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MESSAGE FROM THE EDITOR

DEAR COLLEAGUES!

I am proud to introduce another issue of Consortium Psychiatricum, dedicated
to the socially significant topic of suicides and disasters.

The rate of suicides in society can be treated as a marker of the mental health
of the population and of social stability. Social changes and disasters can
become a trigger for the manifestation of mental disorders as well as other
adverse reactions that may ultimately result in increased suicide rates.
Therefore, combining two topics — disasters and suicides — on the pages
of the journal reflects the real-life experience of contributory factors that
we, as mental health professionals, observe and aim to address.

I would like to thank our guest editor, Professor Vsevolod Rosanov,
a co-chair of the WPA section on Suicidology, for his expertise in the field
and contribution to this thematic issue.

In this issue, we cover a broad range of topics from suicide prevention
and early detection, dealing with issues ranging from self-harm behavior
and epidemiological data to the basic scientific findings. The COVID-19
pandemic that the world has been facing since 2020 became a significant
environmental factor, whose influence can't be ignored if we aim to explore
the topic of suicides. In this issue, we publish a series of papers that explore
the influence of the pandemic on the mental wellbeing of the general
population, patients, and medical professionals. The topic of refugees
represents another tragic present-day agenda, and therefore we share the
experience of mental health professionals from the Chechen Republic on
organizing psychological and psychiatric assistance for refugees in temporary
accommodation centers.

The traditional rubric on community mental care in different countries is also
shared by colleagues from Egypt and Romania.

| do hope that this issue will help to once again stress the importance
of developing suicide prevention programs that take into consideration
contributory environmental and biological factors.

I wish you pleasant reading!

George Kostyuk,

Editor-in-Chief, Consortium Psychiatricum

Consortium Psychiatricum | 2022 | Volume3 | Issue?2



MESSAGE FROM THE GUEST EDITOR

DEAR READERS!

As a guest editor, | am pleased to introduce a new volume of Consortium
Psychiatricum dedicated to suicidology, disasters, and suicide prevention.
Suicide is a serious public health problem worldwide; therefore, suicide
prevention is imperative for any individual and an important aim of many
agencies and communities, including medical and educational system,
volunteer organizations, and law and social security systems. Itis particularly
important when considering the protection of the world's younger generations
and the saving of young lives.

Suicide is a multifaceted phenomenon with a variety of dimensions, ranging
from spiritual beliefs and existential meanings to neurobiological and
neurogenomic mechanisms. This multilateralism is depicted in the current
volume, which starts with a discussion about the problematic issues of suicide prevention programs in schools and
the expected fatality in suicide attempts, to further explore the prospects for using telomere length as a marker
of suicidality in psychiatric patients.

Recently, humanity as a whole has been under serious stress due to the COVID-19 pandemic, and therefore it should
be of little surprise that a number of papers have been dedicated to the suicide risks associated with this global
disaster. Though on a population level the pandemic did not cause any substantial increase in suicide rates — on the
contrary, in many states, cities, and territories, there was a significant drop in suicides — on a personal level, various
psychiatric specialists have noticed an increase of suicidal tendencies among individual after catching this disease.
Moreover, in Russia, signs of higher suicidality were found in the course of population-based surveys, which indicates
higher risks that should be taken seriously.

Taking this into consideration it is crucial that, for the sake of suicide prevention, additional action and greater
awareness regarding suicide risks should be promoted in various public spheres, including medical and social care and
the mass media. This is depicted in another set of papers included in this volume that are dedicated to the monitoring
of intentional non-fatal self-injuries in Stavropol (Russia), mental well-being of frontline medical staff during the
pandemic crisis in Kyrgyzstan, and the elderly people in Indonesia. This topic is also discussed from the perspective
of the pros and cons of the online contact that has surpassed physical contact globally during the pandemic.

Three additional papers describing the features and practical implementation of community-based psychiatric
care in Egypt and Romania, and the experiences of psychological and psychiatric assistance among refugees in
the context of temporary accommodation centers, provide closure to the volume. These papers give an indication
of just how important organizational measures are in the psychiatric and psychosocial domains.

In conclusion, let me thank all the contributors to this volume for their interesting publications, and the editorial staff for
their enthusiasm and intensive preparatory work. | do hope that this thematic multicultural volume will serve as a useful
and stimulating resource for psychiatrists, clinical psychologists, and public health administrators worldwide. | also
believe it may promote further discussion and studies in the field of suicide prevention and may represent a considerable
step forward in the development of a national suicide prevention program in Russia.

Prof. Vsevolod Rozanov,
MD, PhD, Guest editor
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REVIEW

Problems with Suicidal Behavior
Prevention in Adolescents:
a Narrative Literature Review

Mpo6nembl NpodpMNAKTUKK CyULUOANIBHOIO NOBEAEHNA Y NOAPOCTKOB:
HappPaTUBHbIN 0630p INTEpPATYPbI
doi: 10.17816/CP166

Review

| Aleksey Pichikov, Yuri Popov | Anekceit Muuukos, FOpui NMonos
FSBI National Medical Research Center for Psychiatry @rbY «HayuoHanbHeIl MeduyuHckul uccnedosamensckuli
and Neurology named after V.M. Bekhterev of the Ministry yeHmp ncuxuampuu u Hegposo2uu umeHu B.M. bexmepesa»
of Health of the Russian Federation, St. Petersburg, Russia MuH3dpasa Poccuu, CaHkm-llemepbype, Poccus

ABSTRACT

BACKGROUND: Among the existing issues related to the health and quality of life of Russian adolescents, suicidal
behavior is being actively discussed; however, the available comprehensive measures for prevention of suicide and
attempts at suicide at this age do not provide an adequate solution. This is due to the fact that suicide is an integrative
phenomenon, and the act of suicide itself is interpreted, in essence, as the “tip of the iceberg”. What is especially
clearly manifested in adolescence is the fact that the readiness to commit suicide is associated not so much with
the level of severity of mental pathology and personality dysfunction, but with the general social context lack of
well-being of total trouble. Therefore, suicide prevention cannot be based purely on the timely identification of persons
at risk for mental pathology.

AIM: The purpose of this work is to analyze the available literature on current approaches that have demonstrated their
efficacy in reducing suicidal behavior in adolescents.

METHODS: The authors performed a narrative review of the relevant literature published between 2012 and 2021.
They analyzed the works presented in the PubMed, MEDLINE, and Web of Science electronic databases. Descriptive
analysis was used to generalize the data obtained.

RESULTS: The article discusses preventive approaches to suicidal behavior in adolescents, which are most often
studied, and which are also used in practical healthcare. It outlines the problems associated with the implementation
and evaluation of the efficacy of these preventive programs.

CONCLUSIONS: The continuing high rate of suicide among adolescents calls for an urgent concerted effort to develop,
disseminate, and implement more effective prevention strategies. School-based approaches are the most convenient
in practical terms, but they require systematic and long-term use of anti-suicidal programs. Digital interventions can reduce
the economic burden of their use, including assessing suicidal risk and identifying psychopathology associated with suicidality.

AHHOTAUNA

BBE/EHME: B psgy MetoLLMXca NpobieM, CBA3aHHbIX CO 340POBbEM U KaUeCTBOM XMU3HW POCCUIACKNX MOAPOCTKOB,
TeMa CynUMAaNbHOro NMOBeAEeHNS JOCTaTOYHO aKTUBHO 0B6CYXAAeTCs, O4HAaKO MMeeT HefOoCTaTOYHOe pelueHune
npy peannsaumm KOMMAEKCHbIX Mep Mo NpodunakTike Cymuynaos 1 CynumaanbHbIX NOMbITOK B 3TOM BO3pacTe.

Consortium Psychiatricum | 2022 | Volume3 | lIssue 2 CC BY-NC-ND 4.0 license © Authors, 2022 5
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CBsA3aHO 3TO C TeM, YTO CyULMS SABASETCA NHTEerpaTUBHLIM GEHOMEHOM, a HEMOCPeACTBEHHO CaM CyULMAANbHBbIN
aKT IHTePMPeTUPYETCs MO CYTU KaK «BepLUVHa alicbeprax». OCO6eHHO IPKO NPOSIBASETCS B MOAPOCTKOBOM BO3pacTe
TOT $aKT, YTo CynuMAanbHas rOTOBHOCTb CBA3aHA HE CTOIbKO C YPOBHEM BblPaXeHHOCTW NCUXNYEeCcKoi NaTonorum
N INYHOCTHOW ANCHYHKLMN, CKOMBKO C OBLLUMM COUManbHbIM KOHTEKCTOM TOTaflbHOrO Hebnaronony4us. B ceasm
C 3TUM, NPOPUNAKTMKa CAMOYBUNINCTB He MOXKeT 6a3npoBaTLCS TONBLKO NLLL Ha CBOEBPEMEHHOM BbISBIEHWMN KLY
13 FPYNMbl pMcKa Mo NCUXMYECKO NaToNornu.

LLEJTb: Llenbto gaHHOM paboThbl ABASETCS aHann3 JOCTYNHbIX AUTEPATYPHbIX NCTOYHMKOB, KacakoLmMXCa COBPEMEHHbIX
NoAX0A0B, MOKa3aBLUMX CBOIO 3G PeKTUBHOCTb B YMEHbLLEHWI YPOBHS CyULIMAANBEHOMO NOBEAEHS B MOAPOCTKOBOM Cpeje.

METO/LbI: Bbln BbINOAHEH HAPPATUBHbIV 0630p pefleBaHTHbIX IMTePaTyPHbIX MCTOYHMKOB, OMyBANKOBaHHbIX B Mepunoj,
€ 2012 r. no 2021 r. ABTOpbI MpOaHan13npoBann paboTbl, MpeAcTaBAeHHble B 31eKTPOHHbIX 6ba3ax gaHHbIX PubMed,
MEDLINE n Web of Science. lnsi 0606LLEeHNst NONyYeHHbIX AaHHbIX MPUMEHSICS METOZ OnucaTesIbHOro aHannsa.

PESYJIbTATDI: B cTaTbe paccMOTpeHbl NpodunakTnyeckme Noaxoabl K cynumaansHOMy noBeAeHuo NoApOCTKOB,
KOTOpble Hanbonee YacTo NCCNeAYIOTCS, @ TakXKe NCMOJb3YTCA B MPAaKTUYECKOM 34paBooxpaHeHny. O6o3HaueHbI
npobiembl, CBSI3aHHbIE C BHEAPEHMEM U OLIeHKOW 3G deKTUBHOCTY AaHHbIX MPOGUAAKTNYECKMX MPOrpamMMm.

BbIBO/,bl: CoxpaHSAOLNIACS BbICOKNI YPOBEHb CAMOYBUIACTB Cpesm MOAPOCTKOB TPebyeT CPOUHbLIX COrIaCOBaHHbIX
yCUANiA No paspaboTke, pacnpoCTPaHeHUIo 1 BHeApeHWto 6onee 3pdekTUBHbIX CTpaTerni npodunaktnkn. LLikonsHble
NOAXOAbl ABNAOTCA Hanbonee y406HbIMN B MPaKTUYeCKOM NAaHe, 04HaKo OHY TPebyT CUCTEMHOIO U OTOCPOYHOIO
MNCMONb30BaHNA aHTUCYVLMAANBHBIX MporpaMM. Lindposble BMeLLaTeNbCTBA MOTYT YMEHbLUNTL 3KOHOMUYECKYHO
Harpysky nNpuv Ux NpUMeHeHny, B TOM YnCae Mpu oLeHKe CynuMAanbHOro pucka 1 BeigBAEHNN acCoOLMMPOBAHHOW
C CyMUMAaNnbHOCTLIO MCUXOMAaTONOTUN.

Keywords: suicide; suicide attempt; adolescents; prevention

KnoueBble cnoBa: cyuyud; cyuyudansHas nonelmka; NOOpOCMKU,; NpoduaaKmuKka

INTRODUCTION
Although suicide rates have declined worldwide in recent
decades within the general population, some countries
show the opposite trend in adolescent suicides [1, 2].
Suicide in adolescents is a serious social and medical
problem. Suicide is the third-most common cause
of death at the age of 10-19 years [3], and the second
most common at 15-29 years [4]. In adolescence, there
are 50-100 suicide attempts per death due to suicide [5].

However, our knowledge of how to prevent suicide
and suicidal behavior in adolescents is extremely limited.
Many questions remain unanswered, research results are
often disputed and contradictory, and despite a significant
volume of scientific papers published every year on the
subject, suicide continues to be one of the most common
causes of death among young people in various regions
of the world [2].

One of the existing problems is the difficulty in
evaluating the effectiveness of preventive anti-suicidal

programs. Given the relative rarity of suicide in the general
population, in order to obtain data on the probability
of reducing the number of suicides by 15% in 1 year,
a preventive intervention must be used in a sample
of 13 million people in the general population. A risk
group, e.g., people with a history of suicide attempt,
requires a sample of 45,000 [6]. The organization and
conduct of such studies are thus extremely difficult.

In addition, the most commonly used factorial model
of suicidal risk, which focuses on the significance of
individual factors in suicidal dynamics, showed relatively
little effect on suicide prevention. A meta-analysis of
365 studies over the past 50 years found that, in terms
of hazard ratio and diagnostic accuracy, the factorial
model prediction of suicidal risk was only slightly better
than the probability for all studies, with no categories or
subcategories of suicidal factors accurately predicting
the event with much higher probability [7]. In this case,
there may be a need to shift the emphasis when creating

Consortium Psychiatricum | 2022 | Volume3 | Issue 2



preventive programs from a factorial to a functional model
that takes the experiences and thoughts of an adolescent,
the context of their situation and the particularities
of their relationship with other people into account,
which requires an individual approach, or at least group
or family interventions within school-based approaches.

Given the particularities of adolescence and the
environment in which suicidal behavior occurs, the daily
task for educators, clinicians, and young people and
their parents is to find constructive ways to respond
to increasingly complex and unprecedented challenges
(e.g., mass killings/suicides, cluster suicidal behavior, and
cyberbullying on social networks).

The purpose of this narrative review is to analyze the
available literature on current approaches that have
demonstrated their efficacy in reducing suicidal behavior
in adolescents.

METHOD
The authors performed a narrative review of the relevant
literature published between 2012 and 2021. They
analyzed the works presented in the PubMed, MEDLINE,
and Web of Science electronic databases. Search queries
included keywords such as “adolescents”, “suicide”,
suicide attempt”, “suicidal thoughts”,
and “prevention”. Studies were considered eligible if

o

“suicidal behavior”,

they evaluated preventive programs to reduce suicidal
behavior during adolescence. Descriptive analysis was
used to generalize the data obtained.

RESULTS

In practical terms, there are three types of evidence-based
strategies aimed at preventing suicide in adolescents;
each is associated to some degree with a number of
specific risk factors for suicide. Universal strategies aim
to reach all adolescents in a specific group (e.g., school,
neighborhood, community) with measures to improve
overall health and minimize the risk of suicide by
removing barriers to receiving help, facilitating access
to qualified counseling, and strengthening protective
processes such as social support [8-11]. They may also
be related to provision of support for the upbringing
of children, improvement of educational and training
opportunities, creation of a favorable school climate, and
other conditions associated with maintaining mental
health [12, 13]. Selective suicide prevention strategies
target vulnerable groups of adolescents at increased risk

of suicidal behavior, such as adolescents with substance
abuse or other mental health problems [14-16]. Finally,
individual prevention strategies are addressed to
individuals who show early signs of suicidal tendencies
or, indeed, who have attempted suicide. A systematic
review of these interventions among young people aged
12-25 supported the implementation of these strategies
in schools, communities, and healthcare institutions.
Moreover, the review concluded that these interventions
are relatively safe and cannot increase suicidal activity
in adolescents [17].

The article consequently reviews strategies for suicidal
behavior prevention in adolescents within school
programs, restrictions on access to means of suicide,
digital technologies, as well as approaches focused on
the connection between psychopathology and suicidality.

School-based approaches

Schools have become one of the most common places
to deal with adolescent suicide, and several systematic
reviews of school-based suicide prevention programs
have recently been published [18-20]. School-based
approaches to suicide prevention can take many forms,
including those based on the integration of mental
health education into the curriculum. These classes
can be aimed at raising the suicide awareness of all
students and defining their role in supporting their
peers in a suicidal crisis. In addition, other approaches
are currently being extensively researched, such as
school-based screening programs designed to identify
adolescents at potential risk of suicide; social support
and skills building programs for high-risk adolescents;
training for school staff for recognizing potentially
suicidal students and form supportive contact; and
various multilevel programs that combine several of
the above strategies [21-24]. While the ultimate goal of
these programs is the prevention of suicidal behavior,
intermediate goals typically include one or more of the
following: increasing student awareness of potential
indicators of suicidal behavior; reducing stigma of seeking
help; eliminating inappropriate perceptions of suicide;
and improving the skills of social support, overcoming
difficulties and solving problems.

For example, the Saving and Empowering Young
Lives in Europe (SEYLE) project developed and tested
a multicomponent mental health education program
for young people [25]. A randomized control study was
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conducted in 11 European countries, consisting of three
active interventions and one minimal control intervention.
Active interventions included training for ‘watchmen’
(first contact persons), a mental health outreach program,
and occupational screening for at-risk adolescents.
Compared with adolescents who received only minimal
intervention, those who took part in the mental health
education program demonstrated significantly lower
rates of both suicidal thoughts and intentions and
attempts at suicide over the following 12 months [26].

The use of Empowering a Multimodal Pathway
Towards Healthy Youth (EMPATHY) program, which
included eight sessions of cognitive behavioral therapy
designed to increase resilience to depression, as part
of the school-based approach, resulted in a significant
reduction in the number adolescents classified as
at high and moderate risk of suicide within 12 weeks
after the intervention [27]. It was also justified to include
interventions aimed at teaching adolescents’ parents to
increase support for their children and reduce the level
of conflicts in the family in prevention programs, which
led to a significant decrease in the severity of suicidal
thoughts in schoolchildren during follow-up after 1 and
9 months [28].

According to recent reviews of the available evidence
[12, 22, 29, 30], some adolescent suicide prevention
programs do appear to be promising, although various
methodological weaknesses place limitations on the
findings and conclusions [31]. It has been shown that
school-based programs are effective in improving students’
knowledge and understanding of the particularities of
suicidal behavior formation; however, little is known about
their effects on the frequency of suicidal thoughts and
attempts in the future. As the authors of one review note,
“future suicidal behavior (including thoughts, attempts,
or actual suicide) has not been directly investigated
in most studies, and studies that have assessed these
variables have provided little evidence of suicidal
behavior risk reduction in young people” [32]. In other
words, there is currently no conclusive evidence that
any particular strategy is effective in reducing adolescent
suicide mortality [19]. However, according to a recent
systematic review, there is moderate-certainty evidence
that school-based interventions can prevent suicidal
thoughts and suicide attempts in the short term, and
low-certainty evidence that they can prevent suicide
attempts in the long term [33].

Restriction on access to lethal means

Broader approaches to the prevention of suicide in
adolescents may include those associated with a decrease
in the availability of certain means to commit suicide.
A suicidal act in children and adolescents is most frequently
committed in the place where the child lives, and hanging
is most often used [34, 35]. Boys are most likely to use
hanging and firearms, while girls are more likely to use
pesticides or drug poisoning and jumping from height [1].
Limiting access to such drugs is believed to be an
effective universal prevention strategy [36]. For example,
a significant association between reduced household
availability of firearms and suicide among children
and adolescents has been noted in the United States.
Each 10% decrease in the number of households with
firearms corresponded to an 8.3% decrease in gun suicide
and a 4.1% decrease in the overall suicide rate among
children aged 0-19 years [37]. Structural interventions
at jump sites and restricting access to highly hazardous
pesticides have also proven to be effective [38, 39]. At the
same time, reducing access to lethal means has limited
possibilities for some methods of suicide, for example,
in the case of hanging. We did not identify other studies
that assessed the effects of reducing access to such drugs
in the specific case of adolescents. However, studies in the
general population, including adults, show that this can
be an effective strategy.

Digital methods

More and more preventive approaches to suicide based
on the use of digital technologies are being developed.
Moreover, given the recent public health crisis due to
the COVID-19 pandemic, clinicians are in dire need of new
tools for service delivery and preventive interventions.
Adolescents are the most active users of Internet
technologies: almost a quarter of adolescents are online
all the time [40]. Young people are technologically
savwy, and a significant proportion of them have
smartphones or other devices that allow for various
types of interaction. Thus, there is no doubt about the
importance of interventions based on new technologies
in suicide prevention among adolescents. It should be
noted that telepsychiatry may be considered particularly
suitable for reaching populations characterized by
low attendance at traditional health facilities, such as
adolescents [41, 42]. Web platforms can also be used in
school-based programs aimed at preventing student
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suicide [43]. There are several studies that have tested
various mobile smartphone applications in screening
for symptoms of depression and suicidal ideation, as
well as clinical monitoring of suicidal dynamics using
text messages [44-46]. For example, to reduce suicide
attempts in adolescents after hospital
a special smartphone application was used that asked
participants to assess their emotional stress levels

discharge,

daily and differentially selected personalized emotion
regulation strategies and safety planning in the event
of a suicidal crisis [47].

The results showed that the use of mobile applications
represents a quick and easy way to contact adolescents,
keep in touch with them, and monitor their behavior
[45, 47]. Moreover, given the very high rates of attempts
at suicide and suicide-related deaths after discharge from
psychiatric institutions, it seems important to develop
new digital tools to screen and support adolescents
from this high-risk group.

Studies have recently been published on the use
of linguistic analysis to identify suicidal tendencies
among Internet users [48]. With the growth in the
use of social media and the increasing complexity of
their communication component, adolescents have
increasingly begun to express suicidal thoughts on
online forums, in tweets and other social networks,
which has led to the formation of an extensive set
of phrases that define the motives associated with
suicide. Despite limited evidence, algorithms have
been developed that can recognize people at risk
of suicide by examining their social media posts; they
are accurate and timely enough to promise some
clinical efficacy [49]. However, there is a need for useful
ways of responding to such online communications
in adolescents, if they occur.

Overall, new and rapidly developing technological
tools (including language programs) may become part of
adolescent suicide prevention strategies in the future.
It is likely that new technologies will complement existing
strategies rather than replace them. Such digital tools
can improve subjective approaches to suicide prevention,
including by allowing faster contact with clinicians. Several
ethical issues arise with the implementation of these
approaches, such as the need for privacy protocols and
the rationale for suicide prevention algorithms using
social networks. At the same time, there is no doubt
that new technologies are well received by adolescents

and can be quickly adapted to prevent suicidal behavior
in them. However, there is currently little evidence as
to the effectiveness of such interventions in clinical
practice, which requires further research.

Syndromic approach

In developing and implementing suicide prevention
programs over the past twenty years, many researchers
have been exclusively concerned with suicide’s association
with mental disorders. In this conceptualization, suicidal
behavior is directly associated with mental illness, usually
depression, and is not seen as a variant of the normal
response to stress or emotional distress. At the same time,
suicidal thoughts reported by adolescents themselves are
relatively common and occur in almost one in four aged
13-19 years [50], which casts doubt on the notion
that these thoughts should, in all cases, be considered
a consequence of mental disorder. In addition, the
question arises, how does the statement that suicidal
thoughts are the result of mental iliness affect young
people? In theory, such a notion should contribute to an
increase in the number of calls to specialists for appropriate
treatment. In some cases, however, this can lead to
self-stigmatization and, on the contrary, contribute to the
worsening of the suicidal crisis, especially in the absence
of access to structures for providing psychiatric and crisis
care. It is even more revealing when thoughts of suicide,
which, paradoxically, can help a young person reduce
their stress levels by presenting a comforting opportunity
to “escape”, are taken as clear evidence of illness.

Most mental disorders are believed to be somehow
correlated with the presence of suicidal thoughts,
but not with suicidal actions [51], so approaches that
prioritize psychiatric disorders may not be sufficiently
specific to the mechanisms that cause suicidal behavior
in adolescents, which may result in a reduction in the
severity of psychiatric symptoms but, at the same time,
the preservation of suicidal risk [52].

Of course, mental disorders have a significant impact
on suicidal behavior in adolescents; however, one of the
consequences of the prevailing biomedical approach
to posing the problem of suicide at this age is that the
developed methods of prevention tend to favor expert
intervention and individual treatment of the problems
and difficulties encountered by almost all adolescents.
Unfortunately, this is a rather limited answer given the
complexity of adolescent suicide. More specifically, when
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suicidal behavior occurs (at least in part) as a reaction
to or escape from “unbearable living conditions”
such as discrimination, harassment, sexual abuse, or
bullying, then in this context the allocation of major
resources to mental illness treatment may be extremely
inappropriate. It can be stated that therapeutic practices
very often privatize problems and leave untouched a
number of the more general socio-economic difficulties
that support and perpetuate the “/ocus minoris” in social
relations, which cannot but concern such a vulnerable
group as adolescents [53].

It is also worth noting the fact that approximately
20-40% of adolescents who seek medical help at all
have a high level of emotional stress and/or suicidal
thoughts, while primary care specialists identify these
problems in only 24-45% of these young people [54].
In this case, clinicians need to pay attention to indirect
indicators of a suicidal crisis or experienced stress,
such as sleep disturbances, changes in eating behavior,
withdrawal from friends and family, withdrawal from
habitual activities, aggressive or oppositional behavior,
alcohol and/or drug use, trouble concentrating, and
frequent complaints of physical symptoms that may be
related to a negative emotional state (abdominal pain,
headaches, or constant fatigue).

Thus, it is implied that internists play an important role
in the assessment of suicidal risk in adolescents who
present with complaints of a non-psychological nature.
However, in this case, the main problem may be the lack of
routing of adolescents in need of specialized assistance.

Summarizing the discussion of the relevance of
identifying mental illness in adolescents for suicide
prevention, at present, the evidence for the effectiveness
of screening for symptoms of depression (as the disorder
most commonly associated with suicidal response)
in this age cohort is generally very low, so the benefits
and harms of such interventions are unknown [33].

DISCUSSION

The continuing high rate of suicide among adolescents
calls for an urgent concerted effort to develop,
disseminate, and implement more effective prevention
strategies. Comprehensive programs that combine
elements of screening, follow-up, activation of protective
factors, and mobilization of the social environment
are considered to be the most appropriate for the
adolescent environment. A comprehensive review of

the existing literature shows that the introduction of
such programs in schools is the most reproducible and
effective approach.

A better understanding of the role of various risk and
protective factors is essential to the development and
implementation of comprehensive suicide prevention
strategies. At the same time, it is necessary to take
the particularities of adolescence into account, which
can determine the significance of some suicidal risk
factors and anti-suicidal factors. In this case, issues
related to relationships in the family and with peers,
the formation of the ability to make decisions, and
the use of adaptive strategies, as well as victimization
in the school environment, acquire greater significance
in comparison with adults.

At the same time, studying only the risk factors
for suicide in the hope of creating the most accurate
measuring instruments possible is not justified. Based
on accumulated data on risk factors, it is necessary
to identify specific program components that may be
responsible for reducing suicide so that they can then
be generalized and exported to multiple, dynamic,
and diverse social contexts. From our point of view,
it is necessary to shift the scale and emphasis of the
programs that have demonstrated their effectiveness
in preventing suicide in adolescents, depending on local
conditions, social aspects of relations, cultural norms,
and organizational processes. The goal is not to replace
one research or practical structure with another,
but to expand existing approaches. For example, an
adolescent’s suicidal behavior can be considered within
the framework of an existential crisis, and appropriate
preventive work can thus be organized [55].

Undoubtedly, formal and specialized interventions
(including mental health services and hospitalization)
can save the life of a suicidal adolescent. At the same
time, it should be remembered that professional service
delivery models may not seem very attractive to some
young people due to the fact that many of them are
based on the “bottleneck” of biomedical approaches.
It is well documented that adolescents express a clear
and consistent preference for the kind of help provided
by informal networks and friends when they have suicidal
thoughts [56]. It might also be helpful to ask the young
people themselves what, specifically, they find helpful
about how their friends, peers, and classmates respond
to what is happening to them when they report their
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suffering. Thus, within the development of school-based
suicide prevention programs, adolescents themselves can
be positioned as knowledgeable “authorities” and “agents
of influence” with a valuable understanding of what
is important to them, as opposed to the role of passive
recipients of adult advice and recommendations. This
is in line with the trend towards the increasing use of
approaches that emphasize the importance of youth
self-governance systems, organizational flexibility, and
social change, which can be of great value in adolescent
suicide prevention practices. Based on the positive
experience of school-based approaches, when planning
programs for adolescent suicide prevention, we can
move away from principles that promote a one-sided
and didactic dissemination of facts about suicide and
move towards pedagogical strategies that actively
encourage communication, critical thinking, and exchange
of opinions among adolescents, not only about the
nature of despair, hopelessness and suicidal tendencies,
but also about the possibilities for overcoming them.

CONCLUSION

Additional studies are required to develop an effective
and comprehensive public health approach to adolescent
suicide prevention. School-based approaches are the
most convenient in practical terms, but they require
systematic and long-term use of anti-suicidal programs.
Digital interventions can reduce the economic burden
of their use, including assessing suicidal risk and
identifying psychopathology associated with suicidality.
More active participation by adolescents themselves
in the implementation of mental health programs,
including, among other things, preventive aspects
of suicidal behavior, can be considered a promising
option for building a dialogue of qualified professionals
directly with young people.
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ABSTRACT

BACKGROUND: Suicidality is a complex clinical phenomenon reflecting vulnerability to suicidal behavior which can
be explained via the biopsychosocial paradigm and in relationship with a variety of country-specific factors. Data on
suicides within the Russian population are inconsistent (from 11.7 up to 25.1 per 100.000), whereas the population’s
suicidality risks have not been investigated in detail. Suicidality estimates during the multifactorial influence of the
COVID-19 pandemic could serve as a basis to learn more about this mental health indicator.

METHODS: The current study is a part of the COMET-G international project (40 countries, n=55.589), which represents
an analysis of data collected from Russia’s general population (n=7714, 3312 y.o., 61% female) to estimate suicidality
using the Risk Assessment Suicidality Scale (RASS) and its relationships with socio-demographic, clinical, and life-habit
characteristics during the COVID-19 pandemic. The evaluation of the statistical data (descriptive statistics, ANOVA,
LASSO linear regression, significant at =0.05) was undertaken using TIBCO Statistica.

RESULTS: According to the RASS, at least 20.68%, and up to 29.15%, of the general population in Russia demonstrated
increased risk of suicidality during the pandemic. Modelling these risks pointed to the key vulnerabilities related
to mental and behavioral disorders, such as (i) current severe depression and a history of mental disorders,
(i) bipolar disorder, (iii) use of illicit drugs surprisingly outranking the alcohol misuse, and psychiatric compounds
(hypnotics), highlighting sleep quality deterioration, (iv) a history of suicide attempts and self-harm — though not
self-reported changes in depression — in response were predictors of the risk of suicidality, which can be explained by
the phenomenon of “learned suicidality”, a habitual behavioral suicidality pattern completion accumulated over the
background. Such (v) socio-demographic indicators as younger age (disregarding the gender factor), a marital status
of single, having no children, living with fewer people in the household, a recentincrease in family conflicts, increased
need for emotional support, decreased need for communication, and not believing in precautionary measures against
COVID-19, contributed to the increase of suicidality risk in the context of the pandemic.

CONCLUSIONS: The findings of this study revealed new suicide risk factors that should be taken into account
in suicidality risk assessments for the Russian population and in the implementation of suicide prevention programs
in the region.

