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ABSTRACT

Common mental disorders — anxiety and depression — are prevalent among patients with
cardiovascular disease (CVD) and diabetes mellitus type 2 (DM) and can negatively influence treatment outcomes
and healthcare expenses. Despite the importance of management of depression and anxiety in primary care facilities,
the diagnostics and treatment of these disorders remain insufficient in the Russian Federation.

To explore whether the rates of referrals to psychiatrists and indicated pharmacological treatment received due
to depression or anxiety among patients with CVD and DM will significantly change in primary healthcare facilities
after the training of primary care physicians (PCPhs) to deal with comorbid depression and anxiety (including the
algorithm for referral to a psychiatrist).

Patients in primary care outpatient settings with diagnoses of CVD and DM passed screening on anxiety and
depression using the Hospital Anxiety and Depression Scale (HADS), and information about the indicated treatment
for anxiety or depression was collected when present (Sample 1: n=400). The educational programme for PCPhs on
the diagnostics of anxiety and depression was then performed, and PCPhs were instructed to refer patients with
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HADS >7 to a psychiatrist. After the training, the second sample was collected (Sample 2: n=178) using the same
assessments as for Sample 1. The independent expert (psychiatrist) evaluated whether the patients had received the
indicated pharmacological treatment according to the screening criteria used in the study for anxiety and depression
for both samples.

The proportions of patients with borderline abnormal and abnormal HADS scores (>7) were 365 (91.2%)
and 164 (92.1%) in Sample 1 and Sample 2, respectively. In Sample 1, among patients with HADS >7, 119 (29.8%)
received psychopharmacological treatment, but in only 46 (38.7%) cases was it indicated in compliance with the
screening criteria. In Sample 2, among patients with HADS >7, 59 (33.1%) received psychopharmacological treatment,
andin only 14 (23.7%) cases was it indicated in compliance with the screening criteria. The differences in the indicated
pharmacological treatment were not statistically significant, and no one from Sample 2 with HADS >7 met a psychiatrist
through PCPh referral.

Anxiety and depression are prevalent in patients with CVD and DM treated in primary care facilities,
but these patients may not be receiving the indicated pharmacological treatment. Barriers to referral and the use
of psychiatric consultation exist despite the focused training of PCPhs and the straightforward referral protocol
provided.

AHHOTAL VA

TpeBora n fenpeccusi, ABASACbE PACNPOCTPAHEHHbIMU MCUXNYECKUMW PacCTPOoriCTBaMy, LLUMPOKO
npeAcTaBneHbl Cpesy NaLneHToB C cepAeYHO-CoCYyANCTbIMYM 3aboneBaHnAMM (CC3) 1 caxapHbIM grabeToM 2 Tvna
(CA), OHW HeraTVBHO BAIUSIOT Ha Pe3y/bTaThl IeYEHUSA U MPUBOAAT K NOBbILLIEHHbIM 3aTpaTaM CO CTOPOHbI CUCTEMBbI
34paBooxpaHeHnsa. HecMoTps Ha BaXHOCTb ANArHOCTUKWN 1 IeUeHUst TPEBOXHbIX N AeNpecCyBHbIX PacCTPOMNCTB
Ha ypOBHE MepBMYHOrO 3BeHa MejuLMHCKON nomolln, B Poccuinckon Pegepaumm ata npobnema A0 CUX Mop
He peLueHa.

WNccnepoBaTb, U3MEHUTCH NN KONNYECTBO HanpaBaeHWi K NCUXMaTPy 1 YACIO0 CTyYaeB KOPPEKTHOMO leveH s
AenpeccrBHbIX 1 TPEBOXHbIX PacCTPOMCTB Y NauMeHToOB NepBUYHON MeanLmMHCKON ceTu ¢ CC3 n Cl nocne obyyeHus
Bpayel NOANKANHNK BeAEHWUIO NaLnNeHTOB C KOMOPBUAHBIMU AenpeccMBHLIMU 1 TPEBOXHBIMY PacCcTPOCTBaMM
(BKNtOYAst anropuTM HamnpasBaeHus K NCUXmaTpy).

Ha nepsom 3Tane uccnegosaHma nauymeHtam ¢ CC3 n C, NMpoxoadawmM neyeHvie B NOAVKINHWKE,
NPOBOAUAN CKPUHWHI Ha BbISiBNEHWE TpeBOrM U fJenpeccun npu nomowm FocnmtansHon Llkansl Tpesoru
n lenpeccun (HADS). Ecim nauyeHT npuHuMan ncuxodapmakoTepanuio, HasBaHWe lekapcTBa v ero A403a 3aHOCUINCh
B KapTy nccnegosaHus. Bcero 6ein0 obcnegosaHo 400 yenosek. Ha BTOpoM 3Tane Bpayu NOAVKANHUKN MPOXOANN
obpa3oBaTe/bHY NPorpaMmy no AnarHoCTUKe TPEBOXHO-AenpeccnBHBIX PacCTPOICTB, B paMKax KOTOPOI OHU 6binu
NPONHCTPYKTUPOBAHBI, YTO BCe MauuMeHTbl ¢ 6annamm no wkane HADS >7 JO/MKHbI HaNpaBAaTbes K ncuxmatpy. Mocne
0byyeHVs Ha TpeTbeM 3Tarne Ncc1efoBaHVA bblla HabpaHa BTOpas BbIOOpKa NaumeHToB (n=178) c ncnoib30BaHMEM
TaKoro Xe MpoToKoAa, Kak 1 Ha NepBoMm 3Tare. He3aBUCUMbIM 3KCNePTOM (NCUXMaTPOM) OLeHVBaiack afeKBaTHOCTb
ncuxodapmakoTepanun y nauneHToB obenx BbIOOPOK MO pesynbTaTam CKPUHWHIA TPeBorn U Aenpeccum
B COOTBETCTBUM C KPUTEPUAMU, Pa3paboTaHHbIMU A1 AaHHOMO MCCNeA0BaHMS.

Jlona nayneHToB C ypOBHEM TPeBorv W/mam genpeccum Bbllle HOPManbHOro no wwkane HADS (>7)
coctaensna 365 (91,2%) B nepsoii Beibopke 1 164 (92,1%) Bo BTOpOWi BbIGOPKe. B mepBoii BeIbOpKe CpeAn NauneHToB
¢ HADS >7 119 (29,8%) 4yenosek nony4vann ncmxodpapmakorepanunto, HO ToNbKO Y 46 (38,7%) oHa cooTBeTCTBOBasa
pesynbTataM CKpuHWHra. Bo BTOpon Bbibopke cpean nauueHToB HADS >7 59 (33,1%) uenosek nonay4anu
ncmxopapmakoTepanuio, HO TobKO Y 14 (23,7%) OHa COOTBETCTBOBAsa pesybTataM CKPUHMHIA. PasHuua mexay



Bbl60pKaMVI Mo 3TM NoKasaTenaM He A0CTUrana CTAaTUCTUNYECKOM 3HAYUMOCTY, HUA OAH NauneHT 13 BTOpOI7I BbI60pKI/I

He 6bln HanpaBneH K NcuxmnaTpy.

TpeBora 1 genpeccmst 4acTo BCTpeyatoTca y naumeHTos ¢ CC3 1 C/l, obpaLlatoLLmXcs 3a 1eYeHnem

B MONMK/TIMHUKY, HO MPW 3TOM NauMeEHTbI He No1y4atoT aAeKBaTHYHO ncmxoq)apmaKOTepanmo. HeCMOTpﬂ HanposejeHmne

LueneHanpaBneHHoOro O6yLIEHI/|9| n npeaoctaBieHnNA BpadamM MOJVKIANHUK NMPOTOKONa HanpaBAeHUA NaueHTOB

K McuMxmnaTpy, CyLLecTBYHOT 6apbepbl OCYLLECTBAEHNS TakMX HanpaBAeHWi 1 NoayYeHNs NauMeHTaMm KOHCYNbTaL i

ncnxmartpa.

INTRODUCTION

High rates of anxiety- and depression-related disorders are
well-known healthcare problems of our time. The lifetime
prevalence of depression in the population is 10-15%, and
is among the top three disorders leading to disability. The
lifetime prevalence of anxiety disorders in the population
is up to 33%, with anxiety-related disorders associated
with high levels of impairment and excessive healthcare
utilization.2 Among physical diseases, cardiovascular
disease (CVD) and diabetes mellitus type 2 (DM) remain
major healthcare concerns worldwide.34

Thus, depression, anxiety, CVD, and DM are among most
prevalent health problems, and their co-occurrence can
make the situation even worse. Undiagnosed depression
increases the risk of mortality and cardiovascular events
in patients with CVD>7 along with a higher rate of health
resource utilization;> the same is true in patients with
DM.8 Furthermore, CVD and DM are risk factors for
depression.>%10 Anxiety is associated with poor metabolic
outcomes and increased medical complications in DM,
and with adverse cardiovascular outcomes — including
death —in CVD."2 Therefore, diagnostics and treatments
of anxiety and depression are an important healthcare
task, especially in cases of comorbidity.

Interaction between general practitioners and
mentalhealth professionals, and building an integrated
primary care model, is acknowledged as being important
to healthcare systems.'3'> Based on the evidence
of a high prevalence of mental disorders on the one hand,
and their insufficient diagnostics and treatment on the
other, the WHO launched the Mental Health Gap Action
Programme (MmhGAP)'¢ in 2008 with the aim of bridging
the treatment gap for people with mentalhealth

problems by facilitating early detection and treatment
of mental disorders. This programme is actively ongoing
worldwide, with the education of medical professionals
and non-medical staff considered one of the more
essential steps within it.17.18

In Russia, the algorithm for diagnostics and multi-
professional management of non-psychotic mental
disorders in primary care settings was developed within
the Federal targeted programme, the “Prevention and
management of socially significant diseases (2007-2012)",
in 2010.'? Important factors that should be considered
in building integrated care in Russia form the legislative
and financial aspects of healthcare. Psychiatry and
general medicine have different financing models,
and there is a legislation barrier — Mental Health Law
prevents non-psychiatrists from treating any mental
health disorders themselves.20.21

The model of ongoing interaction between psychiatrists
and primary care physicians (PCPhs), including the
continuous education and guidance of PCPhs in dealing
with patients with mentalhealth problems, was suggested
and studied?? within the above Federal programme. The
model required the presence of psychiatrists in primary
care settings that was not, however, further implemented
in routine medical practice.2°

According to recent data, anxiety and depression are
diagnosed 25-70 times less frequently in Russia than
in other countries.2?> Thus, the problem of insufficient
care for patients with common mental disorders
remains unsolved. To that end, timely diagnostics
of mental disorders in primary care settings and referral
to a psychiatrist for treatment may increase care provision
to people with depression and anxiety.



The aim of this study was to explore whether the
baseline rates of referrals to psychiatrists and the indicated
pharmacological treatment (complying with the screening
criteria) received due to depression or anxiety among
patients with CVD and DM will significantly change in the
primary healthcare facility after the training of PCPhs
to deal with comorbid depression and anxiety (including
the algorithm for referral to a psychiatrist).

METHODS

The present study was performed through two
cross-sectional assessments (each on a different
sample of patients) conducted before and after the

PCPhs' training.

The study subjects were the consecutive patients seen by
PCPhs who met the selection criteria below.

«  Adults of both sexes, 40-64 years old.

+  Admitted to outpatient department to be examined
by a primary care physician.

* Having one or more of the following diagnoses
according to ICD-10:

[10 Essential (primary) hypertension

[11 Hypertensive heart disease

[12 Hypertensive renal disease

[13 Hypertensive heart and renal disease

115 Secondary hypertension

120 Angina pectoris

121 Acute myocardial infarction

122 Subsequent myocardial infarction

(eI T >R IR IR IR e IR R

123 Certain current complications following acute
myocardial infarction

124 Other acute ischaemic heart diseases

125 Chronic ischaemic heart disease

E11 Type 2 diabetes mellitus.

S <O

All the patients consecutively visiting PCPhs who met
the inclusion criteria were evaluated for the purposes
of this study. Information on sex, age, and prescribed
pharmacological treatment for anxiety and/or depression
was collected and entered in an electronic Case Report
Form (e-CRF). Patients were asked whether they used

psychopharmacotherapy and, if so, the generic name
and dose of the medication was also entered in e-CRF
according to the patients' self-report. This information
was related to any psychopharmacological treatment
being prescribed to the patient (not only through the
referral by PCPh to a psychiatrist in this study). The use
of psychosocial interventions (such as psychotherapy)
was not evaluated in this study.

Additionally, patients completed the Hospital Anxiety and
Depression Scale (HADS)?* in an application developed
for portable devices (tablets) specially for this study.
HADS is a self-report questionnaire designed to screen
for anxiety and depression in primary care settings.
It consists of seven questions about anxiety and seven
questions about depression symptoms during the two
weeks prior to completing the questionnaire. Each
question has four possible answers that reflect different
severities of symptomes, if present, where the minimum
score of 0 means no symptoms, and the maximum
score of 3 indicates pronounced symptoms. The scores
for anxiety and depression are calculated separately,
therefore providing the two scores reflecting the levels
of anxiety (HADS-A) and depression (HADS-D). The
following cut-off scores are recommended: a score
of 0-7 indicates normal levels of depression anxiety;
a score of 8-10 indicates borderline abnormal levels
of depression anxiety; and a score of >10 indicates
abnormal levels of depression anxiety.

Patient data (from e-CRF) was assessed by an independent
expert (psychiatrist). The expert completed the treatment
evaluation form in the e-CRF by marking “yes” if the
treatment complied with the following criteria (and “no”
if this was not the case):

HADS-A and/or HADS-D <8, absence of
antidepressant/anti-anxiety medication — YES
HADS-A and/or HADS-D 8-10, absence of

antidepressant/anti-anxiety medication — YES
HADS-A and/or HADS-D >10, antidepressant
prescribed — YES

HADS-A >10 tranquilizers prescribed — YES

*The off-label use of phenobarbital was noted in some of the

patients in the sample, and this was marked with “NO”



The indicated evaluation criteria were based on the
World Federation of Societies of Biological Psychiatry
Guidelines for Biological Treatment of Unipolar Depressive
Disorders.> It was assumed that patients with HADS <8
did not have anxiety or depressive disorder, and therefore
that pharmacological treatment would not be needed.
Patients with HADS-A in the range of 8-10 may have
mild anxiety that, pharmacologically speaking, could be
straightforwardly managed by tranquilizers. Patients with
HADS-D in the range of 8-10 may have mild depression
that would not otherwise need pharmacological treatment.
For HADS >10, it was assumed that patients have anxiety
or depressive disorder that requires pharmacological
treatment. The prescription of herbs was included as
a pharmacological treatment, but was not relevant for
the treatment indication criteria mentioned above, since
it is not included in the treatment guidelines?> (except
for the St. John's Wort, which would be relevant but was
not present in the treatment of the study participants).

The stages and procedures of the study are presented
in Figure 1.

Sample 1 was recruited as consecutive patients who met
the mentioned inclusion criteria. They completed the
HADS, and their e-CRF data was collected as described

above. The indicated pharmacological treatment for
depression or anxiety was entered in the patient's
record, if present. All referrals to other specialists
were performed as usual (based on the PCPh's
clinical evaluation).

After analysing the data obtained at Stage 1, Stage 2 of the
study was initiated. PCPhs who assessed the patients
in Stage 1 passed the training on clinical diagnostics
of anxiety and depression, including the instruction to use
HADS as a screening tool to detect patients who needed
further evaluation for depression and anxiety. A new
referral model for patients with abnormal HADS scores
was proposed. PCPhs were instructed to refer patients
with anxiety (HADS-A) and/or depression (HADS-D)
score >7 to a psychiatrist in the local mental health
dispensary (specialized outpatient mental facility).
Referrals could be performed either by advice to
visit a psychiatrist or by prescription for a psychiatric
consultation on the referral blank, depending on the local
referral procedures in the primary care facility.

In the training module, the results of Stage 1 were
presented to the PCPhs to make them aware of the level
of anxiety and depression among their patients. Training
included information about the diagnostic criteria of
anxiety and depressive disorders, and evidence of the

Evaluation of anxiety

and depression,

of Educational

Data collection

information

on administered (e-CRF)
treatment

el Educational

Materials Program for PCPh

1st Data Patient seen
Collection by Primary Care
Period Physician (PCPh)
Data Processed
Education and Ana!yzed (Primary
Endpoint assessed
by independent expert)

Evaluation
2nd Data Patient seen of anxiety
Collection by Primary and depression,
Period Care Physician information

erio (PCPh) on administered
treatment

Data Collection Evaluation Data Collection
(e-CRF) of anxiety (e-CRF).
Pati : and depression Primary
atient =il .
by psychiatrist Endpoint
referred
to psychiatrist and assessed
if necessa ' administration by independent
& of treatment expert



advantages of treatment for patients with abnormal
levels of anxiety and depression, both for their mental
state and for the successful treatment of CVD and DM.
Training included basic communication strategies
while speaking about mental health with the patient
and motivation technics that could be used in the
discussion of the need to treat mental disorders and
visit psychiatrists. These were intended to help the PCPhs
to start dialogues with their patients about mental health
and to encourage them to make appropriate referrals
to psychiatrists.

Training was performed in the form of a three-hour
lecture that was supplied with an educational video on
how to diagnose mental health problems in a primary
care setting and on the communication skills needed
to discuss these issues with the patient. Motivational
techniques for referral to psychiatrics were provided
in the video lesson, whilst the referral algorithm was also
discussed during the lecture.

Sample 2 was recruited by the PCPhs involved in Stage 1
and Stage 2 from consecutive patients meeting the
inclusion criteria. All information was assessed as
per Stage 1.

The Consultative Diagnostic Polyclinic #121 of the Moscow
Healthcare Department.

Sample 1
n 400
male 112 (28.0%)

female 288 (72.0%)

age (Mean (SD; SE)) 55.8(5.7; 0.3)
HADS-D Scores

0-7 scores — normal 84 (21.0%)
8-10 scores — borderline abnormal 206 (51.5%)
11-21 scores — abnormal 110 (27.5%)
HADS-A Scores

0-7 scores — normal 196 (49.0%)
8-10 scores — borderline abnormal 142 (35.5%)

11-21 scores — abnormal 62 (15.5%)

During the first data collection period, the data on
400 patients was collected (Sample 1), whilst during the
second data collection period, data was collected on
178 patients (Sample 2).

The associated sample characteristics are presented
in Table 1.

Descriptive statistics were used for data analysis.
Continuous data were presented according to mean,
standard deviation, median, and range. Discrete data
were presented with absolute and relative frequencies
(percentage). The equivalence of the two proportions
was tested via a two-sided z-test, whilst differences
in frequencies between two groups were tested via
a two-sided x2-test using standard R language libraries
at a significance level of 95%.

The study was approved by the Independent

Interdisciplinary Ethics Committee on Ethical Review for
Clinical Studies (protocol No. 05, 13.03.2020). All patients
signed an informed consent form before participation
in the study.

RESULTS
Patients who screened positive (>7) on any or both
of the HADS scales were comparably represented

Sample 2
178

37 (20.8%)
141 (79.2%)
55.6 (6.2; 0.5)

39 (21.9%)
88 (49.4%)
51 (28.7%)

53 (29.8%)
61 (34.3%)
64 (36.0%)



in both samples: 365 (91.2%) for Sample 1 versus
164 (92.1%) for Sample 2, (x2=0.124 p=0.72). Distribution
between HADS-D scores was comparable in both
samples, whereas the distribution of HADS-A scores
differed between the samples. Sample 2 had a
significantly higher number of patients with
abnormal HADS-A scores (>10) (x2=30.2; p <0.0001),
and a significantly lower number of normal scores
(HADS 0-7) (x2=18.6; p <0.0001).

The distribution of positive HADS scores depending
on CVD and DM diagnoses of patients are presented
in Table 2 for both samples. The number of patients
with diagnosis /170 Essential (primary) hypertension was
significantly lower in Sample 2 compared with Sample 1
(x2=15.1; p=0.0001), as was the number of patients
with positive HADS scores (>7) (x2=12.5; p=0.0004). The

Sample 1
Diagnoses HADS-A

Total and/or

HADS-D <7

n 400 35
1o 84 (21.0%)** | 7 (20.0%)
Essential (primary) hypertension ' ’
i 316 (79.0%)* | 28 (80.0%)
Hypertensive heart disease e A
12 11 (2.8%) 0(0.0%)
Hypertensive renal disease e 7
s 15 (3.8%) 0 (0.0%)
Hypertensive heart and renal disease derd it
ns 9 (2.3%) 0 (0.0%)
Secondary hypertension =270 R
120 9 9
Angina pectoris 42(10:5%) 4125
121 11 (2.8%) 0(0.0%)
Acute myocardial infarction o7 R
2 5(1.3%) 0 (0.0%)
Subsequent myocardial infarction = ate)
123
Certain current complications 5(1.3%) 0 (0.0%)
following acute myocardial infarction
124 19 (4.8%) 2 (5.7%)
Other acute ischaemic heart diseases el e
125 50 (12.5%) 6(17.1%)
Chronic ischaemic heart disease =7 S
E11

100 (25.0%) 7 (20.0%)

Type 2 diabetes mellitus

number of patients with diagnosis /77 Hypertensive heart
disease was significantly higher in Sample 2 compared
to Sample 1 (x2=4.6; p=0.03), as was the number
of patients with positive HADS scores (>7) (x2=4.4;
p=0.04). Other differences between the two samples
were not found to be statistically significant.
of patients with the prescribed
psychopharmacological treatment and the number
of patients where this treatment was indicated according
to the study criteria upon the expert evaluation for both
samples are presented in Table 3.

Although it was expected that patients from
Sample 2 with a HADS-A/HADS-D >7 would be referred
to a psychiatrist for diagnostics and treatment prescription

The number

or correction, no one from Sample 2 actually met the
psychiatrist through the PCPhs' referrals.

Sample 2
HADS-A HADS-A HADS-A
and/or Total and/or and/or
HADS-D >7 HADS-D <7 HADS-D >7
365 178 14 164
77 21.1%)** | 14 (7.9%)** 0 (0.0%) 14 (8.5%)**
288 (78.9%)* | 154 (86.5%)* | 12(85.7%) 142 (86.6%)*
11 (3.0%) 1(0.6%) 0 (0.0%) 1(0.6%)
15 (4.1%) 0 (0.0%) 0 (0.0%) 0 (0.0%)
9 (2.5%) 1(0.6%) 0 (0.0%) 1(0.6%)
38 (10.4%) 14 (7.9%) 3(21.4%) 11 (6.7%)
11 (3.0%) 4(2.2%) 1(7.1%) 3(1.8%)
5(1.4%) 1(0.6%) 0 (0.0%) 1(0.6%)
5(1.4%) 0 (0.0%) 0 (0.0%) 0 (0.0%)
17(4.7 %) 2 (1.1%) 0 (0.0%) 2 (1.2%)
44 (12.1%) 28 (15.7%) 5 (35.7%) 23 (14.0%)

93 (25.5%) 33 (18.5%) 1(7.1%) 32(19.5%)



Sample 1

Total HADS <7 HADS >7
Psychopharmacological treatment prescribed
n 400 35 365

yes 119 (29.8%) 9 (25.7%) 110 (30.1%)

Psychopharmacological treatment indicated by the study criteria

n 119 9 110

yes 46 (38.7%) 7 (77.8%) 39 (35.5%)

There was no significant difference between samples
in terms of the proportion of patients who received the
indicated pharmacological treatment according to the
study criteria (x2=2.8; p=0.09).

