments seemed to perform comparably in terms
of efficacy with ‘traditional’ face-to-face treatments.
Treatment characteristics, such as the number and
duration of sessions, were very similar between studies
that regarded VR treatment as effective and those that
found it not to be effective. However, patient drop-out
rates were significantly lower in studies that considered
VR treatment to be effective by comparison with those
that found it ineffective.

This review is the first to investigate how VR has been
used in CBT (a psychotherapeutic approach) to treat
a variety of mental health disorders. Previous VR
reviews have focused on providing a general overview
of the field [8] or reported treatment outcomes for
specific diagnoses [2].

Results from this review support the findings
from previous reviews, that VR is an acceptable and
promising therapeutic tool for mental health treatment
[4]. It can be used to deliver cognitive rehabilitation,
social skills training interventions and VR-assisted



therapies for psychosis [5]. VRET is equally effective
as in-vivo exposure for the treatment of anxiety-
related disorders [3].

However, regardless of the wide variety of CBT
treatment techniques and applications, research into
VR treatments still focuses primarily on treating
anxiety-related with  exposure-based
therapies [8, 132]. There is still limited research

disorders

into different types of CBT therapies, e.g., group
therapies, and into applications
for different diagnostic groups, e.g., patients with
mood disorders [8, 133, 134].

In arecent review, Freeman et al. (2017) [8] highlighted
evidence that drop-out rates may be lower with VR

limited research

treatments. This review supports this finding; overall,
fewer patients dropped out of VR treatments than
‘traditional’ treatments. However, similar to Freeman'’s
review, as differences in drop-outs may have been due
to the quality of face-to-face treatments, this review
is also unable to make any firm conclusions regarding
these differences, but it does highlight the importance
of offering high-quality treatments in research studies.

This review is the first to collate data as to how CBT has
been used in VR to treat mental health disorders. The
shared treatment characteristics (e.g., eight sessions,
once a week for approximately one hour) identified in this
review, could potentially prevent researchers from wasting
resources developing one-off interventions. Building on
the shared treatment characteristics identified in this
review, may potentially enable researchers to explore
new VR treatment methods or explore VR treatments for
under-researched diagnoses.

The treatment framework developed from this review
(e.g., eight sessions, once a week for approximately
one hour using an HMD) may have potential clinical
implications. The lack of VR treatment guidelines could
potentially have been a barrier to VR treatments entering
mainstream clinical practice. Building on the treatment
framework developed from this review, therapists
or clinics may feel more confident to offer their patients
CBT-based VR treatments.

The results from this review need to be understood
within the context of its limitations. This review consisted
of a high volume of papers, produced from original
studies. Many authors used data across different

studies, and some authors avoided referencing their
data source. This has made the separation of the
original studies from secondary analysis papers difficult.
A significant amount of time was spent matching the
papers, and studies were compared for similarities
and differences. Therefore, although the potential
risk of overrepresentation of some studies is minimal,
this cannot be ruled out completely. However, as the
results were mainly synthesized narratively, according
to treatment characteristics and methods, this would
have had a limited impact on the findings.

The second aim of this review was to report the
shared characteristics of effective and ineffective
CBT methods.
criteria and strategy were extensive, this review may
have been affected by publication bias. Negative
results are less likely to have been published. This

Even though the review search

review only identified three recent studies that
reported the inferiority of VR treatment. This may
be an indicator of time-lag bias, where positive
findings are published first and negative findings
later. Therefore, the results section of this review,
comparing the shared treatment characteristics
of effective and ineffective CBT methods, should
be interpreted with caution.

Furthermore, this review has only conducted causal
associations but has not tested these associations
in a formal manner, e.g., this review cannot conclude
that reducing the number of sessions from eight
to five will reduce treatment effectiveness. However,
the analysis conducted in this
framework created, is based on the best available

review and the

evidence, although future studies would be required
to test the framework generated.

CONCLUSIONS

This review is the first to synthesize CBT treatment
characteristics and methods used in VR to treat mental
health disorders. The shared treatment characteristics
of a total of eight treatment sessions, once a week for
approximately an hour, could be used as a treatment
template by future researchers. This could potentially
spending
money developing their own one-off interventions.
it may possibly enable
to explore new VR treatment methods or explore VR
treatments for under-researched diagnoses.

prevent researchers from time and

Furthermore, researchers



The authors wish to acknowledge
the Faculty Liaison Librarian, Paula Funnell for assisting
with the search strategy of this study, The East London
Foundation Trust whose funding supported this
research and the researchers at the Unit for Social and
Community Psychiatry, who provided feedback on an
early draft of this paper.

Merve Dilgul: conceptualization,
methodology,  formal

and editing; Jasmine J. Martinez: formal analysis;

analysis,  writing-review

Neelan Laxhman: formal analysis; Stefan Priebe:
conceptualization, methodology, supervision; Victoria
Bird: conceptualization, methodology, writing-review
and editing, supervision.

The East London NHS Foundation Trust
has funded this study as part of a PhD Project. The
funder of the study had no role in study design, data
collection, data analysis, data interpretation or writing
of the report. The corresponding author had full access
to all the data in the study and took the final decision
to submit for publication.

The authors report no conflict
of interest.

Merve Dilgul
m.dilgul@gmul.ac.uk

1. Maples-Keller JL, Bunnell BE, Kim SJ, Rothbaum BO. The Use of
Virtual Reality Technology in the Treatment of Anxiety and Other
Psychiatric Disorders. Harv Rev Psychiatry. 2017 May/Jun;25(3):103-
113. doi: 10.1097/HRP.0000000000000138. PMID: 28475502;

PMCID: PMC5421394.

2. ZengN, Pope Z, Lee JE, Gao Z. Virtual Reality Exercise for Anxiety and
Depression: A Preliminary Review of Current Research in an Emerging
Field. J Clin Med. 2018 Mar 4;7(3):42. doi: 10.3390/jcm7030042. PMID:
29510528; PMCID: PMC5867568.

3. CarlE, Stein AT, Levihn-Coon A, Pogue JR, Rothbaum B, Emmelkamp
P, Asmundson GJG, Carlbring P, Powers MB. Virtual reality exposure
therapy for anxiety and related disorders: A meta-analysis of
randomized controlled trials. ] Anxiety Disord. 2019 Jan;61:27-36. doi:
10.1016/j.janxdis.2018.08.003. Epub 2018 Aug 10. PMID: 30287083.

4.  Clus D, Larsen ME, Lemey C, Berrouiguet S. The Use of Virtual Reality
in Patients with Eating Disorders: Systematic Review. | Med Internet
Res. 2018 Apr 27;20(4):e157. doi: 10.2196/jmir.7898. PMID: 29703715;
PMCID: PMC5948410.

5. Rus-Calafell M, Garety P, Sason E, Craig TJK, Valmaggia LR. Virtual
reality in the assessment and treatment of psychosis: a systematic

20.

review of its utility, acceptability and effectiveness. Psychol Med. 2018
Feb;48(3):362-391. doi: 10.1017/S0033291717001945. Epub 2017 Jul
24. PMID: 28735593.

Wood DP, Murphy J, McLay R, Koffman R, Spira J, Obrecht RE,
Pyne ], Wiederhold BK. Cost effectiveness of virtual reality graded
exposure therapy with physiological monitoring for the treatment
of combat related post traumatic stress disorder. Stud Health
Technol Inform. 2009;144:223-9. PMID: 19592768.

Bafios RM, Guillen V, Quero S, Garcia-Palacios A, Alcaniz M,
Botella C. A virtual reality system for the treatment of stress-
related disorders: A preliminary analysis of efficacy compared to
a standard cognitive behavioral program. International Journal of
Human-Computer Studies. 2011 Aug 1;69(9):602-13. doi:10.1016/j.
ijhcs.2011.06.002

Freeman D, Reeve S, Robinson A, Ehlers A, Clark D, Spanlang

B, Slater M. Virtual reality in the assessment, understanding,

and treatment of mental health disorders. Psychol Med. 2017
Oct;47(14):2393-2400. doi: 10.1017/5003329171700040X. Epub
2017 Mar 22. PMID: 28325167; PMCID: PMC5964457.

Oxford English Dictionary [Internet]. Oxford University

Press. 2020. [cited 2020 August 10]. Available from:
https://www.oed.com/.

Riva G. Virtual reality in psychotherapy: review. Cyberpsychol
Behav. 2005 Jun;8(3):220-30; discussion 231-40. doi: 10.1089/
cpb.2005.8.220. PMID: 15971972.

Butler AC, Chapman JE, Forman EM, Beck AT. The empirical status
of cognitive-behavioral therapy: a review of meta-analyses. Clin
Psychol Rev. 2006 Jan;26(1):17-31. doi: 10.1016/j.cpr.2005.07.003.
Epub 2005 Sep 30. PMID: 16199119.

Beck AT. Cognitive therapy and the emotional disorders. New
York: International Universities Press; 1976. 356 p..

Fenn K, Byrne M. The key principles of cognitive behavioural
therapy. InnovAiT Educ Inspir Gen Pract. 2013;6(9):579-85.
doi:10.1177/1755738012471029.

Davies KS. Formulating the Evidence Based Practice Question: A
Review of the Frameworks. EBLIP [Internet]. 2011;6(2):75-80 [cited
2020 August 10]. Available from: https://journals.library.ualberta.
ca/eblip/index.php/EBLIP/article/view/9741

NHS choices [Internet]. Cognitive behavioural therapy

(CBT). [modified 2019 July 16; cited 2020 August 10].

Available from: https://www.nhs.uk/conditions/cognitive-
behavioural-therapy-cbt/.

Barfield W, Furness TA, editors. Virtual Environments and
Advanced Interface Design. USA: Oxford University Press;

1995. 600 p.

Cruz-Neira C, Sandin D, DeFanti T. Surround-screen projection-
based virtual reality: the design and implementation of the

CAVE. In: Proceedings of the 20st Annual Conference on
Computer Graphics and Interactive Techniques, SIGGRAPH.

1993. doi:10.1145/166117.166134.

Falconer CJ, Rovira A, King JA, Gilbert P, Antley A, Fearon P, Ralph
N, Slater M, Brewin CR. Embodying self-compassion within virtual
reality and its effects on patients with depression. BJPsych Open.
2016 Feb 15;2(1):74-80. doi: 10.1192/bjpo.bp.115.002147. PMID:
27703757, PMCID: PMC4995586.

Wallach HS, Safir MP, Bar-Zvi M. Virtual reality cognitive behavior
therapy for public speaking anxiety: a randomized clinical trial. Behav
Modif. 2009 May;33(3):314-38. doi: 10.1177/0145445509331926. Epub
2009 Mar 25. PMID: 19321811.

Popay J, Roberts H, Sowden A, et al. Guidance on the Conduct

of Narrative Synthesis in Systematic Reviews. A Prod from



21.

22.

23.

24,

25.

26.

27.

28.

29.

30.

31.

ESRC Methods Program. 2006;211-9. doi:10.1111/j.1523-
536x.1995tb00261.x.

Effective Public Health Practice Project. Quality assessment tool
for quantitative studies [Internet]. Eff Public Heal Pract Proj.
2010;2-5 [cited 2020 August 10]. Available from: https://www.
ephpp.ca/quality-assessment-tool-for-quantitative-studies/
Michaliszyn D, Marchand A, Bouchard S, Martel MO, Poirier-
Bisson J. A randomized, controlled clinical trial of in virtuo and in
vivo exposure for spider phobia. Cyberpsychol Behav Soc Netw.
2010 Dec;13(6):689-95. doi: 10.1089/cyber.2009.0277. Epub 2010
May 3. PMID: 21142994.

Rizzo AS, Difede J, Rothbaum BO, Reger G, Spitalnick J, Cukor J,
McLay R. Development and early evaluation of the Virtual Irag/
Afghanistan exposure therapy system for combat-related PTSD.
Ann N Y Acad Sci. 2010 Oct;1208:114-25. doi: 10.1111/j.1749-
6632.2010.05755.x. PMID: 20955333.

Riva G, Bacchetta M, Baruffi M, Molinari E. Virtual-reality-based
multidimensional therapy for the treatment of body image
disturbances in binge eating disorders: a preliminary controlled
study. IEEE Trans Inf Technol Biomed. 2002 Sep;6(3):224-34. doi:
10.1109/tith.2002.802372. PMID: 12381039.

Pot-Kolder RMCA, Geraets CNW, Veling W, van Beilen M, Staring
ABP, Gijsman HJ, Delespaul PAEG, van der Gaag M. Virtual-reality-
based cognitive behavioural therapy versus waiting list control
for paranoid ideation and social avoidance in patients with
psychotic disorders: a single-blind randomised controlled trial.
Lancet Psychiatry. 2018 Mar;5(3):217-226. doi: 10.1016/52215-
0366(18)30053-1. Epub 2018 Feb 9. PMID: 29429948.

Pot-Kolder RMCA, Geraets CNW, Veling W, van Beilen M, Staring
ABP, Gijsman HJ, Delespaul PAEG, van der Gaag M. Virtual-reality-
based cognitive behavioural therapy versus waiting list control
for paranoid ideation and social avoidance in patients with
psychotic disorders: a single-blind randomised controlled trial.
Lancet Psychiatry. 2018 Mar;5(3):217-226. doi: 10.1016/52215-
0366(18)30053-1. Epub 2018 Feb 9. PMID: 29429948.

Freeman D, Haselton P, Freeman J, Spanlang B, Kishore S,
Albery E, Denne M, Brown P, Slater M, Nickless A. Automated
psychological therapy using immersive virtual reality for
treatment of fear of heights: a single-blind, parallel-group,
randomised controlled trial. Lancet Psychiatry. 2018 Aug;5(8):625-
632. doi: 10.1016/52215-0366(18)30226-8. Epub 2018 Jul 11.
PMID: 30007519; PMCID: PMC6063994.

Anderson PL, Zimand E, Hodges LF, Rothbaum BO. Cognitive
behavioral therapy for public-speaking anxiety using virtual reality
for exposure. Depress Anxiety. 2005;22(3):156-8. doi: 10.1002/
da.20090. PMID: 16231290.

Malbos E, Mestre DR, Note ID, Gellato C. Virtual reality and
claustrophobia: multiple components therapy involving

game editor virtual environments exposure. Cyberpsychol
Behav. 2008 Dec;11(6):695-7. doi: 10.1089/cpb.2007.0246.
PMID: 18954278.

McLay R, Ram V, Murphy J, Spira J, Wood DP, Wiederhold MD,
Wiederhold BK, Johnston S, Reeves D. Effect of virtual reality
PTSD treatment on mood and neurocognitive outcomes.
Cyberpsychol Behav Soc Netw. 2014 Jul;17(7):439-46. doi:
10.1089/cyber.2013.0383. Epub 2014 Mar 17. PMID: 24635120.
Pericot-Valverde |, Garcia-Rodriguez O, Gutiérrez-Maldonado
J, Secades-Villa R. Individual variables related to craving
reduction in cue exposure treatment. Addict Behav.

2015 Oct;49:59-63. doi: 10.1016/j.addbeh.2015.05.013.

Epub 2015 May 23. PMID: 26047836.

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

44,

45,

46.

Pericot-Valverde |, Secades-Villa R, Gutiérrez-Maldonado J,
Garcia-Rodriguez O. Effects of systematic cue exposure through
virtual reality on cigarette craving. Nicotine Tob Res. 2014
Nov;16(11):1470-7. doi: 10.1093/ntr/ntu104. Epub 2014 Jun 23.
PMID: 24962558; PMCID: PMC4342674.

Riva G, Bacchetta M, Baruffi M, Cirillo G, Molinari E. Virtual reality
environment for body image modification: A multidimensional
therapy for the treatment of body image in obesity and related
pathologies. CyberPsychology & Behavior. 2000 Jun 1;3(3):421-31.
doi:10.1089/10949310050078887

Rothbaum BO, Hodges LF, Ready D, Graap K, Alarcon RD. Virtual
reality exposure therapy for Vietnam veterans with posttraumatic
stress disorder. ] Clin Psychiatry. 2001 Aug;62(8):617-22. doi:
10.4088/jcp.v62n0808. PMID: 11561934.

Wald J. Efficacy of virtual reality exposure therapy for driving
phobia: A multiple baseline across-subjects design. Behavior
Therapy. 2004 Jun 1;35(3):621-35. doi:10.1016/S0005-
7894(04)80035-2

Walshe DG, Lewis EJ, Kim S, O'Sullivan K, Wiederhold BK.
Exploring the use of computer games and virtual reality in
exposure therapy for fear of driving following a motor vehicle
accident. Cyberpsychol Behav. 2003 Jun;6(3):329-34. doi:
10.1089/109493103322011641. PMID: 12855091.

Wiederhold BK, Jang DP, Kim SI, Wiederhold MD.

Physiological monitoring as an objective tool in virtual reality
therapy. Cyberpsychol Behav. 2002 Feb;5(1):77-82. doi:
10.1089/109493102753685908. PMID: 11990977.

Znaidi F, Viaud-Delmon |, Jouvent R. Generic virtual reality
treatment applied to space-related phobias. Annu Rev CyberTher
Telemed. 2006 Jun 1;4:175-9.

Bafios RM, Botella C, Perpifia C, Alcafiiz M, Lozano JA, Osma

J, Gallardo M. Virtual reality treatment of flying phobia. IEEE
Trans Inf Technol Biomed. 2002 Sep;6(3):206-12. doi: 10.1109/
tith.2002.802380. PMID: 12381036.

Beidel DC, Frueh BC, Neer SM, Lejuez CW. The efficacy of Trauma
Management Therapy: A controlled pilot investigation of a
three-week intensive outpatient program for combat-related
PTSD. J Anxiety Disord. 2017 Aug;50:23-32. doi: 10.1016/j.
janxdis.2017.05.001. Epub 2017 May 11. PMID: 28545005.
Botella C, Bafios RM, Villa H, Perpifia C, Garcia-Palacios A. Virtual
reality in the treatment of claustrophobic fear: A controlled,
multiple-baseline design. Behav Ther. 2000 Jun 1;31(3):583-95.
doi:10.1016/50005-7894(00)80032-5

Botella C, Osma J, Garcia-Palacios A, Quero S, Bafios RM.
Treatment of flying phobia using virtual reality: data from a
1-year follow-up using a multiple baseline design. Clin Psychol
Psychother. 2004 Sep;11(5):311-23. doi:10.1002/cpp.404

Coelho CM, Santos JA, Silvério J, Silva CF. Virtual reality and
acrophobia: one-year follow-up and case study. Cyberpsychol
Behav. 2006 Jun;9(3):336-41. doi: 10.1089/cpb.2006.9.336.
PMID: 16780401.

Coté S, Bouchard S. Documenting the efficacy of virtual reality
exposure with psychophysiological and information processing
measures. Appl Psychophysiol Biofeedback. 2005 Sep;30(3):217-
32. doi: 10.1007/510484-005-6379-x. PMID: 16167187.

Grillon H, Riquier F, Herbelin B, Thalmann D. Virtual reality

as therapeutic tool in the confines of social anxiety disorder
treatment. IntJ Disabil Hum Dev. 2006;5(ARTICLE):243-50.
doi:10.1515/1)DHD.2006.5.3.243.

Kahan M, Tanzer J, Darvin D, Borer F. Virtual reality-assisted
cognitive-behavioral treatment for fear of flying: Acute treatment



47.

48.

49.

50.

51.

52.

53.

54.

55.

56.

57.

58.

59.

and follow-up. Cyberpsychol Behav. 2000 Jun; 1;3(3):387-92.
doi:10.1089/10949310050078832

Bullinger AH, Angehrn |, Wiederhold BK, Mueller-Spahn F, Mager
R. Treating acrophobia in a virtual environment. Annu Rev
cybertherapy Telemed. 2005 Jul;3:93-100.

Difede J, Cukor J, Jayasinghe N, Patt |, Jedel S, Spielman L, Giosan
C, Hoffman HG. Virtual reality exposure therapy for the treatment
of posttraumatic stress disorder following September 11, 2001. )
Clin Psychiatry. 2007 Nov;68(11):1639-47. PMID: 18052556.
Garcia-Palacios A, Hoffman H, Carlin A, Furness TA 3rd, Botella

C. Virtual reality in the treatment of spider phobia: a controlled
study. Behav Res Ther. 2002 Sep;40(9):983-93. doi: 10.1016/s0005-
7967(01)00068-7. PMID: 12296495.

