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MESSAGE FROM THE EDITOR

DEAR COLLEAGUES,

| am pleased to introduce the third issue of the journal Consortium
Psychiatricum in 2021. This is a thematic issue devoted to individuals' first
psychotic episode. The articles included in this issue cover biological, social,
and clinical issues connected with the first episode of psychosis.

In the editorial article, Professor Heinz Katschnig shares his experiences
of organizing a family school to learn how to live with schizophrenia that
has been functioning in Vienna for 35 years. It is a good example of the
development of independent living skills and autonomy of young patients
who faced psychosis.

The problem of compliance and factors that mediate drug compliance
in patients after their first psychotic episode are explored in the research
article by colleagues from St. Petersburg. Clinical features of manifest
psychoses in patients admitted to the “First episode psychosis clinic” in 2020
and 2019 are described by colleagues from Moscow. A fundamental article
on lipid biomarkers in schizophrenia, as written by a group of scientists
from Skolkovo in collaboration with clinicians from the leading mental clinics
in Moscow, shares findings about ceramide species’ alterations that might be
specific to patients with schizophrenia.

The historical review of research in social psychiatry conducted at the Moscow
Research Institute of Psychiatry and the implementation of results in clinical
practice was written by authors from the Department of Social and Biological
Research of the Institute.

Articles on the organization of community mental care have come from India
and Mexico.

| wish you pleasant reading.

George Kostyuk,

Editor-in-Chief, Consortium Psychiatricum

Consortium Psychiatricum | 2021 | Volume2 | Issue 3
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ABSTRACT

The paper describes a family school for learning how to live with schizophrenia, which was founded in 1986 in Vienna,
Austria, and is still running today. It was established in cooperation between professionals and the Austrian self-help
association HPE of the relatives of persons with mental disorders. It addresses the needs of 10 families at a time,
in cases where a son or a daughter was diagnosed with schizophrenia and had already experienced one or several
episodes of the illness. The course lasts one and a half years and is organized according to the model of a weekly
boarding school, where 10 children, the “residents”, stay in the school overnight from Sunday evening to Friday
and take part in a structured program on cognitive, social and practical life skills. Ambulatory psychiatric treatment
is taking place concurrently outside the school through local routine services. On weekends residents stay with their
parents since the school is closed. Parents visit the school regularly to take part in joint activities with the residents.
They also undertake night shifts in the school and attend a weekly parents’ group. In the regular encounters during
everyday activities in the school, “learning by doing” occurs - parents get to know the daughters and sons of other
families and can learn to distinguish between disease-related and personality-related behavior. Residents can have
similar learning experiences in relation to the parents of other residents. The main aim of the school is that parents
learn to provide “protected autonomy” for the daughters or sons in question, in order to assist them after the end
of the course in leading a life characterized by as much autonomy as possible after the end of the school.

AHHOTALUWMA

B cTaTbe onucbiBaeTcd ocHoBaHHas B BeHe B 1986 rogy 1 AeNCTBYIOLLLAA NO Ceil 4eHb CeMeliHas LKoa, 0byyaroLas
XNTb € Wn3odppeHmnein. JaHHaa LWKoNa SABASETCA pe3ynbTaTOM COBMECTHOM paboTbl CneunanucToB B o6iactu
NCUXNYECKOro 340POBbA N aBCTPUICKON accoLmaLmm B3amMmonomMoLum HPE, yupexaeHHON poaCTBEHHUKAMU It04el,
CTpagaroLmx NCUXMYeckMMm paccTponcTBaMm. B LwKone MoryT npoxoanTs obydeHme o 10 cemeli 04HOBPEMEHHO,
npuv yCnoBUK, eCnuny pebeHka AnarHoCTUPOBanm WN30GPEHNIO U yKe CyYancb OANH UAN HECKONBKUX MPUCTYMNOB
3aboneBaHusA. Kypc obyveHuna gamTca NoaTopa roAa, OH COCTaBAeH MO MOAENN LUKOAbl-MHTepHaTa € HedeNlbHbIM
npoXunBaHneM, B KOTOpPo 10 «BOCMUTAHHNKOB» MPOXMBAKOT B LLKOJIE C Bevepa BOCKPeCeHbsi Mo NATHULY 1 B TeueHne
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3TOro BpEMEeHU NPOXOAAT CTPYKTYPUPOBAHHYIO MPOrpaMmMy 06ydeHnst KOrHUTUBHbBIM, COLMANbHbIM U NPUKNaAHbIM
XM3HEHHbIM HaBblkaM. O4HOBPEeMEHHO C 3TUM 3a NMpejenamu LLIKOJIbl OKa3blBaeTCs 1 aMbynaTopHoe NcnxmnaTpmuyeckoe
neyeHne. Ha BbIXOAHbIE LLKO/A 3aKPbIBAETCS, U AeTW BO3BPALLAKTCS K CBOMM pPoAUTensM. PoanTenn perynsipHo
NnoceLLatoT LUKOY 1 BMECTe C eTbMU MPUHMMAIOT y4acTe B COBMECTHbIX 3aHATUAX. OHU Takxke AeXypsaT No Hovam
B LLIKOJ1E 1 MOCELLAIT exeHeseNbHble rpynnbl 418 poanTteneit. Mpu perynspHbix BCTpeyax Bo BpeMs MOBCeAHEBHbIX
3aHATUIA NPOBOAUTCA «ObyUeHMe Ha NMPaKTUKe» — POAUTENN 3HAKOMSTCA C AeTbMU U3 APYrnX CeMei 1 yyaTtcs
pa3nnyatb, Kakme n3 oCobeHHOCTen NoBeeHNs CBA3aHbl C 60Ne3HbHo, a Kakne — C ero INYHOCTbI0. AHANIOMNYHbIN
OMbIT NMOAYYaOT U NaLUNEHTbI, 3HAKOMSICb U NMPOBOAA BpeMs C ApYrMMUn poauTtenamu. OCHOBHas Liefib LWKOAbl —
Hayu4nTb poamMTeNnein NpesoCTaBNsATL AETAM C LUN30dPEHMEn «aBTOHOMMIO C MOACTPAX0BKOM», UTOBbLI MOC/Ie OKOHYaHUSA
Kypca OHV MOT/IN OKasblBaTb CBOUM JETSIM MOAAEPXKKY, U B TO e BpeMsi X pe6eHOK MOr BeCTU MakCUManbHO

BO3MOXHbIM CAaMOCTOATENbHbI 06p63 XKN3HW.

INTRODUCTION

In international guidelines, family involvement in mental
health services is an essential component in the treatment
of schizophrenia, but its routine implementation in the
services themselves is underdeveloped.’ In this paper
we report on a model of involving families as an external
add-on activity to an ongoing treatment in local routine
psychiatric services. It was founded jointly by professionals
and a family self-help organization in Vienna (Austria)
in 1986 and is still operating today. It addresses families with
a child diagnosed with schizophrenia in late adolescence
or early adulthood, where — after one or several clinical
episodes — it has become clear that, contrary to initial
hopes, the problem will not go away. It offers a one-and-
a-half year learning experience in a weekly boarding
school setting for 10 families at a time. We (1) discuss the
motives for the establishment of the school, (2) explain the
framework of the boarding school setting and (3) present
the learning objectives, before (4) describing the working
of the school in detail. Finally, (5) a discussion section,
which also addresses limitations, concludes the article.
Some illustrative data are included as Supplementary
materials, which can be accessed electronically.

WHY A FAMILY SCHOOL FOR LEARNING HOW TO
LIVE WITH SCHIZOPHRENIA?

When in late adolescence or early adulthood a child
is diagnosed with schizophrenia, the life of a family

is fundamentally changed. Strange behavior might
have occurred already some time before a professional
diagnosis is received and treatment initiated.? However,
since the typical age of onset of schizophrenia coincides
with the challenging transition period of a young person
to adult life, parents might have wondered whether this
was just a sign of a ‘delayed puberty crisis’ or due to drug
use. Mental health literacy in the general population is poor
and stigma and discrimination of people with mental
disorders, especially with schizophrenia, are widespread.?
This makes it extremely demanding for parents and their
child to accept the diagnosis of schizophrenia, which
is often perceived as a virtual death sentence. Typically,
a long and thorny grief process ensues, involving
alternatively denial, depression and anger (akin to the
processes proposed for the confrontation with one’s own
death),* before it becomes clear that there is a problem
that will not go away. Parents often do not easily give
their child away to psychiatry, but, eventually, perhaps
only after several hospitalizations and with substantial
delay, the diagnosis of schizophrenia and the necessity
of treatment will usually be accepted. Psychiatrists
themselves may play a role in the delay since they might
hesitate to communicate the diagnosis.>®

Contrary to the public stereotype*®” there is abundant
evidence from long-term follow-up studies of young
people diagnosed with schizophrenia for a wide spectrum
of outcomes, ranging from full recovery to a chronically
deteriorating course, with many patterns in between.
The respective results of early studies in Switzerland



and the US in the 1970s and 1980s%'° were confirmed
by more recent research."-'> Variations in course and
outcome may actually be consequences of the very
imprecision of the diagnosis of schizophrenia (whose
definition is still debated today),’®'” which has probably
led to including heterogeneous groups of patients
in these studies. The findings of these studies suggest
that there is always hope that the course of the disorder
in people diagnosed with schizophrenia early in life
may not automatically be devastating and that recovery
or a somewhat milder course are possible. Knowing
of this possibility counteracts the self-fulfilling prophecy
mechanism of assuming a chronically deteriorating
course, where it is supposed that nothing can be done.
The aim of the family school described in the present
paper is to motivate and assist parents who are willing
to care for their child diagnosed with schizophrenia,
to find the appropriate way of dealing with the difficult
situation and provide an optimal environment which
enhances the chances of positive developments.

Probably ever since psychiatry has existed, parents
of young people diagnosed with schizophrenia have been
in the role of informants for psychiatrists about what had
happened before the patient was admitted to hospital (as
is the case in paediatrics where a child cannot speak for
him/herself). After providing the information they often
were (and still are today) left alone and excluded from the
care process. In addition, the idea that schizophrenia was
inherited gave parents an uneasy feeling and induced
them to search their family trees for potential cases
of schizophrenia.

When deinstitutionalization started in the 1960s and
1970s, hospital beds were reduced and patients diagnosed
with schizophrenia were increasingly living near or with
their families, new attention was given to parents by
either blaming them for causing schizophrenia through
their behavior or seeing them as victims of the disease®
(Box 1).

Following earlier psychoanalytic theories about the
‘schizophrenogenic mother™ the 1960s and 1970s
saw a rise of accusations that parents were causing
schizophrenia in their children by their own ‘pathological’
behavior, both in widespread ‘antipsychiatric’
publications?® and in popular films (e.g., Ken Loach’s

1. Informant for psychiatrists - like a parent of a sick child
in paediatrics

2. Genetic cause of schizophrenia - the biological root
of the disorder

3. Blamed as being the behavioral cause of schizophrenia -
a perpetrator

4. Victim of the disorder - burdened by the disease

5. Active partner of professionals in solving problems -
“positive resignation”

Family Life, 1971). The concept of ‘treating’ the whole
family with psychoanalytic or systemic approaches was
promoted and feelings of guilt were induced or increased
in many parents. The attitudes of professionals toward
parents were often ambiguous or even rejecting and
it was not uncommon that the separation of parents and
their sick children was advocated.

With the decrease of psychiatric hospital beds, the
burden of care fell increasingly on parents who were
helpless in addressing daily life problems and increasingly
saw themselves as victims of the disease. The burden on
families came to public attention 50 years ago in England,
when the father of a son who had been diagnosed with
schizophrenia and discharged from hospital (in the then
ongoing deinstitutionalization movement in England)
published an article in the London Times describing
the family’s experience of caring for their son and the
associated burden.?' The article resonated greatly with
families in a similar situation, leading to the foundation
of the ‘National Schizophrenia Fellowship’ (later renamed
‘Rethink’; www.rethink.org) as a self-help and advocacy
organization for family members and carers of people
suffering from schizophrenia.?? Over the following
years the idea spread to other countries and similar
associations were founded elsewhere; the earliest
was in 1978 in Vienna/Austria (www.hpe.at), which the
authors of the present paper helped to develop (other
examples are NAMI in the United States; www.nami.org
and EUFAMI which covers numerous European family
associations; www.eufami.org).


http://www.hpe.at
http://www.nami.org
http://www.eufami.org

Financial burden (e.g., giving up a job, in order to care for the patient at home)

Health problems

Fear of stigma, leading to...
Social isolation

Burn-out, depression

Not knowing how to distinguish between “bad” and “mad” behavior of the daughter/son
Not knowing how to react to cognitive disturbance, inactivity, delusions, hallucinations
Impossible to get reliable information on the causes of schizophrenia

. Confusion about what the “correct” treatment is (medication? psychotherapy?)

. Helplessness with regard to reacting to aggressive and suicidal behavior

The problems and the burden identified in the early
days were wide-ranging and left families in despair
and disarray (Box 2) — and are still the same today.?
It is not only empathy for the parents which should
be a motivation to assist the family, but it can also be
assumed that a family in disarray cannot be a beneficial
environment for a person suffering from a mental
disorder characterized by cognitive, emotional and
communication problems.?*

In the 1980s, so-called ‘psychoeducational programs’
for families were developed and evaluated. They
provided information and support to families in order
to better understand and cope with the illness, including
information on symptoms, prognosis and treatments
of the diagnosed condition.?>?¢ Families were not seen
as causing schizophrenia, but were regarded in some
approaches as responsible for relapses and needing,
for instance, interventions in relation to their potential
‘high expressed emotion’ (high criticism, hostility and
overinvolvement—the latter often fuelled by a mixture
of anxiety and guilt) in order to avoid relapses.
Results of these and similar studies on ‘family care’
in schizophrenia were promising.?’-2°

Focus on Causes, Mechanisms,
Structure, Symptoms

Family therapy, psychoeducation Professional help

Inspired by these approaches and a nearly decade-
long cooperation between professionals and the
Austrian family self-help organization HPE, the ‘Family
School for Learning How to Live with Schizophrenia’ was
founded in 1986.3° The School (as we refer to it hereafter)
combines professional knowledge and interventions
with the potential of self-help resources of the families.
It anticipated some elements of later developments
in mental healthcare, such as attention to the early stages
of schizophrenia in young people,® the hope implied by
the recovery concept,® the idea of a trialogue,® quality
of life issues3* and the concepts of autonomy, inclusion
and empowerment as advocated by the UN Convention
on the Rights of Persons with Disabilities (CRPD).?

The approach applied in the School is not called
‘family therapy’ (where the family becomes the object
of treatment), but ‘working with families'.”® Once
having accepted the diagnosis and having arrived
at a kind of ‘positive resignation’ (Box 1 (5)) families work
in partnership with the staff to find solutions to their
problems, with families being seen as having needs as
well as strengths.3® Working with families comprises
arange of different components on a spectrum (Figure 1)
extending from the pure ‘professional pole’ to the pure
‘self-help pole’, with several kinds of ‘mixed activities
in between,'®3” which are specific for the School. Working

’

Self-hel
ernep Focus on Everyday Coping,

Quality of Life
Self help and advocacy groups

Working with families



with families in the School follows Carl Rogers’ principle
of ‘showing unconditional positive regard’ for all family
members, as well as being warm, empathic and genuine.®®

Since many patients diagnosed with schizophrenia
become socially unattractive and have difficulties
in building and keeping social relationships, parents who
want to care and are willing to learn about the optimal
way of doing so may be the best source of support for
many patients. Parents who are members of a self-help
organization usually have these characteristics, which
was an important motivation for establishing the School.

Children of families participating in the program are
probably at a later stage in the disease process than those
usually targeted by most Early Intervention in Psychosis
(EIP) programs®' and may have surpassed what has
been called the ‘critical period’ for early intervention.*
Nevertheless, it is still early enough in life so that,
considering the potentially long life ahead, ‘learning how
to live with schizophrenia’ makes sense. This is the reason
for the peculiar title we have chosen for this paper.

THE GENERAL SETTING OF THE SCHOOL: A NEUTRAL
LOCATION AND A NEUTRAL TIME IN A SMALL
BOARDING SCHOOL PROGRAM

During the planning process of the School several
decisions were taken jointly by professionals and
members of the self-help organization. First, it was
decided that the School should function as a weekly
‘boarding school’ and that it should be established outside
psychiatric services, in a ‘neutral’ location. Second, it was
understood that enough time must be available for the
learning process to take place concerning the complex
needs of families, and the duration of the course was set
at one-and-a-half years. Finally, it was suggested that the
number of participating families should be small, to allow
for the development of enduring personal contacts and
mutual support. After some searching, a location was
found for rent which allowed 10 families to participate
simultaneously in the course.

Young people diagnosed with schizophrenia who are
eligible for the School mostly live with their parents,
for whom it is difficult to maintain the delicate balance
between caring and letting autonomy grow (which
is expected to increase at that stage of life). It was therefore

regarded as essential that the children (hereafter
‘residents’) live in their own space while participating
in the course. This was also regarded as providing
some relief for the parents. The School was therefore
set up as a weekly boarding school, where the residents
would stay from Sunday evening to Friday afternoon
and go home for weekends and public holidays. The
residents therefore live at a ‘neutral location’ rather than
at one of the usual two places of hospital (the ‘territory’
of psychiatry) or parental home (the ‘territory’ of parents).
Each ‘territory’ has its own rules determined by its ‘owner’,
butin the neutral territory of the boarding school, neither
of these ‘owners’ dominates. Residents have their own
rooms, reflecting an important aspect of autonomy (e.g.,
when parents visit, they have to knock at the resident’s
door). Parents regularly visit and take part in routine
activities (also explicitly involving children of other
parents). We use the image of a theater stage, where
new behaviors can be ‘playfully’ practised without serious
consequences. Residents can, without pressure, practise
small steps of autonomy and parents can practise how
to let autonomy happen and how solutions to problems
can be found.

It was first regarded as necessary for the program to run
for two full years (including a few weeks of absence for
‘vacation’) to arrive at substantial changes. However, it was
argued that this would deter potential residents, who
would perhaps prefer to stay just one year, because they
and their parents might still aim for ‘success' in life, such
as finishing school or getting a job. Finally, a compromise
of one-and-a-half years was chosen, which has stayed the
same over the last 35 years.

Overall, it is stressed already in the selection process
of families that participating in the program means
a pause in life and that the focus is on the learning
process, which is made easier away from the pressure
of the relentless progress of ‘real’ everyday life. It is quite
difficult to convey the idea of a break in life, in which
no important life changes should happen. It has proven
helpful to use the image of a ‘journey’ among a tourist
party. A journey has a preparatory stage, where in the
beginning the members of the tourist party get to know
one another. During the main part of the journey, the
main program takes place. For the final section, ‘back



Understanding the “vulnerability-stress-coping model”, “walk on a tightrope”, understanding the role of medication in reducing
vulnerability

Learning the optimal way of communicating (listening skills, communication of positive and negative feelings, making requests) and
aiming at simplicity, clarity and continuity in communication

. Structuring daily activities

. Keeping aims realistic

. Networking with other families/residents

. Creating a non-critical, accepting environment (“protected autonomy”, “intimacy at a distance”)

. Attempting to keep behavior as a family consistent

. Creating optimal stimulation - no over-/under-stimulation (assisting a resident’s “walk on a tightrope”)
. Learning to cope with fluctuating insight and unpredictable behavior, with hallucinations and delusions
. Learning to cope with underactivity and low motivation (distinguish symptoms from “personality”)

. Optimal use of professional help, accepting that sometimes no “absolutely correct” professional solution is possible
. Getting reward from daughter's/son’s presence

. Learning how to take care of one’s own needs

to real life’ is the issue, with perhaps some sadness
that the journey is over. During a journey, away from
everyday life at home, usually no important life changes
take place.

The long duration of one-and-a-half years allows
families to experience potential changes in the clinical
picture in their own and others’ children. Occasionally,
hospital admissions may occur, but also improvements
in the clinical condition can be observed and both
processes can prompt discussions about the possible
reasons. One anticipated effect of the long duration
was (and has proven to be correct) that some families
will develop ties to one another, which facilitates mutual
support after the end of the School. In fact, we have
observed that families still meet one another after the
end of the course and some have even set up shared flats
where they continue caring for their children following
the principles learned in the school.

LEARNING OBJECTIVES

In the program, schizophrenia is understood as a disorder
following a ‘diathesis-stress’ or ‘vulnerability-stress-
coping model'.4%4! This implies a shift of emphasis from
a fixed diagnostic entity to a dynamic process, where
it is suggested that in a vulnerable individual, a stressor

may trigger clinical phenomena which are characteristic
of a diagnosis of schizophrenia and where interventions
may reduce vulnerability orimprove coping with stressors.
Based on such a dynamic conception of schizophrenia
in the community, the English psychiatrist John Wing
suggested a list of factors which are potentially under
the control of parents.* The list was partly derived from
research findings, showing that environmental factors
can influence the course of schizophrenia - such as
poor environmental stimulation enhancing passivity
and withdrawal,*® while life events,* 'high expressed
emotion’ and a critical atmosphere in families?* can
trigger schizophrenic episodes. Based on this list, we have
defined learning objectives and guidelines for working
in the School, divided (though they partly overlap) into
those relevant for the whole family (Box 3), those specific
to parents (Box 4) and those specific to residents (Box 5).
These objectives are mostly self-explanatory and we will
only comment on a few of them here.

Given the ‘environmental reactivity’ of schizophrenia,
John Wing (who was also a cofounder of the English self-
help organization described above) introduced the image
that a person suffering from schizophrenia and living
outside hospital has to perform a ‘walk on a tightrope’
between under- and over-stimulation, and that one can



Improving self-management

Improving cognitive performance in daily life

Improving daily living skills necessary for an autonomous life (cooking, cleaning, laundering, grocery shopping, handling finances...)

Improving social and communication skills
Learning controlled withdrawal if overstimulation looms
Managing self-medication

Meaningfully organizing free time (“structure”)

Learning about the problems inherent in alcohol and drug use

attempt to ‘create an optimal degree of stimulation’. Too
much stimulation may facilitate a psychotic relapse with
‘positive’ or ‘plus’ symptoms; ambiguous and complex
communication with lack of clarity and consistency
is regarded as such a stressor. Many learning objectives
for parents listed in Box 4 can be subsumed under
this topic. Too little stimulation may end in passivity
and withdrawal (called ‘negative’ or ‘minus’ symptoms
in psychopathology).

The clear and concrete message of the image of the
‘walk on a tightrope’ has been found to be especially useful
in working with families and it is frequently advocated
as a general guideline in the School. The vulnerability-
stress-coping model introduces the idea that one can
also work on reducing vulnerability. It allows, for instance,
to understand the role of prophylactic antipsychotic
medication (an often controversial topic)*> as a means
of reducing vulnerability (or increasing resistance
to stress); such framing may increase acceptance
of antipsychotic medication. Also, the emphasis in the
School on structuring one’s daily life fits into the idea
of reducing vulnerability to stress. Given the cognitive
and emotional disturbances in schizophrenia, learning
how to create and maintain a structure in daily life is one
of the objectives, which goes hand-in-hand with creating
an optimal stimulation. Taking part in the course provides
in itself the experience of a structure in everyday life, as
will be detailed below.