DISCUSSION

The results of the study revealed a high proportion
of patients with CVD and DM having HADS-A
and/or HADS-D scores >7 in both study samples
(91.2% and 92.1%, respectively). One-third of the patients
with the positively screened HADS scores received
psychopharmacological treatment, but only in 21.4%-
35.5% cases was the treatment indicated in compliance
with the screening criteria used in this study. The training
of PCPhs did not seem to affect the pattern of delivery
of care offered to the patients in Sample 2 — no one
in this sample received a consultation with a psychiatrist
through a PCPh referral, nor received the indicated
pharmacological treatment to any greater extent than
the patients in Sample 1.

The level of positively screened (borderline or abnormal)
anxiety and/or depression according to HADS (>7)
reveled by our study exceeds the known rates of in CVD
observed in other studies that used the same screening
tool (47.2% for anxiety and 42.5% for depression).26 The
level of abnormal anxiety and/or depression according
to HADS (>10) revealed by our study also differs from
the known data.?” Our results may partly be explained
by the fact that our study was performed during the
COVID-19 pandemic. On the one hand, the pandemic
was a stressor that could have increased levels of anxiety
and depression among patients; on the other, only those
patients with more pronounced health problems would
have been seeking medical help during the pandemic.28
This may explain why in our study depression, according

Sample 2

Total HADS <7 HADS >7
178 14 164

59 (33.1%) 3 (21.4%) 56 (34.1%)
59 3 56

14 (23.7%) 2 (66.7%) 12 (21.4%)

to HADS, was more frequent than anxiety, whereas
in the mentioned studies anxiety was more frequent
than depression.26:27

When it comes to the number of the patients who received
the indicated pharmacological treatment for probably
having anxiety and depressive disorder in our study, this
corresponds with known data from previous studies on
the treatment of depression in primary care.42°

The fact that patients did not meet the psychiatrists
through PCPh referral after PCPhs were trained to
detect depression and anxiety and to perform referrals
may be due to several reasons. First, the brief education
provided might not have been sufficient to change
their patterns of care delivery. More interactive
training may be needed, with feedback on how much
the PCPhs have actually understood the concepts,
and how much they have developed the skills needed
for the implementation of the proposed protocols.
Furthermore, their learning achievement may have to be
continuously monitored, and may require more time for
the implementation of knowledge and the change to be
visible. Second, the segregation of mental health and
general medicine services that leads to organizational
difficulties in referrals and territorial separation
of community mental health facilities (dispensaries)
from primary care facility may add to the risk of patients’
non-compliance with the PCPhs' recommendations
to visit a psychiatrist. Finally, patients’ and physicians’
stigma-related fears may be a serious barrier to getting
a psychiatric consultation.30

The effect of PCPhs’ mental health training is studied
within the WHO mhGAP initiative in low-to-middle income
countries,3! and the number of referrals to specialized care
is one of the estimated outcomes in some studies.3233
Interestingly, referrals of patients with mental health



problems from primary to specialized care is seen as an
undesirable effect of training, since it is associated with
a reduction in PCPhs' capacity to deal with psychiatric
disorders, reduced knowledge, work experience, and
poorer attitude towards mental health problems,3234
contrary to hospital settings where referrals to psychiatrist
are welcomed.3> In our study, the referral to a psychiatrist
in primary care settings would be seen as a desirable effect
of PCPhs' training, taking into consideration the Russian
healthcare system’s particular features such as restrictions
on non-psychiatrists being allowed to treat mental
disorders. Therefore, the differences in healthcare systems
between the countries may make it difficult to make direct
international comparisons of the study results.

Our research has several limitations. First, the
assumptions of the presence of depression and/or anxiety
and judgments on the pharmacological treatment being
correctly indicated were based solely on the HADS score
which, even though it is a valid screening tool, is not
a substitute for clinical diagnostics and assessment.
Second, the study was performed during the COVID-19
pandemic, a major unpredicted confounding factor that
changed overall patterns of care delivery in primary care
settings. This extraordinary situation led to physicians
being overloaded with work, significant changes in patient
flows, and reduced availability of non-urgent medical
care.3637 Working conditions during the pandemic
could have influenced doctors’ ability to acquire the
new skill of patient referral to psychiatrists that, even
in more normal situations, would meet considerable
resistance due to stigma-related issues.383° Third, the
information about psychopharmacological treatment
was collected according to the patients’ self-reports,
and was limited purely to the drug name and dose,
with no mental health history collected. Fourth, no
information on psychosocial treatments that patients
may have had (supportive counseling, individual or group
psychotherapy, etc.) were collected during the study, and
these procedures may have affected the further need
for pharmacological treatment, since contemporary
guidelines suggest that for mild to moderate cases
of depression, psychosocial intervention should be used
as the first line of treatment.#041

In spite of these limitations, this study did have several
advantages. It is the first study to our knowledge whose
aim was to assess the effect of training of PCPhs with
straightforward instructions and guidelines to perform

patient referrals for those who screened positively for
depression and anxiety to a psychiatrist. Furthermore,
this study was performed in naturalistic primary care
settings, and all study procedures were adjusted to the
routine working conditions of PCPhs. In addition, the
specifics of the Russian healthcare system, with the
need to refer all patients with suspected mental health
problems to psychiatrists, was considered.

CONCLUSION
The study revealed high levels of anxiety and depression
in patients with CVD and DM undergoing treatment
in primary care facilities, and a lack of the prescribed
indicated pharmacological treatments for these
conditions. Barriers to referrals for consultation with
psychiatrists do exist, despite PCPhs’ focused training
and an otherwise straightforward referral protocol.
The study results indicated several requirements for
primary care practice and healthcare. The high levels
of depression and anxiety in patients with CVD and
DM revealed by the screening in a primary care setting
may point to the need for more careful diagnostics
of anxiety and depression disorders in routine primary
care. The brief training that the PCPhs received may not
be sufficient to make a difference in healthcare delivery
patterns, implying the need for more profound training
of physicians in the diagnostics and treatment of common
mental disorders and, indeed, in motivating patients
to visit mental health professionals. The physicians’ skills
acquisition may have to be monitored and evaluated on
an ongoing basis, with problem-solving interventions
provided where needed. More research is needed
to identify and evaluate the most efficient ways to train
physicians in the early recognition of and intervention
related to anxiety and depression among patients with
CVD and DM. Furthermore, closer interactions between
mental health professionals and PCPh may be needed
to overcome the barriers to referring patients with mental
health problems to psychiatrists. Finally, more research
is needed to identify the barriers in receiving treatment
in specialized community mental health settings for
patients and in physicians making referrals.
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Depression is one of the most common mental illnesses. Impaired neurogenesis is observed

in depression. Biomarkers of impaired neurogenesis in depression can act as a useful objective and diagnostic and
prognostic tool to determine the severity of depression.

To study the concentration of biochemical indicators in the blood that may be involved in the pathogenesis
of depression and their intercorrelations, and to determine any associations between the concentrations of biochemical
indicators and severity of depressive symptoms.

We determined the plasma concentrations of serotonin, dopamine, and neurotrophic factors involved
in neurogenesis (BDNF, CDNF and neuropeptide Y) using enzyme immunoassay and mass spectrometry in depressed
patients (n=22) and healthy controls (n=16) matched by socio-demographic parameters. All participants were assessed
using the Hamilton Depression Scale (HAMD), the Generalized Anxiety Disorder Questionnaire (GAD-7), and the Center
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for Epidemiologic Studies Depression Scale (CES-D) to enter the study. The standard cut-offs for the CES-D and
GAD-7 scales were used to confirm the presence or absence of depression and anxiety.

The concentrations of serotonin, dopamine, BDNF, CDNF, and neuropeptide Y in plasma did not differ
between the groups and was not found to be associated with the scores on the scales. Positive correlations were
found between the concentration of neuropeptide Y and serotonin, BDNF, and CDNF in blood plasma.

Plasma concentrations of biomarkers related to the pathophysiology of depression did not correlate
with the severity of its symptoms.

AHHOTAUL WA

I/I3yt-|eH|/|e KOHUEeHTpaunmn BMOXMNYECKMX MOKa3aTenen B KpoBUW, NPUHNMaKLWKNX BO3SMOXHOE
ydacTte B natoreHese genpeccmnm, nonck acc0|_|,|/|a|_|,|/||7| C TAXeCTbIo ,Cl,el'lpeCCI/IBHOVI CUMMTOMATUKN MOXeT 6bITb
rMoJie3HbIM B KauecTBe 06 beKTUBHOM ANArHOCTUKU 3ab0/s1eBaHVA U MPOrHO3MPOBaAHNA TAXECTUN TEYEHWNA NMaTONOrNN.

M3yueHune 61MOXMMmnYeckix mokasaTenel KpoBK, KOTOpble MOTYT 6bITb CBA3aHbI C Aenpeccrein. OnpegeneHus
KOppensLUMOHHOM B3aMMOCBA3M 3TUX MoKa3aTesel Npu AenpeccrBHbIX pacCTPOnCcTBaXx.

B paboTe onpegensinv KOHLEHTPALMUIO B M1a3Me KPOBM MOHOaMUHOBbLIX HEipOMeAMaTopoB
CepOTOHMHA 1 fodaMnHa, N HepoTpodurUeckrx GakTOpPoB, yuacTByroLLMX B HeliporeHese (BDNF, CDNF n HeiponenTtug Y)
y NaumMeHToB C genpeccuneri 1 340pOoBbIX A06POBONLLEB C OANHAKOBBLIMU COLMO-AeMorpaduyecknmMm napametTpamu,
NCMONb3Ys MeToAbl UMMYHOPEPMEHTHOIO aHanM3a 1 Macc-CrnekTpoMeTpun. Bee yyacTHMKN nccnefoBaHms 6eiam
onpoLleHbl No wkane genpeccun NammnetoHa (HAMD), ONpOCHWKY reHepann30BaHHOIO TPEBOXHOIMO PacCcTpPoncTBa
(GAD-7) n oNpOoCHUKY Aenpeccuu LeHTpa anuaemMmonormnyecknx nccnegosanHnii (CES-D). MokasaTtenn wkan CES-D
1 GAD-7 ncnonb3oBanucb A8 NOATBEPXKAEHUA HAINUNA VAN OTCYTCTBUA Aenpeccun 1 TPeBOrn y y4acTHUKOB
nccnefoBaHus.

CymMMapHbI 6ann No TpeM UCCIef0BaHHbIM LLKanaM y naumMeHToB C genpeccueri CyLecTBeHHO
BbILLIE, YeM B KOHTPO/IbHOM rpynne. CogepXaHue cepoToHMHa, godpammHa, BDNF, CDNF n HeliponenTuaa Y B nnasme
KPOBW He OT/IMYaNOCh B rpynnax UCMbITyeMbIX U He Bbl10 accoummpoBaHo ¢ 6annamm no wkanam. O6HapyxXeHbl
NONOXNTENbHbIE KOPPENALNN COAepXXaHWsA HelponenTaa Y ¢ cepoToHMHOM, 1 BDNF ¢ CDNF B nna3me KpoBw.

ViccnepoBaHHble MapKepbl XOTb 1 CBA3aHbI C I'IaTOCI)I/BI/IOI'IOFI/IeVI Aenpeccnin, He KOppenmpyrT C TAXKECTbH
CMMAOTOMAaTUKKN 1 CcofepXaHne NX B NNna3Me KPpoBM He OTpaXaeT npouecchl, nponcxojdalimne B Mo3re.

INTRODUCTION

Depression is a common mental disorder with multifactorial
etiology. There is a need for the search for biomarkers that
correlate with depression that will allow for timely diagnostics
of at-risk individuals and to assess treatment efficacy for
those who develop depression.'2 Depression is known to be
accompanied by biochemical changes in the blood that could
potentially serve as appropriate biomarkers.?

Although there are many hypotheses on how depression
actually develops, the pathophysiology of the disease is still
not fully understood. The monoaminergic hypothesis was
one of the earliest on the development of depression,
which attributes the depressive symptomatology
to the dysfunction of monoamine neurotransmitter
systems.! Serotonin is a key neurotransmitter for

emotional responses, whose metabolism and reuptake



from the synaptic cleft are impaired in depression.
Dopamine is the main neurotransmitter supporting the
reward pathway.3 Depression is associated with a decrease
in activity of the dopaminergic system.3> Although the
main functions of monoamine neurotransmitters are
in brain tissue, their concentrations in blood may reflect
certain neurochemical changes, and identifying such
associations is promising in terms of finding potential
biomarkers of depression.>

Depression is associated with structural and cellular
changes in the corticolimbic brain areas that control
mood and emotions, such as neuronal loss and synaptic
dysfunction.t® The loss or reduction of neurogenesis
in the hippocampal dentate gyrus and subventricular
zone of the lateral ventricles in adults may cause
depression. Impaired growth factor signaling is associated
with manifestations of depression.”’9 The brain-
derived neurotrophic factor (BDNF) is a well-researched
protein that has multiple functions and is involved
in the processes of neurogenesis, neuroplasticity, and
memory formation.’” The BDNF has been found not only
in the brain but also in blood and saliva.'2'3 Numerous
studies have shown that the BDNF in blood is involved
in certain depression-associated mechanisms.’417
Cerebral dopamine neurotrophic factor (CDNF) shows
neuroprotective and neurorestorative activity. Among
the known growth factors, CDNF is the least studied.19:20
Neuropeptides function as neuromodulators in the
brain. Neuropeptide Y (NPY) is widely distributed in the
central nervous system and is involved in physiological
regulation, and
modulation.2!22 NPY is associated with anxious behavior

and behavioral in  neurogenesis
in animals and humans and affects cognitive function.23-2>
Several studies have shown that NPY concentrations may
alter in cerebrospinal fluid and blood during depression
and antidepressant therapy.26-30

Thus, specific growth factors, neuropeptides, and
neurotransmitters in the blood may potentially act as
biomarkers for depressive disorders. To confirm this
assumption, we conducted a study to examine blood
concentrations of factors related to the regulation
of neuroplasticity and neurogenesis (BDNF, CDNF,
and neuropeptide Y) and monoamine neuromediators
(serotonin and dopamine), and to determine the
connections between these factors and the severity
of depressive symptoms. Another aim was to determine
possible correlations between the levels of neurotrophic

factors in plasma and the relationships between these
parameters with each other in depressive disorders.

This study is a part of the study “Metagenomic analysis
of the gut microbiota in people with depressive disorders
to identify marker gene compositions. A single center
non-interventional observational exploratory study”
(study code “PKB1-2020-01").

MATERIAL AND METHODS

The study includes twenty-two patients with depression
(13 males and nine females, aged 18-59 years old) and
sixteen healthy volunteers (seven males and nine females,
aged 18-45 years old). The patients were continuously
selected from inpatients of Mental Health Clinic No. 1,
named after N.A. Alexeev, of the Moscow Healthcare
Department with diagnoses of depression.

Patients with moderate to severe depressive episodes
with or without psychotic symptoms within bipolar
disorder, depressive episodes, recurrent depression
(ICD-10 F31.3; F31.4, F31.5; F32.1; F32.2; F32.3; and

F32.8, F32.9, F33.1, F33.2, F33.3), aged 18-60 years

old were enrolled in the study. Additionally, patients

underwent evaluation using the Generalized Anxiety

Disorder Questionnaire (GAD-7)33, and the Center for

Epidemiological Studies (CES-D)32. Following scales cut-

offs were used to confirm the presence of depression

and absence of anxiety: The patients had total scores
of HAMD =14, CES-D =27, and GAD-7 <10.

The group of healthy volunteers met the following
criteria: (1) absence of current psychiatric disorders;
(2) total CES-D score under 18 and GAD-7 score under 5.
Exclusion criteria were:

+ acute infectious and chronic autoimmune diseases,
somatic diseases that may affect biochemical analysis
(for instance, cancer, HIV, diabetes, mellitus);

* concurrent eating disorders, posttraumatic stress
disorder, or psychoactive substance use disorder,
including alcohol dependence;

* concomitant neurological diseases, or a history
of severe craniocerebral trauma.

Medical examination and medical history investigation
were carried out in accordance with routine clinical



practice, including anthropometric parameter evaluation
(height, weight), collecting information about smoking
or alcohol use, and any family history of mental disorders.

17-item Hamilton Depression Rating Scale (HAMD-17)
scores3! and CES-D32 were used to assess symptoms
severity in patients with depression.

Fasting blood samples were collected from the cubital
vein in the morning on the second or third day after
admission. Plasma was separated by centrifugation
immediately after blood sampling (3,000 rpm for
10 minutes) at 4°C and was stored at -80°C.

Healthy volunteers were blood sampled using the
same protocol.

Before the analysis, the plasma samples were
thawed and BDNF, CDNF, and neuropeptide Y plasma
concentrations were determined using an enzyme
immunoassay kit (Abcam) according to the manufacturer’s
protocols. Monoamines were determined using an
Agilent 6490A mass spectrometer combined with an
Agilent 1290 liquid chromatograph.

Given the small sample size, all statistical analyses were
performed using nonparametric statistical methods,
regardless of the variables’ distribution patterns.
Continuous variables were presented as medians with
indication of quartiles 1 (Q1) and 3 (Q3), and categorical
variables were presented as absolute and relative
frequencies. The Kruskal-Wallis test was used to compare
continuous variables between the groups. The differences
between the frequencies were analyzed using Fisher's
exact test. Relationships between quantitative variables
were measured using the Spearman’s rank correlation
method. All statistical tests were performed at a statistical
significance level of 5%. Statistical analysis was performed
using the freeware R (RStudio, Version 1.3.1073, 2020)
and Jamovi software suites (Jamovi, Version 1.6, 2021).

All study participants signed voluntary informed
consent forms. The study was approved by the Research
Clinical Institute of Otorhinolaryngology of L.I. Svelzhevsky
(Protocol No. 2 dated May 20, 2020).

RESULTS

Overall and clinical characteristics of the study sample are
showninTable 1.Amongthe 22 patients, 11 were diagnosed
with a first depressive episode, six patients had had
a second episode, and five patients had had three or more

episodes. Five patients had family histories of psychiatric
disorders, whilst in the group of healthy volunteers no-
one had family history of mental disorders. Five patients
showed a moderate severity of depression (total HAMD
score of 14 to 18), 14 patients had severe depression
(score of 19 to 24), and three had extreme depression
(score >24).

Study groups were comparable in age, gender,
anthropometric parameters, smoking or alcohol use
status, and family histories of mental disorders (Table 1).

No differences were found in blood biomarker
concentrations between patients with depression and
healthy volunteers (Table 2).

The correlation analysis showed no relationship
between biomarker concentrations and the total score
in the CES-D, GAD-7, and HAMD scales (Tables 3 and 4).
Positive correlations between NPY and serotonin in the
depressed patient group, and between CDNF and BDNF
in the healthy volunteer group, were revealed.

DISCUSSION
In our study we did not find differences in the blood
concentrations of the examined biochemical indicators
(biomarkers) for depression between the patient
and healthy volunteers groups. In the patients group,
we did not find any correlations between biomarker
concentrations and HAMD and CES-D scales scores.
Quantitative serotonin and dopamine levels seem
to be very useful indicators of depression,42¢ although
our study has not revealed any links between plasma
concentrations of neurotransmitters and depression,
other studies show mixed results.343¢ Plasma serotonin
levels have been investigated as biomarkers, even though
the relationship between plasma serotonin and brain
serotonin is uncertain.3> Plasma levels of serotonin have
been shown to be very low or undetectable in patients with
monopolar depression.3” However, there is evidence that
plasma levels of serotonin do not change in depression,3>
which is similar to the results of our study. Some authors
have concluded that plasma serotonin levels do not
correlate with the amount of serotonin in the brain;
in a similar manner, serotonin levels in the blood do not
depend on the depressive disorder stage, and it thus
cannot be used as a quality marker for treatment.34
In terms of dopamine, some researchers revealed an
increase,> some a decrease,38 and some did not find any
changes in the blood in depression.



Table 1. Clinical and demographic characteristics of the study population

Parameter Main group (n=22) Control group (n=16) Statistical significance rates
Age? KW=0.00
- Median (Q1, Q3) 29.0(21.0, 38.0) 25.0(24.0, 30.0) p=0.951
Gender®
- Females 9 (40.9%) 9 (56.2%)
p=0,512
- Males 13 (59.1%) 7 (43.8%)
Weight, kg? KW=0.13
- Median (Q1, Q3) 58.5(54.2, 76.8) 62.0 (57.0, 79.5) p=0.722
Height, cm2 KW=0.087
- Median (Q1, Q3) 171.5(169.2,177.8) 172.0 (164.5, 178.0) p=0.768
Smoking statusbP
- Negative 13 (59.1%) 9 (56.3%)
p=1.000
- Positive 9 (40.9%) 7 (43.7%)
Alcohol use statusP
- Negative 12 (54.5%) 8 (50.0%)
p=0.743
- Positive 10 (45.5%) 8 (50.0%)
Depression in past medical history?
- Positive 11 (50%) 0 (0%)
p=0.005
- Negative 11 (50%) 16 (100%)
Family history of psychiatric disordersP
- Negative 17 (77.3%) 16 (100.0%)
p=0.067
- Positive 5(22.7%) 0 (0.0%)
HAMD, total score? KW=26.3
- Median (Q1, Q3) 20.0(19.0, 22.0) 2.0(0.0, 3.5) p <0.001
GAD?7, total score? KW=22.0
- Median (Q1, Q3) 7.5(5.0, 8.8) 2.0(0.8,3.0) p <0.001
CES-D, total score? KW=27.5
~Median (Q1, Q3) 28.0(28.0, 30.5) 3.0(0.0,8.2) p <0.001

9 Kruskal-Wallis test
b Fisher’s exact test

Table 2. Comparison of serotonin, dopamine, neuropeptide Y, BDNF, and CDNF values in plasma of patients with depression
and healthy volunteers

Biomarkers Depression (7=22) Volunteers (n=16) Statistical significance rates
Serotonin (ng/ml) KW=0.423
- Median (Q1, Q3) 4.4(1.7,11.0) 7.2(2.9,31.2) p=0.284
Dopamine (pg/ml) KW=0.013
~Median (Q1, Q3) 3.4(1.9,5.9) 3.7(2.4,6.8) p=0.908
NPY (pg/ml) KW=0.014
- Median (Q1, Q3) 408.1 (148.6, 618.2) 492.4(186.2,571.9) p=0.906
BDNF (pg/ml) KW=0.423
- Median (Q1, Q3) 312.1(293.4, 458.3) 313.3(165.8, 406.9) p=0.515
CDNF (ng/ml) KW=1.773
- Median (Q1, Q3) 82.9 (68.3, 152.7) 55.8 (43.3, 97.5) p=0.183
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Patients with depression

Parameter BDNF (pg/ml) Serotonin (ng/ml)
BDNF 1 0.074

Serotonin 0.074 1

NPY 0.906 0.024

Dopamine 0.396 0.333

CDNF 0.763 0.744

CES 0.871 0.508

GAD7 0.389 0.512

HAMD 0.091 0.056

Healthy volunteers

Parameter BDNF (pg/ml) Serotonin (ng/ml)
BDNF 1 0.356

Serotonin 0.356 1

NPY 0.299 0.462

Dopamine 0.536 1.000

CDNF 0.008 0.200

CES 0.409 0.613

GAD7 0.281 0.553

HAMD 0.539 0.883

Chronic stress has a negative impact on hippocampal
neurogenesis in adults. Preclinical studies show that
exposure to stress leads to atrophy and cell loss
in the hippocampus, as well as to decreased expression
of neurotrophic growth factors.'® Therefore, the focus
of this study has concentrated on identifying the
substances in blood that affect neurogenesis and the
neuroplasticity of the brain.