Harris SR, Kemmerling RL, North MM. Brief virtual reality
therapy for public speaking anxiety. Cyberpsychol Behav.

2002 Dec;5(6):543-50. doi: 10.1089/109493102321018187.

PMID: 12556117.

Loucks L, Yasinski C, Norrholm SD, Maples-Keller J, Post

L, Zwiebach L, Fiorillo D, Goodlin M, Jovanovic T, Rizzo AA,
Rothbaum BO. You can do that?!: Feasibility of virtual reality
exposure therapy in the treatment of PTSD due to military sexual
trauma. ] Anxiety Disord. 2019 Jan;61:55-63. doi: 10.1016/j.
janxdis.2018.06.004. Epub 2018 Jun 18. PMID: 30005843.
Pot-Kolder RMCA, Geraets CNW, Veling W, van Beilen M, Staring
ABP, Gijsman HJ, Delespaul PAEG, van der Gaag M. Virtual-reality-
based cognitive behavioural therapy versus waiting list control
for paranoid ideation and social avoidance in patients with
psychotic disorders: a single-blind randomised controlled trial.
Lancet Psychiatry. 2018 Mar;5(3):217-226. doi: 10.1016/52215-
0366(18)30053-1. Epub 2018 Feb 9. PMID: 29429948.

Rothbaum BO, Hodges L, Smith S, Lee JH, Price L. A controlled
study of virtual reality exposure therapy for the fear of flying. J
Consult Clin Psychol. 2000 Dec;68(6):1020-6. doi: 10.1037//0022-
006x.68.6.1020. PMID: 11142535.

Moldovan R, David D. One session treatment of cognitive and
behavioral therapy and virtual reality for social and specific
phobias. Preliminary results from a randomized clinical

trial. Journal of Evidence-Based Psychotherapies [Internet].
2014;14(1):67-83. [cited 2020 August 10]. Available from: https://
www.researchgate.net/publication/267842953

Krijn M, Emmelkamp PM, Biemond R, de Wilde de Ligny C,
Schuemie MJ, van der Mast CA. Treatment of acrophobia in
virtual reality: the role of immersion and presence. Behav Res
Ther. 2004;42(2):229-39. doi: 10.1016/50005-7967(03)00139-6.
PMID: 14975783.

Meyerbroker K, Morina N, Kerkhof G, Emmelkamp PM. Virtual
reality exposure treatment of agoraphobia: a comparison

of computer automatic virtual environment and head-

mounted display. Stud Health Technol Inform. 2011;167:51-6.
PMID: 21685641.

Price M, Anderson P. The role of presence in virtual reality
exposure therapy. ] Anxiety Disord. 2007;21(5):742-51. doi:
10.1016/j.janxdis.2006.11.002. Epub 2006 Dec 4. PMID: 17145164;
PMCID: PMC3670421.

Beidel DC, Frueh BC, Neer SM, Bowers CA, Trachik B, Uhde TW,
Grubaugh A. Trauma management therapy with virtual-reality
augmented exposure therapy for combat-related PTSD: A
randomized controlled trial. ] Anxiety Disord. 2019 Jan;61:64-74. doi:
10.1016/j.janxdis.2017.08.005. Epub 2017 Aug 23. PMID: 28865911.
Bordnick PS, Traylor AC, Carter BL, Graap KM. A Feasibility

Study of Virtual Reality-Based Coping Skills Training for

60.

61.

62.

63.

64.

65.

66.

67.

68.

69.

70.

71.

Nicotine Dependence. Res Soc Work Pract. 2012 May;22(3):293-
300. doi: 10.1177/1049731511426880. PMID: 25484549;
PMCID: PMC4254682.

Lima J, McCabe-Bennett H, Antony MM. Treatment of Storm
Fears Using Virtual Reality and Progressive Muscle Relaxation.
Behav Cogn Psychother. 2018 Mar;46(2):251-256. doi: 10.1017/
$1352465817000674. Epub 2017 Oct 30. PMID: 29081326.
Maltby N, Kirsch |, Mayers M, Allen GJ. Virtual reality exposure
therapy for the treatment of fear of flying: a controlled
investigation. ] Consult Clin Psychol. 2002 Oct;70(5):1112-8. doi:
10.1037//0022-006x.70.5.1112. PMID: 12362961.

Marco JH, Perpifia C, Botella C. Effectiveness of cognitive
behavioral therapy supported by virtual reality in the
treatment of body image in eating disorders: one year follow-
up. Psychiatry Res. 2013 Oct 30;209(3):619-25. doi: 10.1016/j.
psychres.2013.02.023. Epub 2013 Mar 15. PMID: 23499231.
McLay RN, Wood DP, Webb-Murphy JA, Spira JL, Wiederhold
MD, Pyne JM, Wiederhold BK. A randomized, controlled trial of
virtual reality-graded exposure therapy for post-traumatic stress
disorder in active duty service members with combat-related
post-traumatic stress disorder. Cyberpsychol Behav Soc Netw.
2011 Apr;14(4):223-9. doi: 10.1089/cyber.2011.0003. Epub 2011
Feb 20. PMID: 21332375.

Muhlberger A, Herrmann MJ, Wiedemann GC, Eligring H, Pauli P.
Repeated exposure of flight phobics to flights in virtual reality.
Behav Res Ther. 2001 Sep;39(9):1033-50. doi: 10.1016/s0005-
7967(00)00076-0. PMID: 11520010.

Riva G, Bacchetta M, Baruffi M, Molinari E. Virtual-reality-based
multidimensional therapy for the treatment of body image
disturbances in binge eating disorders: a preliminary controlled
study. IEEE Trans Inf Technol Biomed. 2002 Sep;6(3):224-34. doi:
10.1109/titb.2002.802372. PMID: 12381039.

Ferrer-Garcia M, Gutiérrez-Maldonado J, Pla-Sanjuanelo J,
Vilalta-Abella F, Riva G, Clerici M, Ribas-Sabaté ], Andreu-Gracia A,
Fernandez-Aranda F, Forcano L, Riesco N, Sanchez |, Escandén-
Nagel N, Gomez-Tricio O, Tena V, Dakanalis A. A Randomised
Controlled Comparison of Second-Level Treatment Approaches
for Treatment-Resistant Adults with Bulimia Nervosa and Binge
Eating Disorder: Assessing the Benefits of Virtual Reality Cue
Exposure Therapy. Eur Eat Disord Rev. 2017 Nov;25(6):479-490.
doi: 10.1002/erv.2538. Epub 2017 Aug 14. PMID: 28804985.
Riva G, Bacchetta M, Cesa G, Conti S, Molinari E. The use of

VR in the treatment of eating disorders. Stud Health Technol
Inform. 2004;99:121-63. d0i:10.3233/978-1-60750-943-1-121.
PMID: 15295149.

Vincelli F, Anolli L, Bouchard S, Wiederhold BK, Zurloni V, Riva
G. Experiential cognitive therapy in the treatment of panic
disorders with agoraphobia: a controlled study. Cyberpsychol
Behav. 2003 Jun;6(3):321-8. doi: 10.1089/109493103322011632.
PMID: 12855090.

Wiederhold BK, Gevirtz RN, Spira JL. Virtual reality exposure
therapy vs. imagery desensitization therapy in the treatment

of flying phobia. In: Riva G, Galimberti C, editors. Towards
cyberpsychology. Amsterdam: IOSpress; 2001. p. 254-72.
Botella C, Villa H, Garcia Palacios A, Quero S, Bafios RM,

Alcaniz M. The use of VR in the treatment of panic disorders
and agoraphobia. Stud Health Technol Inform. 2004;99:73-90.
doi:10.3233/978-1-60750-943-1-73. PMID: 15295147.

Bouchard S, Dumoulin S, Robillard G, Guitard T, Klinger E,
Forget H, Loranger C, Roucaut FX. Virtual reality compared with
in vivoexposure in the treatment of social anxiety disorder:



72.

73.

74.

75.

76.

77.

78.

79.

80.

81.

a three-arm randomised controlled trial. Br | Psychiatry. 2017
Apr;210(4):276-283. doi: 10.1192/bjp.bp.116.184234. Epub 2016
Dec 15. PMID: 27979818.

Cesa GL, Manzoni GM, Bacchetta M, Castelnuovo G, Conti S,
Gaggioli A, Mantovani F, Molinari E, Cardenas-Lépez G, Riva G.
Virtual reality for enhancing the cognitive behavioral treatment
of obesity with binge eating disorder: randomized controlled
study with one-year follow-up. ] Med Internet Res. 2013

Jun 12;15(6):e113. doi: 10.2196/jmir.2441. PMID: 23759286;
PMCID: PMC3713949.

Freeman D, Haselton P, Freeman J, Spanlang B, Kishore S,

Albery E, Denne M, Brown P, Slater M, Nickless A. Automated
psychological therapy using immersive virtual reality for
treatment of fear of heights: a single-blind, parallel-group,
randomised controlled trial. Lancet Psychiatry. 2018 Aug;5(8):625-
632. doi: 10.1016/52215-0366(18)30226-8. Epub 2018 Jul 11.
PMID: 30007519; PMCID: PMC6063994.

Gamito P, Oliveira J, Morais D, Oliveira S, Duarte N, Saraiva T,
Pombal M, Rosa P. Virtual Reality Therapy Controlled Study for
War Veterans with PTSD. Preliminary Results. Stud Health Technol
Inform. 2009;144:269-72. PMID: 19592779.

Gujjar KR, van Wijk A, Sharma R, de Jongh A. Virtual Reality
Exposure Therapy for the Treatment of Dental Phobia: A
Controlled Feasibility Study. Behav Cogn Psychother. 2018
May;46(3):367-373. doi: 10.1017/51352465817000534. Epub 2017
Sep 14. PMID: 28903790.

Krijn M, Emmelkamp PM, Olafsson RP, Bouwman M, van

Gerwen L, Spinhoven P, Schuemie M), van der Mast CA.

Fear of flying treatment methods: virtual reality exposure vs.
cognitive behavioral therapy. Aviat Space Environ Med. 2007
Feb;78(2):121-8. PMID: 17310883.

La Paglia F, La Cascia C, Rizzo R, Sideli L, Francomano A, La
Barbera D. Cognitive rehabilitation of schizophrenia through
NeuroVr training. Annual Review of Cybertherapy and
Telemedicine 2013: Positive Technology and Health Engagement
for Healthy Living and Active Ageing. Stud Health Technol

Inform. 2013;191:158-62. doi:10.3233/978-1-61499-282-0-158.
PMID: 23792865.

Kampmann IL, Emmelkamp PM, Hartanto D, Brinkman WP,
Zijlstra BJ, Morina N. Exposure to virtual social interactions in the
treatment of social anxiety disorder: A randomized controlled
trial. Behav Res Ther. 2016 Feb;77:147-56. doi: 10.1016/j.
brat.2015.12.016. Epub 2015 Dec 29. PMID: 26752328.
Meyerbroeker K, Morina N, Kerkhof GA, Emmelkamp PM. Virtual
reality exposure therapy does not provide any additional value in
agoraphobic patients: a randomized controlled trial. Psychother
Psychosom. 2013;82(3):170-6. doi: 10.1159/000342715. Epub 2013
Mar 27. PMID: 23548832.

Reger GM, Koenen-Woods P, Zetocha K, Smolenski DJ, Holloway
KM, Rothbaum BO, Difede J, Rizzo AA, Edwards-Stewart A, Skopp
NA, Mishkind M, Reger MA, Gahm GA. Randomized controlled
trial of prolonged exposure using imaginal exposure vs. virtual
reality exposure in active duty soldiers with deployment-related
posttraumatic stress disorder (PTSD). ] Consult Clin Psychol. 2016
Nov;84(11):946-959. doi: 10.1037/ccp0000134. Epub 2016 Sep 8.
PMID: 27606699.

Anderson PL, Price M, Edwards SM, Obasaju MA, Schmertz SK,
Zimand E, Calamaras MR. Virtual reality exposure therapy for
social anxiety disorder: a randomized controlled trial. ] Consult
Clin Psychol. 2013 Oct;81(5):751-60. doi: 10.1037/a0033559. Epub
2013 Jun 24. PMID: 23796315.

82.

83.

84.

85.

86.

87.

88.

89.

90.

91.

92.

93.

94,

95.

Tortella-Feliu M, Botella C, Llabrés J, Bretén-L6épez JM, del Amo
AR, Bafios RM, Gelabert JM. Virtual reality versus computer-
aided exposure treatments for fear of flying. Behav Modif. 2011
Jan;35(1):3-30. doi: 10.1177/0145445510390801. PMID: 21177516.
Wallach HS, Safir MP, Bar-Zvi M. Virtual reality cognitive

behavior therapy for public speaking anxiety: a randomized
clinical trial. Behav Modif. 2009 May;33(3):314-38. doi:
10.1177/0145445509331926. Epub 2009 Mar 25. PMID: 19321811.
Botella C, Garcia-Palacios A, Villa H, Bafios RM, Quero S, Alcafiiz M,
Riva G. Virtual reality exposure in the treatment of panic disorder
and agoraphobia: A controlled study. Clin Psychol Psychother.
2007 May;14(3):164-75. doi:10.1002/cpp.524

Chirita V, llinca M, Chirita R, Bisca M, Chele G, et al. Virtual therapy
in patients with depression. Preliminary observation. Annu Rev
CyberTherapy Telemed. 2006;9(6):664-5.

Huang MP, Himle J, Alessi NE. Vivid visualization in the
experience of phobia in virtual environments: Preliminary
results. CyberPsychology & Behavior. 2000;3(3).
doi:10.1089/10949310050078742.

Rus-Calafell M, Gutiérrez-Maldonado J, Botella C, Bafios

RM. Virtual reality exposure and imaginal exposure in the
treatment of fear of flying: a pilot study. Behav Modif. 2013
Jul;37(4):568-90. doi: 10.1177/0145445513482969. Epub 2013 Apr
12. PMID: 23585557.

McLay RN, Baird A, Webb-Murphy J, Deal W, Tran L, Anson H,
Klam W, Johnston S. A Randomized, Head-to-Head Study of Virtual
Reality Exposure Therapy for Posttraumatic Stress Disorder.
Cyberpsychol Behav Soc Netw. 2017 Apr;20(4):218-224. doi:
10.1089/cyber.2016.0554. Epub 2017 Feb 27. PMID: 28394217.
Pelissolo A, Zaoui M, Aguayo G, Yao SN, Roche S, Ecochard R,
Gueyffier F, Pull C, Berthoz A, Jouvent R, Cottraux J. Virtual reality
exposure therapy versus cognitive behavior therapy for panic
disorder with agoraphobia: a randomized comparison study. |
CyberTherapy Rehabil. 2012 Mar 1;5(1):35-43.

Robillard G, Bouchard S, Dumoulin S, Guitard T, Klinger E. Using
virtual humans to alleviate social anxiety: preliminary report
from a comparative outcome study. Stud Health Technol Inform.
2010;154:57-60. doi:10.3233/978-1-60750-561-7-57. PMID:
20543270.

Roy M, Francis J, Friedlander J, Banks-Williams L, Lande RG,
Taylor P, Blair J, McLellan J, Law W, Tarpley V, Patt . Improvement
in cerebral function with treatment of posttraumatic stress
disordera. NYASA. 2010 Oct;1208(1):142-9. doi:10.1111/j.1749-
6632.2010.05689.x

de Quervain DJ, Bentz D, Michael T, Bolt OC, Wiederhold BK,
Margraf J, Wilhelm FH. Glucocorticoids enhance extinction-

based psychotherapy. Proc Natl Acad Sci U S A. 2011 Apr
19;108(16):6621-5. doi: 10.1073/pnas.1018214108. Epub 2011 Mar
28. PMID: 21444799; PMCID: PMC3081033.

Difede J, Cukor J, Wyka K, Olden M, Hoffman H, Lee FS, Altemus
M. D-cycloserine augmentation of exposure therapy for post-
traumatic stress disorder: a pilot randomized clinical trial.
Neuropsychopharmacology. 2014 Apr;39(5):1052-8. doi: 10.1038/
npp.2013.317. Epub 2013 Nov 12. PMID: 24217129; PMCID:
PMC3957110.

Muhlberger A, Wiedemann G, Pauli P. Efficacy of a one-session
virtual reality exposure treatment for fear of flying. Psychother
Res. 2003 Jan 1;13(3):323-36. doi: 10.1093/ptr/kpg030.

PMID: 21827246.

Pallavicini F, Algeri D, Repetto C, Gorini A, Riva G. Biofeedback,
virtual reality and mobile phones in the treatment of Generalized



96.

97.

98.

99.

100.

101.

102.

103.

104.

105.

106.

Anxiety Disorder (GAD): A phase-2 controlled clinical trial. ] Cyber
Ther Rehabil. 2009 Dec 1;2(4):315-27.

Perpifia C, Botella C, Bafios R, Marco H, Alcafiiz M, Quero S.
Body image and virtual reality in eating disorders: is exposure
to virtual reality more effective than the classical body image
treatment? Cyberpsychol Behav. 1999;2(2):149-55. doi: 10.1089/
€pb.1999.2.149. PMID: 19178251.

Ressler K], Rothbaum BO, Tannenbaum L, Anderson P, Graap

K, Zimand E, Hodges L, Davis M. Cognitive enhancers as
adjuncts to psychotherapy: use of D-cycloserine in phobic
individuals to facilitate extinction of fear. Arch Gen Psychiatry.
2004 Nov;61(11):1136-44. doi: 10.1001/archpsyc.61.11.1136.
PMID: 15520361.

Rothbaum BO, Price M, Jovanovic T, Norrholm SD, Gerardi M,
Dunlop B, Davis M, Bradley B, Duncan EJ, Rizzo A, Ressler K].

A randomized, double-blind evaluation of D-cycloserine or
alprazolam combined with virtual reality exposure therapy

for posttraumatic stress disorder in Iraq and Afghanistan War
veterans. Am J Psychiatry. 2014 Jun;171(6):640-8. doi: 10.1176/
appi.ajp.2014.13121625. PMID: 24743802; PMCID: PMC4115813.
ShibanY, Pauli P, Muhlberger A. Effect of multiple context
exposure on renewal in spider phobia. Behav Res Ther. 2013
Feb;51(2):68-74. doi: 10.1016/j.brat.2012.10.007. Epub 2012 Nov
11. PMID: 23261707.

Shiban'Y, Schelhorn I, Pauli P, Muhlberger A. Effect of combined

multiple contexts and multiple stimuli exposure in spider phobia:

A randomized clinical trial in virtual reality. Behav Res Ther. 2015

Aug;71:45-53. doi: 10.1016/j.brat.2015.05.014. Epub 2015 May 28.

PMID: 26072451.

Shiban Y, Peperkorn H, Alpers GW, Pauli P, MUhlberger A.
Influence of perceptual cues and conceptual information on the
activation and reduction of claustrophobic fear. ] Behav Ther Exp
Psychiatry. 2016 Jun;51:19-26. doi: 10.1016/j.jbtep.2015.11.002.
Epub 2015 Nov 26. PMID: 26687921.

ShibanY, Diemer J, Muller J, Briitting-Schick J, Pauli P,
Mihlberger A. Diaphragmatic breathing during virtual reality
exposure therapy for aviophobia: functional coping strategy

or avoidance behavior? a pilot study. BMC Psychiatry. 2017 Jan
18;17(1):29. doi: 10.1186/512888-016-1181-2. PMID: 28100203;
PMCID: PMC5242013.

Freeman D, Bradley J, Antley A, Bourke E, DeWeever N, Evans N,
Cernis E, Sheaves B, Waite F, Dunn G, Slater M, Clark DM. Virtual
reality in the treatment of persecutory delusions: randomised
controlled experimental study testing how to reduce delusional
conviction. Br ] Psychiatry. 2016 Jul;209(1):62-7. doi: 10.1192/
bjp.bp.115.176438. Epub 2016 May 5. PMID: 27151071;

PMCID: PMC4929408.

Tart CD, Handelsman PR, Deboer LB, Rosenfield D, Pollack MH,
Hofmann SG, Powers MB, Otto MW, Smits JA. Augmentation

of exposure therapy with post-session administration of
D-cycloserine. ] Psychiatr Res. 2013 Feb;47(2):168-74. doi:
10.1016/j.jpsychires.2012.09.024. Epub 2012 Oct 23. PMID:
23098672; PMCID: PMC3732105.

Gorini A, Pallavicini F, Algeri D, Repetto C, Gaggioli A, Riva G.
Virtual reality in the treatment of generalized anxiety disorders.
Stud Health Technol Inform. 2010;154:39-43. doi:10.3233/978-1-
60750-561-7-39. PMID: 20543266.