The learning objectives for parents include how
to properly react to specific types of psychopathological
phenomena, such as hallucinations, delusions, cognitive
disturbances, underactivity and lack of motivation. While
difficult to apply in concrete situations, it is suggested
to parents that they try to react without devaluing the
resident’s experiences, but also without plainly accepting

them (e.g., in case of delusions: ‘I accept that you see
it like that, but please accept that | do not see it like that)).
One of the more difficult situations for parents is to react
to underactivity or low motivation. Distinguishing between
disease-related underactivity, controlled withdrawal
to avoid stress and ‘laziness’ (is the child ‘mad’ or ‘bad’?)
is often not possible and understanding the impossibility
of a correct reaction is helpful as such.

Finally, perhaps the most important topic is how, at that
specific stage in life when young people in general are
leaving their families for an autonomous adult life, the
appropriate balance can be found between ‘protection’
and ‘letting loose’, called here ‘protected autonomy'. The
Viennese sociologists Rosenmayer and Kdckeis* coined
the term ‘intimacy at a distance’, which is used in the
School and well understood.

While residents are in ambulatory psychiatric treatment
in local routine services, the program of the School focuses
on increasing skills of daily living, improving cognitive
performance, learning how to avoid specific stressors
(e.g., sidestepping discussions on topics related to the
resident’s delusional ideas) and controlled withdrawal
if the environment is getting too stressful. One of the
basic learning objectives is introducing structure into
one’'s daily life.

THE SCHOOL IN PRACTICE

In the present paper, we are looking back on the
experience gained from 23 completed courses over the
last 35 years, during which the working of the School has
not substantially changed.

The School is located on the second floor of a traditional
Viennese four-storey residential building near the city



center, in which (on other floors) other parties are
living — so it is literally located ‘in the community'. It has
the name ‘Pension Bettina’ written on its entrance, taken
from the earlier function of the flat as a small hotel. We
have kept this name, by which the School is well known
at the local psychiatric services. The size is 340 square
meters, including rooms for residents (the former
hotel guest rooms) and functional rooms (living room
and dining room which can also be used as a room for
group activities, kitchen, bathrooms, etc.). The staff
consist of four part-time psychologists, among them the
head of staff (there have only been two heads of staff
in 35 years, guaranteeing continuity of concept and
implementation). The staff work in the School during the
day from Monday to Friday following a detailed schedule,
contained in a set of guidelines and working forms. Night
duties during the week are carried out by parents and
psychology or medical students. The School is closed
on weekends. Each family is assigned a personal staff
member, who acts as a case manager throughout the
whole course and develops intimate knowledge about
the weaknesses, strengths and needs of the family, and
helps to find individual solutions. The staff receive regular
psychotherapeutic supervision, not least to be able
to maintain the delicate balance between professional
and self-help. Finance is provided by local social service
departments together with a small co-payment by the
families. The legal organization running the School
is a small NGO.

Families are referred for potential participation in the
program by local psychiatric services, where the children
are in treatment after one or several schizophrenic
episodes have occurred. The referring services are aware
of and agree with the principles of the program and
inform and motivate the families to contact the School.
Families are seen by School staff and are shown the
rooms, including those where the residents would stay
during the week. The learning objectives and methods
are explained to families, as well as the concept of a long
journey meaning a pause in life. While the School
is focused on the whole family, it also attempts to provide
a structure for assisting the residents to improve their
everyday communication and social skills. However,
it is stressed that the purpose of the School is not to cure
the disease, but to improve the coping processes. The

staff get an impression of the families, their willingness
and capacity for intensive involvement and enduring
cooperation. A practical issue to consider is that the
travelling distance of the parents from their home to the
School should not be too long, since they are required
to be regularly present. Repeated visits are sometimes
necessary before everyone agrees that participation
is desirable and possible.

Once a decision has been made, a contract is signed by
the future residents, the parents and the head of staff.
From the very beginning, this introduces an element
of structure and planning into the whole process. The
contract contains detailed duties of everyone in the
process of participating in the program (including
detailed house rules). One item says that ongoing
psychiatric outpatient treatment is required, detailing
that the program is offered in addition to ongoing
treatment in the local routine psychiatric services. The
first month of the program is classed as the preparatory
stage, in which important discussions take place and
decisions are made which determine to some extent
the work to be carried out over the following 17
months. In four out of every five participating families,
the resident is a son; mothers predominate (in a few
cases, both mothers and fathers are involved). The
average age of the residents is around 25 years. These
characteristics have not substantially changed over the
decades.

The time structure of the course has per se an educational
purpose, since it communicates that structure as such
is essential. After the preparatory month, a warm-up
phase of approximately three months follows; after all,
moving into the School is a substantial change in the
life routine of all participants. The main learning period
runs for approximately 10 months and is followed by
several months in which the main purpose is finalizing
planning for life after the end of the course. The number
of months for each phase is not fixed, but the sequence
of the phases communicates a structure (using the image
of a journey as discussed above). Throughout the whole
course there is a repetitive weekly structure from Monday
to Friday, with the School closed on weekends and on
public holidays. Finally, there is a daily structure, with
activities mainly taking place in the morning and mainly
free time in the afternoon.



a) Activities near the professional pole - “psychoeducational” activities

. For residents: groups for day and weekend planning, cognitive training, music therapy

. For each individual family: six sessions of communication training during the midterm

. For parents as a group: Occasionally an external expert provides information in the weekly parents’ group

b) “Learning by doing” activities - organized, task oriented routine activities with joint participation and encounters between
residents and parents of different families, as well as staff, for practicing new behavior (“in vivo learning”, “vicarious learning”)

. Each morning three parallel household chore groups

. Weekly excursion

. Night shift by parents (being alone in the school with all residents)

c) Activities near the self-help pole - free time to be structured by residents and families themselves

. For residents: free time in the afternoons and evenings (Monday through Thursday)

. For residents and parents: free time on weekends and public holidays

. For parents: weekly parents’ group for sharing information and mutual support

The different activities taking place each week from
Monday to Friday and those expected to take place on
weekends when the School is closed are listed in Box 6
and described below. To understand how the School
works, it is important to explain these activities in detail.
In line with the concept of ‘working with families’ they
are classified into three groups, considering the degree
of professional involvement (Figure 1). Everyone
is repeatedly reminded to show unconditional regard for
one another in all activities, emphasizing existing strengths
of the other person and cautiously communicating
identified weaknesses. All activities where residents are
involved are organized in such a way that they are short
and that frequent breaks are possible.

a) Activities near the professional pole:
‘psychoeducational’ activities

Most residents suffer from negative and cognitive
symptoms, which are known to be related to deficits
in communication and social skillsin everyday functioning.’
Several group activities with residents addressing these
issues take place routinely during the week. They are
somewhat similar to programs of psychiatric day services
and also convey the idea of a structure and the need for
planning one’s activities. Each morning, a planning group
for the day is run by a staff member; on Friday early
afternoon, a similar group takes place for planning the

weekend. Once a week in the afternoon, rules of living
together in the School are discussed in a ‘house meeting'.
In addition, once a week, a cognitive training session
takes place using the ‘Integrated Psychological Therapy'
(IPT) program that combines neurocognitive and social
cognitive interventions with social skills approaches.*
Finally, once a week, the whole group of residents attends
a music therapy session outside the School.

The staff member assigned to a family holds training
sessions on communication skills with each individual
family by using modules developed by Falloon and
colleagues.*’ Topics include, among others, listening
skills, making positive requests and communication
of positive and negative feelings. Altogether, six
training sessions are held during the midterm
of the course, i.e., at a time when the specific problems
of each family are well known to the staff, especially
to the assigned staff member responsible for the family.

Occasionally the parents’ group, taking place on Tuesday
evenings (see (c) below), is attended by an invited
expert providing information on specific topics, mainly
medical and psychiatric and discussing questions of the
parents.



b) ‘Learning by doing’ activities: organized,
task-oriented routine activities with joint
participation and interaction between residents,
parents and staff, to practise new behavior

(‘in vivo learning’; ‘vicarious learning’)

One of the main features of the program is that the
structure permits and facilitates interactions between
residents and parents from different families in tasks such
as grocery shopping, cooking, cleaning and laundering,
on joint excursions and in the evenings when a parent
is on night duty. The crucial issue is that parents also
meet and interact with a child from a different family and
thereby learn to distinguish better between behavior
related to the disease and related to the personality. This
gives them a frame of reference to better understand the
behavior of their own child. Such contacts occur frequently
during the one-and-a-half-year program. In the weekly
parents’ group (see (c) below) information is shared on
observations made in these activities, often with surprising
insights. For example, a mother experiencing her son as
inactive on weekends at home may be astonished to hear
the positive feedback from another mother who worked
with the son in a cooking group during the previous week,
thereby getting a feeling for the relevance of situational and
environmental factors for specific behaviors. It becomes
apparent how the long common history of children and
parents can shape behaviors or can colour the perception
of each other’s behavior. What is true for parents is also
true, mutatis mutandis, for residents, since they can
experience cooperating and communicating with other
parents, which provides a new perspective on their own
parental relationship.

These groups take place each morning from Monday
to Friday and provide a unique opportunity for residents
to cooperate with other residents on concrete tasks
(the composition of the groups is changed every week).
When a parent is available, there is also the opportunity
for different residents and parents to cooperate and
communicate with one another. The tasks include cleaning
public rooms (for residents with cognitive disturbances,
clear instructions are detailed in a note on the wall
in each room), grocery shopping for meals (learning
how to handle money and payments) and cooking meals
(simple recipes have been compiled in a cookbook, with

an emphasis on cheap and healthy food to prevent later
resorting to fast food). The household chore groups also
enable residents to learn self-management and thereby
achieve more autonomy after leaving the School.

There is a special room in the School where a parent
stays once a month for a night shift. No staff are present
at night, but there is always a staff member on call.
Letting parents make night shifts has two purposes. First,
it lets them experience responsibility not only for their
own child, but also for others’ children. In the beginning
some fears exist, but parents gradually become less
fearful and experience an increase in confidence
in their own decision capabilities. Second, parents arrive
in the early evening and mix with residents which leads
to experiences of interaction with different residents
enabling ‘vicarious learning. Since there are more
than 20 night shifts necessary per month and only 10
participating families, psychology and medical students
take the remaining shifts. Through their interaction with
residents, they introduce an element of normality into the
School. Residents appreciate the presence of students
to a large degree (see Supplementary materials).

Once a week, on Wednesday afternoon, an excursion
takes place with the whole group. Residents and
parents participate in the planning process. In summer,
outdoor activities prevail (e.g., going to an open-
air swimming pool) and in winter, indoor activities
dominate (e.g., visits to a museum or cinema). Again,
residents and parents of different families can experience
each other's behavior in a normal routine setting.

c) Activities near the self-help pole: free time

to be structured by residents and families
Residents and families are purposely given abundant
free time during the program. They are encouraged
and ‘nudged’ by the staff to learn how to structure free
time on their own and avoid withdrawal of the residents,
which is always a potential problem in schizophrenia.
Once the course finishes, it will be necessary to maintain
a structure, hopefully in meaningful activities, e.g.,
in schooling, occupational training, or a job. However,



this may often not be possible immediately and how
to have a day structure needs to be learned, to uphold
the optimal balance between under- and overstimulation.
This is continuously encouraged by the staff during the
whole course and the free time provides opportunities
to practise how to structure one's time. Ideas and
examples of how this can be achieved are discussed
in other activities of the School. It has repeatedly become
apparent how creative families can be if they have space
and the time to develop and practise new ideas.

Residents have free time after lunch until around 5 pm,
when specific group activities take place (see (a) above).
The staff encourage residents to carry out activities
during that free time, preferably outside the School and
with other residents. Often, however, especially in the
first months of the course, residents withdraw to their
rooms and rest. This withdrawal is initially accepted by
the staff, as the morning household chore groups can be
quite demanding. Over time, staff increasingly encourage
residents ‘to do something’ and the understanding
of ‘withdrawal’ as a time-limited strategy against over-
stimulation (called ‘controlled withdrawal’) is emphasized.
In the evenings, residents are encouraged to go out (e.g.,
to a cinema or to meet friends), preferably with other
residents. This happens more frequently with the passing
of time.

Since the School is closed and staff are not available on
weekends and public holidays, residents and parents are
on their own. At the beginning of the course, parents
report that many residents stay inactive and sleep during
the day. This can initially be interpreted as recovery
from the strain of taking part in the weekly program.
Over time, some residents may meet one another for
common activities, parents do the same and a resident
may even stay overnight in another resident's home.
The closing of the School on weekends also keeps
parents involved so that the transition at the end of the
course is less complicated. In the event that any crisis
intervention is needed on weekends, families must call
the available local emergency services (and thus learn
how these services work). Finally, every time residents

return to the School on a Sunday evening (this occurs
at least 70 times during the program) they are learning
how to leave home. For some, this is an exercise for
potentially living autonomously after the program.
In addition to weekends and public holidays, families
are encouraged to take a vacation of 15 working days
with their child.

This group takes place once a week on Tuesday evenings
between 7:30 and 9 pm. Tuesday was chosen so that
parents can report on their experiences with the residents
from the preceding weekend. The purpose is to share
information, give feedback and provide mutual support.
A wealth of topics is discussed (as listed in Boxes 1-5),
particularly experiences of cooperation and contacts
with residents of other parents in the organized activities
during the week. An important function of the group
is the experience of not being alone with the challenge
of having a child with schizophrenia. Showing comfort for
and helping each other is a powerful factor for helping
oneself. Friendships may develop and may remain after
the end of the course. One other important feature is that
parents give feedback to one another about what they
can do for themselves, instead of completely sacrificing
themselves for their children. The group is always attended
by two staff members, who avoid direct interference but,
when appropriate, provide remarks on specific topics and
behaviors in the sense of a ‘guided discovery’ approach,
i.e., helping parents to become aware of certain aspects
of their behavior. On several occasions, a psychiatrist
joins the group to provide information on medical issues,
especially on medication, which is always a hot topic (this
is a psychoeducational component of the program; see
(a) above). The group session often tends to run beyond
90 minutes and it may occur that parents continue the
discussion in a pub. Given the many sensitive topics
discussed, itis agreed that all information received about
other families remains in the group.

DISCUSSION AND LIMITATIONS

Due to a lack of resources and scepticism among
professionals, the involvement of families is not yet
routine in psychiatric services, as a recent review has
shown.” The authors conclude that the involvement
of families may require a cultural and organizational



shift, since family work can only be implemented if
it is considered a shared goal of all members of a clinical
team or mental health service. The approach of the
School is one possibility of providing — as an add-
on component — assistance to families with a child
diagnosed with schizophrenia in late adolescence
or early adulthood, who is in treatment in routine
psychiatric services which are unable but nevertheless
value the opportunity to provide systematic assistance
to families.

While the School applies several known professional
and self-help approaches, its unique feature is that it uses
the format of a boarding school, i.e., of a neutral territory,
to provide learning experiences over the long period
of one-and-a-half years. Frequent encounters at the
School between parents and residents from different
families provide the opportunity of ‘experimenting’ with
and learning new behaviors and skills, mainly through
‘learning by doing’ and ‘vicarious learning'. Since a group
of 10 families begin the course at the same time,
relationships of mutual support can develop and often
remain after the end of the program. The main objective
is that parents learn to keep the delicate balance between
caring and letting their child live in autonomy (a concept
called ‘protected autonomy’) and to assist residents
in developing skills for an autonomous life after the
School.

The School has seen around 230 families finish the
course since its foundation in 1986. Since it was not set
up as a research project, no continuous evaluation was
performed, but there are a few illustrative data. A three-
year follow-up study on the first five courses (1986
to 1994) showed large improvements in the well-being
and living situation of ex-residents and parents on several
parameters. An anonymous assessment of the four most
recent courses (2015-2021) by parents demonstrates high
satisfaction with what they have learned (for details and
references, see Supplementary materials).

In practice, there are several limitations. First, the
School is not suited for all families. When parents work
full-time, participation is not possible, since at least one
parent has to come to the School regularly. Second, both
the potential residents and the parents have to agree
(and sign a contract) to participate, and this agreement
is carefully evaluated by the staff. Over the last 35 years,
around one in five families dropped out during the first
few weeks of the program and were replaced by families

on the waiting list. The most frequent reason for dropping
out was that the residents did not want to continue since
they regarded the program as too burdensome and
ended their participation by simply not returning to the
School after a weekend. Another reason for dropping
out was that residents, contrary to before entering the
School, suddenly feared a delay in obtaining a degree
or missing out on a training or a job opportunity. Severity
of the disease in terms of positive, negative or cognitive
symptoms could be an exclusion criterion, but not
necessarily so. In contrast to the ideal picture of daily
routine drawn above, it is often the case that limitations
arise in coordinating 10 families for the program. While
keeping to the basic philosophy of the School, the staff
have to be extremely flexible and willing to compromise,
e.g., in cases where parents cannot come to the School for
an agreed activity or where residents cannot participate
in a planned activity because of an outside medical
or psychiatric appointment. In rare instances, a short
hospital admission might become necessary during the
program, butin these cases the place is kept open for the
resident. In recent years, the risk of using drugs has been
increasing in young people diagnosed with schizophrenia,
which often leads to difficult decisions about whether
or not to admit a family.
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ABSTRACT

The limited practice of depot antipsychotics and psychoeducation use, recommended for overcoming
the noncompliance of patients with severe mental disorders, is linked to a high incidence of treatment violation.
Therefore, the development of personalized mental healthcare approaches is a crucial healthcare task.

To describe and differentiate the role of clinical, social and psychological factors that lead to different level
of treatment engagement of psychiatric inpatients.

Secondary analysis of findings from 91 inpatients, based on the Treatment Motivation Assessment
Questionnaire and Medication Compliance Scale, as well as the Scale of Internalized Stigma of Mental lliness and
Perceived Discrimination and Devaluation Scale. Factorial analysis, cluster analysis and analysis of variance with
p-level=0.05 and the calculation of the effect size (ES) according to Cohen’s d and Cramer’s V were used.

The nature of therapy compliance in various categories of patients is mediated differentially, including:
the severity of negative symptoms (ES=0.29), the global level of functioning and work maladjustment (ES=0.23-0.26),
various motivational and behavioral styles (ES=0.74) and the intensity of psychiatric stigmatization (ES=0.88).

Consideration of the clinical, social and psychological factors should empirically determine the
strategies for the personalized use of prolonged antipsychotics and socio-psychotherapeutic interventions when
developing an individual treatment plan for psychiatric in-patients.

AHHOTALMA

OrpaHWYeHHasi MpakTUKa MPUMEHEHUs Aerno-aHTUMNCUXOTUKOB W MCUX006pasoBaHus,
peKkoMeHZzyeMbIX 419 MPeoAoNeHNss HOHKOMIIalieHca NaumneHToB C TSXKeNbIMU NMCUXUYECKUMI PaccTPoCcTBamMuy,
coyeTaeTCs C COXPaHSALLENCA BbICOKO YacTOTOM HapyLUeHWNA pexnma fiedeHns. 3To onpegenseT pa3paboTky
NepCcoHann30BaHHbIX MOAXOA0B NCUXMATPUYECKOA MOMOLLM B KaYeCTBe akTya/lbHOW 3a4aun 34paBOOXPaHEHMs.
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AnddepeHupoBaHHOe onMcaHWe PO KANHUYECKMX W COLMANBHO-MCUXON0rMYecknx ¢akTopos,
coyyacTByrLLMX B GOPMUPOBAHMM Pa3HOI BKIHOUEHHOCTM NaLMEHTOB NCUXMaTPMYECKOro CTaLoHapa B Tepanuio.

BTOpUWYHbIV aHanM3 gaHHbIX 91 NaLmeHTa NCUXMaTpUYecKoro cTaumoHapa c Bepudukaumei
OPUrMHANBbHOWN KNacTepHON MOAeNu BKIOYEHHOCTM B fle4ebHbIi Npouecc Ha OCHOBaHUW AaHHbIX Treatment
Motivation Assessment Questionnaire, Medication Compliance Scale, a Takxe Scale of Internalized Stigma of Mental
lliness n Perceived Discrimination and Devaluation Scale. icnonb3oBaHbl dakTOpHbINA, KNacTepPHbIA 1 ANCNEPCUOHHbIN
aHanm3bl ¢ p-level=0.05 1 pacyeTtom pasmepa 3¢pdpekTos (ES) no Cohen’s d n Cramer's V.

XapakTep COTpyAgHMYecTBa B Tepanuum Yy pasHblX KaTeropuin nauveHToB OonocpeaoBaH
anddepeHLPOBaHHO: (ES=0.29),
YHKLMOHMPOBaHNS 1 TPYAOBOW Ae3aganTtaumeli (ES=0.23-0.26), paznnyHbIMY MOTVBALMOHHO-NOBEAEHUYECKMN

BbIPa>X€HHOCTbIO HeraTBHOWM CMMMNTOMATUKN rnobasnbHbIM ypOBHEM

ctnnamm (ES=0,74) N MHTEHCMBHOCTBIO NCUXMATPUYECKON cTUrMaTu3aumn (ES=0.88).

YyeT KOMMeKca KAUMHWNYECKUX W COLMaNbHO-NCUXONOMTNYECcKNX GaKTOPOB 3MMUPUYECKU
obycnaBnvBaeT CTpaTerMn nepcoHann3nMpoBaHHOIO MPUMEHEHUS MPONOHTMPOBAHHBLIX GOPM aHTUMCMXOTUKOB

n coumo-ncmxotepaneBTnNHYeCckmnX I/IHTepBEHLI,I/II7I npm pa3pa60TKe NHANBUNAYaNbHOIo njiaHa nevyeHnmsd nauymeHToB

ncnxmnaTpmyeckoro CtaumoHapa.

INTRODUCTION
The traditional approach to achieving high adherence
to treatment in patients with severe mental disorders
is the widest possible use of depot antipsychotics.
However, despite the general consensus on the described
strategy,” the practice of using prolonged-release
antipsychotics in various healthcare institutions remains
inconsistent and, even taking into account the greater
cost, is unreasonably limited.2

Among the barrier factors for the widespread use
of depot drugs in clinical work are organizational factors
(a limited number of drugs paid for from insurance funds
due to a high cost for depot antipsychotics), the doctors”
attitude (difficulties in dose control, subjective perception
of the appointment as coercion of the patient, established
clinical practice), or factors related to the patient, such
as a fear of painful injections, lack of information
or perception of depot therapy as a coercive measure.? At
the same time, an analysis of the frequency of prolonged-
release antipsychotics use indicates their predominant
prescription in situations of clinical uncertainty: among
37.8% of patients with polypharmacy,* as well as among
those with increased aggressiveness® and those who

rarely seek in-patient care.® At the same time, the
question remains unclear whether such categories
of patients benefit the most from the depot therapy. On
the contrary, some clinical recommendations indicate the
validity of using depot drugs not only for the treatment
of severe patients, but also as a choice for routine anti-
relapse therapy.’