AHHOTAUNA

BBEAEHWE: CynumaanbHOCTb — C/IOXHbIV KNVHUYeCKN GeHOMEH, OTpaXatoLwnii ya3BMMOCTb K CynLnAansHOMY
noBeAeH o, KOTOPbIN C/iefyeT 06 bACHATE C MO3MLMIA BUOMCUXOCOLMANBbHON NapaAnTrMbl 1 BO B3aIMOCBSA3M C Lie/bIM
pPAAOM Cneundrnyecknx Ans Kaxa0n KOHKPETHON CTpaHbl $akTopoB. JaHHbIe 0 CynLMAax B POCCUICKON MOMyAsLUmn
npotmsopeyrssl (0T 11,7 Ao 25,1 Ha 100 000), a NonNynAUMNOHHbBIE PUCKM CyULINAANBHOCTN AeTallbHO He U3yYanch.
N3MeHeHns cynumaanbHOCTU B OTBET Ha MHOrodaktopHoe BaAnsiHMe naHgzemun COVID-19 gatoT ocHoBaHMe ans
60s1ee rny6boKoro U3yyeHns 3TOro nokasaTtens NCUXMYeckKoro 340p0Bbsa Ha HALIMOHAIBHOM YPOBHe.

METO/ADbI: HacTosiee uccnegoBaHve ABASETCA 4acTbio MeXayHapogHoro rnpoekta COMET-G (40 cTpaH,
n=55 589). B HeM mn3y4yanncb cobpaHHble B 06LLel poccuiickon nonynsunmn (n=7714, 33+12 net, 61% >XeHLH)
JaHHble OLeHKWN CynuMAanbHbIX TeHAeHUMA C MOMOLLbIO LUKaibl OLEHKM pucka cynumgansHocTn (RASS)
1N aHaNM3MpoBannCb B3aMMOCBA3M AAHHOrO MokasaTens C coumanbHO-AeMorpapuueckumy, KINHNYeCcKnmuy,
XU3HEHHbIMY XapakTepuctukamu B nepuog naHjemum COVID-19. CraTucTnyeckas obpaboTka JAaHHbIX
(onucaTtenbHas ctatuctka, ANOVA, perpeccus LASSO, nnHeliHas perpeccus, 3HaummocTb npu a=0,05) nposoannack
¢ nomolbto nporpammel TIBCO Statistica.

PESYJ/IbTATDI: B nepuog naHAeMnM NOBbILLEHHbIN CyLUMAANBHbBIA PUCK, OLleHEHHbIN Mo Wwkane RASS BbisiBeH
y ot 20,68% f0 29,15% HaceneHusa Poccun. o pesynbTataM NMHENHON perpeccum CynumiansHOro pyucka co CTOPOHbI
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NCUXNYECKUX N NMOBEAEHYECKNX PACcCTPOMCTB BbisiBNEHbI KtoueBble $pakTopbl, acCOLUNPOBAHHbLIE C BbICOKUM
puyckom: (i) TekyLLas Txenas Aenpeccus 1 ncuxmnyeckre paccTpoiictea B aHaMHese, (ii) bunonsipHoe pacCcTpoiicTBo,
(iii) ynoTpebneHre HapKOTUKOB, 3HAYMMOCTb KOTOPbIX MpeBbiLlana TakoByr A1a pakTopa ynoTpebieHns ankorons,
M NpUeM TUMHOTUKOB, COMPSXXEHHbIN C yxyjlleHneM kadyecTBa cHa. (iv) CymunzanbHble MOMbITKA U 3MU304bI
CaMOrMoBpPeXatoLLLero MoBeAeHVs, HO He YCWIeHWe Jenpeccuy, MpejckasbiBann CBA3aHHOe C MaHZemueit
yBeNnyeHne cyuumnaanbHbIX MbICIel U BbICOKUN PUCK CYyMUMAANBHOCTA, YTO MOXHO OB6BACHUTL deHOMeHOM
"Bbly4eHHON CyNLMAaNBHOCTU" — NaTTepPHOM NPUBLIYHOWN peanm3aLmm CynLmAanbHOro NoBeseHus), BblpaboTaHHbIM
B TeUeHue NpoLuioro onelita. (v) Takme coumanbHo-gemMorpadpuryeckme nokasarenu, kak bonee MonoLom Bo3pacT
(BHE 3aBUCUMOCTU OT reHAepHoro ¢akTopa), OANHOKOE MPOXMBaHME BHE CeMbl, OTCYTCTBUE AeTeld, obLiee
HebosbLLIOe YNCNO YNEHOB CeMbU, HeAaBHee yBenYeHne ceMenHbIX KOHGNMKTOB, MOBbILLEHHass NOTPebHOCTb
B 3MOLIMOHA/IbHOW MOAAEPKKe, CHUXEHHAs NOTPe6HOCTL B 06LLEHNN, HeBepre B Mepbl MPeoCTOPOXHOCTA NPOTUB
COVID-19, Takxe accouMmMpoBanuCh C yBEANYEHNEM CYyULMAANBHOMO pUCKa B YCI0BUSX MaHAEMUN.

BbIBO/bl: Pe3ynbTaThbl JAHHOI0 NCCeA0BaHNS BbIABUAM HOBbIe GaKTOpbl CyULMAANBLHOIO PUCKa, KOTOPbIe ciesyeT
YyUnNTbIBaTb MPY OLEeHKe prUcKa CynumaansHOCTN AN1S POCCUIACKOrO HaceneHns 1 Npu peannsaumm HaumoHanbHbIX

nporpamMm npeAoTBpaLLeHNs CynLMAOB.

Keywords: COVID-19 pandemic; depression; family conflicts; self-harm; sleep disturbances; social support; suicide

prevention; suicidality; young age

KnroueBble cnoBa: naHdemus; COVID-19; denpeccus; cemeliHble KOHPAUKMBI; CAMONOBPEHOHUS; HAPYWeEeHUs CHA;

coyuanbHas no0depxcKka; Npopuaakmuka camoybulicms; cyuyudaneHocme, M0a000U 803pacm

INTRODUCTION

Suicidal thoughts, attempts, suicides, suicidality, and
other related self-harm behavior represent complex
biopsychosocial phenomena, but the key point is that,
despite the fluctuating rates of deaths due to suicides
across the world, and the variety of correlations
to different etiologies and clinical states, they are
preventable phenomena [1]. The WHO has published
its “Practice manual for establishing and maintaining
surveillance systems for suicide attempts and self-harm”
and invited national healthcare systems to focus on
monitoring suicidality among vulnerable population
groups (1). The Russian Federation adapted the WHO's
self-harm monitoring tool and joined the suicide
prevention program in the mid-2020s [2].

Known risk factors for suicide include a history of
attempted suicide, psychiatric disorders, current suicidal
thoughts, and a range of social factors including income
level, life stressors, illness, family relationships, social
isolation, etc. [3]. However, the presence of these risk factors
is statistically associated with suicide attempts in only
10% of cases [3]; nevertheless, the identification of risk
factors remains an important task for suicide prevention.

Alarge number of known risk factors have been present
during the COVID-19 pandemic, as there are many reports
that it is associated with high level of distress, increased
anxiety, and increased rates of clinical depression brought
by the threat to life, the associated social restriction
measures, and crucial life changes [4-9]. A systematic
review of the impact of the COVID-19 pandemic on
self-harm and suicidal behavior demonstrated that,
despite the fact that number of deaths due to suicides
did not change or indeed even decreased in the early
months of the pandemic, there was evidence of an
increase in suicides in hospitals, and a rise of suicidal
ideation among COVID-19 patients, whilst at the same
time suicide rates varied across different studies, and the
relationship between suicide and economic problems
was the only statistically significant finding in the majority
of studies [10]. Beyond the deaths due to suicides, a recent
meta-analysis of 54 studies found increase in suicidal
ideation in a community sample with 11.84% for suicidal
ideation, 2.68% for suicides, and 6.11% for self-harm [11].
The authors of this research noted that these rates were
nearly twice as great as in the most recent prepandemic
meta-analysis of 93 studies [12]. The differencesin the rates
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of suicidal behavior may not only be due to an increased
rate of post-COVID anxiety, depression, neurocognitive
disturbances, and other neuropsychiatric manifestations
evoked by the neurotropic nature of SARS-Cov-2
but also due to “psychodemic” issues — a specific
epidemic of mental and neuropsychiatric disorders as
caused by the stress of the pandemic [4, 13-17]. Previous
studies demonstrated that the stress of chronic social
isolation (e.g., quarantine) might lead to polar emotional
and behavioral deviations such as depression with the
freezing effect of decreased activity and stupor, and an
aggression with attendant proactive destructive behaviors,
excitement, and hostility [18]. Moreover, the factor of social
isolation is strongly associated with suicidal behavior [19].
Apparently, in the context of pandemic conditions,
lockdown measures, and the spread of infodemic,
the sensitive population groups developed either
autoaggressive behavior and suicidality, accumulating
in the increased number of mental disturbances over this
period, or heteroaggressive actions and protests, when
individuals struggled against wearing masks, their rights
regarding a choice of vaccination, and even sociopolitical
issues, in particular, appealing to conspiracy beliefs about
the artificial origins of the novel coronavirus, its purposes
to provide a control over community, a pathway to arrange
the economic crisis, etc. [14, 20-25]. These oppositional
anti-mask and antivaccine attitudes might be also related
to the hypoactive instinct of self-preservation which is also
linked to some forms of autoagressive intention (“capability
for suicide”) due to the lack of self-care, decreased healthy
volition to stay safe, not to contract the virus, to prevent
severe disease, or cause a death; thus, this behavior
also might be explained within the context of self-harm
and parasuicidal phenomena arising due to the current
pandemic [26-29]. The increase in suicide rates and
suicide-related phenomena within the “dual suicide
and COVID-19 pandemic” have been observed across
different countries, including Western representatives
of the European Union and the eastern nations of South
Asian countries, as well as, far from Eurasian epicenters
in a distant and prosperous Australia [5, 8, 30-32].
Studies of suicidality risks in the Russian Federation are
rare and have significant limitations due to addressing
focus group populations or small sample sizes [33]. During
prepandemic times, the suicide rate within the general
population in Russia has been gradually decreasing over
the last two decades (2000: 39.1 per 100,000; 2010: 23.4 per

100,000; 2020: 11.3 per 100,000) [34]. However, the number
of suicides among the male population of Russia has always
been higher than that for females, despite the reverse
data on higher rates of suicidal attempts amongst women
compared to men [33, 35, 36]. Higher suicide rates amongst
men have been discussed in terms of cultural and other
country-specific issues, including their links to the factors
of unemployment, financial problems, excessive alcohol
consumption among men, divorce, and the predominant
protection of maternity and single mothers by law versus
the lack of support for fatherhood [37-40]. Importantly,
the last few decades (that is, long before the start of the
pandemic) have seen younger people committing suicide
and, indeed, a frightening rise in the rate of suicide amongst
youths, particularly among teenagers, in Russia and has
been interpreted according to a wide variety of factors,
including social media propaganda containing suicidal
content, advertisements, and active participation in suicide
internet games, etc. [41-43].

Russia has also demonstrated a response to the stress
of pandemic through mental health disturbances and
behavioral changes among various vulnerable populations
of people living with mental and somatic disorders,
females, youth, healthcare professionals, the elderly,
and others [4, 7, 44-48]. Nevertheless, the high levels
of anxiety and depression in Russia amongst the general
population have been less frequent than in some other
Eastern Europe countries [49, 50].

Among the various studies focusing on the mental health
of the general population during the COVID-19 pandemic,
the majority of scientific reports have described significant
links between suicidality and the stress of the pandemic,
but only few observations have attempted to estimate
the population’s suicidality risks and the mediating role of
socio-demographic, economic, psychological, and clinical
characteristics acting as protective versus risk factors for
changes in suicidality in the context of the pandemic [5, 8, 21].
Data published from the COMET-G study demonstrated
the international perspective on suicidality, whereas
country-specific data profiles on suicidality risks have not
been presented [8]. Understanding the dynamic of suicidality
risks and suicidality rates and their connections with the
risk factors in the context of the pandemic s a separate, and
difficult, task for the international professional community.
Better knowledge of risks of suicide can result in more
close monitoring of the risk groups and the development
of the targeted preventive measures.
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The aims of this study were to estimate suicidality
rates in the midst of the COVID-19 pandemic within
the Russian population to evaluate the demographical,
clinical, behavioral, and environmental factors associated
with suicidality risks. The results obtained were projected
onto the general population of the Russian Federation
and regression models of suicidality risks were created.

METHODS
Data collection procedures
The data was collected within the multi-center
cross-sectional study “COvid-19 and MEntal health in
Ternational (COMET-G) study in General population” of
40 countries. The design of this study has been described
in detail and published in the supplementary materials
to the earlier publications [4, 51]. Data was obtained
through an online self-report questionnaire that consisted
of 120 items. Responses were collected anonymously via
an online link with automatic recording of responses via
Google Forms. The first page of the online questionnaire
included the declaration of voluntarily consent for
participation, so respondents could only proceed to the
main questionnaire after indicating their consent. Study
approval was granted by the Ethics Committee of the Faculty
of Medicine, Aristotle University of Thessaloniki, Greece.
The link to the questionnaire was distributed via
personal and professional contacts of investigators using
messengers, social media groups, websites, and the
mobile application Appbonus. The response registration
period in Russia started on May 29t (first response) and
lasted till December 16th, 020 through several waves
of the questionnaire’s circulation based on regular
reminders. As far as the majority of valid (complete
and unique) responses (n=7714, 99%) were registered
during the period from May 29th to August 21st 2020,
we used this particular sample in order to restrict the
effects of eventual external confounders and to provide
the consistent data analysis. Thus, responses from
those who were 218 years old and who sent a response
between May 29t and August 21st, 2020, were included
in the analysis.

Measurement tools

The online self-report questionnaire consisted of
120 items, including (i) socio-demographic characteristics
of participants, (ii) the Risk Assessment Suicidality
Scale (RASS) [52], State-Trait Anxiety Inventory (STAI,

STAI-S subscale for the state of anxiety) [53], Center for
Epidemiologic Studies Depression Scale (CES-D) [54],
(iii) the items reflecting subjective feelings of the COVID-19
pandemic: related worries and fears, recent changes
in anxiety, depression and suicidality over the period
of pandemic, as well as (iv) a history of mental disorders,
somatic disorders, attitudes towards recommended
protective behavior against COVID-19 virus, and
(v) personal beliefs about the pandemic's origins, life
habit changes like changes in physical activity, eating
behavior, sleep and sex quality, deviations in social
media, and substance use.

The Risk Assessment Suicidality Scale (RASS) has been
developed as a self-report instrument with an emphasis
on items describing suicide-related behavior itself [52].
This scale consists of 12 items rated on a four-point
Likert scale with responses ranging from 0 to 3 (Not at all,
A little bit, Much, Very much, respectively) and assess
fear of death, intention regarding suicide, enjoyment
gained from life, and a history of suicide attempts and
self-harm behavior, with higher scores reflecting a greater
tendency towards suicidality. According to the RASS scale
developers’ recommendations, we have also applied
an item-based standardization procedure by applying
specific scores to each response to calculate the total
suicidality risk score [52].

Depression was measured using CES-D with cut-off
in the total CES-D score of >23, as proposed by
Fountoulakis et al. for clinically relevant depression [55];
anxiety was measured using STAI, with a cut-off in the
total STAI score of >39 for clinically relevant anxiety [56].

As has previously been described elsewhere [4], the
questionnaire was translated into Russian and double
checked by back translation into English by bilingual
speakers.

Statistical analysis

To prepare database to the analysis, we reviewed and
transformed (reversed scoring) all the ordinal and some
dichotomic variables scores (B1, B2, B4, C1, C2, C3, C4,
D1, D2, D3, D4, E1, E2, E3, E4, ES, E6, E7, F21, G21, H1,
H2, H3, H4, 11, 12, 13, J1, J2, J3, J4, |5, 16, )7, K1, K2, K3,
K4, K5, L1, L2, L3, L4, M1, M2, M3, M4, M5, M6, N1, N2,
N3, N4, 011, 012, 013, Spiritual/Religiousness increase,
see Supplementary 1 for the variables codes) to unify
all the measurements in a consistent manner: higher
values/levels correspond to a higher severity/risk.

Consortium Psychiatricum | 2022 | Volume3 | lIssue 2

19



First, to characterize the general study population
we used descriptive statistics with continuous variables
described as means and standard deviations (S.D.) and
categorical variables as absolute and relative frequencies
per category.

As a second step, we projected our survey data onto the
entire adult (218 years old) population of Russia using
population data registered by the Federal State Statistics
Service on December 31st, 2020 [57]. We calculated a
population distribution by set age groups (18-19, 20-24,
25-29, 30-34, 35-39, 40-44, 45-49, 50-54, 55-59, 60-64,
65-69, 70-74, 75-79, 80-84, >84 years), gender (male,
female) and residence (urban, village) and made a raking
weighting of our survey data by applying a weight to every
case in terms of descriptive analysis of socio-demographic
variables and total RASS scores. Also, insofar as the RASS
scale has no clearly defined cut-offs, we analyzed total
RASS score (both raw and standardized) distributions
and D'Agostino Skewness against the normal distribution
to determine normal scores’ cut-offs and the proportion
of the population with abnormal scores.

Finally, to determine demographical, clinical, behavioral,
and external factors associated with suicidality risks
we processed standardized RASS scores using several
regression models. The flow-chart for the regression
analysis can be found in the supplementary materials
(Figure S1). Insofar as most of variables were ordinal
and could be treated either as categorical or continuous
variables, we used them in two different types of
regression analyses. The first approach was based on
coding all the ordinal variables as of a continuous type
in order to evaluate the linear relationships between
them and the total RASS score, whilst the second analysis
treated the ordinal variables as a categorical data type
in order to determine specific responses that act as either
risk or protective factors.

Prior to each regression analysis we screened
for strongest predictors among the list of the three
continuous (year of birth, STAI-S, and CES-D total
scores) and 73 categorical/ordinal variables (items of the
questionnaire — socio-demographical features (n=9),
general health (n=3), COVID-19-related worries and fears
(n=4), COVID-19 associated protective behavior (n=4),
family relationships and stressors (n=7), recent changes
in emotional state (n=2), physical activity changes (n=4),
eating behavior changes (n=3), common misconceptions
and misbeliefs (n=7), sleep quality (n=4), substances use

history and patterns (n=4), sex (n=4), recent change
in suicidal behavior (n=1), religiousness (n=1), depression
and anxiety scores threshold (n=2), history of self-reported
mental health disorder and psychiatric treatment (n=11);
for the entire set of variables, see Supplementary 1). For
this purpose, we used the Lasso regression method with
a Max of 100 for the Lambda constant, 0.0001 Lambda
ratio, 10.000 Max iterations with a 10-fold cross-validation
to a Max of 30 variables to retain. This method was
intended to perform a penalized estimation of the
linear regression by applying the cycles of regularization
in order to minimize the objective Lambda function and to
determine a feasible set of explanatory variables based
on a large set of variables by removing those variables
with weak explanatory capacity and thus to enhance the
prediction accuracy and interpretability.

Those variables that survived in the LASSO regression
after minimal Lambda values were achieved were
entered as either categorical or continuous predictors,
respectively, into two General linear regression best
subset models with R2 selected as a goodness criterion
and the total standardized RASS score as the dependent
variable. For the general regression model with the
ordinal variables treated as categorical, an ANOVA with
post-hoc Bonferroni correction for multiple comparisons
was performed to calculate the total RASS score mean
values (Mean) with 95% confidence intervals (Cls) across
the categories and to evaluate the between-group
comparisons.

All statistical procedures were estimated as significant
at a=0.05. Statistical analysis was performed using TIBCO
Statistica (TIBCO Software Inc., 2018; Statistica data
analysis software system, version 13. http://tibco.com).

RESULTS

Socio-demographic and mental health
characteristics of the study sample

Among overall 7777 valid cases from the Russian
study sample of the COMET-G dataset (age =18 years
old, complete cases), 7714 fulfilled the inclusion
criteria for the analysis (Mean (SD) age: 32.98
(11.96), 60.77% (n=4688) females, 36.57% (n=2821)
males, and 2.66% (n=205) of non-binary gender
who preferred not to disclose this information. See
socio-demographic (raw and weighted results) and
general medical/mental health characteristics (raw
results) of the study sample in Tables 1 and 2, respectively.
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Table 1. Socio-demographic characteristics of the Russian study sample

Variables

N=7714

Population 218 years
data (N=116 082 939
on December 31st, 2020)

Weighted study data
(N=117 107 057)

Age, Mean (SD)

32.975(11.96)

47.273 (17.710)

Gender, n (%)

Female 4688 (60.77%) 63 686 983 (54.86%) 65 251 223 (55.46%)
Male 2821 (36.57%) 52 395 956 (45.14%) 52 395 956 (44.54%)
Other 205 (2.66%) 0 (0%)

Residence (A3), n (%)

Capital City

1131 (14.66%)

15485 117 (13.22%)

City >1 million population

2304 (29.87%)

30935599 (26.42%)

City (100 000 - 1 million population)

2058 (26.68%)

25391 823 (21.68%)

Town (20 000 - 100 000 inhabitants) 969 (12.56%) 12 272 249 (10.48%)
Town (<20 000 inhabitants) 327 (4.24%) 4700 320 (4.01%)
Urban subtotal 6789 (88.0%) 87 206 206 (75.12%) 89261 572 (75.87%)

Rural area — Village

925 (11.99%)

28 876 733 (24.88%)

28 385 608 (24.13%)

Education (A7), n (%)

Elementary school (<9 years)

700 (9.07%)

10 505 956 (8.93%)

High school (9-12 years)

2804 (36.35%)

39960 656 (33.96%)

Bachelor's Degree

1365 (17.70%)

18 975 764 (16.13%)

University

2512 (32.56%)

41993 808 (35.69%)

Scientific degree

333 (4.32%)

6 225 524 (5.29%)

Marital status (A4), n (%)

Married (or in a civil partnership)

3204 (41.53%)

58 005 900 (49.53%)

Single

2259 (29.28%)

24 146 909 (20.62%)

Live with someone without an official relationship

850 (11.02%)

8238 633 (7.04%)

Divorced (or estranged)

594 (7.70%)

12 041 073 (10.28%)

Widower

108 (1.40%)

8 040 584 (6.87%)

Other

699 (9.06%)

6 633 958 (5.66%)

Living with (A5), n (%)

Alone 1076 (13.95%) 21986 990 (18.78%)
2 2328 (30.18%) 39125928 (33.41%)
3 1955 (25.34%) 25355665 (21.65%)
4 1503 (19.48%) 17 970 605 (15.35%)
5+ 852 (11.04%) 12 667 869 (10.82%)

Number of children (A6), n (%)

0 3957 (51.30%) 34 946 699 (29.84%)
1 1817 (23.55%) 34 593 877 (29.54%)
2 1460 (18.93%) 36 652 231 (31.30%)
3 346 (4.49%) 7 846 593 (6.70%)
4 134 (1.74%) 3067 659 (2.62%)
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Table 2. Mental health characteristics of the Russian population study sample

Variables

Overall (N=7714)

General perception of health condition (B1), n (%)

Bad 279 (3.62%)
Moderate 1370 (17.77%)
Good 2483 (32.20%)
Very good 1205 (15.63%)
Perfect 2373 (30.78%)
RASS total normalized score, Mean (SD) 386.97 (277.51)

Current anxiety level. STAI Mean total score (SD)

4492 (11.71)

Clinically relevant anxiety. STAI >39, n (%)

5047 (65.43%)

Current depression level. CES-D, Mean total score (SD)

18.01(11.82)

Clinically relevant depression, CES-D >23, n (%)

2327 (30.17%)

Anxiety changes during pandemic (F21), n (%)

Much worse

905 (11.73%)

A little worse

2271 (29.44%)

The same 3940 (51.08%)
A little better 373 (4.84%)
Much better 225 (2.92%)

Depression changes during pandemic (G21), n (%)

Much worse 991 (12.85%)
A little worse 1836 (23.80%)
The same 4200 (54.45%)

A little better

428 (5.55%)

Much better 259 (3.36%)
Reported mental disorder in history (B5), n (%)

No reported mental disorder in history 5933 (76.91%)

Reported anxiety disorder in history 970 (12.57%)

Reported depression in history

961 (12.46%)

Reported psychosis in history

179 (2.32%)

Reported bipolar disorder in history

167 (2.16%)

Reported other mental disorder in history

280 (3.63%)

Reported psychiatric treatment in history (B6), n (%)

No psychiatric treatment reported

6798 (88.13%)

Reported psychotherapy history 365 (4.73%)
Reported antipsychotics use in history 233 (3.02%)
Reported antidepressants use in history 457 (5.92%)

Reported anxiolytics use in history

245 (3.18%)
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Weights calculation results based on the raking analysis
can be found in the Supplement (Table S1). The
socio-demographical characteristics of the weighted
study population are very close to those of the general
population (Table S1) making it reasonable to project
the study results onto the general population.

Almost half (n=3435, 44.53%) of the respondents lived
in either the capital or cities with populations of greater
than 1 million people. 54.58% of the respondents were
educated to at least high school level (n=4210). The
largest proportion of respondents were in a relationship
(n=4054, 52.55%) and lived with someone else (n=6638,
86.05%), 51.3% did not have children (n=3957). The
majority described their general health as being better
than moderate (n=6061, 78.57%), while poor medical
health was observed only in 279 persons (3.62%).
Nevertheless, nearly two-thirds of participants (n=5047,
65.43%) reported clinically relevant anxiety levels based
on the STAI-S total score of >39, while less than one-
third (n=2327, 30.17%) of participants demonstrated
depression with a CES-D depression score of >23.
More than a half of the study population felt that their
anxiety or depression levels had not changed or had
even improved during the pandemic (n=4538, 58.83%;
n=4887, 63.35%), while 3176 (41.17%) participants
and n=2827 (36.65%) experienced a deterioration in
either anxiety or depression, respectively. Most of the

respondents indicated no history of any mental disorder
(n=5933, 76.91%) or psychiatric treatment (n=6798,
88.13%), while a known history of anxiety disorder,
depression, “psychosis”, bipolar disorder, or other
mental disturbances were reported by 970 (12.57%),
961 (12.46%), 179 (2.32%), 167 (2.16%), and 280 (3.63%),
respectively. A history of antidepressant treatment was
among the most common of treatments (n=457, 5.92%),
followed by psychotherapy (n=365, 4.3%), anxiolytics
(n=245, 3.18%), and use of antipsychotics (n=233, 3.02%);
some of the respondents received more than one type
of treatments.

Statistical model of the suicide risk

in the Russian population

The distribution of RASS total normalized scores in the
study population is skewed (Skewness=0.825, D'’Agostino
Skewness=26.06, p <0.0001) to the right after the score
of >500 (29.2%) (Figure 1a). Projection of these results onto
the Russian population aged older than 18 suggest that
20.68% of the general population might have an increased
suicidal risk (RASS standardized total score >500) (Figure 1b).

Suicide risk and protective factors

in the Russian study sample

Overall, among the 76 variables of the COMET-G
protocol, the following variables were selected based

Empirical CDF = Lowess fit
100

RASS total normalized score = Lowess
1800
21,79%
1600
1400
1200
1000
w
S 800
s
o 600
2
400
200
0
-200
200 -100 0 100 200 300 400 500 600 700 800 900 1000 1100 1200
RASS total normalized score

90
80

70

R 60

(Y]

2

E 50

g 40

=]

“ 30
20 Mean = 386.97,S.D.=277,51,N=7714
10 < Empirical CDF

0 200 400 600 800 1000

RASS total normalized score

Figure 1a. The total RASS normalized score in the Russian population study sample adjusted to the Russian general
population statistics: histogram (left) and the cumulative distribution function (CDF) diagram (right).

Note: The lines represent locally weighted scatterplot smoothing (Lowess) fit.
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Figure 1b. The total RASS normalized score in the Russian population study sample adjusted to the Russian general
population statistics: histogram (left, presented in percentage) and the cumulative distribution function (CDF) diagram (right).

Note: The lines represent locally weighted scatterplot smoothing (Lowess) fit.

on the LASSO regression: (A2) Year of birth, (A4) Marital
status, (A6) Number of children, (B5) Reported history
of bipolar disorder, (B5) Reported history of depression,
(B5) Reported history of other mental disorders, (B6)
Reported antipsychotics use in history, CES-D >23, CES-D
total score, (L3) Use of hypnotics, (L4) Nightmares, (M2)
History of alcohol use, (M3) History of illicit drug use, No
reported history of mental disorder, (O11) Recent change
in suicidal thoughts, from the analysis of ordinal variables
coded as continuous (see Figure S2 in Supplements for
detailed results), and (A2) Year of birth, (A4) Marital status,
(A7) Number of people in household, (B5) No reported
history of mental disorders, (B6) Reported history of use
of antipsychotics, (B5) Reported history of bipolar disorder,
(B5) Reported history of depression, (B5) Reported history
of other mental disorders, CES-D >23, CES-D total score,
(D3) Precautions can help to prevent the spread of the
virus, (E1) Need to communicate, (E2) Need for emotional

support, (E3) Family conflict, (L3) Use of hypnotics,
(L4) Nightmares, (M2) Alcohol use in history, (M3) lllicit
drugs use in history, from the analysis of ordinal variables
coded as categorical (see Figure S3 in Supplements for
detailed results).

These regressors were included in the two final best
subset general linear regression models. The final best
subset models were significant and explained 42.8% and
44.0% of the RASS suicidal risk score variability (Table 3).
Univariate data analyses of the model are summarized
in Tables 4 and 6. Tables 5 and 7 report the effects
of parameter estimates where B and p measurements
can be used to explain the nature of an association
between each regressor and the RASS total score, with
positive values reflecting an increased risk while negative
values indicate a protective effect.

The following variables predicted the RASS total
standardized score in a linear manner: CES-D total

Table 3. The best subset general linear regression model for fitting regressor variables and explaining the variety of the
RASS total suicidality scores in the Russian population study sample

Model type Mult. | Adj. SS Df Ms SS Df Ms F P
R2 Mult. model residual residual | residual
RZ
All variables as continuous 0.428 | 0.426 | 253957392 | 22 11543518 | 340020457 | 7691 44210.2 261.1 | <0.0001
All variables as categorical 0.443 | 0.440 | 263011138 | 32 8219098 330966711 | 7681 43089 190.7 | <0.0001
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Table 4. Univariate continuous data analysis of the general linear model predicting the RASS total standardized suicidality

scores in the Russian population study sample

Effect SS df MS F p Partial | Non- Observed
n? centrality | power
(a=0.05)
Intercept 4078652 1 4078652 | 92.256 | <0.001 | 0.012 92.26 1.00
CES-D Total score 16781198 1 16781198 | 379.578 | <0.001 | 0.047 379.58 1.00
A2. Year of birth 4726106 1 4726106 106.901 | <0.001 | 0.014 106.90 1.00
M3. lllicit drugs use in history 4583386 1 4583386 103.673 | <0.001 | 0.013 103.67 1.00
B5. Reported depression in history 4483258 1 4483258 101.408 | <0.001 | 0.013 101.41 1.00
M2. Alcohol use in history 2766860 1 2766860 | 62.584 | <0.001 | 0.008 62.58 1.00
L4. Nightmares 2699870 1 2699870 | 61.069 | <0.001 | 0.008 61.07 1.00
E3. Family conflicts 2009256 1 2009256 | 45.448 | <0.001 | 0.006 45.45 1.00
L3. Use of hypnotics 1492063 1 1492063 | 33.749 | <0.001 | 0.004 33.75 1.00
A4. Marital status 1470723 5 294145 6.653 <0.001 | 0.004 33.27 1.00
B5. Reported bipolar disorder in history 1301404 1 1301404 29.437 <0.001 | 0.004 29.44 1.00
B5. Reported other mental disorder in history | 1299200 1 1299200 29.387 <0.001 | 0.004 29.39 1.00
D3. Precautions can help to prevent 1109357 1 1109357 25.093 <0.001 | 0.003 25.09 1.00
the spread of the virus
A7. Number of people in household 690377 1 690377 15.616 | <0.001 | 0.002 15.62 0.98
E2. Need for emotional support 682440 1 682440 15.436 <0.001 | 0.002 15.44 0.98
CES-D>23 393136 1 393136 8.892 0.003 | 0.001 8.89 0.85
B6. Reported antipsychotics use in history 321795 1 321795 7.279 0.007 0.001 7.28 0.77
E1. Need to communicate 258079 1 258079 5.838 0.016 | 0.001 5.84 0.68
B5. No reported mental disorder in history 113791 1 113791 2.574 0.109 0.000 2.57 0.36
Error 340020457 | 7691 | 44210

Note: Predictors are estimated as continuous variables and sorted by partial n? effect size.

score, CES-D total score >23, year of birth, history
of use of illicit drugs and alcohol, history of depressive
disorders, nightmares, and use of hypnotics, believing
that precautions can help to prevent the spread of
COVID-19, recent changes in family conflicts, number
of people in household, need for emotional support
and communication (Tables 4 and 5). Regression with
the ordinal variables, coded as categorical, showed
that the factors of recent changes in suicidal thoughts
and the number of children predicted the RASS total
normalized score in a non-linear manner (Tables 6 and 7).
Finally, the history of some mental disorders and the
use of antipsychotics also predicted the RASS total
standardized score.

