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Dear colleagues,

| am pleased to introduce the second issue of Consortium Psychiatricum journal in 2021. It is a thematic issue devoted
to the forthcoming ICD-11 implementation and to the chapter on Mental, Behavioural and Neurodevelopmental
Disorders. From 2022, country members of the World Health Organization are recommended to start the transition
from ICD-10 to ICD-11. Knowledge of changes in the classification is essential for its further adoption along with
awareness of attitudes and concerns about ICD-11 innovations among mental healthcare professionals.

In this issue, we collected articles that, from our point of view, highlight the changes in the classification system and
at the same time reflect the views of professionals from different countries of the world.

The editorial article on ICD-11 Revision of Mental Disorders is presented by a group of experts including Dr. Melita
Vujnovic, WHO Representative to the Russian Federation, and Professor Geoffrey Reed who served as the Senior Project
Officer for the ICD-11 chapter on Mental, Behavioral and Neurodevelopmental Disorders and other related chapters.

Cultural aspects of mental disorders that play a substantial role in the new classification are explored in the review
article. Areport on the participation of Russian clinicians in the ICD-11 development and implementation is followed
by two research articles presenting studies of the attitudes of the Russian professional community regarding ICD-11
and the use of ICD-10 by Russian psychiatrists.

From this issue we start a new rubric in the journal - Discussion - where different views on the same problem
are presented. We publish two articles on the gender identity issue in relation to the fundamental changes made
in ICD-11 depathologizing transgender identities. A detailed review of the transgender concepts that preceded the
removal of gender identity from the mental disorders chapter is presented in one article, while another article focuses
on the problem of high mental health comorbidity prevalence in transgender people that may require close attention
by mental health professionals.

Another new rubric in the journal is named Historical Perspective. We plan to publish keynote papers of the past
that influenced progress in psychiatry, accompanied by commentaries by contemporary professionals, or papers by
contemporary authors that illuminate the historical background of the concepts that are still developed or discussed
in current times. In this issue, we publish an article about the evolution of approaches to schizophrenia diagnostics
from Kraepelin to the present.

A commentary on the perspectives of ICD-11 implementation in Russia is made by Professor Valery Krasnov who was
a principal in the ICD-11 field studies in Russia.

Our traditional rubric - Special Articles - on the organization of community mental care by countries, is also continued
in this issue. The experience of Qatar, Serbia and Italy is shared by distinguished experts from these regions.

I hope you enjoy reading this issue and that the topics raised can provoke a discussion in the professional community.

| welcome your views and comments in the Letters to the Editor.

George Kostyuk,

Editor-in-Chief, Consortium Psychiatricum
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Apucmomes e CanoHukax, Mpeyus

ABSTRACT

Mental health conditions in the World Health Organization (WHO) European Region affect more than 10% of the
population, with 140,000 lives lost annually to suicide. Comorbidity with other diseases is high. However, basic mental
health care is received by less than a third of patients. The COVID-19 pandemic has revealed the vulnerability of mental
health services to disruptions and underscored the need to integrate mental health into response strategies. One
of the flagship initiatives of the WHO European Programme of Work (EPW), 2020-2025: ‘United Action for Better Health
in Europe'is the establishment of a Mental Health Coalition at the European level. In this framework, reporting of health
statistics using the International Classification of Diseases 11t Revision (ICD-11) will begin on 1st January 2022. Clinical
utility, scientific rigour and wider cultural applicability were all of prime importance in the development of the ICD-11.
The 11th Revision was the end product of the most extensive global, multilingual, multidisciplinary and participative
process ever undertaken for this task, involving more than 15,000 experts from 155 countries, representing
approximately 80% of the world's population. With the adoption of the ICD-11 and the priority being given to mental
health, new ideas based on the 30 years of research since the approval of the ICD-10 will be widely adopted and applied.

AHHOTALUMA

Mcuxnyeckne pacctpoicTtBa B EBponerickom pernoHe BcemupHoONM opraHmsaumun 3apaBooxpaHeHus (BO3)
3aTparmsatoT 6onee 10% HaceneHus, NPy 3TOM eXeroHo B pe3ynbTate caMoybuiicte norrnbaet 140 000 yenosexk.
OTMeyaeTca Takxke BblCOKas KOMOPOUAHOCTL € APYrMMin 3abonesaHuaMU. OAHAKO 6a30BYHO NMCUXMATPUYECKYHO
MOMOLLb NMOy4atoT MeHee TpeTn nayneHToB. NaHaemusa COVID-19 BbisBUAa YA3BMMOCTb C/TYX6 NCUXMATPUYECKON
MOMOLLN B CIOXKMBLLUNXCSH YCNOBUAX N MOAYEPKHYNa HEOBXOANMOCTb MHTErpaLmim OXpaHbl NCUXNYECKOrO 340POBbS
B 06LLMe cTpaTernm pearnpoBaHus. OgHa 13 pnarMaHCcKMx MHULMaTB EBponerickoi nporpamMmel pa6oTel BO3 (EMP)
Ha 2020-2025 roabl: «COBMeCTHbIe AeNCTBUS A1 yNyyLleHNs 34paBooxpaHeHns B EBpone» — 310 co3gaHuve Koannumm



Mo oxpaHe NCUXMYECKOro 340POBbs Ha EBPOMNENCKOM YPOBHe. B 3ToW CBA3M NpeAcTaBneHne CTaTUCTUYECKNX JaHHbBIX

34paBOOXPaHeHMs C UCrob3oBaHveM 11- pegakummn MexayHapoaHol knaccudukaumm 6onesHert (MKB-11) HauHeTcs

1 AHBapA 2022 roga. KnnHn4veckasa nonesHocThb, Hay4dHada CTporoctb U bonee LMpoKad NpUMEHNMOCTb C y4eTOM

KynbTypanbHOM cneundurkn MMenn nepBocTeneHHoe 3HaveHne npu paspabotke MKB-11. 11-9 Bepcus cTana MTorom

CcamMoro mMacLTabHoro rnobasibHOro, MHOrosi3bI4YHOro " MynbTUANCUMNINHAPHOIO npouecca nepecMoTpa, Koraa-

6o NpeanpuHMMaBLLErocs Aas peLleHnsa NoAobHoM 3agaun, ¢ ydactmem 6onee 15 000 akcnepToB 13 155 cTpaH,

yTO cocTaBnseT npumepHo 80% HaceneHus mupa. C npuHaTnem MKB-11 1 nosbllleHeM BHUMaHUSA K npobaemam

NCNXn4eckoro 340poBbsA HOBblIE NAeN, OCHOBaHHbIE Ha pe3y/ibTaTaX I/ICCﬂe;I,OBaHI/II?I 3a nocnegHue 30 neT C MOMeHTa

yrBepXaeHus MKB-10, nonyyart lWrpokoe pacnpocTpaHeHne N NnpuMeHeHue.

Even before the COVID-19 pandemic, the number
of individuals with mental health conditions in the WHO
European Region stood at over 110 million people,
equivalent to more than 10% of the population.!?
Moreover, 140,000 lives are lost each year in the Region
to suicide, an unacceptably high figure that includes an
increasing number of young people.® Comorbidity with
other non-communicable diseases (NCDs)* and with
communicable diseases such as tuberculosis>® and
HIV7 is frequent, with mental health conditions sharing
many of the same risk factors. Yet, out of all those in the
European Region with the most common mental health
conditions - depression and anxiety - the proportion
receiving even basic care and support is at best a third,
and as low as 5-10% in some European countries.'?

The COVID-19 pandemic has revealed to an even
greater extent the vulnerability of public health systems
to health emergencies, particularly related to disruptions
to mental health services. It has underscored the need
to integrate mental health into present and future
preparedness and response strategies.

The WHO European Programme of Work (EPW),
2020-2025: «United Action for Better Health in Europe»,
adopted in Copenhagen last September at the 70th
session of the WHO Regional Committee for Europe,
consists of four flagship initiatives that complement its
three core priorities. They are intended as accelerators
of change, mobilizing around critical issues that feature
prominently on the Member States’ agendas. One of these
four flagship initiatives is the establishment of a Mental
Health Coalition at the European level. The upcoming
World Health Assembly 2021 will devote considerable
attention to mental health as a crucial part of a whole-

of-society approach and universal health coverage, and
to the WHO's capacity to strengthen its work on mental
health at global, regional and country levels, through the
updated Mental Health Global Action Plan for 2013-2030.

With the ICD-11 approval by the World Health Assembly
in May 2019, after more than a decade of intensive work,
the transition from ICD-10 to the new ICD-11 for all
Member States of the WHO has officially begun. Member
States will be able to begin reporting health statistics
using the ICD-11 as a framework from 15t January 2022.

The development of the ICD-11 chapter on Mental,
Behavioural and Neurodevelopmental Disorders has
been informed by several core principles, including
clinical utility, international, transcultural and global
applicability, and a multidisciplinary approach.®
Clinical utility was considered to be among the most
important elements because it would determine the
system’s acceptance by practitioners and therefore
influence its role in treatment design and various
administrative and social functions, including pensions
and legal determinations.®

The  Clinical Descriptions  and
Guidelines (CDDG) for ICD-11 Mental, Behavioural
and Neurodevelopmental Disorders has followed

Diagnostic

this same approach based on a strong scientific
methodology."®" It demanded collaboration among
hundreds of international experts in specific fields
and extensive collaboration with WHO Member
States, funding agencies and professional and
scientific societies. This was the most extensive
global, multilingual, multidisciplinary and participative
process ever undertaken for the development or the
revision of a classification system for mental disorders.



It included more than 15,000 experts from 155
countries, representing approximately 80% of the
world’s population.'?

Prime features of the development of the ICD-11 CDDG
were: 1) the systematic gathering and distilling of data
and information; 2) a lifespan approach rather than
a cross-sectional conceptualization; 3) a focus on more
pragmatic indices, including long-term comorbidity and
disability. The sources and the final text of the Diagnostic
and Statistical Manual of Mental Disorders, 5t Edition
(DSM-5) were also carefully reviewed. While there are
considerable differences between the ICD-11 and the
DSM-5, these are substantive and intentional rather than
accidental, unnecessary or unsupported by data.

Comorbidity is considered to be one of the most
problematic issues in modern classification systems
along with the excess fragmentation of nosological
entities, sometimes referred to as the ‘atomization
of psychopathology'.’** Some of the changes in the
ICD-11 were made to decrease this artificial comorbidity,
using broader categories like Bodily Distress Disorder
and dimensional approaches, such as in Personality
Disorder. A developmental approach to mental disorders
has also unified the classification of child and adult
presentations, with attention to presentations in older
adults. This has facilitated the emphasis within the
ICD-11 on a recovery-based viewpoint. Whereas the
ICD-10 used a dichotomy between organic and non-
organic mental disorders, such a rigid conceptualization
was avoided in the 11t Revision.

A substantially new structure for the subclassification
of mental disorders was followed (Table 1), which is also
broadly compatible with the structure of the DSM-5.
Regarding the disorders related to sexuality, paraphilic
disorders (referred to as disorders of sexual preference
in the ICD-10) were retained in the chapter on mental
disorders. Sexual dysfunctions and gender incongruence
(called Gender Identity Disorders in the ICD-10) were
moved to a novel chapter specifically created for
conditions related to sexual health."

Several new nosological entities were created on the
basis of data that had emerged since the approval
of the ICD-10. Examples of such new entities are
Bipolar Il Disorder, Body Dysmorphic Disorder and
Hoarding Disorder. Another unique characteristic is the
adoption of a dimensional approach; in particular,
it is notable that this was used not only for personality

Neurodevelopmental disorders

Schizophrenia and other primary psychotic disorders
Catatonia

Mood disorders

Anxiety and fear-related disorders
Obsessive-compulsive and related disorders
Disorders specifically associated with stress
Dissociative disorders

Feeding and eating disorders

Elimination disorders

Disorders of bodily distress and bodily experience
Disorders due to substance use and addictive behaviours
Impulse control disorders

Disruptive behaviour and dissocial disorders
Personality disorders

Paraphilic disorders

Factitious disorders

Neurocognitive disorders

Mental and behavioural disorders associated with pregnancy,
childbirth and the puerperium

Psychological and behavioural factors affecting disorders or
diseases classified elsewhere

Secondary mental or behavioural syndromes associated with
disorders or diseases classified elsewhere

disorders but also for psychotic disorders. The extent
to which this revolutionary change will be adopted
by practitioners and its impact on reported data
remain to be seen.

Cultural applicability'®® was also of prime importance
and therefore flexibility in clinical judgement was allowed,
facilitating the incorporation and utilization of local
knowledge when it can aid in clinical decisions.

The ICD-11 represents the first revision of the ICD for
nearly 30 years and reflects both an unprecedented



effort and advances in methodological quality. With the
end product now in place, the most difficult phase, that
of rigorous implementation should begin, with a focus
on training and on adoption of the ICD-11 in training and
educational curricula.

Melita Vujnovic and Olga
Manukhina conceptualized the paper and provided
feedback on the manuscript; Konstantinos N. Fountoulakis
and Pavlos N. Theodorakis drafted the first version of the
manuscript; Geoffrey M. Reed revised and edited the
manuscript. All authors approved the final version of the
manuscript.
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Pratap Sharan, Gagan Hans MpaTan WapaH, MaraH XaHc
The Department of Psychiatry All India Institute of Medical AenapmameHm ncuxuampuu, BceuHoulickuli uHcmumym
Sciences, New Delhi, India MeouyUHCKUX Hayk, Heto Jenu, IHOus

ABSTRACT

The challenge of producing a classificatory system that is truly representative of different regions and cultural
variations is difficult. This can be conceptualized as an ongoing process, achievable by constant commitment
in this regard from various stakeholders over successive generations of the classificatory systems. The objective
of this article is to conduct a qualitative review of the process and outcome of the efforts that resulted in the
ICD-11 classification of mental, behavioural and neurodevelopmental disorders becoming a global classification.
The ICD-11 represents an important, albeit iterative, advance in the classification of mental, behavioural
and neurodevelopmental disorders. Significant changes have been incorporated in this regard, such as the
introduction of new, culturally-relevant categories, modifications of the diagnostic guidelines, based on culturally
informed data and the incorporation of culture-related features for specific disorders. Notwithstanding, there
are still certain significant shortcomings and areas for further improvement and research. Some of the key
limitations of ICD-11 relate to the paucity of research on the role of culture in the pathogenesis of illnesses.
To ensure a classificatory system that is fair, reliable and culturally useful, there is a need to generate
empirical evidence on diversity in the form of illnesses, as well as mechanisms that explain these in all the
regions of the world. In this review, we try to delineate the various cultural challenges and their influences
in the formulation of ICD-11, along with potential shortcomings and areas in need of more improvement and
research in this regard.

AHHOTALUMA
3ajava Co3jaHusa KnaccUPUKauMoHHOM CUCTEMBbI, KOTOpas AEeNCTBUTENbHO 6bl yYUTbiBana pervoHajnbHble
N KynbTypalibHble pasivunsg, ABASETCA AOCTaTOYHO C/IOXHOW. DTO JAOATUIA MNpoLecc, OPUEeHTUPOBAaHHLIN
Ha nocnejyolime M3MeHeHUs Knaccudukaumm, € yydacTMeM BCeX 3aMHTepecoBaHHbIX CTOPOH. Llenb fgaHHOM
CTaTbW - NPeACTaBUTb CofepXaTesbHblli 0630p 3TamoB Pa3paboTKM M Pe3ynbTaToB YCUAWA, KOTOpble NMpuBenn
K TOMy, 4YTO Knaccudukaumsa MCUXnYecknx, noBedeHUeCcKnX pPacCTPONCTB U HeMpOMnCUXUYECcKoro pasBuUTUSA
B MKB-11 ctraHOBUTCS MouCTMHe raobanbHOW, T.e. NMpuMeHUMON Bo Bcem Mupe. MKB-11 fenaeT BaxHbIN
oyepefHON LIar Brepej B pasBUTUN knaccudukaumm. 3TO CBA3AHO C TaKUMU 3HAUMMBIMU U3MEHEHUAMU, Kak
BHECEeHMe HOBbIX KyNbTypanbHO 3HAUMMbIX KaTeropui, 0bHOBEHVE AMArHOCTUYECKUX YKa3aHWA B COOTBETCTBUM
C AAHHBbIMW, MOAYYEHHBLIMW B Pa3HbIX CTPaHax, W y4eT KynbTypanbHOW cneundukmn onpejeneHHbIX pacCTponCTB.
HecmoTpa Ha 370, BCe elle MMEKTCA HeKOTopble CYLLeCTBEeHHble HeoCTaTku 1 BMecTe C TeM BO3MOXHOCTU
AN pasBUTUS N NpPOBefeHNs nccnefoBaHWi. HekoTopble K3 kao4veBblX orpaHuyeHuii MKB-11 cBsi3aHbl



C HeJOCTaTOYHbIM M3yYeHVEeM POAU KyNlbTypbl B nMatoreHese 3aboneBaHWi. [na obecneyeHUs SCHOW, HAAEXHOW

M MONe3HON C YY4E€TOM KY/IbTYPHOro KOHTEKCTa K}'IaCCI/Iq)I/IKaLLVIOHHOI‘/JI CncTemMbl HeO6XO,£I,I/IMO CO6paTb BOE€AMHO

aMNMpuYeckne AokasaTesbHble AaHHble O pa3HOo0bpa3vn MpoaBAeHWM 6onie3Hel, a Takke WX MaToreHesa,

B pa3HbIX pervoHax mupa. B 3ToM o630pe genaetca nonbiTka 0603HaunTb n3meHeHnsa MKB-11, cBA3aHHble

C PasINYHbIMM KyNbTypaZibHbIMW acnekTaMn, a TakXKe MoTeHUMa/ibHble HeAOCTaTKu U nyTu p,aaneVlLuero

coBepLueHCTBOBaHMA C OI'IOpOIZ Ha mnccnejgoBaHMM B 3TOM HanpaB/aeHUN.

INTRODUCTION

The establishment, maintenance and revision of the
International Classification of Diseases and related health
problems (ICD) is a core constitutional responsibility
of the World Health Organization (WHO). Revisions
are undertaken at regular intervals to keep abreast
of the recent scientific advances in understanding
various disorders.

Cultural considerations are important in terms
of classification, as they improve diagnostic assessments
when cultural issues are involved, reduce iatrogenic harm
resulting from the misdiagnosis of cultural problems,
improve the treatment of such problems by stimulating
clinical research and encourage clinical training centres
to address the cultural dimensions of human existence.
However, an international classification system has
to strike a pragmatic balance between the need for
a universal classificatory system that can facilitate the
reliable communication of clinical information across
geographic and cultural boundaries, while retaining the
ability to be contextually and culturally relevant during
the clinical encounter," as this encounter translates into
health information and health action.

A universalizing approach is detrimental to health
information since the multiplicity of cultural expressions
of mental disorders lead to difficulties in diagnoses, as
exemplified by a 34-fold difference in the prevalence
of social anxiety disorder in various cross-national
studies, utilizing similar methodologies? and by markedly
different prevalence rates for ADHD in the regions,
utilizing the ICD and DSM classification system.2 Although
these differences could be due to multiple reasons,
it is possible that the guidelines that are based on
the experiences of a few cultures, fail to capture the
expression of the disorders in others. In addition
to difficulties in correctly labelling/diagnosing cultural

variants of mental disorders, treating sociocultural
manifestations and processes as epiphenomenal,
may impact on the understanding of the etiological
role of cultural factors in the development of mental
disorders.* Ignoring the sociocultural aspects of mental
illness may have scientific consequences, however,
equally important are the social justice repercussions
of this approach, e.g., the risk of misdiagnosis and
perpetuation of clinical stereotypes, based on race,
ethnicity, gender, religion and sexual orientation.
There is, therefore, a need to explore the alternate
symptom expressions, variations and overlap between
the different disorders, risk moderation and exploratory
models in diverse cultures for a comprehensive and
inclusive nosology.5

The objective of this article is to conduct a qualitative
review of the process and outcome of the efforts that
resulted in the ICD-11 classification of mental, behavioural
and neurodevelopmental disorders becoming a global
classification.

ATTENTION TO CULTURAL ISSUES IN ICD-11

The ICD-10 Clinical Descriptions and Diagnostic
Guidelines (CDDG) has previously noted the presence
of cultural variations in the expression of disorders under
broad disorder groupings (e.g., somatoform disorder)
and in help-seeking and illness-related behaviours.
However, considerations related to culture were not
systematically incorporated in the manual."” This led
to a situation in which a number of national and
regional adaptations were proposed to address cultural
variations in the expression of mental disorders,
including the Chinese Classification of Mental Disorders,
the Japanese Clinical Modification of the ICD-10, the
Latin American Guide for Psychiatric Disorders and the
Cuban Glossary of Psychiatry.®



The ICD-11 has been developed for global application.
Reflecting the cultural context in which clinical encounters
take place is likely to enhance this goal. Accordingly,
ICD-11
impacting all patient encounters rather than focusing on

has emphasized cultural considerations as
a few exotic (and rare) culture bound syndromes.

THE PROCESS OF ICD-11 DEVELOPMENT

The WHO implemented several strategies to enhance
the cultural applicability of the ICD-11 mental and
behavioural disorders classification. The first strategy
was an international and multilingual review of the
literature to evaluate major trends, themes and areas
of active debate related to the classification of mental
disorders, in particular, with regard to clinical utility
in low- and middle-income countries® (LMIC).* This
was carried out in addition to gathering information
and recommendations on the alternate descriptions
of various disorders. A systematic analysis of country-level
and regional diagnostic systems for mental disorders was
also conducted along these lines. For example, the Third
Cuban Glossary of Psychiatry included several categories,
not featured in the ICD-10, which focus specifically on
problems related to functioning in the family environment
(e.g., among people with intellectual disabilities)."® This
is consistent with a strong cultural emphasis on family
in Cuba, as compared with the USA or Western Europe
but may also have significant utility for treatment
planning, given that the family is likely to be a key vehicle
for support and social inclusion, in many countries. The
second strategy was significant engagement of the
diverse constituency groups and consultation with the
representatives of various geographical regions of the
world." This information was supplemented with surveys
of psychiatrists'? and psychologists™ in collaboration
with other leading organizations, including the World
Psychiatric Association (WPA). The third strategy was
to adopt greater flexibility in the description of the various
psychiatric disorders to make them more inclusive for
varying presentations.'*'® This strategy also advocated

the utilization of prototypical descriptions, as opposed
to lists of criteria, to facilitate the inclusion of cultural
variations, as well as contextual and health system factors,
affecting diagnostic practice.'® The fourth strategy was
to conduct a series of systematic field studies, focusing on
clinical utility and global applicability through a network
of field study centres in large LMICs.>' In addition, the
field testing of ICD-11 has further enhanced the validity
and reliability of various disorders, cutting across cultural
groups globally, with regard to its accuracy, consistency
and clinical utility. All these developments led to the
infusion of sociocultural perspectives, with structural
features to support the cultural utility of ICD-11.14"7

The WHO constituted a working group, with the primary
aim of developing cultural guidance for the ICD-11
CDDG. The 'ICD-11 Working Group on Cultural Influences'
formulated certain relevant questions for eliciting the
factors which account for cultural variations that were
related to: (1) the influence of culture on the presentation
of disorders and the mechanisms thereof, (2) whether
the differences in the prevalence of various disorders
between populations could be attributed to cultural
factors and linked to cultural mechanisms and (3) the
identification of cultural concepts of distress (idioms,
syndromes, explanations/causes) in various cultural
groups, which are related to various disorders.! An
example of the recommendations that emerged from
this exercise is presented in Box 1.

The fact that classification in psychiatry is still essentially
based on the best judgement of a group of experts, who
tend to rely on data, largely generated from the western
populations, make its global applicability questionable.'
The WHO has sought to include a significant number
of members in the different working groups from LMIC,
to tap into diverse cultural experiences for inclusive
decision-making.1%2° An example of recommendations
that emerged from discussions within various workgroups
is highlighted in Box 2.

*  WHO Member States are grouped into four income groups [low, lower-middle, upper-middle and high] based on the World Bank list of classification
of economies, which is based on the gross national income per capita estimates®



Box 1: cultural considerations for adjustment disorder:

. Adjustment disorder may be exacerbated by limited family or community support, particularly in collectivistic or sociocentric cultures.
In these societies, the focus of the worry may extend to stressors, affecting close relatives or friends.

. Adjustment disorder reactions that include dissociative symptoms may be more prominent in certain cultural groups.

. Symptoms of the disorder may be influenced by local idioms (e.g., susto or espanto [fright] in Central America) that are associated

with fear or subsequent worry regarding a stressor with strong cultural connotations (e.g., becoming suddenly frightened when
crossing an unpopulated area alone at night). These idioms are also applicable to anxiety disorders.

Box 2: cultural variant of rumination-regurgitation disorder:
deliberationof the workgroup on eating disorders

A case vignette from South Asia was presented to the work group that did not fit the modal presentation of rumination disorder, along with
relevant literature from the region.22

The case: MS, is a 16-year-old boy. He was referred form the gastroenterology outpatient department because of ‘persistent vomiting’ and
loss of weight over a two-year period for which medical-surgical causes could not be established.

He presented with a history of 'vomiting’ after meals, initially after an occasional meal and, subsequently, after each meal. He reported
a sense of fullness and pain in his abdomen after meals but no nausea. The ‘vomiting’ was spontaneous and was preceded either by no
or minimal retching and was described as ‘a filling up of the mouth by the recently consumed food/beverages.’ He never induced ‘vomiting’
and did not try to vomit in secret. The contraction of the abdominal muscles to facilitate ‘'vomiting’ was reported in the initial six months,
but ‘vomiting’ became automatic with the passage of time. He had cut down on food “to avoid vomiting”, to 25% of his usual intake. His
weight at the time of admission was 40 kilograms and he had lost 37% of his weight, compared with his premorbid state. His BMI was 14.28.
He had stopped interacting with anyone other than his immediate family and had not attended school for the last 18 months, because
of persistent ‘vomiting.’

The patient did not consider himself overweight at his premorbid weight (62 kilograms). He used to exercise regularly before the onset
of iliness and had continued to do so for the initial six months, when he was ‘vomiting’ occasionally after meals. Though, he did not report
any dismay at his current emaciation, he accepted that an effort to increase his weight was justified. He denied binge eating or a conscious
motivation to diet, use of laxatives or diuretics. He did not report sustained sadness or depressive thoughts. He had complained of aches
and pains for the last 18 months and had almost stopped walking without assistance for the last three months.

Discussion in the working group: MS would not meet the requirement for a typical case of rumination disorder in ICD-11, because although
the food comes back up without retching, it is not re-chewed and re-swallowed, or spat out. It is not held in the mouth for any length of time
and does not go up and down the oesophagus. Instead, as in the case of vomiting, it comes up and is expelled in one movement.

The solution: In the culture-related features (as known and relevant) for rumination disorder, it was clarified that: certain cases of what
has been considered to be ‘psychogenic vomiting’, particularly in South Asia, may actually be cultural variants of rumination disorder, and
the latter should be regarded as a differential diagnosis, in cases of psychogenic vomiting.

This cultural variant of rumination disorder is characterized by repeated regurgitation of food, that is usually associated with the emptying
of the mouth, rather than re-chewing or re-swallowing. Initially, individuals with this disorder seem to volitionally (usually by contracting
abdominal muscles) (as inferred from detailed clinical evaluation of their behaviour) and repeatedly bring up partially digested food back
into the mouth (i.e., regurgitation) after being previously swallowed, with relative ease; there is minimal physical discomfort or anxiety,
associated with this behaviour. Rumination disorder should only be diagnosed if the behaviour is frequent (at least several times per week),
occurs over a period of several weeks (e.g., at least four weeks). The diagnosis of rumination disorder should not be made in the context
of an associated medical condition (e.g., oesophageal strictures or neuromuscular disorders affecting oesophageal function), when the
medical condition wholly accounts for the behavioural symptoms. Subsequently, effortless regurgitation seems to become automatic, and
at times, progresses to regurgitating the entire meal after most meals. If substantial weight loss occurs, evaluation for anorexia nervosa may
need to be considered. Compared to psychogenic vomiting, rumination disorder is diagnosed when the regurgitation is relatively effortless
in nature and appears to be volitional, at least in the early stages of the disorder.
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Compatibility

of ICD-11 with DSM-5
Both ICD-11 and DSM-5 accept that culture plays an
important role in the distress, perceptions, coping,
support and help-seeking for all patients.

Efforts were also undertaken to make ICD-11
and DSM-5 more compatible with one other
in terms of the definitions of mental disorders.?+?
both ICD-11 and DSM-5 exclude
culturally approved responses to
such as

For
the
stressors or

example,
common
losses, bereavement and

social deviation." These have been mentioned
in the definition of the mental disorders in DSM-5;
in ICD-11, in the
diagnostic guidelines for the specific disorders,
namely, distinguishing bereavement reactions from

depression and socially stigmatized sexual behaviours

they have been highlighted

from paraphilic disorders.

THE PRODUCT

Introduction of culturally relevant new categories
The approach, adopted in ICD-11, in which greater
significance has been given to the data from the
LMICs, has resulted in the inclusion of certain newer
categories of disorders. The understanding is that these
can result in better recognition of the transcultural
representation of such a group of disorders. An example
is given in Box 3.

Modification of diagnostic guidelines,

based on culturally informed data

Certain modifications have been made to the diagnostic
guidelines, to ensure wider applicability in the different
regions of the world, as in the case of social anxiety
disorder (Box 4).

Culture-related features for specific disorders

There is a dedicated section in the accompanying
text relating to the cultural considerations for all the
disorders in ICD-11, which summarizes information
on cultural variations in terms of describing distress,
symptom patterns, dysfunctions and course, with a view
to promoting a culturally sensitive application.’® Certain
examples are given in box 5. The focus, here, was on
providing pragmatic, actionable material to assist clinicians
in their evaluation of patients, using the ICD-11 guidelines
and reducing bias in clinical decision-making, by facilitating
diagnostic assessment in a culturally informed manner.!

POTENTIAL SHORTCOMINGS IN NEED OF
IMPROVEMENT OR AREAS IN NEED FOR RESEARCH
Omitted disorders

Certain ICD-10 disorders that were commonly diagnosed
in LMICs have been omitted from ICD-11. This could lead
to diagnostic, treatment and research uncertainty, as
well as causing coding difficulties. Some examples are
mentioned in Box 6.

Box 3: examples of culturally relevant new categories

Avoidant/restrictive food intake disorder (ARFID)

ARFID and anorexia nervosa are both characterized by dietary restriction or food avoidance but the core disturbance in terms of experiencing
the body weight or shape, is absent in patients with ARFID.% The factors contributing to the eating disturbance in ARFID, include little interest
in eating and/or avoidance of multiple food types. The avoidance of specific food types may be based on sensory properties or on perceived
adverse consequences. The importance of somatic factors has emerged, as a result of descriptions provided by LMICs.%

Box 4: example of modification of diagnostic guidelines, based on culturally informed data

Social anxiety disorder

It has been established in cross cultural research with taijin kyofusho in Japan and Taein kong po in Korea, that as part of the symptomology
of the social anxiety disorder, the fear of negative evaluation by others can take the form of fear that the individual may offend others
in addition to or instead of fear that the person will feel embarrassed or humiliated, as a result of engaging in the social behaviour.
Similar findings of the fear of offending others in social anxiety disorder, has also been found in certain studies in western settings.? The
modifications in the diagnostic guidelines for social anxiety disorder allow for inclusion of these varied transcultural presentations of social

anxiety in ICD-11.1
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Box 5: examples of culture-related features for specific disorders

Depression

Although the symptoms of sadness and anhedonia have been retained as the principal symptoms of depression in ICD-11, clinicians are
informed in this section that the somatic symptoms can predominate among patients with depression. This has been demonstrated in studies
from LMICs and there may be significant cultural variability as to whether and how patients discuss their emotions with their clinicians.