Some authors suggest that depression develops due
to dysfunctional neurogenesis in the regions of the brain
responsible for emotion and cognition.3® This hypothesis
is based on the revealed correlation between lower BDNF
levels and a higher incidence of depressive symptoms. If we
review the existing research on the relationship between
BDNF blood concentrations and depression, we may find
sufficient evidence to support this pattern. Patients with
depression have lower serum and plasma BDNF levels
than healthy controls.''7 Thus, many studies have
identified BDNF as a possible biomarker for depression.

NPY (pg/ml) Dopamine (pg/ml) | CDNF (ng/ml)
0.906 0.396 0.763

0.024 0.333 0.744

1 0.354 0.617

0.354 1 0.662

0.617 0.662 1

0.900 0.783 0.281

0.139 0.267 0.263

0.639 0.783 0.480

NPY (pg/ml) Dopamine (pg/ml) | CDNF (ng/ml)
0.299 0.536 0.008

0.462 1.000 0.200

1 0.132 0.880

0.132 1 0.136

0.880 0.136 1

0.774 0.115 0.076

0.955 0.389 0.843

0.695 0.096 0.744

Our study showed no apparent differences in plasma
BDNF concentrations of the patients with depression and
healthy volunteers, as well as the absence of associations
of their levels with depression scale scores. Such studies
should be interpreted with caution as they show mixed
results, have small sample sizes, systematic publication
errors, and different patterns of BDNF measurement,
where these studies mostly ignore the different
sampling factors that affect BDNF, which is problematic
when interpreting the relationship between peripheral
blood BDNF and depression. The question of the
relationship between peripheral BDNF and depression
has many unresolved issues and requires further careful
validation, and at this stage the blood BDNF value is not
recommended for use as a biomarker in clinical practice.’?

CDNF has a unique mode of action associated with
the prevention of cell death,2° therefore it was useful
to investigate whether the CDNF concentration in blood
can be related to depressive state. In our study, we found



Patients with depression

Parameter BDNF (pg/ml) Serotonin (ng/ml)
BDNF 1 -0.516

Serotonin -0.516 1

NPY -0.032 -0.721

Dopamine -0.393 0.800

CDNF -0.082 0.133

CES 0.037 0.202

GAD7 0.192 -0.200

HAMD -0.370 0.549

Healthy volunteers

Parameter BDNF (pg/ml) Serotonin (ng/ml)
BDNF 1 0.309

Serotonin 0.309 1

NPY -0.345 -0.310

Dopamine -0.262 0.000

CDNF 0.840 0.595

CES 0.221 0.173

GAD7 0.287 0.202

HAMD 0.172 -0.058

no apparent connection between this factor and diagnosed
depression and its severity. However, we have revealed
that CDNF levels are correlated with plasma BDNF levels
in the group of healthy volunteers. This pattern requires
further investigation, as CDNF has only recently been
discovered and is thus a poorly studied growth factor.
Although our study demonstrated no alterations in
plasma NPY concentrations in depression, the correlation
between NPY concentrations in the central nervous system
and depression has been shown in a number of studies.2®
In cases of depression, NPY expression is reduced in the
hippocampus, amygdala, and cerebrospinal fluid, but
is increased in the hypothalamus. However, the scientific
literature provides us with mixed results on blood NPY
levels in people with major depressive disorder (MDD).
It has been shown that in cases of MDD, blood NPY
concentrations can remain unchanged,26 can increase,?’
or decrease.*0 However, a meta-analysis of studies3>
has revealed that NPY levels are lower in patients with

NPY (pg/ml) Dopamine (pg/ml) | CDNF (ng/ml)
-0.032 -0.393 -0.082

-0.721 0.800 0.133

1 -0.429 0.135

-0.429 1 0.214

0.135 0.214 1

-0.034 -0.111 0.287

0.375 -0.491 0.297

-0.122 -0.108 -0.190

NPY (pg/ml) Dopamine (pg/ml) | CDNF (ng/ml)
-0.345 -0.262 0.840

-0.310 0.000 0.595

1 0.595 -0.050

0.595 1 -0.667

-0.050 -0.667 1

-0.101 -0.610 0.641

-0.023 -0.346 0.084

0.136 -0.630 0.141

depression compared to healthy controls,?® and there
is evidence that NPY levels increase (become normal)
with antidepressant medication.30 It is also worth noting
that psychotropic drug use and the female gender are
associated with higher NPY levels.2?

In our study, we found no association between NPY
and the presence of depression and its severity, but we
have found a positive correlation between plasma NPY
and serotonin concentrations in the group of patients
with depression. This association is an interesting
finding because there are indications in animal studies
that certain mechanisms of interaction between
serotonin and NPY exist in the brain. In animal studies,
it has been shown that serotonin neurons and NPY-
synthesizing neurons in the hypothalamus, which
inhibit and stimulate food intake, respectively, can
interact with fluoxetine (a serotonin reuptake inhibitor)
to control energy homeostasis, significantly reducing
NPY levels in the paraventricular nucleus, the main



area of NPY release.#! Also, intracerebroventricular
administration of NPY increases serotonin release in the
hypothalamus.#2 The results reported in these studies
show an association between serotonin and NPY in the
central nervous system and its possible association with
depression; however, this does not exclude possible
peripheral associations of these factors, and which thus
require further research.

Our study was limited by the small sample size, clinical
heterogeneity of the depressive episode (bipolar and
unipolar depression, half of the patients having had their
first episode), and also because the medications used
in therapy were not considered.

CONCLUSION

Contrary to our expectations, we have found no
apparent association between the concentration
of the studied biochemical parameters and the
severity of depressive symptoms. At the same time,
our work has shown definite connections between
concentrations of biochemical indicators in plasma.
A positive correlation between serotonin and NPY levels
in the plasma of patients with depression, and between
CDNF and BDNF in the plasma of healthy volunteers has
been shown. These findings require closer attention
in future studies.
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ABSTRACT

The anti-psychiatric movements that emerged in the early 1960s led to the appearance of stigma
in psychiatry. The misunderstanding of the concept of mental disorder, the negative way in which associated
hospitalization was perceived, the inclination to treat patients through psychological therapies, and the criticism
of pharmacological treatment led to the discrediting of psychiatry.

The current paper aims to review the available literature regarding the impact of stigma on the quality of life
of people diagnosed with mental disorders.

A narrative review of relevant literature published between 1999 and 2021 was conducted.
The authors analysed studies found on PubMed and the Web of Science electronic databases. The search terms
combined two overlapping areas with keywords such as "stigma" and "mental disorders". A descriptive analysis was
employed to synthesize the obtained data.

Stigma continues to be an important challenge to the management of health conditions in people with
mental disorders. A lack of comprehension may give the impression that all psychiatric patients are aggressive
and are unable to function adequately. Such stigmatizing beliefs and habits have proven to be very difficult
to change.
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Due to the stigmatization and repulsive attitudes in society, patients are reluctant to be linked to any
form of mental disorder or to be seen as having any contact with mental health professionals. This undermines the
beneficial effects of treatment, resulting in a poor quality of life and diminished socio-occupational functioning.

AHHOTAUL WA

AHTVII'ICI/IXI/IanVIHeCKI/Ie TeyeHus, BO3HMKLUKVE B Hayvane 1960-x rr., npmeesn K CtTurMmatTmsaymmn
ncnxmatTpumn. HEI'IpaBI/IﬂI:HOE NMOHNMaHWe KoHuenunnm ncnxmyecknx paCCTpOP’ICTB, HeratTmBHoe OTHOLUeHWe
K rocnmtanmsaunn, TeHaeHUMA K ne4eHo NaymMeHToB NocpeACTBOM NMCUXO0TN N KPUTKKA CbapMaKO}'IOFI/ILIGCKI/IX
MEeTOoA0B NeYeHna ctann I'IpI/IHI/IHOIZ AnckpeantTaunm ncnxmaTpumn.

Llensto AaHHOVI pa6OTbI ABNAETCA aHaNn3 AOCTYMHbIX IMTEPATYPHbIX NCTOYHWMKOB, KaCatoWnXCca BINAHUA
CTUrMaTn3aunim Ha KayeCTBO XN3HN mo,qe|7| C ANarHoCTNpPOBaHHbIMN MNCUXNYECKNMIN paCCTpOI7ICTBaMI/I.

Bbin BbIMONHEH HappaTVBHLIA 0630p pefneBaHTHLIX ANTepaTypPHbIX UCTOYHUKOB,
0ony6/MKOBaHHbIX B neprog ¢ 1999 1. no 2021 r. ABTOpbI MpoaHaAn3npoBaa paboTsl, NpeAcTaBleHHble B 3/1eKTPOHHbIX
6a3ax gaHHbIx PubMed n Web of Science. icmonb3yemble 415 NomMcka KtoYeBble C10Ba, HanpuMep, «CTUrMaTU3auns»
N «MCUXMYecKme pacCcTporcTBa», 06 beNHANN ABe B3aMOCBA3aHHble 0bnactu. Ans 0606LLeHNs NoayYeHHbIX AaHHbIX
NPUMEHSICA METOZ OMMNCaTEeNbHOro aHannsa.

CTurmMaTm3aums ocTaeTcs BaXHOW Npo6aemMoli Npy neUYeHI H4ei C NCUXMYeCKMI paccTpoicTBaMu.
/13-3a He,O0CTaTOUHOMO MOHMMAaHNA MPO6IEMbI MOXET CO3/aBaThCs BrieUaTNeHMe, YT BCe NaLMeHTbI C ICUXMYECKUMU
3aboneBaHVSIMI arpeccrBHbI U HECMOCOBHbI agekBaTHO GYHKLMOHNPOBaTL. Kak okasanoch, Takune CTUrMaTsnpytoLLme
MHEHWsI 1 CTEPEeOTUNbl OYEHb CIOXKHO N3MEHUTD.

M3-3a cTurmaTnsaumm n oTTOpXXeHMS 06LLLECTBOM NaLMeHTbl He XOTAT, YTObbl UX KakKMM-N116o o6pa3om
accoUMMpPOoBany € NCUXNYECKMMU PACCTPOCTBAMY WM 3HAIU O TOM, YTO OHU MOCELLAIOT CNeumnanncToB B 061actu
NCUXMATPUN. ITO CHUXKAET NONOXUTENbHbIV 3ddeKkT Tepanun, a Takke NPUBOAUT K YXYALLUEHNO KayecTBa XMU3HU

N OrpaHNYeHNIO COLManbHOro 1 NPodeccMoHanbHOro GyHKLMOHMPOBAHMS.

INTRODUCTION

The concept of stigma originally referred to the mark, the
sign made with red iron by powerful people in society
disgusted by Greek slaves, murderers, or others.! Since
ancient times, this has been used to differentiate and
label people from what are considered to be inferior social
classes, leading to their social marginalization.2 Within the
setting in which power is exerted, stigma is described as
the co-occurrence of marking, stereotyping, isolation, loss
of status, and discrimination.3 A number of authors have
attempted to theorize the subject of stigma. Link and
Phelan* suggest that stigma is a complex phenomenon,
which cannot be explained sufficiently by a single, unique

definition. They describe four components they consider
to comprise stigma, including distinguishing and labelling
differences, the association of human differences with
negative attributes, the notion of “us” and “them” as
two distinct categories, and the loss of social status
and discrimination leading to inequalities.* These
components are related to people’s habits of labelling
others as different, associating differences with negative
stereotypes, separating different people from the rest
of the population, and stigmatizing the experience
of discrimination based on labelling.

Today, stigma remains a fundamental problem, linking
psychiatry, psychology, and public health,> as its negative



influence might be felt primarily by people suffering from
mental disorders. Those with mental disorders are still the
subject of public stigma, which includes discrimination,
prejudice, and false perceptions.® According to current
research, different mental disorders are subjected
to different levels of public stigma and trivialization. For
example, schizophrenia is one of the most stigmatized
of mental disorders due to an associated misperception
of risk and unpredictability.” Eating disorders and
depression are also frequently stigmatized due to a loss
of personal control.8? Another concept that exists within
the context of public stigma is self-stigma. Self-stigma
is defined as a process in which patients diagnosed
with mental health disorders become aware of public
stigma and internalize this by applying it to themselves.10
Self-stigma has been linked to the increased severity
of symptoms, reduced treatment adherence, an increased
rate of suicidality, and a significant deterioration in
quality of life." It is important to note that quality of
life indicators have been linked to patients’ judgements
of their own neurocognitive impairments rather than
physicians’ assessments of their conditions. For optimal
outcomes, clinicians may need to measure patients’ views
of neurocognitive performance to further refine the
understanding of the treatment process, which would also
aid social function.’? The existing stigma towards mental
health disorders is a key barrier to successful treatment
and rehabilitation of mentally ill people.’3'4 In order
to increase the quality of life of patients suffering from
mental health disorders, it is important to find the most
effective measures to raise awareness of the negative
influence surrounding stigma.’>

Against this background, the current study aims
to review the available literature regarding the impact
of stigma on the quality of life of people diagnosed with
mental disorders. In particular, this review is focused
on gaining a clearer understanding of how psychiatric
patients are treated by society and the extent of the
stigma towards them.

MATERIAL AND METHODS

The following two electronic databases were searched:
PubMed and the Web of Science. This narrative review
is based on scientific literature published between 1999
and 2021. Search terms included keywords such as "stigma",
"mental disorders", "discrimination", "psychiatric patients",
"rejection”, and "social marginalization". Studies were

eligible if they evaluated the impact of stigma on the quality
of life of adults diagnosed with mental disorders. Studies
in which patients had other stigmatizing conditions, such
as HIV and obesity, were excluded. A descriptive analysis
was employed to synthesize the obtained data. The study
findings were recorded in English.

RESULTS

The results of the current review will be presented
in three parts. Firstly, the impact of public and self-stigma
on patients’ quality of life will be presented. Secondly, the
consequences of stigma on patients’ access to healthcare
will be discussed. Finally, the particular ways in which
stigma can be addressed will be highlighted.

Public stigma against people with mental disorders
is a complicated phenomenon that can affect any
aspect of a person’s life, including their ability to secure
housing and jobs, pursue a career, access benefits, and
receive equal care from the justice system and social
public services.'® As a result, public stigma affects the
prospects of people with mental disorders in terms
of meeting life aspirations, finding sustainable jobs, and
living comfortably in a healthy and secure household.*
There is a widespread belief that people who suffer from
psychiatric disorders are to blame for their disease.
The stereotype that people with mental disorders are
dangerous and unpredictable is perhaps the most
damaging. This leads to avoidance and withdrawal,
two of the most troublesome discrimination practices.
People with mental disorders are ignored by the general
population in order to prevent their possible abuse.t17
Wahl et al., in a study involving over 1400 participants,
concluded that patients diagnosed with mental disorders
experience social exclusion as they are not called
or visited by their friends once their psychiatric diagnosis
has been revealed.'® Thus, prejudice and discrimination
may be used to exclude psychiatric patients in two ways:
directly through discriminative attitudes, and indirectly
through marginalization.'®

Internalized stigma or self-stigma is the way in which
a person with a mental disorder adapts to the stigmatizing
beliefs held by certain members of the community
to which they belong.202! One of the most common
consequences of self-stigma is a lack of self-esteem



and self-efficacy.2? Currently available research shows
that almost one-third of psychiatric patients experience
self-stigma, worsening their ability to have a normal life
and complete recovery, and leading to a low subjective
quality of life.2324 Cavelti et al. assessed the insight,
self-stigma, and demoralization of 145 patients with
schizophrenia spectrum disorders. This study concludes
that high levels of insight were correlated with high
levels of demoralization when they were followed by
self-stigmatizing attitudes. However, this was not the
case or, indeed, was exhibited even to a low level when
these patients were not in this situation. Therefore, self-
stigma can be considered to be a moderator between the
patient’s insight and his/her feeling of demoralization.2>
Other studies have shown that self-stigma combined
with insight is a significant predictor for symptoms
of demoralization, such as hopelessness, low self-esteem,
depression, and reduced quality of life.2627 In general,
there are three main ways in which self-stigma may affect
the quality of a patient's life. Firstly, it exacerbates the
severity of a psychiatric disorder and contributes to social
isolation, causing difficulties in daily life;28 secondly, self-
stigma decreases a patient’s willingness to find help and
has a negative impact on compliance with treatment;2°
and thirdly, self-stigma is linked to inadequate recovery
attitudes, a greater incidence of disabilities, and a higher
economic burden.30

Stigma has been labelled a “fundamental trigger”
of health inequality as it restricts access to health
services and influences a variety of health outcomes.3
The impact of stigma on help-seeking behaviour is one
of its most important consequences. According to the
existing literature, more than 70% of patients with mental
health issues around the world either do not seek, or will
refuse or delay their treatment.32 People with mental
disabilities are less likely to seek treatment if they think
their disease is stigmatized.33:34 Expected discrimination
from healthcare professionals has been reported as
a factor in patients’ reluctance to pursue mental health
treatment.3> Individuals who have dealt with a psychiatric
disorder report feeling undervalued, ignored, and
dehumanized by a large proportion of the health providers
with whom they interact.3? Furthermore, patients with
severe mental disorders have a high mortality rate and
die on average 25 years earlier than people suffering

from other preventable medical conditions, such as
heart disease.3® This imbalance in mortality has been
increasing in recent years, demonstrating the existence
of barriers in patient access to mental healthcare.?”
Stigmatizing behaviour in the form of social distancing
from people with mental disorders leads to difficulties
in the recognition of emergencies and provision of help,
particularly for patients who are less aware of their own
condition.3® In general, limited access to healthcare,
reduced life expectancy, social isolation, various
disabilities, hunger, homelessness, and interactions
with criminal justice systems have all been recognized
as consequences of the stigma surrounding mental

health issues.3?

The media is a valuable source of knowledge regarding
mental health and plays a significant part in shaping
public attitudes and stigma.® The majority of such
television coverage offers portrayals of mental disorders
that conjure up images of dangerous, abusive people
who are almost invariably potential murderers.*’
Characters are often depicted as unstable, antisocial,
incapable, duplicitous, losers, and social outsiders.*2
In the same way as the media perpetuates myths
in relation to psychiatric conditions, it may also serve
to improve mental wellbeing by encouraging or otherwise
supporting the societal battle against the stigma
associated with mental illness. This can be achieved by
disseminating public awareness programmes in order
to provide factual knowledge on mental disorders
and promote volunteering programmes, thus helping
patients suffering from mental iliness.*3

Furthermore, educational anti-stigma programmes are
required to provide accurate facts relating to stigmatized
conditions.** Educational programmes may be created
on any scale, from local to global. Based on the currently
available evidence, anti-stigma educational programmes
delivered at the school level are proven to be the most
effective.#> According to a study of European anti-stigma
services, young people have shown major changes
in their values and behaviours as a result of anti-stigma
education.?® In an American national poll, young people
who had received anti-stigma education were more
likely to seek help in relation to their mental health
in comparison with adults over the age of 55 who had
not received such training.4’



It is also important to teach families and caregivers
how to help their loved ones overcome their guilt and
seek or receive treatment. The creation of trained teams
in psychiatric hospitals is required who can help families
and informal caregivers to provide care for patients with
mental health issues. These trained teams should be
involved in patient treatment after the patient has been
released from the patient unit, ensuring their continuity
of care.>? Social support for people with mental health issues
should be viewed as essential, not just for the family, but
also for relatives, neighbours, and the whole community.
Moreover, empathy and support should exist for every
patient, especially as psychiatric symptoms might be caused
by more serious pathologies, such as tumours.4&0

CONCLUSIONS

Public and self-stigma are widely recognized as barriers
to various mental disorders. They are obstacles to seeking
treatment and can disrupt adherence to recommended
therapy. Stigma has a negative influence on all aspects
of life and impedes rehabilitation, making it difficult
to overcome mental health barriers and leading
to psychiatric rehospitalization.

Regarding the management of people with mental
disorders, stigma continues to be an important challenge.
It has proved to be very difficult to change stigmatizing
beliefs and habits.
frequently fall short of their goals, or worsen the problem.
Due to the nuanced, multifaceted nature of stigma and

Stigma-reduction techniques

discrimination, as well as challenges related to seeking
help, diverse strategies are needed to eliminate stigma.
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ABSTRACT

The search for the most effective methods of therapy for mental disorders is a priority for modern psychiatry.
An approach to the early diagnostics and rehabilitation of patients experiencing psychotic episodes for the first
time is proposed in the present article. The proposed approach is based on the combination of drug therapy
and acceptance and commitment therapy (ACT) characterized by the development of the patient’s psychological
flexibility, rather than controlling the disease symptoms. The article describes the main processes of the ACT
model: acceptance, cognitive defusion, contact with the present moment, understanding of the inner world,
awareness of significant values, and the regulation of purposeful behaviour for the implementation of these values.
Recommendations for different stages of treatment were also developed by specialists of the First Psychotic Episode
Clinic at the Mental Health Clinic No.1 named after N.A. Alexeev. The psychological rehabilitation of patients with
the use of ACT in the case of psychotic disorders with both negative and positive symptoms was elaborated. The
application of acceptance and commitment therapy in the early diagnostics and treatment of patients experiencing
a first psychotic episode results in fewer readmissions and improved psychosocial functioning in both inpatient
and outpatient care.