It is noteworthy that psychiatrists themselves are
often biased towards prolonged-release antipsychotics,
and in a hypothetical situation of their own treatment
they would prefer taking oral drugs.® This prejudice
associated with changing patterns of behavior is believed
to be one of the key markers of the stigmatization
process.® Stereotyping attitudes towards patients and
strategies for choosing drug therapy can determine
cognitive biases. Then, in order to increase adherence
to treatment, depot therapy is prescribed algorithmically
and without considering recommendations on the need
to combine prolonged-release antipsychotics with
psychoeducation programs to achieve the desired level
of compliance.™

There is solid evidence that different categories
of patients demonstrate significantly different rates



of treatment adherence, even with depot antipsychotics,
depending on their motivation for treatment and attitude
to the disease.” At the same time, in addition to the
patient's own motivation for treatment, the perceived
external pressure from the patient's environment
is an independent factor in increasing involvement
in the therapeutic process, acting along with the factors
of distress and insight on the disease.’?

From this review of the literature, it follows that the
task of forming a high adherence to antipsychotic therapy
in severe mental disorders is intractable in the case
of a mechanistic prescription of depot drugs to the most
severe patients. On the contrary, the benefits of therapy
with prolonged-release antipsychotics could be available
to a larger number of patients through the development
of personalized rehabilitation programs that include,
along with the individualized selection of medical therapy,
taking into account the socio-psychological conditions
of a mental disorder development and the patient's own
motives for therapy.

The purpose of the study is a differentiated description
of the role of clinical and socio-psychological factors
involved in the formation of different levels of in-patient
engagement in the treatment process. The hypothesis
of the study was based on the assumption that the
level of involvement of patients with mental disorders
in therapy is available for instrumental analysis and can
be increased through rehabilitation strategies addressed
to morbid (biological), motivational (psychological),
and socio-behavioral factors specific to different types
of patients. The implementation of the study was carried
out through a sequential completion of tasks:

1) verification, based on the objectively observed
behavior of patients during treatment and their
therapeutic alliance, of the original cluster model
of involvement in the treatment process, based on an
instrumental assessment of therapeutic motivation
and the structure of compliance

2) description of targeted strategies to increase
adherence to treatment, depending on the main
clinical, psychological and behavioral parameters:
severity of symptoms, characteristics of the course
of the disorder and attitude to the disease, and the
therapeutic alliance, in each of the selected types
of patients.

METHODS
A sample of 91 patients of the V.M. Bekhterev National
Research Medical Center for Psychiatry and Neurology
was studied, clinical and experimental psychological
data were subjected to secondary analysis in February
2020, after identifying the typology of patients based
on their motivation for treatment and profile of drug
compliance. A detailed description of the examined
respondents is presented in Table 1. The study protocol
was implemented in accordance with the principles
of the Declaration of Helsinki, GCP and approved
at a meeting of the Independent Ethics Committee at the
V.M. Bekhterev National Research Medical Center for
Psychiatry and Neurology No. EK-I-105/18 (25.09.2018).

To identify the reasons for the motivation of patients
included in the study, as well as to operationalize their
drug compliance, the original psychometric instruments
were used. The Treatment Motivation Assessment
Questionnaire (TMAQ) was applied, based on the
Treatment Motivation Scale developed in the Department
of Integrative Pharmaco-Psychotherapy.”™ Therapeutic
motivation is described quantitatively - through the
total indicator of its intensity, and also qualitatively -
when comparing the parameters of individual sections
with those standardized for six levels or four factors
of the questionnaire. It has demonstrated good internal
consistency (Cronbach’s alpha 0.842), and its external
as well as meaningful validity has been established
previously.'34

To assess the multifactorial nature of patient
compliance, the Medication Compliance Scale (MCS)'> was
used, which is answered by a doctor based on complete
clinical information and medical history of the patient.
Individual MCS items include the study of the patient’s
clinical condition according to the Brief Psychiatric Rating
Scale (BPRS),’® the Negative Symptom Rating Scale
(SANS),"” and the Global Assessment of Functioning
(GAF).”® In addition to the original
instruments, the Internalized Stigma of Mental Iliness

psychometric

(ISMI) scale™ and the Perceived Discrimination and
Devaluation Scale (PDD)* were used.

The data obtained were statistically analysed using the
SPSS 16.0 software package. The principal component
method with varimax rotation was used to factorize the
data. The k-means cluster analysis was used. Analysis
of variance was performed using ANOVA and the Student's
t-test for parametric data, Kruskal-Wallis H-criterion



and Mann-Whitney U-criterion for nonparametric data
and Pearson Chi-square for rated values. The data
distribution was assessed using the Kolmogorov-Smirnov
z-criterion. For descriptive statistics of revealed significant
differences, we used the calculation of the size of effects
according to the Cohen’s d and Cramer's V criteria.

Study procedures

Enrolment in the study was carried out after obtaining
voluntary informed consent. The inclusion criteria were:
1) being in in-patient treatment in the department
of integrative pharmaco-psychotherapy of patients with
mental disorders, 2) readiness and ability to undergo
psychometric examination in accordance with the
protocol, and 3) fluency in Russian. Noninclusion criteria:

the severity of the positive symptoms or cognitive
impairments, which determines the patient’s inability
to correctly answer the questions of the original
psychometric instruments. The exclusion criterion was
the withdrawal of consent to participate at any stage
of the study.

The most typical options for the involvement of in-
patients in the treatment process were established in the
cluster analysis of psychometric data: standardized
indicators of the compliance scale subscales and four
factors of the motivation assessment questionnaire.?'
The selected groups of patients had the most similar
structures of motivation for treatment and drug
compliance within the cluster, but they differed maximally
when compared with each other (Figure 1).
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Figure 1. Typology of patients depending on the prevailing structure of treatment motivation and the corresponding profile
of medication compliance (means and standard deviations of questionnaires standardized indices)

Footnote. Parameters of the Treatment motivation assessment questionnaire (TMAQ): factor 1 - the psychoeducative component
of the internal disease picture, factor 2 - the insight into the necessity of the treatment, factor 3 - the insight into the psychological
mechanism of the morbid social maladjustment, factor 4 - the willingness to an active participation in the treatment process,
motivation - the sum total of TMAQ. Subscales of Medication Compliance Scale (MCS): medication - the attitude to medication,
patient - factors referring to the patient, environment - factors referring to the environment of the patient, doctor - factors referring
to the therapist, compliance - the sum total of the MCS. Marked standardized indices with significant intergroup differences,
Cohen's d>0.74; p<0.05.
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RESULTS

Patient clusters, differing in the degree of involvement
in therapy, were numerically comparable (Table 1) and
did not differ in the main socio-demographic and clinical
characteristics (gender, age, education, marital status and
children, nosology, duration of the disease, frequency
of hospitalizations, severity of productive symptoms),
as well as the frequency of taking antipsychotics of the
1t or the 2™ generations, antidepressants and mood
stabilizers.

The fundamental difference was in the behavior
of patients assigned to different clusters during drug
treatment and in their therapeutic alliance (Table 2).

The proportion of patients in cluster 1 was
overwhelming among respondents with a low therapeutic
alliance (MCS 4.1). Often, they were unable to maintain

Cluster 1 N=29

Male 15
Sex
Female 14
Mean age, years, M [S.D.] 30.7 [9.8]
employed 5
Occupation unemployed 23

disability pension | 1

married 9
Marital status

single 20

primary 11
Education secondary 8

higher 10

F2 24

F3 2
Diagnosis (ICD-10)

F4+F6 1

FO 2
lliness duration, years, M [S.D.] 8.9 [9.5]

Inter hospitalization rate, months, M [S.D.] 24.0[13,4]
260 points 12

BPRS .

(positive symptoms) elsCUpont> 14
<40 points g
260 points 13

SANS )

(negative symptoms) 30-60 points 13
<30 points 3
<40 points 13

Ly 40-60 points 13

(global functioning)
260 points 3

drug compliance on their own. The adherence disorder
for these “evading” patients was stable throughout
the whole available medical history (MCS 1.5). Patients
in this cluster included those with more frequent
use of nonrecommended drugs and / or irregular
use of recommended medications. The search for
factors involved in the formation of low adherence
to treatment in cluster 1 revealed the most pronounced
morbid changes in this group of patients. They suffered
from negative symptoms, and, compared to patients
in cluster 3, were more socially maladjusted (Table 1).
Cluster 2 included half of the subgroup of respondents
with a high therapeutic alliance, as well as 19% of patients
who needed external control of medication and 30%
who were self-medicating at the time of the current
hospitalization. Nevertheless, this cluster included the

Cluster 2 N=23 | Cluster 3 N=39 | p-level of differences

8 11

>0.05
15 28
36.1[12.5] 35.1[13.2] >0.05
9 20
12 17 p=0.046
2 2
11 10
0.05
12 29
4 8
7 5 >0.05
12 26
15 30
4 2
0.05
3 5
1 2
10.4[11.0] 8.1 [8.0] >0.05
34.3[27.5] 25.7[21.6] 0.05
6 7
12 24 >0.05
5 8
5 5
8 14 p=0.004
10 20
6 4
11 28 p=0.015
6 7



rarest history of drug compliance violations (Table 2).
Interestingly, such “recipients of therapy” were more
inclined to discriminate against other mentally ill patients
than in cluster 3 (Figure 2).

In cluster 3, with the maximum indicators of the
intensity of therapeutic motivation, the most common

was the average level of therapeutic alliance and attitude
to medication. Unexpectedly, this group included half
of the patients who have arbitrarily discontinued drug
therapy in the past. It is important to note separately
that the respondents here were inclined to actively resist
psychiatric stigmatization (Figure 2).

Table 2. Differences in the prevalence of compliance violation history between groups of patients after clustering

A ; A Femif Behavior occurrence
Predoll.mnant bThaworaI pattern in medication Criterion of differences
EaafREREE SEElE Cluster 1 Cluster 2 Cluster 3
1.1 Behavior during medication
Evasi f ication intak
vasion of medication intake 3 0 0 p=0,0001;
Externaly controlled drugs intake 18 6 8 X?=23.4, df=4,
Self-controlled drugs intake 8 17 31 Cramer's V=0.51
1.5 Noncompliance history
Nonrecommended drugs intake 5 1 2
Self-discontinuation of medication 14 5 19 p=0,002;
Irregular intake of medication 4 0 2 X?=24.1, df=8,
Cramer’s V=0.52

Self-reduced dosage 0 4 4
Absence of noncompliance 3 13 12
4.1 Therapeutic alliance
Low 15 0 1 p=0,0001;
Medium 13 12 28 X2=41.1, df=4,
High 1 1 10 Cramer's V=0.67

0,4

0,2

* *
° L]

02 —f ]

04 —

-0,6

PPD ISMI

[71 Cluster 1 [7T Cluster 2 [T Cluster 3

Figure 2. Standardized scores for psychiatric stigmatization in patients from different clusters (means and standard deviations)

Footnote. PDD — Perceived Discrimination and Devaluation Scale (low scores reflect higher external stigmatization); ISMI —

discrimination resistance subscale of Internalized Stigma of Mental lliness; Cluster 1 — patients «avoiding treatment»; Cluster 2 —

«passive recipients» of treatment; Cluster 3 «active treatment participants». *p<0,05
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DISCUSSION

The study confirmed the hypothesis of the complex
nature of the phenomenon of long-term adherence
to drug therapy in psychiatric in-patients. The fact of a high
intensity of motivation for treatment, without its nature
assessment, does not allow for predicting a favourable
attitude towards medication and a high therapeutic
alliance in patients with severe mental disorders. The
data obtained demonstrate that, in addition to the
factor of insight into the disease described earlier in the
literature," the processes of psychiatric stigmatization
play a significant role in the formation of adherence
to therapy in hospital patients with severe mental
disorders.

Long-term adherence to antipsychotic therapy is critical
for the decrease of productive symptoms and the
prevention of maladjustment in schizophrenia patients.?
Based on the data of the analysed sample, it was
revealed that among patients with impaired functioning,
unfavourable social and labour status and the most
pronounced negative symptoms, low drug compliance
is associated with impaired motivation for treatment.
Thus, the patients most in need of stable drug treatment
did not have sufficient psychological resources to maintain
a therapeutic alliance and adherence to treatment. The
prevalence of the irregular use of drugs in such “difficult”
patients determines the rationale that 32% of the
examined patients should be treated with prolonged-
release antipsychotics in combination with the active
formation and maintenance of a therapeutic alliance,
their family should be involved in psychoeducation and
training in the supervision of the patient's medication.

Only one fourth of the sample showed long-term
adherence to therapy. Adherence was supported by
a moderate intensity of motivation for treatment,
which became an illustration of the applicability of the
“law of optimum” in relation to therapeutic motivation
in patients with severe mental disorders.?*> However,
patient compliance is not the only barrier to the use
of long-acting antipsychotics. Since they discriminated
against other psychiatric patients and showed a relative
decrease in the motivation for treatment, it is legitimate
to judge the limited self-identification of “recipients
of therapy” as patients in need of psychiatric care. Thus,
itis more important for this category of patients to prevent
the formation of a semantic connection between the
depot as a therapeutic option and the risk of limiting

their freedom in choosing a treatment strategy, rather
than ensuring the constant receipt of the antipsychotic
in the form of a depot.

A significant (43%) part of the sample (highly
functioning patients with no signs of severe abulia) were
active in opposing discrimination. This is consistent with
literature data on the multidimensional relationship
between motivational processes, internal stigma,
and disease outcome.?* Active and purposeful actions
of patients within the therapeutic program are not only
a reflection of their overall high level of functioning, but
also an indirect effect of overcoming self-stigmatization
affected by their involvement in the rehabilitation
system. Probably, among the “active participants”
of therapy, the motive of resistance to stigmatization
had an expansive subjective interpretation in the form
of distancing from the doctor (middle-level therapeutic
alliance) and, thus, was associated with a medical history
aggravated by therapy discontinuation. These findings
highlight the potential for the increased use of long-
acting antipsychotics also in patients who demonstrate
an active stance during treatment, when combined
with rehabilitation interventions aimed at correcting
dysfunctional beliefs about illness and medication.

A potential limitation of the study is the nosological
heterogeneity of the sample. However, a significant part
of the social and psychological factors that determine
involvement in the therapeutic process is the same
in various mental disorders. Therefore, samples mixed
by diagnosis are widely represented in studies addressed
to the psychology of the treatment process.?>% Our sample
of patients reflects the naturalistic nosological profile
of patients with mental disorders seeking for in-patient
care. In addition, there were no statistically significant
nosological differences between the identified clusters
of patients with different levels of inclusion in therapy.
Thus, the objective of the study did not depend on bias
in the selection of patients.

CONCLUSION

Verification of the original cluster model has
applicability of
assessments of motivation to treatment and drug

compliance to determine the types of treatment

demonstrated the instrumental

involvement of patients with mental disorders. Analysis
of the differences between the identified clusters

"ou

of “active participants”, “passive recipients” and patients



that “avoided therapy” helps to objectively assess the
multifactorial nature of patients’ behavior during the
treatment process. The level of compliance of patients
with severe mental disorders is mediated by the severity
of negative symptoms and social maladjustment, various
motivational and behavioral styles, and the intensity
of psychiatric stigmatization. Taking these factors into
account empirically determines the strategies for the
personalized use of prolonged forms of antipsychotics
when developing an individual treatment plan for
psychiatric in-patients.
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ABSTRACT

The pandemic of the new coronavirus infection has become one of the most significant global
social shocks in the past decade. It influenced the lifestyle of many people, including those with mental disorders.

To compare the psychopathological structure of psychotic states in young patients (up to 40 years old) with first-
episode psychosis before the COVID-19 pandemic and during the COVID-19 pandemic.

The research was conducted at the First psychotic episode clinic of the Mental-health clinic No. 1 n.a. N.A.
Alexeev, Moscow, Russia. In total, 66 patients were enrolled, who met the inclusion criteria: first-in-life admission
to a mental healthcare unit that occurred during the spring of 2019 (control group) or spring 2020 (experimental
group), diagnosis on admission that belonged to the group “Acute and transient psychotic disorders” (F23.XX) of ICD-
10. Patients with a disability or concurrent somatic or neurologic conditions were excluded from the study. Assessment
of clinical and psychopathological characteristics with the allocation of the leading syndrome within the psychotic
state, psychometric assessment according to the PANSS scale was carried out, the above indicators were compared
between the experimental and control group.

We observed statistically insignificant increase in the rates of affective and catatonic subtypes of psychoses,
a decrease in the rate of the delusional subtype of paranoid syndrome. PANSS scores differed significantly for different
clinical subtypes of psychoses, although the differences between the experimental and control groups showed no
statistical significance. Additionally, in spring 2020, a considerable decrease in the total number of hospitalizations
was revealed.

The differences in the clinical and psychopathological structure of psychotic states revealed during
the COVID-19 pandemic were statistically insignificant. Additional results of the study may indicate a decrease in the
availability of mental healthcare for patients with psychoses, which requires further investigation.
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AHHOTALMA

MaHaemMus HOBOW KOPOHABUPYCHOW MHPEKLMM CTana O4HMM 13 COLMANbHO 3HAYMMbIX MOTPSICEHIA
BCEMMPHOro MacliTaba B nocnegHee gecatunetne. OHa okasana CyLLleCTBEHHOe BNSHNE Ha YKAag XU3HN MHOTNX
Nofeln, B TOM Yncie Ha 60NbHbIX C MCUXMYECKUMU PaccTPOCTBaMM.

CpaBHUTb MNCUXOMATONOMNYECKYHO CTPYKTYPY MaHNUGECTHbIX MCUXOTUYECKNX COCTOSTHUIA Y NaLMeHTOB MOIOAOrO
Bo3pacTa (#o 40 net) go nangemum COVID-19 n Bo Bpemsa naHaemun COVID-19.

PaboTa BbIMOAHEHa B KAMHMKE MepBOro NCMXoTNYeCKoro anm3oaa, nogpasgeneHn Ney3
«[MKB Ne1 M. H.A. Anekceesa» [J3M. Bcero B nccnefoBaHme BKIHOYEHbl 66 MaLMeHTOB, OTBEYABLUVX KPUTEPUSIM
BK/IHOUEHNA — nepBuYHasn rocnntanusauus B MKBNe1 BecHoin 2019 (rpynna cpaBHeHunss — 45 nayuenTos) unv 2020
(ocHoBHasa rpynna — 21 naumeHT) roAa, AMarHo3 13 pyopukn F23, oTcyTCTBUE MHBAAVUAHOCTW, COMYTCTBYIOLLEN
COMaTMYeCcKon WAN HEeBPOIOrMYecko naTonorvy, KoTopas 3aTtpygHsna obcnefoBaHve wan Tpebosana
JAOMNOJIHUTE/IbHbIX JIeKapCTBeHHbIX HazHauveHWi. [poseieHa oLeHKa KJIMHUKO-NCUXONaToN0rMYeckmnx XxapakTepucTmk
C BblAe/sieHVeM BeAyLLLero CMHAPOMAa B paMKax NCUXOTUYECKOro COCTOSAHMSA, MCUXOMeTpUYecKkas oLeHKa no Lkane

PANSS, BblLLieyKa3aHHble NMokasaTenn COnocTaBAeHbl MeXAy OCHOBHOM rpymnno 1 rpynnoi cpaBHeH NS,

BbIiBNEHO CTaTUCTUYECKN He3HauMMoe yBennveHne fonn adpdekTBHO-6pesoBbIX U KaTaTOHO-
6pesoBbIX COCTOAHMN, a TakKe YMeHbLUeHWe AOAN NapaHOUAHbIX COCTOAHWI 3a cyeT 6pefoBOro UX BapuaHTa.
Pe3ynbTaThl NcMxoMeTpuyeckol oueHkn no PANSS AoCTOBEpHO pasnnyannce MexXAy nauveHTamm C pasHbIMU
KNVHWUKO-MCUXOMNATONOMMUYECKUMI BapraHTaMm NCUX030B, O4HAKO 3HAUMMbIX Pa3NymMli MeXAy OCHOBHOM rpynmnoii
W FPYNMnoi cpaBHeH s 06HapyXeHo He bbl1o. JJonoNHNTENbHO HbI10 06HaPYXXEHO yMeHbLUeHMe 06LLEero KonnyecTea
rocnuTanusauuin secHoin 2020 roga.

BbisiBNeHHbIe B XOA€e NCCNe0BaHNs Pasanymng KIMHUKO-MCUXONaTONOMMYECKON CTPYKTYPbl MaHNPECTHbIX
NCUXOTUYECKNX COCTOSAHNI B Nepunog naHgemun COVID-19 He NpoAeMOHCTPMPOBasn CTaTUCTUYECKON 3HaUYNMOCTH.
Mo6ouHble pe3ynbTaTbl UCCAEA0BaHNSA MOTYT YKa3blBaTb Ha U3MEHeHVe AOCTYNMHOCTM NCUXMaTPUUeckon NnoMoLLm
419 NaUMeHTOB € MaHNPECTHLIMU NCUXOTUYECKUMI COCTOSAHUSAMM, UTO TpebyeT AasibHeNLLero N3y4eHus.

INTRODUCTION
The pandemic of the new coronavirus infection

human mental well-being.®” During the pandemic period,
an increase in the incidence of reactive mental disorders

is undoubtedly one of the most significant shocks
of recent decades. Besides an immediate “biological”
impact on the human body, the COVID-19 pandemic
and widespread antiepidemic measures which have been
introduced have fundamentally affected the mode of life
of many people, including those suffering from mental
disorders."? Large-scale quarantine measures (“lockdown”
or “self-isolation") have especially affected social contacts
and lifestyle habits, that together with economic instability
and contradictory information about the pandemic
increased psychological distress.>* Thus, a global psycho-
traumatic situation has been formed, which affects

has been noticed, including those on the psychotic
register.® Besides the influence on the population as
a whole, some authors point to the possibility of the
infection negatively influencing patients with a history
of mental disorders® and, moreover, exacerbation
of symptoms in patients with schizophrenia.’®'" In recent
studies, there are sporadic indications of a change
in the clinical representation of psychiatric disorders
under the influence of the coronavirus infection or anti-
epidemic measures.'? Despite achievements in recent
decades in the sphere of studying psychic disorders as
awhole and their clinical peculiarities, various questions



concerning diagnostics and the clinical picture of manifest
psychotic states during large-scale social shocks remain
Little
between the COVID-19 pandemic and manifest psychotic

unsolved.”™ is known about the association
states. A number of clinical cases of acute psychoses
were described in patients who have experienced
a new coronavirus infection''® or psychoses whose
development could be associated with the psychological
impact of an unfavourable epidemic situation.”'® Special
attention is attracted towards dangerous and potentially
lethal cases of catatonia'®, associated with disease itself
2021 35 well as its psychosocial impact.222*> Meanwhile,
Russian researchers have mainly studied various aspects
of the pandemic impact on the incidence of nonpsychotic
mental disorders.?*2¢ Thus, there is a need to consider
fundamentally important questions concerning the
prognosis and psychopathological characteristics
of psychoses manifested during the coronavirus

pandemic.

was to compare the
psychopathological structure and syndrome severity
of manifest psychotic states in young patients (under 40
years old) before the COVID-19 pandemic and during the
COVID-19 pandemic.