Herrmann M), Katzorke A, Busch Y, Gromer D, Polak T,
Pauli P, Deckert J. Medial prefrontal cortex stimulation
accelerates therapy response of exposure therapy in
acrophobia. Brain Stimul. 2017 Mar-Apr;10(2):291-297.

107.

108.

109.

110.

.

12

113.

114,

115.

116.

117.

118.

119.

doi: 10.1016/j.brs.2016.11.007. Epub 2016 Nov 14.

PMID: 27931887.

Hoffman HG, Garcia-Palacios A, Carlin A, Furness lii TA, Botella-
Arbona C. Interfaces that heal: coupling real and virtual objects
to treat spider phobia. Int ) Hum Comput Interact. 2003 Oct
1;16(2):283-300. doi:10.1207/5153275901JHC1602_08.

Kleim B, Wilhelm FH, Temp L, Margraf ), Wiederhold BK, Rasch

B. Sleep enhances exposure therapy. Psychol Med. 2014
May;44(7):1511-9. doi: 10.1017/50033291713001748. Epub 2013
Jul 10. PMID: 23842278.

Krijn M, Emmelkamp PM, Olafsson RP, Schuemie MJ, van der Mast
CA. Do self-statements enhance the effectiveness of virtual reality
exposure therapy? A comparative evaluation in acrophobia.
Cyberpsychol Behav. 2007 Jun;10(3):362-70. doi: 10.1089/
€pb.2006.9943. PMID: 17594260.

Malbos E, Rapee RM, Kavakli M. Isolating the effect of Virtual Reality
Based Exposure Therapy for agoraphobia: a comparative trial. Stud
Health Technol Inform. 2011;167:45-50. PMID: 21685640.21.
Maples-Keller JL, Price M, Jovanovic T, Norrholm SD, Odenat L, Post

L, Zwiebach L, Breazeale K, Gross R, Kim SJ, Rothbaum BO. Targeting
memory reconsolidation to prevent the return of fear in patients with
fear of flying. Depress Anxiety. 2017 Jul;34(7):610-620. doi: 10.1002/
da.22626. Epub 2017 Apr 5. PMID: 28380277.

Botella Arbona C, Bretén-Lopez ), Serrano Zarate B, Garcia-Palacios

A, Quero S, Bafios Rivera RM. Treatment of flying phobia using virtual
reality exposure with or without cognitive restructuring: Participants’
preferences. Rev Psicopatol y Psicol Clin. 2014 Dec 1;19(3):157-69.
doi:10.5944/rppc.vol.19.num.3.2014.13898.

Quero S, Pérez-Ara MA, Bretén-Lopez ), Garcia-Palacios A, Bafios

RM, Botella C. Acceptability of virtual reality interoceptive exposure
for the treatment of panic disorder with agoraphobia. British

Journal of Guidance & Counselling. 2014 Mar 15;42(2):123-37.

doi: 10.1080/03069885.2013.852159

Emmelkamp PM, Krijn M, Hulsbosch AM, de Vries S, Schuemie

M, van der Mast CA. Virtual reality treatment versus exposure

in vivo: a comparative evaluation in acrophobia. Behav Res Ther.
2002 May;40(5):509-16. doi: 10.1016/s0005-7967(01)00023-7.

PMID: 12038644.

Levy F, Leboucher P, Rautureau G, Jouvent R. E-virtual reality exposure
therapy in acrophobia: A pilot study. ] Telemed Telecare. 2016
Jun;22(4):215-20. doi: 10.1177/1357633X15598243. Epub 2015 Aug 6.
PMID: 26253746.

Lindner P, Miloff A, Fagernas S, Andersen J, Sigeman M, Andersson

G, Furmark T, Carlbring P. Therapist-led and self-led one-session
virtual reality exposure therapy for public speaking anxiety with
consumer hardware and software: A randomized controlled trial. J
Anxiety Disord. 2019 Jan;61:45-54. doi: 10.1016/j.janxdis.2018.07.003.
Epub 2018 Jul 24. Erratum in: ] Anxiety Disord. 2019 May;64:90.

PMID: 30054173.

Stupar-Rutenfrans S, Ketelaars LEH, van Gisbergen MS. Beat the

Fear of Public Speaking: Mobile 360° Video Virtual Reality Exposure
Training in Home Environment Reduces Public Speaking Anxiety.
Cyberpsychol Behav Soc Netw. 2017 Oct;20(10):624-633. doi: 10.1089/
cyber.2017.0174. PMID: 29039704.

Bafios RM, Botella C, Perpifid C, Alcafiiz M, Lozano JA, Osma J, Gallardo
M. Virtual reality treatment of flying phobia. IEEE Trans Inf Technol
Biomed. 2002 Sep;6(3):206-12. doi: 10.1109/titb.2002.802380.

PMID: 12381036.

Coelho CM, Santos JA, Silvério J, Silva CF. Virtual reality and acrophobia:
one-year follow-up and case study. Cyberpsychol Behav. 2006
Jun;9(3):336-41. doi: 10.1089/cpb.2006.9.336. PMID: 16780401.



120.

121.

122.

123.

124.

125.

126.

Coté S, Bouchard S. Documenting the efficacy of virtual reality
exposure with psychophysiological and information processing
measures. Appl Psychophysiol Biofeedback. 2005 Sep;30(3):217-32.
doi: 10.1007/510484-005-6379-x. PMID: 16167187.

Riva G, Bacchetta M, Baruffi M, Cirillo G, Molinari E. Virtual reality
environment for body image modification: A multidimensional
therapy for the treatment of body image in obesity and related
pathologies. CyberPsychology Behav. 2000 Jun;1;3(3):421-31. doi:
10.1089/10949310050078887.

Botella C, Villa H, Garcia Palacios A, Quero S, Bafios RM, Alcaniz M. The
use of VR in the treatment of panic disorders and agoraphobia. Stud
Health Technol Inform. 2004;99:73-90. doi: 10.3233/978-1-60750-943-
1-73. PMID: 15295147.

Pelissolo A, Zaoui M, Aguayo G, Yao SN, Roche S, Ecochard R, Gueyffier
F, Pull C, Berthoz A, Jouvent R, Cottraux J. Virtual reality exposure
therapy versus cognitive behavior therapy for panic disorder with
agoraphobia: a randomized comparison study. ] Cybertherapy
Rehabil. 2012 Mar;1;5(1):35-43.

Marco JH, Perpifia C, Botella C. Effectiveness of cognitive behavioral
therapy supported by virtual reality in the treatment of body image

in eating disorders: one year follow-up. Psychiatry Res. 2013 Oct
30;209(3):619-25. doi: 10.1016/j.psychres.2013.02.023. Epub 2013 Mar
15. PMID: 23499231.

Rus-Calafell M, Gutiérrez-Maldonado J, Botella C, Bafios RM. Virtual
reality exposure and imaginal exposure in the treatment of fear

of flying: a pilot study. Behav Modif. 2013 Jul;37(4):568-90. doi:
10.1177/0145445513482969. Epub 2013 Apr 12. PMID: 23585557.

Roy M|, Francis J, Friedlander J, Banks-Williams L, Lande RG, Taylor P,
Blair J, McLellanJ, Law W, Tarpley V, Patt |, Yu H, Mallinger A, Difede J,
Rizzo A, Rothbaum B. Improvement in cerebral function with treatment
of posttraumatic stress disorder. Ann N'Y Acad Sci. 2010 Oct;1208:142-

127.

128.

129.

130.

131.

132.

133.

9.doi: 10.1111/).1749-6632.2010.05689.x. PMID: 20955336.

Beidel DC, Frueh BC, Neer SM, Bowers CA, Trachik B, Uhde TW,
Grubaugh A. Trauma management therapy with virtual-reality
augmented exposure therapy for combat-related PTSD: A randomized
controlled trial. ] Anxiety Disord. 2019 Jan;61:64-74. doi: 10.1016/j.
janxdis.2017.08.005. Epub 2017 Aug 23. PMID: 28865911.

Lima J, McCabe-Bennett H, Antony MM. Treatment of Storm

Fears Using Virtual Reality and Progressive Muscle Relaxation.

Behav Cogn Psychother. 2018 Mar;46(2):251-256. doi: 10.1017/
$1352465817000674. Epub 2017 Oct 30. PMID: 29081326.

Maltby N, Kirsch |, Mayers M, Allen GJ. Virtual reality exposure
therapy for the treatment of fear of flying: a controlled investigation.
J Consult Clin Psychol. 2002 Oct;70(5):1112-8. doi: 10.1037//0022-
006x.70.5.1112. PMID: 12362961.

Tortella-Feliu M, Botella C, Llabrés J, Bretén-Lopez M, del Amo

AR, Bafios RM, Gelabert JM. Virtual reality versus computer-aided
exposure treatments for fear of flying. Behav Modif. 2011 Jan;35(1):3-
30. doi: 10.1177/0145445510390801. PMID: 21177516.

Glantz K, Durlach NI, Barnett RC, Aviles WA. Virtual reality (VR) and
psychotherapy: opportunities and challenges. Presence (Camb). 1997
Feb;6(1):87-105. doi: 10.1162/pres.1997.6.1.87. PMID: 11540645.
Fodor LA, Cotet CD, Cuijpers P, Szamoskozi S, David D, Cristea IA.
The effectiveness of virtual reality based interventions for symptoms
of anxiety and depression: A meta-analysis. Sci Rep. 2018 Jul
9;8(1):10323. doi: 10.1038/541598-018-28113-6. PMID: 29985400;
PMCID: PMC6037699.

Shah LB, Torres S, Kannusamy P, Chng CM, He HG, Klainin-Yobas P.
Efficacy of the virtual reality-based stress management program on
stress-related variables in people with mood disorders: the feasibility
study. Arch Psychiatr Nurs. 2015 Feb;29(1):6-13. doi: 10.1016/j.
apnu.2014.09.003. Epub 2014 Sep 10. PMID: 25634868.



Community-based psychiatry

around the world

DOI: 10.17650/2712-7672-2020-1-1-47-48

Olga A. Karpenko O., Maya A. Kulygina,

George P. Kostyuk

Mental-health clinic No. 1 named after N.A. Alexeev, Moscow,
Russia

The 100" anniversary of community-based psychiatry
in Russia was commemorated in 2019. This event was
celebrated within the framework of the international
conference, “Centenary of Community-Based Psychiatry:
Landmarks and Perspectives” which was held from
16t to 18" May, 2019 in Moscow; participants from 72
countries took part in the conference. Leading Russian
and foreign psychiatrists in the field of community
psychiatry exchanged findings and innovated solutions
for their practice and for research purposes to improve
the quality of psychiatric care for patients.
the first
health services were developed in Moscow in 1919
by order of the healthcare department of the local
government. In 1924 the first mental dispensary

In  Russia, community-based mental

(specialized psychiatry setting for delivering primary
mental healthcare) opened in Moscow [1, 2]. Since that
time, Russian psychiatry has developed concurrently
in both an institutional and community-based direction,
acquiring rich clinical experience.

Over the last few decades, the importance of the
development of community-based mental healthcare was
highlighted in WHO documents [3]. Outpatient services are
at the front-line of psychiatric care to provide detection,
therapy and prevention of mental health disorders, as
well as psychosocial rehabilitation on a long-term basis.

The community psychiatric service should comply with
the local healthcare system, therefore, a uniform model
for all countries does not exist. The organizational form
and efficacy of such work depends on many factors,
such as financing, governmental policy, legal rules,
culture-related traditions, etc. A country-level approach
to community psychiatric service development can be

Onbra A. KapneHko, Maisa A. KysbirmHa,
Feoprum M. KocTiok

Mcuxuampuyeckasn knuHu4eckas 6oasHuUya Ne 1 um. H.A.
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a source of new ideas and inspiration for better global
mental healthcare.

It was for this reason that we decided to collect brief
reviews from different countries all over the world,
presenting their experiences and giving a panoramic
view of community-based psychiatry. We developed
a set of questions to make the reports comparable
and to highlight the key milestones in the development
of community-based psychiatric care.

1. When was community-based mental healthcare
established in your country?
2. What are the general characteristics of community-
based mental healthcare in your country in relation
to the following:
- where is it delivered (settings)?
- who can deliver it (what kind of specialists)?
- what kind of mental healthcare is provided and
for whom?
- what are the connections between primary care
units and community-based mental health services?
- what are the connections between community-
based mental health services and other mental
health services available in your country?
- what is the source of financing?
- what are the legal aspects?
3. What have been the general characteristics of the
mental health system since the 1980s (preferably in
numerical format) as follows:
- number of psychiatrists, psychotherapists,
psychologists and other professionals involved



in mental healthcare (per 100,000 of the population).
- number of psychiatric beds (per 100,000 of the
population), length of inpatient treatment, usual
route followed by the patient after hospital discharge
(medical referrals, organization of follow-up).
- mental healthcare facilities available in your country
(mental hospitals, beds in general hospitals, day
hospitals, outpatient offices, etc.).
4. What status does community-based mental
healthcare have in the mental health and healthcare
system in your country?
5. What are its strengths and weaknesses?
6. What plans are there for its future development?
7. Anything else that you consider to be important.
An invitation to write an article giving a description
of the community-based psychiatry service was sent
to the respected mental health professionals of more

than 30 countries. The responses from all continents
are still being collected. In the journal, we are starting
to publish the reviews received by countries in every
issue, in the ‘special article’ section.
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ABSTRACT
The mental health system in Portugal evolved from an institutional-centred system to a community-based system,
a process which began in 1998 and has gathered pace since 2006.

The approval and implementation of the Portuguese Mental Health Law and the Portuguese National
Mental Health Care Plan has contributed to the implementation of institutions and regulations aimed at
decentralized, local and less restrictive models of care. The implementation and evolution process has been
steady and gradual, introducing many of the envisioned changes whilst adapting existing mental health
institutions and services.

The current article describes this transition process, attempting to identify the strengths and weaknesses
of the Portuguese Mental Health System from a community-centred perspective.

AHHOTAUNA
Mcnxmatpudeckas cnyxba TopTyranuy 3BOMKOLMOHMPOBaNa OT WHCTUTYLMOHaNbHOW BO BHEBONBHUNYHO-
OpPVEeHTMPOBAHHYIO CUCTEMY, 3TOT npoLecc Havanca B 1998 rogy u yckopunacsa nocne 2006 roga.

YTBepxaeHrne n peannsaums B [opTyrannn 3akoHa O MCUXMYECKOr Mnomowm M HaunoHanbHOro naaHa
OXpaHbl NCUXMYECKOro 340POBbs CIOCOHCTBOBANN pa3paboTke HOPMATUBHBIX akTOB U CO3JaHUI0 YUpPEeXAeHUA
B COOTBETCTBUM C MOJAENbI0 JAeLeHTPanV30BaHHOW MNCUXMATPUYECKOr CayX6Obl, OKa3lbiBatollell MOMOLLb
B HaMeHee OrpaHnNYmTeNbHbIX YCIOBUSAX MO MECTY XUTenbCTBa. [poLecc BHeApeHVs 1 pa3BUTUS JaHHOM MOAenn
6b11 MNaHOMEPHBIM M MOCTEMNeHHbIM, C aganTaunelr CyLeCcTBYHOLLMX NCUXNATPUYECKUX YUPEeXAEeHUA N Cayx6
K 3aMNaHNpPOBaHHbIM 3MEHEHUSIM.

B cTaTbe onucbiBaeTca npouecc TpaHchopMaLmMm NCUXNaTprYeckor cnyxobl MopTyrannm n NpoBOAUTCA aHanms
ee CUIbHbIX U C1abblX CTOPOH C TOYKM 3peHNst BHEHOIbHUYHO-OPUEHTVMPOBAHHOM NapajnrMbl OKasaHWs MOMOLLM.



INTRODUCTION

According to data from 2017, mental health disorders
were responsible for 12% of Disability Adjusted Life
Years (DALYs) and 18% of Years Lived with Disability
(YLDs). Depressive and anxiety disorders were placed
in fourth and sixth place respectively, when considering
all causes of disability and were responsible for loss
of productivity and poorer social and developmental
indicators. The population of Portugal has a prevalence
of mental disorders in excess of 30%, with depression
and anxiety disorders amounting to 7.9% and 16.5%
respectively [1, 2]. In particular, the time gap between
symptom onset and treatment referral is considered
too long [3]. Community-centred mental health care
is regarded as more efficient and effective, allowing for
continuity of care and support to empower patients
by treating them in the least restrictive way possible,
resulting in better outcomes [4].

The history of mental health care in Portugal
is similar to that of other European countries, with
deinstitutionalization efforts beginning in the latter half
of the 20" century and becoming law in 1998. Since then,
the mental health system in Portugal has been organized
into local and regional institutions, with the remaining
psychiatric hospitals undergoing a transitional process
to provide general, decentralized health care services
and a long-term care network, contributing to and
supporting recovery, reintegration and the rehabilitation
of capabilities in a community-based setting. The
transitional process still faces challenges today, however,
solutions have been suggested. In the last few years,
important steps have been undertaken to fully complete
the transition to community-based care.

This article aims to explore and synthetize the evolution
of the transitional process in Portugal, from institutional-
centred mental health care to community-based health
care, identifying challenges and proposed solutions
in order to reinforce its effective implementation.

METHODS
The authors performed a critical search of policy and
legislative documents from the official reports of national
and international institutions and articles regarding
community mental health in both Portuguese and
English languages.

The reviewwas conducted in February 2018 and updated
in April 2020. Combinations of the following terms were

searched: “Mental Health Care”, “Community Mental
Health Care”, “Community Psychiatry”, “Community
Psychiatry in Portugal”, “History of Community Psychiatry
in Portugal”, “Challenges to Community Psychiatry
in Portugal”, “Mental Health Portugal”, “Psychiatry
in Portugal”, “Financial Models Mental Health”. The
following databases, search engines and websites were
used - the Portuguese Official Gazette and electronic
databases: Medline, Pubmed and GoogleScholar.

The publications were selected according to their
relevance and content, and all publications were screened
and discussed among the authors. Publications were
excluded if they were deemed not to contribute with
relevant information to the objectives of this article.

RESULTS
The authors found a total of 42 publications, including
legislation and policy documents or reports, and
scientific peer-reviewed articles concerning the provision
of community mental health care in Portugal.

The three
publications related to: mental health care systems
and institutions in Portugal, the history of mental

main themes covered in these

health care in Portugal and challenges to implementing
community psychiatry in Portugal.

Community psychiatry in Portugal reflects the evolution
of thought and knowledge in relation to the issues
of the mind and its ailments. Mental health care
underwent a predominantly institutional model during
the nineteenth century, and the first mental health
law dates from 1889. The twentieth century was
characterized by the construction and capacitation
of large psychiatric hospitals, in order to standardize
treatment and keep mental health patients isolated
from the rest of society [5-7].

The first deinstitutionalizing efforts can be traced back
to 1927, with Sobral Cid arguing for the replacement
of asylum centres with specialized centres, focusing
on prevention, treatment and reintegration. A law
passed in 1945 advocated a ‘hygienist and prophylactic
approach’, instructing the construction of a hospital -
Hospital Magalhdes Lemos - with a pavilion-oriented
disposition as an important intermediate step.

The psychopharmacological “revolution” of the 60s,
allied to the evolution in thinking, allowed for a paradigm



shift that culminated in the mental health law of 1963,
deemed as the first legislative step towards the direction
of community-based mental health care [5, 7-10]. The
'70s, '80s and '90s saw a slow but progressive march
towards decentralization, with the creation of the
Portuguese National Health System (NHS) in 1979 with
the reinforcement of primary care and successive mental
health plans and legislation enforcing a less vertical,
hospital-centred model [10-12].

Since the last decades of the twentieth century,
and primarily after 1998, Portugal has gradually been
implementing a transition from an institutional model,
in which central and psychiatric hospitals were the
mainstay in mental health care, to a decentralized,
community-based system.

In 1998, the approval of a new mental health law,
later complemented by a joint decree (n° 407/98) from
the Ministries of Health and Work and Welfare [7, 13-
15], organized mental health care, prioritizing care at
community level, in the least restrictive environment
possible. Inpatient units, focused on more serious and
acute illnesses were preferably annexed to general
hospitals while outpatient treatment, where possible,
was provided in local health centres. Psychosocial
rehabilitation was administered through residential
institutions, day-care centres and professional training
units, adapted to each patient's level of autonomy and
needs [15]. Within this model, the Local Mental Health
Services (LMHS) constituted the basic units, whereas
the psychiatric hospitals, still in existence despite this
reorganization, were responsible for providing both
local care, as well as specialized region-wide services,
offering an adequate level of care for patients unable
to be treated in general hospital units [13-15].