AHHOTAUMA

Mounck Hanbonee 3GpdeKTVBHBLIX METOAOB NeYeHNs 60/IbHbIX C MCUXUYECKMU PAaCCTPONCTBAMM MeeT NpUopuTeTHoE
3HaYeHVe 419 COBPEMEHHON NCUXMaTpUK. B cTaTbe paccmaTprBaeTCs NOAXOZ K PaHHeR AnarHoCTVKe 1 peabuanTtaumm
naLmneHTOB, BrepBble NepexmnBatoLLX NCUXOTUYECKUI 3MN304. B OCHOBe Hero N1eXuT coveTaHne MeAnKaMeHTO3HOW
Tepanum 1 NCUXoTepaneBTUYECKOro Noaxoaa «Tepanust MPUHATUS U OTBETCTBEHHOCTM» (TM0), OTAMYNTENbHOM
0COBEHHOCTbLIO KOTOPOTo ABASETCA He 6opbba C CMMMTOMaMK 3ab0neBaHMs, a pa3BUTNE MCUXONOMMYECKON TMBKOCTH
nauuneHTa. B cTaTbe onvcaHbl OCHOBHbIE MULLIEHW MCUXOTEPaneBTNYeCcKor paboTel B paMkax Mogenu TMNO: npuHATre,
KOFHUTUBHOE pacnyTbiBaHWe, CBSI3b C HACTOSALLMM MOMEHTOM, MOHWMaH1e BHYTPEHHero M1pa, 0Co3HaHme 3Ha4MbIX
LleHHOCTe 1 perynsums LeneHanpabBneHHOro noBeAeHNs No peanvsaumm sTux LeHHocTein. PaspaboTaHbl Takxe
pekoMeHAaLMN ANS Pa3HbIX 3TarnoB fleveHns B KNMHMKe NepBoro NcMxoTnYeckoro anmsoda Ha 6ase NbY3 «MKB Ne 1
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nM. H.A. AnekceeBa [3M». KoHKpeTM3MpoBaHa MCMxonornyeckas peabmamtaums nauMeHToB C NpUMEHeHneMm

TMO NpuY NCMXOTUYECKMX PACCTPOMCTBAX Kak C HEraTMBHOM, Tak U C MPOAYKTUBHOW CUMATOMATUKOW. Pe3ynbTaTtom

npnMmeHeHnsa TNO B paHHe|7| ANArHoCTnKe n neyvyeHmm nauneHToB C NepBbIM MCNXOTUNYECKNM 3MN3040M ABAETCA

CHKeHWe Koinm4yecTBa NOBTOPHbIX rocr||/|Tan|/|3au,vn7| nynyduleHme ncnxocoumanbHoro CI)yHKLI,I/IOHVIpOBaHVIﬂ Kak npwu

CTauMoOHapHOM, TaK 1 npwu aM6yﬂaTOpHOM neyvyeHumn.

INTRODUCTION

The first psychotic episode is considered the period with
the greatest therapeutic opportunities for various primary
psychotic disorders.2 On the one hand, this group
of patients has a higher rehabilitation potential, whilst
on the other, they are the most sensitive and vulnerable
in terms of stigmatization and self-stigmatization.
Itis known that such patients often experience difficulties
in establishing close contacts with other people, finding
employment, and adapting to a team.?

Activities aimed at restoring the social activity of patients
can have a decisive impact on the maintenance of their
rehabilitation potential, as well as a noticeable regression
of the disease symptoms and faster recovery.*

The rehabilitation process for patients with a first
psychotic episode is based on the principles of the
biopsychosocial model of mental illness development,
which also implies the implementation of psychosocial
measures in addition to biological therapy. These
arrangements should be aimed primarily at full or partial
restoration of higher mental functions, socialization, and
the patient's ability to form new capabilities, as well as the
improvement of family relations, assistance in adapting
to work, and educational activities.>

New areas of psychosocial rehabilitation have appeared
in recent decades, significantly expanding the possibilities for
providing care to patients with psychotic disorders, including
avatar therapy,® acceptance and commitment therapy,’
cognitive behavioural psychotherapy,® metacognitive
insight therapy,® and neurocognitive training.’® All these
methods have proven their efficiency and are included
in the treatment guidelines for mental disorders in the
health systems of many countries as the first choice for
psychotherapeutic work with mental disorders.'1:41

At present, cognitive behavioural therapy (CBT) has
many different approaches within the method itself.

There are several areas of CBT, including dialectical
therapy (DBT),'213
cognitive therapy (MBCT),"* and acceptance and

behaviour mindfulness-based
commitment therapy (ACT)."s These approaches use
mindfulness skills and based on the concept of contextual
behavioural nature of the formation and maintenance
of mental disorders.6

BASIC PRINCIPLES AND CONCEPTS

OF ACCEPTANCE AND COMMITMENT THERAPY
Acceptance and commitment therapy (ACT) is a
modern and relatively young psychological model and
psychotherapeutic approach developed by Stephen
Hayes, Kirk Strosahl, and Kelly Wilson."” ACT is a
form of behavioural therapy and a practical extension
of functional contextualism philosophy, the theory
of relational frames and developmentin applied behaviour
analysis.’® ACT refers to the third wave of behavioural
psychotherapy. Scientists worldwide have engaged in the
study of ACT for various conditions in clinical practice are
paying considerable attention to this area in the modern
scientific community.19.20

Acceptance and commitment therapy is based on five
key principles:

* acceptance

+  cognitive defusion

* contact with the present moment

+  self as context

+ values and actions aimed at implementation of
the values.

These principles and their interactions are often
described by the term “hexaflex.”! The skills formed, in
accordance with the described principles, can be united
under the concept of “psychological flexibility.”
definitions of the concept
of psychological flexibility in the literature. For example,

There are several



Kashdan and Rottenberg define psychological flexibility as
“a wide range of human abilities to recognize and adapt
to various situational demands:

+  to shift attention or change the behavioral scenario
when required for social functioning and personal
development;

+  to be conscious, open to the inner experience and
pursue personally meaningful goals and values
through consistent behavior.”22

Levin describes psychological flexibility as follows:

“instead of direct attempts to change the frequency

or intensity of unpleasant experiences (i.e. thoughts,

feelings, sensations), the model of psychological flexibility
is focused on changing of the people’s reaction to the
experience itself, breaking the connection between this
experience and behavior, and reorienting the existing
experience towards value-significant one.” The main aim
of this therapy is to teach the patient to live a rich and
meaningful life, accepting the discomfort that inevitably
accompanies it. The focus of therapy is always to improve
productivity, despite the presence of any symptoms that
might cause discomfort.?3

Unlike other
ACT does not aim to remove or reduce the intensity

cognitive behavioral approaches,
of symptoms. Symptom reduction is often achieved
as an additional result rather than as the primary aim
of treatment. The development of psychological flexibility,
as the main objective of ACT, includes the acquisition
of the following skills:
* recognition and adaptation to situational
demands
+ ashift of mind states or behavioural responses
* maintenance of the balance between relevant values
+  the opportunity to be aware, open, and ready to act
in accordance with one’s own values.

Several comprehensive treatment guidelines have
been developed since the late 1990s that describe how
ACT can be used to treat a variety of mental disorders.?
Treatment with the use of these guidelines has been
studied empirically and proven to be effective for a variety
of clinical conditions:

+ addictions

+ depressive and anxiety disorders
+  psychotic disorders

+  chronic pain

+  stress

*  eating disorders."®

ACT TECHNIQUES FOR TREATMENT

OF THE FIRST PSYCHOTIC EPISODE

Five main processes that are crucial to an individual
changing are distinguished within ACT.25

The acceptance process describes the patient's willingness
to allow the internal processes (feelings, emotions,
thoughts) to be what they are, without any desire to change
or influence them. For example, a patient with auditory
hallucinations may begin to react to them (answer, obey
the voice, try not to listen to the voice) in an attempt
to regulate and control this unpleasant experience.
The acceptance process is presented to patients as an
alternative to attempts to control the positive symptoms
and suggests going through unpleasant thoughts
or emotions (listening to voices, observing anxious
thoughts) without taking any action.

After termination of the acute psychotic state, patients
may also face different painful experiences. Residual
psychotic symptoms, post-psychotic depression, shame due
to stigmatization, and somatic side effects of medication
can all force the patient to use the experiential avoidance
strategy (retire into oneself, break social ties, ignore
symptoms of the disease, or, on the contrary, focus too
much on them, use psychoactive substances, etc.), which
only makes the discomfort worse.

The main purpose of the “acceptance” process
is to change the patient’s attitude towards a particular
symptom, rather than an attempt to reduce the
intensity of its
to this end, the method of “creative hopelessness”
is applied — a psychotherapeutic technique enabling
the patient to give up their non-stop attempts to avoid
unpleasant sensations and thoughts, and making it

manifestation. For this purpose

possible to withstand painful symptoms.2¢

The term “cognitive fusion” refers to a person’s tendency
to merge with their thoughts in such a way that they take
their content for truth or are immersed in them to such
an extent that they are not capable of an alternative
perception of the surrounding or inner realities.?’

An example would be a person’s inner voice telling
them that they are crazy, dangerous, or uncontrollable.
In this case, during the process of cognitive fusion, such
a person will attach great importance to the content



of these thoughts and arrange all reactions and behaviour
based on them.

Cognitive defusion is a skill enabling a person to detach
from the content of thoughts in order to be able to form
a variety of mental reactions to what is happening.

There are two categories of cognitive defusion
exercises. The first category is distancing and observation
of the content of thoughts, enabling a person to avoid
delving into the content of thoughts and instead record
the circumstances of their appearance (under what
circumstances they appear and how often). The second
category is aimed at deliteralization of the language
(departure from literality of the language) and enables
destruction of the processes contributing to cognitive
fusion, such as useless investigation of the reasons
or meaningless and unnecessary self-assessment.2®

The ability to be “here and now” is a skill that enables
the individual to focus attention purposefully on internal
and external events at the present moment, without
commentary on or evaluation of what is happening.
Due to this skill, conditions for contact with thoughts,
feelings, and sensations are created, and the reaction
to their content is attenuated.?

There are special exercises for training the skill of contact
with the present moment. A patient is asked to select an
object of attention, and make an effort to hold attention
on that object for a short period of time. For example,
a patient is asked to notice 10-15 objects in the room
in order to focus on external sourses of information.
In order to concentrate on internal processes, a patient
is asked to feel five smells and listen to five sounds.?!

Behavioural responses often result from the self-
concept; a person identifies themselves with the role
that they are in. For example, a person with a mental
illness might say “I'm crazy.” This statement means
that this person fully identifies themselves with the
experience of living with the disease and does not
remember any good or significant moments in their
life when they were notill.

The aim of acceptance and commitment therapy
is to form an observing part of the personality that
perceives the inner and outer world separately from one's
thoughts, feelings, memories, physical sensations, and

roles of a person. Observing attitude exercises enables
the individual to create the experience of safe contact
with uncomfortable and unwanted inner feelings.3°

The term “values” means the selected areas of activities
defined by a person as significant and important
to them.3% Values determine what a person wants to be,
and what kind of life they want to live.

Within the framework of the ACT model, contact
with values is one of the most important aspects
of psychological flexibility.?” Patients experiencing a first
psychotic episode are going through a painful experience,
and can lose their connection with values and waste their
resources on coping with these painful feelings. Finally,
a patient may believe that their value-oriented behaviour
is possible only upon improvement of their condition,
which is often impossible due to mental illness implying
a certain level of discomfort.3

Acceptance and commitment therapy teaches patients
to restore their contact with values and to arrange their
behavioral in accordance with them, despite the presence
of any discomfort.

ACT uses the entire range of behavioural possibilities
in working with value-oriented actions:

+  planning

+  keeping a diary of productive actions
+  functional analysis of possible failures
* motivational interventions.3?

Thus, the six processes listed above are the key
components for the development of psychological
flexibility in a person suffering from any mental illness.

Researchers suggest that psychological inflexibility
is one of the factors reducing the routine functioning
ability of people with mental disorders.3® Studies
show that psychological inflexibility is a contributing
factor to distress and may be associated with the poor
functioning of people with psychotic experiences.?’
ACT considers the problem of distress associated with
psychotic experiences as a consequence of psychological
inflexibility, when a person goes through a life situation
in a limited manner due to continuous and excessive
avoidance, too literal an interpretation of their own
experience, a failure to understand where to move
in life, and/or when the person has surrendered and
experiences difficulties in taking any actions with a long-



term perspective. The content of experiences (in the case
of hallucinations) or painful inferences (delusions) makes
it necessary to avoid or control them, thus increasing the
effect of the symptom itself.

In the treatment of psychotic disorders, ACT helps
to develop an acceptance technique that patients
can apply upon the occurrence of any psychotic
experiences, and assists in the development of a specific
style of attitude towards uncontrollable events. ACT
encourages a person to switch from the repression and
control strategy towards the achievement of contact
with their feelings and experiences. As far as coping
with psychotic symptoms is concerned, ACT encourages
a patient to direct their behaviour to their own chosen
values instead of merging with painful experiences, even
if painful feelings remain.

Thus, the purpose of the application of ACT is not
to confront painful thoughts or sensations, but rather
to teach the skills of acceptance, keeping in touch with
the present moment, and understanding unwanted
symptoms and manifestations as a part of life and not
the reason to pause all life in order to fight them.3+

ACT EFFICIENCY EVIDENCE
The effect of ACT on patient readmission was investigated
during an early study.?> The application of ACT resulted
in a 50% increase in the intervals between hospitalizations
(22 days longer)in comparison with the treatment as usual
group (drug therapy and psychoeducation). A later study
performed by Gaudiano and Herbert in 2006 showed an
improvement of only 38%.8 In order to eliminate bias, the
researchers additionally tested the participants involved
in the study, which showed that the group of patients
receiving ACT included patients with both high and low
rehospitalization rates.3¢

In addition, 50% of the patients receiving ACT
significantly improved their Brief Psychiatric Rating Scale
(BPRS) scores, compared to 7% in the control group.3®
Similar results were obtained in remove the course
of another study conducted in 2013.37

Recent retrospective studies have added supplementary
data to these used the
rehospitalization rates within four months of discharge
as the main criterion for their efficiency assessment.

results. Tyrberg et al.

They also found that patients receiving ACT in addition
to the basic treatment demonstrated a reduction
in rehospitalization rates. Drug therapy persistence

and the influence of this factor on treatment outcomes
were also investigated. There were no significant
differences between the groups, indicating that a higher
persistence level did not explain the reduction in the
readmission rates.38

Two studies were devoted to a review of patients' self-
reports on the degree of belief in the content of positive
symptoms.3>36 Only one of them confirmed a significant
decrease in confidence with regard to the veracity of the
content of these symptoms after treatment.3® In addition,
according to the study by Gaudiano and Herbert,3s
distress was also considerably reduced after ACT, but
this change was not significant according to the study by
Bach and Hayes.3¢ The frequency of symptom reporting
was measured and was considerably higher in the group
of patients receiving ACT.3¢ The authors note that this
is expected within the framework of the ACT model,
since this approach normalizes the psychotic experience
while the traditional view towards the treatment
of schizophrenia spectrum disorders interprets such
phenomena as a sign of deterioration or even disease
recurrence. The researchers point out the fact that the
number of symptoms most likely remains the same, but
due to the normalization of the psychotic experience and
the activities to reduce its avoidance, it becomes easier for
patients to track the symptoms without fear of reporting
them, thus helping to increase treatment persistence
and to prevent recurrence. More recent studies using
data consolidated from the previous ones have shown
that the degree of belief in the content of hallucinations
and delusions directly affects both the severity of the
distress associated with a psychotic experience, and the
duration of remission and a reduction in the number of
hospital readmissions.?®

These results are complemented by Gaudiano et al., who
found that despite the permanent frequency of reports
on hallucinations, 55% of patients receiving ACT no longer
met the criteria for post-psychotic depression; this also
significantly affects the reduction of distress arising from
the presence of psychotic symptoms.3” The study by
White showed that the condition of patients from the
comparison group not receiving ACT was still meeting
the criteria for post-psychotic depressive disorder during
the three-month follow-up period, while in the group
of patients receiving ACT this figure was only 20%.40

The effect of ACT on psychosocial functioning and
mood swings has also been examined. The results



of the study by Johns et al. showed improvements
in both parameters.#’ A significantly lower percentage
of patients in the ACT group met the criteria for post-
psychotic depressive disorder as compared to the
control group at all stages of follow-up (during and
after treatment).3642 White et al. found that there were
also considerably fewer complaints among the patients
receiving ACT. Subsequent to the results of observation
within three to nine months after treatment, all studies
confirm sustainable improvement in functioning and
emotional status; these parameters were much better
than in the associated control groups.40

LIMITATIONS OF AVAILABLE RESEARCH

AND PROSPECTS FOR FURTHER RESEARCH

Five of the 13 studies included in the most relevant
systematic review to date contain a reanalysis of the
existing data as well as overlapping data, i.e., no new
material has been collected in these studies, meaning
that they are based either on the data from the follow-up
period, or the existing material analysed via alternative
statistical methods. It is important to note that the
data from more recent studies have confirmed the
results of the previous ones. The follow-up period after
treatmentranged from three months to one year.*3 Thus,
there is a lack of new data meeting the most stringent
criteria for research, which undoubtedly justifies the
need for further and longer observations to assess the
effectiveness of ACT in the longer term.

Criticism of the available studies mainly focuses
on the small sample sizes and significant differences
in the number of subjects from study to study, ranging
from 120 to 14.3744 In addition, a certain number
of participants dropped out of certain studies,
subsequently having a significant impact on sample
sizes that were already small.#> The heterogeneity of the
scales used by the researchers is also noted. In the
various studies by Gaudiano et al., the parameters
used for assessment of the treatment outcomes
differ,3537.41 making it difficult to cross-check the
available data for their assessment and analysis in meta-
analytical reviews.43

In the studies reviewed, ACT has been used in various
forms, for both a short term of two to four sessions,31:3241
and for a longer term of 10-24 sessions.21:3536:42

Due to these objective limitations, the aim of future
research should be the expansion of the sampled

population under study and the establishment of unified
methodological instruments in both the assessment
of the state and the applied statistical methods.

PRACTICAL EXPERIENCE OF USING ACT

FOR PATIENTS EXPERIENCING A FIRST PSYCHOTIC
EPISODE IN RUSSIA

Since 2017, ACT protocols were adapted and used in the
First Psychotic Episode Clinic at Mental Health Clinic No.1,
named after N.A. Alexeev, as a part of treatment protocol
for patients experiencing their first psychotic episode.4®

The ACT programme is used in an inpatient department
in the format of individual consultations, in the day
hospital and outpatient departments of the Clinic, and
is in the form of a group therapy format (the name of the
programme “Training on the development of emotional
self-regulation skills").

Further, we describe the format and content of the
“Training for the development of emotional self-regulation
skills” in the day hospital. This programme was formed on
the basis of existing programmes developed in foreign
clinics for treatment of patients experiencing their first
psychotic episode.3446

The training consists of four sessions, with an additional
session to include new participants. The group is semi-
open and includes up to 12 people (an even number
of participants is important, since many exercises are
paired). Each session lasts one hour, including a “warm-
up” at the beginning and discussion of homework at the
end of the session; sessions are held twice a week.

The training uses the methods of group discussion,
role play, as well as the presentation of theoretical
material in the form of interactive lectures. Theoretical
interactive mini-lectures are alternated with practical
training of the necessary skills, namely to stay in the
present moment, to notice the events of one's inner life,
separation, mindfulness, neutral self-observation, and
implementation of value-oriented actions.

During this training the theoretical foundations
of the concept of “psychological flexibility” are studied. Itis
understood as “a wide range of human capabilities —
to recognize and adjust to the requirements of the
situation; switch attention or change the scenario
of behavior when it is required for social functioning

and personal development; be conscious, open to inner



experience and realize personally meaningful goals and
values through consistent behavior.”

Non-constructive ways of interacting with negative
thoughts and feelings are studied; for instance, fusion and
avoiding fighting. The patients also train the experience
of interacting with the new position of an observer.
Having taken the position of an observer, the patient can
distance themselves from negative thoughts and feelings
and then begin to work with them.

This training discusses the effect of negative thoughts
and feelings on an individual. Exercises are conducted
with patients to separate problems that can be
influenced (wash dishes, clean the apartment) and
which cannot be influenced (crisis, migration, war). If
external circumstances are beyond the patient's control
and it is impossible to solve the problem constructively,
then the patient should focus on internal work. The
patient is offered the following algorithm of actions:
notice a negative thought or emotion; remind yourself
that this is just a thought, not a reality; to separate
oneself from an unpleasant thought with the help of the
proposed techniques, reducing its significance, perceiving
itin a different way (for example, as a sound). The patient
is invited to try to control thoughts and feelings in order
to understand that itis impossible. A facilitator leads the
patient to the conclusion that it is only possible to control
reactions to thoughts and feelings and behavior, but
not thoughts and feelings themselves. The observer
position skill allows the creation of distance from, and
the reduction of the negative pressure on the psyche,
which in turn allows the problem to be solved.

The purpose of this training is to educate patients about
the origin and function of complex experiences such as
shame and self-criticism, how these experiences affect
the emergence of anxious and depressive thoughts in the
individual, and provoke self-stigmatization in relation
to mentalillness. With the help of group exercises, internal
ideas are formed that an individual's negative self-
perceptions entail consequences such as unwillingness
to comply with drug therapy and more frequent
hospitalizations. Then, together with the patients, the

image of the criticizing inner voice is examined, and then
transformed to an assistant in solving difficult problems
and problems associated with the disease. Thus, a new
image of the internal assistant is created, and algorithms
for interaction with its supporting role are developed.

The group examines the concept of values, how they
are formed, and where they come from. Further,
a classification of values is created and those that
can be implemented at this stage of the treatment
(hospital, day hospital, outpatient clinic) are identified.
It is important to focus patients' attention on the fact
that while on treatment, they support good health,
which is one of their main values. Then, a set of actions
is created to realize the selected value in the “here and
now” mode. Also, possible obstacles are determined,
negative thoughts and emotions that can interfere with
the implementation of what the patient has planned are
identified. As a homework assignment, patients are asked
to take actions every day to realize one of their chosen
values. If negative thoughts and emotions get in the way,
patients are encouraged to work with them using the
exercises they learned during the training sessions.

At the outpatient treatment, the patient continues
to attend the “Training for the development of emotional
self-regulation skills” program. However, the format of this
group is one of supportive follow-up. The group becomes
open and patients can visit for an unlimited time.

Thus, at all stages of treatment at the First Psychotic
Episode Clinic, patients learn to form and develop self-
observation skills; develop skills of flexible response
to emerging undesirable, unpleasant events of inner
life (negative emotions, thoughts, beliefs, voices and
hallucinations, physical sensations); expand their
behavioral repertoire; form the motivation to study
and follow those areas of life that are consistent with
the patient's personal values; and improve their quality
of life by focusing attention on positive, useful and
meaningful experiences.

CONCLUSION

An analysis of the research devoted to the problem of the
first psychotic episode and the state of psychiatric care for
patients experiencing their first psychotic episode shows
that this subject area is an important field of research
in psychiatry and psychotherapy. The initial period of the



disease forms and predetermines its long-term prognosis
and therefore in many countries this category of patients
forms a separate group for which special therapeutic
approaches have been developed. In Russia, the First
Psychotic Episode Programme, based on the principle
of step-by-step polyprofessional psychiatric care with
an emphasis on outpatient care, early involvement
of psychosocial therapy, and the use of new generation
antipsychotics for the relief of psychotic symptoms and
subsequent supportive therapy, has also been developed
and tested.

Meta-analysis of the data has shown that psychological
inflexibility is a contributing factor to level of distress and
may be associated with the poor functioning of people
with psychotic experiences. ACT considers the problem
of distress associated with the psychotic experience as
a lack of psychological flexibility when a person goes
through any life situation using a limited repertoire
of reactions. The results of randomized controlled studies
show that ACT is effective at reducing the distress related
to both productive symptoms and associated behavior.
Moreover, the efficiency of ACT is sustainable both for
the individual and the group therapy formats, in the brief
therapy format, ranging from four to 24 meetings, and
in inpatient and outpatient treatment. The results also
indicate a decrease in the readmission rates and the
improvement of patients' psychosocial functioning.