The  psychopathological  structure
of manifest psychotic states and syndrome severity
changed during the COVID-19 pandemic. These changes
can be attributed to an increase in the incidence rate and
severity of catatonic syndrome.

METHODS

The research was carried out in the First psychotic episode
clinic of the Mental-health clinic No. 1 n.a. N.A. Alexeev
of Moscow Healthcare Department.

The inclusion criteria were as follows: diagnosis F23
according to ICD-10; hospitalization between March 1 and
May 31 2019 or 2020; absence of disability or comorbid
physical or neurological pathology that would make
medical examination difficult or would require additional
drug prescriptions. The choice of the enrolment time
period in 2020 for experimental group was determined by
introduction of the most radical antiepidemic measures
(The Decree of the President of the Russian Federation
“On Measures to Ensure Sanitary and Epidemiological
Welfare of the Population on the Territory of the Russian

Federation Owing to the Spread of a New Coronavirus
Infection (COVID-19) of April 2, 2020"), which, to our
understanding, could have had the greatest impact
on the mental state of our patients. The control group
included patients hospitalized in the clinic in the same
period of the previous year.

The research sample comprised 66 patients (27 men
and 39 women), who had received in-patient treatment
due to manifest psychotic states in spring 2019 or 2020.
The research participants were divided into two groups:
the experimental group (2020, n=21) and the control
group (2019, n=45). All participants in the experimental
group were COVID negative at the time of experiment.
Two patients had a confirmed diagnosis of COVID-19
infection 4 to 8 weeks prior to the experiment.

A comparison of the main sociodemographic indices
(sex, average age, education level and employment status)
was performed to evaluate the comparability of the groups
according to social parameters. Evaluation of the mental
state was carried out using a clinical psychopathological
method, singling out the dominating syndrome. Patients
were divided into subgroups according to the leading
syndrome type.

The Russian version of PANSS (Positive and Negative
Syndrome Scale) 27 was used to evaluate the severity
of mental symptoms at the point of hospital admission.
Our psychometric examination included an additional
evaluation using the “catatonia subscale” (N1-4, N6,
G1-3, G5-7, G11, G13, G15 and G16 point scores),?%?°
conditionally labelled by the letter “C", with a maximum
total score 105.

The statistical analysis of the received frequency data
was performed using Pearson chi-squared 2 test. The
Fisher's angular transformation ¢ was used in cases where
application of x2 test was impossible. Student’s t-criterion
was used to compare the average duration of the initial
psychosis phase and PANSS scores in the sample groups.
The mean (M) was used to evaluate the central tendency,
and data scattering was used to evaluate the standard
deviation (SD). 30 Value of p<0.05 was accepted as
statistically significant.

The research was conducted in accordance with the
Declaration of Helsinki regarding issues of medical ethics,
and the participants’ rights, interests and personal dignity
were protected at all times. All the patients examined
gave their informed consent prior to participating in the
research.



2019 (n=45)

Parameter

n
Women 25
Men 20

Education level at the time of the medical examination

Secondary education 5
Specialized secondary education 6
Incomplete higher education 6
Higher education 28

Employment status at the time of the medical examination
College student 3
University student 4
Specialist (skilled job) 3
Unskilled labour 7

Unemployed 28

RESULTS

The experimental group (2020) consisted of 14 women
(66.6%) and 7 men (33.3%), and their average age was
28.2+7.3 years. The control group (2019) comprised
25women (55.6%) and 20 men (44.4%), with an average age
of 27.3+5.6 years. The groups of patients were comparable
in terms of sex and sociodemographic characteristics
at the time of medical examination (Table 1).

PSYCHOPATHOLOGICAL CHARACTERISTICS

The duration of the initial phase of the manifest
psychotic state (the period immediately preceding
development of psychosis, during which the non-
psychotic disorders or transitory psychotic symptoms
were observed) varied significantly: 4.8+4.6 weeks in the
experimental group versus 14.6+11.1 weeks in the
control group (p=0.03).

Three variants of manifest psychotic syndromes
were determined on the basis of the prevailing
psychopathological
delusional, paranoid and catatonic, each of them was

symptomatology:  affective-

additionally divided into subvariants.

(n=25)
characterized by prevalence of the changed affect
with
in the absence of delusions of perception and psychic

was

in combination acute sensory delusions,

2020 (n=21)

" N ” Statistical significance indices
55.6 14 66.6 x2=0.706; df=1; p=0.403
44.4 7 33.3 x2=0.719; df=1; p=0.396
11.1 6 28.6 =1.7; p<0.05

13.3 2 9.5 =0.4; p>0.05

13.3 2 9.5 9=0.4; p>0.05

62.3 11 52.4 9=0.7; p>0.05

6.7 1 48 9=0.3; p>0.05

8.9 1 438 =0.6; p>0.05

6.7 1 4.8 9=0.3; p>0.05

15.5 2 9.6 9=0.7; p>0.05

62.2 16 76.2 9=1.2; p>0.05

automatisms. This variant of psychotic states was
represented by manic-delusional, depressive-delusional
and mixed affective-delusional states depending on the
dominating pole of affect.

Manic-delusional states (n=7) were accompanied by
the dominating elevated mood, often with irritability,
that corresponded with delusions of grandeur, special
abilities and messianism, always followed by ideas
of persecution. The structure of the depressive-
delusional states (n=3) was represented by an anxiety-
depressive affect with delusional ideas of guilt, sinfulness,
contagion and apprehension of imminent, inevitable
punishment.

The mixed affective-delusional states (n=15) were
characterised by unstable affect, with elements
of symptoms of each affective pole, episodes of intensive
panic, staging
phenomena and delusions of special significance.

mental disorganization, confusion,

(n=22). The leading
psychopathological symptoms were acute hallucinations
or psychic automatisms together with persecutory
delusions.

The hallucinatory variant (n=9) was characterized by
a high intensity of hallucinations, which designated the
delusional content and patients’ behavior.

In the delusional variant (n=13), in the absence
of hallucinations or their low intensity, the condition



was defined by pronounced mental automatisms (usually
represented not only by ideational but also by motor
or sensory types), as well as by delusions of influence
or capture syndrome.

Catatonic syndrome (n=19). The psychotic states
in this group were united by a prevalence of catatonic
symptomatology (psychomotor agitation, stupor,
catalepsy, mutism, negativism, speech and motor
stereotypies, echolalia or echopraxia).

In catatonic-delusional states (n=15), the catatonic
symptomatology was accompanied by hallucinations,
mental automatisms, of persecution
or of influence.

States

symptomatology were rare (n=4). Such conditions

delusions

exclusively represented by catatonic
corresponded to the definition of “lucid” catatonia and
were characterized by a predominance of hypokinetic
motor disorders in the form of stupor or substupor.
The prevalence of patients’ leading psychopathological
syndromes is represented in Table 2.

The prevalence of affective-delusional, paranoid and
catatonic syndromes did not differ significantly in 2019

and 2020.

PSYCHOMETRIC EVALUATION USING PANSS

Statistically significant differences were found between
clinical subgroups in PANSS total scores (p=0.04), and
in pair-wise comparison of C subscale score between

Table 2. Prevalence of psychotic syndrome types
in 2019 and 2020

2019 e Statistical
STeng (n=45) (n=21) significance

n % = % indices
Affective-

' X?=0.328;
delusional 16 | 355 |9 429 df=1; p=0.567
syndrome
Paranoid x*=0.302;
syndrome 161355 16 1286 | ey, p=0.583
Catatonic x>=0.001;
syndrome 1312 6 | 286 | gy, p=0.9736

the catatonic subgroup and affective-delusional and
paranoid subgroups (p=0.02). Statistically significant
differences in psychopathological structure of psychosis
were not found between the experimental group and the
control group (Table 3).

DISCUSSION
Despite our hypothesis that COVID-19 pandemic from the
very beginning could have influenced the mental state
of the patients with psychotic spectrum disorders, we did
not manage to find any statistically significant differences
between experimental and control groups.
Patients with the affective-delusional syndrome
demonstrated a higher score on the PANSS P scale (2019:
26; 2020: 24.6) than on the N scale (2019: 23.4; 2020: 23.8)

in both groups. The catatonia scale score was moderately

Table 3. PANSS scores (M1SD) in the clinical subgroups according to the leading syndrome type

Leading psychopathological syndrome
PANSS ffective-delusional synd Paranoid synd c ic synd
Scale Affective-delusional syndrome aranoid syndrome atatonic syndrome
2019 2020 2019 2020 2019 2020
(n=16) (n=9) (n=16) (n=6) (n=13) (n=6)
P 26+4.8 24.616.3 24.345.2 24.2+3.6 26.846 2845.3
N 23.4+6.1 23.8+4 22.945.2 24.3+6 29+7.4 33.8+11.5
G 49.1+8.8 49.246.1 45.1+7.3 47.3+7.9 60.5+12.7 64.5£13.5
C 41.7+9.5 42.249.5 40.146.2 42.5+8.5 53.8+13.1 57+14.4
5 107.4+16 105+12.8 99.8£18.1 102.6+£18.2 126.1£27.1 135.2+#31.3

Footnote. P is the positive symptomatology scale; N is the negative symptomatology scale; G is the general psychopathological

symptomatology scale; C is the catatonia scale; Y is the total score.
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high (41.9 and 42.2 in 2019 and 2020, respectively), the
total PANSS score was intermediate, compared to other
groups (2019: 107.4; 2020: 105).

Patients with paranoid syndrome had lower total
PANSS scores (2019: 99.8; 2020: 102.6) and lower scores
on P scale (2019: 24.3; 2020: 24.2), with slightly higher
scores on the N scale (2019: 22.9; 2020: 24.3), while the
scores on the catatonia subscale did not differ from
those of the affective-delusional syndrome subgroup
(2019: 40.0; 2020: 42.5).

The most severe psychopathological disorders were
observed in patients with catatonic syndrome according
to PANSS total score (2019: 126.1; 2020: 135.2). Scores
on the P scale were slightly higher than in other groups
(2019: 26.8; 2020: 28), negative syndromes according to N
scale score were more pronounced comparing to other
subgroups (2019: 29; 2020: 33.8). Higher scores were also
noted on the catatonia subscale: 53.8 and 57 in 2019 and
2020, respectively.

It should be noted that a number of factors could
have affected the results of the research. Firstly,
verification of statistical significance was essentially
limited by a small sample size. Secondly, we noticed
that the total of patients hospitalized
with F23 diagnoses was significantly higher
in 2019 (45 patients) than in 2020 (21 patients).
This observation corresponds with data showing
a decrease in the total number of hospitalizations
in Mental-health Clinic No.1 named after N.A. Alexeev

number

for the period studied (2152 hospitalizations in spring
2019; 1597 hospitalizations in spring 2020). A probable
decrease in the availability of psychiatric help could
influence the characteristics of the sample in 2020.
Thirdly, of the examined patients, few had received
a confirmed diagnosis of the COVID-19 infection, thus,
in the experimental group only the psychosocial impact
of the pandemic, but not the virus infection itself could
have any impact on the course of psychotic disorders.

CONCLUSIONS

During the first months of the COVID-19 pandemic no
difference was observed in the psychopathological
structure of manifest psychotic states of in-patients.
Therefore, it is necessary for further (extensive)
research to be carried out to examine the impact of the
COVID-19 pandemic on the manifestations of psychotic
conditions.
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Schizophrenia, although a debilitating mental illness, greatly affects individuals’ physical health

as well. One of the leading somatic comorbidities associated with schizophrenia is cardiovascular disease, which
has been estimated to be one of the leading causes of excess mortality in patients diagnosed with schizophrenia.
Although the shared susceptibility to schizophrenia and cardiovascular disease is well established, the mechanisms
linking these two disorders are not well understood. Genetic studies have hinted toward shared lipid metabolism

abnormalities co-occurring in the two disorders, while lipid compounds have emerged as prognostic markers for
cardiovascular disease. In particular, three ceramide species in the blood plasma, Cer(d18:1/16:0), Cer(d18:1/18:0),
and Cer(d18:1/24:1), have been robustly linked to the latter disorder.

We aimed to assess the differences in abundances of Cer(d18:1/16:0), Cer(d18:1/18:0), and Cer(d18:1/24:1) in the
blood plasma of schizophrenia patients compared to healthy controls.
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We measured the abundances of Cer(d18:1/16:0), Cer(d18:1/18:0), and Cer(d18:1/24:1) in a cohort of 82
patients with schizophrenia and 138 controls without a psychiatric diagnosis and validated the results using an
independent cohort of 26 patients with schizophrenia, 55 control individuals, and 19 patients experiencing a first
psychotic episode.

We found significant alterations for all three ceramide species Cer(d18:1/16:0), Cer(d18:1/18:0), and
Cer(d18:1/24:1) and a particularly strong difference in concentrations between psychiatric patients and controls for
the ceramide species Cer(d18:1/18:0).

The alteration of Cer(d18:1/16:0), Cer(d18:1/18:0), and Cer(d18:1/24:1) levels in the blood plasma
might be a manifestation of metabolic abnormalities common to both schizophrenia and cardiovascular disease.

AHHOTALUWMA

LLInsodppeHns ABnSeTCa He TONbKO NMCUXMYECKUM 3aboneBaHMeM, HO 1 BMseT Ha du3myeckoe
340poBbe ntogein. OgHMMN 13 OCHOBHbIX CONMYTCTBYIOLLMX COMaTUYeCKMX 3ab0neBaHuni, CBA3aHHbIX C LU30dpeHne,
ABNAIOTCH CEPAEYHO-COCYANCTbIE 3a601eBaHNS, CHUTAOLLMECS OAHON M3 OCHOBHbIX MPUYMH MOBbILLEHHOW CMEePTHOCTH
y MauneHToB C AMarHo3oM LwmnsodpeHms. XoTa obLias npeapacrnofioXeHHOCTb K LWn3odpeHnn 1 cepaeyHo-
COCYANCTbIM 3a60/1€BaHNAM XOPOLLO N3BECTHA, MEXaHN3MbI, CBSA3bIBAtOLLIME 3TU [Ba PaCcCTPOMCTBA, HEeAOCTaTOYHO
n3y4yeHbl. FeHeTUYecKne NccnegoBaHNs ykasanm Ha obLume aHoMannm AMNUAHOro 0bMeHa, ConyTCTBYIOLLME 3TUM
ABYM pacCTpPOMCTBaM, B TO BpeMs Kak AUMUAHbIe COeANHEHNS Bbinn NAeHTUOULMPOBaHbI Kak MPOrHOCTUYeckmne
MapKepbl cCepAe4vHO-COCYANCTbIX 3a60n1eBaHNI. B yacTHOCTY, TpW NpeACcTaBuUTeNs LepaMmioB, onpeaeeHHOoM rpynmnbl
nmnnaos, B nnasme kposw, Cer (d18: 1/16: 0), Cer (d18: 1/18: 0) n Cer (d18: 1/24: 1), 6blAn accoLMMpOBaHbl C PUCKOM
CepAeYHO-COCYANCTbIX 3a60N1eBaHuIA.

Mbl oueHMBanu pasnnymsa B cogepxanum Cer (d18: 1/16: 0), Cer (d18: 1/18: 0) n Cer (d18: 1/24: 1) B nna3me
KPOBW 60/1bHbIX WN30dpPEeHMen MO CPAaBHEHNIO C KOHTPOJIbHOW rpyMMnoi.

Mbl n3mepunn cogepxaHue Cer (d18: 1/16: 0), Cer (d18: 1/18: 0) n Cer (d18: 1/24: 1)
B KOropTe 113 82 NaLUMeHTOB C LUM30dppeHmein 1 138 YenoBek 13 KOHTPOABLHOW rpynbl 6e3 NCMXMaTPUYECKOro AMarHo3a
W, fjanee, NOATBEPAUIN pe3yNibTaTbl aHanM3a B C1eNoM UCCNejoBaHNN He3aBUCMOM KOropThl U3 26 NaLMeHTOB
C wusodpeHwneri, 55 yenosek 13 KOHTPOABLHOM rpynnbl 1 19 NaLUMeHTOB, MepeHeCLLMX NepBbIV MCUXOTUYECKNIA SMN30A.

Mbl 06HapPY>XWAK 3HaUMTEIbHbIE U3MEHeHUs ANs BceX Tpex BUAoB Lepamumgos Cer (d18:1/16:0), Cer
(d18:1/18: 0) n Cer (d18: 1/24: 1). Cpeaun 3Tnx coeanHeHuii Cer (d18: 1/18: 0) nokasan Hanbonee CUAbHbIE HANBONBLLIYHO
pa3sHuLy MexXAy naumeHTaMm 1 KOHTPOIbHOI rpynmnon.

N3meHeHne yposHeli Cer (d18: 1/16: 0), Cer (d18: 1/18: 0) n Cer (d18: 1/24: 1) B nna3me KPOBU MOXET BbITb
nposiBneHnemM MeTabonnyecknx aHoOMaani, 06LLNX AN Kak LWN30GPeHnn, Tak U CepAeUHO-COCYANCTLIX 3aboneBaHui.

INTRODUCTION at increased risk of somatic comorbidities, such as
Schizophrenia (SCZ) is a debilitating mental illness  cardiovascular disease (CVD), type 2 diabetes, and
affecting the individual's thinking, perception, emotional obesity.? It has been estimated that patients with
response, as well as daily functioning, in general.  schizophrenia show a two-fold increase in mortality
Individuals diagnosed with schizophrenia are also  compared to the general population.3 Most of this excess



mortality can be attributed to physical ilinesses, with CVD
being one of the leading causes of death.>
Understanding the mechanisms of CVD development
in individuals with schizophrenia
importance for the management and treatment of the

is of extreme

disorder. While lifestyle and antipsychotic medication can
affect the risk of CVD,°> there seems to be an intrinsic
and complex relationship between this physical disorder
and schizophrenia. Genetic pleiotropy has been reported
for schizophrenia and cardiometabolic abnormalities,5°
implying shared genetic risk factors for CVD and SCZ.
Stratification by genetic susceptibility to cardiometabolic
abnormalities has also been proposed to separate SCZ
patients into subgroups with differing metabolic profiles."
At the same time, even though genetic studies show hints
of a shared susceptibility towards both SCZ and CVD,
the mechanisms linking these two disorders are difficult
to untangle from genetic information alone. In this
respect, quantifying metabolic profiles of compounds
associated with CVD in individuals diagnosed with
SCZ can deepen the understanding of this connection
by identifying the abnormalities common to the two
disorders. Lipids, in particular, have been shown
to undergo substantial alterations in schizophrenia.’
Further, genetic variants exhibiting pleiotropic effects
in SCZ and CVD are particularly enriched in genes involved
in lipid metabolism.>™0

While classical lipid measurements, such as low-density
lipoproteins (LDL), high-density lipoproteins (HDL), and
total triglycerides, are well known to be associated
with both CVD'™ and SCZ,*'® advances in lipidomics
have provided the opportunity to expand the scope
of metabolic profiling and deepen our understanding
of lipid alterations in disease. Ceramides, a class of lipids
that consist of a sphingosine backbone connected by an
amide bond to a fatty acid (FA) chain of varying length
have been shown to predict cardiovascular events
more effectively than classical lipid measurements.”
In particular, three lipid species, Cer(d18:1/16:0),
Cer(d18:1/18:0), and Cer(d18:1/24:1),
proposed as promising biomarkers of CVD."® To assess

have been

whether disruption in the metabolism of these ceramides
is also characteristic of patients with SCZ, we investigated
the levels of these three lipids in 82 patients diagnosed
with SCZ in comparison to 138 control (CTL) individuals
without a psychiatric diagnosis. We further validated the
results on an independent dataset of 26 SCZ patients, and

55 CTL patients, as well as 19 patients exhibiting a first
episode of psychosis (FEP).

METHODS

Subjects included in this cohort were inpatients recruited
from the Mental Health Research Centre, Moscow.
The cohort included adult (18 or more years of age)
participants with a diagnosis of SCZ (n=82; age 31.2+8.4;
23% female). SCZ status was determined based on the
International Classification of Disease (ICD-10). The
exclusion criteria were being less than 18 years old,
severe somatic and neurological illness, recent surgery,
pregnancy, history of substance and alcohol abuse,
acute heart failure, severe chronic heart failure, and
a diagnosis of CVD. Sample collection was performed
at the Neuroimmunology Laboratory of the Mental
Health Research Centre, Moscow. The control group
(n=138; age 29.5+8.3; 22% female) consisted of healthy
volunteers from the Mental Health Research Centre
who were showing no signs of psychiatric disorders
and met the same exclusion criteria at above (less than
18 years of age, family history of any psychiatric disorder,
severe somatic and neurological iliness, recent surgery,
pregnancy, substance and alcohol abuse acute heart
failure, severe chronic heart failure, a diagnosis of CVD).
Patients and healthy participants were evaluated by
board-certified psychiatrists from the same centre,
whilst somatic condition was assessed by internists of the
respective specialties. The study was approved by the
local ethics committee of the Mental Health Research
Centre (Protocol No. 281; 05/05/2016). Informed consent
was obtained from all participants. The entire study was
conducted in line with the World Medical Association
Declaration of Helsinki formulating ethical principles for
medical research involving human subjects.

Participants included in the validation cohort were
inpatients diagnosed with a first episode of psychosis
(FEP, n=19, age 27+7, 53% female) and schizophrenia
(SCZ, n=26, age 3512, 58% female), as recruited at Mental
Health Clinic No. 1, named after N.A. Alexeev.

Exclusion criteria for patients were being less than
18 years of age, having a serious medical or surgicalillness,
any previous episodes of psychosis due to substance
abuse, acute heart failure, severe chronic heart failure,



and psychotic symptomatology within a clearly diagnosed
affective or borderline personality disorder. For healthy
controls, the exclusion criteria were being less than
18 years of age, having a current or previous psychiatric
disorder, a family history of any psychiatric disorder,
head trauma, neurological illness, serious medical
or surgical illness, or a history of substance abuse.
SCZ status was determined based on the International
Classification of Disease (ICD-10). Patients were evaluated
using a structured interview for the Positive and Negative
Syndrome Scale (PANSS), including the PANSS positive,
PANSS negative, and PANSS general psychopathology
subscales. The average total PANSS was determined
to be 98+24 for women and 91422 for men. The Russian
version of PANSS, with acceptable validity and reliability,
was used to evaluate the severity of the symptoms
of psychosis in the schizophrenia patients in this study.

The control group (CTL, n=55; age 3218, 35% female)
consisted of healthy volunteers who had no apparent
signs of any psychiatric disorders and met the same
exclusion criteria (aged less than 18 years old, family
history of any psychiatric disorder, severe somatic and
neurological illness, recent surgery, pregnancy, history
of substance and/or alcohol abuse, acute heart failure,
severe chronic heart failure).