Portugal, as a subscriber to the 2005 World Health
Organization's (WHO) Mental Health Action Plan
for Europe [16] and Mental Health Declaration for
Europe [17] has reaffirmed its pledge to develop
community-based services, acknowledging the
importance of “recovery and inclusion into society
of those who have experienced serious mental
health problems” and committing, among other
things, to offering mental health patients treatment
and comprehensive care in a wide range of settings,
while establishing partnerships and cooperation
across regions and sectors, both on a geographical
and an organizational level [10, 16, 17].

Established in 2006, the National Council for
Mental Health (NCMH) produced a report on mental
health in Portugal and the National Mental Health
Plan (NMHP) 2007-2016, identifying the problems
in implementing certain objectives of the 1998 law and
proposing solutions [4, 15].

This document resulted in more focus on
deinstitutionalizing patients successfully and promoting
their integration into the community. One of the
primary concerns of the NMHP has been “integrating
mental health care in primary care, guaranteeing
continuity of care,
followed by rehabilitation and domiciliary assistance”

[4], stating that no central institution should be closed

starting inpatient admissions,

until adequate community-based solutions have been
created, capable of accommodating patients previously
referred to that institution, thereby significantly
encouraging the development of community-centred
services [10, 15, 18].

The approval of Decree-Law 8/2010 in January 2010,
established the National Programme for Continued Care
in Mental Health for patients with severe mental illness.
In 2017, through the Order 1269/2017, approval was
granted to create pilot projects in community-based,

long-term, mental health care [19, 20].

Portugal is a European country, situated in the south-west
of the Iberian Peninsula, with a population of around 10
million. Itis composed of 18 districts and two autonomous
regions, corresponding to the archipelagos of Madeira
and the Azores. From an organizational point of view,
the continental part of the country is divided into five
health regions, administered by the regional health
administrations (Figure 1), responsible for granting access
to health care, while assuring the compliance of health
policies and programmes as well as executing health care
policies, coordinating planning measures and supporting
and evaluating public health institutions in their areas
of intervention [21-23].

Mental health services are organized into regional and
local services. Local services form the basis of the national
mental health care system in Portugal and are desirably
connected with primary health care and other institutions,
providing essential mental health care in both inpatient
and outpatient settings and assuring continuity of care by



linking with other programmes and services. They can
be organized in a similar way to departments of services
in general hospitals (Figure 2).

Regional services are responsible for supporting
and complementing services, among other
duties [1, 13, 14, 24]. The document that regulates
and creates mental health home treatment teams,
described the
interdependent, since each level and context of care
needs to be optimized to allow for quality of care
and an adequate transition to a more decentralized
health care model.

The LMHS, the basis of mental
in Portugal are organized according to the numbers

local

aforementioned components as

health care

of the population for which they are responsible.
They are tasked with providing mental health
care for their respective population in the least

Norte

Centro

Lisboa e Vale do Tejo

Alentejo

. . . . . . Algarve
restrictive way possible, maintaining inpatient and 8
day hospital treatments [1, 25]. Psychiatric hospitals
and regional institutions are also responsible for
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ensuring regional responses to problems that require
predominately institutional solutions and answers for
prolonged illness [1].

The mental health home treatment teams are
foreseen as an important component of the LMHS
[26]. Their
of patients with severe mental illness following a case
management review, while maintaining the connection

objectives encompass the treatment

to primary care and support for less severe, and more
common mental health problems, providing support
for the elderly population and coordinating prevention
programmes in relation to suicide and depression. They
are composed of multidisciplinary teams with active
participation on the part of nurses and other non-
medical professionals [1, 26].

The rehabilitation and psychosocial reintegration
services are delivered primarily through three different
institutions that comprise the National Network for
Continued Mental Health Care in conjunction with the
LMHS and the National Network of Integrated Care
[19, 27]. Residential units, socio-occupational units
and domiciliary support teams represent a continuum
of patient autonomy levels, offering care in residential
and ambulatory settings accordingly. Comprised
of psychiatrists, mental health and general nurses,
psychologists, social workers, occupational therapists
and legal advisors, these different services can adapt
to changing patient needs, and are centred on improving
social and community-wide integration, empowerment
and effective recovery, allowing the patient to live life
to the full and to contribute to society [28]. Firstly, the
residential units function as community-integrated
residences for people with mental health disorders,
granting them access to specialized mental health
care, medical and nursing care, psychosocial support,
rehabilitation and community integration [19]. They
also aim to provide psychoeducation to family members
or caregivers, as well as providing transportation for
patients to other health care facilities when required.
Residential units are divided into subtypes, ranging from
autonomous training residences to maximum support
residences [29]. Secondly, the socio-occupational units are
located in the community and designated to patients with
mild to moderate psychosocial dysfunction, and social,
occupational or relational impairment. They promote
autonomy, emotional stability and social participation,
with the objective of providing social, familiar and

professional integration and stability [19, 28]. Thirdly,
the home treatment teams act on a domiciliary level
to help supervise and manage medication, ensure regular
support in terms of personal care and daily activities
and oversee financial and household management [19].
They are, by definition, connected and coordinated by
residential units, socio-occupational units, local primary
care structures or the LMHS [27].

Patients with chronic and clinically-stable, severe mental
iliness, including those with learning and intellectual
disabilities, resulting in psychosocial disability, can be
referred by any health care professional to institutions
in the National Network of Continued Mental Health
Care [27]. The patient's admission criteria are verified
by their local mental health care service, primary care
unit, or in the case of children or adolescents to child
and adolescent mental health care units, their orientation
being defined in accordance with their needs, following
a case management review.

Funding for mental health services is primarily granted
through government funds, namely the health budget.
Primary and secondary health care levels are financed
according to specific indexes reflecting service usage,
mainly inpatient treatment and outpatient consultations;
long-term and rehabilitation health care receive a sum
mainly related to inpatient treatment days per patient
[30]. Specific funding for community-based institutions
has been introduced this year, with regard to the pilot
LMHS [31]. Private Non-Governmental Organizations
(NGOs) and companies can also manage and provide
financing for institutions, which are integrated into the
National Network of Integrated Mental Health Care.

Currently there are 40 LMHS divided into administrative
regions (16 in the North, seven in the Centre, 13in Lisbon,
four in Alentejo and two in the Algarve region) [18],
and two mental health services in psychiatric hospitals
(Hospital de Magalhdes Lemos in Porto and Centro
Hospitalar Psiquiatrico de Lisboa in Lisbon) [23].

It should also be noted that, along with the evolution
observed in general mental health services throughout
the years and specifically since 1998, Portugal has
implemented and reinforced a strong and decentralized,
addiction-oriented division of its mental health services.
These services are structured around local intervention
units (integrated alcohol units,
dishabituation units and therapeutic communities)
distributed by region. Each integrated response centre

response centres;



is responsible for the prevention and treatment of drug
or alcohol-related disorders, with an emphasis on
reducing harm and reintegrating patients by working with
specialized teams (Treatment Team) and decentralized
outpatient treatment programmes [32] .

Similarly, child and adolescent psychiatry has seen
a gradual paradigm shift towards a decentralized
model. In general terms, psychiatry inpatient units
and emergency services are devolved to regional level
services (of which there are four), while outpatient
units and other services are provided by departments
or units, connected to general hospitals (totalling
30, with nine local departments and 21 units) [33].

Cooperation with primary health care and other
community-based institutions is deemed fundamental
for the multidisciplinary teams of child and adolescent
psychiatry, and several departments both local and
regional, have functioning community-centred teams,
which enforce ongoing protocols with community
and social organizations, such as schools and
caregiving institutions [33]. The National Network
Health Care also provides

integrated care facilities, and

of Continued Mental
specific long-term,
its implementation and evolution accompanies that
of adult mental health care [33, 34]. In relation
to old age psychiatry, Portugal has not implemented
a specific national,

community-centred response
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in this area. Some mental health services have

specific inpatient or outpatient units devoted
to the older population, however, a widespread
differentiated response is still absent.

The number of institutions integrating the National
Network of Continued Mental Health Care has increased
since 2017. Data from 2019 indicate that there are 140
residential units of different types, 85 socio-occupational
units and 24 domiciliary support teams, mainly in the
North, in Lisbon and in the Tejo Valley regions [1].

During the last few years, according to available data,
there has already been a transition from a centralized
to more decentralization, evidenced by

the decrease in the number of beds per 100,000

model

inhabitants in psychiatric hospitals (Figure 3), the
reduction in public residential availability, which has
been transferred to the social sector (Figure 4) and
the increase in inpatient capacity in general hospitals
(owing to the closure of Hospital Miguel Bombarda,
Centro Psiquiatrico de Recupera¢do de Ames and
Hospital do Lorvao in 2009) and LMHS (Figure 5) with
around 10 beds per 100,000 inhabitants in 2015 [8].
In 2013, 6% of day hospital consultations were offered
in a community setting [35], while data from 2017 show
a global increase in consultations with patients treated
in day hospitals (Figure 6).
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Figure 6. Day Hospitals — National Totals

Challenges to Implementing Community Psychiatry
in Portugal

A number of challenges have been highlighted in various
reports by different authors, which can generally be
distinguished between a lack of funding or pertaining
to other organizational barriers.

First and foremost, several reports have identified that
the lack of funding for community-based mental health
care services is a crucial barrier to its development.
In a report published in 2019, the National Health Council
analysed the evolution and current situation of mental
health care in Portugal, identifying the scarcity of financial
and human resources as a serious threat to the system's
development. Payment mechanisms are also considered
by the National Health Council as major barriers
to the implementation of community-based mental
health care. In fact, current payment models reward
hospitals for their medical interventions and admissions,
without enforcing community-based interventions and
failing to create financial incentives to promote their
implementation. The coexistence of different payment
modalities and the absence of incentive-based payments
for treating mental disorders in the primary care system,
together with poor communication between different
levels of care, can contribute to the asymmetries
in patients’ treatment [1, 8, 30, 35-371].

Secondly, many authors highlight the poor
communication between the different levels of care
as a barrier to this transition process, namely between
mental health services and primary care, but also
between these and the National Network for Continued
Mental Health Care, while emphasizing the persistence
of a primarily hospital-centred model [8, 38].

An additional hindrance concerns the transition
process of moving acute inpatient departments from
psychiatric hospitals to LMHS in general hospitals,
which is still to be completed. A number of services
specified in the legislation are yet to be implemented
equally throughout the territory of Portugal, leading
to asymmetries in coverage. As an example, some authors
have pointed out the lack of operating residential units,
capable of granting housing and basic care to chronic
mental health patients, previously housed in psychiatric
hospitals. In relation to the specific rehabilitation and
reintegration programmes, which are being planned,
there is still much to be done. Vocational programmes,
professional training and the creation of residential

Consortium Psychiatricum | 2020 | Volume 1

| Issue 1

55



institutions are still scarcely implemented. Estimates
from 2015 suggest that of the 4000 to 5000 patients
expected to be integrated into the socio-occupational
units or residential units, only around 900 were effectively
housed [1, 10, 19, 30, 35].

Another concern is the lack of specialized personnel,
mainly specialized nurses, as well as limited training
of other, non-health professionals to deal with mental
health patients [8, 39].

The engagement of patients and
in the transition process is regarded as an important

caregivers

indicator [28]. An article from 2015 analyses the role
of patients and family members/caregivers in the
deinstitutionalization process. The authors highlight
that during the institutionalization process, the opinions
of family members and patients are taken into account,
albeit with asymmetries. Data on the specific nature
of patients’ and caregivers' roles in the transition
process are scarce and somewhat divergent, however,
patients’ and caregivers’ associations have increasingly
more visibility in the public space, advocating and
promoting discourse in relation to a range of mental
health issues [8, 10].

A number of solutions to overcome these barriers have
been suggested, some of which have been implemented
within certain services in Portugal.

Firstly, a new payment model for community-based
mental health has recently been proposed. This entails
a combination of elements of various payment schemes
in order to attenuate their respective weaknesses, and
implement best practices. This aims to encourage the
early detection and treatment of mental health disorders,
a community-based follow-up in cases of severe mental
illness and the treatment of moderate depression within
the primary health care system [37].

Another important matter relates to psychiatry
training in Portugal, which comprises a three-month
mandatory placement within community psychiatry.
Still, inpatient practice is a much longer mandatory
placement, with a duration of at least 24 months currently
[40]. In Portugal, the views of psychiatric trainees have
previously been taken into consideration to improve
training, and this should perhaps be extended to the
sphere of community psychiatry education. For example,
in a survey conducted by psychiatric trainees in 2011,
trainees in Portugal expressed the need for forensic
psychiatry to be an obligatory rotation in their training

programme and as an area in which to specialize [24].
These views were later acted upon by the Portuguese
Medical Council Association, which introduced forensic
psychiatry as a mandatory rotation, and created the sub-
speciality of forensic psychiatry. Equally, if community
psychiatry training is strengthened and extended into
the psychiatric trainees’ programmes, this would allow
future psychiatrists to be better prepared for this model
of care, contributing to its effective implementation
earlier, while still trainees.

In order to improve and follow the WHO's
recommendations, a thorough regional assessment
health patients and
available trained personnel is required. Subsequently,

of needs of both mental

it is vital to reform the mental health payment
model that considers specific activities and population
covered, as well as productivity-related incentives for
professionals. This would strengthen the viewpoint
proposed in 2009 in the consensus document for
community mental health teams, while granting
intermediate institutions, such as LMHS autonomy
in terms of decision-making and finances, enabling
them to monitor and address community needs,
quality indicators and the assembly of community-
based institutions, stipulated by law [26, 37].

In a 2008 publication, Thornicroft et al. describe a series
of common challenges faced in the implementation
processes of community-based psychiatry, primarily
in Italy and England, while also describing issues
central to the development of mental health services.
Similar to Thornicroft, various Portuguese authors and
institutions have highlighted challenges to the transition
process, as described in this paper [10, 15, 27, 30, 35, 38].
Some of these challenges, listed in Table 1, also concern
the transition process in Portugal [41].

The proposed solutions relate to general and
organizational aspects, not necessarily related to mental
health issues, as well as to staff-related challenges, less
commonly documented in the literature, yet prevalent
in every transition process [42].

In its report from 2019, the National Health Council
proposed a series of priority measures to be undertaken.
Among them, and following recommendations from the
National Mental Health Plan, was the recommendation
that the integration of mental health care within primary
care, should be viewed as an absolute priority and that
integration models should take into account local and



regional specificities. With regard to long-term care,
it was deemed as essential to correct asymmetries,
to complement the network with its most needed
typologies, such as moderate and maximum support
residences. It was also considered important
to reinforce the coordination and integration of care,
including supporting the primary health care treatment
of less severe mental health illnesses through financial
incentives, increasing staff numbers and training.
Reinforcing community-based social institutions could
also be beneficial in strengthening community-based
mental health care.

Recently in 2020, community mental health teams
were created and regulated in the various administrative
health regions, both for adult and for child and adolescent
psychiatry. These teams are organized according
to a systemic and holistic model, ensuring community-
centred treatment in conjunction with different levels
of care and professional classes, supporting patients’
rehabilitation and reintegration, while promoting mental
health and preventing illness at an individual level, as
well asin a broader context [31]. The teams are allocated
to their LMHS and function within decentralized facilities;
their multidisciplinary constitution is defined in the
decree, as well as their specific objectives and the services
they provide (outpatient consultation, psychotherapies
and individual psychological follow-ups, group therapy
and interventions, domiciliary visits, social support,

patient-centred community interventions, etc.). These

Barriers

Inadequate Financing

Routine changes in staff transitioning to community-based health
care

Centralized decision makers

System Rigidity

Lack of training/education

Anxiety and uncertainty affecting staff transitioning from a
hospital-centred model to a community-based model

teams were created in order to combat the perceived
disparities between different mental health services and
regions, serving as pilot projects and following evaluation,
shall be implemented as a uniform model for application
in all LMHS [31]. This is a really important step forward,
as it will enable the standardization of community-based
action within LMHS, as well as providing specific funding
for these projects and allowing for effective analysis
to inform future developments [31].

CONCLUSIONS

The Portuguese model of community-based care
was adopted mainly from the historical evolution and
tendencies of other European countries. Although
community psychiatry in Portugal has already been
implemented, it is undergoing continuous improvement
and much still needs to be done to perfect it.

The barriers to its effective implementation range
from a lack of adequate personal and financial resources
to poor communication between the different levels
of care and services.

Nevertheless, steps are being taken to strengthen
and further implement community psychiatry within
the country. Among these measures are the proposals
the attempts
to implement case-management models in this area.

concerning payment models and
The gradual, informed and unrelenting adoption of such
measures should eventually contribute to implementing

effective community-based mental health care in Portugal.

Solutions

Introduce new payment models targeting community-based
mental health care

Implement clear timetables, frequent staff meetings, clear
communication between different levels of decision-making

Empower local and regional institutions, enabling them to enforce
policies adapted to their reality

Enable community-based services to adopt more flexible
practices, in conjunction with LMHS and regional institutions

Increase training duration for psychiatry trainees and other
mental health professionals

Provide a clear framework enabling staff to work with confidence
and encouraging constructive discussion.



This process aims to integrate mental health services
into primary care, develop a psychosocial network and
provide training for mental health staff, whilst addressing
quality indexes.
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ABSTRACT

The shift from the hospital-based model of care to community-based mental health services began
three decades ago and is still an ongoing process in Brazil.

To update data on the development of the community mental health services network in Brazil in relation
to service availability and structure, manpower, pattern of service use, financing, epidemiological studies and the
burden of mental disorders, research and national mental health policy.

Searches were constructed to collect data on indexed databases (Medline, Scielo), as well as governmental,
NGOs and medical council sources, reports and the grey literature up until 30th March, 2019.

Community mental health services are unevenly distributed in the country. Brazil leads the world in terms
of the prevalence of anxiety disorders, ranking fifth for depression prevalence. Violence and suicide rates are two
growing factors which exacerbate the prevalence of mental disorders prevalence. An increased reduction of the
number of psychiatric beds in the country, in addition to the unbalanced growth of services in the community, has
resulted in treatment gaps and the underutilization of services and barriers to treating people with the most severe
psychosis. Investment in mental healthcare is still scarce. However, mental health funding is not addressed according
to the population”s needs and scientific evidence, resulting in a waste of resources and inefficiency. Programmes
and service interruptions are common according to each government mandate.

Successive changes in ideological perspectives have led to the introduction of policies which have caused
fragmentation in the mental health system and services. A lack of evaluation and transparency of services and costs
are the main barriers to integrating multiple services and planning long-term developmental phases.

AHHOTALMA
Mpouecc nepexoda OT CTaLNOHAPHON MOAENN MCUXMATPUYECKON MOMOLLM K aMbynaTOPHOM Havancs
B bpasunnuu TpuaLaTe NeT Hasag 1 NpoAo/KaeTCsa B HACTOsILLee BPeMS.

MpefoCcTaBUTE HOBbIE JaHHbIE O PAa3BUTUM CeTU ambynaTOPHON MCUXMATPUYECKON Cnyx6bbl B bpasnauny,
1N OCBETUTb BOMPOChI KacatoLmecst JOCTYNMHOCTU U CTPYKTYPbI C1y>K6bl, MepcoHana, 0Co6eHHOCTeN 1CNonb30BaHUS
CNyx6bl, PUHAHCMPOBAHNS, PE3YNLTATOB MUAEMUONOTUYECKNX NCCNeA0BAHWI N OLeHKN BpeMeHn MCnuxmyeckmnx
PacCcTPONCTB, UCCef0BaTeNbCKOM PaboThl U HALMOHANBHOW MOANTUKN B chepe NCUXNYECKOro 340P0BbS.



MpoBegeH MOWCK B MHAEKCMPOBAaHHbIX 6a3zax faHHbiX (Medline, Scielo), cBeaeHnuin
N3 MpaBUTENbCTBEHHLIX U HEMNPaBUTENbCTBEHHbBIX UCTOYHUKOB, MaTepuanoB MeAMLMHCKOro COBeTa, OTYeTOB
N «cepoli» nnTepaTypbl 3a nepuog go 30 mapta 2019 T.