Table 8 demonstrates the marginal mean values of
RASS total scores based on the level of the categorical
regressor. Figure 2 notably depicts an association

between the RASS score and age (year of birth), as well as
the interactions between age and gender. Being married,
being a widower, and having 1-3 children served as
protective factors against the development of suicidality,
the variables describing good sleep quality without use
of hypnotics, no history of alcohol or illicit drug use, and
having no current depression or history of any mental
disorders were associated with a statistically significant
lower RASS total standardized score, whereas other
responses have been correlated with higher suicidality
risk scores. Distribution of the RASS total standardized
scores by age and gender demonstrated no apparent
difference between males and females, but presented a
clear increase of suicidality among youngers (Figure 2).
As only 2.66% (n=205) described their gender as “other”,
the age-by-gender distribution of this subpopulation
may show inconsistent results, however.
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Table 5. General regression model predicting the RASS total standardized suicidality scores in the Russian population study
sample based on continuous variables output

Predictor Level of effect | B S.E. t P LCL ucL B S.E. LCL ucL

of B 95% 95% of B | 95% | 95%
of B of B of B | of B

Intercept -4582.89 | 477.14 | -9.60 <0.001 | -5518.21 | -3647.58

A2. Year of birth 2.48 0.24 1034 | <0.001 | 2.01 2.95 0.11 | 0.01 | 0.09 | 0.13

M3. lllicit drugs use 76.68 7.53 10.18 | <0.001 | 61.92 91.44 0.10 | 0.01 | 0.08 | 0.12

in history

CES-D total score 7.68 0.39 19.48 | <0.001 | 6.90 8.45 0.33 | 0.02 | 029 | 036

B5. Reported depression No -50.21 4.99 -10.07 | <0.001 | -59.98 -40.43 -0.12 | 0.01 | -0.14 | -0.10

in history

M2. Alcohol use in history 60.21 7.61 7.91 <0.001 | 45.29 75.13 0.07 | 0.01 | 0.06 | 0.09

L4. Nightmares 22.02 2.82 7.81 <0.001 | 16.50 27.54 0.08 | 0.01 | 0.06 | 0.10

E3. Family conflicts 15.97 2.37 6.74 <0.001 | 11.33 20.62 0.06 | 0.01 | 0.04 | 0.08

L3. Use of hypnotics 17.02 2.93 5.81 <0.001 | 11.28 22.76 0.06 | 0.01 | 0.04 | 0.08

B5. Reported bipolar No -48.07 8.86 -5.43 <0.001 | -65.44 -30.70 -0.05 | 0.01 | -0.07 | -0.03

disorder in history

B5. Reported other mental | No -37.66 6.95 -5.42 <0.001 | -51.28 -24.04 -0.05 | 0.01 | -0.07 | -0.03

disorder in history

D3. Precautions can help 11.77 2.35 5.01 <0.001 | 7.16 16.37 0.05 | 0.01 | 0.03 | 0.06

to prevent the spread

of the virus

A7. Number of people -8.53 2.16 -3.95 <0.001 | -12.76 -4.30 -0.04 | 0.01 | -0.05 | -0.02

in household

E2. Need for emotional -13.02 3.31 -3.93 <0.001 | -19.52 -6.52 -0.04 | 0.01 | -0.06 | -0.02

support

A4. Marital status Married -20.55 5.30 -3.88 <0.001 | -30.93 -10.16 -0.04 | 0.01 | -0.06 | -0.02

(orin a civil

partnership)

CES-D >23 Yes 14.31 4.80 298 0.003 4.90 23.72 0.05 | 0.02 | 0.02 | 0.08
B6. Reported No -20.63 7.65 -2.70 0.007 -35.62 -5.64 -0.03 | 0.01 -0.04 | -0.01
antipsychotics use
in history
E1. Need to communicate 7.53 3.12 242 0.016 1.42 13.64 0.03 | 0.01 | 0.00 | 0.05
A4. Marital status Single 11.71 5.91 1.98 0.047 0.13 23.30 0.02 | 0.01 0.00 | 0.04
A4. Marital status Live with 12.43 7.44 1.67 0.095 -2.16 27.01 0.02 | 0.01 | 0.00 | 0.03
someone
without
an official
relationship
B5. No reported mental No 6.88 4.29 1.60 0.109 -1.53 15.29 0.02 | 0.01 0.00 | 0.05
disorder in history
A4. Marital status Divorced 9.00 8.33 1.08 0.280 -7.33 25.33 0.01 0.01 -0.01 | 0.03
(or estranged)
A4. Marital status Other 0.28 8.17 0.03 0.972 -16 16 0.00 | 0.01 -0.02 | 0.02

Note: Positive values of B or B indicate an increase in suicidal risk, whilst negative values denote protective factors; the predictors are
sorted by p-level.
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Table 6. Univariate categorical data analysis of the general linear model predicting the RASS total standardized suicidality

scores in the Russian population study sample

Predictor SS df MS F p Partial | Non- Observed
n? centrality | power
(a=0.05)
Intercept 2635321 1 2635321 | 61,160 <0.001 | 0,008 61,16 1,00
CES-D total score 13943609 1 1,4E+07 | 323,600 | <0.001 | 0,040 323,60 1,00
0O11. Recent change in suicidal thoughts 11823509 4 2955877 | 68,599 <0.001 | 0,034 274,40 1,00
M3. lllicit drugs use in history 5163497 2 2581748 | 59,917 <0.001 | 0,015 119,83 1,00
Reported depression in history 4384887 1 4384887 | 101,764 | <0.001 | 0,013 101,76 1,00
A2. Year of birth 3471227 1 3471227 | 80,559 <0.001 | 0,010 80,56 1,00
M2. Alcohol use in history 3070752 1 3070752 | 71,265 <0.001 | 0,009 71,27 1,00
L4. Nightmares 2777783 4 694446 16,117 <0.001 | 0,008 64,47 1,00
B5. Reported other mental disorder 1652906 1 1652906 | 38,360 <0.001 | 0,005 38,36 1,00
in history
B5. Reported bipolar disorder in history 1546127 1 1546127 | 35,882 <0.001 | 0,005 35,88 1,00
L3. Use of hypnotics 1377382 4 344345 7,992 <0.001 | 0,004 31,97 1,00
A4. Marital status 832964 5 166593 3,866 0,002 0,003 19,33 0,94
A6. Number of children 421692 4 105423 2,447 0,044 0,001 9,79 0,71
B6. Reported antipsychotics use in history | 394881 1 394881 9,164 0,002 0,001 9,16 0,86
CES-D >23 141110 1 141110 3,275 0,070 0,000 3,27 0,44
B5. No reported mental disorder in history | 25797 1 25797 0,599 0,439 0,000 0,60 0,12
Error 330966711 7681 | 43089

Note: Predictors are estimated as categorical variables and sorted by partial n? effect size.

DISCUSSION
To our knowledge, the current work represents the first
large-scale study that evaluates suicidality rates in the
Russian general population in the context of the COVID-19
pandemic. Our study sample included 7714 respondents
whose socio-demographic characteristics were consistent
with the data for the general population of Russia and
have been weighted for data analysis purposes [57].
Graphic analysis of the RASS total suicidality score
distribution in our study sample shows that it is clearly
skewed towards to the right after a score of 500, while in the
score range from 0 to 500 the shape of the distribution
is normal (Figures 1a, 1b). Thus, normalized scores over
500 on the RASS scale may reflect an increased suicidality.
In our study sample, 2249 (29.15%) respondents had
a normalized total RASS score higher than 500. The RASS
scores distribution violated the hypothesis of a normal
distribution, but even if we would accept this hypothesis,
we would observe 1595 (20.68%) respondents with a total
score higher than 664.5 (Mean 387.00 plus 1SD=277.51).

Therefore, our results indicate that, at least 20%, and as
high as 30%, of the study population demonstrated an
increased suicidality risk during the pandemic in 2020.
Similar results were observed in an Australian study [32],
where 27.5% of population sample during COVID-19
(March 19th, 2020 - April 15th, 2020) reported suicidal
thoughts. In the UK, suicidal thoughts and ideas of
self-harm have been occurring more frequently
in patients with COVID-19 diagnosis (33%) than in the
general population (18% — suicidal thoughts, 5% —
self-harm ideas). The same tendency was observed
in China (up to 27% with suicidal thoughts among
infected patients; 24.5% among Wuhan hospital patients;
29.7% among adolescents during the first pandemic
wave vs. 22.5% across the second wave), and suicidality
has increased in the Danish, Greek, Indian, and the
Japanese general populations and in other countries of
Eurasia [10, 51, 59-62]. However, there was no evidence
of any significant increase in suicide rates in response
to the pandemic; the Czech Repubilic, Italy, Poland, and
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Table 7. General regression model predicting the RASS total standardized suicidality scores in the Russian population study
sample based on categorical variables output

Effect Level of effect B S.E. t P LCL ucL B S.EE. | LCL | UCL
of B 95% 95% of B | 95% | 95%
of B of B of B | of B
Intercept -3903 | 499 -7.82 | <0.001 | -4881 | -2924
A2. Year of birth 2.26 0.25 | 898 <0.001 | 1.76 2.75 0.10 | 0.01 | 0.08 | 0.12
CES-D total score 7.04 0.39 17.99 | <0.001 | 6.27 7.80 030 | 0.02 | 0.27 | 0.33
M2. Alcohol use in history I did not drink much -31.68 | 3.75 -8.44 | <0.001 | -39.03 | -24.32 | -0.08 | 0.01 | -0.10 | -0.06
M3. lllicit drugs use in history | | did not use it 6747 | 764 | -883 | <0.001 | -8245 | -52.50 | -0.08 | 0.01 | -0.10 | -0.07
0O11. Recent change Very much decreased | -79.97 | 7.63 | -10.49 | <0.001 | -94.92 | -65.03 | -0.11 | 0.01 | -0.13 | -0.09
in suicidal thoughts
011. Recent change Decreased a bit 99.32 | 10.51 | 9.45 <0.001 | 7871 | 119.94 | 0.11 | 0.01 | 0.09 | 0.14
in suicidal thoughts
O11. Recent change Neither increased, -45.87 | 476 | -9.63 | <0.001 | -55.20 | -36.54 | -0.10 | 0.01 | -0.12 | -0.08
in suicidal thoughts nor decreased
B5. Reported depression No -49.76 | 4.93 -10.09 | <0.001 | -59.43 | -40.09 | -0.12 | 0.01 | -0.14 | -0.10
in history
0O11. Recent change Increased a bit 57.04 | 7.11 8.02 <0.001 | 43.10 | 70.97 0.08 | 0.01 | 0.06 | 0.10
in suicidal thoughts
L4. Nightmares Almost never -45.64 | 6.07 -7.52 | <0.001 | -57.55 | -33.74 | -0.09 | 0.01 | -0.11 | -0.06
B5. Reported other mental No -42.48 | 686 | -6.19 | <0.001 | -55.93 | -29.04 | -0.06 | 0.01 | -0.08 | -0.04
disorder in history
B5. Reported bipolar disorder | No -52.46 | 876 | -5.99 | <0.001 | -69.63 | -35.29 | -0.06 | 0.01 | -0.07 | -0.04
in history
L3. Use of hypnotics Almost never -30.37 | 6.09 -499 | <0.001 | -42.31 | -1843 | -0.05 | 0.01 | -0.07 | -0.03
M3. lllicit drugs use in history | Occasionally and 3840 | 882 | 435 <0.001 | 21.11 | 55.68 | 0.04 | 0.01 | 0.02 | 0.06
rather rarely
Ad4. Marital status Married (or in a civil -17.33 | 552 | -3.14 | 0.002 | -28.15 | -6.50 -0.03 | 0.01 | -0.05 | -0.01
partnership)
B6. Reported antipsychotics No -22.99 | 7.60 -3.03 | 0.002 -37.88 | -8.10 -0.03 | 0.01 | -0.05 | -0.01
use in history
CES-D >23 Yes 8.61 4.76 1.81 0.070 -0.72 17.93 0.03 | 0.02 | 0.00 | 0.06
A6. Number of children 0 1118 | 649 | 1.72 0.085 | -1.54 | 2390 | 0.02 | 0.01 | 0.00 | 0.05
L4. Nightmares Rarely 1226 | 7.20 1.70 0.088 -1.85 26.37 0.02 | 0.01 | 0.00 | 0.03
A6. Number of children 2 -10.74 | 6.38 -1.68 | 0.092 -23.26 | 1.77 -0.02 | 0.01 | -0.04 | 0.00
A4. Marital status Single 9.67 6.14 | 1.58 0115 | -236 | 21.71 0.02 | 0.01 | 0.00 | 0.04
A6. Number of children 1 -9.28 5.97 -1.56 | 0.120 -21 2 -0.02 | 0.01 | -0.03 | 0.00
L3. Use of hypnotics Sometimes 11.92 | 833 1.43 0.153 -4.42 28.26 0.01 0.01 | 0.00 | 0.03
L4. Nightmares Often 1236 | 9.75 | 1.27 0.205 | -6.76 | 3148 | 0.01 | 0.01 | -0.01 | 0.03
A4. Marital status Divorced 10.58 | 8.38 1.26 0.207 -5.85 27.01 0.01 0.01 | -0.01 | 0.03
(or estranged)
L3. Use of hypnotics Often 10.21 | 10.96 | 0.93 0352 | -11.27 | 31.70 | 0.01 | 0.01 | -0.01 | 0.03
A4. Marital status Live with someone 5.86 7.44 0.79 0.431 -8.72 20.44 0.01 0.01 | -0.01 | 0.02
without an official
relationship
B5. No reported mental No 3.28 424 | 0.77 0439 | -5.03 1158 | 0.01 | 0.01 | -0.02 | 0.04
disorder in history
L4. Nightmares Sometimes -5.13 7.01 -0.73 | 0.465 -18.88 | 8.62 -0.01 | 0.01 | -0.02 | 0.01
L3. Use of hypnotics Rarely 5.30 7.88 | 0.67 0.501 -10.14 | 20.74 | 0.01 | 0.01 | -0.01 | 0.03
A4. Marital status Other 3.83 8.14 0.47 0.638 -12.12 | 19.78 0.00 | 0.01 | -0.01 | 0.02
A6. Number of children 3 -2.02 9.83 -0.21 0.837 -21.30 | 17.25 0.00 | 0.01 | -0.02 | 0.02

Note: Positive values of B or B indicate an increased suicidal risk, whilst negative values denote the protective factors; the predictors
are sorted by p-level.
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Table 8. Descriptive statistics of the RASS total standardized suicidality scores in the Russian population study sample,
linking the variables selected by the best subset general regression model within the post-hoc ANOVA analysis

Effect Level of effect N Mean | S.D. S.E. LCL ucL Bonferroni
95% 95% homogenous
groups (p <0.05)*
A4. Marital status Divorced (or estranged) 594 385,18 | 271,93 11,16 363,26 407,09 A
Live with someone without 850 436,14 | 285,91 9,81 416,89 455,38 B
an official relationship
Married (or in a civil partnership) | 3204 | 311,81 | 235,90 417 303,64 319,98 C
Other 699 | 454,03 | 294,87 1115 | 43214 | 47593 B
Single 2259 | 458,09 | 296,83 625 | 44585 | 47034 B
Widower 108 | 317,96 | 266,43 2564 | 267,14 | 36879 C
A6. Number 0 3957 | 44839 | 294,13 468 | 43922 | 45755 | A
of children 1 1817 | 333,60 | 249,80 58 | 32211 | 34510 B
2 1460 | 302,89 | 230,30 6,03 29107 | 31471 C
3 346 | 313,82 | 23547 12,66 | 28892 | 33871 BC
4 134 | 402,01 | 268,74 2322 | 35610 | 44793 | A
L3. Use Almost never 5993 | 33556 | 247,89 3,20 32928 | 341,84 | A
e liyfaerites Rarely 693 | 552,42 | 303,07 11,51 | 52981 | 575,02 B
Sometimes 556 | 519,50 | 292,08 12,39 | 49517 | 543,83 B
Often 269 | 621,06 | 294,94 17,98 | 58565 | 656,47 C
Almost always 203 | 666,80 | 284,41 1996 | 627,44 | 706,16 C
L4. Nightmares Almost never 5434 | 314,84 | 232,70 3,16 30866 | 321,03 | A
Rarely 856 | 562,84 | 299,28 1023 | 542,77 | 582,92 B
Sometimes 882 | 49581 | 290,34 978 | 47662 | 514,99 C
Often 350 | 626,47 | 289,48 1547 | 596,04 | 656,90 D
Almost always 192 | 707,63 | 277,31 2001 | 66815 | 747,11 E
M2. Alcohol use | 1 did not drink much 6698 | 36569 | 268,03 327 35927 | 3721 A
I sikoy I drank a lot 1016 | 527,28 | 297,51 9,33 50897 | 545,60 B
MS3. Illicit drugs I did not use it 7089 | 363,45 | 264,82 3,15 35729 | 36962 | A
use in history Occasionally and rather rarely 495 | 642,77 | 280,95 12,63 | 617,96 | 667,58 B
Often 130 | 69550 | 267,11 2343 | 649,15 | 741,85 C
011. Re'cent. ) Very much decreased 626 325,10 | 253,99 10,15 305,16 345,03 A
fﬁgﬂgﬁt's” suicidal "5 reased a bit 275 | 643,47 | 25511 1538 | 61319 | 673,76 B
Neither increased, nor decreased | 5530 | 338,71 | 250,34 3,37 332,11 345,30 A
Increased a bit 773 | 611,66 | 282,48 1016 | 591,72 | 631,61 B
Very much increased 510 507,39 | 306,90 13,59 480,69 534,09 C
CES-D >23 Yes 2327 | 594,69 | 293,23 6,08 582,77 | 606,61 A
No 5387 | 297,24 | 215,53 294 | 291,49 | 303,00 B
BS5.Noreported | No 1781 | 553,80 | 303,78 7,20 53968 | 567,92 | A
mental disorder
in history Yes 5933 | 336,89 | 248,14 322 33057 | 34321 B
B5. Reported No 6753 | 354,52 | 258,09 314 | 34836 | 36068 | A
dep istory Yes 91 | 61501 | 301,29 | 972 | 59594 | 63408 | B
BS. Reported No 7547 | 37931 | 272,98 314 | 37315 | 38547 | A
ooy e [ Yes 167 | 73320 | 25987 | 2011 | 69350 | 77291 | B
BS. Reported No 7434 | 377,62 | 271,72 3,15 371,44 | 38379 | A
g'icsh:rrdr:firr;tilistory Yes 280 | 63536 | 312,68 1869 | 59857 | 672,14 B
B6. Reported No 7481 | 377,62 | 271,80 314 | 37146 | 38378 | A
ey e U e 233 | 687,19 | 29157 | 1910 | 649,55 | 72482 | B
Total 7714 | 386,97 | 277,5067 | 3,1596 | 380,7767 | 393,1641

Note: * Reflect statistically significant differences if there are no common letters at Bonferroni corrected p <0.05
(i.e., Avs. B are different at pg, rerroni <0-05, while A vs. AB are not different at pg,, erroni <0.-05).
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Figure 2. Bubble-plot of associations between the RASS total standardized score and a year of birth categorized by

the gender factor.

Note: Bubbles reflect the density of the study population according to the year of birth per total normalized score from n=1
to n=12; the lines represent locally weighted scatterplot smoothing (Lowess) fits.

other international research groups reported either
decreased rates or fluctuating numbers between pandemic
waves, but the studies had different methodologies and
did not always take into account country statistics on
death rates due to COVID-19 [10].

Our regression models, based on 7714 responses
from the Russian general population, explain 43-44%
of variability in suicidality risks measured according
to the RASS scale. The following variables demonstrated
significant, but with small effect size, linear relationships
with current suicidality risk (placed by the descending effect
size order): CES-D total score (depression level), age (A2),
illicit drugs use in history (M3), reported depression in
history (B5), history of alcohol use (M2), nightmares (L4),
family conflicts (E3), use of hypnotics (L3), attitude towards

to precautions’ effectiveness in preventing the spread
of the COVID-19 (D3), number of people in household (A7),
and recent changes in the need for emotional support
and communication (E2 and E1). Also, the factors of
history of mental disorders, number of children, marital
status, current depression status, and absence of
antipsychotics use in history demonstrated associations
with current suicidality risks. This data supports previous
findings that have been obtained both in Russia and
internationally, and demonstrated the relationships
between deaths from suicide and suicide attempts
(not suicidality as a widely understood phenomenon
itself) and factors of current depression, history of
mental disorders (including depression),
illicit drugs, alcohol use, as well as socio-demographic

substance,

30

Consortium Psychiatricum | 2022 | Volume3 | Issue?2



(e.g., young age) and socio-psychological (e.g., family
circumstances) factors [33, 43, 61, 63-65].

Thus, we found that the same factors which have been
demonstrated to be related to the rates of committed
suicides and suicidal attempts appear in our research
in the context of the suicidality phenomenon, including
self-harm and suicidal ideation within the items of
the RASS scale. Recent meta-analysis of international
studies also demonstrated similar findings, namely that
suicidal ideation as a part of suicidal behavior was
related to the factors of low social support, quarantine
measures, loneliness, sleep disturbances, mental health
problems, and poor somatic health during the COVID-19
pandemic [66].

Based on model beta coefficients, the variables of
psychiatric history and current mental state have been
identified as significant risk factors for a higher current
suicidality risk, and that a higher severity of current
depression (CES-D total score) was the strongest predictor
of suicidality risk in the Russian population. Among
mental disorders, depression and bipolar disorder have
been ranked higher on the list of suicidality risk factors
compared to other psychiatric disturbances. These
findings are consistent with the general understanding
that depression and bipolar depression are the most
evident contributors to suicidal ideation and suicidality
risks [61, 64]. It is an interesting fact that many studies
indicate alcohol use to be a particular suicidal risk factor,
particularly in the Russian Federation and in relation
to alcohol overconsumption; whilst our results support
this data, according to our sample analysis, alcohol
misuse was outranked by the use of illicit psychoactive
compounds [33, 65]. Consistent with international findings
from many Asian studies we found that recent changes
in certain other mental health-associated variables, such
as the recent increase in suicidal thoughts, deterioration
of sleep quality with the need to use sleeping pills, and
having nightmares due to COVID-19-related pandemic
contexts are also associated with higher current suicidality
risks [10, 62, 67, 68]. In Russia, a hypnotics prescription
is strictly supervised by psychiatrists. Given that depression
and nightmares are stronger predictors of suicidality
during the pandemic than the use of hypnotics, this
means that the fact of the use of sleeping pills reflects
a sequela of present mental disturbances.

The vast majority of previous studies indicated
that the history of suicides and self-harm act as the

strongest predictors of suicidal ideation [10]. Our study
results support these findings, and, indeed, the factors
of history of suicidal attempts and self-harm behavior
were the strongest predictors, increasing the R? of the
model to 65%, but these variables have been removed
from the analysis to avoid multicollinearity as far as
these factors have been already incorporated into the
RASS total score. It is interesting that subjective feelings
about the recent change in melancholy (G21 — “How
much has your emotional state related to the experience
of joy or melancholy changed in comparison to before
the COVID-19 epidemic?”) has not appeared among the
risk factors for suicidality within the Russian population,
although this question implied the detection of depression.
In our opinion, the combination of these two findings,
that the history of suicidal attempts and self-harm but
not recent changes in melancholy, provide a significant
input in the variability of suicidal risk may be explained
by the habitual pattern completion of suicidal behavior
in the form of learned impulsive reaction to life stressors,
the “learned suicidality”, which reminds the phenomenon
of learned helplessness [69].

With regard to socio-demographic factors, a review
of suicidal behavior in Russia and the WHO statistics
for the country indicate that men committed suicides
4.7 times more often than women did (43.6 vs. 9.1 per
100,000 population) [33, 58]. However, the number
of suicide attempts was apparently higher among
females [35, 36]. According to the most recent review
about suicides in Russia, the number of suicide attempts
increases with age, with its peak at 50 years old [33].
This data does not correspond to our results, which
demonstrate that the total suicidality risk score does
not differ between the sexes and is highest among
the younger population. Nevertheless, these data are
generally consistent with the rates of self-harm behavior
in a number of international studies, and prominent
suicidality risks among the youth both in Russia and
abroad [8, 41, 42, 51, 70, 71]. These inconsistences
in suicide attempts and suicidal risk distribution
according to RASS score may indicate that these two
phenomena are not necessarily linked. Single marital
status was a weak risk factor for an increase in suicidality
risk score, while being married was a protective factor
against suicidal thoughts [33, 43]. Consistent with this,
having no children, as opposed to having one or two
children, and the factor of living with a smaller number
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of people in the household, were significant, but weak,
risk factors for an increase in suicidality. These results
may possibly be biased by the age factor. We found
that a younger age was associated with an increased
suicidality, which is similar to the findings of some
studies, for example, from Japan, where youths less
than 40 years old demonstrated a rise in suicidality
risks during the COVID-19 pandemic [10, 72]. Moreover,
a younger age corresponds to a lesser likelihood of being
married and having children, which have been identified
as risk factors for developing suicidality.

In a large study whose aim was to predict suicidal
attempts in a foreseeable period of time using an ensemble
of machine learning models, the highest-ranking
variables were mental health disorders, recent suicidal
thoughts and associated changes in behavior, a history
of suicidal attempts, and use of psychotropic drugs.
In general, the risk factors derived in our study are
consistent with these predictors. However, it seems
important that the set of these variables in the above
study was obtained outside the pandemic context,
whilst our study considered a period during the
pandemic [73]. This would suggest that the pandemic
did not introduce additional distorting factors into the
risk profile of suicidal behavior.

Some other factors that were assessed in the context
of the ongoing pandemic also predicted current
suicidality. The recent increase in family conflicts during
the pandemic lockdown, not believing that precautions
can help to prevent the spread of the COVID-19 (D3),
support (E2),
decreased need for communication (E1) during the

increased need for emotional and
COVID-19 pandemic represented the main risk factors
for suicidality. Indeed, family problems, family violence,
lack of social support and home confinement during
the pandemic have frequently been found to represent
suicidal risk factors at the international level [10, 66, 74].
Thus, the monitoring of vulnerable focus groups, both
for mental health and socio-psychological changes, is
important to prevent increased suicidality in response
to such major social stressors as the COVID-19 pandemic.

Our study has several limitations. First, it was an
online survey, with inherent risks of bias in the results.
Second, the projection of the results onto the entire
Russian Federation population was based on the
distribution of responses by age, gender, and the scale
of settlement (rural or urban), but did not consider

the region of Russia, ethnicity, education, or religious
views that could have potentially affected the results.
Another study limitation is that RASS, as the main tool
of suicidality estimation, includes questions about the
history of previous suicide attempts and self-harm
episodes, which precluded the inclusion of these risks
in our regression model.

In our study, we measured the suicide risk in the
general population, and identified factors that associated
with an increase or decrease in suicidality. These findings
can serve as a basis for the development of suicide
preventive strategies on the national level, and the key
vulnerabilities detected in our study can help to ensure
preventive measures are more focused on individuals
with described suicidality risk factors.

CONCLUSIONS
According to the Risk Assessment Suicidality Scale data,
at least, 20.68% and potentially up to 29.15%, of the
Russian general population demonstrated increased
risk of suicidality during the COVID-19 pandemic.
Modelling the suicidality risks pointed to the key
vulnerabilities related to the mental and behavioral
disorders, such as (a) current severe depression and
(b) a history of mental disorders, (c) bipolar disorder,
(d) illicit drug and psychiatric compound (hypnotics) use,
(e) alcohol misuse, and (f) highlighting a deterioration
in sleep quality. Socio-demographic indicators such as
(g) younger age (disregarding the gender factor), (h) single
marital status, (i) having no children, (j) living with less
people in the household, (k) recent increases in family
conflicts, () increased need for emotional support,
(m) decreased need for communication, and (n) not
believing in precautionary measures to stop the spread
of COVID-19, contributed to an increase in suicidality
risks in the context of the pandemic.

Our findings point to the additional risk factors which
should be considered when assessing suicidality risks
in Russia.
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ABSTRACT

BACKGROUND: Schizophrenia and suicidal behavior are associated with shortening in the length of telomeres. The
aim of the study was to compare the content (pg/mcg) of telomeric repeat in DNA isolated from peripheral blood cells
in three groups of subjects: patients with schizophrenia and a history of suicide attempts, patients with schizophrenia
without suicidal tendencies, and healthy control volunteers.

METHODS: Relapses according to gender and age were examined in 47 patients with schizophrenia with suicidal
behavior, 47 patients without self-destructive conditions, and 47 volunteers with healthy control and maintenance
for the content of telomeric and the number of copies of mitochondrial DNA (mtDNA) in peripheral blood leukocytes.

RESULTS: Analysis of determining the content of telomeric repeat (TR) in the DNA of massive weight gain in the series:
patients with schizophrenia and suicidal attempts — patients with schizophrenia without suicidal observations —
healthy controls (225+28.4 (227 [190; 250]) vs. 243121 (245 [228; 260]) vs. 255+£17.9 (255 [242; 266]), p <0.005. The
same trend is observed for the number of mtDNA copies (257£101.5 (250 [194; 297])) vs. 262.3+59.3 (254 [217; 312])
Vs. 272+79.9 (274 [213; 304]); p=0.012), but no significant differences were recorded.

CONCLUSIONS: For the first time, the phenomenon of telomere shortening was discovered in schizophrenics with
suicidal risk. The length of the telomere corresponds to the parameter of a biological marker — an objectively measured
indicator of normal or pathological processes, but gaining an idea of its reliability is still necessary for verification with
an assessment of its sensitivity, specificity, and positive and negative predictive value. The telomere may be considered
a putative predictive indicator of suicidal risk.