CTL and SZ had no addictions including <80 mg
of ethanol equivalent per week and <10 cigarettes per
day. Informed consent was obtained from all participants.
The protocol for this study was approved by the
Interdisciplinary Ethics Committee, Moscow (Protocol
No.1, 22/07/2017).

Plasma was obtained from peripheral venous blood
in the morning from individuals that had undergone
an overnight fast. Plasma samples were collected
in 4 ml Vacutainer tubes containing the chelating agent
ethylenediaminetetraacetic acid (EDTA) (BD Vacutainer,
Franklin Lakes, NJ, US). Tubes were centrifuged
at 4°C at 1100g for 15 min. The supernatant was stored
immediately in 500 pl aliquots at -80°C. We collected
the blood plasma samples from the main cohort
comprising 82 SCZ and 138 CTL individuals (SCZ: age
3148, 23% female; CTL: age 3018, 22% female). We
further collected a validation cohort including samples
from 26 SCZ, 19 FEP, and 55 CTL individuals (SCZ: age
35+12, 58% female; FEP: age 27+7, 53% female; CTL:

age 3218, 35% female). Studies on the validation of the
data obtained were conducted using the blind method,
i.e., during the measurement of the lipid profile, the
experimenter did not know which sample (patients
or controls) he/she was measuring. We randomized
the plasma samples with respect to the diagnosis
and extracted lipids from them following the same
standardized extraction procedure. We then measured
lipid abundances using liquid chromatography coupled
with mass spectrometry (LC-MS) in negative ionization
mode for the main dataset and validation dataset
in two distinct experimental runs. Sample processing,
LC-MS measurements, and data preprocessing were
performed as described elsewhere.® We determined
the molecular ions corresponding to Cer(d18:1/16:0),
Cer(d18:1/18:0), and Cer(d18:1/24:1) based on their initial
molecular ion masses, chromatography retention time,
and their fragmentation profiles (LC-MS?) by the presence
of characteristic sphingoid base fragments.

To simplify the normalization of lipid abundances
datasets,
20 demographically representative reference samples
from the main dataset were remeasured together with

between the main and validation

the validation dataset. The mean abundances of these
samples in the validation and main datasets were used
to normalize the abundances in the validation dataset:
for each lipid, the differences between these means were
subtracted from the abundances of each sample in the
validation dataset to produce normalized abundances.

Statistical tests were performed on the base-two log
transformed abundances to ensure normal distribution.
The Welch t-test of unequal variance was used to assess
statistical differences. However, bar plots were visualized
on the original scale.

Analysis, including statistical analysis, performance
calculation for naive classifiers, and logistic regression,
was performed using the publicly available python
libraries “scipy” and “sklearn”. The prediction models
were trained using the main dataset, and tested on both
the main and validation datasets.

RESULTS

The statistical analyses of the lipids extracted from main
cohort SCZ and CTL samples demonstrated that all three
ceramides of interest, Cer(d18:1/16:0), Cer(d18:1/18:0),



Ceramide spices Cer(d18:1/16:0) Cer(d18:1/18:0) Cer(d18:1/24:1)

SCZ vs CTL, main <0,001 <0,001 <0,001
p-values SCZ vs CTL, validation 0,44 0,001 0,16

FEP vs CTL, validation 0,012 <0,001 0,02

SCZ vs CTL, main 1,17 1,63 1,21
Fold-changes SCZ vs CTL, validation 1,08 1,76 1,08

FEP vs CTL, validation 1,22 1,55 1,12

SCZ vs CTL, main 0,67 0,81 0,66
ROC AUC SCZ vs CTL, validation 0,57 0,73 0,61

FEP vs CTL, validation 0,68 0,81 0,67

Table 1. p-values, fold-changes, and ROC AUC values for the comparisons between the psychiatric and CTL groups.
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Figure 1. The median and interquartile ranges in sample groups for each of the ceramides’ abundances: Cer(d18:1/16:0),
Cer(d18:1/18:0), and Cer(d18:1/24:1). The median abundances in each sample group correspond to the bar heights, and the interquartile range
is indicated by the error bars. For each of the ceramide, sample groups are indicated on the bottom, from left to right: CTL main cohort, SCZ main
cohort, CTL validation cohort, SCZ validation cohort, FEP validation cohort. The p-values of the Welch t-test and the fold-changes in abundances for
the comparisons between the psychiatric and CTL groups are indicated on the plots.
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Figure 2. The receiver operating characteristic (ROC) curves for the naive classifiers that were based on each of the ceramides’
abundances: Cer(d18:1/16:0), Cer(d18:1/18:0), and Cer(d18:1/24:1). Each ceramide species, in conjunction with an abundance threshold,
represents a naive classifier, with individuals with abundances higher than the cutoff threshold classified as the psychiatric patient group, and
individuals with abundances lower the cutoff - as CTL group. For each ceramide, the ratio of the true positive classifications is plotted against the
ratio of false positive classifications for the different cutoff thresholds. Colours correspond to the different classification tasks: main cohort SCZ
vs. CTL (dark red), validation cohort FEP vs. CTL (red), validation cohort SCZ vs. CTL (orange). The corresponding areas under the curves (AUCs) are
indicated on the plots.

Consortium Psychiatricum | 2021 | Volume?2 | Issue 3 39



and Cer(d18:1/24:1), displayed statistically significant
differences in abundance between the SCZ and CTL
groups, with all three compounds showing a higher
abundance in SCZ (Welch t-test, p<0.0001) (Figure 1;
Table 1). Similarly, the intensities of all three ceramides
were elevated in SCZ and FEP patients compared
to CTL individuals in the validation cohort. Further,
despite reduction in statistical power due to smaller
sample size, abundance of all three ceramides differed
significantly between FEP and CTL samples (Welch t-test,
p=0.0125, 0.000005, and 0.0255, respectively), as well as
for Cer(d18:1/18:0), between the SCZ and CTL samples
(Welch t-test, p=0.0012; Figure 1; Table 1).

We then tested the possibility of being able
to discriminate between the two groups of individuals,
psychiatric patients and controls,
abundances of each of the three ceramides. The

based on the

abundances of each compound, in conjunction with an
abundance threshold, represented a naive classifier,
with individuals with abundances higher than the
cutoff threshold classified as the psychiatric patient
group, and individuals with abundances lower than the
cutoff as the CTL group. To assess the predictive power
of these naive classifiers, we used Area Under the Curve
of the Receiver Operator Characteristic (AUC ROC),
which reflects, for the different cutoff thresholds, the
relationship between the ratio of false positive and true
positive classifications. A large AUC (with a maximum of 1)
corresponds to a classifier for which, with an appropriate
cutoff threshold, the ratio of true positives is higher, while
the ratio of false positives remains low. Of the three
ceramides, Cer(d18:1/18:0) showed best performance, as
indicated by the fact that it had the highest ROC AUC score
(Cer(d18:1/16:0): AUC = 0.68; Cer(d18:1/18:0): AUC=0.81;
Cer(d18:1/24:1): AUC=0.61; Figure 2; Table 1). We then
assessed the performance of these same classifiers when
applied to the classification of psychiatric patients versus
CTL in the validation cohort. For the three ceramides, the
separation of SCZ and CTL was slightly worse than in the
main cohort (Cer(d18:1/16:0): AUC=0.57; Cer(d18:1/18:0):
AUC=0.73; Cer(d18:1/24:1): AUC=0.61; Figure 2; Table 1).
The classification of FEP versus CTL individuals, however,
displayed no decline in accuracy compared to the
main cohort performance (Cer(d18:1/16:0): AUC=69;
Cer(d18:1/18:0): AUC=81; Cer(d18:1/24:1): AUC=67;
Figure 2; Table 1), indicating the good generalization
capabilities of the separation models.

We next used the abundances of the three ceramides
together to construct a logistic regression model
separating psychiatric patients from CTL individuals.
The model trained on the samples from the main
cohort showed a similar accuracy to the best-performing
individual ceramide, Cer(d18:1/18:0), but its accuracy
in the validation dataset was, in fact, higher (main cohort,
SCZ vs CTL: AUC=0.82; validation cohort, SCZ vs CTL:
AUC=0.81; FEP vs CTL: AUC=0.83).

DISCUSSION

Schizophrenia (SCZ) is burdened by a range of metabolic
abnormalities. In this work, we have assessed the
abundances of three ceramide species, Cer(d18:1/16:0),
Cer(d18:1/18:0), and Cer(d18:1/24:1), in the blood
plasma of patients suffering from SCZ and in control
individuals with no psychiatric diagnosis. These ceramide
species were chosen on account of their emerging role
as biomarkers of cardiovascular disease (CVD)."® Our
results demonstrate that ceramide alterations might be
an abnormality common to both SCZ and CVD.

While CVD progression can be affected by environmental
factors such as lifestyle, weight, and smoking,®> there
is evidence for a genetic basis of CVD." There are also
reports of shared genetic risk factors for both SCZ and
CVD,58 with lipid-related genes being highlighted in the
literature.®'° Likewise, while ceramides can be affected
by lifestyle, diet, and other environmental factors, the
human plasma lipidome, and ceramides in particular,
were found to have a marked genetic component.?0-22
The identifications of genes, such as SPTLC3, that show
association with both CVD and blood plasma ceramide
levels,?® but that were also reported in connection
to SCZ,2% demonstrates the possibility of an intrinsic
connection between SCZ, CVD, and ceramide metabolism
abnormalities beyond the superficial influences
of environmental factors.

Ceramides are structural elements of eukaryotic
cell membranes. They also have signalling functions,
being involved in processes such as apoptosis and
inflammation.?>?® Moreover, ceramides are enriched
in neural tissues and are vital for the normal functioning
of brain cells, in particular.?”® While the exact role
of ceramides is not fully elucidated, perhaps the most
convincing evidence of their important functional role
is the numerous reports of ceramide alterations in various
disorders besides CVD, such as diabetes, insulin resistance,



neurodegenerative disorders, and multiple sclerosis.?°3'
In a similar manner to CVD, specific ceramide lipid species
quantified in blood plasma, including the Cer(d18:1/18:0)
compound assessed in this study, have been proposed as
biomarkers of depression.?? In schizophrenia, ceramide
alterations have been reported in the brain,*® and
mechanisms linking metabolic abnormalities and SCZ
through sphingolipids have been proposed.'3

While ceramides in blood plasma have been extensively
studied as biomarkers of depression,3 surprisingly, we
have not been able to find any studies that explicitly
focused on ceramides in the blood plasma of SCZ
patients. Nevertheless, alterations in the blood plasma
of SCZ patients were investigated and reported for other
lipid classes.®# In our work, we demonstrated that
the abundance of one particular ceramide previously
reported as a reliable depression and CVD biomarker -
Cer(d18:1/18:0)'832 - was sufficient to distinguish SCZ
from CTL with an AUC higher than 0.8, where this result
was further reproduced in an independent cohort of first
psychotic episode patients. We also found that the
discriminatory power of the other two assessed ceramides,
Cer(d18:1/16:0) and Cer(d18:1/24:1), was lower, but the
associated differences in abundance between the SCZ
and CTL groups was nonetheless statistically significant.
We found that the combination of the abundances for the
three ceramides in a single model produced moderate
improvement in the classification performance compared
to the single compound Cer(d18:1/18:0). The model
performance achieved in this study is not, however,
the best reported for SCZ and CTL group separation -
models based on other lipid classes allegedly reached
AUC=0.98,2 indicating extensive disruption of lipid
metabolism in SCZ.

The limitation of this study was that only three ceramides
were identified, whereas there are several hundred
different kinds of lipids in an organism. Environmental
factors such as lifestyle, weight, and smoking were also
not taken into account. This will be pursued in following
studies, where more patients will be recruited, and more
lipids will be investigated.

The interplay between SCZ and metabolic abnormalities,
such as CVD, remains poorly understood. Genetic studies
have hinted at a connection between these disorders
through common lipid metabolism alterations.>'° Specific

ceramide species have been proposed as biomarkers
of CVD, and we found these same ceramides to be
altered in SCZ as well. While the mechanism of ceramide
alterations in disease is not clear, the systematic study
of lipid and other metabolic disruptions that co-occur
with SCZ and CVD might help elucidate the connection
between these disorders in the future.
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ABSTRACT

The article is devoted to the work of the Moscow Research Institute of Psychiatry to improve psychiatric care for
patients with psychotic disorders. An important feature of this work was an integrated approach, in which the clinical
picture of the disease was assessed in close connection with the patient's personal and psychological characteristics,
social conditions of his life, therapeutic opportunities, rehabilitation potential and organizational structure of care.
The article reflects the results of many years of work of the department of outpatient psychiatry and the organization
of psychiatric care under the guidance of Professor I.Ya. Gurovich. The results of scientific research carried out by
the staff of the institute in a traditional humanistic manner are presented. The translational nature of the research
is emphasized by its inextricable link with clinical and social approaches.

As a result of many years of work, a concept was developed to provide assistance to various groups of patients, starting
with the first manifestations of the disease and ending with cases of long-term chronic disorders with a pronounced
level of social maladaptation. As a result, a whole spectrum of new organizational forms of psychiatric care was
proposed, such as departments (clinics) of the first psychotic episode, medical rehabilitation departments, assertive
community treatment departments, designed for the most difficult patients. These organizational forms were fixed
in the regulatory documents of the Ministry of Health and Social Development of the Russian Federation. To date, the
above departments have been established in psychiatric institutions in many regions of the Russian Federation. Further
development of this area is associated with neurobiological research to identify complex biomarkers of psychotic
spectrum disorders.

Thus, the research carried out at the present time preserves the tradition of an integrated clinical and social approach
to the study of mental disorders. It is shown that an important advantage of this approach is their translational nature.
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AHHOTALUMA

CraTbs NocBsLLeHa paboTe MOCKOBCKOro HayUYHO-UCCIeA0BaATENbCKOrO MHCTUTYTA NCUXATPUN MO COBEPLLEHCTBOBAHUIO
NcUXmMaTpMYecKkol MOMOLLM NaLMeHTaM C NCUXOTUYECKUMIU PaccTpoiicTBaMuy. BaxkHON 0cOBeHHOCTLIO 3TOM paboTsl
ABNANCA KOMMIEKCHbIA MOAXOA, B KOTOPOM KJAMHUYecKas kapTuHa 3aboieBaHus oueHVBanacb B HepaspbiBHOM
CBSI3U C INYHOCTHBIMU U MCUXONOTUYECKMMM XapaKTEPUCTUKAMW NaLMEHTa, COLMANbHBIMU YCIOBUSAMMU €ro XU3HM,
TepaneBTNYEeCKUMIU BO3SMOXHOCTSMU, PeabuinTaLMOHHbIM MOTEHLMANOM W OPraHN3aLMOHHON CTPYKTYPO MOMOLLM.
B cTaTbe NpuBOAATCH pe3ynbTaTel MHOrONeTHe paboTbl oTAena BHEGONLHUYHOM NCUXMATPUN 1 OpraHn3aumm
ncuxmaTpryeckol MoMoLLM nog pykoBoACTBOM npodeccopa W.A.Myposuya. MpeactaBneHbl pesynbTaTtel HayUYHbIX
NCCnes0BaHWNA, BbIMOAHEHHbBIX COTPYAHMKAMU MHCTUTYTA B TPAAVNLMOHHOM NYMaHUCTMUYECKOM Ktoue, TPaHCASALMOHHbIN
XapakTep VUCCNej0BaHVSA NOAYEPKMBAETCS HePa3pbIBHOM CBA3bIO C KANHUYECKUMW U COLMaNbHBIMU NMOAXOAaMU.

B pe3ynbTate MHOronetHei paboThbl bbina paspaboTaHa KOHLEMNUMUs OKa3aHWs NMOMOLLM Pas3NYHBIM Fpynnam
naLMeHTOB, HaUMHas C NepPBbIX NPOSIBAEHUI 3ab601eBaHNA 1 3aKkaH4YMBas Cay4YasiMn AIUTEIbHO MPOTEKaoLLMX
XPOHNYECKNX PACCTPOMCTB C BblPaXKeHHbIM YPOBHEM COLManbHO Ae3anganTtauun. B pesynstaTe 66111 npeanoxeH
Lenblii CrnekTP HOBbIX OPraHM3auMOoHHbIX GOPM MCUXMATPUYECKON MOMOLLM, TakUX KaK OTAENEHUs (KAVHUKW)
MepBOro NCMXOTMYECKOro 3MN304a, MeANKO-PeabunnTaLMOHHbIE OTAENEHWS, OTAENEHNS MHTEHCMBHOIO OKa3aHUs
NCUXMaTPUYecKon MOMOLLM, NpeAHasHaYeHHble AN Hanbosiee THAXKENOro KOHTWMHreHTa MnaumveHToB. JaHHble
opraHun3aumoHHble GopMbl BbIIV 3aKpernsieHbl B HOPMaTUBHbIX JOKYMeHTax MUHUCTepCTBa 34paBOOXPaHEeHNs
N coumanbHoro Pa3sutus Poccuiickoin ®epepaunn. Ha CerofHsLLHNA AeHb Bblllenepeync/ieHHble OTAeeHNs
CO34aHbl B NCMXNATPUYECKMX YUPEXAEHWSX B MHOTUX pernoHax P®. [lanbHeliwee pa3BuTMe JaHHOMO HanpaBaeHWs
CBSI3aHO C HelpobMONOrMYeckKUMN NCCIeA0BaHUSMUN MO BblAENeHW0 KOMMIeKCHble 61oMapkepoB pacCcTponcTs
MCUXOTNYECKOro CreKTpa.

Takum 06pa3om, UCCIef0BaHNSA, OCYLLECTBASIEMble B HACTOSILLLee BPEMS, COXPAHSIOT TPaAWLIMIO KOMMIEKCHOMO
K/IMHNKO-COLMANbHOIO MNOAXOAA K N3YUYEHWIO NCUXMYECKUX PAaCCTPOMCTB. MOoKa3aHo, YTo BaXKHbIM MpenMyLLeCcTBOM
[AHHOro MoAXoAa SBASETCS UX TPAHCISILMOHHBINA XapakTep.

INTRODUCTION
Russian psychiatry from the beginning of its

Professor Lev Markovich Rozenstein, one of the first
directors of the MRIP, is known as a major theorist

establishment as a scientific discipline was characterized
by a holistic approach to the mental healthcare provision.
An important characteristic of this approach was
comprehensive consideration of clinical, psychological
and social aspects, personality of the patient, along with
the organization of treatment and rehabilitation issues.
The clinical manifestation of the disease was assessed
together with the patient's personality, psychological
traits and social conditions, therapeutic opportunities,
rehabilitation potential and organizational structure
of care. Typical of Russian psychiatry as a whole, this
approach has formed the basis of the scientific and
practical activities of the Moscow Research Institute
of Psychiatry (MRIP) since it came into being. The clinical
approach has definitely been the "carte-de-visite" of the
MRIP across the entire period of its existence and
remains such at the present time.

of psychiatric care organization and an active adept of the
rehabilitation approach in psychiatry. He was a brilliant
clinician and a sophisticated diagnostician, developing
concepts for the prevention of mental disorders, based
on a deep understanding and the practical application
of K. Jaspers’ phenomenological method." His statements
that hospitalizations alone cannot solve the problems
of mental patients sound surprisingly modern.
In his view, it is necessary to go beyond hospital
psychiatry, especially since the majority of psychiatric
patients will always remain in the community. The
in psychiatry,
associated with outpatient psychiatric care, according
to L.M. Rozenstein, was based on a comprehensive

preventive approach inextricably

assessment of the patients’ condition (and not only
the sum of certain symptoms of the disease) and
a subtle analysis of the actual disease manifestations



together with dynamics of the patient's personality
in a social environment.

L.M. Rozenstein's ideas were reflected in the concept
of social and vocational rehabilitation of patients with
schizophrenia, which was actively developed in Russian
psychiatry between the 1950s and the 1970s. Here we
can highlight the studies of Professor Dmitry Evgenievich
Melekhov,? in which special attention was paid to the
concept of “defect”, understood as persistent, post-
psychotic manifestations not limited by negative
symptoms, but rather possessing a certain structure,
clinical features and dynamics.

D.E. Melekhov was the head of the MRIP in the 1950s
and is one of the founders of the vocational rehabilitation
system in the Soviet Union. Understanding the working
capacity prognosis in his studies is inextricably associated
with clinical indicators, using both static and dynamic
characteristics (systematics of schizophrenia forms
according to the "cross section" and "longitudinal
section"), as well as post-psychotic states.?

In this regard, D.E. Melekhov singled out the period
of defect development at the active disease stage, the
period of formation and stabilization of the defect, as
well as the period of the formed and compensated defect.
At the same time, even in the latter case, the defect was
not considered as being stiff condition, on the contrary,
the dynamics of the formed, defective conditions in the
guise of episodic, short-term inadequate mood and
activity fluctuations, reactive states and the pathological
development of the post-psychotic personality were
indicated. Moreover, possibility of the compensation,
subcompensation (labile and incomplete compensation)
and defect decompensation were discussed. The need
to distinguish between reactions developing during
the active course of the disease and the reactions that
generate new symptoms of the disease from truly
compensatory reactions, were emphasized.

Based on the peculiarities of the clinical picture and the
dynamics of the defect (which is much broader than
negative disorders sometimes synonymously used
in these cases), the tactics of social and labour recovery
of patients were established. Indeed, it is important
to distinguish between the
functioning, due to the symptoms regression in the active

restoration of social

stage of the disease and the patient's adjustment due
to the defect compensation in the post-psychotic period.
At the same time, the importance of purposeful activity

of the individual and the significance of the environment
in the compensation of defect were emphasized.?

The purpose of this article is to review the clinical
and social research conducted at the Moscow Research
Institute of Psychiatry, and implementation of their
results in clinical practice.

NEW APPROACHES TO THE MENTAL HEALTHCARE
IN THE COMMUNITY

Professor Isaac Yakovlevich Gurovich also used an
integrated approach to the rehabilitation of patients with
mental illnesses. In 1978 as the head of the Outpatient
Psychiatry and Organization of Mental Healthcare
Department, he placed this clinical approach at the
forefront of organizational healthcare in psychiatry. New
organizational forms of mental care were filled in with
clinical content; they were based on the understanding
of the dynamic nature of psychiatric diseases, that
determines the patients” social functioning.