Post-traumatic stress disorder

Culture-related features in PTSD in ICD-11 state that culturally sanctioned and recognized expressions or idioms of distress, explanatory
beliefs and cultural syndromes, may be a key element of the trauma response. These may influence the symptomatology and comorbidity,
particularly through somatization, as well as having emotional, cognitive and behavioural expressions of distress. These cultural-related
features have been based on a number of observations, particularly among patients from LMICs. For example, cultural idioms of distress
commonly present as somatic symptoms, such as ohkumlang (tiredness) and bodily pain among tortured Bhutanese refugees or as possession
states in countries like Guinea Bissau, Mozambique and Uganda. This may take the form of susto (fright) among Latino populations, as
kit chraen (thinking too much) and sramay (flashbacks of past traumas in the form of dreams and imagery that pervade one’s waking life)
in Cambodia. All these cultural idioms can influence the presentation and interpretation of PTSD among the affected populations.'®

Box 6: examples of ICD-10 disorders omitted in ICD-11

Neurasthenia

The ICD-11 has proposed a simplified category relating to bodily distress disorders to replace all the categories within the group of somatoform
disorders, with the exception of hypochondriasis. This simplification of the diagnostic category may result in over-inclusiveness of various
cultural phenomena, within the ambit of this category.

Though virtually unused in western countries, neurasthenia was for many years by far the most commonly diagnosed mental disorder
in outpatient and community settings in China.? The Chinese conceptualization of neurasthenia attaches equal diagnostic weight to somatic,
cognitive and emotional symptomatology, and in this respect differs from western diagnostic constructs. A wider application of western
classification systems in Chinese psychiatric research, has contributed to the marginalization of neurasthenia as a residual somatoform
category in the specialist mental health sector. The fact that the diagnostic category of neurasthenia is still widely used by general physicians
and psychiatric practitioners, and is also widely understood by lay people in both urban and rural China,? suggests that it has continuing
clinical utility that should be examined further.

Psychogenic vomiting

Psychogenic vomiting has been removed from ICD-11 as a diagnostic entity, as it is not clear whether it is a mental disorder. While, certain
cases of psychogenic vomiting would be diagnosed as cultural variants of rumination disorder (Box 2), other cases of psychogenic vomiting
would now be diagnosed as an unspecified eating disorder or as cyclical vomiting (not a mental disorder).

Psychogenic vomiting is the most common eating disorder diagnosis among psychiatric service users in the Indian subcontinent. However,
eating disorders like anorexia nervosa, bulimia nervosa and binge eating disorders are uncommon in clinical, as well as community samples.®®
In a chartreview of cases of eating disorders in a tertiary care centre in South India, 85.4% were diagnosed as having psychogenic vomiting and
14.6% as having anorexia nervosa.3! The female to male ratio for psychogenic vomiting (1.33%) was less than that for anorexia nervosa (5%).

Psychogenic vomiting can be a highly disabling condition®2 that is often misdiagnosed.** Under-recognition of this disorder can lead
to delayed treatment, as well as affecting research efforts. The brain-gut may be involved in the modulation of stress, resulting in unexplained
nausea and vomiting, and the association between these needs to be investigated.33*

Lack of focus on implementation and the client
Significant changes have been made in ICD-11 for
inclusion of cultural variables in the nosology. However,
guidance on implementation, training and application
in diverse settings remain to be fully addressed.

While social science research has demonstrated the
importance of culture in shaping psychiatric illness,
clinical methods for assessing the cultural dimensions

of illness, have not been adopted as part of routine care.
The reasons for limited integration include the impression
that attention to culture requires specialized skills,
is only relevant to a subset of patients from unfamiliar
backgrounds and is too time consuming to be useful.
In the DSM-5, the Outline for Cultural Formulation (OCF)
provides a framework for clinicians to organize cultural
information, relevant to diagnostic assessment and
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treatment planning. The Cultural Formulation Interview
(CFI) operationalizes the process of data collection for the
OCF. A key goal of the CFl is to place the experience of the
patient at the centre of the encounter, allowing the clinician
to appreciate the personal, interpersonal and larger
social contexts in which the problem, its interpretation
and clinical presentation, emerge. A framework for the
collection of cultural and individualized information, may
facilitate culturally competent encounters. However, the
ICD-11, as a classification for all illnesses is not intended
to provide support for individual evaluation, including for
psychiatric purposes. Clinicians wishing to assess cultural
issues for ICD-11 could use interviews like the DSM-5
CFl, Brief Cultural Interview,3¢ the McGill lliness Narrative
Interview®? or other approaches,® along with the ICD-11.

Furthermore, the cultural context and/or clinician values
may impact diagnosis regarding cultural issues. Clinicians'
awareness of and training relating to the diagnostic
implications of cultural issues are necessary, as they may
impact potential prognosis. Encouraging clinicians’ self-
awareness, in addition to being knowledgeable in relation
to diversity factors, can aid in furthering diagnostic
accuracy. However, this may require the incorporation
of the concept of culture in the general training of mental
health and primary care professionals.

Cultural issues may become pertinent for classification
and diagnosis in multiple ways. The ICD-11 provides
guidance on the assessment of pathological cultural
symbols and expressions (e.g., religious delusions,
trance and possession). However, clinicians may also
have to manage cases with non-pathological cultural
issues, which would be coded under ‘Factors influencing
health status and contact with health services (Z codes
in ICD-10) (e.g., life-cycle transitions, acculturation
difficulties, issues related to sexual attitude, behaviour
and orientation, mystical experiences, etc.). Cases may
involve concurrent mental disorder with non-pathological
cultural issues (e.g., obsessive-compulsive disorder
with religious rituals), whereby Z codes may be used
in addition to mental disorder diagnosis. ICD-11 describes
such conditions but does not provide guidance on their
differentiation from pathology and labelling.

The incorporation of cultural consideration
in classification should shift from an exclusive focus on

pathology (differential diagnosis, source of pathology)

to an understanding of the client's current issues and
methods for treating them appropriately. ICD-11 has
not adequately addressed this shift. However, an issue
in this regard is the limited research available on markers
of or criteria for pathology in cultural phenomena (e.g.,
intense focus on sin vs. scruples). In addition, there
is a need to understand how practitioners are utilizing
the Z Codes for assessment of cultural issues.

One of the limitations of the international nosology
classificatory systems, is the fixation of phenomenological
boundaries of the disorders, leading to the exclusion
of culturally/contextually influenced variants of symptom
expression. 2 As the cartesian mind-body distinction
is not recognized worldwide, as suggested by the
conceptualization of neurasthenia in China, alternate
models regarding the separation of affective disorders,
anxiety and somatoform, could be evaluated for
validity.? Similarly, cultural concepts which overlap with
multiple diagnoses like ataques de nervios (with panic
disorder, posttraumatic stress disorder, intermittent
explosive disorder)?® and dhat syndrome (health anxiety,
somatoform, depressive and anxiety disorders)* could
be evaluated as alternate formulations, that may be
more valid for capturing the relevant phenomena
(in terms of expression, as well as mechanism) within
specific cultures.

At the same time, we need to recognize that the
global mental health push, including the classificatory
systems, are also influencing the cultural diversity
in approaches to health and illness. The previously
western syndrome of “depression” is becoming a master
narrative among clinicians in diverse communities, where
cultural syndromes are disappearing (e.g., neurasthenia
in China, dhat syndrome in India, Hwabyung in Korea, and
Taijin-kyofusho in Japan). The hybridization of cultures
may alter the shape of alternate formulations.

CONCLUSIONS

Atruly culturally sensitive classification of mental disorders
is difficult to achieve for global use. The ICD-11 represents
an important, albeit iterative, advance in this regard.
The various changes made in the ICD-11 have added
a consistent cultural lens to the diagnostic classification.
The guidance for cultural considerations in ICD-11 should
enhance the clinical utility of the constituent diagnostic



constructs and help clinicians make culturally informed
decisions. However, the limitations of ICD-11 with regard
to cultural praxis also have to be understood.

Certain limitations of ICD-11 are related to the paucity
of research on the role of culture in the pathogenesis
of illnesses in non-western cultures. For a classificatory
system that is fair, reliable and culturally useful, there
is a need to generate empirical evidence on diversity,
as well as mechanisms that explain these from the
perspectives of all the regions around the world.#
This requires a strengthening of the research base for
culture informed studies in LMICs, so they can better
participate in the development of a culturally-fair, global
classificatory system. Future research on the cultural
framework of psychiatric conditions is not only important
in better understanding these conditions but also makes
the classificatory systems more acceptable globally.

Finally, there is a need to understand the limits
of a cultural approach to health, which does not
systematically address the range of social structural
determinants (e.g., political and economic contexts)
of health, but may be equally as important for clinical
assessment and

intervention in terms of cultural

knowledge.*?
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ABSTRACT

The World Health Organization (WHO) has officially approved the next version of its global diagnostic system, the
International Classification of Diseases and Related Health Problems, Eleventh Revision (ICD-11). Processes to implement
the ICD-11 are now underway. Developing the ICD-11 chapter on Mental, Behavioural and Neurodevelopmental
Disorders, in line with WHO's core priorities to enhance the clinical utility, reliability, and global applicability of the
guidelines, necessitated a large-scale scientifically-rigorous research program. Such a program of global field studies
engaged mental health professionals from across the world, with substantial contributions from clinicians in the
Russian Federation.

This paper systematically highlights the substantive roles played by Russian clinicians in all steps of development
of the mental, behavioural, and neurodevelopmental disorder guidelines, including their participation in the following:
1) early formative field studies that informed the organizing principles and overarching structure of the ICD-11;
2) large-scale online studies that used a case-controlled methodology to evaluate the guideline’s clinical utility and the
accuracy with which the new ICD-11 guidelines could be applied by global clinicians; 3) an online network of mental
health professionals who provided direct feedback on the ICD-11 to WHO (also known as the Global Clinical Practice
Network, www.globalclinicalpractice.net) with over 16,000 members from 160 countries, and with the Russian
Federation being in the top five most represented countries in the network; 4) clinic-based field studies that tested
the reliability and clinical utility of the ICD-11 diagnostic guidelines; and 5) development and participation in training
programs that prepare clinicians in implementing the diagnostic guidelines in clinical settings.

In these many ways, Russian clinicians have substantively and directly contributed to efforts to maximize the clinical



usefulness, consistency, acceptability, and applicability of the ICD-11's mental, behavioural, and neurodevelopmental
disorder guidelines. This substantial engagement of clinicians will conceivably facilitate the adoption and use of the
guidelines by clinicians in the Russian Federation and other Russian-speaking countries, as the ICD-11 is implemented
over the coming years.

AHHOTAL VA

BcemunpHas opraHusaums 3gpaBooxpaHeHuns (BO3) odumLmnanbHO yTBEpPAWAa OUYepeAHYIo BEPCUIO CBOE eanHON
AVNArHOCTUYECKON cncTeMbl - MeXayHapoaHYH KaaccndukaLumio 6onesHen n npobaem, CBA3aHHbIX CO 3J0POBbEM
oAnHHaguaToro nepecmotpa (MKB-11). B HacTosiLLee BpeMsi nAeT NoArotoBka K BHegpeHuto MKB-11. PaspaboTka
rnaebl MKB-11, NOCBALLEHHOW NCUXNYECKUM U MOBeAEHYECKM PacCTPOMCTBAM 1 HapyLUEHUAM HENPOMNCUXMYECKOro
pasBUTUSA, B COOTBETCTBUNW C OCHOBHbLIMU NpropuTeTamu BO3 B OTHOLLEHUW KNVHUYECKO NONe3HOCTU, HaeXHOCTU
1 rNo6anbHON MPUMEHNMOCTU ANAarHOCTUYECKX YKa3aHWI, noTpeboBana KpynHoMacLLTabHOM Hay4HO 060CHOBaHHOM
nporpamMmel NccnefoBaHWin. B 3Toi nporpamMme rnobanbHbIX MONeBbIX UCCAeL0BaHNI NPUHANN yYacTMe CreLmnanmcTbl
B 0671aCTV NCMXMYECKOrO 3J0POBbS CO BCEro M1pa, B TOM umncie ns Poccun.

B AaHHOV cTaTbe NocnefoBaTeNlbHO OCBELLIAeTCSA CyLLeCTBEHHAs PO/ib POCCUNCKNX KIMHULMCTOB Ha BCeX 3Tanax
paspaboTKM ANArHOCTUYECKMX YKa3aHWI A1 raBbl N0 NCUXUYECKUM U MOBEEeHYECKUM PacCTPOMCTBAM U HapYLUEHNAM
HenpOonCcMXMYeCcKoro pasBmUTUS, KOTOpbIE BKIOYaNKW: 1) nepBoHavanbHbIe MosieBble Nccnef0BaHVS, CNOCOOCTBOBAaBLUVE
GOpPMMPOBaAHNIO OPraHM3aLMOHHbBIX MPUHLWMOB 1 obluel cTpykTypbl MKB-11; 2) KpynHoMacwTabHble oHAanH
nccneAoBaHNA Ha OCHOBE 3alaHHbIX KAVMHUMYECKUX C/lydaeB ANS OLEHKN KAWHUYECKOM NOMe3HOCTU U TOYHOCTU
ykasaHuii MKB-11; 3) y4acTuie B OHAAH CeTU CreumanncToB B 061aCTU OXPaHbl MCUXMYECKOr0 340P0OBbS, CO34aHHOM
npw cogenctenm BO3 ansd nposegeHns nccnegosanunii no MKB-11, Takxe n3BecTHOM kak BcemmpHas ceTb KAMHNUYECKOM
npakTukun, www.globalclinicalpractice.net), o6beanHstoLLein 6onee 16 000 uneHos 13 160 cTpaH (Mpryem Poccuiickas
degepaums BXOAUT B NepBble NATb CTPaH, Hanbonee npejcTaBaeHHbIX B AaHHOM coobluecTBe); 4) CO6CTBEHHO
KANHWYeCKne nonesble NCMBbITAHUSA HAZEXHOCTU N KNUHNYECKOW MONe3HOCTU AMarHOCTUYecknx ykasaHnin MKB-
11; 5) yqactume B pa3paboTke y4ebHbIX MPOrpaMMm, MOAroTaBANBAKOLLUNX KIVMHNLMWCTOB K BHEAPEHWIO HOBOW BEPCUM
Knaccndukaummn B MPakTUUYeCKUX yCI0BUAX.

Taknm obpasom, poccuiickme cneunanncTbl BHECNM CYLLLECTBEHHbLIA 1 HeMoCpeCTBEeHHbIN BKNaj B npouecc
yAyYLleHNs KANHUYECKOM MOMe3HOCTU, MPUEeMAEeMOCTU U NMPUMEHUMOCTUN ANArHOCTUYECKUX ykasaHuii MKB-11
Nno MCUXMYecKUM 1 NoBejeHYeck M paccTporCcTBaM 1 HapyLLIEeHUAM Heriponcuxmyeckoro passutmsa. Oxnaaercs,
4YTO 3TO ByAeT cnocobCTBOBaTL ycrnelHoMy BHegpeHunto MKB-11 B Poccuiickon ®egepaunim 1 Apyrnx pycckos3blYHbIX
CTPaHax B 6amxKaliLme rogpbl.

INTRODUCTION

On May 2019, the World Health Organization (WHO)
approved the newest version of its global diagnostic
classification system, the International Classification
of Diseases and Related Health Problems (Eleventh
Revision; ICD-11). Although implementation processes
are still underway, the ICD-11 is considered as the
official classification system of all 194 WHO Member
States, including the Russian Federation. This approved
statistical version of the ICD-11 features a chapter on
Mental, Behavioural and Neurodevelopmental Disorders,

whose development was led by the WHO's Department
of Mental Health and Substance Abuse (MSD). The
development of this chapter and the related Clinical
Descriptions and Diagnostic Guidelines (CDDG) — a version
of the ICD-11 chapter that provides comprehensive and
detailed diagnostic guidance on mental, behavioural and
neurodevelopmental disorders — was a decade-long,
scientifically-rigorous process that involved mental health
professionals from across the globe, with appreciable
participation of clinicians from the Russian Federation
and from other Russian-speaking countries.® The



substantive participation of mental health professionals
from the Russian Federation, and those from across the
globe, in developing the ICD-11 was essential in enabling
the WHO to ensure that the ICD-11 diagnostic guidelines
were in line with its three core priorities.>¢

The first priority was to enhance the clinical utility
of the guidelines, which reflects their usefulness when
applied in the clinical context (e.g., how easily clinicians
can apply the guidelines, how well the guidelines fit
real-life patients, and how clear and understandable
they are to clinicians). Clinical utility is a particular
focus, as the ICD has important clinical uses, such as
serving as a framework for diagnosis and as a basis for
development of guidance on clinical management and
standards of practice as well as facilitating research into
more effective treatments and prevention. Improved
clinical utility is also arguably crucial to the broader public
health uses of ICD to facilitate the accurate collection
and tracking of health data, to monitor mortality and
morbidity, to assess disease burden, and to hold WHO
Member States accountable for addressing this burden.

The second core priority was to validate the clinical
consistency or reliability of the guidelines, and the third
priority was to maximize the applicability and acceptance
of the diagnostic guidelines to clinicians working in diverse
clinical, geographical, and cultural contexts around the
world. In this way, the ICD-11 would serve as a relevant
and useful tool that can be used by global mental
health professionals upon its implementation. Ensuring
that the ICD-11 adhered to these three core priorities
prompted a global research program led by MSD,
which substantively engaged scientists, clinicians, and
researchers from across the globe. Here we specifically
highlight the important contributions of Russian mental
health professionals in the development and field testing
of the ICD-11 guidelines for mental, behavioural, and
neurodevelopmental disorders.

FORMATIVE ICD-11 FIELD STUDIES

First, clinicians from the Russian Federation contributed
to the early formative field studies of the ICD-11,7° allowing
them to provide WHO with important feedback and data,
which influenced the overarching architecture and linear
structure of the ICD-11 chapter on Mental, Behavioural
and Neurodevelopmental Disorders. This included a study
in which WHO collaborated with Member Societies of the
World Psychiatric Association (WPA)” in order to assess

global psychiatrists’ attitudes regarding mental disorder
classifications, such as what they considered to be
the most important purpose of a classification system
of mental disorders, how they conceptualized severity
and the relationship between functional impairment
and diagnosis, and their attitudes toward the inclusion
of dimensionality in a classification system. The study was
conducted in 19 languages, including Russian, allowing
for the participation of 4,887 clinicians from 44 countries.
A noteable number (n = 298) of study participants were
members of the Russian Society of Psychiatrists, making
the Russian Federation the fourth most represented
country in the study sample. In this way, the overall
structure and organization of the ICD-11 chapter on
Mental, Behavioural and Neurodevelopmental disorders
was influenced by feedback from Russian clinicians and
others from around the world.”

EVALUATIVE ICD-11 FIELD STUDIES

A second notable way in which Russian clinicians
contributed to the development of the ICD-11 is through
their participation in WHO MSD’s large-scale global
program of evaluative field studies, which tested whether
the proposed versions of the ICD-11 guidelines met
the standards of clinical utility, reliability, and global
applicability set by WHO." This research program was
overseen by international experts with the relevant
clinical and research experience to be able to provide
scientific leadership throughout the ICD-11 field testing
process. These experts formed the ICD-11 Field Studies
Coordinating Group and included members from the
Russian Federation (authors VK and MK). The international
representation in this leadership body overseeing
the field testing was one of the mechanisms through
which WHO aimed at ensuring that the final ICD-11
guidelines would reflect a version that was most useful
and applicable to clinicians working in diverse contexts
around the world, including the Russian Federation.?

The first subset of evaluative studies, through which
Russian clinicians contributed to the ICD-11, used
a case-controlled methodology to test how accurately
clinicians could apply the proposed ICD-11 guidelines
to standardized case vignettes and also captured their
assessment of the clinical utility of the guidelines.12



These studies were implemented online via the
WHOQ'’s Global Clinical Practice Network (GCPN). The
GCPN is a disciplinarily, geographically, and lingually
diverse practice-based
to mental health, composed of individual mental health

research network devoted

professionals who have registered to participate in WHO
field studies on ICD-11 and related areas of inquiry.”™ As
of February 2021, the GCPN has over 16,000 members
from 160 countries. Over a thousand members (about
80% of whom are psychiatrists, representing 6.3% of the
total network) are Russian, thus placing the Russian
Federation in the top five most represented countries
in the network. The GCPN also includes Russian-speaking
mental health professionals residing in 24 other countries.
GCPN members have an average 19 years of professional
experience (SD = 10.8; range 0 to 68 years), and 92%
actively see patients and engage in clinical activities. As
such, they serve as ideal participants with the relevant
clinical experiences to contribute to the online case-
controlled studies that test whether the ICD-11 guidelines
can be accurately applied in a clinically useful manner.

As part of this evaluative program of field studies,
clinicians in the Russian Federation first participated
in a comprehensive process of translating the ICD-11
guidelines into Russian. This process involved forward
translation (English to Russian) by experts with relevant
clinical training and content expertise to be able to capture
the technical details and clinical terminology included
in the guidelines. This was followed by a back-translation
(Russian to English) conducted by other experts. Any
areas of confusion or differences in translations were
reconciled through a consensus process so that the final
version of the Russian ICD-11 guidelines can best capture
the clinical nuance intended by the WHO Working Groups
and other global experts who developed them.

In this field-testing phase, hundreds of Russian
and Russian-speaking mental health professionals
participated in major ICD-11 case-controlled studies that
cover many of the key mental disorder areas including
mood disorders, schizophrenia or other primary psychotic
disorders, anxiety or fear-related disorders, obsessive-
compulsive or related disorders, and dissociative
disorders.*' Russian mental health professionals
demonstrated their special diagnostic opinions based on
their own clinical traditions and nosological approaches."”

Additional case-controlled studies are expected to be
implemented in such areas as personality disorders and
substance use disorders.

Another related online study that looked into how
clinicians used classification systems and technology
was also done in Russian,’ enabling WHO to better
understand how the ICD-11 would likely be eventually
used in clinical practice (e.g., which ICD version(s) do
clinicians use and how do they access this content).
In turn, this allowed WHO to potentially plan for additional
or supplemental resources on ICD-11, which could be
made available to clinicians, thus facilitating the adoption
and use of the new classification system in the Russian
Federation and in other parts of the world.

A second subset of evaluative field studies that allowed
Russian clinicians to provide further contributions
to CDDG development involved clinic-based field studies
(also referred to as “ecological implementation” field
studies), which tested how reliably the ICD-11 guidelines
could be applied to real patients in natural clinical
settings across the world.2" This study also examined
clinicians' ratings of the utility of the guidelines when
applied to patients in the clinical context, rather than the
standardized cases as was done with the online case-
controlled studies.”

Clinicians at two study sites in the Russian Federation
(Moscow Research Institute of Psychiatry and the
First St. Petersburg City Mental Hospital named after
PP Kaschenko) participated in the clinic-based study
protocol, which specifically tested the reliability of the
ICD-11 diagnostic guidelines relevant to psychotic, mood,
anxiety, and stress disorders as applied to adult patients.
Results demonstrated high ratings of clinical utility and
other implementation characteristics of the guidelines.’2
Data from these studies were used to further improve
the guidelines by identifying potential areas that require
clarity or elaboration. In doing so, the improved guidelines
can be more reliably and consistently applied in clinical
practice in the Russian Federation, and across the world.

ICD-11 TRAINING ACTIVITIES IN RUSSIA:
EXPERIENCE AND FUTURE INITIATIVES

With the participation of Russian clinicians and mental
health professionals from around the world in the



development and testing of the ICD-11 guidelines for
mental, behavioural, and neurodevelopmental disorders,
the CDDG is now close to being finalized and made
broadly available. A next key step in the adoption of the
ICD-11 is to train clinicians on the guidelines so that they
are prepared to effectively use them in clinical practice
when the ICD-11 is fully implemented. In-person trainings,
led by world experts who had leadership roles in the
ICD-11's development, such as members of the Field
Studies Coordinating Group, have already taken place
globally at scientific meetings or via webinars hosted by
professional societies, such as the WPA and the European
Psychiatric Association (EPA), and at WHO Collaborating
Centers and other affiliated clinical or research institutions
around the world. The objectives of these trainings are
to orient clinicians regarding key principles, scientific
foundations, and innovations introduced in the CDDG;
to give clinicians in-depth knowledge of the guidelines
and provide clinically-relevant rationales for the ICD-11's
diagnostic approach, especially in areas where there
may be noticeable differences with the ICD-10; and
to expand clinicians’ knowledge about psychopathology
and the ICD-11
encourage active participation, provide an opportunity

diagnostic classification. Trainings

for clinicians to apply their knowledge of the ICD-11
guidelines to standardized cases, and offer clinicians the
space in which to discuss and clarify diagnostic dilemmas
and questions about the guidelines with both training
facilitators and other colleagues in attendance. In the
Russian Federation, the ICD-11 training activities have
been ongoing, with the first programs linked to training
clinicians who participated in the clinic-based reliability
field studies of the ICD-11. Trainings have also been
conducted through workshops as part of several local
and national conferences and symposia throughout the
Russian Federation.

The first workshop in Moscow was organized in May
2019 under the auspices of Professor George Kostyuk,
Chief Expert in Psychiatry of the Moscow Healthcare
Department, with the assistance of author MK, and led by
authors GMR, KMP, and Professor/Past President of the
EPA Dr. Wolfgang Gaebel. The program of this two-day
training focused on the new ICD-11 diagnostic guidelines
and key changes for several areas, namely, schizophrenia
or other psychotic disorders, mood disorders, obsessive-
compulsive disorders, anxiety or fear-related disorders,
and disorders specifically associated with stress and

personality disorders, followed by the application of new
knowledge to standardized cases.

The workshop was held at the Civic Chamber of the
Russian Federation in Moscow, conducted in English
with simultaneous translation, and was attended by 144
Russian clinicians from 27 cities from diverse regions of the
Russian Federation. Attendees included senior specialists
or opinion leaders in psychiatry, such as chief doctors,
directors, and the heads of departments at research
or clinical institutions across the country, as well as
postdoctoral trainees or medical residents. Qualitative
data collected at the end of the workshop validated that
Russian clinicians found the training valuable and that
they were willing to serve as ambassadors of the ICD-11
by themselves facilitating broader training and adoption
of the ICD-11 guidelines in Russia. The participants also
mentioned the necessity of such events in supporting
Russian clinicians as they implement the ICD-11
into clinical practice, with an emphasis on the need
to consider the ICD-11 diagnostic approaches within the
context of Russian clinical traditions. These data will be
used to strengthen future training programs, such as the
development of online ICD-11 trainings that are currently
being pilot-tested and finalized for broader access.

CONCLUSION

As is evident, mental health professionals from the
Russian Federation have played a substantive role
in many key phases of the ICD-11's development. Not only
have Russian specialists served on the ICD-11 scientific
leadership group that guided the ICD-11 field testing
process, but thousands of Russian clinicians working
in diverse contexts all across the Russian Federation
have participated in WHO MSD's large-scale program
of global field studies. In this way, Russian clinicians have
directly contributed to efforts to maximize the clinical
utility, reliability, acceptability, and applicability of the
CDDG guidelines. Such efforts can conceivably facilitate
the adoption and use of the guidelines by clinicians in the
Russian Federation and other Russian-speaking countries
as the ICD-11 is implemented over the coming years.
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ABSTRACT

ICD-11 implementation will start in early 2022 in WHO member countries, including Russia. This process
should be preceded not only by the official translation and wide distribution of ICD-11 statistical classification and
diagnostic guidelines but also by clinicians’ training. For recent years ICD-11 development and innovations in the
diagnosis of mental disorders were in the focus of attention of mental health professionals in all over the world.

This online survey aimed to identify the current views of the Russian psychiatric community on the
upcoming implementation of ICD-11.

A survey was composed in a Google form and circulated through the website of the Russian Society
of Psychiatrists and other professional networks. Statistical and narrative analysis was provided. The sample was
represented by 148 psychiatrists working in inpatient or outpatient clinical settings.

Expectations for the classification of mental disorders reported by the respondents were wider than the
current purpose of ICD-10. In general, the Russian psychiatrists expressed their interests to forthcoming ICD-11
implementation. Positive attitudes to ICD-11 innovations were associated with the familiarity with the ICD-11 draft.
Conservative or negative views were related to longer years of clinical experience. Early carrier psychiatrists were
more practically oriented than ‘old school’ clinicians.

This survey may help to promote the ICD-11 by focusing on its advantages for clinical practice and
develop targeted training programs.

AHHOTAL A

Oxunpaetcs, uto BHegpeHve MKB-11 HauHeTca ¢ 2022 roga B cTpaHax-yneHax BO3, Bkaroyas Poccuto.
3TOT NpoLecc NpeanonaraeT He TObKO OULIMabHbIV NepeBos CTaTUCTUYECKOM KnacCuPuKaumm m 4NarHoCcTuyeckmnx
ykazaHusax MKB-11, HO 1 COOTBETCTBYHIOLLYHO MOArOTOBKY KAMHULUCTOB. B mocnegHune roabl paspabotka MKB-11
N HOBOBBeAEHNS A5 ANArHOCTUKM MCUXMYECKMX PacCTPOMCTB HaXOAUIUCh B LIeHTpe BHUMaHUA CneumanncToB
B 06/1aCTN NCUXNYECKOT0 340POBbs BO BCEM MUpeE.



JaHHbIi OHNaliH-0NpoC 6bI1 NPOBeAeH C LeNblo BbISBAEHUS OXUAAHWA 1 YCTaHOBOK MpeAcTaBuTenei
POCCUIACKOro MCUXMATPUYECKOro coobLecTBa B Npeaasepu BHeagpeHns MKB-11.

Onpoc 6bi1 coctaBneH B Google dopme 1 pacnpocTpaHeH Yepes cainT PoccuiAickoro obLecTsa
NCUXMaTpoB 1 gpyrue npodeccnoHanbHble ceT. bbin MpoBeAeH CTaTUCTUYECKUI U HapPaTUBHbIV aHaNn3 OTBETOB
pecrnoHAeHTOB. Beibopka bbina npesctaBneHa 148 ncuxmatpamu, paboTaroLwmMim B CTaLMOHaPHbIX NV aMbynaTopHbIX
KNMHNYECKMX YCIOBUSIX.

OXVAaHNSA B OTHOLLIEHUU Knaccudmkaumm MCUXMYECKUX PacCcTPOCTB, O KOTOPbIX COO6LMAN
pecnoHAeHTbI, 6bIIV LWMPE, YeM Te Lenn, ANs KOTOPbIX OHW ncnonb3ytoT MKB-10 B cBoeli noBcegHEBHOI NMpakTuKe.
B Lenom poccuiickme ncmMxmaTtpbl Bolpasninm CBOK 3avHTepecoBaHHOCTL HoBoW Bepcuert MKB-11. Mo3uTtueHOE
OTHOLleHMe K HoBoBBefeHUAM MKB-11 66110 CBA3aHO CO CTeneHb OCBeJOMAEHHOCTU C JaHHBLIM MPOEKTOM.
KoHcepBaTVBHbIe B3r4bl UV HEraTUBHOE OTHOLLIEHME BbIIN Yallle TUMWYHBI 419 CNeLManncToB C 6oee 4anTeNbHbIM
KJTIMHNYECKM OMbITOM. MCMXMATPbI, HAUMHAOLLIME CBOH NPOdeCCMOHANBHYIO Kapbepy, bbin 6oee OpUeHTUPOBaHbI
Ha NpakT4eckoe ncnosib3oBaHne HoBol Bepcun MKB, yem KANHNLWCTBI "CTapol LWKOoAbI".

Pe3ynbTaTbl ONPOCa, OTpaxaroLle pacnpoCcTPaHeHHble MHEHNS 1 B3rNAAbl OTeHeCTBEHHbIX KNVHNLMCTOB,
MOryT ObITb Mofe3Hbl aas npoasmxeHuna MKB-11. [lpexae Bcero noTpebyeTcs LUMPOKOE O3HaKoMJeHue
npo¢deccroHanbHOro MNCUXMATPUYECKOro COOobLLeCTBa C HOBbIMUW YKa3aHWUAMW JaHHOM knaccudukauymm ans
ANArHOCTUKN MCUXNYECKNX PACCTPONCTB, W MpUBAeYeHMe BHUMAHUS K ee npenMyLlecTBaM AN NpUMeHeHu s
B K/IMHMNYECKOW NnpakTuke. BaxHoe 3HaueHme nMeeT Takxke pa3paboTka LieneBbiX 0by4atoLLmx NporpaMmm ¢ y4eToM

pa3H0|7| cTeneHn rotToBHOCTN K BBOANMbIM NU3MEHEHUNAM.