AHHOTALMA

BBEAEHME: LLUv3odppeHna 1 cynumaanbHoe NnoBeAeHne ConpsiXeHbl C YKOPOYeHneM AnvHbl Tenomep. Lensto
MCCNe0BaHWA CTaNo CpaBHeHMVe cofepxxaHus (Mr/Mkr) TenoMmepHoro nosTopa B AHK, BbigeneHHOW 13 KneTok
nepndepmnyeckort KpoBu, y Tpex rpynn MUChbITyeMbiX: NaLuMeHToB C LWn3odpeHnen n cynumiamm B aHaMHese,
NaLVeHToB C LUM30ppeHe 6e3 cynunaos 1 JO6pOBObLEB 13 UMCIA 340POBOr0 KOHTPOSIS.
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METO/bI: O6cnesoBaHbl COMOCTaBMMbIE MO MOy 1 BO3PacTy 47 NauymeHToB C WinsodpeHnern ¢ cynumaansHbiM
nosegeHveM, 47 60/1bHbIX 6€3 ayTOAeCTPYKTUNBHbIX TeHAEHLMI 1 47 O0OPOBO/IbLIEB 340POBOI0 KOHTPOIS KNMHUYECKI
1 Ha NpeaMeT cofepXaHua TenoMmepHoro nosTtopa B IHK nelikoumnTos KpoBu.

PESY/IBTATbI: AHanuns onpejgeneHvis cogepxaHua TenomepHoro nostopa (TR) B AHK cBuaeTtenscreyet
O CTaTUCTUNYECKN 3HAUVMOM YBEUYEHUN AANHBI TeOMep B pAAy: NauneHTbl C Wn3oppeHnein n cynumaamm —
naumeHTbl € LWn3odppeHmern 6e3 cynumios — 340POBbIA KOHTPONb (225 vs 224 vs 255; p=0,024). Takol xe TpeHa
npocnexmnBaeTca AN KOHUeHTpaunum mutoxoHapunanbHon AHK (MTAHK) (257 vs 262 vs 272; p=0,012).

BbIBO/Abl: BnepBble ycTaHOBUAN PEHOMEH YKOPOYEHUS ANVHbI TeoOMep Mpu LWM30dpPeHnr, COMpSKEHHOM
C CynuMaanbHbeIM pUCKoM. [innHa Tenomep oTBeyaeT nMapameTpam BUONOrMYecKoro Mapkepa — O6beKTMBHO
1N3MepseMOro nokasaTeNst HopMasbHbIX WM NaTON0rMYeCcKMX MPOLEeCccoB, HO ero Ba/MAHOCTL ellie HeOBXOAMMO
NPOBEPUTbL C OLLEHKOW ero YyBCTBUTEIbHOCTY, CNeLUPUUHOCTA, MONOXNTENbHOWN 1 OTPULATENbHON NMPOrHOCTUYECKOW
LileHHOCTW. PaccmaTtprBaTh J/IMHY TeloMep Kak MPOrHOCTUYECKUIA MHAMKATOP CyULMAANBHOMO prcka NpexaeBpemMeHHo.

Keywords: schizophrenioa; suicide; telomere length; mtDNA

KnroueBble cnoBa: wu3zoppeHus, cyuyud; 0auHa mesomep; MmAHK

INTRODUCTION

When publishing the study methodology and results, we
should note two important features of schizophrenia,
which are hardly comparable in terms of the universal
human values of the 21st century, but are relevant
separately, especially in light of the active search for
biomarkers in psychiatric disorders and the development
of contemporary approaches to reduce the risk of adverse
outcomes in schizophrenia.

On the one hand, real-world psychiatric clinical practice
shows that self-destructive behavior is a major cause of
premature death among patients with schizophrenia. The
suicide rate among patients with schizophrenia is 5-10 times
higher than in the general population [1-4], and 25-50%
of schizophrenia patients will attempt suicide during their
life time, with 5.6% of suicide attempts ultimately proving
fatal [5]. The mean age of schizophrenic patients who commit
suicide is just 33 years, which is 10 years lower than in the
general population [6-8], and completed suicide accounts
for 30.9% of deaths during the first-episode psychosis [9-12].
Comparison of suicidal risk indices between the different
nosologic groups shows poor results: the proportion
of patients with schizophrenia can constitute 45-65%
of suicidal patients with all other established psychiatric
disorders[13, 14], and the lifetime rate of suicide in individuals
with schizophrenia is between 9% and 13% [12, 15].

Meanwhile, the scientific literature discusses the
hypothesis of accelerated aging due to oxidative
stress and chronic neuroinflammation as a cause of

schizophrenia [16-19]. According to this hypothesis,
the oxidative stress associated with schizophrenia leads
to premature degradation of cells and tissues, and
endocrine and humoral abnormalities. All these factors,
along with multiple decompensations, may lead to death
10-15 years earlier than otherwise expected [17, 20, 21]".

Telomeres (TR), which are repetitive non-coding
nucleotide sequences at the ends of the linear
chromosomes (TTAGGG)n coated with binding proteins,
are considered to be a ‘biological counter’ of the cell
division number. Telomere shortening is directly and
reliably associated with aging. A critical telomer length
triggers the process of programmed cell death, which
is accelerated in chronic cardiovascular disorders,
metabolic syndrome, diabetes mellitus, and psychiatric
disorders [24]. Telomere length homeostasis is achieved
via a balance between the telomer erosion over successive
eukaryotic cell divisions and telomere lengthening via
telomerase, which adds repetitive nucleotide sequences
to the 3' end of the DNA strand [24]. Oxidative stress
is a major cause of direct telomere shortening. It has been
established that 8-ox0-7,8-dihydro-2'-deoxyguanosine,
a product of guanosine oxidation via hydroxyl radicals,
is formed in larger amounts in a telomeric DNA sequence
than in a non-telomeric DNA sequence [25].

T Other factors associated with schizophrenia may lead to
abnormalities, e.g. higher smoking rates among patients with
schizophrenia than in general population [22], poor quality of
healthcare [23].
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The length of the telomeres is defined by their content
in the total DNA volume.

Mitochondrial DNA (mtDNA) copy number variation
is considered to be a tandem marker for assessing the
function of the ‘biological counter’ of telomere shortening.
This marker reflects mitochondrial dysfunction, i.e., loss of
reserve energy-generating capacity, especially in settings
such as stress and psychiatric disorders [26-28].

Mitochondria not only provide the cell with necessary
energy reserves, but also play a key role in the processes
of apoptotic and necrotic cell death, regulation of
gene expression, and the signaling pathways of cell
proliferation and differentiation [29]. Mitochondrial
biogenesis, determined by mtDNA copy number, may
serve to compensate for increased energy demand
or decreased mitochondrial function and is associated
with aging and age-related diseases [30]. Several groups
of researchers reported reduced leukocyte and whole
blood mtDNA copy number in patients with psychiatric
disorders, compared to healthy controls [31-34].

An analysis of publications on telomere shortening
in schizophrenia and suicide reveals certain features.
Controversial data? on telomere length in schizophrenia
relative to healthy controls has been reported in the
literature, but the results of meta-analyses [19, 41]
demonstrate a significant telomer shortening in young
patients with schizophrenia spectrum disorders [42].
These results were replicated in a tandem (combined)
analysis of the telomere content and leukocyte mtDNA
copies in young and middle-aged individuals [43, 44]. More
significant correlation was observed in groups of patients
with signs of psychiatric or developmental disorders [45].

The results of the studies on the telomer length and
mtDNA in suicidal individuals without schizophrenia are
sustained and reproducible. Comparison of samples
obtained from 528 suicidal individuals and 560 subjects
who died from other causes demonstrated significant
telomer shortening in the brain tissue and blood
cells [46]. Analysis of completed suicide cases showed
shorter telomeres in female/young suicides and higher
mtDNA content in male/elderly suicides [46]. These
results were confirmed by comparison of telomere

2 A number of studies have reported [21, 35, 36] an association
between telomere shortening and schizophrenia, but
these data have not been confirmed in other studies that
have demonstrated longer telomeres in patients with
schizophrenia [37], or no differences between these patients
and healthy controls [38-40].

length in 71 suicidal individuals [47], which leads to the
conclusion that telomere length is inversely associated
with the risk of suicide in patients younger than 50 years
old, including those with affective disorders [48].

As there are no available data on telomere length
comparisons in suicidal patients with schizophrenia, we
hypothesized that telomeres are shorter in patients with
schizophrenia and a history of suicidal behavior relative
to patients with schizophrenia without self-destructive
behavior or healthy controls.

The aim of the study was to compare the content
(pg/pg) of the telomeric repeats and the mtDNA copy
number in the genome of peripheral blood cells in three
groups of subjects: patients with schizophrenia and
a history of suicidal behavior, patients with schizophrenia
without suicidal tendencies, and healthy volunteers.

MATERIALS AND METHODS

The study population includes 94 patients with
schizophrenia (55 males, 39 females, mean age 27.3+
8.6 years) who were admitted to the acute pathology units
of the SBHI ‘Psychiatric Clinical Hospital No.1 of the Moscow
Healthcare Department’ from February to March 2019.

Inclusion criteria

The patient’s condition on evaluation meets the ICD-10
diagnostic criteria for schizophrenia; the patient has
signed the Informed Consent Form.

Non-inclusion criteria
Severe decompensated disorder;
of psychoactive substance or alcohol abuse; pregnancy;

somatic signs

refusal to participate.

To confirm the proposed hypothesis three groups
of patients were formed based on the presence of
suicidal behavior:

« group 1 (n=47, mean age 2516.6 years, 30 males
(64%)): patients with schizophrenia and a history
of at least one suicide attempt;

« group 2 (n=47, mean age 29.5+9.8 years, 25 males
(53%)): patients with schizophrenia without a history
of suicidal ideation or behavior;

+  control group (n=47, mean age 26+3.9 years, 22 males
(47%)): healthy subjects without signs of psychiatric
disorders and non-relatives of patients.

Study design: non-interventional, cross-sectional, case-

control study.
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Methods

Clinical and psychometric approaches were used
to assess the patient's condition and analyze their
history. The Positive and Negative Syndrome Scale
(PANSS) was used to evaluate the patient’s condition,
taking into account the Positive (PANSS P), Negative
(PANSS N) and General Psychopathology (PANSS G)
subscale scores [49].

Blood sampling from the cubital vein was performed
once at 8.00 to 8.30 a.m. after overnight fasting; samples
were drawn into heparin tubes and sent to the laboratory
within two hours in compliance with requirements
regarding biomaterial preservation.

Molecular biology method was used to measure the
telomere and mtDNA content in samples obtained from
patients in three study groups.

The result of telomere content measurement was
expressed as pg/pg of DNA, and the result of mtDNA
content measurement was expressed as the copy
number in the genome.

We used the quantitative non-radioactive hybridization
(NQH) assay, specially designed for the quantitative analysis
of tandem repeats in the genome. The NQH method has
been detailed in several publications [50-52]. DNA was
isolated from blood by extraction with organic solvents.
The DNA concentration in the solution was measured
via fluorimetry using PicoGreen dye (Invitrogene). The
NQH method is based on the hybridization of denatured
DNA samples applied to a filter (50 ng/spot) with a
biotinylated DNA probe that is complementary to the
DNA fragment of interest. The biotin-(TTAGGG)7
oligonucleotide (Sintol, Russia) was used as a DNA
probe. The streptavidin-alkaline-phosphatase conjugate
(Sigma) was used to detect biotin after hybridization.
Alkaline phosphatase substrates (BCIP/NBT) in the
presence of the enzyme form an insoluble precipitate,
which is adsorbed on the filter at the DNA target
location. When the reaction ends, the filter is scanned
and integral intensity (1) of the spots is determined using
a special program. Several DNA calibration standards
with a known TR content are applied to the same
filter. The calibration dependence relates the signal (1)
to the number of repeats in 50 ng of DNA. An example
of a calibration dependence for telomeres is given in one
of our previous publications [53]. The standard error
of the NQH method is 5% of the measured value. The
total error of the method, which includes DNA isolation,

determination of the DNA concentration in solution, and
hybridization, is 11%.

Assay for mtDNA quantification

Quantitative PCR assay (RT-PCR) was used to analyze
the mtDNA copy number in DNA. The methodology and
primers for mtDNA analysis are described in detail in
the publication [53].

Statistical data analysis was carried out using
the Jamovi software (The Jamovi Project (2022)). jamovi.
(Version 2.3) [Computer Software], https://www.jamovi.org.).
Descriptive statistics include medians and quartiles.
T-test with indication of the degrees of freedom (df), t-test
parameter (t) and a 95% confidence interval (95% Cl) were
used for analysis of the psychometric scale scores, as
well as clinical and dynamic characteristics. The Mann-
Whitney test (U-test) with the calculation of all test
parameters was used to compare the molecular testing
results in gender groups. The Kruskal-Wallis test was
used for statistical analysis of group data via continuous
variables, and the Dwass, Steel, Critchlow-Fligner test
(DSCF pairwise comparison) was used to test paired
hypotheses. Correlation between variables was assessed
using Pearson’s x2 test. For all tests, data were considered
statistically significant at a two-sided p <0.05.

RESULTS
The results of clinical, psychometric, and molecular
testing are presented in Tables 1, 2, 3, and 4.

The groups were matched for gender, although the
number of men in group 1 (patients with suicide attempts)
was higher than in the control group — 64% vs. 47%),
however, this difference was not statistically significant.

The vast majority of patients in each of the groups
have impaired social functioning and live reclusive lives
(the proportion of single patients was 80.9% in the study
population, and 87.3 and 74.5% in the respective groups)
and are persistently disabled in some cases (the proportion
of disabled persons was 15% in the study population, and 13
and 17% in the respective groups). Analysis of environmental
factors affecting telomere content and mtDNA copy
number (smoking and metabolic syndrome) did not reveal
significant differences between the groups (Table 1).

Clinical and dynamic characteristics of two groups
were heterogeneous (Table 2).

Group 2 patients were significantly older than group 1
patients and the healthy controls.
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Table 1. Socio-demographic characteristics and description of factors affecting the telomere length and cfDNA concentration

in the study groups

Characteristics Group 1 Group 2 X2 (p) Control X2 (p1) X2 (p2)
n=47 n=47 n=47

Socio-demographic characteristics, abs. (%)

Males 30 (64%) 25 (53%) 1.096 (0.3) 22 (47%) 2.755(0.1) 0.383(0.5)

Single 41 (87.3%) 35 (74.5%) 2.474(0.1) 27 (57.4%) 10.421 (0.001) * | 3.032(0.1)

Disabled 6 (13%) 8 (17%) 0.336 (0.6) 0 -

Telomer shortening risk factors, abs. (%)

Smoking 13 (27.6%) 7 (14.8%) 2.287(0.1) 8 (17%) 1.533(0.2) 0.079(0.8)

Metabolic syndrome 4 (8.5%) 4 (8.5%) 0(1) 3 (6%) 0.111(0.7) 0.111(0.7)

Note: p — differences between the study groups; p1 — differences between the control group and the group of patients
with schizophrenia and a history of at least one suicide attempt; p2 — differences between the control group and the group

of patients with schizophrenia without a history of suicidal ideation or behavior; * — statistically significant difference when using

Chi-Squared test.

Table 2. Clinical and dynamic characteristics of schizophrenia in study groups

Value Group 1 Group 2 Control
n=47 n=47 n=47
YearstSD YearstSD P YearstSD p1 P2
(df) (t) (df) (t) (df) (t)
[95% CI] [95% CI] [95% Cl]
Mean age 25+6.6 29.5+9.8 0,010* 26+3.9 0.404 0,023*
(92) (2.6) (92) (0.8) (92) (2.3)
[7.9-1.1] [3.2-1.3] [0.5-6.6]
Mean age at onset | 18.7+6.5 19.1+6 0.743
(92) (0.3)
[3-2.1]
Disease duration 6.3+6.0 10.4+8.5 0,008*
(92) (2.7)
[7.1-1.1]
Mean AP dose, 400+27.3 300+19.5 <0.001*
mg/day** (92) (20.5)
[90.7-110]

Note: p — differences between the study groups; p1 — differences between the control group and the group of patients
with schizophrenia and a history of at least one suicide attempt; p2 — differences between the control group and the group
of patients with schizophrenia without a history of suicidal ideation or behavior; * — statistically significant difference when using

the t-test; **AP — antipsychotic chlorpromazine equivalents [54].

Further, in both groups the onset of schizophrenia
was found to begin during late puberty or adolescence
(18.716.5 vs. 19.116; p=0.74), and therefore the disease
duration is significantly shorter in patients with suicide
attempts than in patients without suicidal ideation (6.3£6.0 vs
10.448.5; p=0.0083). Moreover, the statistically significant
difference in antipsychotic dosage should be noted: group 1
patients receive more intensive treatment (400427 vs.
300420 mg/day of chlorpromazine equivalent; p <0.0001).

Table 3 shows the results of psychometric testing in the
two groups of patients: statistically significant differences

were found in the severity of negative symptoms, as
measured by the PANSS-N subscale mean score (27.4 vs
22.8 points; p=0.0052), while no differences were found
in the total score or Positive and General Psychopathology
subscale scores.

Results of telomere content measurement (Table 4)
show a statistically significant difference in telomere length
between the three groups (p <0.001; x?=24.8; df=2). DSCF
pairwise comparisons revealed significant differences
in telomere length between some groups. Statistically
significant differences in telomere content were found
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Table 3. Results of psychometric testing in the study groups

Scale Group 1 Group 2 p
n=47 n=47 (df) (t)
Total score meantSD (Me [Q1; Q3]) Total score meantSD (Me [Q1; Q3]) [95% CI]
PANSS total score 101.2423.1 94.9+26.3 0.223
(97 [86; 112]) (94 [76; 112]) (92)(1.2)
[3.9-16.4]
PANSS P 23.817.6 24.9+8.5 0.522
(23 [18; 27]) (23 [20; 29]) (92) (0.6)
[4.4-2.2]
PANSS N 27.4+8.8 22.8+6.6 0.005*
(26 [22; 33]) (11[19; 28]) (92) (2.9)
[1.4-7.8]
PANSS G 50+10.9 47.2£15.3 0.318
(49 [44; 59]) (48 [39; 59]) (92) (1)
[2.7-8.2]
Note: * — Statistically significant difference when using the t-test.
Table 4. Molecular testing results
Biomarker Group 1 Group 2 Control *
concentrations n=47 n=47 n=47 (x%*)
Total score mean+SD Total score meantSD Total score meantSD (df*)
(Me [Q1; Q3]) (Me [Q1; Q3]) (Me [Q1: Q3])
Telomers 225+28.4 243421 255+17.9 <0.001**
(pg/mcg DNA) (227 [190; 250]) (245 [228; 260]) (255 [242; 266]) (24.8)
(2)
mtDNA 257+101.5 262.3+59.3 272+79.9 0.579
(copy number) (250 [194; 297]) (254 [217; 312]) (274 [213; 304]) (1.09)
(2)

* — The Kruskal-Wallis test was used for the analysis, the statistics for which are given in parentheses: x2 — chi-squared;

df — degrees of freedom.

** — The Kruskal-Wallis test revealed a statistically significant difference in the three study groups. The BSCF test was used for
pairwise comparison, and a significant difference in telomere content was found between group 1 and group 2, group 1 and the

control group, and group 2 and the control group.

between the group of patients with a history of suicide
attempts and the group of patients without suicidal
ideation (225 pg/mcg+28.4 (227 [190; 250]) vs. 243 pg/mcg+
21 (245 [228; 260]); p=0.007; W=2.3). Statistically significant
differences in telomere content were found between the
group of patients with a history of suicide attempts and
the control group (225 pg/mcg+28.4 (227 [190; 250]) vs.
255 pg/mcg+17.9 (255 [242; 266]); p <0.001; W=6.7) and
between the group of patients without suicidal ideation
and healthy controls (243 pg/mcg+21 (245 [228; 260]) vs.
255 pg/mcg+17.9 (255 [242; 266]); p=0.041; W=3.4). There
were no significant differences in mtDNA copy number
between the three study groups (p=0.579; x2=1.09; df=2).

Comparison of the telomere and mtDNA contentin male
patients (Table 5) shows statistically significant differences:

the telomer content was significantly lower in males
with a history of suicide attempts compared to those
without suicidal ideation (216+27.1 (208 [193; 242]) vs.
240.9+25.7 (250 [219; 260]); p=0.002, U-test=198), while
the mtDNA content was reduced without statistically
significant differences. Amongst women, there were no
statistically significant differences in the telomere and
MtDNA content between the two groups.

DISCUSSION

Before the discussion of the results, we would like
to emphasize that the significant telomere shortening
demonstrated in our study cannot serve as definitive
biological evidence of completed suicide predetermination
in patients with schizophrenia, even though other studies
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Table 5. Molecular testing results by gender

Biomarker concentrations in male patients in the two study groups

(copy number)

(252 [158; 289])

(255 [244; 255])

Data Group 1 Group 2 p (Mann-Whitney U)
Males Males (U-test) [95% CI]
(n=30) (n=26)
Total score meantSD Total score meanSD
(Me [Q1; Q3]) (Me [Q1; Q3])

Telomers 216+27.1 240.9+25.7 0.002*

(pg/mcg DNA) (208 [193; 242]) (250 [219; 260]) (198) [43-10]

mtDNA 246+104.1 280+61 0.130

(298) [85-6]

Biomarker concentrations in female patients in the

two study groups

(pg/mcg DNA)

(249 [227; 253])

(245 [233; 254])

Data Group 1 Group 2 p (Mann-Whitney U)
Female Female (U-test) [95% CI]
(n=17) (n=21)
Total score meantSD Total score meanSD
(Me [Q1; Q3]) (Me [Q1; Q3])

Telomers 241+24 245+15 0.692

(165) [15-10]

mtDNA
(copy number)

276+97
(234 [226; 339])]

277+66
(254 [225; 318])

0.837
(171) [55-38]

Note: * — Statistically significant difference when using the U-test.

demonstrate telomere shortening and a decrease in the
mtDN copy number in the cells of postmortem specimens
from suicide completers compared with those who died
from other causes [46].

Clinical assessment of risk of suicide in schizophrenia is
based on the identification of symptomatic, environmental,
and behavioral factors such as gender, age, history of suicide
attempts, family history of suicides, etc. A meta-analysis
has shown that the risk of suicide is highest in young men
with a history of suicide attempts and a poor compliance
with psychopharmacotherapy [55]. According to the
literature, clinical and dynamic risk factors of suicide
in schizophrenia are the signs of an unfavorable disease
course (early disease onset with frequent relapses and
hospitalizations, need for high-dose antipsychotics [56-59]
and long-term psychiatric hospitalization [60-62]), which
are associated with the negative symptom severity and
social maladaptation [63], and which may lead to telomere
shortening to a greater extent [64].

In this study, we identified the risk factors of unfavorable
course of schizophrenia in both groups, but their
significance in terms of risk of suicide cannot be considered
reliable. Thus, male patients are predominant in the study
population, but this parameter is statistically insignificant
(64% vs. 53%; p=0.3). Patients with a history of suicide
attempts were younger at the onset of schizophrenia,
but the difference in this parameter was not statistically

significant (18.716.5 vs. 19.1+6.0 years; p=0.74). Meanwhile,
in the group of patients with a history of suicide attempts,
statistically significant differences in the PANSS-N score —
a measure of negative symptom severity associated with
an unfavorable course of schizophrenia — was observed
(27.4+8.8 (26 [22; 33]) vs. 22.8+6.6 (11 [19; 28]) points;
p=0.0052). According to the literature, this parameter can
be directly correlated with reduced telomere and mtDNA
content [65].

Significant differences in disease duration were found;
however, disease duration was shorter in patients with
a history of suicide attempts (6.3 vs. 10.4 years; p=0.0083),
that is, the more prominent telomere shortening in this
group compared to the patients without suicidal ideation
can be explained not only by the course of psychiatric
disorder, but by a combination of several factors, which
is consistent with the results of telomere evaluation
at different stages of schizophrenia [65].

First, antipsychotic agents provide active telomerase
expression via transcription factor 4 (TCF4) activation
in the presence of protein kinase-B (alpha serine/
threonine-protein kinase, Protein kinase B alpha, Akt1) and
glycogen synthase-3-B-catenin (glycogen synthase kinase
GSK3p) that block type 2 dopamine and/or serotonin
receptors [66]. In schizophrenia, GSK3p is activated and
Akt1 is inhibited both in the cells of the cerebral cortex
and the blood [67], and this is can be directly correlated
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with TCF4 deactivation and telomere shortening [64].
Antipsychotics increase serine phosphorylation of GSK3[3 [68]
and block both D2- and 5-HT2A receptors, thus increasing
telomerase synthesis, which, in turn, leads to telomere
shortening. In this study, patients with a history of suicide
attempts received antipsychotics in typical therapeutic
doses (400 mg/day vs. 300 mg/day of chlorpromazine
equivalent; p >0.05), which could lead to telomer
shortening. On the other hand, treatment response
is an important predictor of telomere length, and there
is some evidence that therapy-resistant patients have
shorter telomeres compared to healthy individuals and
patients in remission [69, 70]. It has been found that
many antipsychotics, including clozapine, risperidone,
haloperidol, olanzapine, and chlorpromazine, may inhibit
the respiratory chain and cause mitochondrial damage
by increasing oxidative stress [71], which may also
explain the reduced mtDNA content, as shown in a
similar study [28].

Secondly, factors exacerbating the consequences of
oxidative stress [72], such as smoking [35, 37, 38, 40, 70]
and metabolic syndrome as a pro-inflammatory process [73],
cause telomere shortening. There was no statistically
significant difference in the number of smokers and
patients with metabolic syndrome between all groups,
hence the difference in telomere and mtDNA content may
be a coincidence and not a trend, as shown in a number
of studies [74].

Although our results partially reproduce the literature
data, it must be reiterated that the causes of telomere
shortening in schizophrenia or suicide may be different.
In addition to the natural telomere shortening with each
cell division, oxidative stress, and chronic inflammation
play a significant role [75]. It seems more likely that the
reduction in telomere content and mtDNA copy number
may be the result of cumulative exposure to the chronic
stress associated with schizophrenia [76].

CONCLUSIONS

In this study, we, for the first time, identified the phenomenon
of telomere shortening in schizophrenia associated with
suicidal risk. However, we emphasize that it would be
premature to consider telomere length a prognostic
indicator of risk of suicide. Undoubtedly, telomere length
has all features of a biomarker, i.e., objectively measured
index of normal or abnormal processes, but its validity still
needs to be verified through an assessment of its sensitivity,

specificity, and positive and negative predictive value. An
analysis of the factors affecting telomere length (smoking,
metabolic disorders, antipsychotic therapy) in the study
participants does not demonstrate a direct relationship
between telomere shortening and risk of suicide amongst
those with schizophrenia.

The study limitations were relatively small sample size
and failure to account for additional factors that affect
the qualitative characteristics of the studied markers. The
latter include, for example, gender differences in suicidal
behavior or the father's age at conception [40, 77, 78].
The telomere content and mtDNA copy number in the
nucleus of peripheral blood leukocytes may differ from
those in other tissues (for example, neurons) due to the
fact that antipsychotics reduce telomerase expression
in leukocytes [64].

It seems promising to search for possible protective
factors (for example, telomerase inhibitors), which
may act as triggers for the development of a specific
therapy to reduce suicidal tendencies by slowing the rate
of telomer shortening. However, identification of such
trends may contribute to the development of alternative
agents that will reduce the impact of oxidative stress and
slow telomere shortening within this patient population.
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ABSTRACT

BACKGROUND: Differential factors that influence intention and subjectively perceived fatality during non-fatal suicidal
acts amongst men and women have rarely been explored in the extant literature. Exploring these factors may help
to understand how they influence medical outcomes and may also be used in a post-crisis counselling. This study
aims to assess factors influencing intent in relation to expected fatality during suicidal acts in men and women.

METHOD: In the current study, 433 individuals who attempted suicide (age 24.89+0.98 years, male/female ratio=1.29)
were surveyed using the WHO-5 Well-Being Index, Beck Depression Inventory, Beck Suicide Intent Scale, Plutchik
Feelings and Acts of Violence Scale, and Spielberger State/Trait Anger Scale. Life stress was evaluated as an accumulation
of negative life events, whilst psychiatric disorders were assessed using CIDI 2.1 inventory.

RESULTS: It was found that the higher expected fatality was associated with higher suicide intention scores, whereas the
medical severity of attempts and violent/non-violent attempts distribution did not differ between groups. Although there was
no difference in suicide intent scores and medical severity between men and women, men demonstrated a 2.4-3.5 times
higher proportion of violent attempts, depending on the group. Higher perceived fatality was associated with lower general
well-being, higher depression and violence, hopelessness, and total life stress in men, whereas among women higher
perceived fatality was only associated with total life stress. Moreover, in men and women, higher intent and expected fatality
was associated with a differential set of negative life events that occurred during childhood. The prevalence of mental health
disturbances in the entire sample was about 50% and equally distributed among men and women. However, addictions
prevailed among men, while neurotic and stress-related disorders were more common among women. Among those who
expected more fatality the number of people with diagnoses and comorbidity was higher, especially in men.

CONCLUSION: There is a difference in risk factors for expected fatality and intent in men and women attempting
suicide, which may not necessarily result in severe medical outcomes but may help during the post-crisis counseling
of suicide attempters. Expected fatality deserves more attention as a component of general intent. An in-depth study
of this phenomenon may help to understand motives of men and women attempting suicide and help prevent future
suicidal attempts.
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AHHOTALMA

BBEAEHVME: ®akTOopbl, BANAOLWE HA HAMEePEHHOCTb CYNLMAANIBHOMO akTa U OXMaHMe NeTalbHOro UCXoza y My>XumnH
M XKEHLLUWH B MOMEHT CyNLUMAANbHOM NOMbITKA HeAOCTaTOUHO 13y4deHbl. VIX n3y4deHre NO3BOANT flyylle MOoHATb,
HaCKOMbKO OHW BAWUSIKOT Ha MUCXOZ MOMbITKW, @ TakXe Kak OHW MOryT ObiTb MCMOAb30BaHbl MPU MOCTKPU3NCHOM
KOHCYNbTVMPOBAHUN C LieSIbIo MpeBeHLMM NMOBTOPHbIX MOMbITOK U 3aBEPLUEHHOro cynumaa. Lienso paboTbl 66110
n3yyeHne HaMmepeHHOCTU B CBA3W C OXNAAEMbIM NeTaslbHbIM NCXOAO0M BO BPeMS CyULMAANBHOM NOMbITKA Y MY>XX4UH
M KeHLLMH.

METO/bI: Beinn onpolleHsbl 433 YenoBeka nocae nonbeiTky cynumaa (sospact 24,89+0,98 roga, cooTHOLeHMe
MY>KUWH U KeHLWmMH=1,29). Vicnonb3oBaHbl MHAeKC 6narononyuns WHO-5, Wkana genpeccum 1 LWkana HaMepeHHoCTH
cynumganeHbix feicTBui beka, LKana oueHKN HacUbCTBEHHbIX AeACTBUA MayTumKa 1 WKana XxapakTepucTnk
rHesa Crnnnb6eprepa. CTpecc oLeHnBamM No HakomnJaeHUo HeraTUBHbLIX COOLITUI XN3HW, NCUXNATPUYECKUA CTaTyC
onpegensann ¢ noMmoLlbo onpocHuka CIDI 2.1.