The system of treatment in day hospitals using step-
wise approach and continuity of care was developed
in the department. The development of the treatment
approaches for subacute, subpsychotic conditions, the
so-called "outpatient exacerbations" appeared to be
a significant achievement.* The dissertation researches
performed in the department formed the basis for the
Regulation on day hospitals, which laid the foundation
for the further development of the psychiatric service,
with a shift to outpatient care, and for the organization
of new forms of care provision within the service.
A detailed development of clinical and social indications
and contraindications for the admission, significantly
increased the scope of conditions that can be treated
in day hospitals and enabled patients with psychotic
disorders, who maintain socially acceptable behavior and
have the support of their family,® to receive treatment
there. Other substitute forms of hospital care have been
developed, such as home inpatient care.®

The essential role of psychosocial therapy and
psychosocial rehabilitation as an obligatory component
of psychiatric care at any stage of its provision
including a day hospital,” was emphasized together
with the importance of adequate and
psychopharmacotherapy. An important administrative

intensive

decision — the introduction of social workers into the
staff of psychiatric institutions and their subdivisions
(psychiatric hospitals, day hospitals, neuropsychiatric



dispensaries), enshrined in the corresponding order
of the Ministry of Health, was the logical result of this
work and significant achievement of the department. This
laid the foundation for comprehensive, polyprofessional
healthcare for mentally ill. An important aspect
of this approach was the consideration of psychosocial
interventions not only as a tool to facilitate social
adjustment, but also as an effective method of treatment.

The work of outpatient psychiatric facilities has
significantly changed and their services have been
tailored to the needs of the patients. The modern
management of psychiatric patients in the dispensary
was laid, the criteria for dispensary observation and the
indications for withdrawal from it were developed and
implemented.®

One of the research directions of the department were
the issues of social adjustment and the rehabilitation
of patients with chronic schizophrenia, which made
up a significant part of the dispensary contingent. The
features of clinical manifestations and social adjustment
of patients with schizophrenia were studied at the stage
of disorder stabilization, in an outpatient setting. As
a result, a close relationship was highlighted between
the clinical manifestations of the disease, forms of social
adjustment and the conditions conducive to successful
rehabilitation.>™

It should be emphasized that all studies put the
clinical approach at the forefront, based on a subtle
diagnostic assessment of the patient, including both
psychopathological analysis and the dynamics of the
disease, as well as personality, psychological and social
characteristics. For the first time in Russian psychiatry, the
concept of quality of life was introduced into the analysis
of the patients’ condition; its features were described
in various groups of patients, as well as its importance
for social adjustment and psychosocial treatment and
rehabilitation."

The pharmacoepidemiological and pharmacoeconomic
aspects of the psychiatric care for patients with
schizophrenia were studied for the first time.?

The Russian-Canadian disability program (1997-
2007), which was organized by the staff of the
Department of Outpatient Psychiatry and Organization
of Mental Healthcare of the MRIP and the Department
of Community Rehabilitation and Disability Studies
at the University of Calgary (Canada) was the next step
in the development of the clinical and social directions

in psychiatry. The principles of psychosocial therapy and
rehabilitation, the interprofessional team management
of patients, as well as individual case management were
developed within the framework of the Russian-Canadian
program. The staff of the Department scientifically
substantiated the efficiency of methods, widely known
abroad such as psychoeducation, compliance therapy
and the training of social and cognitive skills.

The long-term cooperation of the Department with the
University of Calgary facilitated the development of joint
educational programs, a large number of specialists
from the regions of Russia were trained in psychosocial
therapy and the rehabilitation of patients, including
internships in Canada. Together with the Moscow State
Social University (MSSU), the course for social workers,
“Social work in psychiatry”, was developed.

CARE SYSTEM FOR SPECIAL PATIENT GROUPS
A further development of the concept of psychosocial
therapy and rehabilitation led to the study of clinical and
social characteristics and the identification of the special
needs of various groups of patients with schizophrenia.
One of the most important areas of research was the
study of the initial stages of psychotic spectrum disorders
and, on this basis, the development of scientifically-
grounded practical approaches to organizing care for
patients with newly emerging psychotic conditions.
Along with detailed descriptions of the clinical picture
and therapeutic approaches in care, considerable
attention was paid to the clinical and organizational
aspects. As a result, the principles underlying the work
of first episode psychosis departments (clinics), were
established. After a series of educational seminars,
similar clinics were opened in more than 30 regions
of the Russian Federation. In fact, a reference system
of mental healthcare at the initial stages of psychotic
spectrum disorders was developed, including not only
inpatient and day hospital treatment, but also the long-
term follow up of patients. Its efficiency was proved,
both from a clinical point of view and the social recovery
of patients.”>">

Along with the first psychotic episode, considerable
attention was paid to the study of the clinical features and
the social functioning of patients with a chronic course
of the disease, frequent and prolonged hospitalizations,
as well as those who had lost social ties.’®'” The efficiency
of the complex community therapy of schizophrenic



patients, discharged after long-term hospitalizations,
has been demonstrated, which, along with active
pharmacotherapy, should include the psychoeducation
of patients and their relatives, as well as training in self-
care and independent living skills.’®" The efficiency
of special rehabilitation programs was investigated
using the example of the "Club House" model.? Various
groups of patients with schizophrenia and schizophrenia
spectrum disorders, receiving care as outpatients, were
studied. The principles of complex community-based
psychosocial therapy and rehabilitation were developed
and implemented for each of these groups.?'-%

An important element of the department's scientific
activity was the study of socially vulnerable groups
of patients with schizophrenia, and the development
of adequate organizational forms of mental healthcare,
tailored to their needs. These groups included patients
with unstable social and labour adaptation, with frequent
and very frequent hospitalizations, as well as lonely
patients.?*-28

The work was carried out in two directions: on the
one hand, the psychological components surrounding
the issues of loneliness, the disability of patients with
schizophrenia and the stigma of mental illness were
investigated and the main "targets" of psychosocial
interventions for these patients were identified;?*3°
on the other hand, the efficiency of psychosocial work
with this group of patients was demonstrated with
the involvement of community resources, namely,
the integrated social services centres.?' The study
of the social environmental factors and the immediate
surroundings of patients with schizophrenia made
it possible to develop and put into practice the methods
of work with the family of patients with mental illnesses,
known as compliance therapy.

An important milestone in
of community-based psychiatry was the organization
of Russia's first association of psychiatric care consumers

the development

and their relatives, called "New Choices", with branches
in more than 50 regions of the country.?* This organization
is now known as the All-Russian Public Organization
of People with Mental Disabilities.

transdisciplinary
of psychiatric institutions, social protection services and

Such forms of collaboration
publicinstitutions, aimed at the re-integration of patients
with mental ilinesses into society, are now an essential
part of community-oriented psychiatry.

CONCLUSION

Thus, as a result of longstanding work, the concept
of care for various groups of patients was developed,
starting with the first manifestations of the disease
and ending with cases of long-term, chronic disorders
with a pronounced level of social maladjustment. As
a result, a broad spectrum of new organizational forms
of mental healthcare was proposed. In addition to the
aforementioned first episode psychosis clinics,** medical
rehabilitation departments (operating both within
a hospital and in the community) were proposed and
put into practice. Staffing, objectives, indications for
referral and the methodology of work were developed.
Furthermore, a completely new form of care for
Russian psychiatry — intensive care departments for
patients with the most severe symptoms, receiving
care in a day hospital — was introduced.?>%” These
organizational forms were statutory enshrined in the
Order of the Ministry of Health and Social Development
of the Russian Federation No. 566n, "On approval of the
procedure of medical care provision for mental and
behavioral disorders", dated May 17th, 2012. To date,
the aforementioned departments have been established
in psychiatric services in many regions of the Russian
Federation.

All these new organizational forms of psychiatric
care are characterized by a significant proportion
of psychosocial therapy and rehabilitation within the
treatment course. This approach is based on a thorough
study of psychosocial intervention targets and their
therapeutic mechanisms. In this regard, the study
of cognitive impairments in psychotic spectrum disorders,
which play a decisive role in the social functioning,
is essential.

The features of neurocognitive deficit and its
dynamics were described in detail among patients with
schizophrenia and schizophrenia spectrum disorders
at different stages of the disease, and depending on
the course type.?®* Much attention has been paid
to the studies of social cognitive functions, resulted
in development of the whole range of new pathogenetic-
oriented approaches to psychosocial therapy.*>4 An
investigation into the negative symptoms of schizophrenia
and their relationship with cognitive functioning has
been carried out; new tools are being validated to assess
social cognitions and negative symptoms.*4> The latest
forms of cognitive remediation are tested in clinical units



(first episode psychosis clinic, medical rehabilitation
department). Methodological developments in this
direction have contributed to the introduction
of a number of modern training programs into the
practice, such as training on cognitive and social skills,*
motivational training for patients with schizophrenia®
and metacognitive training for patients with psychosis.*4°

The further
neurobiological studies, aimed at the identification
of complex diagnosistics and
determination of biopsychosocial intervention tactics.

development is associated with

biomarkers for

This refers to the study of evoked potentials,*
in particular, the study of facial expressions,-%> the study
of oculomotor alterations in patients with schizophrenia
spectrum disorders® and autoimmune disorders
in newly emerging psychotic states.>¢->° In general, the
task is to carry out a network analysis of the identified
disorders.50-52

Thus, the research carried out at the present time
preserves the tradition of an integrated clinical and social
approach, on the basis of which organizational models
of psychiatric services are proposed. An important
advantage of this approach is the applicability of its
results in healthcare practice, that is, the translational
nature of scientific studies.
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ABSTRACT
This article describes the general characteristics of community-based mental healthcare in Mexico.

Data from national surveys, special studies and statistics from the national information system during
the period 2001-2017 are used. Available information on health systems, new regulations and the innovations
implemented are reviewed, as well as research on psychosocial interventions conducted within the country.

Data show a fragmented health system with services for workers and those without social security or private
care. This is a treatment system essentially based on tertiary healthcare and not integrated into the general health
system, with a significant treatment gap and delay in relation to the first treatment. At the same time, a slow but
steady increase in the level of care provided at primary healthcare level and in specialized community services has
been observed. This trend has been accompanied by an increase in the number of medical doctors, psychologists and,
to a lesser extent, psychiatrists, incorporated into the primary healthcare services. At the same time, no new psychiatric
hospitals have been built; there has been a proportional reduction in psychiatric beds but no increase in mental
health services or beds allocated to first contact hospitals. Research initiatives have analysed the barriers to reform,
and efficient interventions have been developed and tested for the community and for primary healthcare; special
interventions are available for the most vulnerable but no formal efforts have been to facilitate their implementation.

Evidence is available regarding the implementation of the transition from reliance on tertiary
healthcare to reinforced primary care. At the same time, parity, financial protection, quality and continuity of care
remain major challenges.

AHHOTALUNMA
B cTaTbe onuncbiBaloTCs 06LLMe XapakTepuCTMKL aMbynaTopHON NcuxmaTpuyeckol cnyx6el B Mekcuke.
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Ncnonb3yoTcs faHHble HauMoHaNbHbBIX OMPOCOB, CneumanbHbIX KCCIeA0BaHNA
N CTaTUCTUYECKMe AaHHble U3 HaUMOHaNbHOM MHPOPMALIMOHHON cucTembl 3a nepuog 2001-2017 rr. MpuBoauTcs
0630p AOCTYNHOW MHbOPMALMKN O CUCTEME 34PaBOOXPaHEHNS, HOBbIX HOPMAaTUBHbIX AOKYMEHTax 1 BHeApPeHHbIX
WHHOBaLMSX, a TakXe JaHHble NCCnefoBaHN NCUXOCOLMANbHBIX MHTEPBEHLWNIA.

JaHHble OTpaxatoT pparMeHTUPOBAHHOCTb CUCTEMBI 34PaBOOXPAHEHNS, C yCayraMu Anst paboTHNKOB
N ANSA TeX, KTO He MMeeT coLmanbHoro obecneyeHnst Uav YactTHol nomoLum. CnuctemMa MeguLMHCKOR MOMOLLM Mpy
NCUXNYECKMX PacCTPOCTBaX SABASETCA B OCHOBHOM TPETUUHOM NMOMOLLIO U He MHTerpupoBaHa B 06LLyo cuctemy
3/paBooxpaHeHus. HabntogaeTcs OTCyTCTBUE MPeeMCTBEHHOCTY MeXAY NePBUYHON 1 CNeLMann3npoBaHHON MOMOLLHO
1 3ajep>Kka B OkasaHWM cneumansnpoBaHHON NoMoLLW. B To xe Bpemsi HabntoAaeTcs Mea/leHHOe, HO HEeYK/IOHHOe
MoBbILLeHNe KayecTBa MNEpPBUYHON MeAMKO-CaHUTapHOW MOMOLLM U Cheunann3rMpoBaHHOK aMbynaTopHol
ncuxmMaTpUyeckoli MoMoLLW. OTa TEHAEHLMS CONPOBOXAAETCS YBEMYEHNEM YNC/Ia Bpayel, MCMXON0roB U, B MEHbLLEN
cTerneHu, NCMXMaTpoB B CIyXK6ax NepBUYHON MeANKO-CAaHUTAaPHON NOMOLLX. [pY 3TOM HOBbIX MCUXUATPUYECKMX
60/IbHUL, HE NMOCTPOEHO; KONNYECTBO KOMKO-MECT B MCUXUATPUUYECKUX 6ONbHULAX YMEHbLIMAOCL, HO NMPW 3TOM
He yBe/INYNI0CE KOJIMYECTBO NCUXMATPUYECKUX CYXE UK KOKO-MeCT B 60/1bHULAX 06LLero npoduns. B pamkax
nccnesoBaTeNbCkMx MHNLMATUB b MpoaHanM3npoBaHbl NPENSsTCTBUA Ha NyTU pepopM, 1 bbiav paspaboTaHsl
N NPOTECTMPOBaHbI 3G deKTVBHbIE BMELLATeNbCTBA MPY OKa3aHUN NCUXMATPUUECKO MOMOLLM MO MECTY XUTeNbCTBa
N AN NePBUYHO MeANKO-CaHUTaPHOW MOMOLLIW; ANSt Hanboee yA3BMMbIX MaLMeHTOB NpeAyCMOTPeHbI CreLmasnbHble
Mepbl, 04HaKO Kaknx-11m6o GopmanbHbIX YCUANA NO NX BHEAPEHWIO He NPeANPUHNMANOCh.

NmetoTcs faHHble 0 peannsaunm nepexosa oT TPeTUYHOM NCUXMAaTPUYECKOM NMOMOLLN K YCUAEHHO
NepBMYHON MeAMKO-CaHUTapHOM MomoLln. B To xe BpeMs OCHOBHbIMYK MpobieMamMu oCTarTca obecrneveHue
paBeHCTBa Mpu OKasaHUM NOMOLLN, GUHAHCOBOW 3aLLMThI, Ka4eCTBa 1 HeMpPepbIBHOCTA MeAULIMHCKON MOMOLLIN.

INTRODUCTION

The inclusion of mental health in the UN Sustainable
Development Goals and the universal health coverage
commitment adopted by countries, re-opened the
debate on best practices in terms of closing the
treatment gap between needs and the demand
covered. This challenge posed in Alma Ata in 1978,
namely, universal health coverage through primary
care,’ has not been met around the globe? and Mexico
is no exception. The prevailing treatment paradigm,
based on tertiary healthcare has failed and there
is a large treatment gap in relation to both primary and
specialized care (for example, only 19% of people with
a mental condition and 49% of people with a substance
use dependency have access to any care).34 This
situation is compounded by the fact that those who are
most at risk from mental health problems are usually
those with the least access to services (i.e., families
living in poverty, children exposed to abuse or neglect,

minority groups or elderly people). Accordingly,
a significant proportion of the population is excluded
from mental healthcare.>®

GENERAL HEALTHCARE SYSTEM IN MEXICO

The Mexican healthcare system comprises two sectors:
public and private. Public services include social security
institutions, which provide services for workers in the
formal sector of the economy (IMSS) and the government
(ISSSTE, PEMEX and others), and institutions that deliver
services to those without social security. The private
sector provides services for those with the capacity
to pay.

Social security institutions are financed by government,
employer and employee contributions, covering both
employees and their families; students from public
institutions, from 7th grade to postgraduate level receive
free health services from these institutions.” Services
for the general population, not affiliated to any labour



insurance, including freelance workers, those working
for the informal economy, the unemployed, etc.), were
funded by federal and state governments through the
Popular Insurance Scheme, established in 2003. This
scheme provided services for 40% of the population
without medical insurance;® a small contribution was paid
by users when receiving care (recovery fees depending
upon the income level).” This system was substituted
in 2019 by a new Institute of Health for Wellbeing
(INSABI), which is still in the development stage. The
private sector is financed through payments made by
users when they receive care and through private health
insurance premiums.’

The last available national health survey® reported that
61% of outpatient consultations were provided by the
public sector and 38.9% by the private sector, whereas
only 17% of users of inpatient hospital services benefitted
from services at private hospitals.

A recent report on Public Health and Primary Care,
shows that despite significant reforms, key challenges
remain. The National Health Survey® showed that 21%
of the population had no insurance, while a subsequent
survey revealed that 87% of the population from the
lowest socioeconomic level lacked access to health
services. It has also been estimated that 49% of health
expenditure is private and that over 90% corresponds
to out-of-pocket expenses, mainly for outpatient care
and medicines.

THE HISTORY OF MENTAL HEALTH SERVICES
Mental health services have been provided at psychiatric
institutions since 1566. For many years, treatment was
based in psychiatric hospitals, with little investment
in rehabilitation or community care.' Mexico was one
of the few countries to participate in the World Mental
Health Survey,’? which demonstrated that it is one of the
countries with more people seen at the tertiary care level
than at the primary care level.” Thus, latency in receiving
care is high: 14 years for depression as opposed to one
year in Spain.'4>

Primary care services for mental health also have
a long history. The Mexican Institute of Social Security
(IMSS) recognized the need for family doctors in 1954,
however, it was not until 1971 that the specialization
of family medicine was created, with a focus on primary
care (86% of its services). Psycho-affective disorders are
among the 10 leading reasons for consultation.'®

For persons not affiliated to the IMSS, primary care
services were formalized in 1959 after the Ministry
of Health established the
of Neurology, Mental Health and Rehabilitation. This,
inturn, created the Mental Hygiene Services, incorporated

General Directorate

into primary care centres in Mexico City, with preventive
actions and first contact care, and a referral system
to specialized services. The staff was multidisciplinary
with a psychiatrist, psychologist, and social worker. This
initiative was not widespread and by 1964 only 16 such
services had been established, 10 in Mexico City and six
in various states. In the 1980s and 1990s, the federal
authorities overhauled the health sector, reducing the
budget and the range of services, including mental
healthcare.'”'8

The Ramon de la Fuente National Institute of Psychiatry,
a national health institute with research, education and
clinical services was inaugurated in 1979. Research into
the epidemiology of mental disorders, neurosciences, as
well as clinical and psychosocial aspects led to culturally
adapted interventions. Emphasis was placed on the more
vulnerable and new models were tested in communities,
primary care and specialized services.'*?

Mental health was included in the Popular Insurance
Scheme via payment to each state, depending on the
local quota per affiliated family. In 2007, prevention (e.g.,
early detection and brief advice for addictions), screening
and treatment (pharmacological and psychotherapeutic)
for various mental health disorders were included. The
number of disorders covered increased over time and by
2018, the scheme covered autism, depression and other
mood disorders, as well as psychosis.?’ Unfortunately,
this was not fully implemented as a primary care referral
to tertiary level was required, among other reasons,
with limited hospitalization days and a re-referral
to primary care for the continuity of care; care for severe
depression was only provided in general hospitals, but
the institutions were not ready to identify or treat
those with mental disorders; as a result the provision
for mental disorders was poor. The health budget
in 2017 was $2.586 million pesos or just over $1.00
per capita, while in high-income countries it was, on
average, $58.73.22 When the Popular Insurance Scheme
was established, public expenditure on mental health
increased from 0.3% to 0.7%, then declined continually
to a level of 0.3% by 2017. Although the new government
has announced the implementation of a new program



to replace the former Popular Insurance Scheme and
has committed to universal coverage, there has been
a significant reduction in the health budget since 2019.
However, patients with mental disorders, who receive
treatment in public institutions, are beginning to have
access to free medication (https://ciep.mx/presupuesto-
para-salud-mental-relevancia-ante-la-covid19/).

The trend is shifting care delivery from psychiatric
institutions to community-based services, and there has
been a growing involvement of primary healthcare.?
In 2012, 42 specialized medical units for ambulatory
care were opened in 20 states. In 2018, before the
COVID-19 pandemic, 51 units were operating in 22 of the
32 Mexican states.?* Three hundred and ten centres
were also opened for the prevention and treatment
of substance use disorders, yet despite the common
comorbidity,”®> mental healthcare was not included
in their mandate initially;*® however, in 2019 a reform
mandated treatment of mental and substance use
disorders in both systems. A third organization, Juvenile
Treatment Centres (Cl)) for substance use disorders, with
120 community centres, also included mental health
treatment. Today, the three organizations are united
within a network that has amplified health coverage
significantly.

Unfortunately, there is still no formal referral system
for mental disorders among the different levels of care.
Individuals seen at primary care level are often referred
to the tertiary level without treatment. This is primarily
because primary level medical consultations are usually
brief and focus on treating somatic symptoms, making
the detection and treatment of chronic disorders more
difficult. This is compounded by the lack of collaboration
between primary care staff (mainly general and family
doctors, nurses, psychologists and social workers) and
mental health specialists, and the lack of trained human
resources to deliver mental healthcare, including
psychiatrists.>?

The country has also made significant progress
in formulating laws, policies and programs to improve
community mental healthcare, which comply with
international human rights guidelines and are periodically
reviewed. However, these have only been partially
implemented. In this respect, the seventh chapter of the
Mexican General Health Law stipulates the characteristics
of mental healthcare. Likewise, certain states, including
Mexico City, have a specific mental health law, stating

that the prevention and care of mental iliness is a priority
for the government. In recent years, various initiatives
have been submitted to the Senate and the Chamber
of Deputies to establish a National Mental Health Law,
aimed at promoting community services, strengthening
primary healthcare, outpatient care and coordination
with hospitalization systems.

GENERAL CHARACTERISTICS OF THE MENTAL
HEALTH SYSTEM

Mexico allocates 2.2% of the total health budget to mental
health services, eight times lower than the proportion
of the global burden of disease, estimated for mental
health disorders (16% of the total days lost for premature
mortality and days lived without health; conversely,
80% is spent in the tertiary care sector).>>2 To serve
a population of 129.2 million inhabitants, there are 39
psychiatric hospitals in Mexico, 34 of which are funded
by the Ministry of Health and five by the National Institute
of Social Security. These psychiatric hospitals provide
care for workers and families with mental disorders,
with an organized referral system, yet characterized by
significant treatment delays. Services for government
workers provided by ISSSTE are delivered by the public
sector and 89% of hospitals are located in major cities.

Psychiatric hospitals have extended outpatient
services. Although patients can be referred by other
hospitals or primary healthcare workers, they usually
seek outpatient and inpatient care at psychiatric hospitals
without a referral. Only 2% of the beds are in general
hospitals. There are 1649 mental health community
services, 467 of which were developed as part of the
initiative to bring specialized outpatient services to the
community, known as UNEMES, and 1169 primary care
units within the mental health service.