Thus, the application of acceptance and commitment
therapy is justified for use within the framework
of psychosocial rehabilitation for patients suffering from
chronic mental disorders and patients experiencing their
first psychotic episode.
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ABSTRACT

Sri Lanka is a lower middle-income, small island nation in the Indian Ocean, with a multi-ethnic population of 22 million.
The healthcare system of the country is well established and relatively advanced, the delivery of which is free
to the consumer. The health indicators of the country are impressive compared to regional figures. Psychiatric
care in Sri Lanka has witnessed a rapid development over the last four decades, as the care model transformed
from an asylum-based model, established during the British colonial times, to a district-wise hospital-based, care
delivery model. Gradually, the teams that provided inpatient and outpatient services at the hospitals also started
to provide community-based care. The newly added community-based services include outreach clinics, residential
intermediate rehabilitation centres, home-based care, community resource/ support centres and telephone help
lines. There is no or very little funding dedicated to community-based care services. The teams that deliver community
services are funded, mostly indirectly, by the state health authorities. This is so, as these community teams are
essentially the same psychiatry teams that are based at the hospitals, which are funded and run by the state health
authorities. This lack of separation of the community and hospital teams without separate and dedicated funding
is an impediment to service development, which needs to be addressed. However, paradoxically, this also constitutes
an advantage, as the provision of care delivery from the hospital to the community is continuous, since the same
team provides both hospital- and community-based care. In addition to the essential mental healthcare provision
in the community with this basic infrastructure, each community service has improvised and adapted the utilization
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of other resources available to them, both formally as well as informally, to compensate for their financial and
human resource limitations. These other resources are the community officials and the community services of the
non-health sectors of the government, mainly the civil administration. Although sustainability may be questionable
when services involve informal resources from the non-health sectors, these have so far proven useful and effective
in a resource-poor environment, as they bring the community and various sectors together to facilitate services
to support their own community.

AHHOTAUMA

LWpwn-NaHka npescTaBasieT coboli Hebo bLLIOEe OCTPOBHOE rOCyAapCTBO B VIHAMNCKOM OKeaHe C JOXO0AaMU HuKe
CpeAHEero ypoBHS U MHOTOHaLMOHaNbHBIM HaceNeHneM B Konn4vecTse 22 MUAANOHOB. CUCTeMa 34paBOOXPaHEHNS
B 3TOW CTpaHe ABNSeTCs YCTOMYUBOM M OTHOCUTENbHO PAa3BUTON, MeAULMHCKUE YCAyr NpeAoCTaBAsoTCS
noTpeébutenam 6ecnnaTHo. lokasaTenn 340pOBbs B CTpaHe SIBASIOTCA BMeYaTAsOWMMU B CPaBHEHUN
C pervoHanbHbIMU gaHHbIMU. CnyX6bl NcxmaTpryeckoin nomowm B LLipun-/laHke 6bICTPO pa3BMBaAnNCL B TeHeHMe
nocneAHMX COPOKa JieT, MOCKO/bKY MPOM30LLIa CMeHa MOAenn NCUXMaTPUYeCcKo MOMOLLM: OT MOAeNV Ha OCHOBe
ncuxmaTpuyeckmx neyvebHuL, CNoXmBLLIECA BO BpeMeHa, Korga cTpaHa 6bi1a KonoHven bputaHum, K mogenmu
OKazaHUs MeANLMHCKUX YCIyr Ha 6ase palioHHbIX KAWHUK. [ocTeneHHO rpynnbl CNeumanncTos, KOTopble
obecneymBann CTauMoHapHOe 1 ambynaTopHoe fledeHre B KIMHUKAX, TakKe CTann okasblBaTb MeAULUHCKNE
YCAyru Ha TeppuUTOpUanbLHONM ocHoBe. HoBble AOMOHUTENIbHbIE TEPPUTOPUAIbHBIE CNYX6ObI BKIOYAKOT B Ce65
Bble3JHble MeANyHKTbl, LEeHTPbl MPOMEXYTOYHOW peabunmTaumm C NOCTOAHHbLIM MPOXMBaHMEM MauneHTOB,
yXoJ, Ha AOMY, TeppuTopuanbHble MHPOPMALMOHHbIE LLEeHTPbl U LeHTPbl MNOAAEPXKW, a TakxKe TefepOoHHble
cnyx6bl nomowwy. Cneumann3npoBaHHoe GUHaAHCPOBaHNE TEPPUTOPUANBHbBIX MEeANLMNHCKUX YCAYT ABAsSeTCS
OYeHb CKYAHbIM UK BOO6LLE OTCyTCTBYeT. PUHaAHCUMPOBaHMe rpynn, obecneymBaowmx GyHKLMOHUPOBaHME
TEPPUTOPUANBbHbBIX CNYX6, OCYLLLeCTBASETCS roCyAapCTBEHHbIMW OpraHaMy 34paBOOXpPaHeHWs, B OCHOBHOM,
KOCBEHHO. DT0 CBSI3aHO C TeM, YTO Takme TeppuTopuanbHble Cayx6bbl, MO CyTW, MPeACTaBASOT COO0M Te Xe CyxXobl
ncuxnaTpuyeckonm nomoLm Ha 6ase 60bHNL, KOTopble GUHAHCUMPYHOTCS W YNPaBAAOTCA rocyAapCTBEHHbLIMUA
opraHamu 3gpaBooxpaHeHnst. OTCYTCTBME pasrpaHNYeHNss Mexzay TeppUTopranbHbIMNU 1 60NBHUYHBIMI ClyXXbamum
1N OTAENBHOro Creunann3npoBaHHOro GUHAHCMPOBaHNUS MPensaTCTBYET Pa3BUTUIO TakMX CyX6, 1 3Ta npobnema
TpebyeT pelweHns. OgHaKO NapajokcanbHbIM 06pa3oM AaHHas CUTyaumUst Takxke ABASETCA NpenMyLLecTBOM,
MOCKO/BbKY NpefocTaBneHne MeAULMHCKUX YCyr Ha 6a3e 60N1bHUL, 1 Ha TepPUTOPUabHOM OCHOBE OCYLLLeCTBASeTCS
6e3 nepepbIBOB, Tak Kak JaHHble YC/Iyr OKasbiBaeT OAHa M Ta Xe rpynna cneumanncrtoB. [TOM1UMO okasaHus
HeobX0ANMON NCUXNATPUYECKOM MOMOLLM Ha TeppuUTOpPMaIbHOM OCHOBE C MCMOJ/b30BaHMeEM Takon 6a30BoM
NHOPACTPYKTYpPbI, Kaxaas TepputTopuranbHas cyx6a nprucnocobmnacb nosib3oBaTbCa APYrMMU AOCTYMHbIMY
pecypcamu, kak oduumanbHo, Tak U HeodpuLmManbHO, YTOBbI KOMMNEHCUPOBaTb OrpaHNYeHHOCTb GUHAHCOBbIX
N KagpoBbIX pecypcoB. Takme pecypcbl BKAHOYAOT B Ce6A OOLLMHHbBIX AOMKHOCTHBIX NNL, 1 TeppUTOpUanbHble
NpPaBUTENLCTBEHHbIE CTYXObI, HE CBA3aHHbIE CO 34PaBOOXPaHEHNEM (B OCHOBHOM, FPaXAaHCKyro aAMUHNCTPALMIO).
XoTsi B cnyyae npuefiedeHnss HeodpuLmanbHbIX PeCypCcoB 13 CEKTOPOB, He CBA3aHHbIX CO 34paBOOXpPaHEHNEM,
4NA OKasaHWA MeAMLMNHCKUX YCAyr YCTOMYMBOCTb CUCTEMbI B AONTOCPOYHOW MepcrnekTvBe Bbi3blBaeT
COMHEHMS, Ha laHHbI MOMEHT B YC/IOBUAX HEXBATKN PeCcypcoB Takasi MpakThka rnokasasna cBor 3¢PpeKTUBHOCTb,
NMOCKONIbKY OHa 06beAMHsIeT 06LeCTBO W pPas/iNdHble CeKTOpbl ANA YNPOLLEeHUS MpeAoCTaBAeHUs yCiyr
B LieNsix NoAAep>XKn pervoHa.



INTRODUCTION

Sri Lanka is an island nation in the Indian Ocean,
separated from the Indian peninsular by the Palk Strait.
It has a total land area of 65,610 km?2 and the capital city
is Colombo.’

A number of different ethnicities live together in the
country with the majority being Sinhalese (74.9%) while
Tamils, Muslims and other minorities make up the rest
of the population.2 The mid-year population of Sri Lanka
in 2019 was 21.803 million with an annual growth rate
of 0.62%. There are 93.9 males for every 100 females
and the median age of the population is 31 years.3
Sri Lanka has an ageing population, as in most other
countries, with the Ageing Index (ratio of 60 years and
over population to 0-14 year population) increasing
from 18.8 percent in 1981 to 48.8 percent in 2019.3 The
population density is 348 per km2 but over half of the
population is concentrated in the Western, Central and
Southern provinces, which when combined, cover less
than a quarter of the total land area of the country.?

The World Bank has designated Sri Lanka a lower
middle-income country. The total government health
expenditure as a percentage of government expenditure
in 2018 was 8.28%, which was above the average for
South Asia (3.57%)* and as a percentage of gross domestic
product in 2018 was 1.54%, which was higher than the
regional average (0.95%).>

THE HISTORY AND EVOLUTION

OF HEALTH SYSTEMS IN SRI LANKA

The healthcare system in Sri Lanka has evolved over
2000 years and has been influenced by many intrinsic
and extrinsic factors.

Even around 543BC, when Sri Lankan recorded history
begins, there are records of a system of hospitals,
environmental sanitation and other related services
during the reigns of the ancient kings. Traditional
medical practices were a confluence of native medicinal
practices known as “Deshiya Chikitsa”, Ayurveda and
Siddhi medicine (originating from India) and Arabic
Unani medicine.b

Western medicine was introduced to Sri Lanka, then
known as Ceylon, by the Portuguese who invaded the
coastal areas of the country in 1505. The Portuguese and
thereafter the Dutch, who displaced them, established
a few hospitals in the coastal belt of Sri Lanka, mainly
to treat their own soldiers. When the English invaded the

country in 1876, bringing the entire nation under its rule
in 1815, they further expanded the services which were
already established. In 1859, the Civil Medical Department
was created, which primarily provided services for the
care of the sick, while a sanitary branch of the Civil Medical
Department, which was responsible for environmental
sanitation and prevention of communicable diseases,
was established in 1915.7

Due to the influence of nationalist forces, Ceylon
gained independence from British colonial rule in 1948,
and in 1972 it became the Democratic Socialist Republic
of Sri Lanka.® After gaining independence, Sri Lanka
offered free universal healthcare to its citizens and over
the next 70 years the country has achieved a relatively
good level of healthcare, despite being a lower middle-
income country.?

Listed below in Table 1 are the key socioeconomic
and health expenditure indicators, while Table 2 shows
selected health outcome indicators for Sri Lanka and
a few other selected countries in the region (Table 1
and Table 2).

Currently allopathic medicine caters for the majority
of the health needs of the people but this is heavily
supplemented by Ayurvedic medicine, and to a lesser
extent by Unani, Siddhi acupuncture and homeopathic
systems. These traditional methods are practiced mostly
in the private sector.?

ALLOPATHIC MEDICINE SYSTEM

This is delivered both by the government and the private
providers and includes promotive, curative, preventive
and rehabilitative services.!

The Ministry of Health (Central Government) is primarily
responsible for the provision of comprehensive health
services in the public sector and delivers its services
through the Department of Health Services, headed by
the Director General of Health Services.'0

It is mainly responsible for setting policy guidelines,
training health personnel, managing teaching and
specialized medical institutions and the bulk purchase
of medical requisites.

The establishment of provincial councils following
the 13th amendment to the constitution in 1987 was
amajor reform, as it led to the devolution of the provision
of healthcare to the provincial councils, which now have
ultimate responsibility for the provision of healthcare
in the provinces.'®



Table 1. Key socioeconomic indicators and health expenditure of selected countries in the region

Country SriLanka | Bangladesh | India | Pakistan | Malaysia | Thailand | Vietham
Population in millions ( 2020) 21.92 164.70 1380 | 220.90 32.36 69.80 97.34
GNI per capita, Atlas method, current US$ (2020) | 3721 2010 1900 | 1280 10580 7050 2660
CHE as a percentage of GDP (2018) 3.8 23 3.5 3.2 3.8 3.8 5.9
CHE per capita Int $ (2018) 516.9 109.6 275.1 | 178.2 1193.9 722.7 440.2
Domestic general government
health expenditure as a percentage of CHE (2018) e . S = 39 15 =
Literacy rate, adult total 59.1
(% of people ages 15 and above) o7 739 744 (2017) 94.9 93.8 95
Rural population (% of total population) 81.3 61.8 65.1 62.8 22.8 48.6 62.7
) 0.8

Hospital beds (per 1,000 people) 2017 4.2 (2016) 0.5 0.6 1.9 - -
Physicians (per 1,000 people) 2018 1.0 0.6 09 10 15 0.8 e

' ' ' ' ' (2015 | (2016)
Nurses and midwives (per 1,000 people) 2018 2.2 0.4 1.7 0.7 35 2.8 14

per 1,009 peop : : : : (2017) : (2016)

GNI — Gross National Income; CHE — Current Health Expenditure, GDP; Gross Domestic Product; Int $ — International dollars
Source: World Bank Open Data | Data [Internet]. [cited 2021 Aug 19]. Available from: https://data.worldbank.org/

Table 2. Selected health outcome indicators of selected countries

Country SriLanka | Bangladesh | India | Pakistan | Malaysia Thailand | Vietnam
Life expectancy at birth, total (years) 2019 77.0 72.6 69.7 67.3 76.2 77.2 75.4
Maternal mortality ratio (modeled estimate,
per 100,000 live births) 2017 36 173 145|140 29 37 43
Mortality rate, infant (per 1,000 live births) 2019 | 6.1 25.6 28.3 55.7 7.3 7.7 15.9
Mortality rate, under-5 (per 1,000) 7.1 30.8 343 67.2 8.6 9.0 19.9
0.782 0.632 0.645 | 0.557 0.810 0.777 0.704
Human development Index 2020 (Rank) 72) (133) (131) (154) 62) (79) (117)

Sources:

1. World Bank Open Data | Data [Internet]. [cited 2021 Aug 19]. Available from: https://data.worldbank.org/

2. Latest Human Development Index Ranking | Human Development Reports [Internet]. [cited 2021 Aug 19]. Available from:
http://hdr.undp.org/en/content/latest-human-development-index-ranking

The provincial directors of health head up the
administrative structure with the district directors
of health for each district under them. Each district
is then served by a defined number of medical officers
of health (MOHs), who are responsible for a defined
geographical area with a defined population. In each
MOH area, services are provided by medical officers and
several categories of field personnel, including public
health nursing sisters, public health inspectors and public
health midwives, who mainly focus on preventive aspects
of healthcare delivery.1©

Figure 1 shows the provincial administrative structure
of governance in Sri Lanka (Figure 1).

A cross section of the current status of the free health
services in the public sector for 2019 is presented
in Table 3.

THE HISTORY OF PSYCHIATRIC SERVICES IN SRI LANKA
The indigenous medicine system which existed in Sri
Lanka prior to the establishment of modern mental
health services during British colonial rule recognized
and treated mental disorders. Ayurveda medicine
recognized mental disorders as illnesses and had well
documented treatment modalities.’ However, there
were also native medical practices that attributed causality
to astrological factors, sorcery, demon possession and
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Provinces

25 Districts
26 Health Regions

331 Divisional Secretariats
340 Medical Officer
of Health Divisions

14022 Grama Niladhari Divisions

black magic, as well as illness.'2 Therefore, certain
indigenous treatments became a combination of healing
practices, including herbal medicine and astrological and
religious ceremonies.’3.14

Modern mental health services in Sri Lanka based on
Western allopathic medical principles began as asylums
under the Lunacy Ordinance of 1873 during the British
colonial rule. After establishing two asylums in the city
of Colombo, which quickly became overcrowded, a third
asylum was completed in 1926 in Angoda, a suburb
of Colombo, with 1,728 beds. However, the conditions
in the Angoda asylum were criticized by Edward
Mapother, professor of psychiatry from the University
of London, who was invited by the colonial government

to carry out a comprehensive survey. His report, which
was published in 1938, proposed 10 recommendations,
which laid the foundation for the establishment
of a modern mental healthcare system in Ceylon. The
Mapother Report recommended the de-centralization
of services and the development of a specialist
medical service. Following this report, the asylum
at Angoda was renamed a mental hospital in 1940
and is now the National Institute of Mental Health, Sri
Lanka's premier tertiary care, specialized hospital for
mental health.13

The first outpatient service was established at the
National Hospital of Sri Lanka, Colombo, then the General
Hospital, Colombo, in 1939.6 Initial mental health services
were primarily in and around the Colombo district,
located in large institutions. In the mid-1960s, psychiatric
facilities were set up in Kandy, Colombo and Jaffna, and
over the next 20 years, psychiatrists established more
units in major provincial hospitals.

The Ceylon Lunacy Ordinance, originally drafted
in 1873, was revised in 1940 and was superseded by the
Mental Diseases Ordinance in 1956. A second report
of enquiry was published in 1966, which pointed out
the weaknesses of the custodial care institutions. The
five recommendations made in this report supported
the development of a more community-oriented
approach, delivered by psychiatrists with the support
of psychologists, social workers, mental health nurses
and occupational therapists.'> Mental health services
gradually expanded over the next few decades and
the increased number of positions for psychiatrists
was supported by the development of the Department

Medical Officers per 100,000 population 93.5
Population per Medical Officer 1,069.8
Dental Surgeons per 100,000 population 7.2
Nurses per 100,000 population 214.8
Supervising Public Health Midwives/Public Health Midwives per 100,000 population 27.7
Number of hospitals 643
Number of hospital beds 86,589
Hospital beds per 1,000 population 4.0
Number of Medical Officer of Health (MOH) Divisions 356



of Psychiatry at the University of Colombo in 1968
and the establishment of the Postgraduate Institute
of Medicine in 1980."4'5 However, the substantial number
of psychiatrists who left Sri Lanka to work in developed
countries after completion of their training presented
a challenge in relation to the development of services.'31>

DIRECTORATE OF MENTAL HEALTH

At national level, the Directorate of Mental Health is the
central organization of the Ministry of Health, executing
the national mental health programme. The directorate
is responsible for the development of technical
strategies and guidelines, policy development,
the development of annual operational plans and
budgets, resource mobilization and capacity building
in collaboration with the relevant sectors, together with
the monitoring and evaluation of the national mental
health programme.6

MENTAL HEALTH POLICY (2005 TO 2015)

A mental health policy was drafted by the Sri Lanka
College of Psychiatrists and accepted by the government
of Sri Lanka in 2005, with the objective of establishing
a comprehensive and community-based service to
optimize the mental health of the Sri Lankan people.

Seven areas of action were identified that included
management at national and provincial levels, the
organization of services, human resources development,
research and ethics, the National Institute of Mental
Health, tackling stigma and promoting mental wellbeing
and mental health legislation.

This policy helped to direct the development
of mental health services, however, all targets had not
been achieved at the end of the defined time period.
For example, the recruitment and training of allied
mental health professionals continue to lag behind,
while the mental health act is still in the process
of being reviewed.

The policy recognized the administrative district as the
basic service unit and planned for a minimum of one
acute psychiatric inpatient unit based in each District
General Hospital, as well as a rehabilitation unit for each
district. Small divisional hospitals, situated in each MOH
area, were to have a primary community mental health
centre (PCMHC) comprising a medical officer of mental
health (MOMH), community mental health nurses and
a community support officer.”

The rapid expansion of services in the psychiatric sector
in Sri Lanka is summarised and captured graphically on the
website of the Mental Health Directorate of the Ministry
of Health in Sri Lanka."®

Two further events in contemporary history affected
the provision of mental healthcare in Sri Lanka.

The first was a protracted civil war against the
Liberation Tigers of Tamil Eelam (LTTE) over a period
of 26 years from July 1983 until May 2009. The armed
conflictwas mainly in the northern and eastern provinces
and severely disrupted health services in the region, but
the trauma of war affected the entire country.’8

The second event was the Indian Ocean tsunami,
which hit the southern and eastern coast of Sri Lanka
on 26 December 2004, killing an estimated 35,000 people
and displacing more than 515,000 from their homes.'?

These two events directly impacted mental health
in Sri Lanka by weakening the existing infrastructure for
mental healthcare provision in the affected regions and
increasing the risk of mental health problems among
the population at the time. However, this also led
to a renewed focus on community-based care.20

CURRENT PSYCHIATRIC SERVICES IN SRI LANKA

The psychiatric care workforce includes consultant
psychiatrists, MOMHs who have either completed
a three-month special mental health training or
a one-year-diploma in psychiatry, psychiatric social
(PSWs),
psychiatry nurses (CPNs), who are nursing officers with
a 6 month training in psychiatry, occupational therapists

(OTs) and a variety of other workers including volunteers.

workers trained, designated community

Only three clinical psychologists were available in the
state sector in the whole of Sri Lanka in 2012 and they
were all attached to universities.2! No ‘clinical psychologist’
post exists in the cadre of the Ministry of Health to date,
due to various factors including the dearth of trained
clinical psychologists in the country. There have been
discussions to recruit psychologists who have master's
degrees in clinical psychology to the health ministry as
an interim measure, until trained and qualified clinical
psychologists are available.22

All the categories have increased cadre numbers
gradually over the years, but significant shortages
still remain.?

Table 4 and 5 summarize the current status of
psychiatric services in the country (Table 4, Table 5).



Table 4. Health professionals working in the psychiatry sector per 100,000 population

Category of Staff 2005 2011 2017
Psychiatrists (Specialists) 0.2 0.29 0.52
Medical officer of Mental Health and Diploma holders (non-specialists) * 0.75 1.47
Nursing Officers 1.8 2.92 3.28
Psychologists 0.02 0.09 0.25
Psychiatric social workers 0.07 0.33 0.28
Occupational therapists * 0.19 0.22
Speech therapists & & 0.05
Community psychiatric nurses * * 0.18
Other paid mental health workers & o 1.04

* Data not available

Source: Mental Health ATLAS 2017 [Internet]. [cited 2021 Aug 14]. Available from: https://www.who.int/publications/i/item/9789241514019

Table 5. Psychiatry care facilities per 100,000 population

Category of Staff 2011 2017
Psychiatric beds in mental hospitals 0.10 4.97
Psychiatric beds in general hospitals 0.20 3.96
Mental health outpatient facilities 1.36 &
Day treatment facilities 0.12 *
Community residential facilities 0.05 1.33

* Data not available

Source: Mental Health ATLAS 2017. Accessed August 16, 2021. https://www.who.int/publications/i/item/9789241514019

COMMUNITY-BASED PSYCHIATRIC CARE
IN SRI LANKA
The first outpatient clinic in Colombo district was
established in 1939, which was followed by other
hospital-based clinics in selected major cities. As the
focus shifted from hospital-based care to community
care, district hospital-based clinics were established
in the latter part of the 20th century. Moreover, various
elements of community psychiatry such as outreach
clinics, residential intermediate rehabilitation centres,
home-based care and community resource/ support
centres gradually came into existence.2

This gradual evolution contributed to the lack of a clear
demarcation between hospital-based psychiatric services
and community-based psychiatric services, as both are
carried out by hospital-based mental health teams headed
by a consultant psychiatrist. This is further complicated
by the presence of certain officials and service provision
centres that cannot easily be categorized as hospital-
based or community-based.2

To an outside observer, the Sri Lankan community-
based psychiatric care system can be explained in two

ways, according to the content of the service and the
organization of care delivery.