PESYJ/IbTATDbI: Yem 6onee BepOATHbIM NPeACTaBAANCA NeTanbHbli UCXOZ4, TemM 6onblue 6anioB MO LiKane
HaMepeHHOCTV Habrpanyn PeCroHAEHTbI, O4HAKO NMPY 3TOM HapacTaHWs CTeNeHU TAXKECTU MeANLMHCKMX MOCNe CcTBUIA
MOMbITKA N AOAN MOMbITOK, COBEPLUEHHbLIX 60/iee HaCUNbCTBEHHbIMU crocobamun (X70-X84) He Habnroganockb.
3HaUYMMbIX OTANYMIA B CTENEHN HAMEPEHHOCTU U TSXKECTM MOMbITOK MeXAY MY>XUNUHAMU U KeHLHaMU BHYTPY Fpynn
He BbIsIBIEHO. B TO Xe Bpems, Cpean My>XKUNH A0N9 HACUNbCTBEHHbIX CNOCO60B bbina B 2,4-3,5 BbllLe B 3aBUCMMOCTY
OT rpynnbl. Y My>X4YMH OXnAaHMe NeTanbHOro NCXoAa 6bI10 acCOLUMPOBAHO CO CHMKEHHbLIM MCUXON0MNYECKUM
6narononyyrem, BbICOKMMW 6annamm genpecciv M CKIOHHOCTU K HAaCUbCTBEHHbIM AeCTBUAM, @ Takxke C 06LL1M
YPOBHEM XW3HEHHOro CTPecca, B TO BPeMSs KaK Y XeHLUMH — TO/IbKO C YPOBHeM cTpecca. Kpome Toro, y My>X4uH
M XKEeHLLMH OXMAaHWe NeTanbHOro ncxoga bbi1o CBsi3aHo C pasivHbiM HABOPOM HeraTUBHbIX CTPECCOBbIX COBbLITUN
XXN3HU, C KOTOPBLIMU UM MNPULLIOCE CTONKHYTLCA B 4eTCKOM Bo3pacTe. MpriMepHO 50% MY>XUMH U XEHLLVH UMenn ToT
VAN MHOW NCUXMATPUYECKNI AMArHO3, HO CPean MY>KUNH Npeobnagany agankLumm, a cpeam XeHLWmMH — HeBPOTUYecKne
1 MOCTCTPEeCCoBble paccTpoicTBa. Cpean Tex, KTo CHMTan AeTanbHbI UCXo4 6onee BepOSiTHbIM, A0S UL, C AarHO3aMu
1 CTeneHb KOMOPOUAHOCTY 6bl1a BbiLLe, CPeAn My>XXYUH 3HaUNMO.

SAKJTHOYEHVE: BbisiBneHbl pasnnyaroLimecs GakTopbl Cy6bekTUBHO OXMAAEMOM NeTaibHOCTU U HAMEePEHHOCTU
Y MONOABIX MY>XUNH 1 XEHLLMH NpY COBEPLUEHNN CYyULMAANBHON MOMbITKA, KOTOPble He 06s3aTe/IbHO NPUBOAAT
K 6onee TAXeNbIM MEANLMHCKAM MOCNEACTBUSAM, HO KOTOPble MOTYT ObITb MCMOAb30BaHbl MPU MOCTKPU3NCHOM
KOHCynbTUpoBaHUW. CyobekTUBHOE OXUAaHME N1eTanbHOro UCX0Aa B MOMEHT MOMbITKY Kak KOMMOHEHT HAMEePEHHOCTH
CYyNLUMAANBLHOMO aKTa 3acnyXMBaeT 60/bLUero BHUMaHMS, Kak B naaHe fiyydllero MOHUMaHUSa NCUXON0rU MYXUNH
M KEHLLMH NPy COBEPLLEHNN MNOMbITKA, Tak 1 C NO3ULWIA NPeBEHLM MOBTOPHbIX MOMbITOK U 3aBePLLUEHHOr0 CyULMAA.

Keywords: suicide attempt; intention, expected fatality; early negative life events; psychosocial factors; psychiatric status
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INTRODUCTION depression, alcohol consumption) and the psychiatric

Differences in suicidal behavior based on sex (known
as the gender paradox in suicide [1-3]) are discussed
in the context of the influence of different risk factors on
men and women; they include the biological (estrogen’s
and androgen’s role), the psychosocial (life stress), the
cultural (gender roles), the psychopathological (anxiety,

(mental health disorders) [4-7]. A recent meta-analysis
of 67 studies has identified female- and male-specific
risk factors for suicide attempts (SA). Female-specific
risk factors include eating disorders, post-traumatic
stress disorder, bipolar disorder, being a victim of dating
violence, depressive symptoms, interpersonal problems,

Consortium Psychiatricum | 2022 | Volume3 | lIssue 2

49



and previous abortion; whereas male-specific risk factors
comprised of disruptive behavior/conduct problems,
hopelessness, parental separation/divorce, a friend's
suicidal behavior, and easy access to means of suicide [8].
However, the overwhelming majority of studies included
in this analysis were from the USA, Canada, and Western
European countries, while only four studies were
from China and one from Brazil [8]. Slavonic countries
populations have barely been explored in this sense.

Another factor that is poorly described in the existing
literature is the differences in the intention to die and
perceived fatality during a suicidal act among men and
women. Intent refers to the desire to end one’'s life and
includes the person's acknowledgement of the risk
and the means to achieve the desired outcome [9].
According to the most widely used definition, SA is
“a potentially self-injurious behavior, associated with
at least some intent to die as a result of the act” [10].
Intent is presumably correlated with the consequences
of self-harm (i.e., medical severity or even lethality
of the attempt), but personal understanding of the
lethal potential of different methods may change the
results dramatically. Moreover, cultural preferences
and beliefs influencing the prevalence of methods of
self-harm among men and women in the given
population, as well as the situational availability of means
and organizational capacities of urgent medical aid, may
have an impact [11, 12].

In confirmation, some studies find a correlation
between the intention to die and the medical severity
(medical lethality) of an attempt, while others do
not [13]. For instance, Brown et al. (2004) reported a
modest correlation between intent and lethality among
180 low-income middle-aged individuals from an urban
area who attempted suicide [11]. However, a higher level
of suicidal intent was associated with attempts that are
more lethal only for those individuals who had “more
accurate expectations about the likelihood of dying
from their attempts” [11]. In a Chinese study, a different
pattern was observed: medically severe suicide attempts
in patients living in rural areas were associated with a low
intent to die, possibly due to the role of impulsivity [14].
Differences in intent between men and women remain
unclear due to heterogeneity in the results — some
studies find no difference, while others find a slight
predominance of this indicator in men [13-15]. Specific
traumatizing events experienced by men and women

are rarely evaluated while investigating factors that may
influence intent. However, this may give knowledge about
gender-specific risk factors and psychological background
depending on early life adversities. Furthermore, although
the expectation of a fatal outcome has been discussed
as a component of intent in various research articles,
it has not been defined as a possible independent factor,
especially in the context of the gender paradox in suicide.

We have built the whole study around the question

“What did you think were the chances that you would
die as a result of your act?”, which is a component of the
suicidal intent. We have hypothesized that the question
that focuses on the probability of dying or expected
fatality (EF) may have a special meaning to a person
who is planning or performing self-harm. Despite using
different self-reported measures of intent during the
last few decades, the possible special role of EF has
not previously been defined. Moreover, studies show
discrepancies between circumstantial and subjective
measures of such questionnaires and between different
questions of the subjective part, for instance, the purpose
of the attempt, an expectation of death, the desire to live
or die, etc [16]. Therefore, the central aim of the study
was to assess factors influencing intentin relation to the
expected fatality (EF) during the suicidal act in men
and women.

The aim will be achieved by addressing the following

objectives:

1) To evaluate whether higher EF is associated with
the higher intention to die and may lead to more
severe medical outcomes.

2) To assess whether general life stress and certain
specific negative life events that happened in the
period of personality development, as well as
depressive symptoms, hopelessness, anger, and
propensity for violence, may act as gender-specific
risk factors for higher EF.

3) To evaluate whether the psychiatric status of the
attempter may influence EF and intent in men
and women.

METHODS

The study analyses data that were accumulated by the
GISS genetic project. Within this project, 1200 trio families
of Slavonic origin (proband and both parents) from
different cities in Ukraine were assessed via psychometric
instruments and genotyped between 2001 and 2009.
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Sampling and recruitment

The sampling strategy of the GISS project was intended
to allow the collection of a culturally and ethnically
homogenous sample of suicide attempters with highly
verified SA that would be, at the same time, diverse
in terms of methods and medical outcomes to ensure
non-selective naturalistic representation of suicidal
behavior in the current population. For this purpose,
suicide attempters of Slavonic origin were approached
by trained interviewers (clinical psychologists and
psychiatrists) in different settings, i.e., medical hospitals,
ambulance services, emergency departments of general
hospitals, and psychoneurological care units in different
cities of Ukraine, and were included in the study.

The recruitment process for the current study was based on
the results of detailed questioning about early life adversities,
which provided sufficient data for the analysis. Records
of the first 446 consecutively recruited suicide attempters
were used for the purposes of this study. The sample
size was determined according to the number of cases
required for stratification into three groups and accounting
for possible drop-out rate (5-10%) after quality control.

Inclusion criteria

Participants were eligible if: a) they have attempted suicide
and were 16 years old and over; b) the medical severity
of SAwas scored as two or over according to the Medical
Damage Scale [17, 18]; and c) an informed consent form
was signed by all members of the family.

Procedure

Patients were interviewed according to the GISS study
protocol, which included questions regarding last (index)
and previous suicide attempt(s), family suicide history,
physical health, negative life events, as well as several
psychometric tests, as described previously [19].

The following psychometric instruments were used:

1) Medical Damage Scale (MDS) — to evaluate the
lethality of the attempt with a rating from 0
(no damage) to 8 (lethal) adjusted to each different
method of self-harm [17, 18].

2) Beck’s Suicide Intention Scale (BSIS) — to evaluate
intention during a suicidal act [17].

3) Negative Life Events questionnaire — to evaluate
life stress in different periods of life based
on the WHO Multicentre Study of Parasuicide
protocol [20], with some additions [19].

4) WHO-5 Well-Being Index — to evaluate general
well-being.

5) Beck Depression Inventory (BDI) [21] — to evaluate
symptoms of depression.

6) Four questions from the Beck Hopelessness
Scale [22] previously found to be critical to a
dichotomy evaluation of a person as experiencing
hopelessness or otherwise [23].

7) Plutchik Feelings and Acts of Violence Scale
(PFAV) [24] — to assess proneness to violence
and violent actions.

8) Spielberger State/Trait Anger Scale (STAS) [25] —
to evaluate anger.

9) WHO composite CIDI 2.1 inventory [26] — for
evaluation of main psychiatric diagnoses.

Allinstruments were either validated Russian versions

or were double-translated into Russian by a team of
psychologists and psychiatrists proficient in English.

The central instrument of the study was BSIS, which has

a long story of application in various clinical studies [16].
This instrument consists of two parts, which address two
broad domains: 1) preparatory measures, and 2) subjective
feelings and intentions [16]. The first domain evaluates
measures taken by an individual including isolation, timing,
precautions against discovery or, conversely, acting in favor
of discovery, such as communicating before the attempt
with a possible rescue and leaving pathways to rescue
open, etc. The second domain is dedicated to the aims,
goals, perceptions, and anticipations during self-harm,
which are subjectively proclaimed by respondents,
including the alleged purpose of the attempt, expectations
of fatality, and attitudes towards living or dying, etc.
Among the BSIS items, the question formulated such
as “What did you think the chances that you would die
as a result of your act were?” with the answer options:
“1 =thought that death was unlikely or did not think about it”;
“2 = thought that death was possible but not probable”;
and “3 = thought that death was probable or certain”;
“4 = other, specify” warrants special attention. This
question is directly aimed at evaluating expected fatality
(expectation of death) during the suicidal act.

Data analysis

The analysis was performed in two steps: 1) focusing on the
age differences, general BSIS score and sub-scores, medical
severity, and violent vs. non-violent methods of attempts
ratio; and 2) focusing on the associations between
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perceived fatality and psycho-social variables, as well as
NLEs experienced by the attempters. This part also included
an analysis of the psychiatric status in relation to EF.

Statistical methods included descriptive statistics and
post hoc Tukey multiple comparisons analysis. For
associations with interval variables, Kendall's tau-b (t,)
coefficient and its p-value were calculated; for alternative
variables, the Somers’ D coefficient with asymptotic
standard error (ASE) was used, and its p-value calculated
via T-test. When necessary, the chi-squared test was used.
The Statistical Package for the Social Sciences (SPSS) for
Windows, version 17.0, was utilized.

Research governance

The study was approved by the Ethical Committee of
Karolinska Institute, Stockholm, Sweden (Dnr 97-188), and
confirmed by the Ministry of Public Health of Ukraine [19].

RESULTS
Overall, 446 probands (mean age 24.89+0.98 years)
from consecutively recruited family trios were included,

251 of whom were males (56.27%, age 24.80+0.76 years)
and 195 were females (43.72%, age 25.01+1.18 years).
From the whole sample, 433 participants were included
in the study. Based on the response to the BSIS question,
“What did you think the chances that you would die as
a result of your act were?” the final sample was split into
three subgroups: 1) those, who responded that “death
was unlikely or did not think about it" — 159 people;
2) those, who responded that “death was possible but not
probable” — 92 people; and 3) those, who responded that
“death was probable or certain” — 182 people. Thus, the
distribution between groups was 36.7% : 21.3% : 42.0%.
The general male/female ratio in the studied sample was
1.29, while in the subgroups it fluctuated from 1.15to 1.33,
and was higherin group 3 than in groups 1 and 2 (Figure 1).

It is important to note that 13 participants were not
included for the final sample: six participants chose an
answer “4 = other reason” for the abovementioned BSIS
question and have claimed that they were driven by voices
that urged them to self-harm and seven participants did
not complete this part of the questionnaire.
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Figure 1. Studied groups — gender distribution.
Note: * M : F ratio is multiplied by 100 to adjust scaling.
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The results of the current study will be presented as
follows. Firstly, we will look at the differences between
the studied groups in terms of demography, suicidal
intent, medical severity, and violent/non-violent attempts
distributions. This will be followed by the analysis of
associations of EF with such parameters as general
well-being, severity of symptoms of depression, violence
and anger, as well as with total life stress. In the next
part, the associations between EF and stressful events
under the age of 18 will be explored. The final part will
be dedicated to the differences in psychiatric status
between groups.

When comparing differences between studied groups
in terms of demography, we noted that there was a slight
difference in terms of age. In particular, those who
imagined that death was probable or certain tended to be
older than those who thought that death was unlikely
(males — 12.4% older, p <0.05, females — 4.8% older,
p >0.05) (Table 1).

Another clear tendency was that general, objective, and
subjective BSIS scores increased from Group 1 to Group 3.
The difference is significant between Groups 1-2, 1-3,
and 2-3 (p <0.05). However, there were no significant
differences in BSIS scores between men and women in
all three groups. The medical severity of the SAin all three
groups did not differ either. To evaluate the proportion of
violent vs. non-violent methods of self-harm in men and
women, we have summed all cases of self-intoxication
(X60-X69), referred to as non-violent, and all other cases
where hanging, strangulation, self-cutting, submersion,
falling from high places and under moving transport,
as well as using firearms, etc. (X70-X84), referred to as

violent. As reported in Table 1, the proportion of violent
and non-violent cases differed significantly between
males and females. The violent methods constituted
60-62% in males, whereas this proportion in females
was 18-25%. However, the distribution of methods was
identical in all three groups (Table 1).

Further analysis focused on patients’ psychosocial
characteristics in all three groups (Table 2).

As can be seen, in males there was a negative association
with the subjective well-being (t,=-0.107; p=0.037) and
positive association with depression (t,=0.123; p=0.015),
hopelessness (D=0.169; p=0.014), and with violence index
(t,=0.113; p=0.031). In females, a progression of expected
fatality also tended to be associated with hopelessness,
but the association was insignificant. Furthermore, there
was a strong and significant positive association with
total life stress score (SUMLE), both in males and females
(Table 2). It should be noted that there was no association
with the previous SA either in males or females.

In men and women, a higher intention to die and higher
expected fatality were associated with different NLEs
under the age of 18 (Table 3).

In men, there was only one strong and significant
association with “being neglected or left alone by a
caring adult” (D=0.297; p=0.001). In women there were
associations with “sexual harassment” (weak, on the edge
of significance, D=0.160; p=0,065) and “physical attack
and assault” (significant, D=0.183; p=0.05). Notably, in
women, two other significant associations with “hatred
towards one of one’s parents” (D=0.169; p=0.038) and
“failure to achieve an important goal in life” (D=0.187;
p=0.017) were defined.

Table 1. Differences between studied groups in demography, suicide intent, medical severity (M+SD) and the distribution

of violent/non-violent attempts (%)

Indicator Group 1 Group 2 Group 3 Significance
between groups*
M1 (85) F1(74) M2 (50) F2 (42) M3 (104) F3 (78)
Age 22.96+5.77 | 24.20+7.55 | 23.88+6.75 | 25.28+10.07 | 25.75+6.87 | 25.34+8.68 | M1<M3
BSIS total score 18.08+3.28 17.72+2.87 | 19.74+3.11 20.08+3.34 | 23.58+3.14 | 23.74+3.07 | M1<M2<M3; F1<F2<F3
BSIS preparatory 11.224+2.53 11.27£2.35 | 12.34+2.56 12.53+2.76 | 13.72+2.66 13.78+2.51 M1<M2<M3; F1<F2<F3
BSIS subjective 6.89+1.83 6.42+1.50 7.40+1.47 7.55+1.50 9.86+1.21 9.95+1.48 M1<M3; F<F2<F3
MDS 3.21+1.20 3.11+1.03 3.06+1.19 3.41+0.83 3.22+1.22 3.25+1.07
Violent/ Non-violent | 62.0/38.0 25.4/74.6 60.0/40.0 24.4/75.6 62.4/37.6 17.8/82.2

Note: * Group 1 — “death was unlikely or did not think about it"; Group 2 — “death was possible but not probable”; Group 3 — “death
was probable or certain”. Significant (p <0.05) differences between the means were confirmed by Tukey pairwise comparisons.
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Table 2. Associations between the subjective expectations of the fatality of the suicide attempt and psychosocial
characteristics of the patients in relation to gender

Indicator Gender groups
Men Women
Kendal’s t, coefficients and significance L p L p
WHO general well-being -0.107* 0.037 -0.078 0.175
Beck Depression Scale 0.123* 0.015 0.091 0.109
Violence (PFAV) 0.113* 0.031 0.062 0.297
Angry temperament 0.007 0.901 0.013 0.825
Angry reactivity 0.003 0.957 -0.005 0.937
Total anger 0.001 0.984 0.014 0.812
Total stress (SUMLE) 0.119* 0.018 0.192* 0.001
Somers’ D coefficients and significance D p D P
Previous suicide attempt 0.066 0.402 -0.048 0.550
Hopelessness (yes/no) 0.169* 0.014 0.142 0.072

Note: Significant associations (p <0.05).

Table 3. Negative life events until 18 y.o. associated with the expectation of the fatality during suicide attempt in young
men and women

Indicator Gender groups
Men Women

Life events until 18 y.o. D p D p
Being raped 0.143 0.467 0.097 0.354
Sexual harassment -0.058 0.743 0.160 0.065
Serious physical attack or assault 0.065 0.416 0.183* 0.050
Separation from parents for a year or more 0.215 0.065 -0.043 0.731
Being brought up by others than parents 0.108 0.428 -0.049 0.727
Divorce of the parents -0.038 0.721 -0.107 0.340
Parents being away from home for a long time 0.225 0.101 0.127 0.242
Taking care for brothers and sisters for a long time -0.057 0.622 0.191 0.060
Feeling that parents do not love him/her 0.073 0.352 0.138 0.081
Parents having serious financial problems 0.005 0.939 0.008 0.919
Being neglected or left alone by caring adult 0.297* 0.001 0.146 0.111
Parents having serious relationship problems 0.029 0.688 0.087 0.277
Hatred to one of the parents 0.011 0.883 0.169* 0.038
Suffering from physical illness leading to incapacity -0.018 0.850 -0.142 0.250
Staying at home or in the hospital for a long time -0.037 0.693 0.093 0.389
Staying in the psychiatric hospital for 3 months or more -0.095 0.523 0.179 0.278
Failure to achieve an important goal -0.067 0.349 0.187* 0.017
Being convicted for a criminal offence 0.134 0.213 -0.295 0.210
Been sentenced to jail or other correctional institution 0.120 0.388 -0.347 0.277
Being a victim of a crime -0.153 0.167 0.139 0.187

Note: Significant associations, Somers’ D coefficient.
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Psychiatric diagnoses in the general sample were
registered in 51.8% of cases (52.2% among men
and 51.3% among women). At the same time, clear
differences in the distribution of diagnoses between
genders were observed. Among men, the most prevalent
(33.3% of all cases) were substance abuse disorders
(F10-F19). These were followed by an almost equal
representation (26-27% each) of affective (F30-F39)
disorders and neurotic/stress-related/somatoform
disorders (F40-F49). Schizophrenia, schizotypal, and
delusional disorders (F20-F29) in the male sample
comprised 12%, while eating disorders (F50) were
detected in 1% of cases. In women, the most prevalent
(45.8%)
disorders, followed by affective disorders (34.3%), and
addictions (17.9%), while schizophrenia and eating
disorders were found to be 1% each.

issues were neurotic and stress-related

In the group of those who believed that “death was
unlikely, or did not think about it", 53.2% of men and
51.1% of women had any diagnosis with comorbidity
of 1.81 and 1.68 diagnoses per person, respectively.
In the group of those who “believed that death was
probable but unlikely” 46.0% of men and 47.5% of
women were diagnosed with some form of disorder.
Comorbidity in this group was 1.69 among men and 2.21
among women. In those who believed that “death was
probable or certain” the proportion of diagnoses was
higher (65.3% among men and 57.9% among women),
with comorbidities of 2.03 in men and 2.20 in women.
The differences between groups were studied via the
chi-squared test. The differences between groups 1
and 2, and 1 and 3 were insignificant (p >0.05); but
when comparing groups 2 and 3, the differences were
significant in men (p <0.05).

DISCUSSION

Summary of the main findings

EF at the moment of self-harm is growing in parallel with
general intent. Subjectively reported intent does not differ
in men and women attempters. In men and in women,
EF and intent are not associated with previous SA.
However, EF has some distinct sex-based features.
In men it is associated with different measures of poor
mental health (lowered general well-being, symptoms
of depression, negative expectation about the future
expressed in hopelessness, and being prone to violence).
In women, EF is associated mostly with life stress, where

this association is stronger than in men. The prevalence
of psychiatric disorders in men and women attempting
suicide was equal, but had clear distinctions in terms
of the distribution of diagnoses. Addictions were
strongly prevalent among men, whereas neurotic and
stress-related disorders were dominant among women.
Notably, increased EF and intent were only associated
with higher psychiatric morbidity in men, which coincides
with other signs of poor mental health in them. Both
in men and in women, EF is associated with general
life stress measured as the accumulation of negative
life events. At the same time, it is remarkable that EF
in men and in women is associated with a different set
of childhood (before 18 y.o.) adversities and negative
feelings. In particular, in men it is determined by
parental neglect (being left alone by a caring adult), while
in women associations were found with physical violence
against them and frustrated hopes (failure to achieve an
important goal).

Strengths and Limitations

The main strength is that we have performed this study
using a carefully assembled and well-characterized
sample of suicide attempters, taking into account a
variety of medical (SA medical severity), psychosocial,
and cultural characteristics. Suicide attempters were
identified in different types of medical care units, including
both psychiatric/psychoneurological, and non-psychiatric
institutions (such as toxicological resuscitation units,
ambulance services, and emergency departments
of general hospitals). Their suicide attempts were
confirmed by medical staff and parents. This provided
a naturalistic representation of a variety of suicide
methods, psychiatric diagnoses, and stressful life events
inherent to the local culture. Moreover, involvement of
the whole family and supportive interviewing ensured
better contact with respondents, which was important
while answering sensitive questions. As a result, we
have linked not only general life stress, but also specific
negative events and frustrations that occurred during
childhood with suicidal intent and subjectively perceived
fatality. Moreover, we have identified differences between
men and women regarding stressful events that occurred
during childhood and their relevance to higher intent
and EF. This is a valuable step towards a better
understanding of the differential risk factors of suicide
attempts in men and women. This also acts as a basis
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for further psychological studies of deep underlying
psychological mechanisms of suicidal behavior.

There are also several limitations to the present
study. Firstly, the sample may be skewed due to the
fact only those suicide attempters whose parents
were available were recruited in the study. Therefore,
the findings might not be generalizable to all suicide
attempters admitted to emergency departments.
Another weakness is a recall bias, which is rather typical
to all retrospective studies.

Comparison with the existing literature

In the group of patients who reported that “death
was probable or certain”, patients were older,
which is consistent with other authors’ findings [27].
However, despite an increased intention to die, the
medical severity of the SA in all three groups did not
differ. Thus, our results support studies that find
no or only a very mild correlation between suicidal
intent measured by BSIS and the medical severity
of the attempt [14, 27, 28]. Within the groups, we did
not find any differences between men and women,
either in intent or in the medical severity of attempts.
Therefore, our study is consistent with those that do
not find any gender-related difference in intent during
a suicidal act [14, 15, 29]. This means that women may
have the same intent to die as men, which implies
that the choice of the method may be the main factor
affecting the subsequent lethality.

Studies suggest that females survive suicide attempts
more frequently than males because they typically use
less lethal means, and further that their outcomes are
less lethal compared to males even when using an
identical method [30, 31]. In our sample, the proportion
of more violent and potentially lethal methods (all
methods except poisonings, including self-cutting,
hanging and suffocation, using firearms, smoke vapors
and gases, etc., coded X70-X84 according to ICD 10)
in men was 1.5-1.7 times higher than in women.
In women, in contrast, non-violent (i.e., self-poisonings
with different medicines and other toxic substances)
occurred 2.9-4.6 times more often. Interestingly, in men,
this distribution was the same in all three groups,
while in women the proportion of less violent methods
increased progressively from group 1 to 3 (from 2.93
to 4.62 times). This gives the impression that the greater
the intention driving the women and the greater the EF

they claim, the more strongly they stick to traditional
“female” types of methods of suicide.

When considering selected psychosocial variables
that may influence intent and EF, we identified several
differences between men and women. Men appeared to
be influenced more by depressive emotions, low general
well-being, and pessimism (hopelessness). As previously
described in a recent study, the role of hopelessness as
a mediating factor between life stress and severe suicide
attempts is particularly prominent amongst men [32].
Moreover, the fact that in men we find associations with
more factors than in women may partly explain their
higher risk of suicide as they seem to be influenced by
amore diverse set of determinants. Other studies provide
evidence that poor well-being is generally associated with
higher suicidal intent, depression, hopelessness [33], and
life stress [34]. In our sample, life stress was strongly
associated with intent and EF in both men and women.
However, studies suggest that men may develop more
chronic and severe emotional responses to life stress
due to their higher tendency to not recognize or respond
to their own negative emotions or distress [35].

In this respect, analysis of gender-specific life events
that happened to a person prior to the age of 18 seems
to be particularly important. In our study, higher EF
in men was strongly associated with separation from
parents for a year or more (strong but insignificant) and
being neglected or left alone by a caring adult (strong
and highly significant). This may indicate that poor
or dysfunctional parent-child interrelations and a lack of
parental warmth during childhood for males could be
transformed into a higher intent and EF during a suicidal
crisis. In women, the strongest associations were found
with quite a different set of events, including failure
to achieve an important goal, serious physical attack
or assault, and hatred of one of their parents (all of the
same strength, and significant). The strong association
with physical attack, assault and hatred for one of their
parents may be an indication of serious problems and
conflicts within the family [36]. It results in physical
and emotional abuse, which are often found in suicide
attempters [36]. Nevertheless, association with the failure
to achieve an important goal indicates that frustration
is a serious risk factor of the higher intent and EF during
a suicidal crisis in women.

As to the psychiatric disorders, our findings suggest that
a higher proportion of patients with psychiatric diagnoses
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and comorbidities are inherent to the group with the
highest EF and intent. This is consistent with other studies
that point out that a higher rate of psychopathologies
and diagnosed psychiatric disorders predicts higher
suicide intent [27, 28, 37]. It is important to note that
in our sample this tendency was significant only among
male suicide attempters. Although CIDI 2.1 allows only
a limited number of disorders to be assessed, it helps
to reveal major differences between men and women
in this respect. In particular, it points out that addictions
were more prevalent among men, while neurotic and
stress-related disorders were more common among
women. This is consistent with other studies of the
same population [38] and further contributes to the
understanding of differential risk factors for higher intent
and EF in men and women. In particular, it confirms
one of the suggestions regarding possible reasons
for the gender suicide paradox (i.e., representation of
easier-to-treat disorders among women) [3].

The
developed by T. Joiner [39] proposes that differences
between the sexes with regard to suicide are the result
of differences in acquired capability for suicide, which

interpersonal-psychological theory recently

is supposed to consist of two components: fearlessness
about death, and physical pain insensitivity [39, 40].
Higher acquired capability for suicide among men
makes it more likely that men will kill themselves when
suicide is being considered. Thwarted belongingness and
perceived burdensomeness are also factors contributing
to Joiner's theory and suicide risk factors for men, while
stoicism and sensation-seeking are considered to be
mediating factors [40]. Expected fatality, in this sense,
is of special interest as a factor that may be related
to these feelings.

Relations between measured intent, severity of
attempts, and the choice of method amongst men
and women are either fully denied [41] or admitted
and acknowledged [8, 10]. Such conflicting results
may be caused by the differences in conceptualization
and assessment of the intent [28, 32, 42]. However,
in longitudinal studies, high BSIS scores predict higher
overall mortality rates and death by suicide, indicating
that intent is an important factor [43]. All this determines
the importance of further research in this field with
an emphasis on expected fatality, especially with due
consideration for some of the novel models of suicide
that have recently begun to emerge.

Implications for research and practice

Our findings carry a number of implications for future
research. Firstly, suicidal intent and expected fatality could
be included in the set of variables alongside thwarted
belongingness and fearlessness about death in men and
women. Secondly, gender-specific risk factors for suicide
attempts and completed suicide with regard to intent and EF
may need to be studied further. Thirdly, exploring risk factors
for high intent and expected fatality in men and women,
including specific life events during early life and family
patterns, seems necessary as this may help to understand
the nature of vulnerabilities to stressful factors in the early
social environment. From a practical perspective, such
knowledge may provide valuable insights for a consultant
or a therapist dealing with a suicidal person. Questioning
regarding EF could be useful while briefly evaluating the
seriousness of suicidal intent amongst suicide attempters
in the clinical setting. It may serve a useful instrument for
first contact with suicide attempters, such as by paramedics,
policemen, or rescuers. In this sense, it may facilitate
effective and timely medical aid and may help to prevent
future suicide attempts and completed suicides.

CONCLUSION

Our findings suggest that there is a difference in risk
factors for high expected fatality and intent in men
and women attempting suicide. These factors may not
necessarily lead to severe medical outcomes but may
help during post-crisis counseling of suicide attempters.
Motives and perceptions, and especially EF during
a suicide attempt in men and women appeared to be
associated with a different set of objective psychosocial
characteristics and psychiatric disorders. This helps
to better understand the nature and determinants
of intrapsychic conflict and ambivalent thinking at the
peak of a suicidal crisis. Therefore, expected fatality
deserves more attention as a component of general
intent as an in-depth study of this phenomenon may
help to prevent future suicidal attempts and suicides.
Further studies are needed to better characterize
expected fatality, especially in relation to such factors as
fearlessness about death and pain insensitivity.
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ABSTRACT

BACKGROUND: This article discusses the early diagnosis of mental disorders in connection with non-fatal intentional
self-harm and suicide prevention.