In 2017, 3.3 million medical consultations were
provided by the Ministry of Health for individuals without
social security (1.2 million, nearly a third, were provided
by the Popular Insurance Scheme) and for those with
social security, as mental health services in this sector
are limited. Of the total number of medical consultations
by the Ministry of Health, 24.8% were provided in the
outpatient services of psychiatric hospitals and 20.7% by
other specialized hospitals, with a total of 45.5% being
provided at tertiary care level. Approximately the same
proportion (45.4%) was provided in outpatient mental
health services (of which 28.4% were provided in general
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Figure 2. Trends in the distribution of beds and psychiatric services

health centres with mental health services and 17%
at outpatient mental health clinics), an important shift
since 2010, when only 38.3% of medical consultations
were provided by outpatient mental health services.
In 2017, only 8% were provided in general hospitals with
mental health services.

Trends in mental health services can be observed
within the units run by the Ministry of Health. Data show
a sustained increase in primary health units with mental
health services (rising from 0.2 per 100,000 inhabitants
in 2001, to 1.1 per 100,000 inhabitants in 2017). Since
2008, there has also been an increase in mental health

community services (from 0.1 per 100,000 inhabitants
in 2008 to 0.4 per 100,000 inhabitants in 2017) (Figure 1).

The number of psychiatric hospitals has remained
stable (with 0.03 hospitals per 100,000 inhabitants).
Although the number of beds in psychiatric hospitals
decreased from 5.07 to 2.98 per 100,000 inhabitants,
psychiatric beds in general hospitals did not increase
(Figure 2).

Coinciding with this trend in services, human resources
have also increased. From 2001 to 2017, within the
services coordinated by the Ministry of Health, the
number of psychiatrists rose from 0.5 to 0.7 psychiatrists
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Figure 4. Average of inpatient days in hospital due to mental

per 100,000 inhabitants; GPs working in mental health
services increased fivefold (from 1.9 to 9.5), while the
number of psychologists increased fourfold from 0.9
to 3.9 psychologists per 100,000 inhabitants (Figure 3).
From 2010 to 2017, outpatient mental health in primary
care accounted for 38.5% of all outpatient consultations,
reaching 45.4% in 2017 (primary care units within
the mental health service rose from 22.5% to 28.4%,
while community mental health units increased from
15.8% to 17.0%). Conversely, outpatient care at highly

specialized hospitals decreased from 21.5% to 20.7%,
while outpatient care at psychiatric hospitals fell from
29.3% to 24.8% during this period.

More than half of all hospital discharges (62%), due
to mental and behavioral disorders were from psychiatric
hospitals, 24% were from general hospitals, 9.1% were
from specialized hospitals and 4.4% from rural hospitals.

Inpatient care days varied according to the type
of disorder and the characteristics of the care services.
Psychiatric hospitals had the longest stays of all services
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for all disorders, except for personality disorders, the
duration of which was the same in psychiatric hospitals
and specialized hospitals. Intellectual disability involved
the lengthiest stays (from 263 days in psychiatric
hospitals to 6.6 days in hospitals located in rural
communities) (Figure 4).

GENERAL CHARACTERISTICS OF COMMUNITY-
BASED MENTAL CARE IN MEXICO: INTERVENTIONS
The delivery of community-based mental care takes place
in schools, workplaces and through the families of the
most vulnerable. The treatment developed and tested
by the National Institute of Psychiatry (INPRFM) includes
programs for those with mental disorders and their
families,®' on-line interventions for depressed females
who have not sought help3? (assistance) to reduce
substance use and depression symptoms, interventions
for families with alcohol-related problems in indigenous
populations,3* prevention of violence among young
people® survivors of violence, street children and youth,
prison populations, sex workers, migrants, those living
in unsafe communities, indigenous groups, as well as
communities living in poverty.®

The principal, evidence-based psychological interventions
that have proven to be effective in Mexico include cognitive-
behavioral techniques (such as behavioral activation,
relaxation training for anxiety and identification, and
modification of automatic thoughts related to depression
and anxiety), implemented in rural community health
settings,®” as well as problem-solving therapy,®% stress
reduction based on mindfulness training® and stress
management for mental health professionals.*'

There have also been local efforts to complement
pharmacological and psychological interventions,
designed to address the contextual sources or social
determinants of mental health problems (such as
underemployment, inadequate housing, food insecurity,
and violence) through the collaborative work of primary
care providers (PCP) and promoters (trusted community
members, who deliver health-related services).*?

Initiatives to help general practitioners overcome
the barriers of lack of time and expertise, as well as
the evaluation and management of common mental
disorders observed in the primary care setting (i.e.,
depression, anxiety and unexplained medical symptoms)
have been implemented and evaluated in Mexico
(including very brief screening tools, training packages on

WHO-mhGAP guidelines and manualized psychological
interventions).*44

STRENGTHS, WEAKNESSES AND FUTURE
DEVELOPMENTS

Itis true that public policies exist to guide actions designed
to care for the community and that significant progress
has been made in the development of community-based
care services. However, although some progress has been
observed in terms of a greater participation in primary
care, the treatment for mental disorders remains
within specialized services (tertiary care), specifically
psychiatric hospitals. These hospitals remain responsible
for a large proportion of outpatient care and nearly all
hospitalizations. The shift towards a paradigm of more
community than hospital care has been hampered by
the lack of an integrated policy and an insufficient, poorly
optimized budget.

A clear example of these conditions is the low
availability of psychotropic drugs in primary healthcare,
forcing people to buy them out of pocket, which either
has a major impact on a family’s finances and/or prompts
the decision not to take the medication. Low priority
is attributed to mental health because in many cases,
it is still considered the exclusive domain of specialists
in the mental health sector. Many patients with mild
disorders, which are under control and can be treated
in primary healthcare, are referred to psychiatric
hospitals.

It is essential to allocate more financial resources
and to distribute them more effectively to enhance
community mental health. Likewise, care models with
successful results should be promoted, taking into
account the impact of social, cultural and environmental
factors on mental illness.

One ofthe elements that has worked least well in Mexico
is the participation of patients in the community. Self-
management is rarely promoted, and actions taken by
community members are not fully exploited, such as
linking MH services with the population by recommending
available social networks. It is necessary to promote
actions to expand and coordinate the participation
of community members and patients, encouraging
them to take care of their mental health and helping
them recognize when to seek services. The World
Health Organization also recommends the participation
of patients and family members in the planning and



implementation of policies, and the monitoring and
provision of services.

Likewise, to improve the delivery of community services
in Mexico and to achieve a model, such as that proposed
by the WHO, it is essential to strengthen communication
and collaboration between the various platforms* and
to set up continuous monitoring systems. This link
between the community and the health system will
facilitate the identification of cases, care seeking and the
timely referral to treatment.

One of the challenges is to achieve a paradigm shift
whereby mental healthcare is not only the responsibility
of psychiatrists and psychologists. The results of various
investigations confirm that other health professionals
(nurses, social workers) and even those from the same
community could carry out mental health promotion
activities, as well as the detection and care of certain mental
disorders, with the appropriate training, supervision and
continuous support from mental health specialists.

CONCLUSIONS
A small but steady increase in services and human
resources (more GPs and psychologists) in primary
healthcare and specialized community services was
observed. This shift is an important step towards reducing
the treatment gap.

The challenge for the population that does not have
a severe psychosocial disability, is to assess the scope
of these actions to reduce the treatment gap for mental
disorders, and to ensure the quality and continuity
of care. We are convinced that Mexico can build a mental
healthcare model that will improve the quality of life of the
population, by integrating mental healthcare across the
lifespan into the health system, with coordinated actions
in various sectors, including civil society organizations.

No additional psychiatric hospitals have been built and
the number of beds at these institutions has declined.
Unfortunately, there has not been an increase in the
number of beds or mental health services in general
hospitals. A significant proportion of persons with mental
disorders are in jail.*® Those with a severe intellectual
disability and to a lesser extent, schizophrenia and
other psychoses, are abandoned in the isolation wards
of long-stay psychiatric hospitals. This calls for an urgent
program of deinstitutionalization to smaller units, with
the necessary services to protect the human rights of this
population, together with a new system to guarantee

continuity of care, housing and labour facilities, so as
to integrate those with psychosocial disabilities into the
community.

Submitted: 05.07.2021
Accepted: 08.09.2021
Published: 30.09.2021

The research was carried out without additional
funding.

The authors report no conflicts
of interest.

M. Cordero — conception of the
paper, obtaining data for analysis, analysis of the obtained
data, article writing; M.E. Medina-Mora — corresponding
author, conception of the paper, obtaining data and data
analysis, article writing, final approval of the version that
is to be published; Sh. Berenzon — conception of the
paper, article writing; R. Robles — article writing; T. Real —
reviewing publications.

The authors are grateful to
I. Samano for administrative support of the study.

Maria Elena Medina-Mora
metmmora@gmail.com

Cordero Oropeza M, Berenzon S, Robles R, Real T, Medina
Mora ME. Community-Based Mental Health Services
in Mexico. Consortium Psychiatricum. 2021;2(3):53-62.
DOI:10.17816/CP86

1. World Health Organization, United Nations Children's Fund.
Primary health care: report of the International Conference on
Primary Health care, Alma-Ata, USSR, 6-12 September 1978. World
Health Organization; 1978.

2. PatelV, Saxena§, Lund C, et al. The Lancet Commission on
global mental health and sustainable development. Lancet.
2018;392(10157):1553-1598. doi:10.1016/50140-6736(18)31612-x

3. Medina-Mora ME, Borges G, Lara Mufioz C, et al. Prevalencia de
trastornos mentales y uso de servicios: Resultados de la encuesta
nacional de epidemiologia psiquiétrica en México. Salud Mental.
2003;26(4):1-16.



10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

Reséndiz Escobar E, Bustos Gamino MN, Mujica Salazar R, et al.
National trends in alcohol consumption in Mexico: results of the
National Survey on Drug, Alcohol and Tobacco Consumption
2016-2017. Salud mental. 2018;41(1):7-16. doi:10.17711/sm.0185-
3325.2018.003.

Berenzon S, Saavedra N, Medina-Mora ME, et al. Evaluaciéon del
sistema de salud mental en México: ;hacia déonde encaminar la
atencion? Rev Pan Salud Publica. 2013;33(4):252-58.

Urbina M. Los determinantes sociales de la salud y la salud
mental. In; Mora MEM, Sarti Gutierrez EJ, Quintanar TR, eds. La
Depresién y Otros Trastornos Psiquidtricos. Documento de Postura.
Academia Nacional de Medicina; 2015: 409.

Goémez-Dantés O, Sesma S, Becerril VM, et al. Sistema de salud de
México. Salud Publ Méx. 2011;53(2):5220-5232.

Avila-Burgos L, Servan-Mori E, Wirtz V), et al. Effect of Seguro
Popular on health expenditure in Mexican households ten years
after its implementation. Salud Publ Méx. 2013;55(2):591-S9.
Gutiérrez JP, Rivera-Dommarco J, Shamah-Levy T, et al. Encuesta
Nacional de Salud y Nutricién 2012. Resultados Nacionales. Instituto
Nacional de Salud Publica; 2012.

Rivera J, Pérez R, Reyes H, et al. Salud Publica y atencién primaria.
Base del acceso efectivo a la salud de los mexicanos. Instituto
Nacional de Salud Publica; 2018.

Berenzon S, Lara MA, Robles R, Medina-Mora ME. Depresion:
estado del conocimiento y la necesidad de politicas publicas

y planes de accién en México. Salud Publica de México.
2013;55(1):74-80.

Medina-Mora ME, Borges G, Benjet C, Lara C, Berglund P.
Psychiatric disorders in Mexico: lifetime prevalence in a nationally
representative sample. Br / Psychiatry. 2007;190:521-528.
doi:10.1192/bjp.bp.106.025841.

Wang PS, Angermeyer M, Borges G, et al. Delay and failure

in treatment seeking after first onset of mental disorders in

the World Health Organization's World Mental Health Survey
Initiative. World Psychiatry. 2007;6(3):177-185.

Borges G, Wang PS, Medina-Mora ME, Lara C, Chiu WT. Delay

of first treatment of mental and substance use disorders in
Mexico. Am J Public Health. 2007;97(9):1638-1643. doi:10.2105/
AJPH.2006.090985.

Alonso ], Liu Z, Evans-Lacko S, et al. Treatment gap for anxiety
disorders is global: Results of the World Mental Health Surveys in
21 countries. Depress Anxiety. 2018;35(3):195-208. doi:10.1002/
da.22711.

Davila J, Garza MG. Medicina Familiar. Editorial Alfil; 2013.

Benassini FO. La atencién psiquiatrica en México hacia el siglo XXI.

Salud Mental. 2001;24(6):62-73.

Martinez G. Un sistema en busca de salud: Desarrollo, declive

y renovacion del sistema de salud mexicano. Fondo de Cultura
Econdémica; 2013.

De la Fuente R. Semblanza de la Salud Mental en México. Salud
Publ Méx.1998;30(6):861-71.

Medina-Mora ME, Berenzon S. Salud Mental y Adicciones. Agenda
Ciudadana de Ciencia, Tecnologia e Innovacién. DGD, UNAM/AMC/
CONACYT; 2013.

Comisién Nacional de Protecciéon Social en Salud. Causes 2079.
Catdlogo Universal de Servicios de Salud. Secretaria de Salud;
2019.

Senyacen J. Gasto en Salud Mental. Salud y Finanzas Publicas.
Centro de Investigacién Econdémica y Presupuestaria, A. C. 2017.
Accessed August 30, 2021. https://ciep.mx/gasto-en-salud-
mental.

23.

24,

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

Madrigal de Ledn EA. Fortalecimiento de la salud mental en
México: recomendaciones para una psiquiatria comunitaria.
Salud Mental. 2016;39(4):235-237.

Secretaria de Salud. Acciones y Programas del Secretariado
Técnico del Consejo Nacional de Salud Mental. México. Accessed
August 30, 2021. https://www.gob.mx/salud/documentos/
acciones-y-programas-del-secretariado-tecnico-del-consejo-
nacional-de-salud-mental.

Marin-Navarrete R, Benjet C, Borges G, et al. Comorbilidad de

los trastornos por consumo de sustancias con otros trastornos
psiquiatricos en Centros Residenciales de Ayuda-Mutua para la
Atencién de las Adicciones. Salud Mental. 2014;36(6):471-479.
Consejo Nacional Contra las Adicciones. Programa de Accién
Especifico. Prevencion y Atencidn Integral de las Adicciones.
Actualizacién 2011-2012. Consejo Nacional Contra las Adicciones;
2012.

Berenzon-Gorn S, Saavedra-Solano N, Galvan-Reyes J. Contexts
and challenges for mental healthcare at the first level. A
socioecological approach. Contextos y desafios para la atencién
de la salud mental en el primer nivel. Una aproximacién

socio ecolégic. Salud Publica Mex. 2018;60(2):184-191.
doi:10.21149/8673.

Organizacién Panamericana de la Salud. La carga de los trastornos
mentales en la Regidn de las Américas, 2018. OPS; 2018.

Consejo Nacional de Poblacién. Proyecciones de la Poblacion

de México y de las Entidades Federativas, 2015-2050. Accessed
August 30, 2021. https://datos.gob.mx/busca/dataset/
proyecciones-de-la-poblacion-de-mexico-y-de-las-entidades-
federativas-2016-2050.

Secretaria de Salud. Subsistema de Prestacion de Servicios.
Accessed August 30, 2021. http://www.dgis.salud.gob.mx/
contenidos/intercambio/Info_guia_SIS_CE_gobmx.html.

Rascén Gasca ML, Hernandez Duran V, Casanova Rodas L, et

al. Guia Psicoeducativa para el Personal de Salud que brinda
Atencién a Familiares y Personas con Trastornos Mentales.
Instituto Nacional de Psiquiatria Ramén de la Fuente Mufiiz. Serie:
Guias Clinicas para la Atencién de Trastorno Mentales; 2010.
Lara MA, Tiburcio M, Aguilar AA, Sanchez-Solis A. A four-year
experience with a Web-based self-help intervention for depressive
symptoms in Mexico. RevPanam Salud Publica 2014;35(5-6):399-406.
Tiburcio M, Lara MA, Aguilar Abrego A, et al. Web-Based
Intervention to Reduce Substance Abuse and Depressive
Symptoms in Mexico: Development and Usability Test. JMIR Ment
Health. 2016;3(3).e47. doi:10.2196/mental.6001.

Natera G, Medina P, Calleja F, et al. Efectos de una intervencién a
familiares de consumidores de alcohol en una regién indigena en
México. Salud Mental. 2011;34:195-201.

Ramos L, Fuentes P, Flores K, Ruiz E. Evaluaciéon de una
intervencién en linea para prevenir la violencia en poblacién
juvenil y adolescente. Resultados preliminares sobre su
efectividad con profesionales de la salud. Salud Mental.
2014,37(3):195-204.

Fuentes P. Intervenciones selectivas en salud mental. In:
Medina-Mora ME, Sarti J, Quintanar TR, eds. La Depresién y Otros
Trastornos Psiquidtricos. Documento de Postura. Academia Nacional
de Medicina; 2015:409.

Paez F, Robles R, Chavez ). Eficacia de una intervencion
psicolégicaimpartida por un pasante de medicina para disminuir la
sintomatologiadepresiva y ansiosa en mujeres rurales del estado de
Jalisco. Trabajo delnvestigacion presentado en el Encuentro Nacional
de Investigadores. Secretaria de Salud; 2002.



38.

Vargas BE, Villamil V. La salud mental y la atencién primaria en
México. Experiencias de un modelo de atencién colaborativa.
Salud Mental. 2016;39(1):3-9. doi:10.17711/SM.0185-
3325.2015.062.

43.

Health. Fam Community Health. 2012;35(2):92-102. doi:10.1097/
FCH.0b013e3182464f65.

Goldberg DP, Reed GM, Robles R, et al. Screening for anxiety,
depression, and anxious depression in primary care: A field study

39. Villamil V, Vargas BE, Caraveo J, et al. Glucose and cholesterol for ICD-11 PHC. J Affect Disord. 2017;213:199-206. doi:10.1016/j.
stabilization in patients with type 2 diabetes mellitus with jad.2017.02.025 DOI: 10.1016/j.jad.2017.02.025.
depressive and anxiety symptoms by problem-solving therapy 44. Robles R, Lopez-Garcia P, Miret M, et al. WHO-mhGAP Training
in primary care centers in Mexico City. Prim Healthcare Res Dev. in Mexico: Increasing Knowledge and Readiness for the
2018;19(1):33-41. doi:10.1017/51463423617000512. Identification and Management of Depression and Suicide Risk
40. Bernal PR. Evaluacién de un programa de reduccidn de estrés in Primary Care. Arch Med Res. 2019;50(8):558-566. doi:10.1016/j.
basado en la atencion plena para mujeres con enfermedades arcmed.2019.12.008.
crénicas, sintomatologia ansiosa y/o depresiva en el primer nivel 45. Shidhaye R, Lund C, Chisholm D. Closing the treatment gap
de atencién. Dissertation. Universidad Nacional Auténoma de for mental, neurological and substance use disorders by
México; 2018. Accessed August 30, 2021. http://132.248.9.195/ strengthening existing healthcare platforms: strategies for
ptd2018/octubre/0781995/Index.html. delivery and integration of evidence-based interventions. Int /
41. Fuentes P, Barrera M, Forteza C, et al. Evaluacién de la efectividad Ment Health Syst. 2015;9:40. doi:10.1186/513033-015-0031-9.
de una intervencién interactiva para el manejo del estrés en 46. Almanzar S, Katz C, Harry B. Treatment of mentally ill offenders
profesionales de la salud. Salud Mental. 2015;38(5):347-351. in nine developing Latin American Countries. / Am Acad Psychiatry
42. StacciariniJ-MR, Rosa A, Ortiz M, et al. Promotoras in Mental Law 2015;43(3):340-349.
62 Consortium Psychiatricum | 2021 | Volume2 | Issue 3



Community-Based Mental Health
Services in India: Current Status
and Roadmap for the Future

DOI:10.17816/CP92
Short Communication

Gagan Hans, Pratap Sharan lFarau MNaHc¢, MpaTan LWapaH
Department of Psychiatry, All India Institute of Medical Kagedpa ncuxuampuu, BceuHoulickuli uHcmumym
Sciences, New Delhi, India MeOUYUHCKUX Hayk, Heto-Aenu, VIHOus
The article can be used under the CC BY-NC-ND 4.0 license JluyeH3us CC BY-NC-ND 4.0
© Authors, 2021 © Konnekmue asmopos, 2021
ABSTRACT

An estimated 197.3 million people have mental disorders in India, and majority of the population have either no
or limited access to mental health services. Thus, the country has a huge burden of mental disorders, and there
is a significant treatment gap. Public mental health measures have become a developmental priority so that sustainable
gains may be made in this regard. The National Mental Health Program (NMHP) was launched in 1982 as a major
step forward for mental health services in India, but it has only been able to partially achieve the desired mental
health outcomes. Despite efforts to energize and scale up the program from time to time, progress with development
of community-based mental health services and achievement of the desired outcomes in India has been slow. Public
health measures, along with integration of mental health services in primary healthcare systems, offer the most
sustainable and effective model given the limited mental health resources. The main barriers to this integration include
already overburdened primary health centres (PHCs), which face the following challenges: limited staff; multiple
tasks; a high patient load; multiple, concurrent programs; lack of training, supervision, and referral services; and non-
availability of psychotropic medications in the primary healthcare system. Thus, there is an urgent need for a fresh
look at implementation of the NMHP, with a focus on achieving sustainable improvements in a timely manner.