AMBYNaTOpHble MNCUXMATPUYECKMe YUYpPeXAeHUs pacrnpejeneHbl Mo CTpaHe HepaBHOMEpPHO.
Bpa3unua 3aHMmaeT 1-e MecTo B MUpe MO PacrnpoCTPaHEHHOCTU TPEBOXHbIX PacCTPONCTB U 5-e mecTo
No pacnpocTpaHeHHOCTN Jenpeccun. YBe/nYeHne 4ucna ciydaeB HacuamMs 1 CaMoybuIACTB CMocobCTByeT
JanbHenweMy pacrnpoCTpPaHeHU0 MCUXMYECKUX paccTporicTB. COKpalleHne uyucia MNCUXMaTpu4veckmx Koek
B CTpaHe B CcoYeTaHUW C HecbaNaHCMPOBaAHHbLIM pacLUMpeHneM ambynaTtopHOM Cnyxbbl NPUBOAUT K Npobenam
B JIeYEeHNN HaceNeHs, Hef0CTaTOYHOMY UCMOb30BaHMWIO YCAIYT 1 NPEnsaTCTBYET IeYEHNI0 NaLMEeHTOB C Hanbonee
TXKenbiM1 dopMamMm ncrxosa. PHaHCMPOBaHME NCUXMATPUYECKON CNyX6bl Mo-NpexHemy cnaboe, Kpome Toro,
OHO ocylLecTBAAeTCA 6e3 yyeTa NoTpebHOCTel HaceNeHNsa N Hay4YHbIX AaHHbIX, YTO MPUBOANT K HEPALIMOHaNbHOWA
TpaTe pecypcoB 1 HeadPeKTUBHOCTN cucTeMbl. CyLLecTBYOLLE NPOrpaMMbl U paboTa CyXObl 3aBUCAT OT MpaBALLmMX
CTPYKTYP W 4acTo NMpUOCTaHaBANBAKOTCA NPY CMeHe BNacTu.

MocnepoBatesbHble NAEONOTMYECKME NepeMeHbl NPUBEIN K MONUTUKE, Bbi3BaBLUEN parMeHTaLumto
CUCTEMbI MCUXMATPUYECKO MOMOLLM N MCUXMATPUYECKORN CTYXObI. [NaBHBIMW NPENATCTBUAMU Ha NYTV BHEAPEHVA
Pa3HO06pPa3HbIX TUMOB YCAYT 1 NAaHNPOBAHWSA X MO3TanHOM pa3paboTKn B AOFOCPOYHON NepcrnekTBe ABASeTCs
HeJoCTaToO4YHas oueHKa paboTbl CyXbbl 1 ee CTOMMOCTH.

INTRODUCTION

Brazil is an upper-middle-income country according
to the World Bank classification, located in South
America, with a population of nearly 215 million
inhabitants and a life expectancy of 76 years. Income
per capita is $8,600 with a GINI coefficient of 0.51.
The Federal Brazilian Constitution of 1988 adopted the
Social Welfare State, allowing for social rights including
free access to education and health.

The Brazilian Universal Health Coverage (UHC)
was created in 1988, targeting three key Unified
(SUS)
access to health services, equity and comprehensive
healthcare. The Federal Brazilian Constitution pledges
health as a universal right that should be guaranteed
by the state. Before the UHC s implementation, only
employed people received healthcare, that is, 21%

Health System’s principles: universal free

of the population. In 1990, the law 8080 was enacted,
assuming a broader concept of health rather than the
absence of disease, but also aiming to promote well-
being, quality of life and inequity reduction.

Multiple reports on the abuse and mistreatment
of patients in psychiatric hospitals during the '70s and
'80s have encouraged the closure of such institutions.
Although mental in the
SUS in 1988, treatment was mainly delivered under
a contract between the government and private

healthcare was included

psychiatric hospitals, to which 93% of the mental
health budget was directed [1].

The Brazilian Mental Health Policy was established
primarily after the Declaration of Caracas in 1990[2],
based on patients’ human rights and delivering
mental healthcare in the community [1]. However,
the effective reduction in the availability of psychiatric
beds occurred after Mental Health Law Number 10.216
was enacted in 2001 to replace hospital-centred care
with community mental healthcare [3].

The objective of this manuscript is to update data
on the progress of developing community mental
health services in Brazil and to discuss the advances,
challenges and limitations related to the implementation
of national mental health policies.



MATERIAL AND METHODS

We constructed the searches to find information
on the following topics: a) brief historic aspects
of the establishment of community mental healthcare
in the country, b) description of the main characteristics
of community mental
characteristics of the mental health system in terms
of manpower, costs, financing, beds, treatment and

health services, c) general

service availability, d) status of mental disorders in the
country in terms of prevalence, burden and accessibility
to services, e) strengths and weaknesses of the mental
health system and policies. Searches were developed
to retrieve relevant studies, documents, reports and
government databases on national and international
databases such as Medline, Scielo, Google Scholar, the
Ministry of Health of Brazil website and World Health
Organization website up until 30th March, 2019. Articles
were selected and included in this overview, according
to the relevance and completeness of the information
regarding the descriptions and data related to the
aforementioned topics. It was not an exhaustive search
and it may be missing some related publications.

RESULTS

The shifting from the hospital model to a community
mental health model has been developing over the past
few decades, characterized by a dramatic reduction
in the number of psychiatric hospitals from 87,134 beds
in 1994 to 25,097 in 2016 [3]. The “Programa Nacional
Hospitalares-PNASH"-
a programme to evaluate psychiatric hospitals - was
created to assess all psychiatric beds available in the
public health system and to cancel any public-private

de Avaliacdo dos Servicos

partnership should psychiatric hospitals not meet certain
requirements, such as hospital size and number of beds,
inappropriate structure and conditions, reports of abuse
or human rights infringements and electroconvulsive
therapy use, even for eligible patients. This programme
was addressed to assess the user s satisfaction with the
services, to establish indicators for the health service's
performance, to implement quality standards of care and
to support health managers.

Although Law Number 1631/2015 established the ideal
rate of 0.45 psychiatric beds per 1,000 inhabitants [4], the
coverage for psychiatric hospitalization dropped by 40%

- from 0.22 to 0.12 per 1,000 inhabitants - between 2005
and 2016, leading to a shortage of psychiatric beds in the
country. During this period, there was a tiny increase
in the number of psychiatric beds in general hospitals,
from 570 in 2013 to 1,117 beds in 2017 [5]. Moreover,
there was an uneven distribution of psychiatric beds
across the country: 0.012 per 1,000 inhabitants in the
northern region and 0.18 per 1,000 inhabitants in the
southern region [6].

The Brazilian community mental health system
comprises a complex psychosocial network of mental
health services (“Rede de atencdo psychosocial -RAPS"),
created in 2011, with the aim of preventing, treating
and promoting the social inclusion of people suffering
from mental illness and drug misuse. Recently, a new
ministerial ordinance included other services in the RAPS,
such as mental health outpatient services (ambulatory),
drug rehabilitation centres (“Comunidades terapéuticas”)
and psychiatric and day hospitals [7]. In Table 1, all
available mental health services are described [8].
People with mild to moderate mental health problems
are treated in primary care by the general practitioners
under the supervision of mental health specialists. People
with moderate to severe mental disorders are treated
by mental health specialists in outpatient services -
specialized polyclinics with other medical specialities.
People with psychosis, alcohol and drug disorders,
autism and other severe mental disorders are treated
in different types of Centres of Psychosocial Care - CAPS
described in Table 1[6]. Therefore, mental health services
are integrated into the entire health system. Referrals
to mental health services come from the primary care
units, first-aid care, emergency care, hospitals, as well
as self-referrals.

The growing number of community mental health
services increased from 424 Centres of Psychosocial Care
(CAPS) in 2004 to 3,013 in 2018. The number of CAPS
per 100,000 inhabitants increased from 0.21 in 2004
to 0.86in 2014 [6]. According to the Ministry of Health”s
indicators, a rate of between 0.5 and 0.69 CAPS per
100,000 inhabitants is considered good coverage and
rates in excess of this are regarded as excellent coverage.
According to the last report in 2015, CAPS are unequally
distributed across the country, ranging from 0.38 to 1.57
CAPS per 100,000 inhabitants [6].

There is an unequal distribution of community mental
health services across the country as shown in Graphs



Table 1. Description of services provided by the Brazilian Mental Health Network

Characteristics

Description

Number of services

Centre of Psychosocial Care for moderate and severe mental disorders and

Outpatient care

treating moderate and severe mental disorders and other comorbidities.

CAPS-1 drugs misuse in a city with over 15,000 inhabitants. 1069
Centre of Psychosocial Care for moderate and severe mental disorders and 476
CAPSI drugs misuse in a city with over 70,000 inhabitants.
Centre of Psychosocial Care for moderate and severe mental disorders and
CAPS IlI drugs misuse in a city with over 150,000 inhabitants. Includes five psychiatric 85
beds.
Centre of Psychosocial Care for moderate and severe drugs misuse in a city with 69
CAPS ADII over 150,000 inhabitants.
Centre of Psychosocial Care specifically focused on alcohol and drug misuse, with
CAPS AD Il eight to 12 night beds. 309
Centre of Psychosocial Care for severe alcohol and drug misuse, providing
CAPS AD IV 24-hour mental healthcare in a city with a population greater than 500,000 -
inhabitants. The number of psychiatric beds ranges from eight to 30.
Specifically for children and adolescents with severe mental iliness (such as
CAPS child e, ( 201
Host health units Accommodation in houses, with support from professionals for extremely
for adults suffering | vulnerable crack and other drug users with limited family and social support. 34
from drug misuse Short stays up to six months. (known as “Unidades de Acolhimento”)
Accommodation in houses with support from professionals for extremely
Host health units vulnerable children and adolescents between the ages of 12 and 18 years, 22
for children suffering from alcohol or drug misuse and with limited social support. (known as
“Unidades de Acolhimento”)
) Specific mental health treatment for certain patients recently discharged from 649
Day hospital care hospital and with intensive care needs (up to 12 hours per day).

L o Brief hospitalization for people with acute symptomes, risk of suicide, severe self-
Psychiatricunitin | 5re impairment, aggressive behaviours. There are 233 general hospitals with 233
general hospital 1,167 psychiatric beds in the country.

o (“Comunidadesterapéuticas”) Mid-term stay in houses under the supervision of
Drug rehabilitation | 1 ofessionals focused on helping patients with alcohol and drug dependence to | 412
CentiEs recover and support them with rehabilitation.
Housing for patients discharged from long-stays in psychiatric hospitals with
Residential service minimal or no family support. Two mental health carers provide supervision for 3470
up to eight residents.

L ) Psychiatric, specialized hospitals delivering care outside general hospitals

Psychiatric hospital (approximately 25,000 beds) 1y
Specialized outpatient care including psychiatry and other medical specialities for 1991
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Figure 1. Distribution of Centres of Psychosocial Care in Brazil

1 and 2. The majority of CAPS services are concentrated
in the South and in the southern half of the country,
where 56% of the population lives. The majority of mental
health services are located in the state of Sao Paulo, in the
southeast of Brazil. This area accounts for 21% of the
Brazilian population and 34% of Brazil “s GDP. Psychiatric
beds in general hospitals are still scarce in the country
and they are mostly concentrated in the South and
southern regions (Figure 2). Residential facilities have also
been created to accommodate patients discharged from
psychiatric hospitals. Each residential service is located
close to one CAPS, where mental health treatment
is provided. In 2005, 9,000 people were living in Brazilian
psychiatric hospitals and in 2014, 4,439 people were still
living in 53 psychiatric hospitals in the state of Sao Paulo,
in which long-term hospitalization was concentrated [19].

2. Service use, mental health needs and population
characteristics

2.1. Prevalence and burden of mental disorders
in Brazil

Mental disorders account for 13% of DALYs in Brazil,
and depression is the fourth leading cause of this

burden. In the Americas, Brazil leads the years lived with
disability (YLD), with mental disorders accounting for
36% [9]. Brazil has the most cases of anxiety disorders
globally and ranks fifth in terms of the number of cases
of depression [10]. Anxiety and depression were the
fifth and sixth leading causes of YLD in Brazil’s GBD
2016 study [10], accounting for 7.5% and 9.3% of YLD
[9]. Schizophrenia and bipolar disorders accounted for
1.6% and 1.4% of YLD in Brazil [9].

On the other hand, alcohol and interpersonal violence
was the second leading cause of YLD in Brazil in 2016
[11]. Moreover, the behavioural risk factor for alcohol
and drug use has almost doubled between 1900 and
2016, accounting for 12.2% of DALYs, and is the leading
risk factor among males [11]. In relation to violence and
traumatic events, one study [12] in Rio de Janeiro and
Sao Paulo has shown a prevalence of traumatic events
of 35% and 21%, respectively, and these events were
associated with psychiatric disorders, indicating the
relevance of social, environmental and cultural factors
affecting mental health.

Moreover, suicide is the fourth leading cause
of mortality among people between the ages of 15 and
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29 [13, 14]. The Brazilian suicide rate was 5.8 deaths per
100,000 inhabitants in 2014 [13]. Women account for
69% of suicide attempts, 58% of them by poisoning. More
than 60% of suicide occurred in the South and southern
regions of the country, which are the wealthiest regions.
The suicide rate is much greater among men than women,
especially among older men but also among adolescents:
9.0 per 100,000 males and 2.4 per 100,000 females.
The suicide rate among adolescents has increased
by 24% within a decade and has been associated with
social inequality and unemployment [15, 16]. It is also
the leading cause of mortality among the indigenous
population between the ages of 10 and 19.

Despite the high prevalence of mental disorders in Brazil,
mental health services are underused. Some obstacles
hinder the effective implementation of community
mental health services. For instance, there is an important
communication gap between mental health policies and
the population, in relation to the awareness of mental
health symptoms and the availability of treatment. One
study [17] has shown that these services were used by 10%
of people suffering from anxiety disorders, 22% of people
with depression and 34% with both disorders. Service use
was associated with white people older than 30, with low
resilience and living in low homicide rate regions. Another
study [18, 19] has shown that only 15% of people with
psychotic disorders, discharged from psychiatric hospitals
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and living in residential services, received psychosocial
interventions from community mental health services,
regardless of their need for psychosocial rehabilitation.

The reduction of psychiatric beds and the acceleration
of the deinstitutionalization process has resulted
in a shortage of psychiatric beds, as well as a reduction
in the length of time spent in psychiatric hospitals.
The annual admissions per 100,000 inhabitants for
a psychiatric hospital and general psychiatric bed unit
were on average 216 and 60.8, respectively [20]. The
length of time of hospitalizations was less than one year
in 63% of admissions, and financial incentives were offered
to shorten the length of time of hospitalizations [6].

Mental health policies tend to focus on reducing the
length of hospitalization and monitoring the coverage
and access to services, as well as the number of patients
seen by doctors, rather than evaluating treatment goals
and the effectiveness of treatments. There are some
isolated initiatives to improve the technical efficiency
of services, however, mental health indicators are not
used in the country. Health cost management is still
challenging and an evaluation of wasted resources is not
routinely taken into account.



There is a shortage of mental health professionals in
Brazil, especially in the poorest regions of the country.
In 2014, the ratios of mental health professionals
per 100,000 inhabitants were 3.40 psychiatrists, 3.22
psychologists, 13.99 social workers, 3.05 nurses, 1.16
occupational therapists and 4.15 were made up of other
doctors [20]. According to the last Brazilian Medical
Council survey [21], there were 10,396 psychiatrists
in the country, corresponding to 5.01 per 100,000
inhabitants, a 30% increase over the last five year period,
although the need for psychiatric staff is estimated to
be double this number. However, psychiatrists account
for 2.7% of all medical specialities in the country but
the distribution of professionals is still unequal across
different regions: 2.1% in the North, 7.8% in the Midwest,
12.6% in the Northeast, 23.1% in the South and 53.4% in
southern regions. Therefore, the variation of the number
of psychiatrists in the country ranges from 0.69 to 12.84
per 100,000 inhabitants.

Psychotropics are subsidized primarily by the federal
government, especially those drugs with a high cost.
In this regard, atypical antipsychotics correspond to
93% of public expenses in terms of high-cost drugs.
There are 14 antipsychotics available in the SUS,
five of which are atypical antipsychotics. There is a
shortage of studies assessing the cost-effectiveness
and value of these drugs in the country and a
huge variation in prices, even from the perspective
of the government [22]. On the other hand, fewer
antidepressants are available in the health system,
despite their lower price and a high prevalence of
depression and anxiety in the country [23]. Lithium
carbonate, anticonvulsants and anticholinesterases
and benzodiazepines are also available in the
public health system. Only one guideline has been
implemented to regulate the use of antipsychotics in
treating schizophrenia and bipolar disorders.

One study [24] has found a 6.5%
of psychotropic use among Brazil “s general population,
with a female/male ratio of 3:1: antidepressants (2.7%),
anorectics (1.65%), tranquillizers (1.61%) and mood

incidence

stabilizers (1.23%). General practitioners issued 46%
of such prescriptions and 86% of these drugs were paid
for by the patient and family.

Non-medical mental health interventions vary in terms
of type, quantity and quality and they are delivered at all
levels of care. One study [25] evaluated 10 CAPS in the city
of Sao Paulo and identified 457 different mental health
activities, highlighting a wide range of heterogeneity
among these services. Educational programmes, such
as ‘Unplugged’ or the Brazilian version ‘Tamojunto’ were
implemented to prevent the use of alcohol and drugs
among adolescents, although, the outcome was the
converse of expectations, resulting in an increase of 30%
in terms of the risk of consumption of such drugs in this
population [26]. Recently, the programme was cancelled
and, for the first time, the current Ministry of Health
is financing an effectiveness study using scientific
evidence to further analyse the appropriateness of this
programme in the country.

Some programmes aim to promote the social
inclusion of people with mental health disorders
in the community. In this regard, the “Return Home
Programme” (“De voltapara casa”), created in 2003
by the Ministry of Health, consists of a monthly
financial benefit (BRL 412.00), offered to 4,349 people
discharged from long-term hospitalization in psychiatric
institutions and returning to live with their families
[6]. The annual costs of this programme are, on
average, BRL 20 million.

In 1991, a law advocating inclusion in the workplace
of people with any type of disability was enacted,
although it was not specified which type of intellectual
deficiency was included. In this regard, an enterprise
with 100 employees or more should employ between
2 and 5% of people with a physical or intellectual
deficiency. The term mental deficiency was included
in Law 8213/91, in 1999, however, the majority
of people with mental disorders remained unemployed.
In 2012, the complementary Law 12.764, extended this
right to people on the autism spectrum, however those
with schizophrenia were not covered by these laws.

Health expenditure corresponded to almost 9%
of Brazilian GDP in 2015, of this 5.2% was spent by
families and private institutions [27]. One-third of the
population has private health insurance and spends
on average BRL 440.00 per month.



Public health expenditure in Brazil corresponded
to 3.8% of GDP in 2018, and the federal government
invested 1.8% of GDP in health in 2017. The federal
government spent BRL 117 billion on health, of which two-
thirds were intended for medium and high complexity
level care (secondary and tertiary) and the remaining
third for primary care and medication [28]. On average,
annual public health expenditure per capita is estimated
at around BRL 1,200.00. Health expenditure is also
funded by the states and municipalities, respectively,
corresponding to 12% and 15% of their revenues.

There are no official data available concerning the
mental health budget in Brazil, although previous studies
have estimated the percentage of the health budget
allocated to mental health, to be around 2 to 2.5%;
the Atlas survey of 2014 reported a federal investment
of $ 43.16 per capita in mental health [20]. In 2017,
the Brazilian Ministry of Health assigned daily tariffs
to psychiatric hospitals (up to 90 days) according to the
number of psychiatric beds: BRL 82.40 per bed per day
(up to 160 beds), BRL 70.00 (between 160 and 240 beds),
BRL 63.11 (between 241 and 400 beds) and BRL 59.00
(more than 400 beds) [29]. It also created a new service,
CAPS AD IV; the monthly investments for implementing
these services varied from BRL 33,000.00 to BRL 99,000.00
according to the number of psychiatric beds.