AIM: To substantiate the efficacy of an intentional self-harm monitoring system as a tool for detecting mental disorders
and improving access to psychiatric care for people who have attempted suicide.

METHODS: A cohort study was performed using materials obtained after the introduction of an intentional self-harm
monitoring system and its implementation in the Stavropol Territory. We studied 2738 cases of intentional self-harm
reported between 2016 and 2021. Study data were grouped using dual criteria based on a history of psychiatric
follow-up, a history of psychiatric counseling, first/recurrent intentional self-harm, psychiatric examination after
intentional self-harm, and a diagnosis of a mental disorder on psychiatric examination.

RESULTS: The official suicide attempt registration system was found to identify less than 15% of attempts. The primary
incidence of mental disorders in suicide attempters was 61.4 times higher than the primary incidence of mental
disorders in the general population of the Stavropol Territory. A supposedly healthy suicide attempter was 169 times
more likely to be diagnosed with a mental disorder than a member of the general population. Primary diagnoses
of mental disorders were 14.8 times more common in multiple suicide attempters without a diagnosis of a mental
disorder at the time of the last attempt than in first-time attempters. Access to psychiatric care increases the mental
disorder diagnosis rate in general and in suicide attempters in particular.

CONCLUSION: Monitoring of intentional self-harm is instrumental in the early diagnosis of mental disorders, suicide
prevention, and improving access to psychiatric care for suicide attempters, also having an enormous research
potential.
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AHHOTAUNA
BBEEHVE: B HacToALel cTaTbe NpobaeMa paHHel ANarHoCTUKM NCUXMYECKNX PaccTPOCTB paccMaTprBaeTcs
B CBA3U C $paKTOM COBepLUeHUS HeneTasbHOro npejHaMepeHHoro CaMonoBpeXAeHns 1 npeaynpexaeHnem cynumaa.

LLE/1b: 060CHOBaTb 3p$EKTUBHOCTL NCMONb30BaHUSA CUCTEMbl MOHUTOPWHTA NpeAHaMepeHHbIX CaMOMNoBpeXAeHW
Kak MHCTPYMEHTA BbISBAIEHUS NCUXNYECKX PACCTPONCTB 1 MOBLILLEHMWS AOCTYMHOCTM MNCUXMATPUYECKON MOMOLLM
AN AL, COBEPLUMBLLMX CYyULMAANBbHYO MOMbITKY.

METO/bI: KoropTHOe ncciefoBaHve BbIMOJIHEHO C MCMOJIb30BaHVIEM MaTeprasnos, NoJyyYeHHbIX OT BHeAPeHNs
CUCTEMbI MOHUTOPWHIa NpejHaMepeHHbIX CAaMOMOBPeXAeHN 1 peannsaumn eé B CTaBponoabCKOM Kpae. M3yyeHo
2738 cnyyaes npejHamMepeHHbIX CaMOMOBPEXAeHWN, 3aperncTtpmpoBaHHble B nepunof ¢ 2016 no 2021 rogpl.
lpynnnpoBKa uccnegyeMblx AaHHbIX BbIMOIHANACL MO AyanbHbIM MPU3HaKaMm: yCTaHOBEHME AMCMaHCeEPHOro
HaboAeHNA BPaYOM-NC1XMaTpoM B aHaMHe3e, obpalleHune 3a Ie4ebHO-KOHCYbTaTMBHOM NMOMOLLLIO K Bpayy-
NncrxmaTpy B aHaMHese, NepBMYHOCTL/MOBTOPHOCTL TEKYLLIEro npejHaMepeHHOoro caMornoBpexaeHns, nposegeHme
NcMXMaTpU4eckoro 0CBUAETEIbCTBOBAHYIA NMOC/e COBEPLUEHNS MpejHaMepeHHOro CamonoBpexXAeHs, yCTaHOBNEHE
npu NCUXNATPUYECKOM OCBUAETENBCTBOBaHNN AMArH03a NCUXNYeCKoro paccTpoicTBaa.

PESYJIbTATBI: YcTaHOBAEHO, YTO OdUUMaNnbHbIN MOPSAAOK ydeTa CynuuAanbHbIX MOMbITOK BbISBASET MeHee
15% nonbIToK. MNepBnYHas 3a60neBaeMoCTb NCUXNYECKMMI PacCTPOACTBaAMU CyULMAEHTOB B 61,4 pa3a BblilLe, YeM
nepBuYHas 3a60/1eBaeMOCTb MCUMXMYECKMMIM PacCTPOCTBaMK HaceneHns CTaBpomnosibCkoro kpas. CoBepLuéHHas
YCJIOBHO 340POBbIM JINLIOM MOMbITKA CyNLMAA MOBbILLAET BEPOATHOCTb YCTAaHOBEHNSA Y 3TOr0 AvLa AnarHosa
NCUXNYECKOro paccTpoicTea B 169 pas no cpaBHeHMO € 0bLLe nonynsaumeri. NepBryHasa AMarHoCTKa NCUXNYECKNX
paccTpoOMCTB MpPU MOBTOPHOM COBEpPLUEHUU MOMbITKA CyuLnAa AULOM, HE VMELLMM AMarHo3a ncuxm4veckoro
paccTpoiicTBa Ha MOMEHT MOMbITKW, OKa3anocb B 14,8 pa3 Bbile, YeM Mpyv NepBoit nonbiTke. JOCTYMHOCTb
NCUXNATPUYECKON MOMOLLM MOBbILLAET BbIABASEMOCTb NCUXUYECKUX PACcCTPOMCTB B LIEIOM, @ Takxke cpeaun NuL,
COBEPLUMBLLMX MOMbITKY CYyVLNAAE, B YACTHOCTU.

SAKJTHOYEHWME: MOHUTOPWHT NpesHaMepeHHbIX CAMOMOBPEXAEHNN ABNSETCA UHCTPYMEHTOM paHHeR AnarHOoCTUKM
NCUXMYECKNX PACCTPONCTB, MPOPUNAKTUKM CYULINA0B, MOBbILLEHNS JOCTYMHOCTU MCUXNATPUYUECKO MOMOLLM TNLAM,
COBEPLUMBLUMM CYNUMAANBHYO MOMbITKY, MMeeT OrPOMHbIN NCCIeA0BaTeNbCKNM NOTeHLMan.

Keywords: prevention; suicide; monitoring; self-harm; psychiatric disorders
KnroueBble cnoBa: npopuaakmuka; cyuyuod; MOHUMOpPUH2, caMonospexcdeHue; ncuxuveckue paccmpolicmea

INTRODUCTION

Early diagnosis of psychiatric disorders is one of the tasks
of the departmental targeted program “Improving the
provision of medical care to drug-dependent persons and
patients with psychiatric and behavioral disorders”'. The
introduction of innovative medical technologies, including
an early diagnosis system, is one of the strategic tasks

T Order No. 232 “On approval of the departmental targeted
program ‘Improving the provision of medical care to
drug-dependent persons and patients with psychiatric and
behavioral disorders™ of the Ministry of Health of the Russian
Federation, dated March 24, 2020

in the area of “health care"?, which were established for
the achievement of the national goal of preserving the
population, and people’s health and well-being3.

This article discusses the early diagnosis of mental
disorders in connection with non-fatal intentional self-harm
and suicide prevention. The term “intentional self-harm”

2 Decree No. 204 “On the national goals and strategic objectives
of the development of the Russian Federation for the period
until 2024" of the President of the Russian Federation, dated
May 07, 2018 (as amended on July 21, 2020)

3 Decree No. 474 “On the national goals of the development
of the Russian Federation for the period until 2030” of the
President of the Russian Federation, dated July 21, 2020
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was regarded by the authors to be the most acceptable,
since itis used to refer to a suicide attempt in the ICD-104.
Scientific publications use the following synonyms of
the term “non-fatal intentional self-harm”: parasuicide,
non-lethal intentional self-harm, suicide attempt.
linked

interdependent with access to medical care. It is generally

Early diagnosis is inextricably to and
accepted that a healthcare professional who becomes
aware of a patient with suicidal ideation should inform
the competent authorized entities so they can intervene.
Failure to act or inform can lead to criminal and civil
consequences. In some countries, the follow-up to suicide
attempters involves mandatory regular monitoring and,
if necessary, psychiatric treatment for two years after the
suicide attempt [1].

This practice is uncommon in Russia, although the legal
regulation in the healthcare sector provides for a similar
approach. In this regard, it is important to study the
impact of systematic work to detect intentional self-harm
(including suicide attempts) on the access to psychiatric
care for people with risk factors associated with repeated
attempts at suicide.

Brief overview of studies
Historically, the study of suicidal behavior was based on
a search for a mental disorder in suicide attempters, as
suicide was considered a manifestation of a psychiatric
issue [2]. Subsequently, the results of social and
experimental psychological research supplemented the
ideas existing at the time, revealing new mechanisms
of suicidal behavior and making the issue under study
multidisciplinary [3]. Currently, there is a wide variety
of psychological and psychotherapeutic approaches
to suicidal behavior [4]. Mental health studies in suicide
attempters followed two main approaches to evaluating
self-harm: one based on medical history, the other on
follow-up. The aim of follow-up studies is to study the
prevalence of mental disorders in suicide attempters.
According to V.A. Makasheva (2016), approximately
90% of self-harmers have psychiatric disorders [5].
D.N. Kisilev found (2019) that all suicide attempters had
abnormal mental health [6]. At the same time, historical
data used by the author revealed that only 22.3% of
suicide attempters were on psychiatric follow-up at the

4 International Statistical Classification of Diseases and Related
Health Problems, 10th revision, adopted by the 43rd World
Health Assembly.

time they attempted a suicidal act, whilst another
20.7% had previously received psychiatric counseling.
Thus, 57% of suicide attempters had never consulted
a psychiatrist before attempting suicide.

According to E.B. Lyubov et al. (2018), 55.5% of
men and 60% of women, i.e., more than half, received
a neuropsychiatric dispensary follow-up at the time
of self-harm [7]. According to other domestic sources,
up to 85% of suicide attempters had not previously
consulted a psychiatrist [8]. In his work, as published
in 2008, B.S. Polozhiy reported that 51% of suicide
attempters had never consulted a psychiatrist; 49%
had previously been diagnosed with a mental disorder,
including 20% who had had consultations and medical
assistance and 29% who had received a follow-up [9].
Comparable results have also been reported by foreign
researchers on the issue of suicides in Russia: more than
one-third of Russian suicide attempters had consulted
a psychiatristin the year before the suicide attempt [10].

According to the 2017 study results reported by
V.V. Vasilyev, suicides committed by patients with a
diagnosed mental disorder over a period of 11 years had
the following pattern: patients with organic mental
disorders accounted for 45%; patients with schizophrenia,
schizotypal, and delusional disorders, 30%; patients
with affective disorders, 5.8%; patients with neuroses,
somatic symptom disorder and stress-related disorders,
7.5%; patients with mature personality disorder, 3.3%;
and patients with mental retardation, 8.4% [11]. It has
been shown that 20% to 60% of self-harmers will make
a second suicide attempt over the following three
years. Half of all intentional self-harmers continue their
attempts. The ratio of parasuicides to completed suicides
is 10-20:1 [7].

Study rationale
health
of suicide attempters continues unabated. This study

The interest of researchers in the mental

is essential due to the need to develop effective suicide
prevention strategies. Such strategies should take
into account the mental health of suicide attempters.
In addition to confirming a number of conclusions from
previous studies, this research gives investigators a new
reliable tool for conducting similar studies, namely an
intentional self-harm monitoring system. The systematic
and structured registration of self-harm has enormous
research potential. However, self-harm monitoring
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Figure 1. The intentional self-harm monitoring process enacted in the Stavropol Territory.

is even more important in terms of improving access
to specialized (psychiatric) care, which every suicide
attempter certainly needs, albeit to different extents
and in different forms.

Study objective: to demonstrate the efficacy of an
intentional self-harm monitoring system as a tool for
identifying mental disorders and groups atrisk of repeated
self-harm, and to improve access to psychiatric care for
suicide attempters.

Study hypothesis

Multiple suicide attempts indicate an increased likelihood
of a mental disorder. Self-harmers are more likely
not to seek medical attention from a psychiatrist on
their own. Active identification of such persons using
a monitoring system and referral to a psychiatrist
provide more opportunities for early diagnosis of mental
disorders and improve the population’s general access
to psychiatric care.

MATERIALS

Study design

The study was carried out at the State Budgetary
Healthcare Institution of the Stavropol Territory “Stavropol
Territorial Clinical Specialized Psychiatric Hospital No. 1"
(SBHI ST “STCSPH No. 1”) using materials obtained from
the implementation of an intentional self-harm monitoring
system in the Stavropol Territory>.

5 Order 01-05/1694 “On some measures to improve the
regional suicide prevention service in the Stavropol Territory”
of the Ministry of Health of the Stavropol Territory, dated
December 24, 2020.

The public suicidal
of the Stavropol Territory includes the identification,

activity monitoring system

registration, reporting of information about identified
acts of intentional self-harm, as well as the analysis
and interpretation of the data so obtained. Participants
(entities) of the medical system for self-harm monitoring
in the Stavropol Territory include healthcare organizations
that detect acts of self-harm; healthcare organizations
providing psychiatric care; and healthcare organizations
acting as self-harm monitoring centers (Figure 1).

The main objects of public suicidal activity monitoring
in the Stavropol Territory are persons who seek medical
assistance and present with signs of intentional self-harm,
regardless of the presence and severity of suicidal ideation.
Intentionality is established on the basis of signs including
consciousness, independence, purposefulness of the
self-harm act, and implies a consciously targeted goal.

The cohort of this study consists of cases of intentional
self-harm registered during the monitoring in the
Stavropol Territory between 2016 and 2021.

The factors assessed in this study included
single/multiple intentional self-harm, a diagnosis of a
mental disorder at the time of self-harm (retrospective
assessment), psychiatric examination of the suicide
attempter, and a diagnosis of a mental disorder made
on psychiatric examination (prospective assessments).

Study methods

Intentional self-harm monitoring involves the recording
of a set of structured variables characterizing patients
who meet the study's eligibility criteria and forwarding
this information to a self-harm monitoring center.
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The list of registered main and additional self-harm
characteristics includes 43 items®, of which the following
data were analyzed within the framework of this study:
A. Basic self-harm data

1. Date of self-harm
2. First/repeated act of self-harm based on
subjective history
B. Information from the psychiatric medical record
maintained at the place of residence
3. Psychiatrist follow-up (including a diagnosis)
4. Counseling and medical assistance (including
a diagnosis)
5. First/repeated self-harm according to the
information in the medical record
C. Information obtained during the psychiatric
examination
6. First/repeated self-harm

7. The psychiatric diagnosis made, if any.

The nature of the act of self-harm (first/repeated)
is recorded at all stages of monitoring in order to obtain
the most reliable information from the patients
themselves, their relatives, and the available medical
documentation. In the final determination of the nature
of the attempt at self-harm (first/repeated), priority
is given to any (at least a single) mention that the patient
has already inflicted intentional self-harm, regardless
of the source of this information.

Health records (if any) maintained at the healthcare
institution providing psychiatric care in the territory of the
patient's residence were used a source of information
about whether the patient sought psychiatric help during
the time preceding the suicide attempt. If the patient
had sought medical help from a psychiatrist, the type
of psychiatric care that had been or was being provided
and the established psychiatric diagnosis, as well as any
information about previous suicide attempts found in the
health records, were taken into consideration.

The mental state of suicide attempters was also
assessed after the attempt. Psychiatric examination
served to clarify a number of parameters recorded at the
previous stage and record additional data to be used for
a more detailed analysis of the suicidal behavior in the

6 Order 01-05/1694 “On some measures to improve the
regional suicide prevention service in the Stavropol Territory”
of the Ministry of Health of the Stavropol Territory, dated
December 24, 2020.

population. The post-attempt psychiatric diagnosis factor

was used in this study.

All cases of intentional self-harm registered during
monitoring in the Stavropol Territory between 2016 and
2021 were analyzed and broken down into the following
categories:

1. General sample: all registered intentional acts of
self-harm during the period 2016-2021.

2. Cases of intentional self-harm in patients who
had already sought psychiatric help and had an
established diagnosis of a mental disorder at the
time of the self-harm (Group 1, mentally ill suicide
attempters), including:

2.1. Cases
in patients who had already sought psychiatric
help and had an established diagnosis
of a mental

of first-time intentional self-harm

disorder at the time of the
self-harm (Subgroup 1.1, mentally ill first-time
suicide attempters).

2.2. Cases of recurrent intentional self-harm in patients
who had already sought psychiatric help and had
an established diagnosis of a mental disorder
at the time of the self-harm (Subgroup 1.2,
mentally ill multiple suicide attempters).

3. Cases of intentional self-harm in patients who had not
sought psychiatric help (from state-run healthcare
facilities) and who had no established diagnosis
of a mental disorder at the time of the self-harm
but who had been examined by a psychiatrist after
the attempt (Group 2, supposedly healthy suicide
attempters), including:

3.1. Cases of first-time intentional self-harm in
patients who had not sought psychiatric help
(from state-run healthcare facilities) and had
no established diagnosis of a mental disorder
at the time of the self-harm but who had been
examined by a psychiatrist after the attempt
(Subgroup 2.1, supposedly healthy first-time
suicide attempters).

3.2. Cases of recurrent intentional self-harm in
patients who had not sought psychiatric help
(from state-run healthcare facilities) and had
no established diagnosis of a mental disorder
at the time of the self-harm but who had been
examined by a psychiatrist after the attempt
(Subgroup 2.2, supposedly healthy multiple
suicide attempters).
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Figure 2. Structure of suicide attempts in the study population.

4. Cases of intentional self-harm in patients who
had not sought psychiatric help (from state-run
healthcare facilities), had no established diagnosis
of a mental disorder at the time of the self-harm, and
who had not been examined by a psychiatrist after
the attempt (Group 3, suicide attempters of unknown
mental state).

Characteristics of study subjects

The study encompassed all cases of intentional
self-harm registered from monitoring the Stavropol
Territory between 2016 and 2021. The general sample
consisted of 2738 suicide attempts registered during
the observation period. On average, 456 suicide
attempts per year were recorded in the Stavropol
Territory.

Group 1 (mentally ill suicide attempters) was
represented by 882 cases (32.2% of the general sample).
Of these, 367 patients were first-time attempters
(Subgroup 1.1, diagnosed first-time suicide attempters,
13.4% of the general sample), and 515 attempts were
recurrences (Subgroup 1.2, diagnosed multiple suicide
attempters, 18.8%).

Group 2 (supposedly healthy suicide attempters) was
represented by 994 cases, which accounted for 36.3%
of the general sample. Of these, 639 patients were
first-time attempters (Subgroup 2.1, supposedly healthy
first-time suicide attempters), accounting for 23.3% of

the general sample, and 355 attempts (13.0%) were
recurrences (Subgroup 2.2, supposedly healthy multiple
suicide attempters).

Group 3 (suicide attempters of unknown mental state)
was represented by 862 cases, which accounted for
31.5% of the general sample.

The proportions of the study groups in the general
study sample are illustrated in Figure 2.

Statistical analysis methods

The basic scientific method used was observation. Study
results were obtained by the method of centralized
summary of statistical observation materials. The data
was summarized manually. Study data were grouped
using dual criteria (yes/no) based on a history of
psychiatric follow-up, a history of psychiatric counseling,
first/recurrent  intentional self-harm,  psychiatric
examination after intentional self-harm, and a diagnosis
of a mental disorder on psychiatric examination (Figure 3).

RESULTS

The average annual (2016-2021) number of suicide
attempts among persons who were followed-up on
and received counseling and treatment’ from Stavropol
Territory psychiatrists is 65.5, according to federal state

7 The wording is in accordance with Federal Statistical
Observation Form No. 36 “Information on the contingents
of psychiatric patients”, Table 2150.
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Figure 3. Study group formation (patient flow chart).

Note: FU, follow-up. C/T, counseling/treatment.

statistics. The monitoring system registers 147.6 attempts
per year in this group of patients, which is 2.3 times
higher than the number of suicide attempts registered
by the official accounting system among people who
were followed-up on and who received counseling and
treatment.

Since state statistics operate only with the above
forms and indicators, using them to evaluate the extent
of suicide attempts, there is a seven-fold difference
between the officially adopted state system for registering
suicide attempts (65.5 cases per year, or 2.3 per 100,000
population of the Territory) and the data recorded in the
regional self-harm monitoring system (456.3 cases per
year, or 16.3 per 100,000 population). Thus, the generally
accepted statistics for suicide attempts reveal that less
than 15% of attempts are registered in the regional
intentional self-harm monitoring system created in the
Stavropol Territory.

Assuming that the availability of information about
the psychiatric status of a suicide attempter means the

Subgroup 1.1,
mentally ill first-time
suicide attempters

First-time
self-harm

Subgroup 1.2,
mentally ill multiple
suicide attempters

Subgroup 2.1,

First-time supposedly healthy
self-harm first-time suicide
attempters

Subgroup 2.2,
supposedly healthy multiple
suicide attempters

availability of psychiatric care for them, that is, they were
in any case examined by a psychiatrist who decided whether
the suicide attempter suffered from a mental disorder and
whether they needed psychiatric help, psychiatric care was
available for 68.5% of patients in the general sample and
the combined Group 2 + 3 (mentally ill and supposedly
healthy suicide attempters) can be considered to have had
complete access to psychiatric care.

The frequency of mental disorders in the general
sample was 42.8%, and psychiatric care was available
to 68.5% of the patients.

The corresponding rate in the aggregate group with
complete access to psychiatric care, that is, Group 2 + 3,
was found to be 62.4%.

The results of this study confirm the common
understanding that access to psychiatric care increases
the rate at which mental disorders are diagnosed
in general and among suicide attempters in particular.

Active detection of mental disorders among people
displaying risk factors, which include intentional self-
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harm, can be considered part of early diagnosis. To assess
this parameter, we analyzed cases of primary diagnosis
of a mental disorder in suicide attempters. A diagnosis
of a mental disorder was established for the first time
from among a total of 289 analyzed cases. Of these,
31 cases were diagnosed after a primary suicide attempt
and 258 cases after repeated intentional self-harm.

The proportion of persons with a newly diagnosed
mental disorder in the general sample was 10.6%.
The primary incidence of mental disorders in suicide
attempters was 10,555.2 per 100,000 population, which
is 61.4 times higher than the primary incidence of mental
disorders in the population of the Stavropol Territory,
the latter being 172.0 per 100,000 population for the
same period (2016-2021).

To estimate the extent to which a completed suicide
attempt increases the likelihood of a diagnosis of a
mental disorder, we calculated the primary incidence
of such among apparently healthy suicides, which was
found to be 29,074.5 per 100,000. Thus, a supposedly
healthy suicide attempter was 169 times more likely
to be diagnosed with a mental disorder compared to the
general population. Therefore, the introduction of an
intentional self-harm monitoring system contributes
to the detection not only of suicide attempts, but also
mental disorders.

The proportion of persons with a newly diagnosed
mental disorder in the group of supposedly healthy
suicide attempters was 29.1%. The proportion of persons
with a newly diagnosed mental disorder in the group
of supposedly healthy first-time suicide attempters was
4.9%. The proportion of persons with a newly diagnosed
mental disorder in the group of supposedly healthy
multiple suicide attempters was 72.7%. Primary diagnoses
of mental disorders were 14.8 times more common
in multiple suicide attempters without a diagnosis
of a mental disorder at the time of the last attempt than
in first-time attempters.

DISCUSSION

The study demonstrated that the use of an intentional
self-harm monitoring system increased the suicide
attempt detection rate seven-fold. Since a suicide attempt
is a risk factor for a diagnosis of a mental disorder
and multiple self-harm attempts, monitoring becomes
an important resource for the preparation of suicide
prevention programs and early diagnosis of mental

disorders. The very fact of active detection of intentional
self-harm contributes to the timely referral of the patient
to psychiatric care, thus improving the associated access
to such. Improving access to psychiatric care for suicide
attempters is essential due to the prevalence of mental
disorders among them, which ranges from 62.4%, as
shown in this study, to 100%, as reported by the authors
of other studies [5, 6].

In this regard, the issue of providing psychiatric care
to persons at risk, including involuntary psychiatric
examination of first-time suicide attempters, is even
more pressing. Whether suicide attempters may be
allowed to possess weapons and perform certain other
potentially dangerous activities should also be a matter
of public discussion.

The specifics of the group formation of this study
may have resulted in a smaller proportion of suicide
attempters who had sought psychiatric care before the
attempt (32.2% in this study), as compared with other
reported research (about half of all subjects [6, 7]). The
data were collected over six years from 84 healthcare
institutions within the Stavropol Territory. Thus, we
obtained a sample that included all detected intentional
self-harm cases, including those that did not require
specialized medical care due to the nature of the
inflicted harm.

The scale of coverage and the large body of data are
the strengths of this study. However, this also reveals
a particular limitation: such large-scale studies are
only possible after many years of preparatory work to
implement an intentional self-harm monitoring system.

Among all results obtained in this study, the authors
single out one particular one that, in their opinion, carries
the potential for future research, namely the difference
in the proportion of persons with a newly diagnosed
mental disorder between the group of supposedly healthy
first-time suicide attempters (4.9%) and multiple suicide
attempters (72.7%). It is important to investigate the
causes of this difference to understand whether a mental
disorder leads to suicidal behavior or vice versa. Other
possible factors include the quality of the diagnostic
process and subjective attitudes of psychiatrists
examining a first-time or multiple suicide attempter.

CONCLUSION
Registration of suicide attempts and the study of the
characteristics of suicidal behavior are quite relevant and
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currently in demand from a scientific point of view. The
novelty of this study with regard to the outlined problem
lies in the systematic approach to obtaining research
material and the numerous opportunities for modeling
datasets to be registered.

Applying a systematic approach to self-harm monitoring,
mental health professionals are able to take care
of individuals with mental and behavioral disorders
who would be unlikely to be examined under different
circumstances.

In the context of predictive, preventive, and personalized
medicine currently developing in the Russian Federations,
an intentional self-harm monitoring system could become
an effective tool for early diagnosis of mental disorders,
suicide prevention, and improving access to psychiatric
care for suicide attempters. Systematic and structured
registration of intentional self-harm has an enormous
research potential in this area.
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ABSTRACT

BACKGROUND: The COVID-19 pandemic has affected the emotional state of a wide range of people around the
world. Studying the social and psychological factors of psychological distress is required in the context of the pandemic
in different countries. This study aims to explore the relationship between the emotional state of Russian citizens during
the COVID-19 pandemic and their perceptions of it, and its dependence on various socio-demographic characteristics.

METHODS: A socio-demographic questionnaire, the Russian version of the Perceived Stress Scale, the State Scale
from Spilberger State-Trait Anxiety Inventory, and the modified version of the Brief lliness Perception Questionnaire
were used for the purposes of this study. The data was analyzed via descriptive statistics, ANOVA, Exploratory Factor
Analysis, Correlation Analysis, Scale Consistency Analysis, and Structural Equation Modeling (Path Analysis Method).

RESULTS: The study sample consisted of 1192 Russian-speaking respondents. The findings suggest that psychological
distress affects all components of the ideas about the pandemic. The "Psychological distress" variable positively
influences the "Threat to life" and "Fear of an unknown disease" components of the ideas about the pandemic,
whereas the "Control" component (ideas about the ability to control events) is ambivalent. On the one hand, the
severity of psychological distress reduces the idea of being able to control events; on the other, the psychological
distress experienced increases the feeling of threat and uncertainty, and stimulates the control of these feelings
to be realized. In addition, significant differences were revealed in the nature of perceptions of the pandemic and
psychological distress, as dependent on gender, age, type of employment, daily routine during self-isolation, income,
as well as a fear of possible stigmatization with regard to COVID-19. It has been shown that underestimating the
disease leads to improvement of psychological well-being. However, respondents who underestimated the danger
of coronavirus paid less attention to the measures taken against the virus. If the respondent had relatives infected
with COVID-19, they were found to perceive the COVID-19 pandemic as more threatening and less understandable.
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CONCLUSIONS: Through assessing a level of threat and fear of an unknown disease, we defined that psychological
distress has a direct and mediated influence on the feeling of control over the pandemic. However, the results on the
role of psychological distress and perceptions of the COVID-19 pandemic, taken together, appear rather contradictory.
Further research exploring additional predictors of psychological well-being and distress during the COVID-19 pandemic
is required to provide solid conclusions.

AHHOTALU VA

BBEAEHME: Mangemna COVID-19 okaszana BAVSHME Ha 3MOLIMOHA/IbHOE COCTOSIHME LUMPOKOrO Kpyra e
BO BCEM MUPE, YTO AeflaeT HeOBXOAVMMbIM M3yYeHMe CoLManbHbIX 1 MCUXONOrMYeCcKnX GakTOPOB MCUXONOrNYeCcKoro
Heb1arononyyms HaceneHus pasHblx CTpaH. HacToslee nccnefoBaHie HaNpPaBAeHO Ha U3yYeHne CBS3M MeXay
3MOUMOHaNbHbBIM COCTOSIHMEM rpaxaaH Poccuun Bo Bpemsi naHazemum COVID-19 n ux npeacTaBneHnsmMu o6 3Tol
naHAEeMUNY, B X 3aBUCUMOCTU OT PasNNYHbIX COLMaNbHO-A4eMOrpaduUecknx XxapakTepucTuk.

METO/ADI: inqa Lenel nccnefoBaHMsa NCNOJb30BaIUCL: COLMANbHO-A4eMorpadryeckmnin OnpoCcHUK, Pycckos3blivHas
Bepcus LLikanbl BoCMpuHMMaemMoro crpecca, LLikana cocTosiHMin 13 onpocHMKa TpeBoxHocTn Y. Cnunbeprepa,
MoanduLMpoBaHHasa Bepcnst KpaTKoro OnMpocCHMKa BOCNPUATUS 60Me3HN. [laHHble 6bliv NpoaHanns3npoBaHbl
C MOMOLLIbIO METOZ0B OnMncaTeIbHOM CTaTUCTUKN, ANCMEePCNOHHOIO aHan3a, 3KCrIopaTopHoro ¢pakTopHOro aHanusa,
KOPPensLMOHHOro aHanmsa, aHaamsa cornacoBaHHOCTY LKA, a TakXke C MOMOLLIbI0 MOZEeIMPOBaHNS CTPYKTYPHBIMN
ypaBHeHNAMU (NpoLiesypa nyTeBoro aHan13a).