Content of community-based psychiatric care
Community mental healthcare is provided for all age
groups and for all kinds of mental ilinesses, but this
treatment mainly caters for adults with severe mental
illnesses such as schizophrenia, schizoaffective disorder,
bipolar affective disorder, recurrent depressive disorder
and substance use disorders.

The types of services included here are outreach clinics,
residential rehabilitation facilities, domiciliary care,
helplines and community support centres.

Outreach clinics
At present, the main mode of delivery for community
care is through outreach clinics held at peripheral, and
sometimes, remote, healthcare centres. An example
of such a clinic is the Colombo-15 community psychiatric
clinic, which opened in 2010.25

In similar clinics functioning in other areas of Sri Lanka,
psychiatric inputs are provided by medical officers under
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the supervision of the district psychiatrist based at the
district hospital, who usually visits the clinic at least once
a month or more frequently. These clinics mainly function
as follow up services for stable patients with long-term
mental illnesses and as screening services, which send
seriously ill patients to clinics manned by the specialist
psychiatrists of the district hospital, located in the main
city of that district.

According to the Mental Health Policy of Sri Lanka
(2005-2015 and current policy draft version), there
should be at least one community psychiatric centre
or community psychiatric clinic in each MOH area, which
is the smallest health administrative unit in the country.26
There are 342 MOH areas in Sri Lanka, with an average
population of around 60,000.

Intermediate-stay residential rehabilitation facilities
have been expanded district-wise over the last two
decades in many districts, from one in 2000 to 22
in 2017.27 Most of these centres are hospital-based
and are under the supervision of the psychiatrist
based at the district hospital. Some of these units such
as the Unavatuna District Hospital in Galle (Southern
province) and the Kandana District Hospital in Ragama
(Western province) cater for patients with significant
psychiatric disabilities, due to disorders such as
schizophrenia and other psychotic disorders, severe
mood disorders, severe personality disorders, mental
retardation, acquired brain injuries and other organic
brain disorders. In addition to such government-funded
rehabilitation centres, non-governmental organizations
such as ‘Nest’ and ‘Sahanaya’ also offer residential
mental healthcare facilities.28

There are seven state run residential treatment facilities
for alcohol use disorders in seven districts.'®

Although there are a number of long-term residential
treatment facilities for patients with substance use
disorders run by the private health sector, the standards
of care and effectiveness in these centres are questionable.
Some of these facilities follow religious practices in
managing substance addiction and withdrawal, rather
than evidence-based practices. The few centres run by
government agencies such as the National Dangerous
Drug Control Board are regulated more effectively and
have a higher standard of care.29:30

Home visits for medical, social or functional assessment
and for treatment delivery, such as the administration
of depot antipsychotic injections are carried out by the
hospital-based multidisciplinary teams as necessary.3'
However, the level of systematic delivery of such services
varies in different parts of the country. Home visits are
undertaken by the mental health teams, headed up by
a consultant psychiatrist stationed in the district hospital,
who will even travel to the remotest regions in the
catchment area.

Sri Lanka does not have a formal crisis care team in its
community mental health set-up. In comparison to the
West, the very different social set-up in Sri Lanka, where
most people live with their families and extended families
means that family provides non-specialized, immediate
psychological support in times of personal crises. This
may be why a mental health crisis team has not been
of great need. However, the system of community mental
healthcare is such that anyone can walk into their nearest
primary care or other hospital and request a mental
health assessment. Such persons will be seen by the
MOMH or the consultant psychiatrist. Therefore, there
is no significant delay in accessing mental healthcare
in Sri Lanka.?2

The cadre in the mental health services of the Ministry
of Health does not currently include psychologists, but
this is in the process of being amended. Therefore,
there is no formal psychological service available
nationally except in a few teaching hospitals, where
either a psychologist attached to a university unit
or psychiatrists provide such services. All psychiatrists
are trained well in common psychological therapies as
part of the postgraduate curriculum, and they make use
of this competence in their practice. CPNs, PSWs and
OTs in larger psychiatric units are trained in cognitive
behaviour therapy for anxiety disorders and depression,
and work as therapists in addition to the psychiatrists.32

A national mental health helpline, 1926, was introduced
by the National Institute of Mental Health of Sri Lanka
in 2018, which is toll free and available to the public



24 hours a day and seven days a week.33 Prior to the
establishment of this national helpline, small-scale local
helplines, which were established by mental health
facilities in the regional hospitals, did improve the link
between services and the community in the regional areas
of Sri Lanka. An example of such a regional helpline was
the mental health triage and support telephone service
at Ampara General Hospital, which was established
in 2008.34

Community support centres are drop-in facilities
that provide day patient services, information and
psychological support/ input.32 However, to date, they
have failed to gain crucial support or extensive utilization.
It may be possible that other services and community
points such as meetings at temples/ kovils/ churches/
mosques may be fulfilling these needs better amidst the
dearth of infrastructure and human resources that are
needed to run such community support centres in most
areas of Sri Lanka.

The National Council for Mental Health, “Sahanaya”,
is a well-established community day centre operated
by a non-governmental organization, which provides
community support for the mental health needs
of the public and fills the gaps arising from a limited
availability of government funded community
resource centres.35

Table 6 summarizes the mental health services

available by 2017 (Table 6).

Outpatient facilities

ORGANIZATION OF COMMUNITY-BASED
PSYCHIATRIC CARE

Multidisciplinary teams including MOMHs, CPNs and
PSWs, led by a consultant psychiatrist, deliver all of the
aforementioned community-based care, in addition
to hospital-based care. These teams are primarily
based at teaching, district and base hospitals, as
psychiatrists are only appointed to these hospitals. At
least one such team is available in each of the 24 districts
in Sri Lanka.36

CPNs who have undergone specialist six-month training
in both inpatient and community settings are fulfilling
more prominent roles in the delivery of psychiatric care
in the community, as they grow in numbers.

As there was a dearth of PSWs, development officers
carrying out administrative responsibilities in the health
sector were converted to PSWs following a training period
of three months. They were appointed to work with the
community mental health team in the area in which they
were employed.

One of the challenges in providing mental healthcare
in Sri Lanka is the low level of mental health literacy,
especially in rural areas, and the reluctance to seek help
due to stigma.3” A poor financial status, as seen in rural
communities, understandably results in fewer follow up
meetings too.

Mental health outpatient facilities attached to a hospital 230
"Community-based / non-hospital" mental health outpatient facility 20
Other outpatient facility (e.g. Mental health day care or treatment facility) 22
Outpatient facility specifically for children and adolescents

(including services for developmental disorders) 2
Other outpatient services for children and adolescents (e.g. day care) 5
Inpatient facilities

Exclusive psychiatry hospitals 1
Psychiatric units in general hospitals 31
Residential care facilities 23
Inpatient facility specifically for children and adolescents 3



Different mental health services across the country have
used various innovative methods to tackle this problem
of taking mental health services to people’s doorsteps.

The northern and eastern provinces, which were the
hardest hit during the long running terrorist conflict
in Sri Lanka enrolled CSOs, who were from the community,
in the mental health sector. They were paid an allowance
but were not part of the national cadre in the mental
health sector.31.34

Certain community psychiatric services temporarily
recruited volunteer community support officers (CSOs)
from the community during the post-tsunami period,
when a large number of service providers were needed.?

Other mental health services utilize volunteers from
the community and/ or field-level public officers from the
non-health sector to coordinate services and to provide
administrative, financial and welfare services support.
As these non-health sector individuals (e.g., from the
local civil administration) are from the community they
serve, they are well accepted and well placed to help
people with mental health needs and improve mental
health literacy. It is important that the mental health
team incorporate these as individual volunteer team
members, rather than as a service or an organization
providing services.

Some psychiatric services currently utilize these field-
level government officers as unpaid volunteer case
managers in the community (e.g., in the Ampara district
and later replicated in the Hambanthota district).2534

The sustainability of involving volunteers in the
provision of services is questionable but seems to have
worked in the case of Sri Lanka.

The fewer than optimum number of mental health
professionals in relation to the population is dealt with
in different ways by different mental health teams.
One mental health team comprising CPNs, PSWs, few
MOMHSs and one or two consultant psychiatrists cover
the entire district, by attending the various clinics held
at primary care level in the divisional hospitals in their
areas, in addition to providing services at inpatient
and outpatient hospitals with a larger base and district
general hospitals.

This sharing of resources ensures that all areas of the
district are served in an equitable manner. This also

makes follow ups easier as the same team is involved
in inpatient and outpatient care.

The disadvantage is the heavy burden of providing care
for an entire district with a limited number of staff, which
may lead to an increased burnout rate.

As the main psychiatry teams who deliver hospital care are
alsoinvolved in the delivery of community care, there is no
clear-cut, separate funding mechanism for community-
based care. However, some of the services in the
community are funded by provincial health authorities. For
example, the transportation of the specialist psychiatrist
and team from the main/ district hospital to remote clinics
is provided by the provincial health service.

The extent of the provision and support for mental
health services depends to a large degree on the
budgetary allowance from the provincial government,
which will differ from province to province.®

The lack of a separate mental health budget is a major
drawback in Sri Lanka. A small percentage of the non-
communicable disease (NCD) prevention allocation from
the national health budget and other international funding
projects are the main sources of funding for mental health
activities in the country. This significantly impinges on the
systematic expansion of the services and the infrastructure
development, including transport services, medical supply
maintenance and human resource development.?2

The current mental health legislature of Sri Lanka, dating
back to the Lunacy Ordinance of 1873 and amended
in 1956, has little or no provision for community-based
care. This legislature does not provide legal cover for
involuntary treatment in regional hospitals or in the
community, which significantly hinders an effective
treatment framework within the peripheral mental health
services in Sri Lanka today.

In each district, outreach clinics are based in selected
divisional hospitals which are primary care units, but these
clinics do not exist in all divisional hospitals. Therefore, the
link between primary care units and community-based
mental services is not uniformly present countrywide.
Generally primary healthcare staff will identify and refer
individuals for psychiatric assessments.?



There is no division within teams providing community-
based and hospital-based services, as it is the district
psychiatrist that provides leadership in relation to all
aspects of mental health services in a particular health
administrative district.3¢

Community mental health services liaise with the different
non-governmental organizations active in the community
they serve, where appropriate.2535

A number of non-governmental organizations provide
different types of supportive services for those with mental
health issues. However, most of these organizations are
based in the capital, Colombo and in other major cities.?3

The Sri Lanka College of Psychiatrists is one of the main
professional organizations which liaises closely with the
Ministry of Health and the Directorate of Mental Health,
to bring about the improvement of mental health services
in the country. The College, in addition to its involvement
in training mental health professionals of all categories,
is involved in reviewing mental health legislature and
mental health policy planning, as well as organizing the
infrastructure and services throughout the country.38

WAY FORWARD

The mental health policy after 2015 is in the process
of being reviewed, however, this has not been finalized,
which has led to a lag in the improvement of mental
health services. A new mental health act is in the process
of being enacted to improve and replace the previous
Mental Diseases Ordinance of 1873, so that the legislature
addresses current and future mental health needs.1®

Increasing the cadre positions and training allied mental
health professionals are ongoing challenges, especially
in the face of a restricted health budget. However, this
is recognized by the mental health directorate as a need.'8
Retaining allied mental health professionals (CPNs, PSWs,
OTs, MOMHSs) other than psychiatrists in mental health
services is difficult, as they come under a general scheme
for transfers and promotions in a similar manner to all

other professionals in the public health sector. Addressing
this effectively is necessary but this would require
a change to the government recruiting and transfer rules
and policies, which is unlikely to happen imminently.

The fact that most of the health services in the country
are under provincial governance means that local politics
and priorities are in operation, which are different from
national priorities. This results in differing budgets,
impacting the services that are offered in different
provinces. While some provinces actively support mental
health service provisions and development, others may
not. Therefore, there is a discrepancy in the service
provision between different parts of the country.

A lack of built-in monitoring and the absence of critical
evaluation of the effectiveness of services is another
drawback in further improving established systems.?
Therefore, key performance indicators (KPIs) and
outcome indicators need to be developed for community
services. Research and audits are taking place but should
be encouraged further. Provincial level and district
level reviews of services which occur regularly are not
formally evaluated.

Providing encouragement and opportunities for those
who implement successful community models and
giving others the chance to learn from peers working
in different areas of the country where they have been
successful are crucially important. Moreover, establishing
pathways for the career development of all categories
of staff and supporting the health of the workforce
to prevent burnout are equally vital, in order to sustain
these systems.

DISCUSSION

Historically, when the transition of mental healthcare
from asylums and large mental hospitals to services
in the community was initiated worldwide in the mid-
20th century, this led to many debates and criticisms
within the specialty.3839 Different countries offer different
models of community services with varying levels
of success or failure. Several models of community mental
healthcare have been proposed over time.4%-42 However,
the overall consensus is that there is no one universal
public health model that fits all countries.*3



The World Health Organization (WHO), recognizing
the treatment gap in mental health services globally,
produced guidance for mental health policy and service
development in 2009. This pyramid model of care aims
to help countries build or transform their mental health
services, in a five-stage model to: promote self-care,
build informal community care services, integrate
mental health services into primary healthcare, build
community mental health services, develop mental
health services in general hospitals and limit the
number of psychiatric hospitals.**

The model of mental health services in Sri Lanka
is compatible with the WHO model and the improving
statistics bear witness to the way in which this system
has been effectively implemented.

However, going beyond this recommended model, the
mental health services in different parts of Sri Lanka have
managed to further adapt to the needs and availability
of resources in the areas they serve, leading to slight but
important differences in the organization and delivery
of care within the country itself.

CONCLUSION

Sri Lanka has implemented a community mental health
system based on the WHO recommended model. The
different stakeholders led by the Ministry of Health are
working together to improve the quality of the services.
Further enhancing this model of care, the mental health
professionals providing services in different parts of the
country strive to improve their services, by utilizing the
resources available in their area, rather than being limited
to the resources made available by the government
or the system. This has led to unique differences in the
way in which services are offered in different areas of the
country, which the authors view as a positive feature
of the evolving community mental health service model
in Sri Lanka.
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ABSTRACT

Georgia has recently made a commendable effort to reform mental health care. The “Concept on Mental Health Care”
adopted by the Government and the two strategic plans for 2014-2020 and 2021-2031, which aimed to develop
comprehensive evidence-based, culturally appropriate, and human rights-oriented mental health care, have promoted
the deinstitutionalization and development of community mental health services. Since 2018, new standards of care
for mental health ambulatories and mobile teams have been imposed and implemented in the state programme
and funded accordingly. The study aimed to investigate the quality of care in community mental health services. As
a result, we monitored the mental health ambulatories in all major cities and regional centres of the country (in total,
16 ambulatories) and the mobile teams which had at least two years of experience (in total, 14 mobile teams). The
data analyses showed that the new standards for ambulatories and mobile teams increased access to and coverage
of mental health care across the country. However, further effort is still needed to achieve comprehensive treatment

by mental health care services.

AHHOTALMA

B mocneaHue rogel, B [py3un b1 NpeanpuHATEE 6onblUve YCUamMa no pepopMUPOBAHNIO CUCTEMBI OXPaHbl
ncnxmyeckoro 340posbs. B 2013 rogy npasBntensCcTsoM Ipy3unn 6bina yTeepxgeHa «KoHuenums ncnxmaTpmuyeckomn
nomoLLM», a Takxe pa3paboTaHbl ABa cTpaTernyeckmx naaHa Ha 2014-2020 n 2021-2031 rr, 4TO CNOCO6CTBOBANO
npoueccy AeVHCTUTYLMOHANM3aUMN N Pa3BUTUIO BHEDOSIbHUUHBIX CAYyX6 OXpaHbl MCUXNYECKOro 340POBbS.
C2018 rosa B rocysapCTBeHHO NporpaMmMe 6biv BBeAeHbl HOBble CTaHAAPThl OKa3aHWA NOMOLLM A5 aMbynaTopuia
N MOBUNbHBIX BpUrag 1 COOTBETCTBEHHO M3MeHUNacb cuctemMa GUHaHCMPOBaHWUA. HacToslee nccnejoBaHve
HanpaB/eHO Ha M3y4YeHre KayecTBa OBCMYXMBaHUA BHEOOMbHUYHBIX CY>X6 OXPaHbl MCUXNYECKOrO 340POBbS.
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AHann3 JaHHbIX MOHUTOPWHIa ambynaTopuii NCUXMYECKOro 340POBbS BO BCEX KPYMHbIX rOpoAax v 06/1acTHbIX

LeHTpax cTpaHsbl (Bcero 16 ambynatopum) n MobUAbHbIX 6purag, KoTopble GYHKLMOHUPYIOT, He MeHee ABYX fieT

(Bcero 14 cepsmcos) nokKasan, YTo BegeHne HOBbIX CTaHAAPTOB AN1A BHEBONBbHUNYHbIX C}'Iy>K6 NCNXN4YeCcKoro 340poBbA

pacLmMpunao JOCTYN 1 0XBaT NCUXMATPUYECKO MOMOLLIbHO MO BCel cTpaHe. TeM He MeHee HeobXoANMbI JaNibHelLne

ycannma Ana pasBmtna BCGO6'I:>EM}'I}OLLI,GFO, KOMMJIEKCHOIro N OCHOBAaHHOIO Ha 6VIOI'ICVIXOCOLLI/Ia}'IbHOM noaxoje cncrtemsbl

NCNXNYECKOTo 340p0BbA B CTpaHe.

INTRODUCTION

Following the growing global focus on deinstitutionalization
in the past 50 years, accessible community mental
health services were highlighted as a commitmentin the
European Mental Health Action Plan 2013-2020, with the
goal of improving the well-being of patients and families."
Georgia has made commendable efforts to reform
mental health care in recent years, motivated by the
growing need for affordable and efficient community
mental healthcare.2

Georgia’s mental health care system is managed by
the Ministry of Internally Displaced Persons from the
Occupied Territories, Labor, Health, and Social Affairs
of Georgia (IDPLHSA), which oversees health and social
welfare. The ministry supports and coordinates the
preparation of the legislation, strategies, action plans,
and state programmes that should be adopted by the
Government and the Parliament.

The “Concept on Mental Health Care”3 and the two
strategic plans for 2014-2020 and 2021-2031, which have
been developed and approved by the Government,* aimed
to develop comprehensive evidence-based, culturally
appropriate, and human rights-oriented mental health
and social care services. The Georgian mental health
state programme, which has been functioning since
1995, became the subject of significant amendments
in 2018. The budget has been increased significantly
and more than half of the funding has been allocated
to developing community services, such as community-
based ambulatories and mobile teams.

Along with an increased budget (of 8,000,000 GEL),
new standards for community-based services have been
introduced and incorporated into the mental health state
programme. The number and location of community
services and the funding methodology have been
changed and defined according to the populations

of the catchment areas. These changes contributed
to achieving the indicator set by the mental health
strategic document and the corresponding action plan
for 2015-2020. The strategic document specified that
by 2020 the ratio between community and institutional
services in Georgia should have been 50:50. Introducing
the standard of a qualitatively new type of outpatient
service changed the ratio established in 2017 (7:75) to the
ratio 48:52 in 2021.

The community mental health care services in
Georgia include:®

Community ambulatories — specialized secondary
level services, which provide care for persons with
mental disorders within the area of their residence.
Outpatient services are based on the biopsychosocial
model and a multidisciplinary approach. Each centre
serves a population of 70,000 to 100,000 inhabitants
and has a staff of one psychiatrist, 1.5 nurses, and
1.5 psychologists.

Community mobile teams — intensive care for people
with severe mental disorders who are frequently
hospitalized or stay in hospital for a long time.

The multidisciplinary team consists of three to four staff
members, including a psychiatrist, nurse, social worker,
and/or psychologist. The team develops an individual
care plan for each patient based on the recovery model
and provides home care.

Currently, 33 mobile teams are operating countrywide,
but the number and composition of the teams need
further development.

Mental health crisis intervention centres for adults
(aged 16-65 years) — a specialized service which serves
individuals living in a particular catchment area (one
team per 150,000 inhabitants) with the goal of reducing
psychiatric hospitalizations. The teams consist of one
team leader, one psychiatrist, one psychologist and



one social worker per 20 cases. The team serves people
with acute mental health problems. These services can
be provided at home (with two daily visits possible),
or a person can be transferred to the crisis intervention
centre. As the crisis resolves, the person must be referred
to less intensive mental health services.

Residential/home care for persons with mental
disorders — a specialized mental health service that
offers supported housing and appropriate care to ensure
the social adaptation and integration of the person
with a mental disorder, as well as the maintenance/
development of their independent living skills. The
assisted living facilities offer different levels of support
corresponding to the diverse needs of people with
mental disorders. They provide a homelike setting,
organized on a recovery model and different levels of
therapeutic intervention.

The distribution of the services across the regions
is shown in the figure (Figure 1).6

THE AIM AND METHODS OF THE STUDY
The study aimed to investigate the quality of the care
provided by the community services, such as mental
health ambulatories and mobile teams, and to develop
recommendations for the further improvement of the
standards of care based on the results.

As a we monitored the mental health
ambulatories in all major cities and regional centres

of the country (in total, 16 ambulatories) and the mobile

result,
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teams with at least two years of experience (in total,

14 mobile teams).

The quality of care and standards of services have been
studied using the following tools:

+  The WHO QualityRights tool kit for assessing and
improving quality and human rights in mental health
and social care facilities.”

*  The service monitoring tools for ambulatories
(Appendix 1).

* The service monitoring tools for mobile teams
(Appendix 2).

The service monitoring tools are the standardized
instruments, which have been developed by the working
group of experts approved by the Ministry of the Health
of Georgia (number of document NeO1-109/m, 27.05.2017).
Independent monitoring groups made up of three to four
members visited the services on the spot. The information
was obtained from the following sources:

The service documentation — employment contracts,
internal orders and regulations, medical records, lists
of the available medications, etc.

Structural interview — the standardized questionnaire
based on the WHO QualityRights tool kit and monitoring
tools have been used to interview the multidisciplinary
team members — psychiatrists, nurses, psychologists,
social workers, services users, and caregivers.

The aim and procedures of the study were clearly
described to the participants. All participants signed the
informed consent.