Few studies are aimed at estimating the direct costs
of mental health services and treatments. One study
estimated the costs of 20 residential services in Sao
Paulo and found the mean annual costs per resident
to be $19,621.44 in 2017 [19, 30], corresponding
to double the Brazilian per capita income. The federal
government financed 73.4% of these costs and the
remainder was funded by local government. Residential
services corresponded to 90% of the total package of care
for patients with mental disorders, discharged from
long stays in psychiatric hospitals. Residential services
costs were related to geographical regions and to the
length of time residents lived in psychiatric hospitals and
used residential services [19]. The mean and standard
deviation of psychotropic costs per month and per
resident in this sample was BRL 216.07+380.40 for the
year 2011. Psychotropic costs were mainly influenced by
atypical antipsychotics polytherapy use, and the latter
was the main cost driver of direct health costs [18].

Another study relating to the estimation of CAPS-AD
costs in a city located in the state of Sao Paulo, found

that of the monthly cost of BRL 64,017.54, 62.1 % was
funded by the federal government [31, 32]. On average,
direct health costs per capita of patients with alcohol and
drug dependence in this service were $149.00 per month.

On the other hand, the federal government funded 20%
of direct health costs (medication and clinical treatment)
of daily psychiatric hospitalization, excluding hotel costs
[33]. On average, the daily psychiatric hospitalization
costs were BRL 371.00 per capita for the year 2015, with
hotel costs accounting for half of these costs.

DISCUSSION

Few studies have evaluated mental health services
in Brazil; one systematic review identified 35 studies, all
focused on the South and southern regions [34]. The main
findings of this review showed some advances in relation
to patients’ participation in CAPS” activities, good crisis
management and a high level of family satisfaction
with services. In contrast, mental health professionals
exhibited dissatisfaction with regard to intense workload
and high demand, a lack of professional skills and training,
and unsatisfactory work conditions.

Moreover, the lack of integration of mental health
services and primary care was raised in this review
and other publications [34, 35], emphasizing the need
to overcome barriers, such as a lack of professional
training, a lack of professionals within primary care,
among
services and no clear policies directed towards the

obstacles to referral and counter-referral
health and related sectors.

Psychiatric reform in Brazil was mainly influenced by
Basaglia“s ideological views, allowing some policymakers
to establish mental health policies, refusing the need for
hospitalizations in cases of acute episodes with moderate
to severe risks. Therefore, policies were not based on
scientific evidence and population needs. In this regard,
the accelerated reduction of psychiatric beds without
appropriate community support caused harm to those
who remained without access to treatment. The number
of psychiatric hospitals and psychiatric beds in general
hospitals is still insufficient to cover demand [36]. Instead,
the number of psychiatric beds available in the country
accounts for half of those in high-income countries. The
Ministry of Health has been alerted to the fact that 50,000
people with severe mental disorders are in prison as
a consequence of this rapid psychiatric reduction and
inefficient strategies for treating people discharged from



hospitals [7, 37]. There is also an important treatment
gap in cases of anxiety and depression disorders in the
country, although these are highly prevalent in primary
care. Estimates of 12-month anxiety prevalence have
shown that 23% of people with anxiety in the city of Sao
Paulo received treatment, and 10% of them received
adequate treatment [38]. Despite the high prevalence
of symptoms of these disorders in primary care ranging
between 51% and 64% [39], no specific programme
or policy is targeting them. The main obstacles in many
regions of the country are lack of service access and
trained professionals to provide appropriate treatment
[40]. Treatment for these disorders is efficacious, cost-
effective [41] and financially feasible [23], although
mental disorders have not been a priority, despite the
high numbers of people suffering from such disorders.

Mental healthcare research is still scarce in terms
of the lack of information relating to services evaluation,
treatment effectiveness and health costs [34]. There
is no tradition in the country for decision making to be
based on national scientific evidence when drawing
up health policies. CONITEC (Comissao Nacional de
Incorporacdo de Tecnologias), a committee for health
technologies’ assessment, has established that cost-
effectiveness studies are one of the requirements
when considering the inclusion of new treatment in the
public system. However, these studies are modelling
studies, based on international data and conducted
by pharmaceutical companies with clear conflicts
of interest. There are few empirical data on the costs
and effectiveness of treatments and services, and the
majority of policymakers and decision makers are not
trained in health economics. A study among stakeholders
identified 10 priorities in mental health research, such
as studies on the cost-effectiveness of antipsychotics,
evaluation of specific interventions for alcohol and
drug use and qualitative studies exploring the barriers
to mental health treatment and services [42].

FUTURE DEVELOPMENTS AND CONCLUSION

The implementation of community mental healthcare
is still an ongoing process, with adjustments being
made according to a heterogeneous perspective, with
every new government mandate. The lack of a long-term
plan of action for mental healthcare leads to service and
programme interruptions and consequently, results
in a waste of resources each time a new mandate starts.

A lack of transparency on services information and
costs is the main barrier to further developments. There
is a need for integrating multiple services and for planning
long-term developmental phases [14]. Moreover,
combining the evidence resulting from national research
and mental health policies should be aligned to address
the needs of vulnerable groups.
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ABSTRACT

Lebanon is a medium-income country in the Eastern Mediterranean which has seen a surge in interest in mental
health over the past two decades following years of stagnation. The mental health needs of the country at primary care
level and for severe psychiatric disorders are underserved. Political instability, chronic underfunding and widespread
stigma have all contributed to maintaining a traditional model of private clinics affiliated with inpatient and long-stay
psychiatric units. A number of initiatives have recently been launched to cater for patients with psychotic disorders and
also to offer partial hospitalization for others with mood-related conditions. In parallel, the Ministry of Public Health,
with international funding, has been instrumental in its efforts to standardize care at a national level, particularly
for early detection and treatment in primary care settings. The priorities of the national mental health programme
are consistent with the global trend in shifting services to the community. Hurdles remain, in line with those facing
countries with similar socio-demographics and resources. These include limited third-party coverage of mental health,
absence of training opportunities in multidisciplinary community settings and some clinicians’ reluctance to update
their ways of working. Development of a local workforce, familiar with evidence-based models of care and dedicated
to providing a patient-centred approach in the least restrictive settings, is essential for consolidating community care
in Lebanon. This would be reinforced by (overdue) legislation and implementation of a mental health law.

AHHOTAUMA

JlvBaH - cTpaHa co cpefHNM YPOBHEM JOXOZ0B, PacroIoKeHHast B BOCTOUHON YacTu CpeanseM-HOMOpbS. B nocnegHne
20 neT, nocne JONroro nepuoja crarHaumu, B J/insaHe HabAoAaeTcs pocT MHTepeca K BOMpocaM MCcUMXMYeckoro
30poBbS. MOTPebHOCTU CTPaHbI B NCUXMATPUYECKO MOMO-LLUM Ha YPOBHE NepBUYHOIO 3BeHa 3 paBoOOXPaHeEHNS,
a TaKXke MpuW NeYeHUN TAKEeNbIX MCUXUYECKUX PacCTPOCTB YAOBIETBOPSIOTCA HeAOCTaTO4YHO. lMonnTrnyeckas
HeCTabuNbHOCTb, XPOHNYeckoe HegodHaAHCMPOBaHMe, MOBCEMECTHAsA CTUrMaTM3aLms 60NbHBIX — BCe 3TU dakTopbI
BHOCST BK/1aZ B MOAZAepXKaHve TPagNLMOHHOK MOZEeNN, KOTAa HYaCTHbIE KIVHWKN CyLLEeCTBYHOT MPW NCUXMATPUYe-CKAX
CTauMoHapax v cTaluoHapax AnnTeNbHOro NpebblBaHWs NaLMeHToB. HejaBHO B CTpaHe Hava-nack peanu3aums psja
WHWLMATVB, HalleneHHbIX Ha MOMOLLb NauMeHTaM C NCUXOTUYECKMMIW pac-CTPOMCTBaMM, a Takxke Ha obecrneveHve
YaCTUYHOW rocnnTanmMsaunmn naumeHToB ¢ apdekTUBHBIMK paccTponcTBaMu. MNapannenbHo € STUM MUHUCTEPCTBO
3/lpaBOOXPaHEHNs CTPaHbl, ONMPasicb Ha MexZAyHapoaHoe GUHAHCUPOBaHWe, YCNewWHOo peannsyet Nporpammy
CTaHAapPTM3aLUMN NCUXNATPU-YECKOA W MCUXONOrMYECKO NMOMOLLM Ha HaLMOHaNbHOM YypoBHe, yaenss ocoboe
BHVIMaHNe MepaM Mo paHHEMY BbISIBIEHWIO PACCTPOACTB 1 NEYEHUNIO B CUCTEME NEPBUYHO MeANLIMHCKO MOMOLL.
MpropuTeTbl HaLMOHANBbHOW NPOrpaMMbl MO OXpaHe MCUXMYECKOro 340POBbs COMNacytoTcs C 06-LLeM1pOoBOiA
TeHAeHUMen NpUbAMXKeHNs MOMOLLM K MeCTY XNTebCTBa NauueHTa. TeM He MeHee, Kak 1 B CTPaHax Co CXOAHbIMU
coumanbHo-geMorpadpuyeckmMmn xapakTepucTkamm 1 pecypcamu, B JIBaHe coxpaHsieTcs psig npobaem. B yactHocTw,
3TO NpobaeMbl, CBSI3aHHbIE C OrpaHMYeHUSMI CTPAXOBOrO MOKPLITUA NMCUXUYECKUX PaCcCTPOIACTB, OTCYTCTBMEM



06y4eH1st PabOTHNKOB B YC/T0-BUAX MEXANCLMMANHAPHBIX KOMaHZ B aMbynaTOPHOM 3BEHE U HexXenaHeM HEKOTOPbIX

BpaquI OCBanMBaTb HOBblE METO/ bl pa6OTbI. Ansa pasBnTUA B JlnBaHe cucTeMbl MOMOLLUM MO MeCTy Xutesb-CTBa

HeobxoANMo yBenmyeHme YncneHHoCT nepcoHasia, 3HakoOMoro c Hay4yHo 060CHOBaHHbLIMU METOAAMU pa6OTaIOLU,EFO

B NaLMeHT-LLeHTPUPOBAHHOM MOAX0Ae B MUHUMAIbHO OrPaHNYMBat0-LLMX NaumeHTa ycnosusx. CoselicTBOBaTL STOMY

A0J/1KeH 3aKOH O I'ICI/IXVIanI/IbIeCKOI‘/'I rnomoLn, HEO6XOAI/IMOCTI: B pa3pa60TKe N NPUHATNN KOTOPOTO AaBHO Ha3peJsa.

INTRODUCTION

Lebanon, located within the WHO-defined Eastern
Mediterranean region, is an upper middle-income
country of more than 5.5 million people. Mental
and substance use disorders are among the leading
with
an estimated rate of disability-adjusted life years
amounting to 1872 per 100,000 population [1] and
a suicide mortality rate of 3.3 per 100,000 population

causes of the health burden in Lebanon,

[2]. It has been estimated that approximately one
in four people in Lebanon suffers from at least one
mental disorder [2]. War traumas, civil conflicts and
overall political turmoil have historically contributed
to high prevalence rates of mental illness in Lebanon
[2-4]. With ongoing national and regional economic
and political instability, such estimates are likely
to continue increasing in the foreseeable future.
Furthermore, the ongoing conflict in neighbouring
Syria poses added challenges to mental health service
access within the refugee population, which has
increased population numbers by around 30% [5].
Surprisingly, only a fifth of people in Lebanon with
mental disorders have sought medical care, and the
vast majority cite low perceived need for treatment
as a barrier [6]. Prolonged delays in seeking adequate
mental health (MH) care among people in Lebanon
have also been described [7]. As will be discussed
in detail later, Lebanon’s mental health service delivery
model is mostly that of an overarching private sector,
offering centralized hospital-based care to those who
perceive the need for and can afford the expense
of mental healthcare.

With an escalating national burden of mental
and substance use disorders, along with a slowly
increasing awareness of psychiatric illnesses but an
unmatched service supply, it is high time to examine

the role of community-based mental healthcare
(CBMH) in the context of Lebanon. The aim of this
review is to describe the significance of introducing
or expanding CBMH in Lebanon while exploring
the local and national opportunities and challenges

of such an undertaking.

BRIEF HISTORICAL PERSPECTIVE

The history of specialist psychiatric hospitalization
is relatively recent in Lebanon, with the opening of the
Lebanon Hospital for the Insane at Asfouriyeh in August
1900, under British leadership. This hospital closed its
doors in 1983 due to a combination of political and
financial circumstances. In the early twentieth century,
French missionaries established another mental
hospital, the Hospital of the Cross (Deir El Saleeb),
miles north of the capital, Beirut. In 1959, shortly after
its establishment, Dar Al-Ajaza Al-Islamiya (the Islamic
Nursing Home) inaugurated a division for mental
healthcare, mostly in the form of chronic residential
care [8]. All institutions delivered asylum-based care
that was in line with the standards of the time and
appropriate for the perceived needs of society. Yet, the
stigmatization surrounding psychiatric hospitalization
meant that Asfourieh and Deir El Saleeb became
associated with horror and desolation in the popular
imagination. In fact, aside from opening the substance
detoxification unit at Dahr El Bachek Hospital (2014)
and the inpatient unit at Rafik El Hariri Hospital (2018)
during the last ten years, the government has made no
attempt to develop the state sector, preferring instead
to subsidize inpatient beds in private hospitals [9].
This has meant that for decades, care provision was
outsourced without oversight and potential reform
of the mental health sector all but stalled.



OVERVIEW OF THE LEBANESE

MENTAL HEALTH SYSTEM

Mental health systems in Lebanon are governed by
a decree law (ACT#72) enacted in 1983, which specifies
the organizational structure of MH services, along
with measures to protect and regulate human rights,
guardianship issues and access to in-hospital care for
the most vulnerable groups [10]. Another law (ACT#673)
pertains to substance use and focuses on supply
reduction, penal provisions and drug control, while
classifying substance use as a crime with sanctions.

The Lebanese MH system is fragmented, with most
MH services being provided through the private sector
with specialized outpatient and inpatient care. At
the present time, mental health is poorly integrated
with primary healthcare centres or dispensaries [11].
Dedicated outpatient mental health services mostly
comprise private clinics for psychiatric or psychological
care, either in independent practices or within academic
hospitals. Lebanon has eight psychiatric wards (all units
within general hospitals), which equates to 1.5 psychiatric
beds per 100,000 population and five active mental
hospitals (28.52 beds/100,000 population). Among the
mental hospitals, Deir El Saleeb is the largest, offering
1000 psychiatric beds [12], followed by Dar El Ajaza,
offering 377 psychiatric beds [8]. Of note, among those
discharged from mental hospitals, less than 25% have
been found to access follow-up outpatient care within
one month of discharge.

Apart from distribution of MH services by sector, the
MH workforce is generally limited in Lebanon. With
a total of 1346 governmental and non-governmental
MH professionals nationally, there are only 23 MH
workers per 100,000 population in Lebanon (compared
to a median of 70 MH workers/100,000 population in high-
income World Bank countries). For every 100,000 persons
in Lebanon, there are 1.21 psychiatrists, 3.14 nurses
and 3.3 psychologists. Despite these shortcomings,
Lebanon has made great progress in improving mental
health resources compared to the rest of the Arab world.
In fact, Lebanon made the most significant improvement
between 1998 and 2007 in terms of increasing the
availability of psychiatric beds, psychiatrists, psychiatric
nurses and social workers [13].

In2017, Lebanon spent 5171.24 LBP/capita (equivalent
to 3.43 USD/capita) on mental health (compared to 21.7
USD and 11.8 USD per capita in the WHO European and

Americas regions, respectively). Moreover, Lebanese MH
services are poorly and disparately financed, with persons
paying at least 20% towards the cost of MH services
or psychotropic drugs. In fact, a third of the population
in Lebanon is not health-covered (excluding Syrians and
Palestinians living in camps who are covered by different
United Nations agencies). Only 5% of total governmental
health expenditure is allocated to mental health services
(50% of which is allocated to inpatient care). Moreover,
within the private sector, almost all private insurance and
mutual funds do not cover MH services.

THE URGENT NEED FOR COMMUNITY SERVICES
Perhaps the most pressing need for CBMH in Lebanon
stems from the obvious imbalance between supply and
demand for mental health services. To add to this, the
lack of a regulated national healthcare referral system
implies that people seeking mental healthcare, more
often than not, bypass primary healthcare services,
accessing professional mental health clinics directly.
Given the prevalence of mental illness in Lebanon,
along with the paucity of a specialized mental health
workforce, the existing specialized MH care model
is headed towards burnout.

Currently, MH services are concentrated in the capital,
Beirut, or to a limited extent, within large academic
institutions across the country. The obvious implication
of this is a lack of conveniently accessible MH services
for communities at a distance from the capital. It is not
uncommon for MH professionals in Beirut to treat
patients who have travelled over 30 miles to access
quality care. Apart from the direct burden of such
travel, this health-seeking behaviour in the long run
is bound to increase the risk of caregiver burnout,
non-compliance and possibly a deterioration of the
clinical condition.

MH care in Lebanon is expensive, understandably so
as it is usually offered by specialized MH professionals
owing to the inadequate and/or insufficient integration
of mental health within the primary care model. With
psychotropic drugs not covered fully by healthcare plans
(governmental or private), this further exacerbates the
financial burden of mental iliness on patients and those
involved in their care.

Stigma towards mental illness remains a barrier to care
in Lebanon and the Eastern Mediterranean Region
generally. As such, many of the severely ill patients



(or their families) shy away from MH care services
to avoid being labelled “crazy”. Alternatively, lack of MH
awareness (about the existence of mental illness or the
availability of scientific treatments) might lead many
to seek treatment through spiritual or religious healers.
Unfortunately, mainstream local media tends to be
sensational more than informative, thereby conveying
extreme views on the nature of and evidence-based
treatment for mental disorders.

Currently, any patient in Lebanon who presents at
an emergency department, and who warrants close
psychiatric follow-up, will be recommended for inpatient
admission, simply due to the lack of a follow-up system
to bridge inpatient and outpatient care. As a result,
and in light of the difficult MH financing situation, most
of these patients will be discharged from the ED against
medical advice [14]. Partial hospitalization or intensive
outpatient programmes therefore have a critical role
to play in closing this significant gap in mental healthcare.

EXISTING COMMUNITY MH SERVICES

Specialist care programmes for MH disorders have been
set up in many countries, including Europe, Australia and,
more recently, in the United States. These programmes
usually offer early assessment services, inpatient and
outpatient accommodation, and day treatment visits.
They encompass a team of psychiatrists, psychologists,
nurses and case managers to ensure appropriate and
continuous patient care. Studies have shown that
patients in specialist care programmes have fewer
hospital admissions, diminished negative symptoms
and a better quality of life, compared to those receiving
standard care. Additionally, these programmes have
been found to have positive effects on relapse and
readmission rates among patients, and improved social
and occupational functioning [15].

InLebanon, psychoticdisorders, including schizophrenia
and related conditions, are the most prevalent
in psychiatric hospitals. However, deficits still existin the
treatment of these patients. There is minimal interaction
between primary care and MH sectors in this country,
and primary care staff are not trained at recognizing
or providing support for this patient population. Itis thus
essential that new MH services are established which aim
to reduce delays in treatment, educate families about
psychosis, reduce admission rates and finally putin place
long-term plans to maintain progress.

The only specialist programme targeting patients
with severe mental disorders is the Psychosis Recovery
Outreach Program (PROP), established at the American
University of Beirut Medical Center (AUBMC) in February
2016 [16]. Its primary goal is to adapt evidenced-based
models of care to the Lebanese setting. Affordability for
patients is an essential parameter since private or public
reimbursement for psychiatric services is limited.
Additionally, patients enrolled in the programme are
provided with a once-a-week drop-in visit, free of charge,
with home nursing visit services, which became available
as of May 2017. The programme includes individual
supervision sessions as well as weekly group meetings
where patient updates are discussed. Professionals
(psychiatrists, psychologists and acquire
understanding of the various roles of their colleagues
to ensure shared ownership of the caseload. Referral

nurses)

numbers are increasing due to public awareness
campaigns and information dissemination. To date,
almost 70 patients have benefited from PROP services;
these patients initially presented with challenging
conditions and may well have been hospitalized without
this programme. The PROP offers flexibility for patients
and clinicians and an opportunity to create a research
database for this clinical population.

Another
is the partial hospitalization programme (PHP), also
at the American University of Beirut Medical Center.
This programme functions as a bridge between

more recently established programme

full inpatient admission and community treatment.
It primarily targets patients with severe mood
disorders and complex presentations who require
intensive intervention to mitigate risk and enable
a strong therapeutic relationship to be maintained.
The daily programme operates between 8 a.m. and 3
p.m. on weekdays and is delivered mostly in a group
format, coupled with individual therapy and frequent
psychiatric reviews. Although it has only been running
since February 2019, it has been well received by
patients and caregivers and has led to a reduction
in the length of inpatient admissions (avoiding them
altogether in some cases).