INTRODUCTION

After an almost 30-year period, the World Health
Organization (WHO) adopted the 11th version of the
International Statistical Classification of Diseases and
Related Health Problems (ICD-11) in May 2019. The
ICD-11 in WHO member countries
is expected to begin on January 1, 2022, and may
be implemented until 2027. The previous version
ICD-10, which is currently up to date, was adopted by
the WHO World Assembly in 1990. In Russia, ICD-10
has been officially implemented into the health care
system since 1999. The development of the ICD-11
Chapter Mental, behavioural and neurodevelopmental

transition to

disorders was unprecedented in its scale, multilinguistic,
and multidisciplinary features, including a work of the
WHO advisory and the coordination groups composed
of leading specialists, the activities of the Global
Clinical Practice Network, the inclusion of the ICD-11
agenda in all major international congresses, and field

trials.' Russian specialists actively participated in the
revision process. The meetings of the Russian Society
of Psychiatrists (St. Petersburg, 2010, 2019; Samara,
2013; Kazan, 2015) and conferences on mental health
issues (Moscow, 2014, 2018, 2020, Kazan, 2021)
tackled sections or discussions on ICD-11 innovations.
Specific trainings have been conducted for clinicians
participating in international ICD-11 field trials.? The
workshop on ICD-11 diagnostic guidelines for opinion
leaders in psychiatry was organized at the Public
Chamber of the Russian Federation (Moscow, 2019).
The educational course “New ICD-11 guidelines for
the diagnosis of mental disorders” was developed
within the framework of continuous medical education
in the Training and Research Center of Mental Health
Clinic No. 1 named after N. A. Alexeev (Moscow,
2019). ICD-11 in the
program of additional professional education named
as “Moscow clinician” (2020).

Lectures on were included



However, a knowledge about ICD-11 innovations
in the diagnosis of mental disorders is still insufficient
in the Russian professional community. As the process
of implementing ICD-10 in the Russian mental health care
system was long and had some difficulties, so observing
the attitudes and views of Russian clinicians prior to the
start of the transition to ICD-11 may be useful.

Large-scale international surveys on the opinion
of mental health professionals during the ICD-11
development were conducted by the WPA and WHO
in many countries, including Russia.>* Their results
have been used to improve the clinical utility of this
classification. In international ICD-11 field studies, Russian
specialists have good knowledge of the current ICD-10
and show commitment to classic clinical traditions
of Russian psychiatry.s

The chapter on mental, behavioral, and
neurodevelopmental disorders in ICD-11 is different
from that in ICD-10. Changes are related to the title
and structure of the chapter, the expansion of the
dimensional principle in assessing the duration and
severity of symptoms, the inclusion of new categories,
and the format of Clinical Descriptions and Diagnostic
Guidelines (CDDG).! Preliminary familiarization with the
ICD-11 draft by Russian psychiatrists is often accompanied
with comments and objections to certain innovations.

Objectives. This online survey was conducted to identify
the current views of the Russian psychiatric community
on the upcoming implementation of the ICD-11.

METHODS

This survey was developed and deployed via Google
forms. The link was circulated via social networks (the
website of the Russian Society of Psychiatrists and
WhatsApp professional groups) and then spread using
the snowball technique. Data were obtained online from
November 20, 2020, to January 9, 2021.

The survey was composed of 14 obligatory questions
partly based on the questions from the WPA-WHO global
survey.® The questions covered the following blocks
of information: sociodemographic characteristics (age,
gender, residence, profession, years of clinical experience,
and inpatient or outpatient settings); practice of ICD-10
use; familiarity and satisfaction with ICD-11 draft;
emotional attitudes toward ICD-11 innovations; general
expectations for ICD diagnosis; and evaluation of the

usefulness of different diagnostic classification systems
(ICD-9, ICD-10, ICD-11, DSM-IV, DSM-5, and RDoC).
Participants could provide their feedback by sharing their
views, proposals, or claims on the classification systems
expressed in an open type of comments. Responses to all
questions were mandatory except the last question on
narrative feedback.

The results were collected once the 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
responses. The survey was completely anonymous,
and no identifiable personal data or IP addresses were
collected. Ethical approval was not obligatory because
of the non-interventional online survey research design.

A total of 197 responses from medical professionals
were collected. A Venn diagram showing the participants’
distribution in terms of specialties is presented in Figure 1.
Some specialists had two or more work positions (i.e.,
psychiatrist and psychotherapist, or psychiatrist,
psychotherapist, and physician), each specialty was
considered unique. Thus, the sum of all specialties
exceeded n = 197. Altogether, 148 defined themselves as
psychiatrists, 36 as psychologists, 26 as psychotherapists,
6 as other physicians, and 7 as non-medical specialists.

Only psychiatrists (n = 148) were included in this
analysis. The majority live in Moscow (n = 59) or Saint
Petersburg (n = 13), while others were from 51 large
Russian/Belarusian/Kazakhstani cities (with all of them
speaking Russian). Among them, 54.7% (n = 81) were
males, and 45.3% (n = 67) were females. Psychiatrists
of different ages participated in the survey, i.e., 20 (13.5%),
53(35.8%), 37 (25.0%), 28 (18.9%), and 10 (6.8%) were <30,
30-40, 40-50, 50-60, and >60 years old, respectively. The
participants had different durations of clinical experience:
4 (2.7%), <1 year; 17 (11.5%), 1-5 years; 30 (20.3%), 5-10
years; 26 (17.6%), 10-15 years; 20 (13.5%), 15-20 years;
and 51 (34.5%), >20 years. The majority of psychiatrists
(n =289, 60.1%) work in outpatient settings, and 58 (39.2%)
work in inpatient settings.

The primary endpoint of this study was to describe
the use of ICD-10 in practice, attitude toward ICD-11
innovations, and expectations for the ICD diagnosis
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Psychiatrist
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Figure 1. Venn diagram of participant’s distribution by the specialties

of mental disorders. Answers were presented
in frequency tables. of contingency
tables were created to characterize the association
of responses with other categorial variables (i.e.,
with gender, age, clinical experience, and clinical
settings). These tables were then analyzed via x3test
with continuity correction or Fisher's exact test if the
counts in the cells of the contingency tables were <5.
A Chi-square test and significance determination by cells
were performed. The proximity matrix of responses
to each question distribution was created and the
percentage of agreement was estimated to evaluate
the agreement between responses about the use
of ICD-10 in practice and general expectations for
a diagnostic classification. Data were statistically
analyzed using XLSTAT 2020.5.1 (Addinsoft [2021], New

York, USA; https://www.xIstat.com).

A number

RESULTS

Use of ICD-10 and expectations for ICD diagnosis
The majority of the respondents used ICD-10 codes
(n =144, 97.3%) and diagnostic guidelines (n = 129, 89%)
on the everyday basis. Overall, more than half of them
considered ICD-10, along with DSM 5 and ICD-11, to be

the most clinically useful (Figure 2). Only 79 (53.4%)
were satisfied with ICD-10 diagnosis, 58 (39.2%) of the
participants were partially satisfied, and 11 (7.4%) were
not satisfied.

ICD-10 was most frequently used for a patient’s medical
record (n = 140, 94.6%), followed by communication
with colleagues (n = 108, 72.97%), treatment choice and
care provision (n = 90, 60.81%), resolving the patient’s
social problems (n = 83, 56.08%), clinical research
(n =78, 52.70%), understanding the patient’s condition
and prognosis (n = 77, 52.03%), communication with
patients and their relatives (n = 58, 39.19%), and other
reasons (n = 28, 18.92%; Figure 3).

The expectations for the usefulness of ICD diagnosis
of mental disorders differed from those for the reported
current use of ICD-10. The agreement of responses on
the corresponding questions varied from 58.1% to 89.2%
(Table 1). The largest disagreement between the use
of ICD-10 in practice and expectations for ICD diagnosis
was observed in the usefulness for “clinical research,”
followed by the following aspects in a descending order:
“understanding of a patient's condition and prognosis,”
“communication with patients and their relatives,
“resolving a patient’s social problems,” and “treatment

"
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Figure 2. Opinions on clinical utility of different international classification systems
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Table 1. Distribution of responses relating to use of ICD-10 in practice, matched with expectations of ICD's general usefulness

Question Answer ICD-10 Expectations for ICD Agreement %
Frequency diagnosis
Proportion Frequency Proportion
per category per category

recprding in Yes 140 94.6% 134 90.5%

Ei?jgg&igf}al No 4 2.7% 3 2.0% stz
Seldom 4 2.7% 11 7.4%

clinical research Yes 78 52.7% 117 79.1%
No 37 25.0% 10 6.8% 58.1%
Seldom 33 22.3% 21 14.2%

treatment choice Yes 90 60.8% 120 81.1%

and care provision No 19 12.8% 9 6.1% 71.6%
Seldom 39 26.4% 19 12.8%

understanding of Yes 77 52.0% 17 79.1%

gﬁgepr‘rgfgﬁzzgtion No 30 20.3% 11 7.4% 62.8%

Used for Seldom M 27.7% 20 13.5%

communication Yes 108 73.0% 118 79.7%

with colleagues No 12 8.1% 3 5.4% 80.4%
Seldom 28 18.9% 22 14.9%

cqmmurjication Yes 58 39.2% 77 52.0%
Seldom 64 43.2% 52 35.1%

resolving patient’s | Yes 83 56.1% 100 67.6%

social problems No 25 16.9% 18 12.2% 70.3%
Seldom 40 27.0% 30 20.3%

other reasons Yes 28 18.9% 43 29.1%
No 70 47.3% 65 43.9% 71.7%
Seldom 50 33.8% 40 27.0%

choice and care provision.” A high agreement between
the current practice of ICD-10 and expectations for
ICD diagnosis is found in “patients’ records” and
“communication with colleagues” (Figure 3).

Female respondents were more likely to rely on
ICD-10 to understand their patient's condition and
prognosis than males (64.18% and 41.98%, respectively,
Table S1). Psychiatrists aged 60+ years were almost
twice less likely to use ICD-10 to make medical records
and communicate with colleagues or patients and their
relatives (x2 = 19.688, p = 0.012; x2 = 20.791, p = 0.008
and x% = 26.057, p = 0.001; Table S2 Suppl.). Moreover,
they were less likely to expect the usefulness of ICD
in preparing medical notes (Table S10). Psychiatrists

who work in inpatient settings were less likely to use
ICD-10 to communicate with patients and their relatives
(X2 = 6.653, p = 0.036; Table S4, Suppl.).

Familiarity and satisfaction with ICD-11 draft
The majority of participants (n = 137, 92.6%) were familiar
with the ICD-11 draft. In particular, 82 (54.4%) answered
“yes” and 55 (37.2%) answered “partially” on the question
about their knowledge about ICD-11. However, generally,
only 40 (27.0%) participants were fully satisfied with
ICD-11, and 120 (54.1%) were partially satisfied.
Among those who were fully familiar with ICD-11 (n = 82),
41.5% (n = 34) were fully satisfied, and 43.9% (n = 36)
were partially satisfied.
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Most of the participants (n = 103, 69.6%) expressed
their intention to undergo a special training on the
ICD-11 diagnosis of mental disorders. Furthermore, 9
(6.1%) already participated in such education activities,
8 (5.4%) had no intention to undergo training, and
28 (18.9%) responded that they would be compelled
to participate. The responses of “I want to undergo
training,” “l don't want to undergo training,” “I already
participated in such training,” and “I shall be pressed
to undergo training” among fully and at least partially
familiar with ICD-11 were as follows: 60 (73.2%) and 94
(68.6%), 6 (7.3%) and 8 (5.8%), 7 (8.5%) and 9 (6.6%),
and 9 (11.1%) and 26 (19%), respectively.

Attitudes toward the ICD-11 innovations
The question on specific attitudes to ICD-11 changes and
innovations were multivariate choices of the following
responses: “interest,” “concern,” “protest,” “indifference,”
or “other attitudes,” which were distributed in 99 (66.9%),
44(29.7%), 8 (5.4%), 16 (10.8%), and 9 (6.1%) respondents,
respectively. A combination of different responses was
allowed. Thus, the most common was the simultaneous
choice of “interest” and “concern” responses (Figure 4).
The largest proportion of “interest” responses was
among psychiatrists who had 5-10 years of practice

(75,0%). Females were more worried than males toward
innovations in ICD-11 (“concern” responses: 38.81% vs.
22.22%, x? = 4.827, p = 0.028, Table S5 Suppl.). More
“protest” responses were given by those who work
in inpatient settings (x2 = 4.475, p = 0.034).

On the question about attitude toward ICD-11
innovations among participants who were fully familiar
with the ICD-11 draft, the following responses were
obtained: “interest”, 61 (74.4%); “concern”, 19 (23.2%);
“protest”, 3 (3.7%); “indifference”, 4 (4.9%); and others,
6 (7.3%). Among those who were at least partially familiar
with ICD-11 (n = 137), the distribution of answers was as
follows: 94 (68.6%), 41 (29.9%), 15 (10.9%), 7 (5.1%), and
7 (5.1%), respectively (Figure 5). Among 11 psychiatrists
who were not familiar with ICD-11 draft, the following
answers were observed: “interest”, 5 (45.5%); “concern”,
3(27.3%); “protest” and “indifference”, 1 (9.1%); and other
attitudes, 2 (18.2%).

Respondents’ views on the classification

of mental disorders

Views and comments on the classification of mental
disorders freely formulated by the participants were
reported by 113 of 197 respondents. The responses
containing the suggestions, recommendations, claims,

Other

Concern

Protest

Indifference

Figure 4. Venn diagram of emotional attitudes towards ICD-11
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or other comments of the respondents were separately
subjected to narrative analysis. Through this analysis,
four types of comments provided by the respondents
could be distinguished depending on their basic
general views on the diagnostic classification of mental
disorders. They may be figuratively named as follows:
practitioner,” and “reformer.”
The contingency tables of the types of narrative

" ou

“traditionalist,” “nihilist,

responses in terms of age, years of clinical practice,
work settings, ICD-10 use, and attitude toward ICD-11
innovations are presented in Table S13 (Suppl.).

The “traditionalist” type of comments (n = 39, 34.5%)
was characterized by “diagnostic conservatism.” The
respondents provided predominantly conservative
comments expressed in classic psychopathological views
on psychiatric diagnosis. They tended to deny modern
trends in diagnosis, requested to preserve old school
traditions in the conceptualization of mental disorders,
and adhered to ethiopathogentic,” “nosological”
approach to diagnostic classification. Some of them
were against the “psychologization” of psychiatry, while
others mainly advocated the priority of the national
traditions of systematic psychopathology. For example,
“In my opinion, it is very simplified, and the classic
approach is lost.” “Classifications should be written by

70

60
50
40

30

Frequency, n

20

Interest Concern

Familiar

Other

Partially

doctors, not psychologists.” “It is necessary to take into
account and combine it with the national classification
of mental disorders.”

The “nihilist” type (n = 9, 8.0%) was characterized
by *“diagnostic nihilism” expressed in negativistic
comments. It was the smallest group with total
denial or views on the worthlessness of diagnostic
They
perceived the ICD-11 implementation as unnecessary
difficulties.

to draw boundaries where there are none”; “Constant

guidelines and classification improvement.

For example, “Artificiality, an attempt

renaming confuses the professionals; it's time to stop
the “classification games.”

The “practitioner” type was characterized by
“diagnostic practicism” (n = 31, 27.4%) with practically
oriented comments focused on the clinical utility and
usefulness of the new classification. The respondents
were looking forward to having a convenient practical
instrument for the diagnosis of mental and behavioral
disorders. They were also very keen to undergoing
an appropriate training. For example, “It is necessary
to study, to implement in the work, and to move
forward with time.” “There are no complaints; | would
like to receive additional training on ICD-11 for the

diagnosis of mental disorders in the near future.”

Indifferent Protest

Not familiar



The “reformer” type was characterized by “diagnostic
reformism” (n = 34, 30.1%). The respondents expressed
through constructive comments and suggestions the need
to optimize the classification, add new categories and
blocks of disorders (e.g., a special group of gerontological
mental disorders or organic disorders in children), and
transform the categories of “others” or “unspecified”
disorders. For example, “It is advisable to update the
classification regularly,” and “l would prefer to see a full,
separate section on child psychiatry.”

These types of comments also indirectly reflected
a specific attitude to the ICD-11 implementation.

The statistical analysis revealed a set of significant
associations between these particular types of comments
and other responses or characteristics of respondents.

Thus, the psychiatrists either older than 50 years
or having longer clinical practice (>20 years) more
likely provided conservative comments (50% and
48.9%, respectively) than the others (less than 35% for
every other group).

The psychiatrists working in hospitals were more prone
to give practically oriented comments (31.1% vs. 20.5%
of those working in outpatient settings).

Although almost all psychiatrists used ICD-10 codes
in their work, psychiatrists who gave negativistic
or conservative comments (1 and 2 responses, respectively)
refused to apply the ICD-10 diagnostic guidelines.

The distribution of the satisfaction with the ICD-11 draft
in terms of the type of comments significantly differed
(x2=23.998, p=0.001). Specialists who gave conservative
and constructive comments more frequently were not
satisfied or partially satisfied with ICD-10 diagnostics (20
of 39 and 20 of 34, respectively, compared with 3 of 9 and
14 of 31 of those who provided negativistic and practically
oriented comments).

Dissatisfaction with the ICD-11 draft (n = 24) was more
evident among those who gave conservative comments
(n =15, 62.5%). Conversely, the majority (n = 14, 53.8%)
of those who were satisfied with ICD-11 (n = 26)
provided constructive comments, and this distribution
was statistically significant. The “protest” responses
to the question on attitude toward ICD-11 innovations
had significantly independent distribution (x2 = 16.807,
p =0.001). All “protest” responses (n = 7) were presented

by the psychiatrists who gave either conservative
(n =4, 57.1%) or negativistic (n = 3, 42.9%) comments.

The readiness to undergo additional trainings on ICD-11
had independent distribution as indicated by the type
of comments (x? = 17.510, p = 0.041). The responses
“l don't want to undergo a training” and “I'll be pressed
to undergo a training” were more frequently given by
those who had conservative comments: 5 of 6 (83.3%)
and 10 of 20 (50%), respectively.

Among the questions on the purpose of ICD only
the responses “understanding the patient's condition
and prognosis” and “resolving the patient's social
problems” showed a significantly independent
distribution (x2 = 15.012, p = 0.020 and x? = 21.166,
p =0.002, respectively). Only those who gave conservative
(n = 8) and negativistic (n = 2) comments responded “no”
to the question on the usefulness of ICD for understanding
a patient’s condition and prognosis. Psychiatrists who
gave conservative and negativistic comments more
frequently denied the possibility of using ICD to resolve
the patient's social problems: 7 of 39 (17.9%) and
2 of 9 (22.2%), respectively. Conversely, psychiatrists
who gave constructive and practically oriented comments
agreed almost twice more frequently than those who
gave conservative and negativistic comments with the
use of ICD for addressing the patient's social problems:
31 0f 34 (91.2%) and 25 of 31 (80.6%) vs. 19 of 39 (48.7%)
and 4 of 9 (44.4%), respectively.

DISCUSSION

The results had similarities and differences with
international studies on attitudes toward mental
disorders classification. Thus, communication among
clinicians followed by informing treatment and
management decisions were reported as the two main
uses of a diagnostic classification system by more than
4,000 psychiatrists from 44 countries as respondents
of the WPA-WHO global survey in 2011.2 While in our
survey, the records in patient's documentation and
communication among clinicians, were responded as the
two leading purposes to the use of ICD-10 in contrast
to understanding the patient’s condition or prognosis
and communication with patients or their relatives
which were of minimal rating. This finding corresponds
to the results of another global survey involving 1,700
respondents from 92 countries in 2015 as a part of the
development of the ICD-11 classification of mental and



behavioral disorders.* The classification systems reported
by global respondents were most frequently used for
administrative or billing purposes. International field
studies on the clinical utility of the ICD-11 diagnostic
guidelines also showed that the participating clinicians
evaluate the guidelines as less useful for treatment choice
and prognosis assessment than for communicating with
other health professionals.2 Meanwhile, in our survey the
respondents believed that the ICD diagnostic in general
should be extended to facilitating clinical research and
conceptualizing disorders.

The attitudes toward ICD-11
respondents were of a debatable character. Being
positive in general, specific attitudes to the forthcoming

expressed by the

classification which have been also expressed in the
narrative comments, were of more complex content
including not only an interest, but along this also a concern
and even a discontent. The typical trends of views on
ICD diagnosis - conservative, constructive, practically
oriented or negativistic ones - were associated with
different factors, such as years of clinical practice, work
settings, experience in ICD-10 use, and level of knowledge
about ICD-11 innovations. The attitudes also contributed
to the willingness to undergo the necessary training.

The tendency to follow “diagnostic conservatism” was
mostly inherent in psychiatrists aged >50 years with
>20 years of clinical practice. This group was the only
one that refused to use ICD-10 diagnostic guidelines
(5.26%). They less frequently applied ICD-10 to research
work and were characterized by the lowest percentage
of knowledge about the ICD-11 draft among the groups.
They were more frequently unsatisfied with the ICD-11
draft, had greater protest to ICD-11 innovations, and
denied to undergo further trainings on ICD-11.

The tendency to exhibit “diagnostic reformism” was
generally inherent in specialists aged 30-40 years with
5-10 years of clinical practice. They were represented
by the highest proportion of those who use the ICD-10
for different purposes mentioned in the survey. The
respondents who gave constructive comments were
generally familiarized and mostly satisfied with 1CD-11
draft. They also showed greater interest and less
concern on ICD-11 innovations. Moreover, they were
interested in further education on ICD-11.

The tendency to have “diagnostic practicism” was
common among young or middle-aged specialists
(below 30 years and from 40 years to 50 years) with

a short duration of clinical practice (1-5 years). This
group was the only one with females who were slightly
over-represented compared with males (54.84%). This
group included a higher proportion of psychiatrists
from outpatient settings. The psychiatrists who gave
practically oriented comments were represented by
specialists who had positive experience on ICD-10 use
for any purposes. They felt quite acquainted and mostly
satisfied with the ICD-11 draft. They showed greater
interest in ICD-11 innovations and were highly motivated
to have further education on ICD-11.

The tendency to have diagnostic “nihilism” was the
rarest. It was observed mainly in specialists aged
>60 years or, having 10-15 years of clinical practice,
and working in inpatient settings. They accounted for
the highest proportion of those who preferred ICD-10
for limited formal purposes. Moreover, they showed
higher concern and greater protest to ICD-11 changes.

Therefore, a general negative attitude toward ICD-11
related to discontent or protest was more typical
among those who had a longer clinical practice and
expressed traditionalist views. They were also more
critical of the classification of mental disorders and
did not consider it to be useful for understanding
the patient's condition and care provision or resolving
the patient's social problems. Conversely, respondents
of more younger age perceived that ICD could
be beneficial to solving a wider range of tasks
other than formal coding or communicating with
colleagues. The majority of respondents preferred
to have a classification of mental disorders that
could be more acceptable for clinical research,
conceptualization of diseases, or communication with
patients or their relatives.

A positive attitude was associated with interests
in ICD-11  and undergo further
special education. Moreover, younger participants
or those with less clinical experience were inspired

intention to

to face ICD-11 with more interest and willingness
to participate in appropriate training. This observation
corresponded to the results of the online survey
conducted by the WPA Early Career Psychiatrists
Section in 2019.5

The positive expectations of the surveyed participants
corresponded to a better familiarity with the ICD-11
draft. The majority of the respondents who were familiar
with the ICD-11 draft were satisfied. The more familiar



the psychiatrists were with the ICD-11 draft, the more
interested and less concerned they were on ICD-11
implementation.

The limitations of this study are determined by the type
of online survey, which was conducted in a Google form.
Free access included random responses, although the
link to the survey was in the top page of the professional
website for 2.5 months. The intention to respond
to the survey could be an additional characteristic
of participant selectivity. A relatively small sample also
raised questions on the reliability of the obtained data
disseminated to the entire professional community.
Nevertheless, the identified trends were consistent
with the oral comments expressed in the presentations
of specialists during meetings or lectures on ICD-11.

CONCLUSION

This survey reveals the main tendencies in the
attitudes and expectations of the participating Russian
psychiatrists on the forthcoming ICD-11 implementation
and diagnostic classification system in general.

More than half of the respondents look forward
to facing ICD-11 with positive expectations, whereas
some of them with a longer clinical experience foresee
some difficulties or express discontent.

Interests in ICD-11 are related to the degree of familiarity
with it. As such, familiarizing the professional community
with ICD-11 innovations becomes challenging because
it requires the correct translation of the classification
and diagnostic guidelines and an appropriate education
provision. The majority of psychiatrists participating
in the survey plan to undergo further training on
ICD-11 diagnosis.

The participants prefer to use the ICD diagnosis
of mental disorders in a more extended scope.
Specifically, they want to apply this diagnosis not only
to statistic or formal purposes, but also for the clinical
research and understanding of a patient’s condition, as
well as for practically oriented use to improving contact
with patients or for better care provision.

The psychiatrists in this survey have different attitudes
toward ICD-11 and its diagnostic trends. They reflect
a diversity of opinions on the classification of mental
disorders in the Russian professional community.
As such, these differences should be considered

in the development of training programs that address
professionals’ expertise and clinical experience. At least
three kinds of ICD-11 education-targeted programs
should be considered. (1) Medical students and trainees
with lack of clinical experience should be trained in terms
of the use of the diagnostic instrument; (2) Clinicians
who are qualified in ICD-10 should be trained so that
they can appropriately transfer to ICD-11; and (3) The
format of continuous medical education should be
extended to improve professional qualification regularly.

This survey can be useful for the appropriate
organization of ICD-11 promotion campaigns. Such
campaigns should focus on the clinical utility of this
classification and its evident-based advantages, which
have been confirmed by the results of international
field studies.
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ABSTRACT

In order to assess the specifics of practical use of the ICD-10 Diagnostic Guidelines by Russian
psychiatrists, official national statistics on the prevalence of a number of mental disorders in Russia in 2019 were
compared with the results of meta-analyses of international epidemiological studies of these disorders. In addition,
a number of items in the online psychiatrists' survey, relating to the diagnosis of schizophrenia, were analysed; 807
Russian psychiatrists took part in the online survey.

Analysis of national statistics showed that domestic clinicians diagnose some mental disorders significantly
less often than might be expected, according to data obtained by international epidemiological studies. The number
of cases of bipolar affective disorder registered in Russia is 90-150 times less than that for the prevalence of this
disorder, according to meta-analyses of epidemiological studies; for depression, the result is 50-70 times; for anxiety
disorders, the number is 25-50 times, and for autism, it is 30 times. Instead of the above disorders, diagnoses of organic
non-psychotic mental disorders and schizophrenia might have been used unreasonably often. Between 2005 and 2019,
diagnosis of childhood autism changed significantly (an increase of more than 100%), while the frequency of diagnosing
other mental disorders remained unchanged. The results of the online survey also showed largely perfunctory use
of the ICD-10 Diagnostic Guidelines, with a third of respondents reporting never checking the diagnostic schedules,
and another third doing so from time to time. In addition, the low estimates given by survey participants regarding
practical utility of the ICD-10 Diagnostic Guidelines, along with a large percentage of respondents who do not directly
use diagnostic criteria in their work, indicate the need to improve the clinical usefulness of the diagnostic guidelines
in the latest revision of the ICD, including convenience of use in practice.

The results of analysis of the Russian national mental health service statistic indicate that at least some
diagnostic categories are not used by Russian psychiatrists exactly as ICD-10 suggests. The revealed discrepancy
between the principles of diagnostics observed by domestic clinicians and international criteria may interfere with
the use of evidence-based treatment algorithms, negatively affecting the quality of psychiatric care. In light of the
upcoming transition to ICD-11 and in order to unify approaches to the diagnosis of mental disorders in our country,
it is necessary to update and improve educational programmes for psychiatrists.



AHHOTALUMA

C UeNblo OLEHNTb 0COBEHHOCTU NMPAKTUYECKOro NCMOoIb30BaHNS POCCUIACKMMM NCMXMaTPaMMU
AvarHocTnyecknx pykoeogcts K MKB-10 6b110 npoBefeHo conoctaeneHne oduLManbHOM rocyaapCTBeHHOM
CTaTUCTMKM O PacnpoOCTPaHEHHOCTUN paja NCUXMYECKMX paccTporcTs B Poccun B 2019 r. € pesynbTaTaMu MeTa-
aHaNN30B MeXAYyHapoAHbIX 3NUAEMUONOTNYECKMX NCCel0BaHNIA JaHHbIX PACCTPONCTB. JoNONHUTENLHO NpoBejeH
aHanu3 paja NyHKTOB OHNAMH-OMpPOCca NCUXMATPOB O AMArHOCTUKe Win3odpeHnn. B oHnanH-onpoce NpuHUMano
y4yactume 807 poCcCUACKNX NCUXNATPOB.

AHanM3 AaHHbIX rOCYAapCTBEHHON CTAaTUCTUKW MOKa3blBaeT, YTO OTeyecTBeHHble KAUHULMCTHI
AVNArHOCTUPYHOT HEKOTOPble MNCUXNYECKMe PAaCcCTPOMCTBA  CYLLECTBEHHO pexe, Yem 3TOro CeAoBano bbl OX1AATb,
NCXOAA U3 JaHHbIX MeX/AYHapOAHbIX SMUAEMNONOrNYeCKUX NCCnefoBaHNi. Tak, KOMNMYeCTBO 3aperncTpmupoBaHHbIX
B Poccum cnyyaes 6unonspHoro adpdexkTmeHoro paccrpoictaa B 90-150 pa3 MeHbLUe, YeM pacnpocTpaHeHHOCTb
3TOro pPaccTPoNCTBa NO AAHHBLIMU MeTa-aHaN30B 3MUAEMUONOTNYECKNX NCCef0BaHWNIA; genpeccum - B 50-70 pas;
TPEBOXHbIX PACCTPONCTB - B 25-50 pas, ayTnsma - B 30 pas. BMecTo 3TuX paccTporicTB HeonpasjaHHO 4acTo MOryT
NCMONb30BaTLCA AMArHO3bl OPraHNYecKnX HENCUXOTUYECKNX MCUXNYECKNX PACCTPOICTB U LUN30PPeHUIN. 3a Neprnog
2005-2019 rr. cyLiecTBeHHO M3MeHMNacb AnarHocTnka AeTCKoro aytmsma (poct bonee, yem Ha 100%), Torga kak
YaCTOThI ANArHOCTUKW APYTUX MCUXMYECKMX PAcCTPOMCTB OCTaNNCh 6e3 CyLLleCTBEHHbIX U3MeHeHnn. Pe3ynbTaThl
OHMaH onpoca Takxke NpoAeMOHCTPUPOBAAN BO MHOrOM popMasibHOE UCMONb30BaHMe ANAarHOCTUYECKNX PYKOBOACTB
K MKB-10: TpeTb pecnoHAeHTOB HNKOrAa He CBepseTCs C ANAarHOCTUYECKUMU NePeYHsIMN, TPeTb - AieNaeT 3TO BpeMs
oT BpemeHu. Kpome Toro, H13Kas oLeHka y4acTHMKaMU Onpoca YyTUANTapHbIX CBOVCTB AMarHOCTUUYeCKOro pyKoBo/CTBa
K MKB-10 1 60/bLUON NPOLEHT pPecrnoHAeHTOB, KOTOpble He UCMONb3YT HenoCpeACTBEHHO AMarHocTUYeckme
KpuTepum B CBOE PaboTe, yKa3biBatOT Ha HEOBXOAMMOCTb YYULLEHWUS KNMHUYECKOW N01e3HOCTY ANarHOCTUYECKOro
pykoBogcTea HoBol Bepcuu MKB, BkatoYast y406CTBO ero NpakTUYeckoro NCrnoib30BaHus.

Pe3ynbTaTbl aHanM3a CTaTUCTUKM POCCUIACKON roCyAapCTBEHHOM NCUXMATPUYECKORN CTYXObl CBUAETENLCTBYHOT
0 TOM, YTO Kak MVHVMYM Psif ANArHOCTUYECKUX KaTeropuii poccuiickme NCUXMATPbl UCMOb3YHOTCA He COBCEM Tak,
kak npeanonaraet MKB-10. BbisBneHHOe HeCOOTBETCTBME MPUHLMMOB ANArHOCTUKN, MPOBOAVMON OTeYeCTBEHHbIMU
KNAVHWLMACTaMY, COBPEMEHHBIM MeXAYHapOAHbIM KPUTEPUSIM MOXeT MellaTb MPUMEHEHWUI0 JoKasaTenbHbIX
aNropuTMOB Tepanuu, HeraTMBHO BAMAA Ha KayecTBO NMCMXmMaTpuyeckor noMoLln. B ceeTe rpsgyLuero nepexosa
K MKB-11 1 c uenbto yHUdUMKaLmMm NOAXOAOB K ANArHOCTMKE MCUXNYECKMX PaCcCTPONCTB B HalLle cTpaHe, HeobXoA1MMo
06HOB/IEHWE 1 YCOBEPLLEHCTBOBaHMeE 06pa3oBaTe/ibHbIX MPOrpaMMm A/ NCUXMaTpoB.