4k Psycho-social rehabilitation l OPERiEs
by Municipality ﬂ OP Shared Service for more
Assertive community ankopeiesion

treatment ms Crisis Intervention

Mult: % Psycho-social rehabilitation
* in children and adolescents

- Mobile outreach team
- 1 ll Shelter service for disabled people . services
d o = shared for more than one regions '
. Mobile outreach team
| @ Racha-Lechkhumi services shared for more
] .., and Kvemo Svaneti than one region
Samegrelo- i " 7 Mtskheta- B+ Day hospital
I Zemo Svaneti Tl v - Mtianeti for children
i —~oY A T
i ol r . ]
11 sa s
T merel @ ) Shida Kartl i"
l oy h # & X {
Guria l_ ik ... .. 1 Kakheti
@ > a8 @
s & . i, - t T .
e @ Samtskhe- 1

i AdjETaAR. A Javakheti

Kvemo Kartli  C. Thilisi
Municipality

do
=]
%0



RESULTS AND DISCUSSION
The increased budget and introduction of new standards
for ambulatories and the development of mobile teams
organized in all country regions have significantly
increased the capacity for mental health care. The
medication supply of the community services has
substantially improved. The implementation of the
recovery model and multidisciplinary teamwork has
stimulated the development of biopsychosocial treatment
approaches. More mental health professionals, e.g.,
psychiatric nurses, psychologists and social workers, have
been trained and employed.

In parallel to these remarkable achievements, the
following challenges and barriers have been identified:

The official number of patients registered with the
community services exceeds the real number of service
users. This statistical discrepancy distorts the actual
need for mental health care services. In the table
(Table 1), we can see that if the ambulatory serves all
registered patients, then according to the official number
of visits, this number of patients are not able to visit the
ambulatory at least once per three months. There is an
imbalance between biological and psychosocial care.

The services predominantly offer biological treatment.
The patients are generally seen by psychiatrists and
receive psychopharmacological

treatment. Hence,

the psychiatrists are overloaded; sometimes, the

psychiatrists have 15-20 or more patients per day while
their appointment hours are five hours per day, and the
average appointment time is approximately 20-25 min.
Thus, the maximum number of patients per day per
psychiatrist should not exceed 15-18 patients (Table 2).

According to the standards for community mental
health ambulatories and mobile teams in Georgia, there
are enough psychiatrists and psychologists in most
community services, but still a shortage of qualified
nurses and social workers. The average points for the
WHO QuialityRights tool kit standard 2.2.8 — “The facility
has skilled staff and provides good-quality mental health
services” were six points out of 10 (Figure 2).

The score for the WHO QualityRights tool kit
standard 2.3. “Treatment, psychosocial rehabilitation,
and links to support networks and other services are
elements of a service user-driven recovery plan and
contribute to a service user's ability to live independently
in the community” varied from very poor to poor (= two
out of 10 points). Hence, the recovery model for care and
multidisciplinary teamwork is not implemented properly,
and the resources of other mental health professionals
are not used accordingly (Figure 2).

There are significant differences in fund distributions for
medications, administrative, and other expenses across
the services, which cannot be explained by the number
of patients or the workload of mental health professionals

Ambulatory N Numb‘er ) % of ) Numl?er Number . Tplfal Nyrnber of possible
of registered patients | population of visits of home visits | visits visits/per three months
1 10040 2,9 776 89 865 0
2 3162 0,7 1105 6 MM 1
3 2576 1,4 570 31 601 1
4 4165 1,2 994 2 996 1
5 799 0,8 180 12 192 1
6 4568 2,0 810 10 820 1
7 5810 41 775,5 4,5 780 0
8 301 0,5 160 6 166 2
9 1034 1,4 246 2 248 1
10 763 0,5 438 39 477 2
11 7500 1,4 1940 4 1944 1
12 3456 2,1 820 10 830 1
13 14829 5,9 1100 3 1103 0
14 738 0,8 305 4 309 1



Table 2. The Average Psychiatrists’ Workload in Outpatient Services

N of Ambulatory !\Iumber ofv[sits Number of home Number. . Numl?er .
in ambulatories per month visits per month of Psychiatrists of Daily visits
5 305 14 2 8,9
1 360 16 2 10,4
8 180 12 1 10,7
9 775,5 45 4 11,4
2 1570 31 7 12,7
" 438 32 2 131
14 810 10 3 15,2
15 861 2 3 16,0
4 1776 68 6 17,1
3 3100 89 10 17,7
6 3940 20 12 18,3
7 2105 6 6 19,5
10 1420 10 4 19,9
13 1494 14 4 20,9
12 446 2 1 24,9
160 1
140
120 7
100 6
80
: l
: - 2
20 I I
| = Em =
’ 2.1. Facilities are available 2.2. The facility has skilled 2.3.The recovery 2.4. Psychotropic medication 2.5. Adequate services
to everyone who requires staff and provides model is implemented, is available, affordable are available for general
treatment and support good-quality mental Psychosocial rehabilitation and used appropriately and reproductive health
health services and links to support

networks and other
services are available

Figure 2. The data on the WHO QualityRights tool kit Team 2. The right of the enjoyment of the highest attainable
standard of physical and mental health (Article 25 of the Convention on the Rights of Persons with Disabilities (CRPD).

Standard 2.1. Facilities are available to everyone who requires treatment and support — eight points out of 10.

Standard 2.2. The facility has skilled staff and provides good quality mental health services — six points out of 10.

Standard 2.3. The recovery model is implemented. Psychosocial rehabilitation and links to support networks and other services
are available — two points out of 10.

Standard 2.4. Psychotropic medication is available, affordable, and used appropriately — seven points out of 10.

Standard 2.5. Adequate services are available for somatic and reproductive health — two points out of 10.
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and mainly depend on the subjective interpretation
of need by the owners or directors of the services (Table 3).

The results of the WHO QuialityRights tool kit interviewing
tools have revealed that most of the community mental
health ambulatories have good infrastructure, satisfying
physical conditions, and a comfortable environment,
but lack sufficient space for psychosocial activities. The
services are available to everyone who requires treatment
and support (= nine points out of 10).

The psychiatrists are qualified to provide psychopharma-
cological treatment. Psychotropic medication is available,
affordable, and generally used appropriately. However, the
successful implementation of a recovery-oriented model
and psychosocial treatment requires additional effort.
The reproductive and somatic health of the patients lacks
sufficient attention. The patients with serious mental
disorders who are on long-term antipsychotic treatment
have limited access to necessary laboratory tests and
instrumental exams (Figure 2).

Index Max
Index of Medications (% from the total budget) 66

Index of salary for a Psychiatrist 1900
Index of salary for a nurse 1200
Index of salary for a psychologist 1500
Index of salary for a social worker 1000

Mobile Team N Human resources (35)

1 32 37
2 34 40
3 31 37
4 35 34
5 28 37
6 27 37
7 29 37
8 24 38
9 28 35
10 30 30
" 27 29
12 23 35
13 20 29
14 19 29

Organizational boundaries (40)

There is a significant deficiency of certified social
workers, especially in the regions. Therefore, in most
community services, the personnel working as social
workers do not have specialized education. A lack
of qualified social workers and a shortage of social
programmes in the community prevent resocialization
and the provision of support for independent living.

In mobile teams, the numbers, qualifications, and skills
of mental health professionals (e.g., the numbers of nurses,
psychologists, and social workers) differ across the services,
which considerably influences the quality of care.

The mobile team assessment scale, which rates the
structure and composition of human resources, the
nature of services, and organizational boundaries,
showed an unequal distribution of resources and service
provision. Only half of the mobile teams with two or more
years of experience showed desirable results and fully
or nearly fully could implement the standards of care and
receive <85 out of a total 100 points (Table 4).

Min P-value
32 0,01
550 0,00
300 0,00
400 0,00
125 0,01

Nature of services (25) Total (100)
24 93
19 93
22 90
19 88
22 87
23 87
20 86
21 83
20 83
17 77
20 76
18 76
23 72

14 62



The wages of mental health professionals vary and are
based on the subjective decision of the administration
rather than on objective criteria (qualifications, working
hours, workload, etc.).

Some mobile teams share their offices with other
mental health services, mainly with ambulatories,
which increases the risk of access to patients’ personal
information and raises confidentiality issues.

CONCLUSIONS
Based on the results, the following recommendations
have been proposed to the authorities and stakeholders:

The surveillance system, staffing, and care standards should
be developed according to the methodology of the WHO
Mental Health Policy and Service Guidance Packages “Human
resources and training in mental health” and “Planning and
budgeting to deliver services for mental health."10

The assertive involvement of all mental health
professionals (e.g., psychiatric nurses, psychologists,
social workers, etc.) will enhance the accessibility and
quality of care. The number of visits and consultations
could be increased, and the service users could receive
comprehensive biopsychosocial treatment.

The successful implementation of the recovery model
requires continuing excellence in professional education.
Training in human rights issues and recovery treatment
should be routinely offered to psychiatrists and other
mental health professionals. The regular monitoring and
supervision of services are essential predictors for the
further improvement of service delivery.

The introduction of the objective parameters for fund
distribution warrants an equitable and fair funding system.

The strong liaison and developed referral system
between mental and general health services will improve
the quality of somatic and reproductive care and
overall outcomes for people with mental and physical
health problems.
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ABSTRACT

The current system of mental health care in Greece was created in accordance with the European Union and
other international principles for mental health care provisions. Whereas Greece has been reforming its system
of mental health care since at least the 1980s, the main recent Greek effort has been “Psychargos”, a program
which began in 2000 and is still in effect. During the last two decades the Greek mental health system has been
gradually shifting to a community-based system of care. Various services with unique, yet intertwined, responsibilities
have been introduced. The Greek system of mental health care still faces challenges, and the mental health reform
is ongoing. Future goals should be to improve the current framework of care and access to care by establishing
community mental health services across the country that are fit for purpose, enhancing multidisciplinary collaboration
and patient involvement, integrating community mental health care with physical and social care services, and
ensuring that service development is driven by need. Crucially, such aims demand the adoption of a culture
of clinical governance and a consistent shift from traditional therapeutic care to person-centred psychiatry and
preventive psychiatry.

AHHOTAUMA

CyLLecTBytoLLaa cMCTEMa MCUXMaTpuyeckor nomowm B Mpeunn 6bina co3faHa B COOTBETCTBMU C TpeboBaHMAMMN
EBponelickoro Coto3a 1 APYrMy MeXAyHapOoAHbIMU NMPUHLMNAMWN OKa3aHWsA NCUXMaTPUYeCcKor noMoLLm. XoTs
pedopmMa cMCTEMbI NCUXMATPUYECKO NoMoLLM B Mpeumnn BedeTcs, kak MUHUMYM, ¢ 1980-x roZoB, OCHOBHOI CTana
nporpamma «Psychargos», koTopas 6blna co3gaHa B 2000 r. 1 paboTaeT Mo ceil geHb. B nocnegHve aBajuath et
cMcTeMa NCUXmaTpu4eckon nomoLum B Fpeumm nocTeneHHo nepexoanT Ha BHEOONBHUYHbIA TeppUTOpUanbHbIN
MPUHLMN NpejocTaBneHns MeANLIMHCKMX YCIyT. Bbliv co3gaHbl pasanyHble Cyx6bl, BbIMOHSAOLWME YHIKAbHbIE,
HO B3aMMOCBs3aHHble GYyHKLMW. B HacTosillee BpeMs B rpeyeckoil cucteMe MncuMxmaTpuyeckor momMoLuy Bce
ellle CyLLecTBYHOT Npobnemsbl, 1 pepopma B gaHHOV cdepe npogomkaeTcs. Lienn Ha byayLiee foMKHbI BKAOYATb
B Ceb6s1 yCOBEpPLUEHCTBOBaHME CYLLEeCTBYHOLLEN CTPYKTYPbl NCUXMATPUYECKON NOMOLLM, NOBbILLEHME JOCTYMHOCTY
MeANLMNHCKNX YCIYT NyTeMm Co3jaHus LeneBbiX CyX6 aMbynaTopHON NcMxmaTpruyeckod MOMOLLM Mo BCelt CTpaHe,
yayylleHne MeXANCUUNANHAPHOIO COTPYAHNYECTBa Y BOBNEYEHHOCTW NaLMeHTOB, MHTerpaLuio aMbynaTopHoi
NcUXMaTpMYecKol MOMOLLM C MEANLMHCKUMI CNyX6aMu 1 coOLManbHON 3aLMTOM, a Takxke obecneyeHne pasBUTUS
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COMMUNITY MENTAL HEALTH SERVICES

IN GREECE: DEVELOPMENT, CHALLENGES

AND FUTURE DIRECTIONS

Greece's shift from asylum-based to community-based
mental health services began after joining the European
Union (EU) in 1981. Specifically, the adoption of the
European Council's decision 815/84 made provisions
for urgent financial support to facilitate the psychiatric
reform of the Greek mental health care system. In order
to support the reform effort beyond that initial EU
funding, in 1995 the Greek government implemented
a long-term operational plan called “Psychargos”, which
was initially jointly funded by the EU, and eventually
funded entirely with national funds (data obtained from
the official “Psychargos” website). The name “Psychargos”
originates from the mythological “Argos” and the
return of the golden fleece, symbolizing the safe return
of patients with mental disorders back to the community.
The original “Psychargos” package ran from 2000 and has
been renewed twice to this day. The most recent (third)
“Psychargos” (2010-2020) package had three distinct
linchpins, including, firstly, the programing of actions
to promote community-based services, and secondly,
the design of educational actions to promote the mental
health of the general public and to prevent mental
illness at a primary and a secondary level, for instance,
in substance use disorders. Lastly, the package included
actions to organize existent mental health services and
to inform and train their workforce. The mental health
service reform is ongoing."

In 2011, an ex post evaluation of the progress
of psychiatric reform was performed in collaboration
with King's College London and the UK National Health
Service, led by Professor Nikandros Bouras.2 The

research methodology comprised both qualitative and
guantitative approaches based on multiple research
methods. The primary data sources included individual
interviews, focus groups (with both mental health
workers and patients and patients’ relatives), site visits
and specially devised questionnaires. The secondary
data sources included literature reviews, reports and
official documents. The evaluation provided valuable
insight into existing infrastructure and services, and
highlighted several fundamental challenges, including
organizational shortcomings. We refer the reader
to the article for a more extensive presentation of the
evaluation methodology. Following the economic crisis
that ensued, in 2019 the Ministry of Health and Social
Solidarity laid out a blueprint for the development of new
services to support the further growth of community-
based mental health care in the country. This ambitious
plan put emphasis on the development of many new
services in the community, such as mobile units,
day hospitals and community mental health teams,
and had an overall positive impact. Recently, the
Ministry produced a national action plan for health for
2021-2025, which includes a set of generic goals,
including preventive and public health targets. In regard
to mental health, the emphasis was put on child and
adolescent psychiatry and substance and alcohol misuse.

COMMUNITY MENTAL HEALTH SERVICES IN GREECE
Inpatient facilities remain the first point of contact for
patients in Greece, but there is a multifaceted political
drive to switch the focus of care to the community. The
Ministry of Health, mental health professionals and the
independent authority “The Greek Ombudsman”, to name
a few, have examined this issue, while studies have
highlighted the service gap in the community and primary
care.?3 As a result, most large hospitals and asylums have



closed, and the number of psychiatric beds is steadily
falling (2019 figures: 71.45/100000 population). In their
place, several types of community care services have
emerged. These have been primarily state-funded, either
through direct investment into the public health system,
or through subsidizing private initiatives. The private
sector itself has also stepped in with the development
of long-term care homes to fill the gap left by the asylums.
There are also many non-governmental organizations
and local community operations offering a long list
of individual options for psychosocial integration and
therapeutic community options. The backbone of the
community mental health service is composed of the
following types of services:

* Community and Outpatient Services: Community
mental health care in Greece is mainly offered by
outpatient clinics located in general hospitals or
psychiatric hospitals. However, community services
per se, such as community mental health centres,
mobile units and urgent intervention units, are
gradually being deployed. Mobile units in particular
offer a massive advantage in a mountainous
and island nation like Greece, and often resort
to creative means in order to reach isolated parts
of the country. Other community services involve
private practices and psychotherapy services. These
services intertwine and cooperate well as a rule, but
coordination can sometimes be a challenge.

«  Day Hospitals: In the last decade there has been
a significant increase in this specific type of centre.
Their goal is the prevention and reduction of
disability and institutionalization of patients with
chronic mental disorders. Daily care centres aim
to reintroduce patients with chronic mental disorders
to the community as active members. It is vital for
such rehabilitation services to collaborate closely
with allied professionals such as occupational
therapists and social workers. In addition to regular
day hospitals, other types exist, such as occupational
rehabilitation centres, patient clubs, apprenticeships,
supervised work and skills training programs, and
self-help groups. Among them, the so-called “Social
cooperatives of limited responsibility”, a form
of mental health cooperative business, usually funded
by the government, offers assertive occupational and
social rehabilitation interventions, with a focus on
societal reintegration.

*  Hostels and Sheltered Housing: These services have
a specific target. They accommodate patients with
chronic mental disorders who are unable to fend
for themselves and lack a social support network.
They comprise post-discharge hostels, hostels
for medium-term and extended stay with various

boarding schoals,

apartments (supervised placements usually for

supervision forms, secure
five to 10 residents), and foster families. Sheltered
housing can be a useful interim solution for patients
with chronic mental disorders who lack a family
or a close safety network. However, when this
“interim solution” becomes chronic, a new type
of institutionalization ensues.

THE HUMAN FACTOR

According to Eurostat, Greece has 26 psychiatrists per
100000 population, only second behind Germany among
EU countries, and the number is on the rise. By contrast,
according to the WHO Global Health Observatory4in 2016
only 12.75 mental health nurses were available per
100000 population, one of the lowest numbers in the EU.
According to the same dataset, 8.78 psychologists were
available per 100000 population, but this number
is confounded by licensing issues. In Greece, the vast
majority of mental health professionals work in large
city centres, whilst the rest of the country has evident
disproportionate shortages. Numbers aside, continuing
professional development is not always actively
thought of and is not centrally regulated for mental
health professionals. As a result, a culture of ongoing
reform is not easily maintained among the workforce.
A silver lining is highlighted in the aforementioned ex
post evaluation of the psychiatric reform:2 according
to the report authors, Greek mental health professionals
have great local and clinical leadership potential, and
this potential has not yet been harnessed due to their
positioning and the lack of a clear hierarchy.

PERSPECTIVES AND CHALLENGES

Greece has come a long way since Leros® and, despite
financial and societal setbacks in the last few years,
has managed to push its psychiatric reform forward.
Figure 1 shows the falling trends in psychiatric beds and
a simultaneous rise in the total number of psychiatrists
indicates the growth of community mental health care,
as shown by the data obtained by Eurostat. Beyond the
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Figure 1. Psychiatric reform trends in Greece: trends in psychiatric beds and total number of psychiatrists.

development of new services, social, economic, and legal
standards had to adapt to modern times and incorporate
international experience. Importantly, the culture had
to shift; mental health had to be elevated in importance
and psychiatry had to gain parity of esteem. This change
was recently heralded by the appointment of a dedicated
Minister for Mental Health, a European first. Despite this
good news, there are still organizational shortcomings,
a relative lack of a culture of clinical governance, and
widespread societal stigma regarding mental health.

Integrated care

Many modern mental health care systems aspire to
integrated models of care, as proposed by the World
Health Assembly.® As far as Greece is concerned such
an aspiration is simultaneously its triumph and its
nemesis. Its nemesis, because integration requires
good organizational skills — not Greece's strong suit. Its
triumph, because integrated care — if managed well —
has enormous potential in Greece. This is because the
country has strong, but largely unlinked institutions:
physical health services, social care services, the armed

forces, the Orthodox Church, Non-Governmental

Organizations, various cooperatives and other social
institutions, and active private initiatives.”

Patient rights

One of the main challenges still remaining is the high
number of involuntary hospitalizations in Greek
psychiatric clinics. For instance, involuntary admissions
at the Department of Psychiatry, University Hospital
of Larisa, constitute about 65% of total admissions,
while this percentage rose to 78% during the COVID-19
pandemic (authors' unpublished audit data). Reducing
involuntary admissions is a milestone target in the
transition towards a new community-centred Greek
mental health care system, which will be better positioned
to safeguard patient rights.8

Clinical governance and leadership

Another shortfall of the Greek system of mental health
care is the absence of a culture of clinical governance
and leadership across ranks and disciplines. Essential
systemic functions like quality improvement are the
exception, not the rule. Simple principles, like evidence-
informed service development guided by indices
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of need, effectiveness, and cost-effectiveness, are
seldom used even by policy makers and governmental
agencies. Without this framework, a clear assessment
of current provisions is not available. Provided Greek
mental health professionals and policy makers develop
a culture of clinical governance and leadership, modern
information technology can provide them with the means
to search, observe, trace and finally improve the quality
of care given to patients.®

To achieve a meaningful mental health service reform,
one must also achieve a cultural reform with mental
health professionals. This is best achieved through
education, and in particular the development of attitudes
such as person-centred psychiatric provision,'%' respect
for human rights and preventive psychiatry. The evolution
of a framework of professional development for Greek
psychiatrists is imperative and it is the responsibility
of the government to empower the Hellenic Psychiatric
Association (and other
to develop and deliver that framework.

professional associations)

Preventive psychiatry (i.e., mental iliness prevention and
mental health promotion) is a major point of leverage
for the further development of the Greek mental
health reform. Combined with evidence-informed
service development, prevention can yield remarkably
high returns on investment. Smart specific primary
and secondary preventive interventions, combined
with tertiary prevention through rehabilitation, are
a cost-effective and clinically effective investment with
guaranteed returns. From an economic and service
viability perspective, preventive programs are effective
in a three-to-five-year window or earlier, thus making
both managerial and clinical sense. Even mental health
promotion is advantageous, given that it can yield
diffuse but certain results.'213 For example, anti-stigma
campaigns may not have tangible returns on investment,
yet the benefits are certain, albeit dispersed.’® Preventive
psychiatry is an attitude that applies to all mental health
services but is implemented chiefly in the community.

CONCLUSION
In conclusion, the Greek mental health care system
has come a long way in recent years, but must evolve

even further, despite the country’s socioeconomic
difficulties, in order to improve the level of care provided
to patients. Moving in tandem with the international
community, Greece must support better community
treatment options for mental health patients, but
more importantly, Greek mental health needs to invest
in education and preventive psychiatry, and to evolve
its culture of clinical governance and organization.
Greek society must also take an active role, through
educational and informative actions, in the continuous
battle against stigma.
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ABSTRACT

The existing practices for the participation of non-profit organizations (NPOs) in solutions for social policy problems
both in the Western world and in Russia are reviewed in this article, and a comparative analysis of the Russian and
foreign experiences in this area is performed. A separate section of the article is devoted to studies of the grant
support system for non-profit organizations in Russia. Systemic and specific problems are revealed. Conclusions are
made on the imperfections of the evolving system for the interaction between the state and non-profit organizations,
particularly in the area of project financing, as well as on the necessity for creating the conditions for the distribution
of successful “pilot” projects by individual non-profit organizations within the entire territory of Russia.