PE3YJILTATbI: BblbopKky mccnefoBaHua coctaBuan 1192 pycckosi3blYHbIX pecnoHAeHTa. [MonyyeHHble JaHHble
CBUAETENbCTBYIOT O TOM, UTO MCUXONOMMYECKUA NCTPeCC OKa3biBaeT 3HAUMMOE BAVSHME Ha BCe COCTaBASAOLLME
npeacTaBneHuin o NaHgemMuun. Tak, nepemeHHas «cMXonornyecknin ANCTPecc» NOIOXKUTENBHO BAMSET Ha Takune
KOMMOHEHTbI NMpeACTaBAeHUNA O MaHAeMUK, Kak «Yrpo3a XUsHu» 1 «CTpax Hen3BeCTHOM 60ne3HW», Torga Kak
KOMMOHEHT «KOHTpOnb» (NpeacTaBfeHnss O CrMOCOBHOCTU KOHTPOAMPOBAaTb COOLITUSI) UCMbITbIBAaeT Ha cebe
ambrBaneHTHoe BausiHMe. C O4HOI CTOPOHbI, TAXECTb MCUXONOMMYECKOro AUCTpecca CHUXKaeT npeacTaBieHmne
0 CMOCOBHOCTU KOHTPOMPOBATL COOLITUSA. C APYrOi CTOPOHbI, BbIPaXEHHbIA NCUXON0TUYECKUIA ANCTPeCcC yCuamBaeT
UYBCTBO YIrPO3bl I HEYBEPEHHOCTU W, flanee, CTUMYINPYET K peann3saumm KOHTPO/b HaZ 3TUM YyBCTBOM. Kpome Toro,
BbISiB/I€HbI CyLLLeCTBEHHbIE Pa3/INYMA B XapaKTepe NpesCcTaBAeHNA 0 MaHAEMUN U B BbIPaXKeHHOCTI NMCUXON0rM4eckoro
Hebnaronony4yns B 3aBUCMMOCTM OT MO, BO3PACTa, BUAA 3aHATOCTU, PeX1Ma AHS B MePUO CaMOU30ASLMN, YPOBHS
[JOXO0Z0B, a Takxe CTpaxa nepej BO3MOXHOW CTUrMaTu3auuner B ciyyae 3abonesaHusa COVID-19. MNokasaHo, yuTo
NcmMxonornyeckoe 61arononyyme Boille y pecroHAeHTOB, He40OLIEHNBAKLLMX cTeneHb onacHocTy COVID-19. OgHako
pecrnoHAeHTbl, He0OLIeHMBLUME OMAacHOCTb KOPOHABMPYCA, MeHbLLE BHYMaHWA yAeNsa Mepam 3aLllnTbl OT BUpYyCa.
PecrnoHaeHTbI, UMetoLLe POACTBEHHMKOB, 6bonetowmx nnv 6onesumnx COVID-19, BocnpuHMManu 3Ty naHAeMUI0 Kak
60/1ee yrpoxaroLLy 1 MeHee MOHATHYHO.

BbIBO/Abl: OueHvnBas ypoBeHb yrpo3bl M CTpaxa Mnepes Heu3BeCTHbIM 3aboseBaHWEM, Mbl ONpeaennIn, YTo
NMCUXONOTNYECKNIA ANCTPECC OKasblBaeT MPsMOe 1 ONoCpeAoBaHHOe BANSHME Ha NpeACcTaBAeHNs O CMOCOBHOCTH
KOHTPONMPOBaTb CO6LITUA B yCn0BUSX NaHgemun COVID-19. OgHako pesynbTaTbl O BKIaAe MCUXON0rMYeCcKoro
Anctpecca B npeActasneHvsa o naHgemun COVID-19, B COBOKYMHOCTY, MPeACTaBAATCA A0BO/LHO MPOTUBOPEUNBBLIMA.
[na nonyyeHns ybeanTebHbIX BbIBOAOB HEOOXOANMbI AafibHeLIne NCCIeA0BaHNS, N3yYaroLLne JONoHUTeIbHbIe
npeAnKTOPbI MCUXO0I0rMYecKoro 61arononyyms 1 AncTpecca Bo spemMs naHgemmm COVID-19.

Keywords: perception of the COVID-19 pandemic; cultural-historical concept; stress; psychological distress; pandemic
threat; pandemic control; suspense; structural equation modeling; Russian citizens

KnroueBble cnoBa: npedcmasneHus o naHoemuu COVID-19; KynemypHO-UCMOpPUYECKas KOHUenyus, cmpece,
ncuxosozu4yeckuli ducmpecc; y2po3a, ucxodauas om naHoemuu, KOHmMpPoab NaHoemMuu, HeonpeoeneHHoOCMs,
ModenuposaHuUe CmpyKmypHsIMU ypagHeHUaMU; 2paxcdaHe Poccuu
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INTRODUCTION
It is now clear that the COVID-19 pandemic and its social
restrictions have changed the lives of millions of people
around the world in just a few months [1]. The pandemic,
and its associated restrictions, not only carry the risk
of death from the coronavirus but also put enormous
psychological pressure on people. Living through a
lockdown can pose a serious challenge to adapting and
maintaining mental health [2, 3]. According to the first
nationwide survey on well-being during the COVID-19
pandemic, almost 35% of 52,730 respondents in China
claimed to have experienced psychological distress. Women
were more prone to experiencing stress than men. People
under the age of 18 experienced the least stress, while
people aged 18-35 and the elderly experienced it the most.
Similar results were shown in studies originating from
Italy [4, 5], Spain [6, 7], Canada [8], the USA [9], Portugal,
and Brazil [10]. A higher level of distress was observed
following the release of official data on the increase in the
number of cases and the high mortality rates from COVID-19,
as well as the introduction of quarantine measures and
lockdown regimes [6, 11]. It was emphasized that stress levels
may considerably increase as the quarantine continues [6].
Getting such results inevitably brings the problem
of perception of the COVID-19 pandemic to the focus of
scientific research. Exploring perceptions of the COVID-19
pandemic in a sample of Chinese citizens revealed that
specific, relevant, and accurate medical information on
preventive measures contributed to lower levels of anxiety,
stress, and depression [12]. At the same time, social
media reports representing COVID-19 as a “killer virus”
increased the sense of danger and reduced tolerance for
uncertainty [13]. This is consistent with the fact that young
people and those with a higher education may have higher
levels of stress because they have greater access to a variety
of information sources, including social networks [11].
Another Chinese study found that the awareness
of the risk of getting sick and knowledge of managing
the risk of infection became a powerful protective factor
against emotional distress and a motive for preventive
behavior [14]. A survey of the Italian population revealed
a different picture. It was suggested that the higher
awareness of COVID-19 leads people to become more
insecure and adopt stricter preventive measures [15]. Thus,
the existing literature cannot be considered consistent,
which raises the question of possible cultural differences
in perceptions of the COVID-19 pandemic. Furthermore,

although there are Chinese [14] and Italian [15] studies on
this matter, we did not find any work on a Russian sample.

Perceptions of the COVID-19 pandemic can be
hypothesized and constructed in the light of the following
theoretical models: the concept of the Subjective Pattern
of Disease (SPD) [16-18], and Leventhal's model of disease
perception [19].

From a clinical psychology point of view, the COVID-19
pandemic is in many ways unique. The conditions of the
pandemic, with all its associated limitations and risks,
provide researchers the opportunity to observe the
development of a clinical and psychological phenomenon
such as SPD [16-18, 20]. In this case, the SPD is formed
based on the absence of any “experiential fabric” of the
disease due to the activities of the mass media and the
“circulation of rumors” emerging in society. However, the
peculiarity of the current situation with regard to SPD
formation lies in the fact that neither the general population
nor the medical community had any clear “models of
disease representations” by the time the pandemic was
declared [21]. Thus, COVID-19 s a disease that not everyone
gets but everyone prepares for and assesses the risks of.
It can be assumed that, at the moment, we are witnessing
the formation of a “Collective Pattern of Disease”, reflecting
a system of collective ideas about the new type of virus.
The presence of this “Collective Pattern of Disease” will
undoubtedly be a contributory factor to the formation
of individual SPDs in the context of the COVID-19 pandemic.

However, the SPD as a systemic entity seems to be an
extremely difficult phenomenon to assess. In non-Russian
studies, the basic category for describing self-regulation in
relation to health and disease is considered to be “disease
perception”, which is understood to be a combination of
cognitive and emotional perceptions of disease [22, 19, 23].
The “disease perception” construct is certainly not as rich
from a theoretical and methodological point of view,
but is relatively simple compared to the SPD design,
which makes it easier to assess, including the use of
questionnaires as a primary research method. In light
of this, H. Leventhal's model of disease perception has
become the most widespread in the modern scientific
discourse. This model combines five key components:
(1) identification of the disease; (2) the cause of the disease;
(3) the duration (time perspective) of the disease; (4) the
consequences of the disease; and (5) the controllability/
curability of the disease. In later studies, three additional
components were introduced into the “perception of
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disease” construct: (1) the clarity of the disease; (2) concern
for the disease; and (3) emotional responses to the
disease. The use of this model and the resulting Disease
Perception Questionnaire by E. Broadbent [22, 24] seems
to be adequate for assessing COVID-19 perceptions in terms
of both heuristics and content.

Against this background, the aim of this research
is to explore the relationship between the emotional
state of Russian citizens during the COVID-19 pandemic
and their perceptions of it and its dependence on various
socio-demographic characteristics.

METHODS

The aim of the study was addressed via online survey on the

HT-Line.ru platform. An online format was chosen due to the

need to maintain self-isolation (http://www1.ht-line.ru/).

The surveys included the following parts:

1. A socio-demographic questionnaire containing
20 questions [21].

2. Perceived Stress Scale [25, 26].

3. Modified version of the Brief lliness Perception
Questionnaire [21-23].

4. Modified version of State Scale from State-Trait
Anxiety Inventory [27, 28].

We modified all the methods specifically for this study
and tested their reliability via the Cronbach’s Alpha
coefficient. This procedure is described in detail in the
article published in July 2020 [21].

Sampling
The convenience sampling was adopted for the purposes
of this study.

Recruitment

The online survey was conducted between April 27 and
May 27, 2020. Participants were recruited through ads on
social networks. Participants were eligible if: 1) their skill in
reading in Russian was at an advanced level; 2) they were
more than 18 years; 3) the presence of consent to the personal
data processing, and 3) they showed an absence of symptoms
and diagnosis of COVID-19 and community-acquired
pneumonia at the time of the study. All of the above
characteristics were indicated by the respondents themselves.

Procedure
The study took 10-20 minutes. Immediately after passing
the online testing, respondents received their results

with individual interpretations and recommendations
for improving their health. All participants gave their
informed consent to participate in the study and
to publish the data in an anonymous and summarized
form. Questionnaires of respondents who did not pass
all stages of testing were excluded from the study.

Research governance
The research is supported and ethically approved by the
Russian Science Foundation, Project No. 21-18-00624.

Data analysis

The data were analyzed by descriptive statistics, ANOVA,
Exploratory Factor Analysis, Correlation Analysis, Reliability
Scale Analysis, and Structural Equation Modeling (Path
Analysis Method) [29, 30]. The results were processed using
the statistical software packages EQS 6.2 and SPSS 22.0.

RESULTS
The study involved 1,192 people. A description of the
sample is presented in Table 1.

Table 1. The sample characteristics

Total 1,192
Sex

Women 981(82%)
Men 211(18%)
Area of living

Central District 58%
North-Western District 11%
Urals District 8%
Volga District 6%
Southern District 5%
Siberian District 4%
Far Eastern District 1%
Caucasus District 1%
Lived abroad 4%
No answer 3%
Education

Below secondary level 1%
General secondary education 4%
Specialized secondary education 4%
Incomplete higher education 9%
BA, MA, or equivalent degree 75%
Ph.D. or equivalent degree 6%
Age: From 18 to 81 y.0. 36.5£11.0, (Q1=28, Q2=36, Q3=44).
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Factor extraction of the collective COVID-19
pattern categories

Since the questionnaires used in the study were modified
to study the perception of the COVID-19 pandemic and
the emotional state of people during it, we analyzed the
factor structure of the questionnaires.

The factor structure of the modified version of the
Brief Illness Perception Questionnaire [21-23, 31] was
checked in the present study using Principal Component
Analysis and the Rotation Method (Oblimin with Kaiser
Normalization). Adopting these methods allowed us to
highlight three factors that explained 59% of the total
variance [21]: (1) Perceptions of the pandemic-related
threats (further — Threat); (2) Perceptions of the control
over the pandemic (further — Control); and (3) Perceptions
of pandemic-related suspense (further — Suspense).

It was defined that Threat and Control factors are
unipolar and positively correlated (r=0.210, p <10-19). The
third factor, Suspense, turned out to be bipolar: at the
positive pole there was the “Fear of an unknown disease”,
and at the negative one, “Understanding the pandemic as
a known phenomenon” (“Absence of fear”). The Pearson
correlation between the first and third factors turned out
to be positive (r=0.115, p <10-4). This can be interpreted
as follows: the greater the perceived threat, the greater
the fear of the unknown (or vice versa: the greater the
fear of the unknown, the greater the perceived threat).
No significant correlation was found between the second
and third factors (r=0.029, p=0.3), i.e., no correlation was
found between the possibility of controlling the pandemic
and understanding what it is. Analysis of the nature
of the relationships between the factors in the resulting
three-part factor structure suggests that the life threat

assessment may have the status of an intermediate
variable, mediating the relationship between suspense
and pandemic control [21].

The factor structure of the modified version of the
Perceived Stress Scale and State Anxiety Scale was
explored in our previous study [21, 31] and indicated that
“Psychological Distress” as a factor explains 73% of the
general dispersion. Therefore, four factors, including
Psychological Distress, Threat, Control, and Suspense
were used as variables for further analysis. These factors
represent centrally distributed normal values with a mean
sample value of 0 and a standard deviation of 1 (Z-scores).

Construction of the Path Model defining
relationships between psychological distress

and perceptions of the COVID-19 pandemic

The Path analysis method was performed using the
EQS 6.2 program to check the relationships between
the selected variables [29, 30]. The created Path Model
is represented below in Figure 1. All paths are significant
and indirect effect is positive, significant and equal 0.186
(X4(1)=1.756, p=0.185, CFI=0.999, RMSEA=0.025).

The model constructed reveals the direct and indirect
effects of Psychological Distress on the perceptions
of the Control over the pandemic, as mediated by
Suspense and Threat. Psychological distress decreases
the feeling of Control over a pandemic. At the same time,
Psychological Distress can indirectly increase the feeling
of Control through strengthening the feelings of Threat
and Suspense. Thus, if a person perceives the pandemic
as threatening, they will pay more attention to controlling
it, but if a person’s mental state worsens, it may lead
to a feeling of lack of control over the pandemic.

Threat
. -0.347
Psychological
distress |~~~ oo oo oo ol
Suspense

Figure 1. A Path Model of the perceptions of COVID-19 pandemic determined by Psychological Distress.
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Table 2. Descriptive statistics for all the scales in the male and female samples (N=1192)

Women (N=981) Men (N=211)
Scale name Minimum Maximum Average ztei?::;;: Average Z:i?:;;i
Psychological distress -2.07 3.32 OIG9EEX 0.99 -0.41 0.93
Threat -2.9 2.4 0.06%** 0.98 -0.27 1.04
Control -2.5 3.6 -0.04 0.98 0.20%* 1.08
Suspense -2.2 3.2 0.03 1.00 -0.13* 0.99

Note: Asterisks indicate the largest of the two compared values (mean or standard deviation), p-value <0.05 is marked *, <0.01

is marked **; <0.001 is marked ***,

The next step in our research was to identify
socio-demographic predictors of the emotional state
of the Russian-speaking population and its perceptions
of the COVID-19 pandemic. Table 2 shows the means
and standard deviations for all scales in the male and
female samples. The variance in both subsamples do
not significantly differ from each other or from the
total sampled variance equal to one. However, the
means in each subsample are significantly different
from 0 and from each other. According to the Student's
criterion (with the following check by the non-parametric
Mann-Whitney criterion) significant differences in the
values of the variables were established: Psychological
Distress (t=6.609; p <0.0001), Threat (t=4.423; p <0.0001),
Control (t=-3.213; p <0.0001), and Suspense (t=2.073;
p <0.038). In the female sample, Psychological Distress,
and perceptions of the Threat and Suspense are
significantly more pronounced. Men tend to be calmer
and think that the situation is under control and that
they understand everything about this disease.

To determine how age affects psychological distress
and perceptions of the pandemic, respondents were
divided into four age groups. Figure 2 shows the number
of each group and representations of the values on
the scales under analysis in each group. Since the
survey was conducted online, the vast majority of our
respondents (over 99%) are people of active age, that
is, under 64. Therefore, the age periodization in our
survey is limited by this age. The results show that
Psychological Distress (F=8.647; p <0.0001) and Threat
representations (F=3.782; p <0.010), as well as the
perceptions of Control (F=11.984; p <0.0001), are mostly
characteristic of younger respondents. It is worth noting
that despite lower levels of Psychological Distress and
Threat assessment in the older age group, the

Suspense is higher in this group, though not to a
significant degree.

No significant differences by region of residence have
been identified.

With regard to living arrangements, the results
revealed a significant difference in Control scale (F=4.598,
p <0.0001). It was shown increasing in Control scale in the
group of respondents “living with parents” and “living
with friends” compared with groups of respondents
living alone (p <0.002), with a spouse (p <0.013), with
a spouse and children (p <0.0001), and alone with
children (p <0.001) (Figure 3). The high indicators on
the “Control” scale in these groups of respondents can
be explained by the fact that this type of respondents
are mostly from the group of young people (see the
previous paragraph).

Since the respondents filled in the online questionnaires
over the course of a month, this allowed the dynamics
of the emotional state of the population over time
to be estimated. Since the total number of respondents
per day differed significantly on a day-to-day basis, we
divided the study period into seven stages (Figure 4). The
one-way ANOVA has revealed significant changes in the
Psychological Distress variable at different stages of time
(F=2.815; p=0.010). Itis important to note that the highest
level of Psychological Distress was observed after May 12,
2020 (Figure 4). This phenomenon might be explained by
the highest level of COVID-19 infections being detected
on that day (11,656 people) and the official end of the
“non-working days” in Russia.

Respondents with a very low income had the highest
level of psychological distress, and increasing income
till the average causes decreasing distress. But after
the average point, the psychological distress does not
depend on income more (Figure 5).
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Figure 2. Levels of Psychological Distress and the perceptions of the COVID-19 pandemic in different respondents’ age groups.

Note: Here and in the following figures, the values of dependent variables are plotted along the Y-axis. These variables are
calculated as factor scores. Therefore, they are standardized and normally distributed variables (Z-score).
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Figure 3. Levels of Psychological Distress and perceptions of the COVID-19 pandemic in different respondents’ groups
according to living arrangement.
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Significant differences across the scales were found
depending on the type of employment at the time
of the pandemic. For example, such variables as Threat
(F=3.102, p=0.009), Control (F=4.598, p <0.0001) and
Psychological Distress (F=4.896, p <0.0001) were less
pronounced, whereas Suspense (F=2.540, p <0.027) was
greater in the groups of respondents who “take care of the
household/stay on maternity leave” (p <0.034) and “working”
(p <0.05) compared to “non-working students” (Figure 6).

A reliable increase of values in the Psychological
Distress variable (t=-1.913, p <0.05) was revealed for
respondents answering the question about “job-related
risks of contamination by virus” positively.

In response to the question “Do you stick to your daily
regime in self-isolation?”, there was a significant increase
in the Threat (F=10.264, p <0.0001), Suspense (F=3.807,
p <0.004), and Psychological Distress (F=26.772, p <0.0001)
variables if one is unable to stick to one’s daily routine.
This was identified among the groups of respondents
answering the question with either “yes” or “rather yes”
compared to the groups of respondents answering
“probably not” (p <0.001) or “not” (p <0.006) (Figure 7).

That is, those respondents who want to but cannot stick
to their daily regime are the most stressed.

One of the questions asked whether the respondent
had relatives who were ill or had already had COVID-19.
14% of the respondents stated that they had infected
relatives. Comparative analysis of the severity of the
scales analyzed for the groups of respondents with and
without sick relatives by the Student's criterion (confirmed
by the non-parametric Mann-Whitney criterion) showed
significant differences in the Threat (t=-2.213; p <0.027),
Control (t=-2.453; p <0.014), and Suspense (t=-2.050;
p <0.041) scales. In all cases, having a sick relative lead
to higher scale values; that is, people with an ill relative
are more likely to think about the pandemic, perceive the
threat more acutely with greater suspense, and make
more attempts to control the COVID-19 pandemic.

Gender differences in perceptions of the pandemic
were found among respondents with or without sick
relatives (Figure 8). Having an ill relative significantly
increases the Psychological Distress for both women
and men; however, the level of such remains lower
in men, even in the case of a diseased relative.
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Figure 6. Levels of Psychological Distress and perceptions of the COVID-19 pandemic in different respondents’ groups

according to the type of employment.
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Values of dependent variables
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Figure 7. Levels of Psychological Distress and perceptions of the COVID-19 pandemic in different respondents’ groups

according to the question on the desire to stick to the daily regimen during the self-isolation.
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For men, having a diseased relative is associated with
a significant revision of the Threat from the COVID-19
pandemic. This indicator reaches the same level of Threat
among women without a sick relative. Furthermore, men
with an infected relative have greater suspense than
men who do not have an infected relative and have no
Suspense. Itis interesting that in men who do not have an
infected relative, the feeling of Control over the pandemic
is basically higher than in women.

One-way ANOVA revealed significant differences in groups
declaring different attitudes toward coronavirus across all
scales of perception of the COVID-19 pandemic (Figure 9).
Respondents who believed that the coronavirus risk was
exaggerated felt less threatened (F=40.310, p <0.0001);
such respondents believed that they “know everything
about coronavirus” (F=45.048, p <0.0001). Respondents
who perceived the risk from coronavirus to be very high
felt more threatened; they considered it less clear, requiring
more action to Control it (F=53.428, p <0.0001).

A statistically reliable difference was found between
the Threat (F=11.135, p <0.0001) and Psychological
Distress (F=30.200, p <0.0001) variables in response to the

question about “increasing quarrels in the family during
self-isolation”. Thus, the values of both variables increased
significantly when comparing the “yes, quarrels have
become more frequent” group with the “no, everything
is as it was before” (p <0.0001) and the “no, we have become
even more united” (p <0.001) groups (Figure 10). Thus,
people who have quarreled more during the pandemic
perceive it as more Threatening and experience more
Psychological Distress.

With regard to the question “whether a person who
falls ill with COVID-19 will face condemnation and
avoidance from others”, a statistically significant increase
in the Threat (F=15.959, p <0.0001) and Psychological
Distress (F=16.177, p <0.0001) variables was revealed.
The level of Psychological Distress and Threat according to
the degree of increase in the Threat (pairwise comparison
of the groups with responses “no, we will not face it”,
“probably not” with the groups who said, “rater yes”
(p <0.0001) and “yes, will face it” (p <0.0001)) (Figure 11).
Hence, people who face condemnation and feel the effect
of COVID-19-related stigma will experience the greatest
Psychological Distress and Threat from the pandemic.
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With regard to the question about “the desire to receive
psychological support in the conditions of COVID-19”,
statistically reliable differences in the Threat (F=36.527,
p <0.0001), Suspense (F=14.111, p <0.0001) and Psychological
Distress (F=79.019, p <0.0001) variables were found. All
three variables show a significant decrease in value
as negative answers increased based on the pairwise
comparison of extreme groups (p <0.04) (Figure 12). Thus,
people who are more aware of the pandemic Threat are
experiencing greater Psychological Distress and require
psychological help.

DISCUSSION

Summary of main findings

The findings suggest that psychological distress affects
all components of the ideas about the pandemic. The
“Psychological Distress” variable positively influences
the “Threat to life” and “Fear of an unknown disease”
components of the ideas about the pandemic, whereas
the “Control” component (ideas about the ability to control
events) is ambivalent. On the one hand, the severity

of psychological distress reduces the idea of being
able to control events; on the other, the psychological
distress experienced increases the feeling of threat and
uncertainty and stimulates the control of these feelings
to be realized. In addition, significant differences were
revealed in the nature of the perceptions of the pandemic
and psychological distress, depending on gender, age,
type of employment, daily routine during self-isolation,
income, as well as a fear of possible stigmatization for
contracting COVID-19. Itis shown that underestimating the
disease leads to improvement of psychological well-being.
However, respondents who underestimated the danger
of coronavirus paid less attention to the measures taken
against the virus. If the respondent had relatives infected
with COVID-19, they perceived the pandemic as more
threatening and less understandable.

Strengths and limitations

The research conducted has several strengths. Firstly,
to our knowledge it is one of the first studies exploring
perceptions of the COVID-19 pandemic in Russia.
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Figure 12. Levels of Psychological Distress and perceptions of the COVID-19 pandemic in groups with the need for
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Secondly, the study was representative, as it covered
a large number of people across all regions of Russia,
psychological types,
professional affiliations, levels of education, etc. Thirdly,
respondents received immediate feedback after the

within different age groups,

survey was completed, which allowed for psychological
assistance and support to be provided.

The conducted research also has several limitations.

The first limitation relates to the inability to check the
respondents’ answers for deliberate distortions and
lies. This is especially important for the parameters
fixed at the beginning of testing, namely for the items
of the socio-demographic questionnaire. However, this
limitation is common to the vast majority of online
surveys. On this basis, we can consider our data to be
comparable with data from other similar studies.

Secondly, since the online survey was conducted, the
information received was limited to a declared attitude
toward the phenomena being studied. Therefore, despite
the importance of assessing the respondents’ emotional
state, only an explicit evaluation was performed in this
study because implicit data were not obtained.

Thirdly, convenience sampling was adopted for
the purposes of this study. However, we believe
that
representativeness of the study sample as people’s

convenience sampling did not affect the

consent to participate in our study did not correlate
with the variables studied. In addition, the high values
of Cronbach’s Alpha and the normal unbiased nature
of the sample data distribution on the scales used are
similar to those obtained by the developers of these
scales. This allows us to conclude that our sample does
not significantly differ in its characteristics from the
samples on which the scale data were adopted.

Fourthly, the final sample was not balanced by gender,
which raises the question of the study participants’
motivations. The larger number of women in the
sample may be explained by their higher levels of stress
and anxiety, which were the motives for participating
in the study.

Fifthly, only negative mental states, including stress and
anxiety, were taken into account in this study. The study
did not diagnose a wide range of psychopathological
symptoms that could be actualized under stress in the
conditions of the COVID-19 pandemic and self-isolation.

Finally, we were unable to obtain a structural model
that would have good explanatory power based on

the psychological features and socio-demographic
characteristics identified for the analysis. In this regard,
it seems necessary to continue the study with the
expansion of the diagnostic base and the construction
of more complex structural models.

Comparison with the existing literature

The higher level of psychological distress in women that
has been identified in the current study is consistent with
the population studies carried out in China [11, 12] and
Italy [5]. Women in our study were significantly more likely
to perceive the COVID-19 pandemic as a threat, whereas
men see COVID-19 as a controlled and understandable
disease. This data is similar to previous findings for the
Russian population [2, 3, 32]. For example, M.Yu. Sorokin
and colleagues [3] revealed, that various groups of people
were under psychological stress during the pandemic,
including people suffering from affective disorders, young
people (<20 years old), the unemployed, single/unmarried,
without higher education, and women. The significant
role of level of income in causing psychological distress
found in the present study was similar to the results
of another Russian study [2]. According to Karpenko and
colleagues [2], the risk of financial problems in the future
leads to distress during the pandemic.

Based on our findings, young respondents are more
prone to psychological distress, perceiving a higher
threat to their lives than the older generation, and who
are more focused on pandemic control. Older people,
in turn, concentrated less on control over the pandemic,
yet have a greater feeling of suspense. Also, respondents
in our study paid more attention to pandemic control
when living with parents, demonstrating intensified
sense of responsibility. This finding is consistent with
Russian [2] and foreign studies [9, 33], reporting that
fear of spreading the infection to others, including older
relatives, may be a significant motivating factor with
regard to following prevention measures.

Students experienced the greatest sense of control
over the pandemic, while working people, in contrast,
rated the sense of control over the pandemic as
less pronounced. Thus, young women and students
who are at risk of infection in the workplace are the
most stressed. These findings are consistent with the
existing studies reporting a higher risk of psychological
distress among students [34] and women [3, 11] during
the pandemic.
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The study found that the emotional state of the
population changed as the pandemic spread, depending
on the measures taken at the national level and on the
information available. Based on our results, the lowest
level of psychological distress was registered on May 4,
2020, while the peak of distress among respondents fell
on May 12,2020. The improvement in the emotional state
by May 4 can be explained by the so-called “May holidays”
in Russia. Russians traditionally spend a lot of time
relaxing and socializing with friends on these days. This
phenomenon, from our point of view, is similar to the
decrease in the anxiety level described in China during
the “Lantern Festival” in February 2020 [3]. An increase
in psychological distress on May 12, 2020, in turn, might
be caused by the two public announcements made that
day: (1) quarantine measures were mitigated, and online
mode of work was cancelled, and (2) a maximum number
of people were infected with coronavirus in Russia. The
cancellation of the lockdown regime on the day when
the maximum number of infected people was detected
may have created the effect of the so-called “double
message” [35]. It provoked anxiety and contributed to the
deterioration of people’s psychological well-being. Such
sensitivity to the information agenda was demonstrated
in several studies [36-38].

Comparison of the current research findings with the
above studies highlights that individual perceptions of the
pandemic are important factors in mediating the “stress
response” to COVID-19 [6, 11, 39]. This is consistent
with empirical data obtained in stress psychology and
the theoretical theories on emotions and transactional
models of stress [40].

The present study showed that assessing the stressor
in the form of a threat from the disease outbreak is linked
to the individual choice of preventive measures, which is,
in turn, important in preventing the spread of the disease.
In our view, the link between threat and choice of preventive
measures is similar in nature to the link between adherence
to treatment and perception of the real disease.

The most pronounced factor in the perception of the
pandemic is the presence of someone infected with
COVID-19 among the family and friends. Increased
psychological distress and perceiving the disease as
unknown led to greater control over the pandemic. This
data is consistent with findings from across the world
indicating that having an infected relative or friend becomes
a factor in psychological distress and the emergence

of distress, anxiety, and depressive feelings [5, 11, 41].
Furthermore, it has been defined that the presence of an
infected relative or friend contributes to the perception
of the pandemic as more threatening [42].

The construction of the Path Model revealed differences
in the direct and indirect impacts of psychological distress
on pandemic control. An increase in psychological distress
affects a decreased sense of control over the pandemic. At
the same time, a sense of threat from the pandemic and the
lack of understanding of the disease leads to a desire for
greater control, which is consistent with the findings of foreign
researchers [43]. In addition, a psychological disadvantage
indirectly increases the sense of threat from a pandemic and
the feeling of suspense, which, in turn, increases control.
This suggests that awareness of the risks of a pandemic may
lead to greater control. However, if psychological distress
increases, the opposite is true: the individual feels that they
have little control over what is happening.

The perceptions of COVID-19 as an excessively
exaggerated danger are associated with a lower intensity
of psychological distress, a sense of understanding
of the disease, and less control. This belief may have
psychological benefits for reducing anxiety and stress
but may resultin fewer safety precautions being adopted
and thus a greater risk of infection. At the same time,
the exposure to real-life experiences in loved ones
dramatically increases the suspense.

Impact for future practice and research

The results on the role of psychological distress and
perceptions of the COVID-19 pandemic, taken together,
appear rather contradictory, necessitating further research
and the search for additional predictors of psychological
well-being and distress during the COVID-19 pandemic.
Obtaining such data will make it possible to formulate
recommendations helping to maintain psychological
well-being during the COVID-19 pandemic. The online
system developed for the survey has become a tool for
monitoring. Currently, the study is ongoing, and data is being
collected further, which makes it possible to study these
psychological characteristics in terms of their dynamics.

CONCLUSION

Through assessing a level of threat and fear of an
unknown disease, we defined that psychological distress
has a direct and mediated influence on the feeling
of control over the pandemic. Psychological distress
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directly leads to a decrease in the feeling of control over
the pandemic. At the same time, psychological distress
canindirectly lead to a feeling of greater control through
an increased feeling of threat and suspense. Thus, if
a person perceives the pandemic as threatening, they
will pay more attention to controlling it, but if a person’s
mental state worsens, this may lead to feelings of lack
of control over the pandemic.
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ABSTRACT

BACKGROUND: The elderly population is deemed to be the most vulnerable to the effects of the COVID-19 pandemic.
From March 2020 to April 2022, the implementation of psychological distancing is still being applied in Indonesia. In the
light of the pandemic, mental health problems among the elderly require further exploration. This study examines
the mental health status of the elderly during the COVID-19 pandemic in Indonesia and the factors that affect their
mental health, such as loneliness and attachment to God.