Community health services are growing along with
increased public awareness in Lebanon and efforts
to reduce social stigma. However, resources such as
financial support and availability of professionals are
still very limited.



OPPORTUNITIES FOR DEVELOPMENT

The deficit in demand-commensurate CBMH services
in Lebanon does not mean that the country and
culture are not, in fact, equipped to establish such
models of MH care.

The brain drain continues to prevail throughout
predominantly educated sections of society, with most
graduating physicians seeking training opportunities
in the West. A significant proportion of these physicians
do return to establish their careers in Lebanon upon
completion of clinical training abroad. As such, practising
psychiatrists in Lebanon who have followed this training
route have already been exposed to and are equipped
to establish large-scale CBMH services across the nation,
provided funding is made available. With the MOPH's
2015-2020 MH strategy (in line with the WHO’s MH GAP
programme), the scaling up of MH services (including
financing and PHC integration) is being given national
priority, in the hope that this translates into creation and
expansion of CBMH services.

The tight-knit nuclear family structure prevalent across
Lebanon plays an important role in welcoming the idea
of and helping to implement CMBH models nationally.
Most patients with moderate to severe mental illness
are cared for by nuclear family members who offer
support across multiple domains: psychological, financial,
vocational and housing. Although the CBMH model is not
formally applied, specialized outpatient and inpatient MH
care has informally touched upon many aspects of CBMH.
Most patients with moderate-severe illness present at
MH clinics or inpatient wards accompanied by family
members. Family meetings for psychoeducation and
collective treatment-plan development are customary
in most inpatient units within general hospitals and are
generally appreciated by both patients and families alike.

ANTICIPATED CHALLENGES ASSOCIATED WITH
IMPLEMENTING CBMH IN LEBANON AND
SUGGESTIONS FOR OVERCOMING THESE

The most significant barrier to achieving quality CBMH
across Lebanon, and across most LMICs, is the lack
of funding [17, 18]. Apart from the MOPH's relatively
recent commitment to broadening and standardizing
MH services generally, the financing of CBMH specifically
remains a challenge. As such, efforts must be made to seek
funding from UN agencies or WHO memberswho are well
aware of the efficiency and efficacy of CBMH models.

Transgenerational stigma associated with mental
illness needs to be addressed so that people will be more
inclined to seek access to MH care when this is indicated
[17]. CBMH models are most efficient when catering
for large numbers, and as such, media and NGOs play
a crucial role in responsibly disseminating evidence-
based information on mental illness to communities
on a large scale.

Research into psychotic disorders, for example,
is still embryonic in Lebanon, with only a handful
of publications (not yet a double-digit figure). This
includes intervention-based
studies. Local funding opportunities are unlikely to cover
significant research in this field. Researchers rely on

epidemiological and

international grants targeting low- and middle-income
countries (LMIC). These are rarely specific to MH and
are highly competitive. Establishing reliable clinical
databases that can be used for future research is easier
in a multidisciplinary community-based model. With the
existing presence of knowledge translation and policy
information tools, data gathered from such mental
healthcare processes can then be used to generate more
specific MH targeted national policies [19].

It has also been noticed that non-governmental
organizations and MH advocates put less emphasis
on schizophrenia and related disorders compared
to disorders that are considered “less severe”. It has been
hypothesized that this is due to a public that connects
more with common causes such as anxiety, depression
and suicidality. The public health burden of severe mental
disorders remains understudied and underreported.

The MH workforce deficit might pose a challenge
when it comes to establishing CBMH. As such, medical
doctors, registered nurses and social workers must be
given sufficient incentive to specialize in psychiatric
care. In the absence of a funded nationwide public
initiative to shift care from hospitals to the community,
the incentive for developing CBMH in a health economy
driven by private practice has to combine affordability
for the patient with a sustainable business model for
the clinician. This effort relies primarily on convincing
psychiatrists, who are currently often the exclusive
providers of care, of the benefits of the CBMH model
while guaranteeing them a pivotal role within it. The
MH needs of the nation will continue to grow over the
coming years in parallel to the increase in population
but also due to increased awareness of the importance



of mental health and the need to address it. There is no
indication that the number of psychiatrists graduating
each year can fill the gap between need and demand
without a radical shift in practice. Unfortunately, given
the dearth of local training opportunities in CBMH, up-
and-coming psychiatrists are bound to replicate modes
of practice within their comfort zone. They will still rely
on the clinic-inpatient dichotomy that has proven its
inadequacy for a number of psychiatric disorders.
Moving towards a community-based MH paradigm can
translate into better care, provided at a more affordable
cost for the end user and the provider. It also provides
opportunities for development of new roles and positions
for MH professionals from a variety of disciplines, as has
happened globally. MH nursing is the branch to benefit
the most as it will no longer be limited to acute inpatient
settings. Nurses equipped with relevant skills for the
assessment and management of psychiatric conditions
can form the backbone of CBMH, enabling psychiatrists
to widen their caseload without compromising the quality
or frequency of clinical contact. Nurses are now seeking
higher-level training and better opportunities for pay
and professional reward. If these are not provided soon
in Lebanon, we will run the risk of losing out to the GCC
countries, Europe or beyond. Other professionals are also
required for full implementation of community services.
These include social workers trained in addressing
mental health, occupational therapists and also various
levels of support workers. The field of clinical psychology
is undergoing reform as licensing has come into force
over the last few years. While there is still much work
to be done to ensure the quality of psychological care,
this is a positive step forward. Psychologists are now
expected to demonstrate adequate supervision before
establishing themselves in independent practice. Thisis an
opportunity for them to come into contact with a wider
variety of patients and with evidence-based interventions
being applied in academic institutions. In parallel,
universities and postgraduate training programmes
should be encouraged to incorporate community MH into
their curriculum or provide specialist modules for those
interested in pursuing a career in the field. Ultimately,
we aim to achieve CBMH models tailored to different
communities with differing psychiatric needs. More effort
needs to be dedicated to community services for children
and adolescents, LGBT communities, substance users
and patients with neurocognitive impairments, among

others. Such an undertaking requires close collaboration
with existing outpatient services and NGOs serving as
a link to the relevant communities. For instance, the
iCAN programme (intensive Child and Adolescent
Neuropsychiatric Disorders Treatment Program) at the
AUBMC already offers intensive outpatient services
for children and adolescents with mood and anxiety
disorders [20]. The Agnes Varis Healing Program for
Substance Use Disorders at the AUBMC is another
outpatient model of care for individuals struggling with
substance use [21].

Finally, any successful community intervention needs
to take into consideration the local geographical and
logistical conditions while building on the experience
of more developed nations [22]. Although Lebanon
is a small country, it is densely populated and is lacking
in terms of the availability of public transportation.
Access to services outside the capital, Beirut, has been
a prominent issue for many patients. CBMH could easily
be established in the four or five population centres
outside Beirut, to provide care for the surrounding areas.
Sidon, Tyre, Tripoli and Zahle have the resources and
workforce to house such services initially while CBMH
expands nationwide and becomes the primary method
of care delivery for the majority of patients with mental
health conditions.
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ABSTRACT

Asia is the largest and the most populous continent on earth. South Asia has a population of around 1.8 billion,
thus constituting about one fourth of humanity. India, Pakistan, Bangladesh, Sri Lanka, Nepal, Bhutan, the Maldives
and Afghanistan are the countries in South Asia and many of them are Muslim-majority nations. Although India
is predominantly a Hindu nation with a total population of 1.4 billion, there are more Muslims in India than in Pakistan
and other South Asian nations. Hindus, Muslims, Christians, Sikhs and followers of other religions have lived peacefully
in South Asia for centuries. However, certain incidents of communal violence and other untoward occurrences in South
Asia suggest that Islamophobia is present here too. The authors discuss demography, cultures and the possible effect
of Islamophobia on the mental health of the people of South Asia.

AHHOTALUMA

A3nsi - camast 6o/bLUas 1 ryCTOHaceNneHHas 4acTb cBeTa. HaceneHune HOxHol A3nn coctaBnseT 1,8 Mapga yenosek -
0K00 1/4 HaceneHus Bcero mupa. Haus, MNakuctan, banrnagew, LLpw-NaHka, Henan, bytaH, Manbanebl n ApraHmnctaH
- CTpaHbl KOXHOM A3un, N BO MHOTMX U3 HUX NpeobnajatT MycynbmaHe. HecMoTpsa Ha TO, YTO 60AbLUNHCTBO
HaceneHus NHaum (1,4 MApa 4enoBek) COCTABASOT UHAYNCTLI, B IHANM NpoXMBaeT 60/blue MyCylbMaH, Yem
B [MakucTaHe nam gpyrmux ctpaHax FoxHom Asnn. MHAYWCTbI, MyCyibMaHe, XpUCT1aHe, CUKX 1 nocnesoBaTenm Apyrnx
penurmnin BekamMm MUpPHO XMBYT Ha TeppuTopumn HOXHOM A3nn. TeM He MeHee oTAeNbHble CTyYan MeXOOLLMHHOMO
HaCUANS U Hble MHUUAEHTBI Aat0T OCHOBAHUS Moarath, YTO U B HALLEM PervoHe ecTb MecTo ncnamopobum. ABTOpbI
CTaTbW paccMaTpuBaloT AdeMorpapuyeckume, KyabTypHble acnekTbl, @ Takke BO3MOXHOe BAUSHME ncnamodpobmn
Ha NCcUXmM4yeckoe 340poBbe XxuTenen FOxHom Asnn.



INTRODUCTION

The origin of Islam as a religion/civilization in the year
610 CE in Saudi Arabia, added a novel religious faith and
culture to the many existing contemporary religions [1].
Over a period of time, Islam attracted people across the
boundaries of nations, geographical locations, cultures
and creeds, and has spread rapidly in the past 1,400 years
emerging as the second largest religious group in the
world, today constituting 24% of the world population [2].

In contrast, in the past few decades there has been
a rise in anti-Muslim sentiment and global hatred [3].
The basic principle of Islam remains unchanged since
its inception and there could be several reasons for the
rising anti-Muslim sentiment. One reason could be the
difference between the basic principles of Islam and the
way it is followed. There is a strong possibility that, due
to a lack of religious knowledge, poverty and ignorance,
the followers of Islam may have distorted Islamic rituals
and culture [4-6]. The repercussions of inflexible attitudes
and cultures of various religions may be responsible for
rising anti-Muslim sentiment. The other reason could be
that others misunderstand Islam’s principles, practices,
cultures and rituals. In addition, there might be various
reasons such as cross-border terrorism, economic
exclusion, war for sovereignty and materialistic gains,
along with maintenance of supremacy between countries
of the region, e.g., between India and Pakistan, giving
religious colours to these conflicts [7].

Fortunately, despite wide variation in religious beliefs,
with the cohesiveness and respect of cultural differences
and religious views, the South Asian society has been
considered resistant to religious hatred for centuries
[8], but this bond seems to be weakening. The recent
increase in religious intolerance in South Asia is a matter
of serious concern.

South Asia is already facing various challenges in raising
the standard of living of its people and in terms of economic
growth, social progress and cultural development [9].
Alongside these existing challenges, rising Islamophobia

deserves special attention as a major threat to health
outcomes and health disparities in South Asia with the
largest population of Muslims in the world [10]. There
is a need for intervention with social psychiatry initiatives
to prevent rising Islamophobia and religious intolerance
which acts as a persistent chronic stressor for the
whole community. This will also prevent the emergence
of mental health problems due to Islamophobia.

DEMOGRAPHY OF SOUTH ASIA

AND THE MUSLIM POPULATION

Eight countries, Afghanistan, Bangladesh, Bhutan, the
Maldives, Nepal, India, Pakistan, and Sri Lanka, together
form South Asia and are known as the South Asian
Association for Regional Cooperation (SAARC) [11]. This
area constitutes 3.4% of the world's land surface area
with one fourth (1.8 billion) of the world's population.
Thus, it is the most densely populated geographical
region in the world with a significant proportion
of Muslims [9, 12].

South Asia has many major religions such as Hinduism,
Islam, Christianity, Jainism, Buddhism and Sikhism. About
63% (about one billion) of the population of South Asia
are Hindus, 31% (600 million) are Muslims and the
rest are Buddhists, Jains, Christians and Sikhs [13, 14].
The Hindus, Buddhists, Jains, Sikhs and Christians are
concentrated in India, Nepal, Sri Lanka and Bhutan,
whilst the Muslims are concentrated in Afghanistan
(99%), Bangladesh (90%), Pakistan (96%) and the Maldives
(100%) [14]. Among countries with a dominant non-
Muslim population, Muslims constitute 14.5% of India,
12.61% of Sri Lanka and 4.4% of Nepal. It is to be
noted that, in Muslim dominated countries, Hindus
constitute 2% of the population of Pakistan, 9% of the
population of Bangladesh and less than 1% of the
population of Afghanistan [9]. This religious demography
of South Asia could be one of the reasons for religious
discrimination in this region. Although there is a dearth
of official/scientific data, as per reports in electronic/
print media, Islamophobia is presumed to be present
here as well.

ISLAMOPHOBIA: CONCEPT, CAUSES
AND PREVALENCE

The concept of Islamophobia emerged from Western

nations [3, 15], where Muslims are a minority.



Unfortunately, it is spreading rapidly to encompass
the whole of the world including Muslim dominated
Asian regions. Furthermore, despite the huge Muslim
population, there is a dearth of scientific research
and official data from developing and Asian countries
regarding the consequences of rising Islamophobia for
Muslims and other communities [3].

Islamophobia is defined as an intense dislike or fear
of Islam and its followers, especially as a political
force; hostility or prejudice towards Muslims [16]. The
term Islamophobia emerged in the 1970s and later
gained widespread currency. It reached public policy
prominence in Western countries after the 1997 report
by the Runnymede Trust Commission on British Muslims
and Islamophobia entitled “Islamophobia: A Challenge
For Us All" [15].

The introduction of the term was justified by the
report's assessment that “anti-Muslim prejudice has
grown so considerably and so rapidly in recent years that
a new item in the vocabulary is needed” [17]. In recent
times, Islamophobia has been conceptualized as social
stigmatization of Islam and Muslims, dislike of Muslims
as a political force and a distinct construct referring
to anti-Muslim stereotypes, racism, or xenophobia
[18,19]. Although, anti-Muslim sentiment is increasingly
common globally, it has taken a form of social stigma
in the Western world where Islamophobic sentiment has
already gained scientific attention, particularly after the
terrorist attacks of 11. September, 2001 [3].

The term Islamophobia gained prominence following
terrorist attacks such as 9/11 in the United States, the
Taliban’s fundamentalist proscriptions and restrictions
in Afghanistan, the Charlie Hebdo attack in France and
the emergence of the self-proclaimed Islamic State group
(ISIS) which allegedly showed videos of the beheading
of their prisoners who were often journalists [20, 21].

The concept of Islamophobia became a global
theme. With the advancement of communication/
information technology and the role played by the
media, Muslims were often described as fanatics,
irrational, primitive, belligerent and dangerous for
modern society and other religions [22]. There was
negative portrayal of Muslims in many countries
including those in Asia, which influenced the attitudes
of common people [23].

In South Asia, the series of various heinous terrorist
attacks, especially in India, e.g., 2000 Red Fort attack,
2001 Indian Parliament attack, 2008 Mumbai attack, 2008
bombing series in Delhi and 2016 Uri attack in Kashmir,
mostly sponsored by cross-border terrorist organizations,
fuelled the concept of Islamophobia [24-26]. India is the
largest and fastest growing economy in this region with
an 82% share of the South Asian economy. It is the only
member of the powerful G-20 major economies from
the region. Any terrorist activity against India is widely
covered, it negatively affects the whole of South Asia
[9] and it contributes to the rising tide of Islamophobia.
Similarly, the 2002 beheading in Pakistan of the American
journalist Daniel Pearl, the 2002 Karachi bus bombing
carrying French engineers, the 2003 and 2006 attacks
targeting the U.S. consulate in Karachi, the 2016 Lahore
suicide bombing targeting Christians and several other
such incidents where extremist Muslim organizations
were primarily responsible, further expanded the concept
of Islamophobia [27]. Some of the attacks in Pakistan
and Afghanistan are believed to be attacks against other
sub-groups within the Muslim community itself. The
2011 killing of Osama bin Laden, the head of the Islamist
group Al-Qaeda, may also have contributed to the rise
of Islamophobia in the West [28].

The religious demography of South Asia is important
from the point of view of rising Islamophobia [29].
In some of the populous countries in the region,
nationalism is sometimes judged by the hostility towards
the neighbouring country and its predominant religion
[30, 31]. In this way, the minority populations of both the
countries, i.e., Hindus in Pakistan and Muslims in India,
are at greater risk of discrimination by the majority.
This could be one of the major reasons for the alleged
rising Islamophobia and hate crimes against Muslims
in India, and similarly, the rising hate crimes against
Hindus in Pakistan.

At present, the concept of Islamophobia seems
to be ingrained in the lifestyle of Western societies
[32]. A post-9/11 poll in the United States reported that
60% of Americans had unfavourable attitudes toward
Muslims. Many Americans relate to Muslims with fear-
related terms such as violence, fanatic, radical, war and
terrorism [33]. While Muslim immigration may be the
cause for Islamophobia in the West, the large number
of minority Muslims in some countries in South Asia could
be the cause in this region. [34]



Although the common perception is that Islamophobia
is growing in South Asia too, there is a lack of scientific
evidence to support this argument [23]. Many believe
that there has been a growing feeling of unease and
insecurity amongst Muslims in India [35]. A recently
published meta-analysis [23] examining the role of the
media in the construction of a Muslim and Islamic identity,
showed that Muslims are generally negatively framed
and their civilization, i.e., Islamic faith, is predominantly
portrayed as a violent civilization/religion. Similar
views have been put forward by China about the
media portraying negative stereotypes of Muslims
[36]. In the present era of technology, where any true/
false information can reach across the globe within
a fraction of a second, social media platforms have been
a viable medium to spread hatred among communities.
There are thousands of groups/web pages by people
with a similar mindset/religion who share and spread
negatively framed news against people of other faiths
[37, 38]. It is well known that when one set of people
of a particular faith/group post provocative or inaccurate
news on social media, others will reciprocate in a spirit
of revenge, with the consequence of an exponential
increase in hatred. Negative media campaigns have the
potential to generalize Islamophobic attitudes towards
the global Muslim community. This leads to feelings
of insecurity among minority Muslims, and a distorted
self-perception as non-peace loving people. To add
to this, recent terrorist activities are usually linked with
extremist elements of the Muslim communities, both
globally and in South Asia [27]. Consequently, there can
be reciprocal negative psychological responses against
common Muslims by the majority, based on widespread
news/media coverage of such terrorist activities.

ISLAMOPHOBIA AND MENTAL HEALTH PROBLEMS
The recent rise in terrorism has led to widespread fear
of Islamophobia among followers of Islam and other
religions. The constant fear, agony, hatred, apprehension,
etc., will definitely have a psychological impact on all
people, as human beings are socially inseparable.
Islamophobia can negatively influence health by
disrupting many systems, i.e., individual (stress reactivity
and identity concealment), interpersonal (social
relationships and socialization processes) and structural
(institutional policies and media coverage) [3]. However,

there is a dearth of scientific data on this topic from South

Asian countries. Like many traumatic events, e.g., family
disputes, interpersonal conflicts, death of loved ones,
earthquake, major road traffic accidents, chronic physical
diseases and wars, the impact of Islamophobia will also
be traumatic on the concerned individuals and groups.

Islamophobia can also be a source of stress. Although,
the seeds of psychological problems may be implanted
well before birth in the form of genetic predisposition,
significant environmental stressors, social support and
coping skills play important roles in the causation/
precipitation of the majority of mental health problems
[39, 40]. Stress has been reported to play a major
aetiological role in acute stress reaction and adjustment
disorders, and a precipitating role in schizophrenic
episodes [41]. Hence, it could be inferred that a variety
of mental disorders are associated with significant
stress [39, 42, 43]. Islamophobia acts as a significant
source of stress as it encompasses a range of anti-
Muslim sentiments varying from derogatory remarks,
discrimination and stigmatization to hate and targeted
crimes against Muslims [44].