INTRODUCTION

Since 1999, by Order of the Ministry of Health of the
Russian Federation, Russian health authorities and
institutions have moved towards use of the International
Statistical Classification of Diseases and Related Health
Problems, 10t version (ICD-10), "preparing
statistical reports".’ Since this time, published national

when

statistics on the incidence of mental disorders in Russia
have been based on ICD-10 diagnoses. However,
the issue of how fully and consistently (in practice)
Russian psychiatrists follow the criteria of the diagnostic

guidelines prepared by the World Health Organization
in the ICD-10 chapter on mental disorders remains
open to this day.

During the Soviet period, psychiatry in our country
was largely isolated from international practice. Many
of the ICD-10 provisions, which suggested a revision
of the previously dominant nosological approach and
a transition to operational criteria, were completely new
for Russian psychiatrists and were criticized by many
colleagues who were used to working with a substantially
abridged Soviet Union version of ICD-9.



These aspects make it relevant to assess the specifics
of practical application of the ICD-10 criteria by Russian
psychiatrists. For the said purpose, we: a) compared
official national statistics on the prevalence of mental
disorders in Russia with the results of meta-analyses
of international epidemiological studies on a number
of mental disorders; and b) conducted a large-scale online
survey of psychiatrists on specific use of ICD-10 in their
practice (in relation to the diagnosis of schizophrenia).

In Russia, free medical (including psychiatric) care
is guaranteed by the Constitution of the country. Most
medical institutions are state-owned, subordinate to the
Ministry of Health, and annually provide the Ministry with
statistical data on patients treated. Statistical compilations
are made on the basis of these reports. The most recent
compilation, which contains detailed statistics on the
ICD-10 categories of mental disorders, includes data? for

Diagnosis National statistics of the Russian

Federation: the number of registered

patients per year (% of the Russian
population)?

F20-0.32%
(entire section F20-F29 - 0.36%)

Schizophrenia

Bipolar affective disorder | 0.0081%

Depression
affective disorder - 0.083%

Anxiety disorders

Autism 0.025%

Organic non-psychotic 0.66%

mental disorders

Dementia in Alzheimer's
disease over 60 years of age - 0.14% of the
population®

Vascular dementia 0.09%. Among people over 60 years

of age - 0.46% of the population®

All affective disorders, excluding bipolar

No data, but the entire section F4 - 0.3%

Old-age dementia - 0.03% Among people

2019. The same team of authors published a compilation
of data for 2005-2013, using a similar methodology.?

METHODS
We selected a number of disorders (or groups thereof)
from different sections of the ICD-10 mental disorders
chapter, in the context of which the specifics of the use
of this classification in our country are most noticeable
(Table 1). For disorders with available, valid international
epidemiological studies and meta-analyses, we have
provided a comparison of the frequency of diagnosing
such disorders (as observed in our country) and the
expected rates (based on the results of relevant studies).
A large-scale online survey of Russian psychiatrists
on approaches to diagnosis of schizophrenia was
conducted on the website of the Russian Society
of Psychiatrists (RSP) in 2016. The survey methodology

Data from meta-analyses

of population-based studies -
incidence rate per year

(% of the population)

Discrepancy ratio

0.33%* 11

1.21% (0.71 for BAD type 1 and 0.50 1:90-1:150
for BAD type 2)°

Depression - 3.7% of the population 1:50-1:70
per year (in cross-sectional studies

-4.7%, and for eastern European

countries - 5.1%)¢

Group of anxiety disorders - 6.7%” 1:25-1:50
0.76%* 1:30

No studies available

3.9% of people over 60 years of age™ | 1:25-1:30

No available studies in populations
corresponding to the Russian ones



and results have been described in detail in previous
publications.” Firstly, the questionnaire was sent out
in personal letters to psychiatrists registered on the RSP
website (https://psychiatr.ru), and these invitations led
to 616 respondents participating in the survey. At the
end of the first stage of the survey, a public link to the
questionnaire was posted on the RSP website. During
the second stage, another 191 psychiatrists took part
in the survey. Thus, a total of 807 Russian doctors (who
had completed core training in psychiatry across 78
regions of Russia) became survey participants (with
a third of respondents representing the largest cities
in Russia, namely Moscow and St. Petersburg). The survey
was completed in full by 621 respondents (76%); i.e., all
questions in the questionnaire were answered (not taking
into account sections for additional comments). The
median work experience in the specialty was 15 years;
33% of the participants were hospital employees; 39%
were employees of outpatient and consultative units;
25% were scientific, teaching or administrative staff;
and 28% of the respondents had an academic degree.
When compiling and conducting the survey, the selectivity
approach was used. In this case, the first question was "Do
you use ICD-10?", followed by "Do you conduct a diagnostic
procedure for new patients with psychotic disorders?".
Then there was the question of how exactly the ICD-10
diagnostic criteria for schizophrenia are used to diagnose
schizophrenia. Those who do not use ICD-10 and those
who do not work with new patients with psychosis were
excluded from our analysis of this question.

RESULTS
According to statistics, in 2019, more than 3.93 million
people applied to the psychiatric service due to mental
disorders (i.e., 2.68% of the Russian population). State
healthcare provision units registered 465 thousand
patients with schizophrenia (F20), or 0.32% of the
population. (Section F20-29 in its entirety accounted for
0.40%.) This frequency almost exactly corresponds to the
results of a meta-analysis of epidemiological studies
of schizophrenia prevalence, conducted between 1965
and 2002.4 Patients with schizophrenia accounted for
12% of all people who turned to Russian state institutions
for psychiatric care in 2019.

A total of 120 thousand people (or 0.082% of the
population) sought psychiatric care for affective disorders.
Among those registered, only 12 thousand people had

bipolar affective disorder (BAD; including psychotic and
non-psychotic episodes), or 0.008% of the population.
A systematic review and meta-analysis of epidemiological
studies indicates that the annual prevalence of BAD
is 1.21% of the population, of which 0.71% is BAD
type I, and 0.50% is BAD type 1.5 Since ICD-10 does
not distinguish between types | and Il of BAD, it can
be assumed that Russian data correlate to a greater
extent (but not completely) with the prevalence of BAD
type I. Thus, the difference in prevalence ranges from
90 (when compared only with the prevalence of BAD
type 1) to 150 times (when compared with the overall
prevalence of BAD).

Unfortunately, the exact number of people who
have sought medical care for depression is not given
in statistical compilations, but assuming that the
overwhelming majority of all those who were treated
for affective disorders in 2019 (minus those with BAD)
suffered from depression, it can be seen that no more than
108 thousand people with depression (or 0.074% of the
population) sought help from Russian state psychiatric
institutions. A systematic review of epidemiological
studies shows that depression diagnosis rates in Russia
do not reflect the prevalence in the general population,
where depression is significantly more widespread: 3.7%
of the population suffered from depression within a year;
4.7% of the population had depression in cross-sectional
studies.®* There is no reason to assume that the incidence
of depression in Russia for any reason is less than the
global average. Moreover, the authors of the review
suggest that the prevalence of depressive disorders
in eastern Europe is slightly higher than in the rest of the
world (5.1% of the population in cross-sectional studies).
Thus, the difference in prevalence ranges from 50 (when
compared with a prevalence of 3.7% of the population)
to 70 times (when compared with a prevalence of 5.1%
of the population).

One of the most common mental disorders in the
population, along with affective disorders, is anxiety
disorder.” Unfortunately, national statistics do not account
for this group of disorders separately, but there are data
for the whole of section F40-F48 (neurotic, stress-related
and somatoform disorders). The total number of people
who sought medical care and were diagnosed with
disorders from this section was 403 thousand people,
or 0.27% of the population (10% of all those seeking
psychiatric help). A systematic review and meta-analysis



of epidemiological studies’ showed the annual incidence
of anxiety disorders to be 6.7% among the population.
At the same time, the authors attributed the following
categories to this group of disorders: generalized anxiety
disorder, panic disorder, agoraphobia, social phobia,
obsessive-compulsive disorder, post-traumatic stress
disorder and acute stress disorder. Thus, the difference
in prevalence ranges from 25 (when compared with all
individuals with section F4 diagnoses) to 50 times (if
suggested that the disorders considered in this meta-
analysis account for about half of all section F4 diagnoses).

In 2019, 36.6 thousand people, or 0.025% of the Russian
population, were diagnosed with childhood autism.
The meta-analysis of epidemiological studies indicates
that the prevalence of autism diagnosed according
to current criteria globally is 0.76%.8 Thus, the difference
in frequency is 30 times.

In particular, we should mention the organic non-
psychotic disorders section of the statistical compilation.
In total, in 2019, more than 965 thousand people (almost
a quarter of all those who were treated), or 0.66% of the
population, sought help for disorders in this group.
Dementia turned out to be a relatively rarely used
diagnostic category in the Russian psychiatric service;
182 thousand people (0.12% of the population) with
diagnoses of "Vascular dementia and other forms
of old-age dementia" were under observation. Of these,
133 thousand (73% of all patients with dementia) were
diagnosed with vascular dementia, and the remaining
48 thousand were diagnosed with "other forms
of dementia". Similar figures are given by selective
publication of statistics on the prevalence of mental
disorders among people over 60 years of age.® In 2016,
123 thousand people with vascular dementia and 43
thousand with old-age dementia were observed. (We
are providing data for 2016 here as more recent data
have not yet been published.) According to the literature
sources, the most common cause of old-age dementia
is Alzheimer's disease, which has a prevalence of about
3.1% of the population over 60 years of age in eastern
Europe.’ Taking into account the fact that, in Russia,
about 22% of people are over 60 years of age (data from
the Federal State Statistics Service), the difference in the
frequency of diagnosis ranges from 25 (if Alzheimer's
disease is taken as the cause of all old-age dementias)
to 30 times. (Alzheimer's disease is the most common but
not the only cause of dementia in this group of people.)

Unfortunately, epidemiological studies of the prevalence
of vascular dementia in populations with similar gender,
age composition and risk factors are not sufficient for the
purposes of comparing diagnosing frequency.

Table 2 shows the dynamics of registered cases
of the above-mentioned disorders between 2005 and
2019.23 The bipolar affective disorder category and the
division into vascular and old-age dementias have only
been included in statistical compilations since 2010.
Accordingly, for those categories that were included
in the 2005 data compilation, the table shows the
percentage change of the number of registered cases
to the number of cases treated in 2005, for those for
which the data are available, starting only from 2010 -
the percentage change to the number of cases treated
in 2010. According to the data provided, the total number
of patients registered by psychiatric units and institutions
over the past 14 years has decreased by almost 7%,
and the number of people who sought help for most
of the disorders considered has also decreased, with
the exception of those with disorders falling into the
categories of organic non-psychotic mental disorders
(+7.8%) and vascular dementia (+4.7%). The greatest
decrease in the number of reported cases was observed
for patients with depression (-16.3%) and neurotic, stress-
related and somatoform disorders (-28.6%).

The results of the psychiatrists' survey on use of the
ICD-10 Diagnostic Guidelines in the diagnosis of mental
disorders showed that most respondents (96%) use
ICD-10 codes in their practice, of whom 86% indicated that
they specify a detailed (accurate) diagnosis and code for
the disorder, with 9% only making a generalized diagnosis
(for example, F20 for schizophrenia, without specifying
the form and course of the disease). At the same time,
of those who use the ICD-10 codes, only 14% check the
ICD-10 Diagnostic Guidelines for each schizophrenia
diagnosis. Almost a third of respondents (29%) never
check the schedule; a little more than a third (36%) check
only occasionally (in difficult diagnostic cases); and 21%
often check the schedule (Figure 1).

The respondents' average estimate of the usability
of the ICD-10 diagnostic
schizophrenia, on a scale from one to five, was 3.44,
and the correspondence with their clinical practice was

criteria schedule for

3.66. However, for specific items in the diagnostic criteria
schedule for schizophrenia, most respondents (67%)
were in favour of maintaining the schedule in its current



Table 2. Dynamics of patients with selected diagnoses treated by the Russian state psychiatric service>* between 2005 and 2019

Diagnosis 2005 2010 2019 Dynamics from 2005
(2010%) to 2019
abs. % of abs. % of abs. % of abs. Percentage
number population | number population | number population | number from 2005

(2010%)

Total patients 4,223,694 2.937 4,187,873 2.932 3,934,058 2.680 -289,636 -6.9%

registered by the

service

Schizophrenia 515,712 0.359 502,883 0.352 464,761 0.317 -50,951 -9.9%

Affective disorders | 138,206 0.096 141,994 0.099 120,122 0.082 -18,084 -13.1%

Depression 129,198 0.090 108,154 0.074 -21,044%* -16.3%*

(psychotic and

non-psychotic

affective disorders,

excluding BAD)

Bipolar affective 12796 0.009 11,968 0.008 -828* -6.5%*

disorder (psychotic

and non-psychotic

cases)

Neurotic, stress- 564,772 0.393 499,719 0.350 403,094 0.275 -161,678 -28.6%

related and

somatoform

disorders (F4)

Organic non- 895,545 0.623 952,809 0.667 965,368 0.658 69,823 7.8%

psychotic mental

disorders

Dementia, total 138,580 0.096 177,016 0.124 181,751 0.124 4,735 2.7%

Old-age dementia 49,774 0.035 48,577 0.033 -1,197 * -2.4%*

Vascular dementia 127,242 0.089 133,174 0.091 5,932 * 4.7%*

*An asterisk indicates a comparison with 2010; in other cases, it indicates comparison with 2005

form, rather than deleting or rewording it (28%). Only 11%
of respondents supported a more generalized wording
of the criteria (similar to the DSM criteria) than in the
ICD-10 schedule; 68% of respondents were against this
because of possible loss of specificity.

The greatest differences among the survey participants
were found in relation to the diagnostic significance
of negative symptoms, with 51% of respondents
recognizing negative symptoms as obligate symptoms
of schizophrenia, and 46% considering otherwise.

When asked about the use of other diagnostic criteria
(in addition to ICD-10) and classifications of schizophrenia
in their practice, 19% of respondents noted that they use
only ICD-10 (clinical version);"? the remaining respondents
indicated that they use other classifications and criteria
in their work; clarifications were given in free form as
comments. Thus, 49% of respondents (398 people)
indicated that they use Snezhnevsky's classification
of schizophrenia (noting, in their comments, that the
approach of A.V. Snezhnevsky is more familiar to them
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than ICD-10, since it is simple, logical and prognostically
accurate), followed by the criteria of E. Bleuler (32%),
criteria of K. Schneider (30%), DSM-IV (20%) and
DSM-5 (11%); other versions of the ICD-10 Diagnostic
Guidelines (for example, the research version, multiaxial
classification of childhood and adolescent psychiatric
disorders) were 13% each.

A proportion of respondents (20%) noted that, at least
sometimes, they diagnose schizophrenia in patients who
do not meet the ICD-10 criteria for schizophreniain order
to justify the disability group they require and to ensure
that such patients receive subsidized medicines.

DISCUSSION

For more than 40 years, since the development
of DSM-IIl in 1980, the issue of the reliability
of psychiatric disorder diagnosis has been a keynote
idea in the topic of improving the classifications
of mental disorders and diagnostic guidelines for these.
However, in practice, diagnoses of mental disorders
are made in the context of closed interactions between
a doctor and a patient, which are difficult to penetrate
from the outside. It is also difficult to assess the
qualities of such exchanges.

Comparisons of national statistics and the results
of epidemiological studies can provide important
information about differences between the implicit
diagnostic algorithms used by practitioners and
structured (or semi-structured) tools used in scientific
research, which ensure accurate adherence to diagnostic
guidelines. However, such comparison definitely has
Thus, the
frequency of diagnosing certain mental disorders,
as highlighted in this article, may be associated with
several reasons other than the peculiar diagnostic

certain methodological limitations. low

preferences of doctors.

Firstly, the statistical reports reviewed?3? include data
from state psychiatric institutions only. Notwithstanding
the fact that most psychiatrists in Russia work in these
institutions, psychiatric care is also provided in some
departmental institutions that are not subordinate to the
Ministry of Health (for example, in military hospitals,
private clinics and by individual practising psychiatrists,
the numbers of which have been increasing in recent
years), data on whose results are not included in the
national statistics. Moreover, some mild anxiety disorders
and mood disorders can be treated by doctors of other
medical specialties. In this regard, it can be assumed

26%

36%

I Not using

Use in a general way;
do not check criteria

Sometimes check criteria
[ often check criteria

Always check criteria

Figure 1. Practical use of general diagnostic criteria for the F20 category (schizophrenia) by respondents (n = 639) who
simultaneously a) use the ICD-10 diagnosis codes; b) in the year prior to the survey, had diagnosed new patients with

psychotic disorders
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that a certain number of people with depression, anxiety
disorders and dementia did not seek help from the state
psychiatric service during the period studied but might
have received the necessary treatment from doctors
of other specialties (for example, general practitioners).
However, people with severe mental disorders in Russia
are mainly observed in state psychiatric units and
institutions. In this regard, it can be assumed that, at the
very least, persons with BAD (especially BAD type |) and
childhood autism are likely to have applied to state
psychiatric units and institutions but unlikely to have
received proper diagnoses and treatment there.

Secondly, data on registered illnesses depend on the
population's access to medical care. It can be assumed
that many Russians with mental disorders do not seek
psychiatric help on their own due to the stigmatization
of mental disorders, the low availability of information
about the clinical picture of mental disorders, and lack
of up-to-date methods to treat them.

Thirdly, the actual incidence of mental disorders
may vary in different countries, and no qualitative
epidemiological studies of the prevalence of specific
mental disorders in Russia have been conducted in recent
decades. However, there is no reason to believe that
there are any specific conditions in Russia that would
lead to such significant differences in the actual incidence
of mental disorders (as identified above). Some of the
mental disorders considered are mainly determined by
genetic causes. Thus, schizophrenia, bipolar disorder
and childhood autism are more than 80% determined
by genetic causes.” In many respects, a genetic
predisposition towards these disorders is common with
schizophrenia, and there is no reason to believe that the
population of Russia has the same genetic predisposition
to schizophrenia as the population of other countries
but is completely differentin relation to bipolar affective
disorder and childhood autism. Recurrent depression
and anxiety disorders are less determined by genetic
predisposition™ and more by unfavourable lifestyle
factors. In terms of the number of the latter, it is most
likely that the population of our country is not in a more
favourable situation than the residents of the United
States and western Europe.

Taking into account the above limitations, and having
analysed differences in the frequency of diagnosing
disorders, we can evaluate the specifics of diagnostic
preferences shown by Russian psychiatrists. In addition

to schizophrenia, all the disorders included in the
comparison were, by an order, less frequently diagnosed
by the state psychiatric service than would be expected,
based on epidemiological data. Schizophrenia is a positive
exception. How can this exception be explained?
Unfortunately, it could be caused by over-diagnosing
of schizophrenia. Many people with BAD and childhood
autism could receive a diagnosis of schizophrenia (and
receive relevant treatment), instead of correct diagnoses.
The results of the online survey may partially confirm
this thesis. When making a diagnosis of schizophrenia,
many clinicians are guided not by state-of-the-art
international diagnostic criteria, but by outdated
approaches, often involving extensive and subjective
diagnosis. In addition, according to the survey, some
doctors intentionally diagnose schizophrenia in patients
with other mental disorders because a diagnosis
of schizophrenia implies the possibility of receiving
better social care and free medication.

Indirect confirmation of the importance of diagnostic
preferences is provided by the dynamics of diagnosing
childhood autism in Russia. This category has only been
distinguished in national statistics since 2015, when 17.8
thousand people with a diagnosis of autism (0.0122%
of the population) turned to the psychiatric service.'> At
the same time, the Russian Ministry of Health launched
a campaign to provide additional training for psychiatrists
in the diagnosis of autism, and in 2019, 36.6 thousand
people (0.025% of the population) were registered,? thus
showing a 105% increase over four years.

The dynamics of the registered incidence rate between
2005 and 2019 indicate that significant changes in the
diagnostic approaches of doctors occurred only in relation
to the diagnosis of childhood autism, while the diagnostic
tendencies with regard to other mental disorders reviewed
remained unchanged. Moreover, the number of patients
with depressive and anxiety disorders in the psychiatric
service decreased, and the number of people with organic
non-psychotic disorders increased.

Special consideration should be given to the category
of organic non-psychotic disorders, which is very
popular among Russian psychiatrists. (Almost every
fourth person among those who sought psychiatric help
in 2019 received diagnoses from this category.) There
are no studies focused on the epidemiology of disorders
from this category; moreover, the section for "organic"
mental disorders was intentionally excluded from DSM-5



and ICD-11 classifications' due to the fact that the
concept of "organic" does not give a clear explanation
for the occurrence of a mental disorder (while "organic",
structural changes in the brain are currently identified
in most mental disorders, including schizophrenia, which
was previously considered a functional disorder). It can be
assumed that a significant number of people who sought
medical care for anxiety, affective disorders or autism
received a diagnosis from any of these categories due
to the diagnostic traditions of doctors, who tend to explain
the appearance of psychopathological symptoms by
the hypothetical presence of any hidden, non-specific
"organic" changes in the brain. The fact of prevalence
of dementias caused by vascular diseases of the brain over
dementias caused by neurodegenerative diseases, such
as Alzheimer's disease, is also unusual. This is perhaps due
to the tradition of revealing "vascular" causes of dementia
in all people who have certain cardiovascular diseases.

The survey of psychiatrists demonstrated widespread,
but largely perfunctory, use of ICD-10 by psychiatrists
in our country. Respondents noted the low practical utility
of the ICD-10 Diagnostic Guidelines for the schizophrenia
section. This may perhaps explain the fact that only
a small percentage of respondents reported regularly
using the ICD-10 Diagnostic Guidelines in their work,
which, in turn, can lead to inaccurate adherence to the
principles laid down in the guidelines. On the other hand,
despite the lack of usability, most respondents indicated
that they were not ready to abandon the detailed
criteria provided in ICD-10 due to fears of reducing the
diagnostic specificity.

The survey revealed significant differences in ideas
about with
one half of the respondents being guided mainly
by the traditional approach (in line with the views

"correct"” diagnosis of schizophrenia,

of Kraepelin-Bleuler-Snezhnevsky) and the other half
by approaches similar to the ICD-10 guidelines.

Unfortunately, taking into account the above, it can
be assumed that a significant number of Russian
psychiatrists do not use state-of-the art international
diagnostic criteria in the diagnosis of mental disorders,
which may interfere with the use of evidence-based
treatment algorithms, negatively affecting the quality
of psychiatric care. The use of different diagnostic
principles by psychiatrists in Russia, among other things,
can create a lack of trust in the diagnostic conclusions
of their colleagues.

CONCLUSION

The analysis of national statistics shows that at least
some of the diagnostic categories are being used by
Russian psychiatrists, though not quite as provided for
by the ICD-10 guidelines. Despite possible distortions
associated with collection of statistical data, the number
of patients seeking medical care and actual differences
in the incidence rate, it is safe to say that bipolar affective
disorder, depression, anxiety disorders, autism and
dementia in Alzheimer's disease, in Russia, are diagnosed
by psychiatrists much less often than they should be.
Instead of the above disorders, diagnoses of organic non-
psychotic mental disorders and schizophrenia may be
used unreasonably often.

The results of the online survey also indicate largely
perfunctory use of the ICD-10 Diagnostic Guidelines in our
country. In addition, the low estimates given by survey
participants regarding usability of the ICD-10 diagnostic
criteria for schizophrenia (and the correspondence with
the patients they observe in their clinical work), together
with a large percentage of doctors who do not directly use
diagnostic schedules in their practice, support the need
to improve the practical utility of the diagnostic guidelines
in the latest revision of the ICD, including, possibly,
simplifying, generalizing and adapting it to the diagnostic
capabilities in real clinical practice. In light of the upcoming
transition to ICD-11, and in order to unify approaches to the
diagnosis of mental disorders in our country, educational
programmes for psychiatrists should be updated and
improved, and the system of continuing medical education
should be implemented more actively and widely.
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ABSTRACT

This article presents the history and rationales of conceptualization and classification of homosexuality
and transgender identity in both ICD and DSM. We review the efforts that have been made (and those that remain
pending) to improve psychiatric classifications with new scientific knowledge, changing social attitudes and human
rights standards.

We conducted a literature search of the classification of homosexuality and transgender identity
as mental disorders.

We provide a historical description of these concepts in ICD and DSM, including fundamental points
of disagreement as well as arguments that have been effective in achieving changes in both classifications.

Fundamental changes have been made in the International Classification of Diseases Eleventh Revision
(ICD-11) in terms of the classification of sexual orientation and gender identity based on scientific evidence and the
ICD's public health objectives. These changes might support the provision of accessible and high-quality healthcare
services, and are responsive to the needs, experience and human rights of the populations involved.

AHHOTALUMA

JaHHasi cTaTbsi NpeAcCTaBAsieT WUCTOPUID Pa3BUTUS B3MSA0B B OTHOLUEHUM KOHLenTyanmsaumm
N KBanMdMKaumm romMmocekcyanbHOCTU N TPaHCreHAEePHOW WUAEHTUYHOCTY, @ Takke 0BOCHOBaHWE V3MEeHeHWH,
KoTopble Mpou3owan kak B MexayHapoaHol knaccndukaumm 6onesHein (MKB), Tak u B [mMarHoOCTUYeCcKOM
N CTaTUCTUYECKOM PYKOBOACTBE MO MCUXMYECKMM paccTpoicTBam (DSM). C y4yeTOM HOBbIX HayYHbIX 3HaAHWI,
CMeHbl CoLManbHbIX YCTaHOBOK U CTaHAAPTOB B 06/1acCTV NpaB YenoBeka NpoaHaan3vpoBaHbl YCUAWSA, KOTOpble
6bIIV MPeANnpUHATHI (M Te, YTO elle MPEeACTOUT MPEeAnpPUHSTE) ANA COBEPLUEHCTBOBAHWUA KaaccupukaLlmi
NCUXMNYECKUX PaCcCTPOMCTB.



MpoBegeH NOMCK INTePaTypbl MO TeMe KnaccuPrKaLmMm roMOCeKCyanbHOCTU 1 TPaHCreHAepHO

NAEHTUYHOCTU KaK NCNXnN4eCcKmnx paCCTpOI7ICTB.

JlaHo onncaHmne STUX NOHATUY B pa3nnyHbix Bepcnax MKB n DSM, Bkovas OCHOBHbIE PaCcXOXAeHWS,

PaBHO KaK 1 apryMmeHTbl AN1A N3MEHEHWUN, npomsowejunx B obeunx K}'IaCCI/Iq)I/IKaLI,VIOHHbIX cncTtemMax.

B MKB-11 6b111 BHeceHbl dyHAAMEHTaNbHble C TOUKN 3peHUs KnacCcnPuKaLmm cekcyanbHOM oprueHTaumm

n rer,epH0|7| NAEHTUYHOCTUN U3MEHEHNSA, B OCHOBY KOTOPbIX 1Ier/11 Hay4YHbl€ AOKa3aTe/ibHbI€ AaHHbIE, a Tak>XXe Lesn

MKB B OTHOLLEHUWN O6LLECTBEHHOMO 34PAaBOOXPAaHEHUS. DT U3MEHEHUS MOTYT CMOCO6CTBOBaTL ob6ecrnedeHunto

JOCTYMHOWM BbICOKOKBaNANPULMPOBAHHOW NMOMOLLM AN OnpejesieHHbIX Fpynmn HaceneHus, a Takxke OTBeYatoT X

HY>XZ4aMm, CO6CTB€HHOMy onbITy N TpE6OBaHI/I9|M 3alNThl NMpaB YenoBeKa.

INTRODUCTION

According to recent international surveys of psychiatrists
from 44 countries' and psychologists from 23 nations,?the
10t version of the International Classification of Diseases
and Related Health Problems (ICD-10)3is the classification
system that both groups of clinicians use most in their
everyday clinical work (70.1% of psychiatrists, and 51%
of psychologists), followed by the American Psychiatric
Association’s Diagnostic and Statistical Manual of Mental
Disorders (DSM)* (23% of psychiatrists, and 43.8%
of psychologists).

Although there are several benefits associated with
the use of these classifications, their critical examination
isimportant to reduce psychiatry's vulnerability to political
ideologies,
and other forms of abuse.® From this perspective,
throughout the history of these classification systems,

economic goals, stigmatizing attitudes

one of the fundamental points of disagreement has been
the conceptualization and classification of conditions
related to homosexuality and transgender identity as
mental disorders. The classification of homosexuality
and transgender identity as mental disorders has
been used, for example, to justify the implementation
of “corrective” therapies,5” a practice that is now
prohibited in a growing number of countries where LGBT-
affirmative psychological services® are now considered
the standard of care.

A BRIEF HISTORY OF THE CLASSIFICATION

OF HOMOSEXUALITY

The ICD and DSM's first classifications of homosexuality
conceptualized it as a sexual deviation. ICD-6 was the

first version of the ICD that included a classification
of morbidity and the first version to incorporate
a classification of mental disorders. Prior to ICD-6 and
founding of WHO, ICD was exclusively a classification
of mortality, the first version being called The
International List of Causes of Death. From ICD-6
(approved in 1948), through ICD-7 (approved in 1955),
ICD-8 (approved in 1965) and ICD-9 (approved in 1975),
homosexuality was included in Chapter V on mental
disorders, and also as part of a general category for
“Sexual Deviation”. Table 1 shows the specific blocks,
groups and categories (and corresponding codes) used
to classify, in a single group, a set of very different
conditions currently understood as conditions related
to sexual orientation (e.g., homosexuality), gender
identity or sexual preferences.

According to Mendelson,® the first ICD definition
of sexual deviation was included in the Glossary of Mental
Disorders and Guide to their Classification (issued in 1974 for
use in conjunction with the eighth revision of the ICD) and
conceptualized homosexuality, as well as transvestitism,
fetishism, exhibitionism, sadomasochism and bestiality,
as manifestations of the presence of a persistent
abnormality of the sexual impulse. In the ICD-9 expanded
glossary, sexual deviations were described as abnormal
sexual inclinations or behaviours directed primarily
towards people not of the opposite sex, or towards sexual
acts not normally associated with coitus, or towards
coitus performed under abnormal circumstances.

Regarding the APA's classification, from its first edition
(DSM-I, published in 1952) until the sixth printing of its
second edition (DSM-II, published in 1968), homosexuality



Table 1. 1CD-6 to ICD-9: Categories specifically related to sexual functioning

ICD-6 and ICD-7

ICD-8

ICD-9

Chapter name Chapter V. Mental,
psychoneurotic and personality

disorders

Chapter V. Mental disorders

Chapter V. Mental disorders

Block name and codes Disorders of character,
behaviour and intelligence

(codes 320-326)

Neurosis, personality disorders
and other non-psychotic mental
disorders (codes 300-309)

Neurotic disorders, personality
disorders and other non-
psychotic mental disorders
(codes 300-316)

Group name and code Pathologic personality

(code 320)

Sexual deviation
(code 302)

Sexual disorders and deviation
(code 302)

320.6 Sexual deviation
Includes: exhibitionism,
fetishism, homosexuality,
pathologic sexuality, sadism,
sexual deviation

Category names, codes and
conditions included

302.0 Homosexuality Includes:
lesbianism, sodomy

302.1 Fetishism
302.2 Paedophilia
302.3 Transvestitism
302.4 Exhibitionism

302.8 Other sexual deviation
Includes: erotomania,
masochism, narcissism,
necrophilia, nymphomania,
sadism, voyeurism

302.9 Unspecified

sexual deviation

Includes: pathological sexuality
NQOS, sexual deviation NOS

302.0 Homosexuality Includes:
lesbianism

302.1 Bestiality

302.2 Paedophilia

302.3 Transvestism

302.4 Exhibitionism

302.5 Transsexualism

302.6 Disorders of
psychosexual identity
Includes: gender-role disorder
302.7 Frigidity and impotence
Includes: psychogenic
dyspareunia

302.8 Other sexual

deviation or disorder
Includes: fetishism, masochism,

sadism

302.9 Unspecified sexual
deviation or disorder

was specifically included in the rubric of “Sexual
Deviation”, together with other conditions related
to sexuality such as fetishism, paedophilia, transvestitism
and sadism. In DSM-I, sexual deviations were categorized
as “Sociopathic Personality Disturbances”. In DSM-II,
these conditions were placed in major subdivision V,
covering “Personality Disorders and Certain Other Non-
Psychotic Mental Disorders”, with “homosexuality” as the
category to be used “for individuals whose sexual interests
are directed primarily toward people of the same sex..."1°
The underlying assumption was that normal sexual
orientation serves approved social and biological
purposes, which runs counter to the currentinternational

acceptance of sexual rights (specifically the right to decide
whether or not to reproduce)."2Radical changes to the
conceptualization and classification of sexual conditions
in general, particularly those related to sexual orientation
and gender identity, required a major overhaul to bring
them into line with the scientific literature.