AHHOTAUMA

Mo oueHkam, B iHAMN 197,3 MUNMOHa YeNnoBeK CTPaAatoT NCUXMYECKIMIM PACCTPOACTBaMM, MPY 3TOM BObLLUMHCTBO
HaceNneHns CTpaHbl NIV BOBCE He IMeeT BO3MOXHOCTM 06paTUTLCA K CIyXKbaM NCMXmMaTpmU4eckoi MoMOoLLM, 160 ero
JOCTYN K HAM OrpaHnyeH. Takim 06pasom, B CTPaHe MPoC/eXmnBaeTCs KO0CCaNbHOe bpems MCUXMYeckmx 3abonesaHuni
npy HaAV4MM CyLLLeCTBEHHOW pasHULbl MeXAy ObLLMM YMCIOM ClyvaeB BO3HWKHOBEHUS paccMaTpuvBaeMbIX
PacCcTPOMCTB U KOMNYECTBOM /t0Ael, NonyYaoLwmx Heobxoamoe nedeHne. Mepbl NPOoGUNaKTUKN NCUXNYECKNX
3360/1€BaHNI CpeAn LUMPOKMX MacC HaceneHus cTaanm NMpUopUTETHLIM HampasieHWeM pPasBUTUS, BBUAY 4Yero
B JaHHOI 06/1aCTV MOXHO OXUAATh JONTOCPOYHbIX ycnexoB. B 1982 rogy 6bina 3anyLeHa HaloHanbHas nporpamMmma
ncmxmyeckoro 340poBbs (HIMM3) - BaxkHbIA Wwar Bnepes B 061acTy pa3BUTUS CRyX6 NCnxmnaTpmyeckoin nomom NHamn,
KOTOPBbIV, OAHAKO, NN OTHACTN CMOT AOCTUYb XeNaeMblx pe3ybTaToB B COOTBETCTBYIOLelN obnactn. HecMoTps
Ha BCe YCMANS MO YCKOPEHWIO 1 OMepaTMBHOMY PacLUMPeHMI0 MPorpaMMbl, MPOrpecc B pa3BuTUN BHEBObHUYHbIX
CNYX6 NCUXMATPUHECKON MOMOLLM B IHANMN OKa3ancst HeA0CTaTOUHBIM, a XenaeMble pe3y/bTaTbl He 6b1N JOCTUMHYTI.
Mepbl 06LLECTBEHHOrO 34PaBOOXPAHEH NS, Hapsay C BHeApeHMEM CNyX6 MCcMxmMaTpuyeckon NomMoLm B cuctemy
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nepBUYHO MeANKO-CaHUTaPHOM NOMOLLUM, MpeanaratoT Hanbonee ycTonumeyto 1 3GHGEKTUBHYO MOAENb C yHETOM

OrpaHM4YeHHbIX peCcypcoB CI'IeLI,I/Ia)'II/I3VIpOBaHHOI7I I'ICI/IXVIanI/IHeCKOI7I C}'Iy)K6bI. OCHOBHbIM npenAaTcTBneM Ha NyTn Takoro

BHEJPEHUS SBNSETCS Neperpy>XeHHOCTb LIEHTPOB NepBUYHO MeanKo-caHUTapHon nomoLum (MMCM) 1 cneaytowme

npo6eMbl, C KOTOPbIMY CTaNKNBAKOTCS AaHHbIE LLeHTPbl: OrpaHUYeHHOe YNCI0 NepCcoHana, YpesMepHo LLNPOKUTA

CNeKTp 3a4ay, 60/bLLIOE KONNYECTBO naunMeHToB, eAnMHOBpEMEHHOE npoBeAeHUe pAaAda Pa3/InYHbIX Mporpamm,

OoTCyTCTBME I'IpO(I)eCCI/IOHaJ'IbHO NOoAroToBNEHHbIX MEANLIMHCKNX CneunannctoB, HaA30PHbIX N CNPaBOYHbIX CI'Iy)K6

1N HexBaTKa MCUXOTPOIMHbIX NpernapaToB B CUCTEME MEPBUYHON MeAMKO-CAaHUTapHOM nomoLyn. Takm obpasom,

cyLlecTByeT ocTpasi HEO6X0AMMOCTb B HOBOM Noaxoge K peanu3saummn HMM3 ¢ $okycnpoBKOi Ha Kak MOXHO 6oee

6bICTPOE YNyULLIEHNE CUTyaLMN.

INTRODUCTION

Estimates made by the World Health Organization (WHO)
suggest that mental and behavioral disorders account
for around 12% of the global burden of disorders." It has
been suggested that this may be an underestimation,
considering the interconnectedness between mental
illness and other socioeconomic conditions, especially
inlow-and middle-income countries (LMICs), which account
for almost three quarters of the global burden of mental
and behavioral disorders.?? An estimated 197.3 million
people have mental disorders in India.* Additionally, there
is a significant treatment gap present in both developed
and developing countries, with the vast majority of patients
in LMICs lacking any access to treatment facilities for
mental and behavioral disorders.? Thus, public mental
health measures have become increasingly important
and should be a development priority, especially
in LMICs, including India.®> Progress in this regard can be
assessed according to the following criteria: presence
of an official mental health policy; programs or plans for
mental health; budgetary allocations; a dedicated mental
health workforce; availability of essential psychotropic
medications in primary care; increased treatment
coverage; reduced suicide rates; and protection of the
human rights of those who are mentally ill.2

HISTORICAL PERSPECTIVES OF COMMUNITY
MENTAL HEALTH IN INDIA

Historically, in India, psychiatric patients have been cared
for by family members in the community, in the absence
of formal community psychiatric services. Community
psychiatry barely existed in British India. The first
psychiatric outpatient service, the precursor to present-

day general hospital psychiatric units (GHPUs), was set
up at the R.G. Kar Medical College, Calcutta, in 1933, by
Ghirindra Sekhar Bose. This was followed by similar set-
ups in Bombay (1938) and Patna (1939). However, for
both mental health and general healthcare, many people
did not have access to Western medical institutions and
relied either on the traditional sector or Western-trained
private practitioners.5

The spread of community services can be traced back
to the early 1950s in India. While there was a drive for
deinstitutionalization in the Western world (based on
the principle that humans have the right to be cared for
in the community), institutionalization was not a major
issue in India as there were few psychiatric beds available
in hospitals.” Thus, an important difference between the
West and India, regarding development of community
services, was that in India, this approach was supported
primarily to make up for inadequate hospital-based
services, rather than out of concern for human rights
per se.

One of the earliest experimentations in community
care (in 1952, before the advent of formal services)
involved making provision for family members to stay
with patients in tents on hospital premises during
treatment, due to a shortage of available beds for
admission to mental hospitals (an initiative instigated
by Dr Vidya Sagar in Amritsar).” In later decades,
many new initiatives were introduced, which laid the
foundations for community psychiatry in India. In 1964,
a weekly community mental health service was started
as part of the Comprehensive Rural Health Services
Project (CRHSP), in Ballabgarh, by the All-India Institute
of Medical Sciences (AlIMS), New Delhi. This was followed



by establishment of two important community mental
health services in the late seventies. WHO funded the
project at Raipur Rani in Haryana under the aegis of the
Postgraduate Institute of Medical Education and Research
(PGIMER), Chandigarh. Further community mental health
services were introduced in Sakalwada, Karnataka, under
the aegis of the National Institute of Mental Health and
Neurosciences (NIMHANS), Bangalore.” These programs
were the forerunners of the National Mental Health
Program (NMHP) in India, which now includes community
clinics in primary health centres (PHCs), supported by
mental health professionals at district level, training
of medical and multipurpose health workers, school
mental health initiatives, home-based follow-up services
by nurses and organization of psychiatric ‘camps’.

NATIONAL MENTAL HEALTH PROGRAM (NMHP)

The National Mental Health Program (NMHP) was launched
in 1982 as a major step forward for mental health services
in India. It had three key objectives, including ensuring the
availability and accessibility of a minimum level of mental
healthcare for all, encouraging the application of mental
health knowledge in general healthcare and promotion
of community participation in the development of mental
health services. Despite this being a ground-breaking
initiative, the initial phases of implementation of the
program were marred with difficulties. Various factors
contributed to initial shortcomings like unrealistic targets;
inadequate staff resources; inefficient administration;
failure to develop indicators for addressing objectives;
an inadequate emphasis on creating awareness among
users; uncoordinated, fragmented efforts by various
stakeholders; and inadequate budgetary support.”
Notwithstanding these flaws, one of the important
achievements of the program during its first decade
was recognition of a district-based model for provision
of mental health services, with satellite primary health
centres (PHCs) providing mental health services (based
in the Bellary district in Karnataka state).® This district
model was subsequently expanded to cover four districts.
The program was re-strategized in 2003 to include
two schemes, namely ‘Modernization of State Mental
Hospitals' and ‘Up-gradation of Psychiatric Wings
of Medical Colleges/General Hospitals', to act as hubs,
supporting mental health services in the community. The
manpower development scheme (aimed at achieving
mental health human-resource sufficiency) became

part of the program in 2009. Under the first scheme,
15 existing mental hospitals/institutes/medical colleges
were upgraded to start/strengthen courses in psychiatry,
clinical psychology, psychiatric social work, and psychiatric
nursing. Under the second scheme, 39 departments
in 15 government medical colleges/government mental
hospitals were given support to start/increase their intake
of students for postgraduate (PG) courses in mental
health.®

DISTRICT MENTAL HEALTH PROGRAM (DMHP)
The District Mental Health Program (DMHP) forms the
core of the mental health services available at community
level. The DMHP was launched as an extension of the
NMHP in 1996, building on the success of the Bellary
model in Karnataka, based on the realization that mental
health services should primarily be dispensed through
existing primary health facilities as creation of a parallel
infrastructure for mental health was not immediately
feasible, considering the prevailing (severe) limitations
of mental health infrastructure and manpower. Thus,
existing staff in these primary health centres (PHCs), like
doctors and paramedical workers, were trained to provide
mental health services. The National Institute of Mental
Health and Neurosciences (NIMHANS), Bengaluru,
provides medical officers with three months’ training
to equip them with the skills and knowledge necessary
to treat psychiatric disorders at the primary level."®There
is also provision for referral services so that patients
suffering from severe mental disorders can be directed
to district hospitals.” Table 1 lists the components of the
DMHP.2

In the period up to 2002, the DMHP was gradually
extended to 25 districts across 20 Indian states." As
of now, 241 districts (out of 718 districts in India)® are
covered under the scheme, and it is proposed that the
DMHP be expanded to all districts in a phased manner. The
population of various districts in India is highly variable,
with a range from 0.008 million (in the least populated)
to 11 million (in the most populated).’? The average
population of districts in India in 2019 was 1.86 million
(as per the Indian census).'® The National Mental Health
Survey (NMHS) 2015-16 found the overall weighted
prevalence for any mental morbidity in India to be 13.7%
over a lifetime (then averaging 10.6%) and that (at the
time of the survey) there was a large treatment gap.' This
translates into very high numbers of individuals requiring



District Mental Health Program:

Service provision: provision of mental health outpatient and inpatient mental health services, with a 10-bed inpatient facility

Outreach

component (PHCs) by the DMHP team

2.Targeted interventions

1.Satellite clinics: four satellite clinics per month at community health centres (CHCs)/ primary health centres

3.Life-skills education and counselling in schools

4.College counselling services
5.Workplace stress management

6.Suicide prevention services

Sensitization and training of health personnel (at district and subdistrict level)

Awareness camps to promote awareness of mental illnesses and related stigma, through involvement of local Panchayati Raj

Institutions (PRIs), faith healers, teachers, leaders, etc.

Community

participation working in the field of mental health

1.Links with self-help groups, family and caregiver groups, and nongovernmental organizations (NGOs)

2.Sensitization of enforcement officials regarding legal provisions for effective implementation of the Mental

Health Act

psychiatric services in these districts, which might be
difficult to achieve even with universal coverage under
the NMHP across all districts in India. Additionally, most
of the population may have to bear the cost of out-of-
pocket payments for mental health services as DMHP
services with limited manpower may struggle to meet
the mental health requirements of these populations,
especially in overpopulated districts. Table 2 lists the
manpower allocation for the DMHP.?

NATIONAL MENTAL HEALTH POLICY

A robust and comprehensive mental health policy
is important to drive the growth of mental health services
and systems.’” The National Mental Health Program
(1982) and the Mental Health Act (1987) provided the
implicit policy directions for community and institutional
mental healthcare in India until recently. India’s Mental
Health Policy group was formed in May 2011. The
National Mental Health Policy of India, entitled ‘New
Pathways, New Hope', was published by the Ministry
of Health and Family Welfare, Government of India,
in October 2014.'® The policy is inclusive in nature and
incorporates an integrated, participatory, rights- and
evidence-based approach, encompassing both medical
and nonmedical aspects of mental health. The strategic
areas identified for action are as follows: effective

S.No. | Manpower (on a contractual basis) Number of
positions
1 Psychiatrist 1
2 Clinical Psychologist 1
3 Psychiatric Nurse 1
4 Psychiatric Social Worker 1
5 Community Nurse 1
6 Monitoring and Evaluation Officer 1
7 Case Registry Assistant 1
8 Ward Assistant/Orderly 1

governance and accountability; promotion of mental
health; prevention of mental disorders and suicide;
universal access to mental health services; enhanced
availability of human resources for mental health;
community participation; and research, monitoring and
evaluation. It stresses delivery of mental health services
within the existing healthcare system, using the primary
healthcare approach, based on principles of universal
access, equitable distribution, community participation,



intersectoral coordination and use of appropriate
technology. It also recognizes that these services should
be comprehensive and should address the needs
of persons with mental illness, their care providers and
healthcare professionals.

LEGISLATION

Dedicated mental health legislation legally reinforces
the goals of mental health policies and plans."”
Legislation is also important to prevent abuse and
violation of the rights of patients with mental illness.
As early mental health legislation was primarily drafted
to safeguard the public from dangerous patients (by
isolating such patients), the welfare of the patients
themselves was always a secondary consideration. As
a paradigm shift has occurred globally, towards a more
rights-based approach for persons with a disability,
including a mental disability (e.g., UNCRPD, 2006),'8the
same principle is reflected in mental health legislation
(i.e., the Mental Healthcare Act) (MHCA 2017), which
superseded the Mental Health Act (MHA 1987). The
new act is progressive and rights-based, but it mainly
focuses on the rights of persons with mental illness
during treatment in hospital, with limited discussion
of the continuity of treatment in the community and
the role of the family and community in management
of individuals with mental illnesses.™

The MHCA 2017 has been criticized for failing to address
Indian cultural sensitivities related to the involvement
of families in treatment decisions.' Families are a key
resource for management in Indian society due to the
cultural tradition of interdependence, and treatment
teams also depend heavily on the active involvement
of family members.

Mental health legislation must engage and work
in tandem with legislation for people with disabilities,
e.g., the Rights of Persons with Disabilities Act, 2016%
and the National Mental Health Policy of India (2014).®
The Rights of Persons with Disabilities Act, 2016 includes
mental illnesses, and it stresses full and effective
participation and inclusion in society, nondiscrimination,
accessibility, equality of opportunity and protection of the
rights of individuals with disabilities.?’ In LMICs (including
India) where most people live in poor socioeconomic
conditions, greater benefits and welfare measures like
job preservation and housing schemes for patients with
mental illness are needed.

OTHER APPROACHES TO COMMUNITY MENTAL
HEALTH IN INDIA

Other significant approaches to community mental
health in India include the camp approach, school mental
health, NGO initiatives, media-based interventions, and
telephone helplines.

There has been a long tradition of the camp approach
for people living in remote areas with limited access
to health services. The duration of these camps can vary,
but most usually remain for a day in areas accessible
by car or several days in places with limited access by
road. The camp approach has been used to treat a range
of mental health conditions (including addictions) and has
also been utilized in times of natural disasters.”

Initiatives in school mental health have included a life-
skills education program for children and adolescents,
with sensitization training for schoolteachers, focused
on mental health problems prevalent in children and
adolescents.

Nongovernmental organizations (NGOs) have been
engaged in delivering mental health services with
innovative models, to address the needs of local
populations. There is also provision within the National
Mental Health Program (NMHP) for state governments
to execute activities relating to mental health in partnership
with nongovernment organizations/agencies.’

IMPACT OF COMMUNITY MENTAL HEALTH
SERVICES

The availability of studies considering long-term trends
in prevalence rates of various psychiatric disorders
in the Indian population is limited. These studies provide
indirect and limited information about the performance
of various mental health initiatives which have been
implemented in the Indian population over previous
decades. Early epidemiological studies in India reported
variable prevalence rates for psychiatric conditions, thus
impacting on planning, funding, and delivery of mental
healthcare facilities.?!

The National Mental Health Survey (NMHS) 2015-16
suggested that the overall weighted prevalence for any
mental morbidity in India was 13.7% over a lifetime and
10.6% at the time of the survey.™ It also found a very
high treatment gap of between 70% and 92% for different
disorders, including 85% for common mental disorders,
73.6% for severe mental disorders and 75.5% for
psychosis, among others. There have been suggestions



about anincrease in the crude prevalence and disability-
adjusted life-years (DALY) rate for depressive disorders,
anxiety disorders, bipolar disorders and schizophrenia
in India between 1990 and 2017, and a doubling of the
proportional contribution of mental disorders to the total
disease burden in India in the same period.*

Thus, despite the initiatives implemented to improve
mental health services in India, minimal improvements
have been seen at ground level. The factors contributing
to this are the high treatment gap, poor implementation
of mental health services, gender differentials in treatment
and poor evidence-based treatments.?2-2¢

ROADMAP FOR THE FUTURE

One of the primary reasons for the initial shortcomings
Mental Health
Program in 1982 was the shortage of allocated funds.
Lack of a designated budget for mental health within
a nation’s health budget is a major impediment to service

following launch of the National

development.?” Another major difficulty which has been
seen in India is underutilization of allocated funds 2
because of multiple factors, ranging from difficulty
in employing mental health manpower to an inability
to execute infrastructure projects in a time-limited
manner. ‘Redtapism’ and lack of a coordinating nodal
agency can also be a major hurdle in the timely execution
of projects.

Funds allocated to the NMHP have decreased
significantly in recent years, and this is a matter
of concern. The Union Budget of India 2021-22 set
a corpus sum of 712.69 billion Indian Rupees (INR) for
the health budget, including 5.97 billion INR for mental
health. Only 7 percent of the allocated amount for
mental health has been earmarked for the NMHP.?
By way of comparison, the budget allocation for the
NMHP in 2010 was 0.44% of the total budget allocated
to the Ministry of Health and Family Welfare, but this
was reduced to 0.06% in 2020. Moreover, another
major cause for concern is that major cuts have been
made in the revised NMHP budget estimates in recent
years. For example, in 2018-19, the allocated amount
of 500 million INR was slashed to 55 million INR, and
in 2019-20, the allocated amount of 400 million INR
was slashed to 50 million INR.3® Thus, underfunding
continues to be a major barrier, contributing to slow
gains under the NMHP.

Hence, ring-fencing allocated funds to be used
exclusively for mental health services, along with a nodal
agency to ensure this, may go a long way towards
ensuring proper utilization of funds allocated for mental
health.?

The recommendation to deinstitutionalize mental health
and to adopt a primary health model for service delivery
has been longstanding.3 While institutionalization has
been seen as a major challenge in the West since adoption
of a rights-based approach to mental health, this has not
been the case in India, along with other LMICs.” Direct
adoption of the same approach in LMICs (including
India) may not necessarily have similar desirable effects
on overall service provision in these countries as they
already have a dearth of mental health resources.
However, existing mental hospitals and institutions can
serve as referral centres in the management of patients
with severe mental illnesses, especially where there
is insufficient social support and for medicolegal cases,*
while the transition to predominantly community-based
services is being planned and implemented. The current
policy of strengthening and upgrading existing mental
hospitals to ‘Centres of Excellence’, along with provisions
for strengthening of the mental health training being
incorporated into the National Mental Health Program,
will provide the essential building blocks for successful
community-based services as envisioned.® However,
periodic reappraisal of the goals set, achievement thus far
and course corrections is essential, and the mechanisms
ensuring this must be built into the program to prevent
skewed development. In recent years, the overall scope
of mental health services and a significant reduction
in stigma have been achieved, but this comes with the
caveat that these services are essentially concentrated
around urban and semiurban areas.

Factors contributing to the shortage of mental health
professionals in LMICs (including India) are urban
concentration, a preference for private practice and the
brain drain."® There is an acute shortage of mental health
professionals in India, with two mental health workers and
0.3 psychiatrists per 100,000 population, which is a major
limiting factor when it comes to planning mental health
services for communities.3* Retaining mental health



professionals is an even greater challenge, along with
ensuring their equitable distribution. Minimizing the
brain drain and retaining professionals in the public
sector must be afforded a high priority by means
of financial incentives, favourable working conditions,
and provisions for career advancement.®® At the same
time, efforts should be made to ensure that enhanced
training capacities are adequately utilized by ensuring
equal professional opportunities for trained personnel.
Itis envisaged that, in the District Mental Health Program,
existing manpower will be trained in PHCs (like doctors
and paramedical staff) and equipped with the skills and
knowledge necessary to provide mental health services.
Nonspecialist health workers contribute to service
delivery and play an important role in detection,
diagnosis, treatment, and prevention of common and
severe mental disorders as part of a complex stepped-
care approach. There should be better provision for their
in-service training to enable them to deliver effective
services to the general population.®

Another important approach to improving service
provisionforthe general populationistoimprove psychiatry
education and training at the level of undergraduate
medical courses.?' The ability to independently diagnose
and treat mental disorders and make appropriate referral
decisions will improve service provision on a much wider
scale, with visible improvements.

In many LMICs, including India, faith healers, religious
leaders and practitioners of alternative systems
of medicine are often the first point of contact for
patients with psychiatric disorders, rather than mental
health services.* Efforts must be made to educate and
sensitize this subgroup of the population about the
importance of seeking a professional diagnosis and
undergoing appropriate treatment (with regular follow-
up), supported by better delivery of mental health
services in the community. Some services can be sought
as time-limited interventions (like camp services), which
can mobilize large numbers of people in a limited time,
in remote areas. Community campaigns to increase
awareness about psychiatric illnesses and decrease
the associated stigma should also be prioritized as
stigma and discrimination against people with mental
health problems are important barriers to identification
and treatment of mental disorders.?” Family members

are essentially the primary caregivers in most LMICs,
including India, and can contribute to detection,
treatment-seeking, and management of family members
with mental disorders.®

Currently, integration of community mental health
services with primary healthcare is the most viable method
to provide mental health services in most LMICs, including
India, but significant shortcomings still exist in terms
of achieving this goal.® The main barriers to integration
include the following: already overburdened PHCs
with limited staff; multiple tasks; patient load; multiple
concurrent programs; lack of training, supervision and
referral services; and non-availability of psychotropic
drugs in the primary healthcare system.* In this
context, alternative mechanisms for program delivery,
like the National Health Mission (which subsumed the
National Rural Health Mission and National Urban Health
Mission in India), should be considered. It has also been
suggested that mental healthcare should be integrated
with better performing services for other chronic
conditions or, alternatively, with other systems like social
care or education.*®

The WHO's Mental Health: Global Action Program
envisages multidimensional research efforts in LMICs
to improve the mental health situation.® There is a wide
gap between research efforts focused on developed
countries and those focused on LMICs (in terms of mental
health), and this divide has not decreased over time.*!
Furthermore, research does not seem to have had an
impact on the policy and practice of mental health due
to a disconnect between researchers and communities.*
Attention needs to be focused on a systemic approach
in order to debate the relevance of research questions,
with the involvement of all stakeholders at appropriate
levels (including policymakers, practitioners, advocacy
groups and the community at large), and to generate
resources and funds for this.*-#

CONCLUSIONS

Although progress has been slow in development
of community-based mental health services and
achievement of the desired outcomes in India, the
importance of these cannot be understated. India has



a huge burden of mental disorders and a significant
treatment gap.?* Public health measures, along with
integration of mental health services in primary health
systems, offer the most sustainable and effective model
for LMICs with few resources, including India. Despite the
National Mental Health Program having been in effect
since 1982, it has only been able to partially achieve
the desired mental health outcomes.® It is important
to continuously assess performance with independent
audits and periodic reviews in order to identify problems
at the earliest and initiate corrective measures.*
Thus, there is an urgent need to take a fresh look
at implementation of the program, with a focus on
achieving sustainable improvements in a timely manner.
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