Stressors have a major influence on mood, sense
and health [45].
a psychological point of view, psychological defence
mechanisms may have significant adverse effects
among Muslims regarding Islamophobia. Introjection

of wellbeing, behaviour From

occurs when a person internalizes the beliefs of other
people, i.e., Muslims would start to see themselves in the
negative way that they are portrayed by the media. On
the other hand, the psychological defence mechanisms
which may play a role against Muslims among the
general population are rationalization, symbolization and
reaction formations. The majority may develop the belief
that since most of the terrorist attacks across the world
have somehow been linked with Muslim organizations,
Muslims can be considered as a symbol of terrorism
and thus hate crimes against Muslims could, to a certain
extent, be justified. Hate crimes like mob lynching may
be a significant risk factor for stress-related disorders
in people from a concerned community, e.g., acute stress
reactions, grief reactions, insomnia and adjustment
disorders among close family members, post-traumatic
stress disorders among survivors or witnesses [46, 47].
In physical disorders, the majority of laboratory
investigations are carried out to look for the causes/
aetiologies of various disorders. In psychiatry, a detailed

history and assessment focuses on delineation



of specific stress or perpetuating factors. There are many
scales to measures various types of significant stress
in psychiatric patients such as the Perceived Stress Scale
[48] and the Holmes-Rahe Stress Inventory [49]. These
scales measure the types and severity of stress. These
scales also explore the degree to which situations in one’s
life are appraised as stressful. In this regard, scales have
also been developed to measure Islamophobia regarding
fearful attitudes towards, and avoidance of Muslims and
Islam, arguing that Islamophobia should “essentially be
understood as an affective part of social stigma towards
Islam and Muslims, namely fear” [50, 51].

Mental psychological
associated with various physical

disorders or stress are
disorders like
hypertension, diabetes mellitus, obesity, peptic ulcer
disease, etc. [52-55]. The Centre for Disease Control
and Prevention in the United States has estimated
that stress accounts for about 75% of all Vvisits
to the doctor [56]. In Islamophobia, there are no
adequate resources to cope with the stressor, leading
to the perception of being under stress [64]. Thus,
there may be serious health problems due to rising
Islamophobia in South Asia.

Furthermore, this rising intolerance to religious
cultures/beliefs around the world may have an
adverse effect on the personality of growing children
and adolescents [57]. The growing phase of childhood
and adolescence is itself a period of stress, in which
children are dealing with the challenges of going
through puberty,
school performance and coping with new feelings. Most
children meet these challenges successfully and grow

meeting changing expectations,

into healthy adults while others may have a harder time
coping with their problems. The rising incidence of hate
speeches/crimes along with feelings of discrimination
and stigmatization will have a negative impact on
mental health. Exposure to stress during childhood
and adolescence has lasting neurobiological effects
with psychological consequences, e.g., deregulation
of affect, anxiety and mood disorders, provocative
and aggressive behaviours, the avoidance of intimacy,
disturbances in attachment,
disorder and depressive symptoms [58-60].
Islamophobia can affect other aspects of life too.

post-traumatic stress

However, there is no scientific research that can reveal
the impact of Islamophobia in terms of discrimination
in the health service, workplace, job opportunities and

in terms of the increased scrutiny in South Asian
countries on the basis of appearance and religious
background [61, 62]. Literature from Western countries
regarding how Islamophobia affects the mental health
of Muslims [20, 63] indicates that religious prejudice
in the form of Islamophobia is a major obstacle
to Muslims' integration because it increases the
incongruity between majority and minority members’
acculturation attitudes. In the West, various forms
of religious stigma can affect Muslims’ national identity
and engagement in the public and private sphere
in distinct ways. In the absence of scientific data, we
are unable to draw such conclusions for South Asia.

Communal and religious harmony is important for
the social, cultural and economic growth of countries.
It is also imperative to protect the human rights of all
and especially of minorities.

CONCLUSION
South Asia has a huge and diverse population and
Islamophobia is a matter which needs attention and
further study in this region. The media often portrays
Muslims
with
prevalence of mental

associated
anxiety and the
health problems could be
expected to increase, affecting Muslims and other

negatively. Islamophobia is

significant stress and

communities. Islamophobia is also likely to colour
the phenomenology of mental disorders.

Mental health is of low priority and its role on
human and societal wellbeing is underestimated
in most developing countries. Many South Asian
countries are already fighting joblessness, poverty,
illiteracy, cultural myths, superstition and inadequacy
of medical facilities. The rise of Islamophobia will
add another major challenge and there is a need
to study the perceptions
society, experiences of religious discrimination and

of an Islamophobic

negative representations of Muslims. The recent
rise in hate crimes against Muslims in South Asia
calls for a public health perspective that considers
the stigmatized identity of Muslims and the health
implications of Islamophobic discrimination.
Islamophobia can be a double-edged sword, with
demoralizing effects on the psychology of human beings
irrespective of their religious faith. The more it rises, the
more severe will be the after-effects and there will be an

increased likelihood of psychological illness and violation



of human rights. The prompt awareness and tackling
of rising Islamophobia will promote social, economic and

personal growth of the people of South Asia.

Authors declare no conflict

of interest.

Roy Abraham Kallivayalil
roykalli@gmail.com

10.

11.

Montgomery WM. Islam and the Integration of Society.

London, United Kingdom. Taylor & Francis Ltd: 2010; 304 p.
ISBN10: 0415605555.

Pew Research Centre [Internet]. Washigton, DC: Pew Research
Centre; c2004. Lipka M, Hackett C. Why Muslims are the

world's fastest-growing religious group; 2017 Apr 6 [cited 2020
Aug 10]. Available from: https://www.pewresearch.org/fact-
tank/2017/04/06/why-muslims-are-the-worlds-fastest-growing-
religious-group/

Samari G. Islamophobia and Public Health in the United

States. Am ] Public Health. 2016 Nov;106(11):1920-1925. doi:
10.2105/AJPH.2016.303374. Epub 2016 Sep 15. Erratum in:

Am | Public Health. 2016 Dec;106(12 ):e13. PMID: 27631738;
PMCID: PMC5055770.

The Hindu [Internet]. Chennai, Tamil Nadu, India: The Hindu;
€2010. Zaidi M. Hate speech in Pakistan’'s Parliament; 2017 Oct 21
[updated 2017 Oct 22] [cited 2020 Aug 10]. Available from: http://
www.thehindu.com/news/international/hate-speech-in-pakistans-
parliament/article19896775.ece

The Milli Gazette [Internet]. Dehli: The Milli Gazette; c2008.
Ubaid S, Swamy R. Hate speeches in India expose Hindu
nationalism'’s violent and fascist agenda; 2020 Apr 23 [cited

2020 July 16]. Available from: http://www.milligazette.com/
news/10344-hate-speeches-in-india-expose-hindu-nationalism-
s-violent-and-fascist-agenda

Hindustan Times [Internet]. Dehli: HT Media, c2007. Mahajan
N. Our netas and their love for ‘hate speeches’; updated
2014 Sep 11 [cited 2020 Aug 15]. Available from: http://www.
hindustantimes.com/india/our-netas-and-their-love-for-hate-
speeches/story-aWuOV23mCKMwEDvCnt3W6K.html

Sundar A., Sundar N. Civil Wars in South Asia: State,
Sovereignty, Development. India. Sage India: 2014; 288 p.
Wikipedia. Wikipedia: Islam in South Asia. 2019 [updated
09:58, 15 August 2020; cited 16 August 2020]. https://
en.wikipedia.org/wiki/lslam_in_South_Asia

Wikipedia. Wikipedia: South Asia. 2007 [updated 16:27,

17 August 2020]; cited 20 August 2020] Available at:
https://en.wikipedia.org/wiki/South_Asia

The Diplomat [Internet]. Washington, DC: The Diplomat.
Pillalamarri A. How South Asia Will Save Global Islam;

2016 Jan 08 [cited 2020 July 16]. Available from: https://
thediplomat.com/2016/01/how-south-asia-will-
save-global-islam/

Wikipedia. Wikipedia: South Asian Association for Regional
Cooperation. 2005 [updated 06:02, 10 August 2020]; cited

20.

21.

22.

23.

24,

25.

26.

27.

28.

29.

16 August 2020]. https://en.wikipedia.org/wiki/South_Asian_
Association_for_Regional_Cooperation

South Asia Regional Overview. Available from: https://web.
archive.org/web/20081121043924

The News International [Internet] Pakistan: The News
International. Syed AZ. Sense and Sensibility in South Asia; 2015
March 13 [cited 2020 Aug 16]. Available from: https://www.
thenews.com.pk/print/28942-sense-and-sensibility-in-south-asia
Pew Research Centre [Internet]. Washigton, DC: Pew Research
Centre; c2004. The future of the Global Muslim population: Asia
pacific; 2011 Jan 27 [cited 2020 Aug 15]. Available from: http://
www.pewforum.org/2011/01/27/future-of-the-global-muslim-
population-regional-asia/

Runnymede. London: Runnymede: c2006. Commission on

British Muslims [cited 2020 Aug 16]. Available from: https://www.
runnymedetrust.org/projects-and-publications/past-projects/
commissionOnBritishMuslims.html

Stevenson A. Islamophobia: Oxford English Dictionary (3ed.).
Oxford University Press; 2015. eISBN: 9780191727665.

Meer N, Modood T. Refutations of racism in the ‘Muslim
question’. Patterns of Prejudice. 2009; 43(3-4): 335-54. doi:
10.1080/00313220903109250.

Bleich E. What is Islamophobia and how much is there? Theorizing
and measuring an emerging comparative concept. Am Behav Sci.
2011 Dec;55(12):1581-600. doi: 10.1177/0002764211409387.
Allen C. Islamophobia. Farnham, UK: Ashgate Publishing

Ltd.; 2010. Available at: https://serdargunes.files.wordpress.
com/2015/04/islamophobia-christopher-allen-2010.pdf

Kunst JR, Sadeghi T, Tahir H, Sam D, Thomsen L. The vicious circle
of religious prejudice: Islamophobia makes the acculturation
attitudes of majority and minority members clash. Eur ] Soc
Psychol. 2016;46(2):249-59. doi: 10.1002/ejsp.2174.

Espiritu FB. Islamophobia and the ‘negative Media portrayal

of Muslims. 2018. Available at: https://www.globalresearch.
ca/islamophobia-and-the-negative-media-portrayal-of-
muslims/5440451

Shadid W, van Koningsveld PS. The negative image of Islam and
Muslims in the West: Causes and solutions. Religious freedom and
the neutrality of the state: The position of Islam in the European
Union. 2002:174-96.

Ahmed S, Matthes J. Media representation of Muslims and Islam
from 2000 to 2015: A meta-analysis. International Communication
Gazette. 2017 Apr;79(3):219-44. doi: 10.1177/1748048516656305
Wikipedia. Wikipedia: 2000 Terrorist attack on Red Fort. 2014
[updated 19:07, 22 March 2020]; cited 10 August 2020]. https://
en.wikipedia.org/wiki/2000_terrorist_attack_on_Red_Fort
Wikipedia. Wikipedia: 2001 Indian Parliament attack. 2006
[updated 16:11, 14 August 2020]; cited 16 August 2020]. https://
en.wikipedia.org/wiki/2001_Indian_Parliament_attack

Wikipedia. Wikipedia: 2008 Mumbai attacks. 2008 [updated 04:07,
12 August 2020]; cited 16 August 2020]. https://en.wikipedia.org/
wiki/2008_Mumbai_attacks

Wikipedia. Wikipedia: List of Islamist terrorist attacks. 2012
[updated 20:37, 11 August 2020]; cited 15 August 2020]. https://
en.wikipedia.org/wiki/List_of_Islamist_terrorist_attacks
Wikipedia. Wikipedia: Death of Osama bin Laden. 2011

[updated 20:20, 15 August 2020]; cited 15 August 2020]. https://
en.wikipedia.org/wiki/Death_of_Osama_bin_Laden

Kronstadt KA. US terrorist links Pakistani ISI to Mumbai attacks,
Committee on Homeland Security, United States. In: Pakistan-U.S.
Relations Congressional Research Service (USA). 2012; 22-41.



30.

31.

32.

33.

34,

35.

36.

37.

38.

39.

40.

41.

42.

43.

44,

45.

46.

Jaffrelot C. Pakistan: Nationalism without a Nation. London: Zed
Books; 2002; 38 p.

The Express Tribune [Internet]. Pakistan: The Express Tribune.
Jawaid A. Pakistan’s non-‘anti-India’ generation; 2011 October

20 [cited 2020 Aug 16]. Available from: https://tribune.com.pk/
story/278219/pakistans-non-anti-india-generation/

The Chronicle of Higher Education [Internet]. Wachington, DC: The
Express Tribune; c1993. Kazi N. How not to fight Islamophobia;
2017 February 16 [cited 2020 Aug 16].Available from: https://www.
chronicle.com/article/How-Not-to-Fight-Islamophobia/239205
American Attitudes towards Arabs and Muslims. Washington,

DC: Arab American Institute; 2015. Available from: https://
d3n8a8pro7vhmx.cloudfront.net/aai/pages/11126/attachments/
original/1450651184/2015_American_Attitudes_Toward_Arabs_
and_Muslims.pdf?1450651184

Testa A, Armstrong G. “We Are Against Islam!” The Lega

Nord and the Islamic Folk Devil. Sage Open. 2012 Nov
18;2(4):2158244012467023. doi: 10.1177/2158244012467023
Hindustan Times [Internet]. Dehli: HT Media, c2007. Fear, unease
growing among Muslims in India, says outgoing vice president
Hamid Ansari; updated 2017 Aug 10 [cited 2020 Aug 16]. Available
from: http://www.hindustantimes.com/india-news/india-s-age-
old-values-breaking-are-down-outgoing-vice-president-hamid-
ansari/story-hg)26CJyQBrilj5ZPpHFRK.html

Luqiu LR, YangF. Islamophobia in China: news coverage,
stereotypes, and Chinese Muslims’ perceptions of themselves

and Islam. Asian] Commun. 2018 Nov 2;28(6):598-619. doi:
10.1080/01292986.2018.1457063

Awan |. Islamophobia on Social Media: A Qualitative Analysis

of the Facebook's Walls of Hate. International Journal of Cyber
Criminology. 2016 Jan 1;10(1). doi: 10.5281/zenodo.58517.
Toérnberg A, Tornberg P. Muslims in social media discourse:
Combining topic modeling and critical discourse analysis.
Discourse, Context & Media. 2016 Sep 1;13:132-42. doi:
10.1016/j.dcm.2016.04.003

Salleh MR. Life event, stress and illness. Malays ] Med Sci. 2008
Oct;15(4):9-18. PMID: 22589633; PMCID: PMC3341916.

Paykel ES. Contribution of life events to causation of psychiatric
iliness. Psychol Med. 1978 May;8(2):245-53. doi: 10.1017/
5003329170001429x. PMID: 652898.

Andrews G, Tennant C. Life event stress and psychiatric

iliness. Psychol Med. 1978 Nov;8(4):545-9. doi: 10.1017/
s0033291700018754. PMID: 724867.

Hammen C. Stress and depression. Annu Rev Clin Psychol.
2005;1:293-319. doi: 10.1146/annurev.clinpsy.1.102803.143938.
PMID: 17716090.

Faravelli C, Pallanti S. Recent life events and panic disorder. Am
J Psychiatry. 1989 May;146(5):622-6. doi: 10.1176/ajp.146.5.622.
PMID: 2712167.

Drake O. Faculty, Alumnus Discuss Concept of Islamophobia.
Wesleyan University Newsletter. 2007. Available at: https://
newsletter.blogs.wesleyan.edu/2007/11/20/1107islambook-htm/
Schneiderman N, Ironson G, Siegel SD. Stress and health:
psychological, behavioral, and biological determinants.

Annu Rev Clin Psychol. 2005;1:607-28. doi: 10.1146/
annurev.clinpsy.1.102803.144141. PMID: 17716101;

PMCID: PMC2568977.

Wikipedia. Wikipedia: Stress-related disorders. 2007 [updated
11:31, 15 October 2019]; cited 15 August 2020]. https://
en.wikipedia.org/wiki/Stress-related_disorders

47.

48.

49.

50.

51.

52.

53.

54,

55.

56.

57.

58.

59.

60.

61.

62.

63.

64.

Green BL. Psychosocial research in traumatic stress: an update.

J Trauma Stress. 1994 Jul;7(3):341-62. doi: 10.1007/BF02102782.
PMID: 8087399.

Cohen S, Kamarck T, Mermelstein R. A global measure of
perceived stress. ] Health Soc Behav. 1983 Dec;24(4):385-96.
PMID: 6668417.

Holmes TH, Rahe RH. The Social Readjustment Rating Scale.

J Psychosom Res. 1967 Aug;11(2):213-8. doi: 10.1016/0022-
3999(67)90010-4. PMID: 6059863.

Lee SA, Gibbons JA, Thompson JM, Timani HS. The

Islamophobia scale: Instrument development and initial
validation. Int ] Psychol Relig. 2009 Mar;25;19(2):92-105. doi:
10.1080/10508610802711137

Kunst JR, Sam DL, Ulleberg P. Perceived islamophobia: Scale
development and validation. Int ] Intercult Relat. 2013 Mar
1,37(2):225-37. doi: 10.1016/j.ijintrel.2012.11.001

Elliott GR, Eisdorfer C. Stress and Human Health. In: Health
Psychology. Ed by Broom A.K. Boston: Springer; 1989. https://doi.
org/10.1007/978-1-4899-3228-0_2.

Greenberg JS. Comprehensive stress management. 7th ed. New
York: McGraw-Hill; 2002.

Chockalingam A, Venkatesan S, Dorairajan S, Moorthy C,
Chockalingam V, Subramaniam T. Estimation of subjective

stress in acute myocardial infarction. ] Postgrad Med. 2003 Jul-
Sep;49(3):207-10. PMID: 14597781.

Stenstrém U, Wikby A, Hornquist JO, Andersson PO. Recent

life events, gender, and the control of diabetes mellitus. Gen
Hosp Psychiatry. 1993 Mar;15(2):82-8. doi: 10.1016/0163-
8343(93)90101-s. PMID: 8472944.

Simmons SP. Measuring emotional intelligence. New York:
Summit Publishing Group; 1997; 308 p.

Aggarwal S, Prabhu CH, Anand LC, Kotwal LC. Stressful life events
among adolescents: The development of a new measure. Indian J
Psychiatry. 2007 Apr;49(2):96-102. doi: 10.4103/0019-5545.33255.
PMID: 20711390; PMCID: PMC2917092.

Haviland MG, Sonne JL, Woods LR. Beyond posttraumatic stress
disorder: object relations and reality testing disturbances

in physically and sexually abused adolescents. | Am Acad

Child Adolesc Psychiatry. 1995 Aug;34(8):1054-9. doi:
10.1097/00004583-199508000-00015. PMID: 7665444.
Lowenthal B. The effects of early childhood abuse and the
development of resiliency. Early Child Dev Care. 1998 Jan
1;142(1):43-52 doi: 10.1080/0300443981420105.

Shaw JA. Children exposed to war/terrorism. Clin

Child Fam Psychol Rev. 2003 Dec;6(4):237-46. doi:
10.1023/b:ccfp.0000006291.10180.bd. PMID: 14719636.

Williams DR, Mohammed SA. Discrimination and racial disparities
in health: evidence and needed research. ] Behav Med. 2009
Feb;32(1):20-47. doi: 10.1007/510865-008-9185-0. Epub 2008 Nov
22. PMID: 19030981; PMCID: PMC2821669.

Gee GC, Ford CL. STRUCTURAL RACISM AND HEALTH INEQUITIES:
Old Issues, New Directions. Du Bois Rev. 2011 Apr;8(1):115-132.
doi: 10.1017/51742058X11000130. PMID: 25632292; PMCID:
PMC4306458.

Kunst JR, Tajamal H, Sam DL, Ulleberg P. Coping with
Islamophobia: The effects of religious stigma on Muslim
minorities’ identity formation. Int J Intercult Relat. 2012 Jul
1;36(4):518-32. doi: 10.1016/j.ijintrel.2011.12.014

Lazarus RS. Psychological stress and the coping process. New
York: McGraw-Hill; 1966.



Follow us on
social media

{ _=keep updated with current news
“and evenL:s of Consortium Psychiatri

(£ in] . 4
Facebook LinkedIn Twitter
¥ G conso

consortlumpsy @consortiumpsy @consortiumpsy




Consortium
PSYCHIATRICUM

www.consortium-psy.com