The second era of homosexuality classification:
Removing or replacing stigma?

An ambivalent attitude regarding the declassification
of homosexuality was observed in the WHO's ICD-10
(published in 1992). Although it was noted that “Sexual
orientation alone is not to be regarded as a disorder"?
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atleast three ICD-10 codes (included in the “Psychological
and Behavioural Disorders Associated with Sexual
Development and Orientation” block, under the heading
of “Disorders of Adult Personality and Behaviour”),
specifically F66.0 (“Sexual Maturation Disorder”), F66.1
(“Ego-dystonic Sexual Orientation”) and F66.2 (“Sexual
Relationship Disorder”), could explicitly be applied based
on a homosexual, heterosexual or bisexual orientation.

Sexual maturation disorder was defined as a mental
disorder applied to anindividual suffering from “uncertainty
about his or her gender identity or sexual orientation,
which causes anxiety or depression. Most commonly this
occurs in adolescents who are not certain whether they
are homosexual, heterosexual, or bisexual in orientation
or in individuals who after a period of apparently stable
sexual orientation, often within a long-standing relationship,
find that their sexual orientation is changing.”

Ego-dystonic sexual orientation referred to an
individual whose “gender identity or sexual preference
is not in doubt, but the individual wishes it were different
because of associated psychological and behavioural
disorders and may seek treatment in order to change
it.3"Sexual Relationship Disorder” is a category for those
whose “gender identity or sexual preference abnormality
is responsible for difficulties in forming or maintaining
a relationship with a sexual partner”.?

Even though heterosexuality is also listed as a variation
of sexual orientation that could be subcoded in any
of these categories, heterosexual people were not
the intended recipients of these diagnoses.'® Clearly,
those who exhibit a same-sex sexual orientation may
also experience related distress. However, there is no
evidence that same-sex sexual orientation itself is the
cause of distress (i.e.,, a sexual maturation disorder
or “ego-dystonic” homosexuality); rather, it seems that
distress is a consequence of the social rejection and
discrimination caused by stigma associated with their
sexual orientation,’ which unfortunately continues
to be very frequent.’> Moreover, given that ICD-10
does not include specific categories for relationship
disorders due to other potential contributory factors,
classification of the co-occurrence of relationship
problems with a specific sexual orientation (or gender
identity) is difficult to justify."®

Similarly, although homosexuality was removed from
DSM-II in 1973, a category called “Sexual Orientation
Disturbance” was included in the subsequent DSM-II

reprints for those “disturbed by it, in conflict with it
or wishing to change their homosexual orientation”. The
main argument for its inclusion was that the presence
of such subjective distress justified a diagnosis
of a mental disorder.

Although scientific evidence available at the time
challenged the assumption that homosexuality was
a pathological condition per se, % this special category
remained in DSM-III (published in 1980) under a different
name: “Ego-dystonic Homosexuality”. The rationale
for its inclusion was changed by adding “inherent
disadvantage” as a second element of the definition
of a mental disorder.?

Moreover, although the term Ego-dystonic Homosexuality
no longer appeared in DSM-III-R (published in 1987),
DSM-IV (published in 1994) or DSM-IV-TR (published
in 2000), the category of “Sexual Disorders Not Otherwise
Specified” opened the door to classify “persistent and
marked distress about one’s sexual orientation”.

Table 2 summarizes the major subdivisions, groups
and category names in the DSM's second stage
of classification of homosexuality. The example
provided for “Sexual Disorders Not Otherwise Specified”
to classify the equivalent of ego-dystonic homosexuality
is highlighted in bold.

The same criticisms used for the term “ego-dystonic
homosexuality” could be applied to “sexual disorder not
otherwise specified”. If there are no categories of mental
disorders for short people who are unhappy with their
height, eye colour or complexion, then why should there
be one for distress related to sexual orientation???

As one would imagine, there were several mental
health specialists who viewed retention of the ability
to assign a mental disorder diagnosis on the basis
of sexual orientation as representative of the traditional
“homophobic bias” in the nomenclature, while other
psychiatrists and psychoanalysts opposed removal
of the original category of homosexuality, arguing that
this occurred in response to an “indefensible response
to gay pressure”.?!

Finally, ICD-11 and DSM-5, the current versions of the
WHO and APA classifications, do not include a single
category that could be applied to people based on their
sexual orientation.?



DSM-II (7t and DSM-III DSM-III-R DSM-IV and DSM-IV-TR
subsequent
reprints)
Major Personality disorders | Psychosexual disorders Sexual disorders Sexual and gender identity
subdivision and certain other disorders

non-psychotic
mental disorders

Group name | Sexual deviation Other psychosexual disorders | Other sexual disorders Other sexual disorders

Category Sexual orientation Ego-dystonic homosexuality | Sexual disorder not otherwise specified

names and disturbance Criteria: Examples:

criteria/ [homosexuality]

examples A) The individual complains (1) Marked feelings of inadequacy concerning body habitus,

that heterosexual arousalis
persistently absent or weak
and significantly interferes
with initiating or maintaining
wanted heterosexual
relationships;

size and shape of sex organs, sexual performance or other
traits related to self-imposed standards of masculinity or
femininity;

(2) Distress about a pattern of repeated sexual conquests or
other forms of non-paraphilic sexual addiction, involving a
succession of people who exist only as things to be used;

B) There is a sustained
pattern of homosexual
arousal that the individual
explicitly states has been
unwanted and constitutes a
persistent source of distress.

(3) Persistent and marked distress about one’s sexual
orientation.

The ICD-11 Working Group on the Classification of Sexual
Disorders and Sexual Health clarified that declassification
of the ICD-10 “Psychological and Behavioural Disorders
Associated with Sexual Development and Orientation”
categories was based on their lack of usefulness for
public health surveillance and clinical purposes, and their
negative consequences, including mistakes or delays
in accurate diagnosis and treatment, and ineffective and
unethical “corrective” therapies.'®

PSYCHIATRIC CLASSIFICATION

OF GENDER IDENTITY

The history of psychopathological
of transgender identity in the DSM and ICD has a number
of parallels with the one presented above for sexual

classification

orientation, mainly in connection with activism and
arguments used to call for the removal of transgender
diagnoses from mental disorder classifications,? although
different decisions were taken by the developers of the two
classification systems. Given the importance of reducing
the stigmatization of this population and ensuring quality

health and mental health services if required,?® in ICD-11,
transgender conditions were moved from the chapter
on mental and behavioural disorders to a new chapter
on “Conditions Related to Sexual Health”, while DSM-5
changed the name of the conditions, eliminating the word
“disorder” but retaining them as mental disorders.

According to Zucker since the
middle of the 20t century - particularly the 1960s

- awareness of transgender

and Spitzer,?

phenomena seems
to have increased considerably among health and
health professionals. During this period,
many of consideredtransgender

mental
them identity
to be a psychopathological expression of human
behaviour? or a biological disorder.2

However, unlike homosexuality, transgender
phenomenawere notincluded in thefirst editions of either
ICD or DSM. It was not until the end of the last century,

when ICD-9 (1978) and DSM-IIl (1980) were published,



DSM-IlI

DSM-III-R

DSM-1V and DSM-IV-TR

Major subdivision Psychosexual

disorders

Disorders usually first evident
in infancy, childhood or

Sexual and gender identity disorders

adolescence

Category names Gender identity

disorder in childhood

Transsexualism
(adolescents and
adults)

Gender identity disorder
in childhood

Gender identity disorder (with one set
of criteria for children and another for
adolescents and adults)

Transsexualism (adolescents
and adults)

Gender identity disorder
in adolescence and adulthood,
non-transsexual type

that psychiatric diagnoses related to transgender identity
appeared for the first time. Table 3 shows the major
subdivisions and categories used to classify transgender
conditions through DSM-IIl to DSM-IV-TR (see Table 1 for
ICD-8 and ICD-9 categories, highlighted in bold).

In the ICD-10 chapter on Mental and Behavioural
Disorders3 (specifically section F64 on gender identity
disorders), the diagnoses for transgender identity were
exactly the same as those in DSM-III (gender identity
disorder of childhood and transsexualism for adolescents
and adults). Other ICD-10 categories for paraphilias that
could be related to transgender phenomena are “Dual
Role Transvestism” and “Fetishistic Transvestism".

Interestingly, Stoller (and other psychiatrists and
psychoanalysts who supported the APA's decision
to remove homosexuality from DSM-II) recommended
the inclusion of categories related to transgender
identity in DSM-IIIl. According to other contemporary
experts in this area,?* this suggestion was based on
a psychopathological conceptualization of transgender
identity as a separation-individuation problem.?

Current categories related to gender identity: Differences
between ICD-11and DSM-5 ICD-11 and DSM-5 working
groups wrestled with two main challenges: how to reduce
stigma (which underlies the international call for
removal of transgender diagnoses from mental disorder
classifications by a number of civil societies, professional
organizations and the European Parliament)?3331 while
maintaining access to care(when this requires the

existence of a diagnosis in order to obtain needed medical
treatment covered by third party payers).3

In both classification systems, the name of the
categories related to transgender conditions was changed
in order to reduce stigma, eliminating the word “disorder”
and opting for labels that better express the subjective
experience of cross-gender identity.?® In ICD-11, they
are: “Gender Incongruence in Childhood” and “Gender
Incongruence in Adolescence and Adulthood”, whereas
in DSM-5,these are “Gender Dysphoria in Children” and
“Gender Dysphoria in Adolescents or Adults”.

Nevertheless, the need for diagnostic categories that
ensure healthcare reimbursement of gender-affirming
treatments for transgender people was resolved
in different ways by ICD-11 and DSM-5. In the APA
classification, consisting exclusively of mental disorders,
transgender categories are retained as mental disorders,
whereas in the WHO classification system (which
comprises and could introduce different chapters
for health-related conditions), these categories were
moved from the chapter on mental, behavioural and
neurodevelopmental disorders to a new chapter on
conditions related to sexual health. Consistent with the
conceptualization of transgender identity as not being
a mental disorder, in ICD-11, distress and functional
impairment are identified as commonly occurring
in response to experiences of stigmatization and
victimization, but they are not diagnostic requirements.
In DSM-5, distress or impairment - generally a requirement



for the diagnosis of a mental disorder-is also required
for a diagnosis of gender dysphoria.

Moreover, a redefinition of gender incongruence was
introduced in ICD-11 in order to describe the condition
more thoughtfully in a non-binary way as “marked and
persistent incongruence between an individual’s experienced
gender and the assigned sex™ - as opposed to a “desire
to live and be accepted as a member of the opposite
sex, usually accompanied by a sense of discomfort with,
or inappropriateness of, one’s anatomic sex and a wish
to have hormonal treatment and surgery to make one’s body
as congruent as possible with the preferred sex".?

Additionally, the ICD-11 diagnostic guidelines
modified the time required to establish the diagnosis.
In the case of the condition in adolescence and
adulthood, this involved changing the time limit from
“two years” to “several months” (to facilitate access
to quality healthcare). The opposite was done for
childhood diagnosis by increasing the time required
for diagnosis to two years in order to avoid false
positives based on gender-variant behaviours, common
in early stages of life.

The main ICD-11 proposals were subjected to field
testing in a variety of relevant healthcare settings
in different WHO regions, including low-, middle- and
high-income countries. Field testing of the transgender
category for adolescents and adults focused mainly on
assessing: 1) whether or not the transgender condition
is a mental disorder (by determining whether distress
and dysfunction are more related to social rejection
than to gender incongruence); 2) whether the ICD-11
set of criteria are more clinically useful than the DSM-5
criteria (by evaluating whether sex-changing treatment
with hormones and/or surgery is predicted by variables
related to marked gender incongruence rather than
experienced distress or impairment); and 3) the
sensitivity and specificity of two sets of diagnostic criteria
to establish the presence of gender incongruence (Gl),
considering distress and/or impairment as diagnostic
requirements (DSM-5) or not, in the case of ICD-11.

This was the scope of field testing of the ICD-11 changes
in the condition for adolescence and adulthood, given the
main arguments of those opposing its declassification as
a mental disorder, as summarized by Drescher, Cohen-
Kettenis and Winter: “While reducing the stigmatization
of mental disorders is important, the argument to remove
a diagnostic category from the mental disorders section

of the ICD simply because mental disorders are stigmatized
is neither compelling nor persuasive."?

Field studies confirmed the following: the distress and
dysfunction of transgender people are related more
to social rejection and violence than gender incongruence
per se; the inclusion of distress and/or dysfunction
as diagnostic requirements (as in DSM-5) does not
help to identify transgender people seeking medical
treatment or even to distinguish between transgender
and non-transgender people;**¥the diagnoses received
in childhood are non-specific rather than formal gender
identity diagnoses, and although such diagnoses
are experienced as negative and are used to justify
potentially harmful interventions, the ICD-11 category for
the transgender condition in childhood is necessary and
important and could have a range of personal, familial
and social benefits.”

Finally, in May 2019, the World Health Assembly
approved the new ICD-11, including changes to the name,
and the conceptualization (diagnostic requirements)
and location of transgender conditions in childhood,
adolescence and adulthood.

CONCLUSION

Over the last half-century, social forces and scientific
data have made it possible to view homosexuality
and transgender identity as non-pathological variants
of human experience. It is not surprising that, for
example, in surveys of psychiatrists and psychologists
prior to the development of ICD-11 (ICD-10 and DSM-IV
were in use at the time of the surveys), the category
most frequently recommended for deletion was
“Gender Identity Disorder”, usually because clinicians
regarded it as being based on stigmatization of a way
of being and behaving.3*

Given that ICD is the most widely used classification
system worldwide, changes in ICD-11 related to the
classification of sexual orientation and gender identity
have been particularly important. These changes reflect
current scientific evidence and best practice; they support
the provision of accessible and high-quality healthcare
services; and they are responsive to the needs, experience
and human rights of the populations involved. However,
further efforts to eliminate stigma, discrimination and
violence against sexual and gender minorities are still
necessary. These should include health professionals
and society as a whole but also new researchers in the



field, in order to make further steps in healthcare more
scientifically based and reasoned.

Rebeca Robles: planning,

searching, retrieval and selection of data, text

preparation; Tania Real: searching and retrieval of data,
text preparation, editing; Geoffrey M Reed: planning,
methodology, editing.

The review was carried out without additional
funding.

The authors declare no conflicts
of interest.

Rebeca Robles, PhD
reberobles@hotmail.com

Robles R, Real T, Reed GM. Depathologizing sexual
orientation and transgender identities in psychiatric
classifications. Consortium Psychiatricum. 2021;2(2):
45-53. d0i:10.17816/CP61

1. Reed GM, Mendonca Correia J, Esparza P, et al. The WPA-

WHO Global Survey of Psychiatrists’ Attitudes Towards Mental
Disorders Classification. World Psychiatry. 2011;10(2):118-131.
doi:10.1002/j.2051-5545.2011.tb00034.x

2. Evans SC, Reed GM, Roberts MC, et al. Psychologists’ perspectives
on the diagnostic classification of mental disorders: results from
the WHO-IUPsyS Global Survey. Int J Psychol. 2013;48(3):177-193.
doi:10.1080/00207594.2013.804189

3. World Health Organization. The ICD-10 Classification of Mental and
Behavioral Disorders. Clinical Descriptions and Diagnostic Guidelines.
World Health Organization; 1992.

4. American Psychiatric Association. Diagnostic and Statistical Manual
of Mental Disorders. 4th ed. American Psychiatric Association; 1994.

5. Jablensky A, Kendel RE. Criteria for Assessing a Classification
in Psychiatry. In: M. Maj, G. Wolfgan, J. J. Lépez-lbor,

N. Sartorius. Psychiatric Diagnosis and Classification.
John Wiley & Sons, Ltd; 2002.

6.  CarrS, Spandler H. Hidden from history? A brief modern history
of the psychiatric “treatment” of lesbian and bisexual women in
England. Lancet Psychiatry. 2019;6(4):289-290. doi:10.1016/52215-
0366(19)30059-8

7. Vargas-Huicochea |, Robles R, Real T, et al. A Qualitative Study of
the Acceptability of the Proposed ICD-11 Gender Incongruence
of Childhood Diagnosis Among Transgender Adults Who Were
Labeled Due to Their Gender Identity Since Childhood. Arch Sex
Behav. 2018;47(8):2363-2374. doi:10.1007/s10508-018-1241-4

8.  Bidell MP. Mind our professional gaps: Competent lesbian, gay,

20.

21.

22.

23.

24,

bisexual, and transgender mental health services. Counselling
Psychol Review, 2016;31(1):67-76.

Mendelson G. Homosexuality and psychiatric nosology.

Aust N Z ] Psychiatry. 2003;37(6):678-683. doi:10.1080/j.1440-
1614.2003.01273.x

American Psychiatric Association. Diagnostic and Statistical
Manual of Mental Disorders. 2nd ed. American Psychiatric
Association; 1986.

International Planned Parenthood Federation. Sexual rights: an
IPPF declaration. IPPF; 2006.

World Association for Sexual Health. Declaration of sexual rights.
Published September 3, 2014. Accessed April 7, 2021. http://www.
worldsexology.org/resources/declaration-of-sexual-rights/
Cochran SD, Drescher J, Kismodi E, et al. Proposed declassification
of disease categories related to sexual orientation in the
International Statistical Classification of Diseases and Related
Health Problems (ICD-11). Bull World Health Organ. 2014;92(9):672-
679. doi:10.2471/BLT.14.135541

Mays VM, Cochran SD. Mental health correlates of perceived
discrimination among lesbian, gay, and bisexual adults in

the United States. Am J Public Health. 2001;91(11):1869-1876.
doi:10.2105/ajph.91.11.1869

United Nations High Commissioner for Human Rights.
Discriminatory laws and practices and acts of violence against
individuals based on their sexual orientation and gender identity.
United Nations; 2011.

Cochran SD, Drescher J, Kismodi E, et al. Proposed declassification
of disease categories related to sexual orientation in the
International Statistical Classification of Diseases and Related
Health Problems (ICD-11). Bull World Health Organ. 2014;92(9):672-
679. doi:10.2471/BLT.14.135541

Bayer R. Politics, science, and the problem of psychiatric
nomenclature: A case study of the American Psychiatric
Association referendum on homosexuality. In: Engelhardt Jr. H,
Caplan A. Scientific Controversies: Case Studies in the Resolution and
Closure of Disputes in Science and Technology. Cambridge University
Press; 1987. doi:10.1017/CB09780511628719.018

Hooker E. The adjustment of the male overt homosexual. J Proj
Tech. 1957;21(1):18-31. doi:10.1080/08853126.1957.10380742
Hooker E. Reflections of a 40-year exploration. A scientific

view on homosexuality. Am Psychol. 1993;48(4):450-453.
doi:10.1037//0003-066x.48.4.450

Stoller RJ. Criteria for Psychiatric Diagnosis. In: Stoller RJ, Marmor
J, Bieber |, et al. A symposium: Should homosexuality be in the APA
nomenclature? Am | Psychiatry. 1973;130(11):1207-1216.

Bayer R, Spitzer RL. Edited correspondence on the status

of homosexuality in DSM-III. J Hist Behav Sci. 1982;18(1):32-

52. doi:10.1002/1520-6696(198201)18:1<32::aid-
jhbs2300180105>3.0.c0;2-0

Mass L. The birds, the bees and John Money: A conversation with
sexologist John Money. In: Mass L. Homosexuality and sexuality:
Dialogues of the sexual revolution. Harrington Park Press; 1990.
Reed GM, Drescher J, Krueger RB, et al. Disorders related to
sexuality and gender identity in the ICD-11: revising the ICD-10
classification based on current scientific evidence, best clinical
practices, and human rights considerations. World Psychiatry.
2016;15(3):205-221. doi:10.1002/wps.20354

Drescher J. Queer diagnoses: parallels and contrasts in the
history of homosexuality, gender variance, and the diagnostic
and statistical manual. Arch Sex Behav. 2010;39(2):427-460.
doi:10.1007/s10508-009-9531-5



25.

26.

27.

28.

29.
30.

31.

Drescher J, Cohen-Kettenis P, Winter S. Minding the body:
situating gender identity diagnoses in the ICD-11. Int Rev
Psychiatry. 2012;24(6):568-577. doi:10.3109/09540261.2012.741575
Zucker K], Spitzer RL. Was the Gender Identity Disorder

of Childhood Diagnosis Introduced into DSM-IIl as a

Backdoor Maneuver to Replace Homosexuality? A Historical
Note. Journal of Sex & Marital Therapy. 2005;31(1):31-42.
doi:10.1080/00926230590475251

Krafft-Ebing R. Psychopathia sexualis: A medico-forensic study.
Putnam; 1965.

Benjamin H. The transsexual phenomenon: A scientific report on
transsexualism and sex conversion in the human male and female.
Julian Press; 1966.

Stoller R]. Presentations of gender. Yale University Press; 1985.
Coordination Team of STP, International Campaign Stop Trans
Pathologization. Recent Developments related to the DSM and
ICD Revision Processes. STP, International Campaign Stop Trans
Pathologization. Published June, 2016. Accessed April 7, 2021.
http://www.stp2012.info/STP_Communique_DSM_ICD.pdf
Knudson G, De Cuypere G, Bockting W. Recommendations for
Revision of the DSM Diagnoses of Gender Identity Disorders:

32.

33.

34.

35.

Consensus Statement of the World Professional Association for
Transgender Health. IntJ of Transgend Health. 2010;12(2):115-118.
doi:10.1080/15532739.2010.509215

Drescher J. Controversies in Gender Diagnoses. LGBT Health.
2014;1(1):10-14. doi:10.1089/1gbt.2013.1500

World Health Organization. International Classification of
Diseases 11th Revision, 2019. The global standard for diagnostic
health information. Accessed April 7, 2021. https://icd.who.int/en/
Robles R, Fresan A, Vega-Ramirez H, et al. Removing transgender
identity from the classification of mental disorders: a Mexican
field study for ICD-11. Lancet Psychiatry. 2016;3(9):850-859.
doi:10.1016/52215-0366(16)30165-1

Robles R, Sharan P, Purnima S, et al. Sources of distress and
dysfunction among transgender people: An international research
programme for ICD-11. In: Robles R. Proceedings of the first
symposium “Diagnosis, health policy, human rights, and forensic
considerations: Transgender people, sexual minorities, and sexual
disorders in Latin America”; 2018 Septenber 27-30; Mexico City.
World Congress of Psychiatry; 2018.

Consortium Psychiatricum | 2021

| Volume2 | Issue?

53



Gender Identity Disorders:
Current Medical and Social Paradigm
and the ICD-11 Innovations

doi:10.17816/CP68

Anton V. Dyachenko'?, Alexey Y. Perekhov?,
Victor A. Soldatkin?, Olga A. Bukhanovskaya'?

'The Medical and Rehabilitation Research center «<PHOENIX»,
Rostov-on-Don, Russia; 2Department of psychiatry, narcology
and medical psychology, Rostov State Medical University,

AHTOH B. ObsaueHKo '?, Anekcen fl. Nepexos?,
BukTop A. ConpaTtkuu?, Onbra A. ByxaHoBckasn'?
/leyebHO-peabunuUMAYUOHHbIU HayYHbIU YeHmp
«®EHVKC», Pocmos-Ha-/oHy, Poccus; 2Kapedpa

ncuxuampuu, Hapkoso2uu u MeaUqUHCKOlj ncuxosoeuu,

Rostov-on-Don, Russia Pocmosckuli 2ocydapcmeeHHbIl MeouyuHCKUL

yHusepcumem, Pocmos-Ha-/JoHy, Poccus

ABSTRACT
This article presents a review of current concepts of gender identity under normal and pathological
conditions.

To analyse the impact of the medical and social paradigm shift for clinical practice.

The modern academic literature devoted to gender identity disorders is characterized by
avariety of terminology, a shift in emphasis from clinical judgement to a socially beneficial normocentric approach and
arelatively few advanced, evidence-based research. There is also a lack of evidence for the gender theory underlying
the new approach, which raises serious doubts about the validity of the medical and social paradigm revision. In the
same time, the position of Russian psychiatrists remains to be more clinically oriented.

Patients who declare the desire to reassign their gender have to be assessed by psychiatrists for
differential diagnosis to exclude a mental disorder. In such cases, the destigmatization of mental disorders is more
critical than the depathologization of gender identity disorders.

AHHOTALUMA
B faHHOW cTaTbe npeacTaBieH 0630p HayyHOW AUTepaTypbl, MOCBSALLEHHOV COBPEMEHHbLIM
npeAcTaBneHUsM O NofoBOM NnaeHTUdMKaLMM B HOPMe 1 NaToornu.

npoaHaﬂl/Bl/lpOBaTb 3Ha4yeHne CMeHbI Me,ﬂ,I/IKO-COLI,I/IaJ'IbHOIZ napagnrMbl ans
KNVHWNYECKOW NPaKTUKN.

CoBpeMeHHas Hay4Hasi nMTepaTypa, MOCBsLLEeHHas paccTpolicTBaM MoJioBOIA
naeHTNMKaLMKM, xapakTepmnsyeTcst TEpPMUHONOMMYECKMM MHOroobpasneMm, CMeLLeHeM akLeHTOB C KIMHNYECKOA
OLleHKW AaHHOro ¢peHoMeHa K CoLmanbHO-0pUEHTUPOBAHHOMY HOPMOLIEHTPUYECKOMY MOAXOAY Y OTHOCUTENBHO



HU3KMM AOKa3aTe/ibHbIM YpOBHEM McCnef0BaTeNbCKNX pa60T. I'er,epHaﬂ Teopud, nexallasd B OCHOBe HOBOIro

noaxoda, 40 C1MX nNop He Hawla Hay4YyHO apryMmeHTUnpoBaHHOIo noAaKkpenaeHus. OTO 06CTOATENBCTBO BbI3bIBAET

cepbe3Hble COMHEHWNA B 060CHOBaHHOCTU nponmsowlejLiero nepecmMoTpa MeAVKO-CoLManbHOM napagurmel. Ha astom

doHe No3nLma poCCUNCKNX MCUXNATPOB NPeACTaBNAeTCa bonee KINHNYECKM OPUEHTUPOBAHHOM.

MauneHTbl, 3aaBAd0WME O XelaHUN U3MEeHUTb Mo, HY>XAaTCA B TLU,aTeJ'IbHOIZ I'ICXI/IanI/IHeCKOI7I

anddepeHUManbHON ANArHOCTMKE C UCKIOYEHMEM MCUXMYECKUX PacCTpPoMCTB. Mpu 3TOM AecTurmaTtm3aums

NCNXm4yeckmnx paCCTpOI7ICTB OKa3blBaeTCA Ba>XHee AernaTtoorm3aunm paCCTpOI‘flCTB rnosoBoON I/IAeHTI/I(I)I/IKaLLVII/I.

INTRODUCTION

Clinical features, mechanisms of development and
methods of correction of gender identity disorders
(GIDs) were described in detail in the academic literature
of the second half of the twentieth century. The vision
of gender-role deviations in human behaviour as
a diverse group of mental disorders was formed. These
included both congenital and persistent anomalies,
and clinically similar but aetiologically variable courses
and prognoses of medical conditions."? However, the
revision of the scientific paradigm, the contradictions
that have arisen in the medical community and the
unprecedented increase in the number of requests for
gender reassignment in many countries,?> mean that
further research is needed in this field.

The purposes of the present study are to provide
a review of current concepts of gender identity under
normal and at pathological conditions, and to analyse the
impact of the medical and social paradigm shift for clinical
practice. The study involved an information search of the
Medline academic database and eLibrary in English and
Russian, respectively, using the keywords ‘gender identity
disorders’, ‘gender dysphoria’, ‘transness’ and ‘gender
reassignment’. The search identified 164 publications.
Of these, 49 publications devoted to the psychological-
psychiatric and socio-legal aspects of the problem of GIDs
were selected for a content-related analysis. In total, 55
literary sources were used for citation.

In contemporary science, the study of GID is conducted
mainly within the framework of ‘gender studies’, related
to the humanities (psychology, sociology, philosophy,
etc.). Published meta-analyses have indicated that the
information obtained from the field of gender studies

is not unambiguous.5" According to P. W. Hruz et al.
(2020), the shortcomings in the current understanding
of GID include the limited amount of existing academic
literature, the lack of randomized follow-up studies, small
sample sizes, imperfect eligibility criteria, short duration
of studies, high percentages of discontinued patients and
dependence on the opinion of experts.!

PREVALENCE OF GIDs

According to the meta-analysis of J. Arcelus (2015), the
prevalence of transsexualism is 4.6 people per 100,000
population; 6.8 for trans women and 2.6 for trans men.
There has been anincrease in registered prevalence over
the past 50 years."?

In the systematic review of L. Collin (2016), which
covered 27 publications, the incidence of transgender
people in medical institutions for hormonal and surgical
treatment was 9.2 people per 100,000 population.
However, the authors specified an appreciable variation
in the data in particular studies."®

The prevalence of GID among present-day young people
is about 1%.'>14 K. J. Zucker quotes similar figures (from
0.5% to 1.3%), but with the essential clarification that there
is a significantly higher occurrence of GID among children
and adolescents compared to adults.' This is consistent
with data showing that 70-94% of minors who express
dissatisfaction with their gender subsequently refuse
to perform trans role self-introduction.®2°

GID CLINICAL MANIFESTATION

Current data on GID clinical manifestation are very
ambiguous.?22 They describe GIDs that are congenital
and relatively stable conditions, which develop in parallel



with psychosexual maturation and variants that are
characterized by ‘rapid’ occurrence. Patients may identify
themselves inversely with respect to gender, or identify
as being outside of the binary gender-role model. Inverse
identification is probably more common than non-
binary identification. Some patients reject the external
characteristics of gender and want to remove them, while
others do not experience significant discomfort. In some
cases, self-identification, gender-role behaviour, sexual
orientation and external attributes correspond with one
other, but in others they are inconsistent.

Gender dysphoria, i.e., a state of psychological distress
caused by the rejection of one's biological gender and
gender-role status, is singled out as the basic clinical
phenomenon that determines the treatment for
psychological and psychiatric support. Gender dysphoria
may be both endopsychic, expressed through pressing
emotional experiences (depression, anxiety, internal
conflicts, etc.) and exopsychic, expressed through
behavioural auto-destruction,
proneness to conflict, etc.).’”72° The
overwhelming majority of studies indicate a high
prevalence of mental disorders in individuals with GID,

disorders (addiction,
self-isolation,

including high suicide risk.2%2 Numerous data on the
susceptibility of children with gender-role disorders
towards self-stigmatization, depression, eating disorders,
alcoholism, drug addiction, self-mutilation and suicidal
behaviour are presented. L. Nahata et al. (2018) analysed
79 medical records of patients aged nine to 18 years
referred to the paediatric endocrinology department
in connection with GID. The vast majority (92.4%) were
diagnosed with at least one of the following nosological
entities: depressive disorder, anxiety disorder, post-
traumatic stress disorder, eating disorders, autism
spectrum disorder or bipolar affective disorder; 74.7%
reported suicidal ideation; 30.4% made one or more
suicide attempts; 55.7% confirmed self-mutilation.?*

R. B. Toomey et al. (2018) surveyed 120,617
adolescents with GID between the ages of 11 and 19.
14% of respondents reported making a suicide attempt
in the past. Suicidal behaviour was most typical for girls
seeking to reverse transformation (50.8%), as well as for
adolescents of both genders with non-binary positioning
(41.8%).% A survey of 923 young Canadians who identify
as transgender found that 65% of respondents aged 14
to 18 had seriously considered suicide within the past
year, compared to 13% in the control group. In this case,

young men showed a greater tendency towards self-
mutilation and suicide.?

L. A. Taliaferro et al. (2019) studied the phenomenon
in adolescents with GID by
comparing a group of individuals with and without self-
mutilations. Of the 1,635 respondents, more than half
(51.6%) reported episodes of self-mutilation during the
past year. Children with auto-destructive behaviour

of auto-destruction

were significantly more likely to report mental health
problems, depression, episodes of running away from
home and substance use.?