AHHOTALUNMA

B faHHOM cTaTbe paccMaTpuBaloOTCA CyLLECTBYHLME NPAKTUKA y4acTua HekoMMepueckmx opraHmsauunii (HKO)
B pelleHUn npobnem coumanbHOW MOAUTUKW, Kak Ha 3amnage, Tak U B Poccun; NMpOBOAUTCA CPaBHUTE/bHbIN
aHann3 poCcUNCKOro 1 3apybexxHoro onbita B 4aHHOW chepe. OTAenbHbIA pasgen paboTbl MOCBSLLEH NU3YYeHUIo
cucTembl rpaHToBol nogaepkn HKO B Poccmin. BbisiBAeHbl CUCTEMHBIE 1 YacTHble NpobaeMbl. [enatoTcs BbIBOAbI
0 HecoBepLUeHCTBe GOPMUPYHOLLENCS CUCTEMBbI B3aMMOAeNCTBMA rocysapctea n HKO, B TOM uncsie B Bonpocax
$GVHAHCMPOBAHWA MPOEKTOB; a TakxkXe O HeobXOAMMOCTU CO3AaHUS YCIOBUIA ANS TUPAXKMPOBAHUSA YCMeLUHbIX
«MUNOTHbIX» MPOEKTOB 0TAeNbHbIX HKO Ha TeppuTopun Bceli Poccuu.
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INTRODUCTION

An understanding of the historical period to be taken
as the baseline for the establishment of the non-profit
organization (NPO) institution in Russia is associated
with difficulties in the definition of this concept, as well
as the concept of a civil society and the interrelation
of these concepts with regard to Russia. It should be
noted that according to the opinion of Y. Degaltseva, this
process traces its roots to the 18th century.! According
to M. Weber, in the Western world the NPO system began
to form due to the rapid development of Protestantism
and the Protestant ethic.2 In Russia the process was
interrupted for a long period, and the first non-profit
organizations in analogy with the Western type appeared
in the USSR only at the end of perestroika. The Russian
non-profit organizations obtained the regulatory basis for
their activities only in 1996 upon enactment of the Federal
Law on Non-Profit Organizations. It is obvious that the
Russian NPO institution is still too young, and the gap
with the leading Western practices of NPO participation
in state social policy is sometimes quite significant. At
the same time, there is seemingly nothing fatal in this
situation, and the Russian NPO system is merely retracing
the same path as Western countries in many aspects,
with all the same mistakes and drawbacks.

In this article we will present the foreign experience
of NPO participation in state social policy, perform
a comparative analysis of the foreign and Russian NPO
systems and also discuss the situation regarding the
grant financing of non-profit organizations in Russia
in more detail.

ON THE MODERN UNDERSTANDING
OF PHILANTHROPY: NON-PROFIT ORGANIZATIONS
AS AGENTS PROVIDING PUBLIC GOODS
Prior to discussing the issue of grant support in the
non-profit sector, we will try to systematize the basic
concepts to be used. Academic studies of philanthropy
assume a comprehensive definition of philanthropy
itself, but there is no universal definition. Philanthropy
originated in Ancient Greece, and this concept has been
continually subjected to the reflection of scholars ever
since. The origins of academic studies of philanthropy
are described in more detail in the comprehensive paper
by M. Sulek.3

At present the definition by L. Salamon (1992) is the
most common definition of philanthropy. He defines

philanthropy as the “provision of private time or values
(money, safety, property) for the public purposes”. Then
he characterizes philanthropy as “one of the income
forms for private non-profit organizations”.# Taking into
account this definition, we understand philanthropy as the
spending of private funds for public purposes. At the same
time, some historians point out a fundamental difference
between “Christian charity” and “scientific philanthropy”.
This difference became obvious in the Western world as
early as the 19th century. In the simplest terms, “Christian
charity” always “gives fish”, while “scientific philanthropy”
goes further and gives “a fishing rod”, always striving
to eliminate the root causes of social problems in order
to ensure their consistent solution. Although few people
remember and discuss it nowadays, the entry of foreign
funds such as the Soros Foundation and the MacArthur
Foundation into post-Soviet Russia particularly helped
to preserve the Russian study of fundamental science
in many aspects, including fundamental studies in the
area of medicine. At present, the private foundations
of Vladimir Potanin and Michael Prokhorov have taken
up the baton. It is primarily promising projects capable
of contributing to systemic changes in social problems,
as opposed to salaries, which are financed. Thus, Russian
non-profit organizations are mainly involved in the
“scientific philanthropy” paradigm, essentially acting as the
agents between grant makers, donators, philanthropists
and their target audience in need of support. In general,
non-profit organizations may be called “the agents” for
the provision of public goods. The scientific philanthropy
paradigm has its definitive advantages. This is especially
true for the category of people with mental development
disorders and history of mental illness. In this vein,
attended employment projects are commonly considered
the most promising nowadays, and these involve “giving
a fishing rod”. However, the NPO support system in Russia
is still at the stage of formation, and there are some
contradictions to be further described in more detail.

BEGINNING: THE EXPERIENCE OF THE US
NON-PROFIT SECTOR IN THE REHABILITATION

OF PSYCHIATRIC SERVICE CONSUMERS —

THE EXAMPLE OF FOUNTAIN HOUSE

The rehabilitation of patients with psychiatric experiences
by the efforts of non-profit organizations originates from
early 1959, with the establishment in the US of Fountain
House, a famous international organization.> This



organization introduced the concept of a clubhouse.
This project is interesting because it is actually a patient
community for people with mental disorders. These are
usually day centres where some activities are provided.
As a rule, a person with a diagnosis is highly stigmatized
and seeks support from the reference group of his/her
kind, where everything is simple, and they will always be
welcomed with all their unique traits.

The concept of a clubhouse is based on the well-known
communist principle: “from each according to his/her
ability, to each according to his/her needs”. Any patient
who signs up to the clubhouse rules and accepts its
charter may come to a clubhouse. These are usually
patients without any obvious acute conditions, but
they can have different degrees of functionality. Some
of them only sit in the corner silently watching what
is happening, whereas others are already willing to be
engaged in certain creative activities: plasticine sculpture,
embroidery or painting.

The concept of supervised employment originated
particularly from these conditions, and self-help groups
also began to function there. Canteens or coffee shops
and small souvenir workshops where more functional
patients worked usually operated in these houses. The
coffee shop products were used for the needs of the
clubhouse itself and could also be for sale. In these cases
there were no strict procedures for the formalization
of employment relations or workplace discipline. The
only thing to be prescribed was the interchangeability
of the patients, and in the case of any exacerbation
in the condition of any worker his/her friend would
help. Self-help groups began to function in accordance
with the same principle. If it was observed that any
patient was “lost” and had not appeared for a long time,
his/her faithful companions would visit him/her at home.
If necessary, they persuaded him/her to consult a doctor
or even to take a course of treatment in the hospital.
This clubhouse model became so popular over time that
it spread across the entire territory of the US, and then
global expansion began.

This model came to Russia in the 1990s. In particular,
the Neva Clubhouse functioned for a long time in
St. Petersburg, before it was liquidated due to changes
in the social, economic and mainly political situation.
At present, similar patient rehabilitation centres
function only in Moscow, Arkhangelsk and Angarsk.
The clubhouse model is partially implemented by

some Russian non-profit organizations in an abridged
form; however, a clubhouse is not only a format
but also a certain philosophy — the philosophy
of equality and mutual assistance, a departure from
the objectification of disabled people with the phrase
“our fellows"” which has already become traditional,
and a philosophy which includes the mechanisms for
the development of personal responsibility for oneself
and the people around, as well as excellent parameters
for rehabilitation and social reintegration. Perhaps
Russian society and the Russian third sector are not yet
ready for the implementation of this model, although
there has been a certain amount of progress which is
bound to inspire.

THE SCANDINAVIAN EXPERIENCE

We have already mentioned the origin of the very idea
of rehabilitation for disabled people with mental disorders
by the efforts of non-commercial organizations within
the framework of clubhouse programmes in the US. The
subsequent European experience (primarily in Northern
Europe) is also quite interesting. We will review the
situation in Finland in more detail.

The development and transformation of the public
health system in Finland resulted in considerable social
changes. According to Hélen and Jauho, extensive
networks of non-profit organizations in the area
of public health and social security existed as early as
the period of the Second World War.® However, the
institutionalization of the NPO system in the country
took place only in the 1960s-70s. The rapid expansion
of non-profit organizations in the 1990s was due to a shift
in mindset with regard to social policy. More than
2,000 non-profit organizations were established across
Finland within a decade.

It is important to note that non-governmental
organizations in the area of public health hold 20%
of the entire social service market in the country and
receive the maximum payments from the budget
within the framework of the medical insurance system.
Direct allocations from the public health budget of the
country are the second source of NPO financing
in Finland.” Aside from financing, the important role
of non-profit organizations in both the development
of legislative initiatives and the shaping of the public
health policy by the relevant governmental authorities
should be noted.



The significant role of non-profit organizations in
Finland is due to the existing legislative base, primarily
the Public Health Law (1972). In accordance with this
law, the public health system is within the jurisdiction
of the local authorities. Although some municipal bodies
may manage hospitals independently, the majority do
itin cooperation with other municipal bodies. The national
system includes 278 health centres and 55 hospitals
serviced by 20 health care districts.” Based on the data
by G. Wamai, we present a table on the public health
system structure in Finland (Table 1).

As can be seen from the table, 20.6% of the hospitals
without any bed capacity are within the jurisdiction
of non-profit organizations, and the proportion of the
medical personnel in the “third sector” is 5.3%. As far
as Russia is concerned, the system for the provision
of social services by the efforts of non-commercial
organizations is perhaps an exception to the rule, and
the share of non-profit organizations in this service
market is so small that it does not represent statistically
significant figures. We will review the situation in Russia
in more detail below.

THE SITUATION IN RUSSIA

Comparing the situation in the non-profit sector in the
Western countries and Russia, A. Kochetkov notes that
“the non-profit organizations in the social sector are much
more developed in the Western world than in Russia as
the relations between the third sector and the state in the
Western countries are of systemic character”.8 This is due
to the absence of any serious financing of the third sector
in Russia and the scepticism of the majority of Russian
citizens with regard to the possibility of solving socially
significant problems via interaction with non-profit
organizations. Civic engagement of the publicis low. This
is caused by the incompetence of many civic activists and
a lack of recognition of their activities.

State
Municipal | University
Hospitals (without any bed capacity) 55 5

Health centres (without any bed capacity) | 278
17171
23.910

Hospitals — bed capacity
Health centres — bed capacity

Health care workers

The volunteer movement in Russia is still developing
and rather centralized, in comparison to the West
European countries, where the independent civic
engagement of the public is considerably higher. This
is largely due to the centuries-long culture of non-
governmental organizations in the social sphere and
the confidence of citizens regarding the possibility of the
efforts of these organizations having a real influence on
the solution of socially significant problems.

The number of non-governmental organizations
in Russia has been increasing in recent years. The Civic
Chamber of the Russian Federation and the regional Civic
Chambers are also developing. The Public Councils of
the Russian Association of Mental Health Professionals
and the Chief Psychiatrist of the Russian Federation are
functioning successfully. According to the data of the
Federal State Statistics Service, the number of volunteers
is growing annually. The case of the #WEARETOGETHER
competition, which transformed from an award in the
area of volunteering into an international competition
in 2021 and collected thousands of volunteers of various
ages under its standards, is illustrative in this sense. At
the same time, we are still behind Europe; according
to A. Kochetkov, “not more than 10% of the public are
engaged in volunteer activities. They are mainly students
due to availability of sufficient spare time and increased
mobility”.8 It can be stated that at present Russian society
has adopted none of the social sphere arrangement
models functioning efficiently in the Western countries.

As far as the mechanism for financing NPOs in Russia
is concerned, nowadays the state supports non-profit
organizations in four areas: (1) grants — special purpose
funds provided to non-profit organizations free of charge
and without repayment for the implementation of socially
significant projects. Such support at the federal level
is primarily provided by the Presidential Grants Fund,
which has recently established regional operators for

Private NPO
. . Total
Total % Quantity @ % Quantity | %
60 58.8 | 21 20.6 21 20.6 1 102
278 99.6 1 0.4 279
41.081 959 | 1.760 4.1 42.841
127.632 | 83.2 | 17.688 11.5 7.988 5.3 153.318



grant competitions in order to provide local support;
(2) subsidies — funds allocated for reimbursement of the
current targeted expenditures of organizations for their
project activities; (3) contractual relations — the provision
of orders for the supply of any goods, performance
of works and rendering of services for any national and
municipal needs. These relations between the state (the
customer) and a non-profit organization (the contractor)
are to be governed by the Public Procurement Law
prescribing preferential participation terms for socially
oriented non-profit organizations; and (4) the provision
of tax privileges for both legal entities and individuals
donating to non-profit organizations.

During discussion of the draft budget for 2021 and
the planning period of 2022-23, the Civic Chamber
of the Russian Federation noted a number of significant
drawbacks in the drafting of the federal budget.®
A reduction in the financing of projects related to the
support of non-profit organizations in the area of social
services and civil society and a considerable reduction
in the financing of national projects and governmental
programmes were specified. Under the conditions of the
COVID-19 pandemic and lockdown, the government of the
Russian Federation compiled two registers of non-profit
organizations entitled to obtain the implemented support
measures. The first register included the organizations
that had obtained governmental support within the last
three years (particularly the Presidential Grants), and
the second register included organizations not specified
in the first one but requiring support because of serious
losses during the pandemic.

A special purpose unscheduled competition of the
Presidential Grants Fund was held to support socially
oriented non-profit organizations during the lockdown
and pandemic. There were 900 organizations that won
the competition. The total amount of the presidential
grant within the framework of this competition was
P2,000,000,000. However, the social demand for the
support of socially oriented non-profit organizations
is continuously increasing. Additional support measures
will be implemented for non-profit organizations
and volunteers, enabling them to provide assistance
in this area.

Non-profit organizations in the Russian Federation rely
on their own financial activities and private donations,
but a considerable number of non-profit organizations
prefer to work with grants. This approach is especially

justified under the crisis conditions. Unfortunately, there
are no up-to-date data for the crisis year of 2020, but we
will present comparative data for 2013 and 2014. While
in the pre-crisis year of 2013, 55% (or 555,200,000 USD)
was donated by individuals, 38% (or 381,800,000 USD)
by companies, and only 7% (72,500,000 USD) by funds,
the pattern changed considerably during the crisis
of 2014: 29% by funds, 55% by companies and only 16%
by individuals.0

In 2020 the NPO financing structure again underwent
changes due to an increase of financing from funds, which
was evidenced by the experts stating that the inflow
of corporate donations had reduced in the ideal case
or even stopped completely during the pandemic. Thus,
grants remain the most sought-after source of financing
for non-profit organizations during crisis periods.

GRANT SUPPORT OF NON-PROFIT PROJECTS
IN RUSSIA: OPPORTUNITIES AND THE FINANCIAL
STABILITY LIMITATIONS OF NON-PROFIT
ORGANIZATIONS
Our work includes the experience of efficient interaction
between the All-Russia Society of Persons with disabilities
(ARSP) “New Choices” in St. Petersburg and the donator
(the Presidential Grants Fund). Activities of the ARSP “New
Choices” have been aimed at interaction with the families
of patients since 2001, particularly for the creation
of informational and psychological resources in order
to cope with mental disorders and their consequences.
The activities of the same organization in St. Petersburg,
within the framework of the project supported by the
Civil Society Development Presidential Grants Fund of the
President of the Russian Federation, became a logical
extension of the activities carried out at the previous
stages of the organization’s work. This project was called
“Informational and Psychological Support for the Relatives
of Persons with Mental Disabilities as the Component
of Social Adaptation for the Family in the New Status”
(grant contract number 18-1-002037). The activities were
developed in four basic areas: (1) informational support
for the relatives of persons with mental disabilities via
the Internet, (2) online consultations with a mental
health professional, (3) regular face-to-face informational
psychoeducational seminars for relatives and (4) face-
to-face group work with a psychologist for the relatives
of persons with mental disabilities containing elements
of art therapy.



However, there are many examples of our applications
and personal participation in grant competitions that
we failed to win for any reason. A review of our failures
and of the study performed by the CAF Charity Fund
in 2020 upon the initiative of the Association of Socially
Oriented Non-Profit Organizations “All Together Charity
Community”"" has enabled us to identify the main
problems occurring in the course of interaction between
the funds and the grant recipients.

SYSTEMIC PROBLEMS:

+ the NPO market is growing, and the “profit” from
charity donations is often obvious; so, dozens
of detractive non-profit organizations and individuals
appear, defaming this area of activities considerably

+ the popularity of “digital begging” is rapidly growing,
where donations are requested in a manipulative
form at the drop of a hat. The purpose for which the
donations are spent is not always transparent, thus
also defaming the very idea of such help.

The market mechanisms in Russia are still imperfect
in general. The mechanisms for regulating the charity
market in Russia or “the capitalism of good deeds” are
also imperfect. It is no secret that the efficiency criterion
still remains the main criterion within the framework
of market relations. That is why each fund wants to know
how much public good and charity is provided per each
spent ruble. The funds are not interested in financing any
project which does not comply with the stability criteria;
it is not in the best interests of the funds to finance any
projects with an uncontrollable efficiency measurement
system. The most unusual point is that there are no
National State Standards for charities at present. No
systemic activities are carried out in this area as yet. The
conditions are such that each non-profit organization
will develop its own National State Standard from
ground zero. As the “rules of the game” are not clear,
everybody will interpret them differently. We will identify
specific problems in the interaction between non-profit
organizations and the funds below.

SPECIFIC PROBLEMS

Various regional centres support many useful projects
willingly and routinely: the prevention of HIV infection,
the development of culture and cinematography and
the employment of schoolchildren in summer and

their recreation, as well as single mothers, orphans
and different groups of disabled people (with impaired
hearing, vision or locomotion systems). On the contrary,
non-profit organizations supporting disabled people
with mental disorders often cannot rely on any regional
subsidies. Granted activities in this area cannot be
demonstrated and promoted as widely as assistance
to any other non-profit organizations; this subject
is often “third-rail”, as is the case for hospices, or help
for critically ill and incurable patients. There is a lack
of property support for non-profit organizations in the
area of mental health. They often receive “subsidized”
premises without proper working conditions. Due to the
individualities of the NPO activities, rather uncommon
problems often occur that are difficult to solve within
the framework of general rules and require a personal
approach. But many grant programme managers of the
major funds are not involved in the agendas of these non-
profit organizations and not ready to delve in to solve
the problem.

These are often
similar with regard to requirements for the budget and
areas of expenditures acceptable for the projects. But the
activities of non-profit organizations can differ to a great
extent; for example, some non-profit organizations provide
services to target groups, and others arrange large-scale
events, etc. There is no clear understanding of the criteria
established by the donator for the grant activities.

Expenditures for human resources, i.e.,
the salaries of people working every day to make the
social changes possible, are one of the most important
budget items for many non-profit organizations aimed
atlong-term outcomes. At the same time, donators often
raise artificial obstacles for financing these expenditures.
The terms and conditions of competitions often contain
formal restrictions with regard to remuneration, the
rental of premises and other administrative costs in the
project budget, as well as to the salary rates that may
be paid from the granted funds. The organizations have
to use indirect schemes and be evasive in order to comply
with the competition terms, thus resulting in a lack of trust
between the donator and the recipient. The applicants try
to specify low salaries in the application, and then raise
additional funds in other ways.



Non-profit organizations also lack the resources for

organizational infrastructural development because
such competitions are very rare. Sometimes the grant
recipients find themselves in the position of a pleader,
and the competition supervisor treats them as if they have
wasted his or her personal money. In this case non-profit
organizations do important social work — sometimes work
which the governmental organizations would not undertake
for any reason (and if they undertook it then it would
certainly be much more expensive). At times, the non-profit
organization and the supervisor spend too much effort,

time and other resources on such difficult communication.

The co-financing of projects
is required in the majority of grant competitions. On the
one hand, it is clear that the donator wants to know that
he/she is not alone in investing the money into the project.
But 46% of the surveyed non-profit organizations note
that the conditions with regard to raising funds in the form
of co-financing seem difficult for them, and they often
have to invest their own money/resources. In the majority
of cases it turns out that co-financing in NPO applications
means the organization’s own resources, such as their
premises, the labour of volunteers, etc. In some very rare
cases non-profit organizations have and can demonstrate
co-financing from other donators. Our activities are not
annual. In 90% of cases co-financing is the voluntary
labour of the non-profit organization itself.

Situations often occur with the grant
applications when one and the same project is evaluated
differently within the framework of the same competition.
Things are becoming even more complicated due to the
fact that the majority of donators fail to provide any
feedback to applications and do not explain the reasons
for refusal. As a result, many non-profit organizations
(more than half of them according to surveys) do not
understand why they have been evaluated in one way
and not another.

Sometimes (especially in the regional
competitions) non-profit organizations have to re-approve
plans and budgets. The detailed plan and budget have
to be submitted at the stage of application, but time

delays require the introduction of certain adjustments

into the budget due to existing inflation, and then the
approval procedure starts again.

This takes a lot of time and
resources: non-profit organizations often face the formal
or non-professional attitudes of the managers on the
part of the donator. The requirements for reporting are
constantly increasing. The reporting stage raises the
majority of questions among non-profit organizations. The
problem is increasing from year to year, with more and
more documents and reports required. This increases the
administrative burden on the non-profit organizations for
grant servicing. The requirements for reporting often seem
formal and pointless, and do not correspond to project
activities, such as requirements for photos of the persons
under care, photographic reports on the number of any
event participants, etc. Sometimes the donators impose
absurd requirements, such as demands for the personal
data of the recipients, requests for photos of dinners at the
events, or attempts by their representatives to attend the
personal meetings of the recipients with psychologists, etc.
For instance, there are known cases where the granting
organization expressed a wish to attend the psychologist's
consultation in the course of individual work in order
to control the NPO activities.

The activists propose to adopt a targeted programme
for the support of civic initiatives and socially oriented non-
profit organizations and register the new support measures
in it. It is also proposed that the authorities involved in the
interaction with non-profit organizations delegate to a single
decision-making centre for non-profit sector issues.

In addition, it is also proposed that a single co-working
space with convenient furniture, flip charts and projection
units in each large city or provincial capital for volunteer
conferences, training seminars and meetings with the
beneficiaries of various non-profit organizations be arranged.

CONCLUSION

In this paper we identified some difficulties in the
establishment of the NPO institution in Russia. It is obvious
that the state has great hopes for the development
of social institutions. At the same time, the main problem
remains unsolved — whether non-profit organizations
are capable of taking up at least some functions of the
state for solving social policy issues. Unfortunately,
successful cases of projects for attended accommodation,
employment, etc., still remain non-recurrent and unique



successful cases (functioning under specially arranged
“pilot” conditions). The problemis related not only to the
lack of experience among non-profit organizations but
also to the absence of any elaborated legislative basis
in the Russian Federation capable of “recording” the
main problems of disabled or health-impaired people
and the fair distribution of various financial resources
for consistent social support of such people at different
levels. Non-profit organizations can implement pilot
projects that may be expanded later subject to systemic
support from the state.
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