The systematic review of L. D. DeFreitas (2020)
indicated that, on average, 53.2% of transgender people
have at least one mental disorder in the course of their
lifetime. Affective disorders (42.1%), anxiety disorders
(26.8%) and substance use or substance abuse disorders
(14.7%) were most frequently identified.?

SOCIAL PREMISES AND CONSEQUENCES OF GID
DEPATHOLOGIZATION

Gender theory, conceptually related to feminism, social
constructivism, transhumanism and postmodernism,
has served as the ideological basis for expanding the
boundaries of acceptability in relation to gender-role
behaviour. It determines gender identity exclusively
by upbringing, gender-role behaviour stereotypes
accepted in the macro-and micro-social environment,
and personality choice.?® The mechanisms of GID
occurrence within the framework of gender theory
are explained inconsistently. Without denying the
results of earlier studies on the biological nature
of GID in transgender people, the new concept asserts
the freedom of gender-role positioning for all people.
In accordance with this, on the one hand, the right
to choose self-identification is asserted, on the other
hand, it is said that the identity of transgender people
is irrefutable, which makes it necessary to create specific
conditions for them to adapt. Proclaiming absolute
freedom to choose a model of gender-role behaviour,
gender theory devalues the motives of this behaviour and
unites all the GID versions into a group of ‘transgender’
(gender nonconforming people, trans minorities, etc.),
regardless of their nature, stability, phenomenology,
dynamics of development and timing at which their
development occurred.’®? Along with transsexuals,
transgender people include people with transvestism,
some homosexuals and nonconformists who consciously



demonstrate their commitment to liberal values and
the ideology of transhumanism by rejecting socially
acceptable gender-role stereotypes.

Following the idea of freedom of self-positioning,
attempts to study the factors of susceptibility to ‘transness’
become meaningless. Perhaps for this reason, there
are few such works in the contemporary academic
literature. Itis believed that people with autism spectrum
disorders are more likely to be transgender,3°32 put the
nature of the relationship between these conditions
is not substantiated. The results of the study of genetic,
neuromorphological and neuroendocrine factors are rare
and less informative 333

The increase in the number of people seeking
to positioning themselves outside of gender may
be explained by higher patient referrals against the
background of increased availability of medical and
psychological care® and a fundamental change in the
social paradigm in relation to GID.3¢

The principles for the application of international
human rights law in relation to sexual orientation and
gender identity were adopted by a group of relevant
experts on 6-9 November 2006, in Yogyakarta (Indonesia);
these are now known as the Yogyakarta Principles.?® The
review group included experts on human rights issues
of various profiles from different regions, including
judges, scientists, a former United Nations (UN) High
Commissioner for Human Rights, Special Rapporteurs
of the Commission of Human Rights,
of the human rights treaty bodies and representatives

members

of independent human rights organizations. According
to the Yogyakarta Principles, countries should include
the principle of universality in their national constitutions
and legislation, and should implement educational and
awareness-building campaigns aimed at ensuring the
full enjoyment of all rights and freedoms for all persons,
regardless of their gender identity. Sufficient attention
is directed to the right to equality and non-discrimination:
"everyone is entitled to enjoy all human rights without
discrimination on the basis of sexual orientation
or gender identity".36

In the UN Declaration on Sexual Orientation and
Gender Identity, dated 18 December 2008, non-binary
gender-role positioning was ranked as a human right
that requires protection. The UN member states were

requested to take legislative and administrative
measures "to ensure that sexual orientation or gender
identity may under no circumstances be the basis for
arrest or detention...and that human rights violations
based on sexual orientation or gender identity are
investigated and
to responsibility and committed to court."*® This
document was signed by 96 of the 193 UN member

the perpetrators are brought

states, including all the states of the European Union,
the United States, Canada and Japan.

In a report from 2009, The Council of Europe
Commissioner for Rights
that states ‘train medical professionals, including
psychologists, psychiatrists and therapists, considering

Human recommended

the needs of transgender people and the requirements
for respect for their dignity’; "ensure that body correction
procedures, such as hormone therapy, surgery and
psychological support, are accessible to transgender
people, and ensure that these costs are compensated
under the state health insurance system."3¢

In 2013, the UN unveiled campaign "Free and Equal ", which
aimed to protect gay, lesbian, bisexual and transgender
people from discrimination.3 Concurrently, the
causes of gender dysphoria stipulating the treatment
of ‘transgender’ people in medical institutions, within
the framework of this approach, are usually associated
with the inability of an individual to openly identify
in the desired way and implement appropriate gender-
role behaviour in the conditions of social pressure
(discrimination, etc). A
from the American Psychiatric Association (2012)

stated: "Transness or gender diversity does not imply

transphobia, statement

a deterioration in judgment, stability, reliability, general
social or professional abilities; however, these individuals
are often discriminated against due to a lack of civil rights
protection for their gender identity or self-expression....
Such discrimination and lack of equal civil rights harm the
mental health of transgender people and gender-diverse
individuals".3 The meta-analysis of S. M. Peitzmeier
(2020), which included 85 publications (49,966
participants), showed that compared with cisgender
people, transgender people are 2.2 times more likely
to be subjected to physical violence and 2.5 times more
likely to be subjected to sexual harassment.®



The vulnerability of transgender people to discrimination
and aggression is also emphasized in the scientific
literature. G. R. Murchison et al. (2019) analysed data
obtained from 3,673 American adolescents with GID:
26.5% of girls and 18.5% of boys with reverse identity,
and 27% of girls and 17.6% of boys with non-binary
positioning, reported cases of sexual violence in the
past 12 months.®® Considerable attention is paid to the
‘insufficient cultural awareness’ of medical professionals
regarding the current regulations of gender-role
behaviour, which prevent young people with GID from
receiving assistance.?3® Cases of denial of services,
manifestations of rudeness, verbal and physical violence
in medical institutions in relation to minors with
gender-role disorders are reported.*’ There is evidence
that young transgender people are often subjected
to violence by both peers and family members. In the
study of K. Peng et al. (2019) of 385 adolescents with
GID, 295 (76.6%) reported being abused or bullied
at school by classmates or teachers due to deviant
gender-role positioning. Of the 319 respondents who
revealed their experiences to their parents, 296
(92.8%) were subjected to neglect or violence within
the family.®® In general, the rejection of transgender
identification by the immediate environment, the
opposition to the desire of patients to the desired
self-introduction is emphasized as one of the main
sources of gender dysphoria.

Overcoming parental ‘prejudice’ is considered to be
one of the most essential components for suicide
prevention among children with GID."”® According
to R. Travers et al. (2012), who surveyed 433 transgender
adolescents, 4% of those whose parents supported
them had attempted suicide, compared to 60% of those
whose parents did not support them.* Many modern
experts favour granting transgender children the full
right to self-identification, regardless of the opinion
of legal representatives.#! In some countries, monitoring
of the right of minors to ‘gender expression’ is executed
by public services: the employees of general education
and medical institutions, the police and social workers.
A striking example of this practice is the Norwegian
‘Barnevernet’ state service for assistance and support
for children and adolescents, which has broad powers
up to the deprivation of parental custody.

Under these circumstances, it seems paradoxical
that there is an extremely small amount of academic
studies exploring the problem of GID in minors from
the perspective of parents. In the course of a study
conducted in 2018 at Brown University (USA), 256
questionnaires of parents for children with ‘rapid’
development of GID were analysed. Adolescents (the
average age at the time of the study was 16.4 years)
reported their ‘transgender identification’ on average
atthe age of 15. Some 41% expressed a non-heterosexual
orientation before they began to identify as transgender;
62.5% were diagnosed with at least one psychogenic
disorder or nervous system disturbance of development
prior to complaining of gender dysphoria. The number
of established diagnoses varied from one to seven. Nearly
half (47.2%) of children reported a psychologic decline
in mental health to their parents. More than half (57.3%)
noted a deterioration in the attitude of other children
towards them. Other behavioural changes were also
observed, including expression of distrust towards non-
transgender people (22.7%), refusal to spend time with
non-transgender friends (25.0%), desire to be isolated
from family members (49.4%) and significant trust
related to information about GID that is received from
‘transgender’ sources (46.6%). The majority (86.7%)
of parents reported that, along with the sudden or rapid
occurrence of GID, their child either spent more time on
the Internet and social networks, or socialized in a group
where one or more friends has become transgender.?"

DIAGNOSIS OF GID IN ICD-11

In accordance with the new social paradigm in current
medicine, approaches to the diagnosis of GIDs have
been radically modified. According to the official
position of the World Health Organization (WHO),
gender identity itself is not the subject of psychiatric
analysis and, like political or religious beliefs, should
be considered exclusively in the context of civil liberties
and individual psychological diversion.*® The conditions
identified in the International Classification of Diseases
11th Revision (ICD-11) as ‘gender incongruence’, which
replaced ‘gender identity disorders’, are found in Chapter
17 (in the section ‘Conditions related to sexual health’).
This new grouping includes three categories: gender
incongruence of adolescence or adulthood (HA60);
gender incongruence in childhood (HA61); and gender
incongruence, unspecified (HA6Z).42 Gender incongruence



of adolescence and adulthood is described as a marked
and persistent incongruence between an individual's
experienced gender and the assigned sex, which often
leads to a desire to ‘transition’, in order to live and
be accepted as a person of the experienced gender,
through hormonal treatment, surgery or other health
care services to make the individual's body align, as
much as desired and to the extent possible, with the
experienced gender. Gender incongruence of childhood
is characterized by a marked incongruence between
an individual's experienced/expressed gender and
the assigned sex in pre-pubertal children. It includes
a strong desire to be a different gender than the
assigned sex; a strong dislike on the child’s part of his
or her sexual anatomy or anticipated secondary sex
characteristics and/or a strong desire for the primary
and/or anticipated sex characteristics
that match the experienced gender; and make-
believe or fantasy play, toys, games, or activities and

secondary

playmates that are typical of the experienced gender
rather than the assigned sex. The incongruence must
have persisted for about two years.*?

IMPACT OF MEDICAL INTERVENTIONS FOR GENDER
REASSIGNMENT ON THE MENTAL WELLBEING OF
INDIVIDUALS WITH GID

In the context of earlier requests for gender reassignment,
the issue of aiding minors is actively discussed. The
American Psychological Association (APA) and the
American Academy of Paediatrics (AAP) have proposed
a ‘gender-affirmative care model'. This approach, which
is focused on "understanding and evaluating the gender
experience, unbiased partnership with young people and
their families", proclaims the following:

1. Transgender identity and diverse gender expressions
do not constitute a mental disorder.

2. Variations in gender identity and expression are
normal aspects of human diversity and binary
definitions of gender do not always reflect emerging
gender identities.

3. Gender identity evolves as an interplay of biology,
development, socialization and culture.

4. If a mental health issue exists, it most often stems
from stigma and negative experiences rather than
being intrinsic to the child.*

In @ number of countries, the issue of reducing age-
related contraindications for medical interventions for
gender reassignment is being discussed. Among other
measures, this refers to the possibility of conducting
hormonal replacement therapy for people who have not
reached puberty age.*# Various public organizations that
take a stand in favour of the liberalization of indications
for gender reassignment argue that the age of medical
intervention should depend on the treatment reversibility
level. According to this proposal, hormonal blockade,
considered ‘reversible’ by the World Professional
Association for Transgender Health, can be performed
with children as young as nine years old, while procedures
that are considered ‘irreversible’, such as genital surgery,
should be restricted to adults.?? Some authors insist on
the need to approve the right to perform hormonal
blocking of puberty without parental consent.*

Alarge amount of data has been published in support
of the statement that the implementation of gender
reassignment measures contributes to improving
adaptation and reducing the indicators of anxiety,
depression and suicidal risk in children.®'415 |n general,
most research shows a high level of satisfaction among
individuals with GID without clinical differentiation
performed by transformation.® However, there are
also procedurally similar frameworks that demonstrate
negative results. S. L. Reisner et al. (2015) conducted
a retrospective cohort study of the medical records
of 180 patients with GID aged 12 to 29 years, examined
between 2002 and 2011 at a hospital in Boston (USA).
People with GID reported depression, anxiety, auto-
destructive experiences and experience of inpatient
and outpatient psychiatric treatment two to three times
more than the group of people not experiencing gender-
role disorders. However, there were no statistically
significant differences in the results of assessing mental
health indicators when comparing patients of different
genders, when correcting for age, ethnicity and hormonal
medication use.” It is noteworthy that, despite the
unprecedented liberalization of gender-role behaviour
in @ number of countries, suicide rates among people
with GID remain extremely high, at 50-93%.20.23

VIEWS OF RUSSIAN CLINICIANS

The scientific validity of the modifications that have taken
place in the approaches to the systematics, diagnosis and
therapy of GID have raised doubts among a significant



body of Russian specialists. G. E. Vvedenskiy and
S. N. Matevosyan (2017), analysing the modification
in the approach to the diagnosis of GID in the ICD-
11, stated the following: "..the proposals of the
Work Group to change the categories of gender
disorders in the ICD-11 are largely based on the social
consequences of diseases and "legal considerations"
in a subjective ideological interpretation when trying
to ignore clinical psychopathological phenomenology
and a pronounced tendency to depathologize it
that will negatively affect the possibility of using the
classification in the work of practising psychiatrists and
sexologists".#* N. D. Kibrik and M. I. Yagubov (2018)
stated a similar forewarning: "...such depathologization
of the individuals who desire to assign their gender can
lead to serious consequences, since the fact that this
condition can often be combined with mental disorders
or be their manifestation, as well as contain an obvious
or potential risk of suicide is not considered".*

In Russian sexology, the perception of the human sex
as a three-dimensional structure, including the biological
component and social and mental determinants, has
been strengthened."#”

Sociocultural segregation of sex (social gender)
manifests itself in various spheres of social interaction,
including civil law, morals and ethics, material and
household concerns, pedagogy, professional, religion,
sexual, language, behaviour style and appearance.#’ Social
gender has a connection with the cultural environment
and therefore there is a range of evidence in different
countries and in different time periods.

Mental sex dimorphism (mental gender) is represented
by a complex arrangement of mental and behavioural
properties which distinguish men from women. At
the subjective level, mental gender forms the feeling
of identity with one of the genders that is characteristic
of most people, the consciousness of one's ‘Self as
a man or woman, the awareness of gender-related
personality traits and the desire to regulate gender-role
behaviour in accordance with the perceived gender. This
phenomenon was defined as gender self-awareness by
G. S. Vasilchenko.#” In more contemporary literature, the
term ‘gender identity’ is used in a similar sense.*®5° The
character of this phenomenon remains understudied.
It is considered to be a complex mental structure,
determined by both biological and social effects,
including innate and acquired, and stable and variable

parameters. According to Russian scientists, gender
self-awareness, potentials and abilities of the individual
involved in the establishment of gender-role behaviour,
as well as physical gender characteristics, are biologically
determined."? Thus, in the case of mental gender
congruence to the chromosome set, we should speak
of a ‘standard’ gender identity and for incongruence, we
should speak of a ‘gender identity disorder (violationy.
The latter can be congenital, due to hypothetical
intrauterine effects during the sexual differentiation
of the foetal brain, or acquired, arising under the impact
of social conditions, individual personality characteristics
or mental disorder.

Asserting the coincidence of sex and gender identity as
a standard, within the framework of the approach shared
by Russian psychiatrists, it is proposed to distinguish
two large groups of GID: stable mental anomalies
and dynamic disorders.2 The group of stable mental
anomalies includes a single condition - transsexualism.
As a pathognomonic feature, it is distinguished by an
innate and persistent inversion of gender identity,
accompanied by the
genotype gender characters, the desire to assimilate
in society among persons of the opposite gender, as

rejection of corresponding

well as the desire to transform physical appearance
and social status in the image of representatives of the
opposite gender.

There are no official statistics on the prevalence
of transsexualism in Russia, but this state is considered
to be very rare and the number of people experiencing
it is relatively stable. According to S. N. Matevosyan
et al. (2008), the number of referrals to specialized
institutions that provide assistance to persons with GIDs
is on average about 60 per year (gender ratio 1:1),
of which the diagnosis of ‘transsexualism’ is established
in 52.5% of cases among men and 69.2% of cases
among women.*!

Based on the data that transsexualism occurs
in all ethnic groups, in different cultures and does not
depend on education, financial security or psychosexual
upbringing,’? most researchers tend to believe that
it is mainly based on biological factors associated with
a violation of sexual differentiation of the brain under
the abnormal effect of foetal androgens.5>5* The result
of this disorder is, according to some authors, the



‘inverse’ formation of a number of brain structures,
primarily the hypothalamus.52

manifestations of transsexualism arise
state —

Clinical
from the basic characteristic of this
innate and persistent inversion of gender identity.
Depending on the severity of gender-role disorders,
two variants of transsexualism are distinguished,
nuclear and acentric.?

Nuclear transsexualism manifests itself from early
childhood (up to five years of age) with behavioural
disorders caused by a sense of belonging to the
opposite gender. The social environment has almost
no effect on the formation of gender-role behaviour.
Further psychosexual development occurs in accordance
with stereotypical characteristics of the opposite
gender, accompanied by a difficult experience of the
occurrence of secondary gender characters in puberty
and incessant attempts to correct the appearance so
that it has maximum similarity with the representatives
of the opposite gender. The sexual behaviour of nuclear
people s
in relation to the biological gender. Socialization

transgender exclusively homosexual
is dilemmatic, due to the active desire of transsexuals
to adapt in society exclusively in the desired field:
their appearance, lifestyle, professional activities and
habits are subordinated to the gender-role stereotypes
accepted in society that relate to the opposite gender.

Acentric transsexuals are described as characterized
by a higher ability to self-control gender-role behaviour
under the influence of micro-social conditions, which
in some cases gives the impression of ‘standard’
gender-role behaviour and sufficient social adaptation.
In these cases, violations of gender-role stereotypes
are observed from childhood, which, however, are
suppressed by the micro-community. The inverse
libido is also suppressed because of the individual's
commitment to social standards. In some cases,
acentric transgender people may maintain heterosexual
relationships, but these may not be harmonious and
satisfying. Compensation and adaptation are based
only on the self-control of patients and their incessant
internal struggle with the inverse self-consciousness,
which leads to disharmony of the personality and its
pathocharacterological formation. A. O. Bukhanovskiy
distinguished two groups of symptoms of transsexualism,
which are in hierarchical subordination: the basic (main)
and derived.?

The basic symptoms include:

Inversion of gender identity: identification of oneself
as a person of the opposite gender while maintaining
a rational assessment and understanding of both
biological and social sex.
Inversion of sexual socialization of the individual:
the assimilation, often exaggerated, by the patient
of personal and psychological qualities (temperamental
attributes and orientation of the individual, value
orientations, worldview, moral and ethical standards,
family and professional aspirations, habits, behavioural
characteristics), which are considered characteristic
of persons of the opposite gender in the socio-cultural
environment of transgender people.

Inversion of psychosexual identity: homosexuality,

the orientation of erotic and sexual libido exclusively

to heterosexual same-sex partners, the desire
to perform aninverse sexual role in sexual relationship.

The derived symptoms of transsexualism include:

The symptom of gender rejection is a feeling

of discontent, reaching the point of hatred, for the

gender characteristics of one's body and for the
manifestations of their functioning.

Multiple presentations of psychosocial maladjustment.

Auto-destructive behaviour, including suicidal.

Transsexual attitudes to the gender reassignment

take on various intensities (from fantasies

to unambiguously expressed decisions about the
need to reassign the gender):

- Experiences that devalue the genitals are
phenomenologically close to the symptom
of gender rejection.

- Passive thoughts and ideas about one's own
sexual life in the absence of a goal-setting
intention to achieve a real transformation.

gradual

formulation and justification of the idea sexual

This s

important stage in the development of the

transsexual attitude to gender reassignment,
as awareness of the goal appears and a system

- Transgender intentions: the

metamorphosis. a fundamentally

of evidence is developed.

- Thetranssexual decision is an attachment to the
ideational component of the willing incentive.
From this point on, the behaviour starts
to resemble the overvalued.



As a rule, sexual transformation is considered as the
only effective way to correct gender dysphoria in
transsexualism.2 On the one hand, gender reassignment
is a method of psychocorrection that allows not only
to reduce the risk of suicide, but also to significantly
improve the quality of life and psychoemotional
state of patients with GID. On the other, it is a set of
measures associated with aradical change in the social
and legal status of a person, carrying out cardinal and
only partially reversible medical interventions, proven
effective only in cases of transsexualism. This condition
imposes a special responsibility on the doctor: a mistake
in this issue is fraught with the most tragic consequences
to the patient.

Differential diagnosis is carried out with disorders
and conditions in which violations of gender identity
and gender-role behaviour can also be observed. Such
disorders include ego-dystonic homosexuality, fetishistic
transvestism, personality pathology and schizophrenic
spectrum disorders.2 The gender-role disorders observed
in these disorders were designated by A. O. Bukhanovskiy
as "states similar to transsexualism".2 Having related
clinical manifestations, they are not accompanied by
atrue violation of identity and, accordingly, are based on
completely different motives, due to a psychological crisis
or psychopathology. It is the existence of ‘similar states’
and their significantly greater prevalence in comparison
with transsexualism in this approach that explains the
high frequency of psychopathology and auto-destructive
behaviour among transgender people, the existence
of gender-role diversity, cases of incongruity of sexual
orientation and gender-role identity.

In recent years, schizophrenia spectrum disorders
that occur with gender-role disorders have acquired
special medical and social significance. According to our
statistics, the number of patients with schizophrenic
spectrum disorders who are dissatisfied with their gender
has increased dramatically over the past decade. A study
at the Phoenix Medical Centre (Rostov-on-Don city,
southern Russia; one of the oldest institutions in Russia
that provides mental health care to people with GID)
demonstrated a 46-fold increase in the number of patients
with schizophrenia-related disorders with complaints
of gender dysphoria from 2011-2020, compared to 1991-
2000 and 2001-2010. Apparently, this is due to a change

in the cultural environment, an increase in the availability
of information and an increase in public interest in the
phenomenon of transness.>* Patients with schizophrenia
spectrum disorders therefore potentially constitute
a group of patients most vulnerable to medical errors
when implementing the ICD-11 diagnostic requirements.
The correction of GIDs in mental disorders similar to
transsexualism through gender reassignment measures
has no scientific basis in view of the complete lack of
data on the positive impact of sexual transformation on
the mental disorders course and prognosis.

CONCLUSION

It should be recognized that the problem of transness
has clearly revealed procedural problems in modern
psychiatry, especially related to the group of so-called
‘behavioural’ disorders. The exclusion ‘transsexualism’
from the new editions of the international medical
justifiable
phenomenon is not related specifically to ‘states related

classifications is arguably since this
to sexual health’ and is not a true mental disorder
due to the absence of psychopathology. However, this
health condition was diagnosed earlier and procedurally
should have been diagnosed further by psychiatrists,
who, due to their specific knowledge, are able to make
a differential diagnosis and distinguish transsexualism
from clinically similar but aetiologically variable courses
and prognoses of medical conditions. Do not allocating a
proper place for transsexualism in the classification system,
the ICD-11 developers apparently ignore the very existence
of this category thatis not a proper decision on our opinion.

The modified diagnostic approaches create new
arrangements for psychiatrists to work with patients
who request gender reassignment. However, this work
still requires a differentiated, ideologically neutral
approach. Regardless of the current medical and social
paradigm or political standpoint, patients who declare
a desire to reassign their gender need a thorough clinical
diagnosis to exclude a mental disorder. We believe that
the direction of modern psychiatry development should
be associated not with the depathologization of some
nosological entities, but with the destigmatization
of mental disorders. Such attitude seems to be the only
promising approach that fully corresponds to the goal
of reconciling the two components of the concept of GIDs
that are currently disjointed: the socially oriented and the
clinically scientific.
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ABSTRACT

This article presents the evolution of views on schizophrenia diagnostics over the course of 150 years, beginning
from the pre-Kraepelin period and ending with concepts developed in recent decades. Consideration is given to the
merits and demerits of contemporary official classifications (DSM-5 and ICD-11) as well as to alternative approaches,
particularly in relation to scientific research, and their prospects for development. Special attention is paid to the
Research Domain Criteria Project (RDoC) of the National Institute of Mental Health (NIMH). Another promising area
discussed in this paper relates to network analysis as a method for the investigation of psychotic disorders, particularly
schizophrenia.

AHHOTALUMA

B cTaTbe npeacTaBieHa 3BOMOLNS B3rSA0B Ha ANArHOCTUKY LUM30PPEHNN Ha NpoTsxeHun 150 neT, HaunHasa
C JAOKpenesMHOBCKOrO Mepuoja M 3akaH4yMBas KOHLEMNUMAMY, pa3BMBaeMbIMU B MOCAeAHWE AeCATUNeTUS.
PaccmaTpunBatoTCs CUAbHbIE N Clabble CTOPOHbI COBPEMEHHbIX 0duumanbHbIX knaccnpukaumii (DSM-5 n ICD-11),
a TaKKe anbTepHaTUBHbIE MOAXOAbI, B TOM YMC/Ie KacakoLmMecs HayYHbIX CCIeA0BaHWIA U MepCrneKTVBbl UX Pa3BUTUS.
CneumanbHoe BHUMaHMe yaeneHo the Research Domain Criteria Project (RDoC) of National Institute of Mental Health
(NIMH). Apyroe nepcnekTMBHOE HanpaBieHe, NpeacTaBieHHOe B paboTe, kacaeTcs CeTeBOro aHaam3a kak MeToaa
N3yYeHUs PacCTPOMCTB MCUXOTUYECKOrO CMeKTPa W1, B YaCTHOCTY, LW30dpeHnn.

The history of describing schizophrenia as an independent
clinical entity traces back to the dementia praecox concept
of Emil Kraepelin.»? However, the term itself was not
originated by Kraepelin but by Bénédict Morel who
introduced it (démence précoce) to designate primary
dementia.? Prior to Morel, a point of view deriving from

the theory of vesania developed by William Cullen, an
English physician, dominated in psychiatry; in accordance
with this theory dementia developed as a secondary
phenomenon - a consequence of the destructive
process, manifesting with different symptoms and signs,
particularly affective disorders, followed by the addition



of excitement (“intermittent insanity”, in accordance with
the terminology of French psychiatrists), with dementia
developing only at the final stage.# By contrast, Morel
discussed primary dementia, moreover associating its
early manifestation with degeneration and degradation.
It was the latter idea, with its significant ideological
overtones, that provoked antagonism
contemporaries and resulted in the neglect of the early

in Morel's

dementia concept.

While Kraepelin borrowed the term from Morel, he
virtually erased the author's intended content, as was
noted by some psychiatrists at the time. Consolidating
three types of mental condition: "chronic delusion
with systematic evolution" (Magnan, 1893),° catatonia
(Kahlbaum, 1874)%7 and hebephrenia (Hecker, 1871)2
with the subsequent addition of a fourth type - “dementia
simplex” (Diem, 1903),° Kraepelin identified a new clinical
entity — early dementia. This identification was based on
the following fundamental provisions: the endogenous
nature of disorders, that is, the development of the
disease in connection with the internal factors that
aetiologically facilitate its occurrence (in contrast with
exogenous factors related to external "hazards"); and
the steady, progredient type of dementia development.'?
Thus, the identification of this clinical entity was based
on the combination of the disease aetiology, course
and outcome.

Despite the fact that Kraepelin's scientific views
underwent certain changes over time, deriving from the
accumulation of new data, this did not alter the clinical
approach, which implied the determination of patterns
that would enable the interrelation of psychopathological
symptoms, their
of the disease and its anticipated outcomes in the form
of "extensive anomie with predominant emotion and will

dynamics, the overall course

disorders, impotence of judgment and mental depletion".!
According to Kraepelin's concept, the basic symptoms
of the disease included "disruption of interrelation
between mental processes", disintegration of mentation,
emotional depletion, passive dependence, negativism,
stereotypies, mannerisms and impulsiveness. Thus,
a dichotomy in mental pathology was substantiated
through contra-distinction of dementia praecox and
another endogenous disease: manic-depressive
psychosis characterized by predominance of affective
symptoms in clinical presentations, cyclical course and

favourable prognosis.'?

One of Kraepelin's key ideas was the necessity for
dynamic consideration of the disease structure in contrast
with the identification of permanent pathognomonic
symptoms: "only the entire pattern in the aggregate
within the whole period of development from the
beginning to the end may give us the right to consolidate
this observation with other homogeneous cases...
the disease course and outcome correspond strictly to its
biological essence"." In contrast to this approach, many
well-known psychiatrists critical of Kraepelin’s position
persisted in attempts to identify "psychologically non-
derivable" primary disorders that reflected the essence
of this disease. These basic disorders were described as
"intrapsychic ataxia" (Stransky),'®' “volitional weakness"
(Mayer-Gross),'? and "hypoactivity of consciousness"
(Berze).'34 Bleuler's classifications of the basic disorders
included associative process splitting (association
schism), affective apathy, autism and ambivalence
(“the four As”) as well as volition disorders (abulia) and
disruption of cognitive processes (active attention,
memory, unproductivity of intellectual activities). These
symptoms and signs were considered in a static way,
without any evaluation of the "primary disorder" and the
disease outcome dynamics. Moreover, the nosological
unity of the "schizophrenia group" was denied. But as
in the case of dementia praecox, the diagnostic approach
was based on negative symptoms.

The concept of positive and negative symptoms
was introduced for the first time by John Russell
Reynolds®, an English neurologist and psychiatrist,
who considered these disorders as signs of the same
abnormalities as occurred in case of epilepsy. He
understood negative symptoms to mean those lacking
functional manifestations, for example, in the form
of sensory loss, paralysis or coma. From his point of view,
positive symptoms were those that related to excessive
functional manifestations: clonic convulsions, abnormal
movements, hallucinations and delusion.

Further development of the concept of positive and
negative symptoms was associated with the name of John
Hughlings Jackson' who not only considered positive and
negative symptoms as different manifestations of the
disease but also highlighted their interrelatedness. He
considered negative symptoms as the core presentations
of the disease — signs of degradation following from
abnormalities in certain areas of the brain which are
evolutionarily higher than other zones, responsible for



the appearance of positive symptoms developing due
to their excessive activity caused by lack of inhibitory
influence from the affected areas. Thus, in accordance
with the opinion of Hughlings Jackson, positive symptoms
represent a secondary phenomenon, being the brain’s
reaction to the functional decline in the affected areas.
This point of view was dominant in diagnostics from
the very beginning of schizophrenia's identification
as an independent clinical entity, and persisted for
many decades Indeed, Kraepelin,
Bleuler and other major psychiatrists of the 20th
century particularly specified negative symptoms
as the core presentations of schizophrenia. In this
regard, the concept of schizophrenia developed by the

subsequently.

Moscow scientific psychiatry school headed by Andrei
Vladimirovich Snezhnevsky''® cannot be ignored. Within
the framework of this concept, the idea of the "basic"
mental disorder in the case of schizophrenia according
to Bleuler was considered from the viewpoint of the
dynamic approach proposed by Kraepelin and took
into account interrelated patterns of the clinical signs
and symptoms development, course and outcome
of the disease. In this approach, positive and negative
symptoms were described with reference both to each
other and to the course of disease. The concept of the
layer-by-layer structure of the brain (in its evolutionary
aspect) developed by John Hughlings Jackson considered
psychopathological symptoms (both negative and
positive disorders) on a "layered" basis; in this case
presentations at "higher" levels were thought to include
underlying layers (for example, affective symptoms
at a "lower" level could be included as an element
of hallucinations and delusion).

Within the framework of this approach, diagnostics
is performed not by the identification of individual
disease signs that are connected together due to their
specificity and high probability of co-occurrence, but
rather with regard to the hierarchical relations of the
clinical disease presentations, based on identification
of a quite new formation — a complex set of symptoms
reflecting the non-separable integrity of the disease
components and assuredly representing more than just
the sum of their constituents (symptoms and "simpler"
syndromes). In this case the elements of a complex
syndrome
revealing the disease’s anticipable dynamics and
enabling predictions of its further development which

reflect the stage of its development,

are significant for diagnosing the state of the system
and selection of treatment management.

However, this approach is becoming increasingly less
common, even in the Russian Federation, and remains
as an additional option only in a proportion of psychiatric
facilities. The diagnostic concepts of the American
Psychiatric Association (APA)?® and the corresponding
diagnostic criteria for mental and behavioural disorders
in the International Classification of Diseases (ICD) by
the World Health Organization (WHO)?' have become
dominant over recent decades.

SCHIZOPHRENIA DIAGNOSTICS IN OFFICIAL
CLASSIFICATIONS
It should be noted that initially the APA diagnostic
approaches to a great extent corresponded to the classic
concepts of "old-school" psychiatry with regard to the
"basic" disorder in the case of schizophrenia. Indeed,
DSM-I (1952) and DSM-I1I (1968) paid significant attention
to negative symptoms and the disruption of inter-personal
relations.2 But DSM-II1Z2 and DSM-III-R?* introduced
operational criteria enabling the diagnostic requirements
to be limited to the presence of chronicity and adverse
outcomes of the disease through granting special status
to the first-rank symptoms defined by Schneider? that
include thought echo, thought insertion or withdrawal,
thought broadcasting, verbal pseudo-hallucinations
in the form of commenting voices and/or their "dialogue",
feelings of outside influence and delusional perceptions.
In this regard it should be noted that initially these
symptoms were proposed by the author to distinguish
schizophrenia from manic-depressive psychosis and
were not considered as specific to schizophrenia.
Nevertheless, the in the significance
of first-rank symptoms for schizophrenia diagnostics

increase

along with exclusion of the signs of disease progression
took place in DSM-IV and DSM-IV-TR.#% Further
simplification of the diagnostic approach is noted
in DSM-5: psychopathological nuances are ignored, and
crucial significance is attached to the following three
symptoms without their clinical differentiation: delusion,
hallucinations and disorganized speech; while catatonia
is referred to as a separate category (any catatonia
symptoms are to be coded as co-morbid).?® Negative
symptoms are included into the diagnostic criteria, but
they are not mandatory for diagnosis, and their presence
without any above-mentioned key symptoms precludes



a diagnosis of schizophrenia. No distinct disease forms
and disease course variants are specified.

The section on mental and behavioural disorders
in ICD-11 is to a great extent harmonized with DSM-5,
which is surely not incidental but rather reflects the
deliberate intention of the team who drafted it.?
It should be noted that neuroscience data and genetic
research have not brought about any considerable
changes in the description of certain disorders and
the general classification structure. The emphasis
was placed on field research aimed at establishing
a common understanding of disease presentations by
clinicians and consistency of diagnostics. The significant
efforts input by the drafting team enabled the desired
result: the consistency of diagnostics was improved
considerably in comparison with ICD-10. However, the
atheoretical and consensual nature of this classification
(that is, it results from specialist consensus) should
not go unnoticed. Schizophrenia variants in ICD-11
are based only on the incidence of repeated attacks:
a first episode, multiple episodes and a continuous
course; and a distinction is made between cases with
current symptoms, and those in partial or complete
remission. In this presentation the possibility of recovery
is not taken into account, although long-term studies
demonstrate a sufficient probability of such an outcome
- which happens in at least 16% of cases.?® In spite
of the fact that the presence of affective (manic and
depressive) symptoms, psychomotor and cognitive
disorders remains possible apart from positive and
negative symptoms, hallucination and delusional
symptoms and/or disorganization of thinking are to be
mandatory for a diagnosis of schizophrenia; negative
symptoms are included in the diagnostic criteria but
the presence of these symptoms alone does not permit
a diagnosis of schizophrenia.

ALTERNATIVE APPROACHES

TO SCHIZOPHRENIA DIAGNOSTICS

In the last quarter of the 20th century, Tim Crow,
an English psychiatrist,?®*' proposed distinguishing
two sub-types of schizophrenia: variants with either
predominantly positive or negative symptoms. The
distinction was based not only on the difference in clinical
aspects of the specified disease variants but also on
pathogenetic differences: in the first case disturbances
of dopaminergic system activity were observed, and in the

second case inhibition mechanisms due to neuronal
pruning played the key role in the disease pathogenesis.

Interest in negative symptoms has revived over
recent years (although not affecting contemporary
classifications) resulting in a distinction between deficit
and non-deficit schizophrenia, considered to be different
in the premorbid functioning of patients, clinical aspects
of the disease (particularly the intensity of cognitive
disorders), and functional outcomes.32 Additionally, mild
neurological signs are more prominent in case of deficit
schizophrenia as compared with the non-deficit variant,
and deviations are detected more clearly in the course
of neuro-imaging studies.

A two-factor model of negative symptoms in cases
of schizophrenia has been developed.® Blunted affectand
alogia are included into the first group, and anhedonia,
asociality and avolition in the second. It is noted that
decrease in the expression of emotion on the one hand,
and avolition-apathy on the other, actually represent two
different dimensions, which although highly correlated
to each other have "differentiated predictivity" in relation
to the clinical aspects of the disease, its functional
outcomes, cognitive and emotional deficiencies as well as
neurobiological disorders. Furthermore, it is postulated
that primary and persistent negative symptoms include
different psychopathological constructs, reflecting
dysfunction arising from a different neurobiological
formation. It is stated that further deconstruction
of negative symptoms into more "elementary"
components is necessary in order to understand the
neurobiological mechanisms.

Ideas about the need for the "deconstruction"
of schizophrenia are of increasingly frequent occurrence
in scientific publications.3* Van Os3* proposed renaming
this disease salience dysregulation syndrome, with
the identification of three variants: with 1) affective
expression, 2) developmental expression — negative
symptoms and cognitive deficit, or 3) positive symptoms
(hallucinations and delusion) and signs of disorganization.
It is proposed that aberrant assignment of motivational
salience of objects, people and actions should be
considered as the core presentation of schizophrenia -
namely a disability in hierarchizing perceived stimuli with
inversion of their salience (attribution of inappropriately
high significance to any non-significant circumstances).
Dopamine dysregulation is suspected to be the
pathogenetic basis of such disorders.3¢



Another approach, the complete obverse of that
applied in contemporary classifications, is proposed
in the Research Domain Criteria Project (RDoC) from
the US National Institute of Mental Health (NIMH).3?
Five basic domains are identified within the framework
of this project:

1) negative valence systems (the systems responsible
for reactions to any negative situations - fear, anxiety,
loss);

2) positive valence systems (the systems responsible
for reactions to any positive situations - reward
valuation, habits, reward leaning);

3) cognitive systems (attention, perception, memory,
cognitive control);

4) systems for social processes (social cognitions:
involvement; social communications, particularly
perception of emotional face expressions, non-
verbal communications; self-perception and self-
conception; perception and understanding of other
people);

5) activity / regulation systems (systems effecting the
organism’s sensitivity to any internal and external
stimuli, maintenance of the relevant homeostatic
regulation, circadian rhythms, sleep / awakening).

It is proposed to study these domains within the
framework of seven basic areas: genes, molecules, cells,
neural circuits, physiology, behaviours, self-reports.®”

One more specific feature of this project is that
while traditional research in psychiatry deals with
the pathophysiology of mental diseases, and studies
of their neurobiological markers, the RDoC attempts
to understand how violations of the regulation of various
systems leads to the clinical and psychopathological
presentations of the diseases. The following questions
are posed for the researcher: "what is the normal
distribution of certain characteristics?", "which CNS
responsible for these functions", and
finally "is it possible to determine the ‘quantity’

system is

of dysfunction and dysregulation which promotes
shifting from the norm to disease at the level
of mechanisms?". Within this project, there is an

actual refusal to study schizophrenia as a separate
nosological unit in favour of considering a group
of psychoses as a whole and trying to highlight
their diverse variants, based on the study of the
pathophysiological mechanisms of the development
of psychopathological symptoms.

CONCLUSION
At present it should be acknowledged that the
psychopathological assessment of a patient's state
remains the basis for diagnostics, in spite of abundant
studies dealing with investigations of the neurobiological
aspects of schizophrenia and schizophrenia-related
disorders. In this case the applied criteria, although
sufficiently valid and reliable® and useful for the
purposes of statistical registration and analysis (and
thus supported by health officials), turn out to have
low acceptability for research and even for application
in routine clinical practice. This is largely related
to the refusal to differentiate and distinguish between
the disease forms and course variants: when cases
of various degrees of severity, process intensity and
often with different clinical manifestations are analysed
"in bulk", the average result produced prevents the
identification of any patient sub-groups and more
precise diagnostics of disorders detected within them.
It is obvious that further development of schizophrenia
studies should be based on more differentiated
approaches and the identification of patient groups
with different variants of clinical aspects and their
associated biological disease markers. It is supposed
that the investigation of groups of neurobiological
parameters rather than individual ones may turn out
to be the most informative for the diagnostic aspect,
offering the possibility for disease diagnostics with
higher sensitivity and specificity. Network analysis
that enables a comprehensive assessment of the
existing disorders to be performed, with determination
of interrelations between individual signs and their
dynamic changes, is one such approach. The early
results of these studies are promising,® and further
development of this area with analysis of extensive
findings and an evaluation of a wide spread
of parameters is required.
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ABSTRACT

Classifications of mental disorders change regularly. This fact requires analysis, taking into account changes
in the epidemiological situation and changes in the organizational structure of mental health service, and
development of its technical and human resources. The preliminary analysis of these changes presented
in the article using the example of ICD-11 gives us reason to believe that they are almost unrelated to the
diagnostic process improvement. On the contrary, each new classification is characterized by an increasing
formalization and simplification of the criteria for separate clinical forms. The inevitable losses of clinical accuracy
in psychopathological assessment of disorder are compensated for increasing opportunities to deliver care
to a significantly greater number of patients.

AHHOTAUMA

Knaccndumkaumm ncuxmyecknx paccTponcTB MEHSIOTCS peryasapHo. 3T0T GakT TpebyeT aHanmsa C y4eToM U3MeHEHNI
3MNMAEMUONOTMYECKON CUTYaUMM N W3MEHEHWI OPraHm3auVoHHOM CTPYKTYpbl MCUXMATPUYECKON MOMOLLN,
Pa3BUTUSI ee TEXHUYECKUX W KafpOoBbIX pecypcoB. MpeAcTaBNeHHbIA B CTaTbe NMpejBapuTeNbHbIA aHanns aTux
n3mMeHeHUn Ha npuMepe ICD-11 gaeT OCHOBaHWA CYMTATb, UTO OHM MOYTU He CBA3aHbI C COBEPLUEHCTBOBaHNEM
AVArHOCTUYeCKoro mnpouecca. HanpoTuB, Kaxjas HoBasA Knaccmdukaums xapaktepusyeTcs Bce 60/bluel
dopmanusaumein 1 ynpolieHnemM KpuUtepmes oTAeNbHbIX KIMHUYecknX Gopm. HemsbexHble notepm TOYHOCTU
MCMXONaToNOrMUYeCcKom oLeHKM 60Ne3HEHHOr0 COCTOAHUSA KOMMEHCUPYIOTCA PacLLUVPAOLLMMNCS BO3MOXHOCTAMM
OKa3aHusA MOMOLLM 3HAUNTENbHO 6OJbLLIEMY UNCTY BOMbHbIX.



Each epoch brings significant changes to medicine,
including psychiatry. The following major changes have
taken place in psychiatry in recent decades:

1. Major epidemiological studies indicate a consistent
increase in both the incidence and prevalence
of mental disorders, as well as mental health issues,
often fraught with mental disorders themselves.
Non-psychotic disorders such as depressive,
anxiety, adjustment or stress-related disorders and
pathological addictions are predominantly intended.

2. Comorbid conditions such as a combination of mental
disorders and somatic or neurological diseases have
become an important medical challenge.

3. Changeshave been made to the institutional structure
of psychiatric care: in particular, the expansion
of outpatient forms of care while reducing the extent
of inpatient care, and increasingly frequent inclusion
of psychiatric departments in the structure of large
general hospitals.

4. Development of a multi-professional model of mental
health care has facilitated the participation of clinical
psychologists and specialists in occupational therapy
and social work etc.

5. There has been a shift towards delegation
of authority to diagnose and provide treatment
for non-psychotic, uncomplicated forms of mental
disorders (in particular, mild depression and
adjustment disorders without an obvious risk
of suicidal or aggressive behaviour) to primary care
physicians whose patients can access an appropriate
care on an outpatient basis. These specialists

are a common medical category in healthcare

provision in most countries. As a rule, they have
basic training in psychiatry, including knowledge
of psychopharmacotherapy and the fundamentals
of psychotherapy. They perform an important
function as the “first filter” for identifying mental
disorders and their differentiation, with referral
of all patients with psychotic disorders (as well as
diagnostically and therapeutically difficult cases)

to psychiatric institutions.”

It was these particular changes, rather than advances
in science or our growing knowledge about the complex
nature of mental disorders and their connections with
other medical issues, that influenced the radical turn
from the ICD-9 classification’ and DSM-IV classification?
(which were based on scientific systematics, with their
taxonomic rigour and consistency, and on the application
of more or less homogeneous criteria for categorizing
disorders) towards more utilitarian (and therefore
simplified and eclectic) principles of diagnosis in the latest
DSM-5 classification,® and the following (with some minor
changes) ICD-11 project.#

Given this paradigm shift in understanding and
ICD-10 has fulfilled
amilestone preparatory role.® It has already declared the
atheoreticism of the classification to be a rejection of any
“ideology”, primarily from psychoanalytic, psychodynamic

formation of classification,

concepts and, at the same time, from the nosological
system in favour of a syndromological differentiation
of clinical forms of mental pathology. Moreover,
syndromes (in classical psychopathology, hierarchically
organized interrelated disorders, as well as possible
protective, “hypercompensatory” formations) were often
distinguished as symptom complexes, i.e., combinations
of symptoms occurring simultaneously, which can be
actually heterogeneous when traced over time.

Of course, in contrast to a constantly improving
framework as an orderly generalization of scientific
knowledge and new facts, classification is the essence
of a consensus document. It reflects different expert
opinions and different influences - not only clinical but
also cultural, legal and organizational. The latest DSM-5
classification and the ICD-11
clear tendencies towards simplification of diagnostic
categories and, in addition, the inclusion of separate

project demonstrate

symptom complexes and even symptoms (most often
heterogeneous in nature) in clinical forms. These are, for
example, hoarding (excessive collecting of unnecessary
things) or excoriation disorder (pathological skin picking).
The named classifications are based on explicit diagnostic
principles, supported by obvious, explicit manifestations,
mainly behavioural.

* Unfortunately, there is still no government programme for the training of primary care physicians in Russia.
Therefore, all activities delivering care to inpatients and outpatients with any mental disorders are legally assigned to psychiatrists.



Eliminating types of schizophrenia and reducing
them to a single form, regardless of the syndromes’
structure, a disease’s course and outcomes, is the
most illustrative example of clinically controversial
and even challenging (in relation to the choice
of therapy) ICD-11
project already lists the course options: indication
of a currently symptomatic episode; an episode

simplification. However, the

in partial remission; an episode in full remission;
or the possibility of a continuous course. Besides,
additional qualifiers on symptomatic manifestations
presented in different domens can catch an impact
and proportion of positive, depressive
or manic, psychomotor and cognitive symptoms.

negative,

Perhaps these are the only guidelines regarding choice
of therapy and rehabilitation measures. In general,
the new classification does not include prognostic and
therapeutic indications.

Psychiatric phenomenology in its classical European
tradition (as an empathic, insightful understanding
of the patient's experience, in accordance with
the views of K. Jaspers®) is almost completely
replaced by formal registration of the presenting
symptoms. In this regard, it is worth recalling that
back in 2007, one of the leaders of the American
Psychiatric Association, N. Andreasen, published an
article which caused a wide response, entitled “DSM
and the death of phenomenology in America”.” The
author suggested referring to the vast experience
of European psychiatry,
tendencies in US clinical

believing that simplistic
psychiatry are flawed.
However, it is apparent that her words have not
been heeded. Meanwhile, phenomenological analysis
particularly allows psychiatrists to not only reveal
the nuances of patients’ painful experience but also
find opportunities for patients to resist the disease,
preserving personal qualities and values that help
build a partnership with the patient - the so-called
therapeutic alliance.

It seems that the modern classification is addressed
mainly to primary care physicians, as well as clinical
psychologists involved in modern multi-professional
work with patients. The psychiatrist is left with a more
complex and responsible function associated with the
treatment of “difficult” patients, not only with psychotic
forms and socially dangerous tendencies, but also
with the phenomena of therapeutic resistance, which,

in recent years, have become an increasingly frequent
therapeutic challenge.

Some specialists, trying to create new classifications
for the future, offer speculative projects that have
already been completely detached from clinical practice.
So, in recent publications, the so-called hierarchical
taxonomy of psychopathology (HiTOP) is discussed.
This represents a multi-level structure. The general
factor, which unites the largest number of correlated
interrelated symptoms, is located at the upper
level; below, there are multi-directional constructs
of “internalization” and “externalization”; lower down,
there are heterogeneous symptoms.8®

ICD-11 looks more solid in contrast. It is quite useable
to provide a statistical registration of nosographic
units presenting in the classification. However, in real
practical work, a psychiatrist of the European and Russian
psychopathological tradition will certainly strive to reveal
the vast array of clinical content available, based not on
statistical diagnosis (as indicated in the patient’s record)
but rather on a proper individualized diagnosis in each
specific case.

It should be noted that there are some positive trends
outlined in the new classification. In particular, these
relate to approximation, in some sections, to the building
of a functional diagnosis. Particular attention is paid to the
possibilities for social functioning before the disease,
at different stages of its course and in remission, which
represents the strongest aspect of the new classification.

Moreover, while the ICD-11 classification is in progress
of translating into national languages, the additional
codes and special comments that bring diagnostic
categories closer to real practice can be used. This will
also help to make the classification more suitable for
educational activities.
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ABSTRACT
Guided by international best practice and evidence-based medicine, the Qatar mental health service has undergone
amajor transformation in the last two decades, replacing the institution-based service with an accessible multidisciplinary
community-based service.

In this paper, we provide a brief historical background to mental health services in Qatar, and the progress and
development towards community-based mental health-care provision.

We also explore the challenges facing this new model of care in Qatar including social and cultural sensitivities, and
the various solutions adopted to overcome these challenges.

We outline the comprehensive plans envisaged to further develop Qatar community mental health services, including
the provision of accessible, integrated and multimodal mental health care within primary care settings.

AHHOTALUMA

PyKoBOACTBYSACL MepesoBbIM MeXAyHapOAHbLIM OMbITOM U AOCTUXKEHUSMU f0Ka3aTeNlbHOW MeAnUMHBI, Cyx6a
ncmMxmaTpuyeckoi noMoLm B Katape 3a nocnesHuve ABa AecATUNeTS NPOLLIIa cepbe3Hble Mpeobpa3oBaHus, B Xoae
KOTOpbIX CTaLMoOHapHas Mojesb 3aMeHsNack AOCTYNHOW MyAbTAUCUUMANHAPHOM BHE6ONBHNYHOM MOMOLLbHO.

B faHHO cTaTbe NpeACTaBIeHO KpaTKoe COObLLEeHME 06 UCTOPUM CTY>K6 OXpaHbl NCUXMYECKOro 340p0Bbs B KaTape,
a TakKe 0 nporpecce 1 pasBUTUN BHEBONBHUYHOM NCUXMATPUYECKON MOMOLLN.

MpoaHanu3npoBaHbl NPobaeMbl, C KOTOPLIMU CTaNKMBAETCA HOBasi MoZe/b 0kasaHus nomoLuy B Katape, Bkitoyas
coumanbHble 1 KynbTypasbHble 0COBEHHOCTY, a TakxXe pasfiyHble peLleHs, NpearnpuHMaeMble 41 NPeooneHuns
3TUX Npobnem.

MpeacTaBneHbl COBPEMEHHbIE MAaHbl MO daNbHelLweMy pa3BUTUIO BHEOONBHNUYHOM NCUXMATPUYECKON CyXbbl
B KaTape, Bktovas npejoctaBneHmne AoCTynHon 1 KOMBMHMPOBaHHOV NOANNPOdeCcCOoHaNbHOM MOMOLLM B 061aCTy
OXPaHbl NCUXNYECKOTO 340POBbS B YCNOBUAX NEPBUYHOA MEANLNHCKON CeTU.

INTRODUCTION economic and demographic growth over the past 20
Qatar is a small country situated on a peninsula in the  years following the discovery and production of gas. As
Arabian (Persian) Gulf; the only land border is with Saudi a result, Qatar is now considered to have the world's
Arabia to the west. The country has witnessed significant ~ highest per capita gross domestic product (GDP). The



population has grown rapidly from about 570,000 in 1999
to the latest estimate of 2.639 million in 2017 (World
Bank). The majority of the population live in the capital
city, Doha, with growing cities located primarily in the
north and south. The vast majority of the population
(85%) are expatriates.’

Hamad Medical Corporation (HMC) is the main
public provider of secondary and tertiary health care
in the country, with a growing number of general and
specialized hospitals under its umbrella, including Mental
Health Services. Primary Health Care Corporation (PHCC)
provides primary health-care services in 27 health centres
distributed across the country.

Shortly after the first hospital opened in Qatar
in 1948, psychiatry services were provided by general
practitioners.? Specialized mental health services were
introduced in 1971 as outpatient clinics.® Since then,
significant progress has been made with the provision
of a broad mix of inpatient, outpatient, community, and
specialized mental health services. Electronic medical
records were introduced within mental health clinics
in late 2015, thus facilitating better data availability
related to the services. For diagnostic coding purposes,
ICD-10is the main system used. However, many clinicians
also use the DSM-5. The DSM diagnostic criteria have
become more familiar to trainees as the residency and
fellowship training programmes follow the American
Accreditation Council of Graduate Medical Education
(ACGME) standards for training.

COMMUNITY MENTAL HEALTH
SERVICES IN QATAR

Mental health services in the Arab world remain largely
institution-based with resources focusing on inpatient
hospital settings. Community mental health services vary
considerably across the region and are mostly minimal.
This is reflected in the scarcity of information in the
published literature. Closer to Qatar, the Al-Ain province
in the United Arab Emirates started its community team
in 1994. The authors are not aware of any residential
community mental health facility across the region.*
Until the start of a proper community outreach
service in 1998, crisis-based home visits were arranged
informally on an ad hoc basis, to the then very small
population in Qatar.5 Shortly after this, a separate day-
care service was established, run mainly by occupational

therapists. The first dedicated Community Mental Health
Team (CMHT) was established in 2001, providing day care,
community outreach, and a limited crisis-intervention
service. In a highly conservative and reserved society,
with significant stigma associated with mental illness, and
deep cultural and spiritual factors linked to its aetiology,
the population had mixed attitudes towards community
outreach services. In addition to this, the mental
health workforce was recruited from different ethnic
and training backgrounds, often with little psychiatric
experience. Aspects of service delivery that are routine
practice elsewhere, proved rather challenging. For
example, the provision of community nurses dressed
in non-uniform attire was seen as very unconventional,
and using hospital vehicles with the hospital logo
displayed was not welcomed by certain families fearing
stigma. In response to these challenges, the preferences
of service users were accommodated. Several training
programmes were introduced to promote individualized
care plans for patients and an interdisciplinary approach
towards patient management was adopted.

In 2006, the first residential community-based facility
was opened. Fifteen long-stay male patients with
schizophrenia, who had been institutionalized within
inpatient units, were moved to a large home. Despite
scepticism from families and health-care staff alike, the
move proved hugely successful. Patients were soon
able to attend to their own activities of daily living, and
administer their own medication. In addition, these
patients required significantly lower doses of medication
to stabilize their mental state, and they were able
to reconnect with their families. The success of this
initiative was instrumental in encouraging the expansion
of the residential model to meet the service demands.

In 2013, Qatar’'s National Mental Health Strategy was
launched.® This was a five-year strategy with a vision
to provide the right care, at the right time, and in the
right place. It proposed an ambitious plan for providing
services in a range of locations to ensure that people
could access treatment in primary care and community
settings, instead of a centralized mental health facility.

In early 2015, following the Mental Health Strategy
recommendations, a better resourced community
mental health team started providing services from
a new community mental health facility located in the



west of the capital city, Doha. This team provides a range
of services including community outreach, psychiatric
day-care programmes for male and female patients,
rehabilitation, and community-based
outpatient clinics. In 2019, the second community

residential

outreach team was established in the city of Al-Wakrah
in the south of Qatar, and subsequently the catchment
area was divided between the two teams.

is provided by the two dedicated teams covering the
whole country. The teams seek to provide effective
multidisciplinary outreach intervention for individuals
with severe and enduring mental illness who are very
likely to disengage from services, stop their medication
and relapse. This outreach service aims to ensure
medication adherence, minimize relapse, and reduce
the need for inpatient admissions. At present there are
around 300 patients who are under the full mental health
care of the community outreach service.

Moreover, the outreach teams provide home-based
crisis intervention for patients with acute psychiatric
presentations, and aim to manage such cases in home
settings in order to avoid emergency room visits and
hospital admissions. Patients and their families are
provided with the phone numbers of community nurses
to ensure easy access to care. Every patient is scheduled
to be followed up regularly by an assigned psychiatrist
and a community nurse (key worker) to ensure
continuity of care.

Each outreach team is composed of experienced
staff in mental health disciplines: three consultant
psychiatrists, three trainee psychiatrists, a psychologist,
eight community psychiatric nurses, a social worker,
a dietician, and an occupational therapist. These teams
are resourced with cars and mobile phones to be used
for work duties.

Outreach teams receive referrals from the main
psychiatric hospital's outpatient clinics and inpatient
units, the emergency room in the general hospital
and from primary health-care centres. All referrals
are discussed in the weekly multidisciplinary team
meetings where cases are assigned to psychiatrists and
key workers (community nurses) in addition to other
appropriate team members.

Home visits are then scheduled in coordination
and families, and

with patients comprehensive

home assessments are conducted to identify all the
psychological, physical, and social needs of patients.
This enables the team to formulate a bio-psycho-social
management plan and agree on follow-up arrangements
with patients and families.

If these referrals are deemed to be urgent, crisis
intervention will be provided. In some extremely
urgent cases, the assistance of the ambulance service
is required, and in rare cases of high risk, the assistance
of the community police will be requested in agreement
with the family.

Clinical progress of all cases is regularly discussed in the
weekly multidisciplinary meetings, and management
plans are reviewed. Key workers are responsible for
scheduling regular home visits and for the provision
of medication to patients.

is provided by
a dedicated multidisciplinary team, bringing together
all mental health specialties to support patients with
chronic mental illness who need structure in their
daily activities. Recovery objectives are implemented
to rehabilitate patients and reintegrate them back into
meaningful life activities such as family life, education,
volunteering, and employment.

As part of respecting social and cultural norms in Qatar,
there are separate day-care programmes in separate
buildings for male and female patients, providing
gender-appropriate activities. Day-care activities include
group therapy sessions, outings, training on activities
of daily living, medical assessments, and multidisciplinary
interventions.

A day-care programme is commonly used for patients
who require a more intense follow-up than can be
provided in a regular outpatient clinic. In this sense, day
care is commonly used as an alternative to inpatient
admissions with some acutely unwell patients. At present,
there is a total of 97 patients receiving full mental health
care in the day-care programme: 58 males and 39
females.

includes
supervised residential units for female patients with
a total of 15 patients, and one supervised residential
unit for five male patients. These units are for patients
with severe and enduring mental illness who have spent
long periods in acute inpatient settings and for whom



discharge home is not an option for a variety of clinical
or social reasons.

This residential service puts great emphasis on
rehabilitation and recovery aspects such as family and
community reintegration, training on activities of daily
living including personal hygiene, money handling,
shopping, cooking, and social skills.

Families are encouraged to visit their relatives on
a regular basis, take them out for home visits and other
outings, and engage in their treatment plan. Although
very few patients are completely discharged home from
these residential units, many spend an increasing amount
of time at home during therapeutic home visits.

receive referrals
from 10 primary health-care centres located in the west
of Doha. The remaining 27 centres in the country send
referrals to the main outpatient clinics in the central
psychiatric hospital. The most common diagnoses among
referrals to these clinics are depression, anxiety and
psychosomatic disorders.

The current caseload of this outpatient clinic
is approximately 720 patients and is steadily
increasing. These clinics are provided by the three
community-based consultant psychiatrists in addition
to the trainee doctors under consultant supervision.

KEY PERFORMANCE INDICATORS (KPIS) FOR THE

COMMUNITY MENTAL HEALTH SERVICES

The following KPIs are used to measure the impact

and quality of care provided within the community

mental health service.

1. Reduction in admission rates and duration
of hospital stay for the community caseload.
Data collected within the service, not published,
suggest a significant reduction in rates of inpatient
admission and duration of hospital stay for
individual patients after their engagement with the
CMHT. Follow-up by the CMHT has been a major
contributor in facilitating earlier discharge from the
acute inpatient settings.

2. Increase in service users' satisfaction. The CMHT
receives regular feedback from patients and families
to guide and inform service priorities and gauge
service users' satisfaction. This feedback indicates

that users’ satisfaction has been steadily increasing.

CHALLENGES FOR COMMUNITY MENTAL HEALTH
SERVICES IN QATAR

This was a major challenge
when only one outreach team covered the whole country.
However, since the establishment of a second team in the
south of Qatar, there has been more efficient caseload
management utilizing a clearly demarcated catchment
area-based distribution. Plans to start a new community
outreach service in the north of Qatar are underway.

The stigma of mental illness represents a major
barrier to seeking and accepting appropriate mental
health interventions. This subsequently leads to late
presentations with acute psychiatric conditions through
the emergency departments of HMC and eventually
necessitating acute inpatient care. Stigma can render
compliance with medications and clinic follow-up
suboptimal.

Specialized services for
people with comorbid mental illness and learning
disability are still in their infancy in Qatar. The community
team therefore provides care for an increasing number
of such patients who require specialized expertise. The
team collaborates with non-governmental organizations
(NGOs) such as the Qatar Society for People with Special
Needs, to assist in the management of these cases.

Patients with mental
illness often have comorbid physical health problems,
however, many of them show reluctance to seek medical
care. The community outreach team regularly liaises
with physicians and other health-care staff in the local
general hospitals, primary health centres and other care
providers to ensure mental and physical health-care
aspects are provided in an integrated manner.

Whilst the mental health
law was issued in November 2016, it has not yet been
implemented, with many administrative procedures
pending. Implementation of the law requires extensive
training of relevant health-care providers in the
country; this training is ongoing. The processes involved
in initiating involuntary admission to the services,
securing independent expert opinion, submitting relevant
forms, and the appeal process, are still to be finalized. The
authority in charge of supervising the whole process and



ensuring that patients’ rights are protected at all times
(referredtoinlaw as‘competentauthority’) has notyetbeen
confirmed and the coordination with other authorities
such as the police service, remains under consideration.
Within the law, the presence of a community treatment
order will facilitate the management of a certain category
of patients once implementation begins, thus facilitating
relapse-prevention management approaches.

PLANS FOR DEVELOPING QATAR COMMUNITY

MENTAL HEALTH SERVICES

1. Establishing further community treatment hubs
in other areas of the country will enable the
sectorization of the catchment area and subsequent
division of the current outreach caseload. The short-
term plan is for two hubs to open within the next
couple of years, covering the north and central
regions of the country.

2. The provision of specialized mental health clinics
in primary care centres will provide more accessible
services in a less stigmatized setting. An example
of such a clinic has recently started in a primary care
clinic located within the capital’'s education city, which
hosts many educational facilities and campuses
of international colleges and universities.

3. Establishing a dedicated crisis intervention and
home treatment team will minimize the need for
emergency room presentations and decrease the
number of hospital admissions.

4. The provision of subspecialty community services
such as a forensic psychiatry community team and
a psychiatry of learning disability community team
will facilitate the provision of specialised care that
meets the needs of individual patients.

PROVISION OF MENTAL HEALTH CARE WITHIN

THE PRIMARY CARE SETTING

Depression, anxiety and psychosomatic disorders are
the most common mental illnesses seen in primary care
centres in Qatar.® Some of these cases are managed
within primary care settings whilst others are referred
to secondary mental health clinics.

The Primary Health Care Corporation (PHCC), the
sole public provider of primary care in the country, has
launched a comprehensive plan to optimize the provision
of mental health carein primary care settings. This includes
upskilling and training of general practitioners in mental

health, provision of psychology services, ensuring the
availability of most psychotropic medications within
the PHCC pharmacy and the provision of secondary
mental health clinics in primary care centres. The current
focus is on the provision of mental health care for mild
to moderate depression and anxiety disorders.

Dr. Suhaila Ghuloum, MB BCh, FRCPsych
sghuloum@hamad.qa

Ahmed MA, Ghuloum SA. Qatar community mental
health care: achievements and challenges. Consortium
Psychiatricum. 2021;2(2):76-80. doi:10.17816/CP78

1. De Bel-Air F. Demography, Migration and Labour Market in Qatar.
European University Institute and Gulf Research Centre; 2014.

2. Kronfol Z, Ghuloum S, Weber A. Country in focus: Qatar. Asian ]
Psychiatr. 2013;6(3):275-277. doi:10.1016/j.ajp.2013.02.004

3. El-Islam MF. Psychiatry in Qatar. Psychiatric Bulletin.
1995;19(12):779-781. doi:10.1192/pb.19.12.779

4. Saeed E, Wadoo O, Ouanes S. Community Mental Health Services.
In: Haque A, Gilstrap LL, Ghuloum S, editors. Mental Health in
Qatar: Challenges and Prospects. Cambridge Scholars Publishing;
2020: 364-386.

5. Ghuloum S, Ibrahim MA. Psychiatry in Qatar. Int Psychiatry.
2006;3(4):16-18. doi:10.1192/51749367600004975

6.  General Secretariat of the Supreme Council of Health. Qatar
National Mental Health Strategy, Changing Minds, Changing Lives.
The Supreme Council of Health; 2013. Accessed April 7, 2016.
https://www.moph.gov.qa/healthstrategies/national-mental-
health-strategy/



Community Mental Health Care
in Serbia: Development
and Perspectives

doi:10.17816/CP77

Dusica Lecic-Tosevski,' Maja Milosavljevic?? Aywmua Jleuny-Towescku,! Mans

Serbian Academy of Sciences and Arts, Belgrade, Munocasnesuy??

Serbia; ?Institute of Mental Health, Belgrade, Serbia; *Faculty "Cepbckas Akademusi HayK U uckyccms, benzpad, Cepbus;
of Medicine, University of Belgrade, Belgrade, Serbia 2WHcmumym ncuxu4ecko2o 30opoess, beaepad, Cepbus;

3MeduyuHckul gakynemem, YHusepcumem benzpada,
benepad, Cepbus

ABSTRACT

Community mental health care was developed in Serbia in 1982 at the Belgrade Institute of mental health.
Treatment was provided through the primary health care system, with each health centre having its own mental
health care team. However, in the process of psychiatric reform and deinstitutionalization, dedicated community
centres had to be established, in accordance with the National Strategy for the Development of Mental Health Care.
The first community-based mental health centre opened in the southern area of Serbia in 2005 and subsequently,
other centres were established. The centres are organized independently of psychiatric hospitals and are located
in local, self-government units, providing psychosocial treatment and the continuation of mental health care.
In relation to the ongoing reform of psychiatry in the country, there are positive and negative issues. There are
41.41 beds per 100,000 of the population in psychiatric hospitals and 18.33 beds per 100,000 of the population
in the psychiatric departments of general hospitals. Day hospitals, established throughout the country, provide
patients with good quality care. Mental health care professionals are educated to a high standard and integrative,
person-centred treatment is applied in most services. However, the level of stigma directed towards those with
mental illness is still high and constitutes a barrier to treatment. Well-developed screening and early detection
programmes to identify persons requiring mental health care are lacking, as are the records of patients with
mental disorders. The future goal is to further reduce the number of beds in psychiatric hospitals, establish new
community mental health care services throughout the country and ensure the prevention of mental disorders,
as well as mental health promotion.

AHHOTAUMA

OCHOBbI OKa3aHWA BHEBGONBHUYHOM MCUXUATPUYECKON MOMOLLM HaceneHuo 6biin pas3paboTaHbl B Cepbun
B 1982 rogy B VIHCTUTYTe MNCUMXMYECKOro 340poBbsi B benrpage. JleueHne obecrneymBanock MOCPEACTBOM
NepBUYHON MeAVLIMHCKON CeTu, MPW 3TOM B KaXA0M MeULIMHCKOM LieHTpe ¢yHKLIMOHMPpOBana CBOS CO6CTBEHHAs
rpynna cneumannctos B 061acTV MNCUXmMYeckoro 3j0posbs. OAHAKO B npouecce pepopMbl MACMXMATPUK
N AEVHCTUTYLMOHAaNM3aumMm HeobxoAnMO 6bI10 CO3AaTb CMeunann3npoBaHHble TeppuTOopuabHbIe LIeHTPbI
B COOTBETCTBUM C HalMOHanbHOIM cTpaTerneii passutua NcuxmaTpuyeckon nomoLn. MNepsebiil TeppuUTopranbHbIii
LEeHTp BHEH6ONBHUYHON NCUXMATPUYECKOM NOMOLLN OTKPLIICA B tOXHOM Yactn Cepbun B 2005 rogy, nocne yero
661V OTKPBITEI U Apyrvie LeHTpbl. LleHTpbl co34at0TcA OTAENbHO OT NCUXMATPUYEcKX 6ONBHNL, 1 pacnoaaratTes



B TEPPUTOPUANbHBIX eAUHMLIAX MECTHOro caMoynpasfieHus. B 1x 3agady BXoAUT obecneveHmne ncnxocoumanbHoro
NleyeHns 1 JanbHelillee OKasaHue NCUXMaTpu4ecko nomoLln. YTo KacaeTcs NpoBOAUMON B CTpaHe pedopmebl
NCUXNaTpuUKM, OHa MMeeT U MOJOXMUTE/bHbIE, N OTpULATe/bHble CTOPOHbLI. ObecrneyeHHOCTb KOeYHbIM GOHAOM
B NCcuxmaTpuyecknx 6onbHmuax coctaenset 41,41 kolikn Ha 100 000 HaceneHWs, a B NCUXMATPUYECKMX OTAENeHNAX
60nbHUL, obLLero npoduns 18,33 koiku Ha 100 000 HaceneHus. B AHEBHbIX CTaLMOHapax, CO34aHHbIX MO BCei
CTpaHe, NauvieHTam MNpeAoCTaBAseTCa MeAMUMHCKAs MOMOLLb AO0/KHOro kKadectBa. CneuuyanncTel B obnactum
NCUXMNYECKOro 340POBbS MMELOT BbiCLLiee 06pa3oBaHue, N B 6ObLUMHCTBE CNYX6 NMPOBOAMTCA KOMBUHMPOBAHHAas
nepcoHann3vpoBaHHas Tepanusa. OfHaKo YpOBeHb CTUrMaTv3auunm Anud, CTPajatoWwmx MCUXUYeckKumMm
3aboneBaHVsAMM, BCe ellle OCTaeTCs BbICOKMM U CO3AaeT MpenaTcTBue AAa npoBejeHus nedeHus. OTCyTCTBYHOT
NM60 HefoCTaTOYHbI AO/MKHBIM 06pa3oM paspaboTaHHble MPOrpaMmbl CKPUHUHIA WU PaHHEro BbIABAEHUS L,
HYXZAROLLMXCSA B NCUXMATPUYECKOV NOMOLLM, PAaBHO KakK M yyeT MaumeHTOB C NCUXMYECKUMU PacCTPOrCTBaMN.
MocneaytoLime Lienn 3aKN4aroTCsa B JanbHenleM CoKpaLleHN KOAnyecTsa Koek B MCUXnMaTpuiecknx 6oabH1LaXx,

CO3JaHNN HOBbIX BHEOONBbHUYHBIX C/TYXXO MO OKa3aHWIo MCUXMATPUYECKON MOMOLLM MO BCel CTpaHe, a Takxe

B obecrieyeHnmn I'IpO(I)I/IﬂaKTI/IKI/I NCNXmn4eckmnx paCCTpOVICTB n ykpenneHnn ncnxm4yeckoro 340poBbA.

MENTAL HEALTH CARE IN SERBIA

The oldest psychiatric institution, “Home for the Insane
People” in the Balkans, was established in Belgrade
(capital of Serbia) in 1861, with 25 beds. The number
of beds in psychiatric hospitals continued to increase
until the last decade when, in accordance with national
policy, the number began to decrease, primarily in “large”
psychiatric hospitals.

According to data acquired in 2002, there were 46
psychiatric hospitals with 7,000 beds; 3,000 of these were
in large psychiatric hospitals and the average duration
of treatment was 153 days. However, this period was
much shorter in university tertiary clinics (around 30
days). The total number of doctors (psychiatrists and
neuropsychiatrists) was 947, with 336 of these working
in the capital, Belgrade."?

In 2016 there were seven psychiatric hospitals,
36 psychiatric departments in general hospitals and
four community mental health centres.®>* There were
eight outpatient facilities for children and adolescents
(e.g., day care), with departments for developmental
disorders, as well as 39 other outpatient services for
children and adolescents, and six inpatient facilities
The total
of mental health care workers (governmental and
nongovernmental) in Serbia in 2016 was 2,643 (29.86
per 100,000 of the population?® (Table 1).

for children and adolescents. number

Inpatient care (per 100,000 of the population) included
41.41 hospital beds with 127.07 annual admissions and
18.33 psychiatric unit beds in general hospitals, with
209.97 annual admissions. The number of child- and
adolescent-specific inpatient beds per 100,000 of the
population was 0.86, with 3.02 annual admissions. More
than 75% of discharged inpatients received a follow-up
outpatient visit within one month.

COMMUNITY-BASED MENTAL HEALTH CARE

Community-based mental health care in Serbia is under
development.5¢ It began as part of the reform of psychiatry
in 2007, along with a process of deinstitutionalization and
de-stigmatization. However, community mental health
care was developed in the country many years ago. It was
organized through the primary health care system, each
health centre having its own mental health care team. The
activities aimed at bringing mental health care services
closer to patients was already in existence in previous
decades in certain psychiatric institutes and clinics. The
day hospital for substance abuse treatment (community
centre) was founded in 1978 as a part of the Institute
of Mental Health (IMH), which was the first psychosocial
psychiatric institution in Serbia, established in 1963
in the centre of Belgrade and currently recognized
as an institution of excellence.” This was essentially
a community centre, transferred to another municipality



Mental health care staff

Psychiatrists

Child psychiatrists
Other specialists
Nurses

Psychologists

Social workers
Occupational therapists
Speech therapists

Other mental health workers

in 1982 (from the Institute). It consists of two elements,
one for treating alcohol abuse in adults and pathological
gamblers, the other for the treatment of young,
poly-substance abusers, between 12 and 18 of age.®
In addition to these services at the IMH, there are
clubs for specific groups of patients (those suffering
from psychotic disorders or alcoholism, elderly patients
(we refer to this group as the “third age”, in order
to overcome stigmatization), families of adolescents,
etc.), organized as outpatient services.”®

In 2003, Serbia was involved in the Stability Pact Mental
Health Project of South-Eastern Europe, along with
another eight countries within the region. The project was
entitled, “Enhancing social cohesion through strengthening
community mental health services”, with the primary aim
of standardizing mental health care in the region." It was
coordinated by the World Health Organization (WHO) and
by national committees, responsible for mental health.
The national policy, “Strategy for the Development of Mental
Health Care", was prepared as part of the project and was
approved by the government of the Republic of Serbia
in January 2007. The policy is in accordance with the WHO
recommendations from 2001 concerning mental health
care, and with the Declaration on Mental Health for
Europe, approved at the European Ministerial Conference
in Helsinki, in January 2005. As a key obligation of the
project, the first centre for mental health care in the
community in Serbia, was established.

This pilot project in Serbia consisted of the opening
of the first community-based mental health centre

Rate per 100,000 of the population

8.64
0.21
0.46
13.17
4.55
0.36
0.23
0.14

2.09

in October 2005 in NiS (in the southern region of Serbia).®?
The centre formed part of the Special Hospital for
Mental Disorders “Gornja Toponica”. Its establishment
was a result of the collaboration of the Serbian Ministry
of Health, the Stability Pact for South-Eastern Europe and
the NGO, Caritas Italiana.'®

The mental health centre in Kikinda, a city in the
autonomous province of Vojvodina (in the northern
region of the country) opened at the end of May 2015,
as an organizational unit of the Special Hospital for
Mental Disorders, “Sveti Vracevi” in Novi Knezevac." The
third community-based mental health centre in Serbia
opened in 2015 in Vr3ac (in the north-eastern region
of the country), associated with the Special Hospital for
Mental Disorders “Dr. Slavoljub Bakalovi¢” in VrSac.’?
All the centres are situated outside the psychiatric
hospitals and are located within local self-government
units. They are led by multidisciplinary teams, consisting
of case managers, psychiatrists, psychologists and social
workers, who provide psychosocial treatment and the
continuation of mental health care. The funding of the
project for the centre in Kikinda totalled 141,645.14
EUR. Part of this fund was provided by the Provincial
Secretariat for Finance, and part by the Provincial
Secretariat for Health, Social Policy and Demography.™
An amount of 155,000.00 EUR was approved for the
realization of the project for the mental health centre
in Vrsac, 85% of which was a donation from the European
Union, while the remainder of the money was transferred
from the funds of the hospital or from the two provincial



secretariats.’” The establishment of these centres formed
part of the project entitled, “/mproving the position of users
of residential institutions with intellectual and mental
disorders, creating conditions for their inclusion in society
and the local community - Open Hug" in collaboration with
the Ministry of Health. The partners in the project were
the local municipalities and the Provincial Secretariat for
Health, Social Policy and Demography. The project was
also supported by the NGO, “International Aid Network
- IAN" in Belgrade."2

STRENGTHS AND WEAKNESSES

The mental health care system in Serbia demonstrates
many positive characteristics, such as the provision
of a number of day hospitals, providing patients with high
quality mental health care. The involvement of persons
with mental disorders and their family members
in mental health policies, laws and service development,
is increasing. Mental health care professionals are
educated to a high standard and integrative, person-
centred treatment is applied in most services, especially
in university clinics. Specialization in both adult and
child psychiatry requires a four-year training period and
is developed in accordance with European standards.’
Postgraduate psychiatry training includes subspecialties
in psychoanalytical psychotherapy, forensic psychiatry,
clinical substance  abuse.
Psychotherapy has a long tradition in the country with
various approaches - psychoanalytical, group analysis,

pharmacology and

systemic family treatment, cognitive-behavioural, etc.'®
Continuing medical education is obligatory for all
mental health care workers. Professionals from Serbia
publish in the leading psychiatric journals, books and
textbooks of international publishing houses.! All the
institutes, clinics and psychiatric departments have
ethical committees and are obliged to apply ethical
codes in their treatment and research. The health care
service is financed by the state through the Republic
Office of Health Care (health care is free of charge).
As an example of good clinical and research practice
in Serbia, the Institute of Mental Health was designated
as the WHO Collaborating Centre for Mental Health
in 2009 (renominated in 2018). The government
recognized its importance and supported the IMH
programmes, aimed at the prevention of suicide and
violence among children and young people, child
abuse, as well as substance abuse and alcoholism.!

During the past decade national guidelines for good
clinical practice were developed and published for
the treatment of schizophrenia,** depression'™ and
alcoholism,' as well as protocols for the prevention
of child abuse.

However,
a high level of stigma directed towards those with
mental disorders among the general public, which

certain weaknesses exist, such as

constitutes a barrier to treatment.'” Screening and
early detection programmes to identify persons
requiring mental health care are needed, and there
is a lack of an integrated information system for
registering and monitoring mental disorders, as well as
limited records of mental disorders. The collaboration
between primary, secondary and tertiary health care
is not satisfactory, similarly between psychiatric and
social welfare institutions. The network of mental
health community centres should be expanded.
It is well known that the importance of community
mental health care may have even greater relevance
in low- and middle-income countries (LMIC) compared
to high-income countries (HICs)."®

PERSPECTIVES
The future perspective of mental health care in Serbia
is inextricably linked to the social, economic and legal
transition of the country. This goal has ten steps plus
one and incorporates several domains: legislation and
human rights; organization of services; prevention
of mental disorders and mental health promotion; work
force development; research; evaluation of services;
improvement of quality; information systems;
intersectoral cooperation (partnership for mental health);
advocacy and public representation; reform of psychiatry
and psychiatrists.®

As previously noted, the mental health care system
in Serbia needs to be adjusted to meet many different
challenges. It should be stressed that the establishment
of new community centres is not the only development
that will improve the treatment of mentally ill persons.
Humanization and individualization of treatment, as well
as person-centred psychiatry, are also significant and are
already applied in many psychiatric services in Serbia.?
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ABSTRACT

In 1978, in Italy, approval of Basaglia’s reform law marked a shift from an asylum-based to a community-based mental
health system. The main aim of the reform was to treat patients in the community and no longer in psychiatric hospitals.
Following the Italian model, similar reforms of mental health care have been approved worldwide. The community-
based model aims to promote integration and human rights for people with mental disorders on the basis of their
freedom to choose treatment options.

By 2000, all psychiatric hospitals had been closed and all patients discharged. Mental health care is organized
through the Department of Mental Health, which is the umbrella organization responsible for specialist mental health
care in the community; this includes psychiatric wards located in general hospitals, residential facilities, mental health
centres, and day-hospital and day-care units.

Approval of Law 180 led to a practical and ideological shift in the provision of care to patients with mental disorders.
In particular, the reform highlighted the need to treat patients in the same way as any other patient, and mental
health care moved from a custodialistic to a therapeutic model.

Progressive consolidation of the community-based system of mental health care in Italy has been observed in the
past 40 years. However, some reasons for concern still exist, including low staffing levels, potential use of community
residential facilities as long-stay residential services, and a heterogeneity in the availability of resources for mental
health throughout the country.

AHHOTALNA
B 1978 rogy B WTtanum npuHATue 3akoHa basanbu, npegycMatpusaroero pedopmy NCUXMaTpum, O3HaMeHoBan
nepexoj OT CTaLMOHApPHOW K BHEBONBHUYHOWN CUCTeMe OKasaHWsA MOMOLLUM B 06/1aCTV OXpaHbl MCUXMYECKOro
3g0poBbs. OCHOBHaa uenb pedoOpMbl COCTOANA B TOM, YTOBbLI MauyMeHTbl MOAyYanu feyeHwe Mo MecTy
XUTeNbCTBa, a He B ncumxuatpuyeckux 6onbHuuax. Cnedys WTanbAHCKOV MOZENW, aHanornyHble CUCTeMbl
0Ka3aHMa MCUXMATPUYECKO MOMOLM MOAYYMAN LUMPOKOe pacrnpocTpaHeHne B Mupe. BHebonbHMYHas
MOZeNnb OKasaHWA MOMOLUM OPUMEHTMPOBAaHa Ha COAEeNCTBME MHTerpaumMm B 06LLEeCTBO U CObaojeHe npas
yesioBeka B OTHOLUEHUM NNL, C NCUXUYECKMMK pacCcTponcTBamm, T.K. OHa MpejycMaTpuBaeT cBobogy Bblbopa
nayveHTamm BuAa NedeHns.

K 2000 roay Bce ncuxmatpuyeckme 60AbHULbI BbIIM 3aKPbIThl, @ BCE MaLMeHTbl BbiNWCaHbl. [cuxmnaTpmuyeckas
MOMOLLb OCyLLecTBAseTcA u4epe3 [JlemapTameHT MCUXMYECKOro 340pOBbS, KOTOPbIV SABASAETCA [OI0OBHOM
opraHuvsauuein, oTeeyarolLlelri 3a COOTBETCTBYIOLLYIO CreLMann3npoBaHHyO MOMOLLbL MO TeppuUTopuanbHOMY



NPUHLMMY; CloAa BXOAAT McuxmaTpuyeckme oTAeNeHWUs, OTKPbITbie B 60bHMULAX 06Lero npoduns, yupexaeHus
WNHTEPHATHOro TWNa, LLEHTPbl NCUXUYECKOTrO 340POBbS, AHEBHbIE CTaLMOHapb! U OTAENEeHWS AHEBHOMO NpebbiBaHus.

MpuHsTUe 3akoHa 180 MpuBeno K NPakTUYECKOMY U UAEONOrMYECKOMY CABUMY B TOM, UTO KacaeTcs okasaHus
MOMOLLM MauMeHTaM C MCUXMYECKUMK paccTpoiicTBamn. B yacTHocTy, pedopma nojyepkHyna HeobXoAMMOCTb
NeynTb Takoro poja MauMeHTOB Tak >Xe, Kak M o6Oro Apyroro nauueHTa, a ncuxmatpudeckass cnyxbéa
nepelina OoT MOAeNW, MpejycMaTpuBatoLLei OKasaHve MOMOLLM B 3aKPbITOM YUpexaeHUn (Heao6poBoabHas
rocnUTanmn3auuns), K Mojenu TepaneBTUYecKOo.

B Wrtanum Ha npoTsxeHun nociegHux 40 neT Habnwogaetcsa nocnefoBaTeflbHOe COBepLUeHCTBOBaHMe
BHEBONbHUYHOW ncnxmaTpuyeckon nomolm. OAHAKO HeKoTopble MPUUMHBLI Ans 6ecrokolcTBa Bce elle
CYLLLeCTBYIOT, B TOM 4MCAe HeAOCTaTOYHas YKOMM/IeKTOBaHHOCTb MepcoHanoM, NoTeHUManbHoe MCNob30BaHne
06LLeCTBEHHBIX XWbIX 06BEKTOB /151 A0ITOBPEMEHHOrO MPOXUBAHWS, @ Takke HepaBHOMEPHOCTb JOCTYMHOCTY

pecypcoB, o6ecneyunBaloLLmnx NCUXMYECKOe 340POBbE, NMPUMEHUTENBHO KO BCE CTpaHe.

BACKGROUND

In Italy, the shift from asylum-based to community-based
mental health services was marked by approval of Law 180
(also known as the “Basaglia law”) in 1978. The approval
of this reform law led to the development of community
mental health services, with the aim of treating patients
in the community and no longer in hospitals. Following
the Italian model of mental health care, similar initiatives
have been carried out in other countries worldwide."

Law 180 started the dismantling of psychiatric asylums
and development of community-based mental health
centres, with a focus on people with severe mental
disorders being treated in the community.2 Mental
health services were established in order to cover a given
geographic area and with an emphasis on possible
reduction of rates of inpatient care. The community-
based model aims to promote integration and human
rights for people with mental disorders on the basis
of their freedom to choose treatment options.?

In Italy, the National Health System (NHS) was
established on December 23, 1978, and a comprehensive
public health policy was adopted. The NHS is tax-funded,
covers all citizens, and absorbs approximately 7% of the
whole gross domestic product. A further 2% of the gross
domestic product is spent on private health services
by individual citizens on a voluntary, additional basis.
Approximately 5% of NHS resources are allocated to child
and adult psychiatry, excluding services for drug abuse

and learning disabilities. The National Health System
consists of 206 health trusts,
for a geographically defined population of 200
to 800,000 inhabitants.

Italy is characterized by several regional differences
in terms of income, economic activity, distribution
of wealth, rates of unemployment, development of welfare

local each caring

services, and other social determinants of mental
health; these disparities are also reflected in the services
offered by the NHS.

It took nearly 20 years to complete the de-
institutionalization process, which started in 1978 and
terminated in 2000. Learning from our experience of the
historical and decisive anti-institutional movement
in this country is fundamental, especially if we are
to understand the extent to which it is possible
to change the nature of psychiatry and promote more
respectful care.*

Law 180/1978 was absorbed in the general 833/78 law,
through which the organization of a new National Health
System was established. The structural organization
of mental health departments, with a specific focus
on prevention, treatment and rehabilitation of people
with mental health problems, was defined by two
“Progetti Obiettivo”, one in 1994 and one in 1998.
The second “Progetto Obiettivo” also highlighted the
importance of coordination among various mental
health professionals.



In Italy, the transition from a hospital-based system
of care to a community-based mental health care system
started with the gradual closing down of psychiatric
hospitals. In 1978, 78,538 individuals were living
in psychiatric hospitals; there were 7,704 in 1998. By 2000,
all psychiatric hospitals had been closed and all patients
discharged. There are currently 10 beds in psychiatric
wards located in general hospitals per 100,000 population
and 46 beds in community residential facilities per
100,000 population, although several differences exist
according to different geographic areas (Table 1).

THE ORGANIZATION OF MENTAL HEALTH CARE

The Department of Mental Health (DMH) is the health
organization responsible for specialist mental health
care in the community, as defined by the Progetto
Obiettivo “Tutela Salute Mentale 1998-2000". The
DMH
mental health centres (CMHCs), day care facilities
(DCF), general hospital psychiatric units (GHPUs) and
residential facilities (RFs).

The DMH plays a central role in planning, organization

includes the following facilities: community

and management of all medical and social resources
related to prevention, treatment and rehabilitative
interventions supporting mental health in a defined
catchment area (Figure 1). Moreover, the DMH promotes
informative and educational interventions for the
general population in relation to mental health, in order
to challenge stigmatization and discrimination against
people with severe mental disorders. In particular, the

DMH can lead research projects on the quality and

Staff in mental health sector per 100,000
Psychiatrists

Nurses

Social workers

Psychologists

Inpatient facilities

Beds for mental health in general hospitals
Beds in community residential facilities
Outpatient facilities

Outpatient mental health facilities

Day treatment facilities

efficacy of pharmacological and non-pharmacological
interventions and promote training courses for mental
health professionals.

Community mental health centres (CMHCs) are the
core of the community-based system. They cover all
activities pertaining to adult psychiatry in outpatient
settings, and they manage therapeutic and rehabilitation
activities delivered by daily-care and residential facilities.
Community mental health centres are active every
day for 24 or 12 hours, depending on the regional
organization. They include a multidisciplinary staff
comprising psychiatrists, psychologists, social workers,
rehabilitation therapists and nurses, who collaborate
in order to provide integrated and personalized
interventions for patients with severe mental disorders.

According to the PROG-CSM survey,® at the national
level, the CMHC/resident ratio CMHC
per 80,460 inhabitants. In terms of staff working in each

is about 1

CMHC, the team usually includes four psychiatrists,
two psychologists, two social workers or rehabilitation
therapists and eight nurses. The mean is about 24.8
full-time professionals per 100,000 residents. Some
differences exist at the national level: the average is 25.9
professionals per 100,000 residents (+11.5) in northern
Italy, 28.3 (£7.4) in central Italy, and 23.7 (+6.9) residents
in southern Italy.

Within the DMH system, acute inpatient care is delivered
in general hospital psychiatric units (GHPUs). These are

7.83
19.28
1.93
2.58

10.95
46.41

1.43
1.34



Mental Health Department

Acute inpatient
facilities

Day centre Outpatient unit

inpatient facilities with a maximum of 15 beds and are
closely linked with the CMHCs in order to ensure continuity
of care. Admissions to a GHPU can be on a voluntary
or a compulsory basis. For compulsory admissions,
it is necessary for three criteria to be met, as follows:
the patient has a severe mental disorder; he/she does not
accept proposed treatments; the proposed treatments
cannot be provided elsewhere.

Short- and medium-term rehabilitation programmes are
usually implemented in day centres.

These are generally open 8 hours per day from
Monday to Saturday and can accommodate 20 patients
per day. In particular, mental health professionals
working in day centres promote expressive activities and
conduct training and empowerment workshops through
small group activities in order to improve individuals’
relational abilities. Day centres are usually accessed by
sub-acute patients.

Community residential facilities are non-hospital,
community-based facilities that provide overnight
care for patients with severe mental disorders. People
living in these residential facilities have relatively stable

mental health conditions and require rehabilitation

Mental health centre

Rehabilitation
and residential
facilities

Day hospital

interventions. These residential facilities are classified
as high-, medium- or low-intensity of care reflecting
the level of patient autonomy. The main difference
is the number of beds: high-intensity facilities include
up to 14 beds; medium-intensity facilities include up
to eight beds; and low-intensity facilities have three beds.
Moreover, according to the intensity of the rehabilitation
interventions provided to patients, residential facilities
can be classified in terms of high-, medium- or low-
intensity of therapeutic interventions.

In Italy, both public and private non-profit and for-profit
facilities are available. The main focus of these facilities
is rehabilitation, with the development of personalized
intervention plans for each patient. However, it has been
found that the length of stay in such residential facilities
often exceeds two years. Available data may suggest that
these facilities, rather than focusing on rehabilitation,
provide inpatient care and long-stay residential services.®

In Italy, there remains extreme variability in the provision
of mental health care in different regions. In particular,
the prevalence of treated mental disorders, which can
be considered as a proxy indicator of the coverage
capacity of community psychiatric services, ranges
from 205 individuals per 10,000 population in Emilia



Romagna (northern Italy) to 108 in Basilicata (southern
Italy).” Similar differences can be found for the incidence
of treated mental disorders, although a north to south
gradient has not been found; in fact, the incidence
of mental disorders is higher in Liguria and Friuli
(both regions of northern Italy) and lower in Lombardy
(northern Italy), Tuscany, Umbria and Marche (all from
central Italy) and Basilicata (southern lItaly). The rate
of compulsory admissions is 1.73/10,000 population,
ranging from 5.68 in Marche (central lItaly) to 0.43
in Friuli and 0.22 in Bolzano (northern Italy).

After implementation of Law 180, the absolute number
of compulsory admissions progressively declined, from
more than 20,000 in 1978 to less than 9,000 in 2015.
Similarly, the proportion of compulsory psychiatric
admissions progressively declined from 1978 to 2005,
and remained stable thereafter, accounting for less than
5% of all psychiatric admissions.

DISCUSSION
Approval of Law 180 led to a shift in the provision of care
to patients with mental disorders. In particular, this
law highlighted the need to treat patients with severe
mental disorders the same way as all other patients.
Therefore, mental health care moved from a custodialistic
to a therapeutic model. In order to accommodate
this clinical, ethical, social and ideological change, all
asylums were closed.® Psychiatric wards were opened
within general hospitals, and a community-based model
of care was implemented.® The need for multidisciplinary
equipes to care for patients with severe mental disorders
became immediately clear; the care of patients with
severe mental disorders is now provided not only by
psychiatrists but also by psychologists, psychiatric nurses,
social workers, rehabilitation technicians and other
mental health professionals working in multidisciplinary
teams in order to provide personalized and integrated
treatments for each patient.®

Nevertheless, according to the WHO ATLAS, the ratio
of mental health professionals to the population in Italy
is below the optimal standard.’ In particular, there
are 33 workers per 100,000 people, which is below the
median of 43.5/100,000 population in Europe and below
the median of 52.3/100,000 population in high-income
countries. The global median is 9/100,000 population,
or less than one mental health worker for 10,000 people.
In terms of regional differences, a marked variation

in service provision exists for different areas of the
country, especially between northern vs. central and
southern Italy. During the last 40 years, progressive
consolidation of the community-based mental health
care system has been observed. In particular, the Italian
experience suggests that the number of psychiatric
beds does not represent a key factor in terms of public
health indicators such as suicide rates, involuntary
admissions and the number of people placed
in forensic facilities.*

However, some reasons for concern still exist,
including low staffing levels, potential use of community
residential facilities as long-stay residential services,
and lack of community alternatives to acute
inpatient admissions.'12 Moreover, many authors
have highlighted the high heterogeneity in available
resources for mental health care in different Italian
regions. In fact, in some regions - with low levels
of mental health resources - the burden of mental
disorders is mainly carried out by patients’ families.’®*
Indeed, the high levels of family burden represent
consequence of mental

and have a significant impact on society at large.

a detrimental disorders
In order to reduce the burden reported by family
members and by their ill
to provide psychoeducational family interventions

relatives, the need
to patients and their relatives has been repeatedly
stated.'®20 Unfortunately, only 8% of family members
report receiving such interventions, although most
of them are in close contact with mental health
professionals. Obstacles faced during implementation
of these interventions in routine care include excessive
workload for mental
difficulties of including these interventions in routine
work, and the need to conduct such interventions

health professionals, the

outside working hours.'
After implementation of the
the absolute number

reform,
of involuntary admissions

Italian

progressively declined, from more than 20,000 in 1978
to less than 9,000 in 2015. With approval of the
reform, criteria for involuntary hospitalizations were
made clear, but the use of involuntary admissions still
remains one of the most controversial issues in mental
health practice in Italy.?%%

Another element of concern is represented by the
length of stay in community residential facilities. Available
data show that patients stay in these facilities for up



to two years, although there are some regional variations.

Finally, one of the most relevant aspects of the Italian
law is the focus on the person suffering from mental
disorders and the importance of dignifying individuals
with treatment in adequate care settings.

CONCLUSIONS

In conclusion, we believe that the organization of Italian
mental health care - albeit one of the oldest models
in the whole of Europe - is still modern and up to date.
However, the new mission of psychiatry includes
prevention and treatment of new forms of mental health
problems, as well as management of special patient
populations, such as migrants,??2 adolescents?*?” and
elderly people. It is time for a rethink of the structure
of mental health departments in order to accommodate
the needs of these patients.2-30
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