METHODS: A sequential explanatory type of the mixed-method approach was adopted for the purposes of this study.
In particular, the researchers first conducted a quantitative survey, analyzed its results, and then explained them
in more detail using qualitative research.

RESULTS: The results show that loneliness is a predictor of mental health in the elderly, while attachment to God does
not correlate with mental health. More specifically, we described that minimal activity, inability to meet children and
grandchildren, and inability to recite the Qur'an were the main factors triggering sadness among the elderly during
the COVID-19 pandemic. Furthermore, we defined that elderly people use productive and religious activities, and
communication as main coping strategies.

CONCLUSION: Loneliness has been a serious problem for the elderly during the COVID-19 pandemic, impacting their
mental health. The findings of this research can be used as a basis or reference for maintaining the mental health
of the elderly during the pandemic.

AHHOTALMA

BBE/EHWE: noxunble N0 cuMTatoTca Hanbonee yasBumoi 415 BAMAHKA NangeMmun COVID-19 rpynnoii HaceneHus.
CmapTa2020r. no anpens 2022 r. B IHAOHE3MM feicTBOBaNa 1 MPOAOIKAET AeNCTBOBATL NOANTMKA MCUXONOMMYECKOro
AMCTaHUMpOBaHMS. MpobaemMbl NCUXMYECKOrO 340p0BbSA MOXWUIIbIX UL, B YCIOBUAX MaHAEMNN TPEBYOT JanbHenLwero
n3yyeHus. B gJaHHOM mncciefoBaHNM PacCMOTPEHO COCTOSAHME MCUXMYECKOrO 340P0BbSA MOXW/IbIX INL, B Meproj
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naHgemun COVID-19 Ha Tepputopun NHAoHE3NN, a Takke GakTopbl, BANAIOLLME HA X MCUXMYeCcKoe 340POBbe,
Takve Kak OAMHOYEeCTBO 1 HabOXHOCTb.

METO/AbI: B [JaHHOM MWCCNEAOBAaHUM WCMONb30BaNAN CMELUaHHbIA MeTo  aHanm3a C MnociefoBaTeflbHbIM
KONNYeCTBEHHO-KaueCTBEHHbLIM aHaM30M. B ero pamkax nccnegoBaTenv cCHayana npoBOAUAN CHOP KOANUYECTBEHHbIX
JAHHbIX, aHaNV3MpoBann pesynbTaThl, a 3aTeM YyXXe pacCMaTpuBaan nx bonee fetanbHO B paMKax Ka4yecTBeHHOro
nccnesoBaHs.

PESYJIbTATDBI: nccnesoBaHme nokasano, UYTO OAMHOYECTBO ABAAETCA MPEAVNKTOPOM MCUXUYECKOro 340P0BbA
NOXWAbIX WL, TOFAa Kak HABOXXHOCTb C HAM He KOppenupyeT. B 4acTHOCTY, OTMEeYEHO, YTO MUHMMa bHasA aKTUBHOCTb,
HEBO3MOXHOCTb NMPOBOAUTL BPeEMS C IeTbMU 1 BHYKaMU, a TakXKe HeBO3MOXHOCTb Y4acTBOBaTh B UTeHUn KopaHa
6b1 OCHOBHbLIMU $hakTOpamMu, Bbi3blIBaBLUUMU FPYCTb Y NHOAEN MOXMA0ro Bo3pacTta B nepuog naHaemumn COVID-19.
Kpome Toro, ycTaHOB/I€HO, UTO MOXWIble IIAV NCMONL3YIOT MPOAYKTVBHYH N PENUTNO3HYH0 AeATE/IbHOCTb, a Takxe
obLLeHMe B Ka4ecTBe OCHOBHbIX CTpaTeruii NpeosoneHums cTpecca.

SAKJITHOYEHME: ognHo4ecTBO B Nnepuog naHgemun COVID-19 ctano cepbesHo NpobaeMoit Ana AL, NOXMA0ro
BO3pacTa, KoTopas BAMSAA Ha X NCUXMYeCcKoe 340poBbe. Pe3ynbTaThbl JaHHOI0 UCCAeA0BaHMS MOXHO MUCMOJIb30BaThb
B KauecTBe 6a30BOro CNpaBoOYHOro MaTepurana Aast NoAAePXKaHUSA MCUXUYECKOro 340P0Bbs MOXUbIX /IUL, BO BPEMS

naHazemMum.

Keywords: mental health; loneliness; attachment to God; COVID-19 pandemic; elderly

KnroueBble cnoBa: ncuxuveckoe 300pogbe;, 00UHOYecmeo,; HaboxcHocms,; naHdemus COVID-19; noxcuasie auya

INTRODUCTION

In Indonesia, the COVID-19 pandemic began in March
2020 and is still ongoing as of April 2022. The government
has taken various measures to overcome the its
effects, including implementing PSBB (large-scale social
restrictions), transitional PSBB, and PPKM (enforcement
of restrictions on community activities) (up to four-level).
Despite all measures taken, the incidence of COVID-19
remains high in Indonesia.

There are three significant impacts of the COVID-19
pandemic that were felt globally: the economic impact
(massive layoffs and reduced salaries), the environmental
impact (industrial closures, tourism, etc.), and the
psychological impact (increased fear of death, loneliness,
and issues related to future security) [1]. Despite causing
a severe economic downturn, the environmental effects
of the COVID-19 pandemic were rather positive due
to reduced levels of pollution across the globe [1, 2].
The psychological impact of the pandemic, in turn,
is of particular concern to many researchers, especially
in the social and health sciences. Many studies report
that the COVID-19 pandemic has had a negative impact
on mental health [2-11], triggering anxiety, stress,

depression [12-19], loneliness, and worry [20-23].
In addition, a study of 157,213 participants living in
America concluded that calm, happiness, and optimism
decreased during the COVID-19 pandemic [3].

Studying the state of mental health during the
COVID-19 pandemic has become highly relevant and
important, especially amongst the elderly population.
The elderly population is deemed to be the most
vulnerable to the effects of the pandemic [24]. It has
been shown that more than 80% of the deaths caused by
COVID-19 in America were among people over the age of 65
years (CDC COVID-19 Response Team, 2020). Those who
are aged 60 had the highest level of confirmed deaths
compared to other age groups. Even in Indonesia, the
number of COVID-19 deaths as of 5 November 2021
had reached 143,534, including the elderly population
(https://covid19.go.id/peta-sebaran-covid19).

The higher the mortality, the more worried the
population seems to be. This is evidenced in research
reports indicating high rates of anxiety in the elderly
with comorbidities such as hypertension, heart disease,
and diabetes mellitus [26]. Other studies report that
increased rates of mental health problems were caused
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by social isolation, impacting their bio-psycho-social
vulnerability [27]. In particular, Lumbantoruan et al.,
2021 defined that social isolation leads to loneliness,
which increases the risk of depression, anxiety disorders,
and suicide, especially among elderly patients living
in nursing homes. Similar results were reported by Stolz
et al., who interviewed 557 participants aged 60 years
and over, showing that loneliness increased during the
lockdown. Another factor that affects the mental health
of the elderly is an attachment to God. Individuals
believe that their closeness to God will provide a sense
of security and help them in times of difficulty [29].
Homan [30] and Kent et al. [31] demonstrated that there
is a link between attachment to God and mental health.
Individuals with a secure attachment to God can treat
themselves with kindness and care, especially when
facing severe problems.

Although there are studies examining the effect of the
COVID-19 pandemic on the mental health of the elderly,
this research topic has barely been studied in the context
of Indonesia. The specific purpose of this research
is to examine the mental health status of the elderly
during the COVID-19 pandemic in Indonesia during the
implementation of the four-level PPKM system and the
factors that affect their mental health, such as loneliness
and attachment to God.

METHOD

Study design

A sequential explanatory form of mixed-method approach
was adopted for this study. Using this approach
allowed the combination of quantitative and qualitative
elements in a sequential manner and the building of
subsequent phases of the research on what had previously
been determined. In particular, the researchers first
conducted quantitative research, analyzed the results,
and then explained them in more detail using qualitative
research [32].

Sampling

Incidental sampling was chosen as a sampling strategy
for this study. Participants in this study found it difficult
to communicate well, so the selection of participants
was based on communication skills. Interviews were
conducted with the elderly participants who had
extreme high and low mental health status, as based
on the survey.

Recruitment

We recruited participants by spreading the recruitment
link online. We approached colleagues, friends, and
psychology students who have elderly family members
and asked them to act as guides when completing the
questionnaires. Each participant signed a consent form
before completing the questionnaire.

Procedure

We used Google Forms to share the above link with
colleagues, friends, and psychology students. An online
format was chosen to minimize any risk of spreading the
COVID-19 virus. After the data was collected, we analyzed
the data using mental health level categorization. The
data collected was also used to determine potential
participants for the planned interviews. Interviews
were conducted by psychology students whom we had
befriended beforehand.

Measurement

Mental Health Inventory (MHI)

MHI-5 was chosen as a data collection tool to measure
the mental health status of the elderly. The MHI-5 is a
shortened version of the 38-item based on fundamental
theory [34], then expanded to five items [35]. This
measurement tool reveals two important aspects:
psychological well-being (2 items) and psychological
distress (3 items). The MHI-5 has a reliability value of 0.67.

Attachment to God

Attachment to God was measured using the Muslim
Spiritual Attachment Scale (M-SAS) developed by Miner
et al., which includes 16 items arranged based on four
factors: Proximity, Positive model of God, Positive
Model of Self, and Separation Protest [36]. Each factor
of the M-SAS Scale consists of four items. The M-SAS
has a reliability of 0.62.

Loneliness

Loneliness was measured using the University of
California, Los Angeles (UCLA) Loneliness Scale 6, also
known as ULS-6. The ULS-6 measuring instrument was
developed by Hudiyana et al. [37]. The ULS-6 measuring
instrument has shown good quality in terms of measuring
loneliness in cross-cultural studies and has been tested
in three countries, namely Indonesia, Germany, and
America. ULS-6 has a reliability of 0.89.

90

Consortium Psychiatricum | 2022 | Volume3 | Issue 2



Guide Interview

In-depth interviews were used as a data collection tool.
The interview guide was developed following Veit and
Ware [34], indicating that mental health is measured
based on two opposing dimensions. The positive
dimension is represented by psychological well-being
and the negative dimension by psychological distress.
The interview guide is shown in Table 1.

Data analysis

Data from two different approaches was analyzed
separately following the guidance offered by Creswell
and Creswell [32]. The analysis was completed via three
steps. Firstly, quantitative data was analyzed using
JAMOVI to categorize it and create correlations between
variables and perform regression analyses. Secondly,
qualitative data was analyzed via the content analysis.
Content analysis includes several steps such as coding of

Table 1. Interview Guide

the interview transcript, merging codes into categories,
and developing themes [37]. Thirdly, quantitative and
qualitative results were integrated.

RESULTS

Participants

Overall, 82 elderly individuals with an age range of 60
to 90 years old were recruited for the purposes of the
quantitative part of this study. The majority of participants
were women (73.2%). Quantitative sample characteristics
are shown in Table 2.

Further, nine elderly participants with very low
(three participants) and very high (six participants)
mental health status categories were invited to the
qualitative interviews. This was done to examine the
differences in the groups’ responses and capture diverse
perspectives. Qualitative sample characteristics are
presented in Table 3.

No Question

1 How did you feel during the COVID-19 pandemic?

2 What makes you feel peaceful and calm during the COVID-19 pandemic?

3 How can you stay happy during the COVID-19 pandemic?

4 What made you feel very sad or uneasy during the COVID-19 pandemic?

5 What do you do when you feel sad and uneasy during the COVID-19 pandemic?

Table 2. Quantitative sample characteristics

Demographics Levels Counts % of Total Cumulative %
Gender Man 22 26.8% 26.8%
Woman 60 73.2% 100.0%
Age 60-65 36 43.9% 43.9%
66-70 12 14.6% 58.5 %
71-75 12 14.6% 73.2%
76-80 15 18.3% 91.5%
81-85 4 4.9% 96.3%
86-90 3 3.7% 100.0%
Internal Medicine History Not 44 53.7% 53.7%
Yes 38 46.3% 100.0%
Living with Children Not 23 28.0% 28.0%
Yes 59 72.0% 100.0%
Retirement Not 57 69.5% 69.5%
Yes 25 30.5% 100.0%
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Table 3. Qualitative sample characteristics

Participant Age Mental Health Status
participant 1 61 Very low
participant 2 77 Very low
participant 3 73 Very low
participant 4 62 Very high
participant 5 61 Very high
participant 6 73 Very high
participant 7 67 Very high
participant 8 65 Very high
participant 9 63 Very high

Quantitative result

Intercorrelation between variables

According to the results of correlation analysis, the mental
health variable has a correlation with loneliness (R=-0.447,
with a significance of <.001). This indicates a negative
correlation between mental health and loneliness. This
means that the higher the loneliness in the elderly, the
lower or worse their mental health. On the other hand, the
lower the loneliness in the elderly, the higher or better their
mental health. The correlation between attachment to God
and mental health did not show the expected results as
no significant correlation was found. No significant results
were found with regard to the relationship between
loneliness and attachment to God (Appendix A).

Regression Analysis

Based on the regression analysis, there is a significant
effect of loneliness on mental health (R2=0.20; p <0.001).
However, the effect is relatively small. The magnitude
of the influence of loneliness on mental health is 20%,
while other factors influence the remaining 80% (Table 4).

Qualitative resuit

We deepen the results of quantitative research with
qualitative methods. The results of the interviews can
be described according to two major themes, namely
psychological distress and psychological well-being.

Table 4. Regression analysis results

Psychological distress
Based on the results of interviews with nine elderly
individuals, it was found that limited activities (not being
able to recite the Qur'an together, visiting neighbors,
etc.), being anxious and suspicious of others who may
have tested positive for COVID-19 and being unable
to visit or be visited by children and grandchildren made
the elderly unhappy during the COVID-19 pandemic.
Religious activities can be one of the ways to avoid and
prevent the elderly from experiencing such sadness,
which included prayer, reading the Qur'an, and Dzikr.
The elderly also mentioned other activities such as going
to the fields or doing productive activities at home.
Furthermore, using telecommunications equipment
to make voice or video calls with family members
who are far away and communicating with children
and grandchildren at home were mentioned as useful
to avoiding psychological distress. Some example
quotations are presented below:

“To avoid feeling sad, I pray, read the Qur'an and do

more dzikr”

(Female, 73 years)

“When | feel sad, | pray, recite and pray and do dhikr

so that my heart feels joy”

(Female, 65 years)

“...by doing activities in the kitchen and around the yard”

(Female, 63 years)

Model R R? Adjusted R? Overall Model Test
F df1 df2 P
1 0.44 0.20 0.19 20 1 80 <0.001
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Psychological well-being
Based on the results of interviews conducted with
nine elderly people, what makes them happy and how
to prevent from being sad could be evaluated. Doing
activities such as going to the fields, making coffee, and
selling crackers were all mentioned as helping to maintain
psychological well-being. Otherwise, avoiding suspicion
(some people tend to hide their positive COVID-19
diagnoses to avoid suspicion), staying connected online
with family members, playing with grandchildren, and
being cared for were specified as making the elderly
happy. Some example quotations are presented below:

“Feel peaceful when you go to the rice fields”

(Male, 61 years)

“Can still communicate with other family members even

through the internet”

(Male, 62 years)

“...carry out commercial activities such as selling crackers

and making ground coffee”

(Female, 63 years)

Based on the results of interviews with nine elderly
people related to psychological distress and psychological
well-being, the flow of themes found in the interviews
is shown in Figure 1. It can be seen that elderly individuals
could feel sad (part of psychological distress) for various
reasons such as limited activities, being unable to meet
distant family members, and a suspicion of being among
people affected by the COVID-19 virus, then coping
with these could be themed into three forms to relieve
sadness. The first form of coping includes pursuing

SAD

Limited activities (unable

to make friends, cannot
meet grandchildren, cannot
recite the Koran together)
and are suspicious of others
regarding COVID-19

h 4

COPING

Figure 1. Qualitative research results.

<---

productive activities as a form of diversion. The second
form of coping is performing religious activities, including
prayer, reading the Qur'an, and dhikr. The third form
of coping is communication activities, such as making voice
or video calls with smartphones, communicating with family
members at home, and diverting communication about
COVID-19. Coping strategies create happy feelings such
as healthy family members, being close to children and
grandchildren at home and far away, feeling cared for, and
not feeling suspicious in communication with neighbors.

DISCUSSION

Main findings

Based on the results of the quantitative research, mental
health is only affected by loneliness. Qualitative results
showed that reduced activity, not being able to meet
children and grandchildren, and not being able to recite
the Qur'an were amongst the main factors triggering
sadness among the elderly during the COVID-19 pandemic.
Furthermore, we defined that elderly people use productive
activities, religious activities, and communication as their
main coping strategies.

Strengths and limitations

This study has two main strengths. Firstly, to our
knowledge, it is the first study to explore the mental
health status among elderly individuals in Indonesia.
Secondly, the results of this study can be used as the
basis for understanding mental health in the elderly
to take further appropriate action.

Productive Activity

Productive activities are going to the fields,
planting flowers, making coffee and selling
crackers.

7
7
7

Religious activity
Praying, Reading the Qur'an and Dhikr.

~ ¢ J
N

N

Communication Activities

Make voice/video calls with family
members who are far away with
smartphones, communicate with children
and grandchildren who are at home, don't
talk about COVID-19 in communication with
neighbors by maintaining progress.
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The results of our study have several limitations. The
research sample was defined using non-probability
sampling with an accidental sampling technique, so the
conclusions drawn are difficult to generalize. The absence
of additional training in conducting interviews with the
elderly led to difficulties during the interview process,
which may have influenced the results.

Comparison with the existing literature
The results of this study generally confirm that psychological
distancing causes problems such as feeling lonely [38],
especially amongst adults who cannot use technology [39].
Similar results were found among elderly people in Europe
who reported a higher loneliness due to physical distancing
during the pandemic [40]. Although other studies confirm
thatloneliness in the elderly occurs only in those with multiple
physical and mental health diagnoses, it is associated with
reduced loneliness in those with larger social networks [41].
No correlation between attachment to God and mental
health was confirmed in this study. In contrast, another
study noted that there was an effect of attachment to God
on mental health [30, 31]. According to the qualitative data
results, in order to cope with loneliness, elderly individuals
use worship-related practices, showing their attachment
to God. Therefore, we suspect that attachment to God
might well be a moderating variable, while religious coping
is a mediator between loneliness and mental health.

Implications for future research

We suggest the following implications for future research.
Firstly, the attachment to God variable may need to be
reviewed using different approaches. Such studies might
confirm why Attachment to God has no relationship with
mental health status (or indeed otherwise). Secondly, the
religiosity variable can be studied further and compared
with the attachment to God variable. Finally, considering
that Indonesia is known to be a religious country, exploring
certain religious concepts could be helpful to a description
of how religious concepts influence mental health.

CONCLUSION

This study confirms that the loneliness caused by lockdown
is a factor in mental health issues among the elderly
population, whereas attachment to God has no apparent
effect. The results show that reduced activity, inability
to meet children and grandchildren, and inability to recite
the Qur'an are the main factors triggering sadness among

the elderly during the COVID-19 pandemic. Furthermore,
we defined that elderly people use productive and
religious activities and communication as their main
coping strategies. The implications of this research can
be used as a basis or reference for maintaining the
mental health of the elderly during the pandemic. The
results of the study should be interpreted in light of its
limitations with regard to the number of participants and
other variables that may have an impact on mental health.
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ABSTRACT

BACKGROUND: The peak of the pandemic in Kyrgyzstan occurred in July 2020 with highest infection rates, almost
1000 cases daily, compared to 100 cases prior to this date. The state health system was fatally unprepared to accommodate
patients, mobilize medical staff, or provide clear instructions to the population. This study explores personal narratives of
healthcare practitioners who were affected by and survived COVID-19 during the “Black July” of 2020 in Bishkek, Kyrgyzstan.

METHOD: Healthcare workers (n=10) were interviewed using a semi-structured interview protocol. Interviews were
transcribed then analyzed in accordance with interpretative phenomenological study guidelines.

RESULTS: The narratives demonstrated both post-traumatic depreciation and post-traumatic growth, resulting
in changes of attitudes, lifestyle, and identity. An important aspect of identity shift included an emerging desire for
increased self-care, which was characterized by resistance against a heroic Hippocratic ideal to “to save everybody”.

CONCLUSION: COVID-19 s perceived as a psycho-socio-cultural phenomenon, which has transformed the identities
of healthcare workers in the Kyrgyz Republic. Further research is recommended into developing rehabilitation
programs for healthcare workers.

AHHOTAU WA

BBEAEHME: Munk naHzemnn B Keiprbi3cTaHe npuiiencsa Ha ntonb 2020 roga, korga 6b1/11 3apernctpmpoBaHbl camble
BbICOKME MoKa3aTenu 3aboneBaeMocTy. FocyfapCcTBeHHas cMcTeMa 34paBoOOXpaHeHs okasanack ¢aTtanbHO He roToBa
K NpremMy naumeHToB, MObUAN3aLMN MEANLIMHCKOrO NepcoHana 1 npeAoCcTaBneHUo YeTKUX MHCTPYKLMIA HaceneHuHo.
B faHHOM mccnefoBaHUM paccMaTpUBalOTCA UHAMBUAYaNbHbIE HAapPaTUBbl MeANLMHCKUX PaboTHUKOB, KOTOpble
nocrpaganu ot COVID-19 n nepexunn ero Bo BpemMs "yepHoro vona" 2020 roga B buillkeke.

METO/A: MegnunHckne paboTHUKN (n=10) 6blAK ONpOLLEHbl C UCMOJIb30BaHMEM MPOTOKOAA MOAYCTPYKTYypU-
POBaHHOrO NHTEPBbLIO. IHTepBbLIO HbINN MPOAHANN3NPOBAaHLI B COOTBETCTBUN C MPUHLMMNAMN MHTEPNpeTaTVBHOrO
$eHOoMeHOoNornyeckoro aHannsa.
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PE3YJIbTATDI: cTopun y4acTHNKOB NCCneA0BaHNSA MPOAEMOHCTPUPOBAAM Kak NoCcTTpaBMaTyeckoe obecLieHBaHme,
TaK 1 MOCTTPaBMaTUYeCKUiA POCT, U3IMEHMBLLUMI Kak 06pa3 XM3HW, Tak 1 OTHOLLeHVe MefnKoB K cebe. XenaHne
no3aboTUTbCA O cebe CoNpoTUBAANOCL reponyeckoMy ngeany M'mnnokpara "cnactu scex".

SAKJTHOYEHWME: COVID-19 BOCNPUHMMAETCS Kak NMCUX0-COLMNO-KYNbTYPHbIA GeHOMEH, KOTOpbI TpaHchopMuMpoBan
NAEHTNYHOCTE MeANLMHCKMX paboTHMKOB B Kbiprbi3ckol Pecnybnuke. PekomeHayeTcs NpoBejeHne fabHenwmx

nccnefoBaHUiA Mo pa3paboTke peabnanTauMoHHbIX MPOrpamMM MeanKoB.

Keywords: COVID-19; pandemic; healthcare workers; post-traumatic growth; post-traumatic depreciation; Eric Fromm
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INTRODUCTION
The COVID-19 pandemic significantly influenced the
physical and mental health of healthcare workers (HCWs)
worldwide. Despite being forced to wear personal protective
equipment (PPE), HCWs had direct contact with patients
diagnosed with COVID-19 and/or related pneumonia, thereby
increasing their own risk of infection [1]. HCWs experienced
difficulties in allocating time to seek psychological
help, while a culture of shame has made it difficult to
commiserate with colleagues [2]. The combination of
resource shortages, increased workload, and possibly
the Hippocratic ideal of saving lives provoked anxiety and
uncertainty, which cumulatively took a severe toll on the
psychological wellbeing and identities of HCWs [3].
Kyrgyzstan, officially the Kyrgyz Republic, since its
independence on August 31, 1991, has changed six
presidents, four by means of violent street protests.
The country's chronic political instability has eroded its
governance structures, including healthcare: salaries for
public HCWs are approximately 200 USD per month [4],
while the average cost of living in the capital, Bishkek,
is approximately 300 USD per month [5]. Unsurprisingly, the
financial situation has pushed highly trained professionals
to emigrate. Additionally, since the turn of the century,
there has been an unregulated increase of private clinics,
many of which disappear as quickly as they appear.
“Black July”, as it is popularly referred to, is generally
considered to represent the peak of the pandemic
in Kyrgyzstan [6]. This designation partially depends on
how cases were calculated before then, as until mid-
June the official number of COVID-19 cases did not
exceed 100 cases per day. On July 17, 2020, the Ministry
of Health merged the statistics of patients with confirmed
COVID-19 and pneumonia, and on the very next day, this

figure leapt to 900 [7]; by July 19, it leapt further to 1926.
During this period, one in four of the people in the
Kyrgyz Republic who were infected with COVID-19 was
an HCW [8]. In a study [9] conducted in 2020, it was found
that following the crest of the pandemic in July 2020,
16% of Kyrgyz HCWs showed symptoms of post-traumatic
stress disorder (PTSD) and 48% of HCWs reported anxiety-
depression spectrum symptoms in August 2020. These
findings are similar to data from China, wherein 19.9%
of HCWs also showed symptoms of PTSD [10].
Although PTSD is of significant concern, the aftermath
of the COVID-19 pandemic represents an opportunity to
explore not only post-traumatic depreciation (PTD), but
also the phenomenon of post-traumatic growth (PTG). The
notion of PTG was first mentioned in a study by Tedeshi
and Calhoun conducted in 1996 and has generated a lot
of scientific interest ever since [11]. PTG can be defined
as positive personality changes enacted by trauma
survivors to cope with their trauma experiences [12].
Such personality changes usually include personal
appreciation, a transformation of individual goals and
life projects, increasing social intelligence and social
interests, greater enjoyment of simple activities, and
even changes in spirituality. Put simply, post-traumatic
growth typically entails a greater appreciation for life, as
well as an active use of “lessons learned” in the aftermath
of the traumatic situation [13, 14]. Studies show that PTG
has occurred during the COVID-19 pandemic, alongside
PTD, which is traditionally associated with PTSD. A Turkish
study proves that growth and depreciation co-occurred
with post-traumatic stress during the pandemic among
the general population [15]. On the contrary, a Greek
study finds that HCWs are more likely to undergo
post-traumatic growth than the general population, even
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when compared to highly educated non-HCWs [16].
However, empirical research in general into PTG and PTD
among HCWs after the pandemic still remains limited,
especially in the Kyrgyzstani context.

Against this background, the study explores personal
narratives of healthcare practitioners who were affected
by and survived COVID-19 during the “Black July” of 2020
in Bishkek, the capital of Kyrgyzstan.

The questions that guide the present study were:

1. How did the doctors who fellill during “Black July”
perceive themselves and those around them?

2. How do healthcare workers who have survived
COVID-19 pneumonia outbreak assess their
mental health status?

3. How do healthcare workers who have survived
COVID-19 pneumonia outbreak consider the
importance of different sources of support?

4. Did their lives change, and if so, how did their
lives change after their illness?

METHOD

Design rationale

We decided to use an interpretative phenomenological
analysis (IPA) that focuses specifically on personal lived
experiences [17]. This method of analysis allows for an
understanding not only of the mental status of medical
workers but also the exploration of the perceptions
of “Black July”. This type of understanding is crucial, as
such perceptions offer unique perspectives that might
be overlooked in quantitative research. Furthermore, IPA
does not require satiety as does, for instance, grounded
research, which makes it possible to interview a smaller
sample of participants.

Sampling
A convenience sampling approach was adopted for the
purposes of this study.

Recruitment

Participant recruitment began by posting calls on Facebook
and Instagram, and via Telegram channels. Specifically,
participants were either self-recruited by replying to posts
on social media (n=7) or intentionally selected by our team
(n=3). All participants were first given a short introduction
about our study and asked about their willingness and
ability to participate. They were made aware that they
would not be compensated for their participation.

The participants were HCWs who had been diagnosed with
COVID-19 during “Black July”. The inclusion criteria were as
follows: 1) having possessed work experience in healthcare
(physicians, and/or mental health professionals) during
BlackJuly; and 2) having been diagnosed SARS-CoV-2 during
the same time period, either through self-diagnosis using
a clinical manual, or through chest/lung scans via computer
tomography, including (CT)/X-ray, and/or Polymerase Chain
Reaction (PCR) and/or 1gG/IgM blood test results; and/or
being self-diagnosed according to the clinical manual.
Additionally, 3) considerations were given with respect
to whether they had been hospitalized, and their willingness
and ability to discuss their lived experiences of COVID-19.

Procedure
Out of ten interviews, six interviews were taken in December
2020 and four in June 2021. Funding of the study was
delayed in December, causing a time gap of six months.
Prior to the interview, an informed consent form was
obtained. This form contained the following information:
a) our study's procedure; b) the benefits and risks
of participation; c) an explanation of how to acquire the
results of the research; d) the availability of counseling
services following the research; e) the nature of the
participation as voluntary; and f) the contact information
of the researcher conducting the interview.
Face-to-face interviews were conducted both online
(n=1) and offline (n=9) depending on each participant's
preferences. All interviews were conducted in Russian,
and whose duration ranged between 80 to 90 minutes. All
interviews were audiotaped and kept strictly confidential.
At the outset of each interview, our study’s research
goals, confidentiality, the potential risks of the research,
and the participants’ right to withdraw at any time
were explained. The interview guide was developed
and discussed with the group of graduate psychology
students and associate professor, and then piloted with
the current study researcher who contracted and survived
COVID-19 during “Black July”, 2020. Key questions were
as follows: “How do you feel after hearing “COVID"? “What
impact do you believe COVID has on your life?”; “What
was the most pleasant thing after COVID?"; “What makes
you engage in work after contracting COVID?"; “What type
of support was needed during that time?”; and “Would
you like to share any lessons learnt?” Participants were
also asked unique follow-up questions tailored to their
individual expressions. Each interview session was
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managed by therapeutic techniques, such as acceptance,
active listening to establish rapport, and promotion of
the authenticity of the data.

Transcription and translation

All interviews were held and transcribed in Russian.
Transcription was then translated in English by one
of the researchers and the accuracy of translation,
in accordance with attributed meaning, was reconciled
with two other researchers.

For data confidentiality reasons, participants’ names
were replaced with pseudonyms, and each participant
received an alphabetical code referring to their gender.
Their actual job placement was deleted from all
transcripts, and all mentioned names and organizations
were anonymized. Following the close of each interview,
verbatim transcriptions were made to facilitate
phenomenological analysis. Everything was transcribed,
including verbal tics such as “hm”, “ok”, “ah”, “yeah”, “um”,
and throat clearing. In addition, all researchers reflected
in their interview notes on non-verbal communication
and behavioral observations of the participants. After
transcription, all relevant records were deleted from the
researchers’ desktops and other electronic devices.

Data analysis

To analyze the data, interpretative phenomenological
analysis (IPA) was used. IPA is based on a thorough
interpretation of qualitative interviews and centered on
the lived experiences of the interviewee [17]. We followed
the six steps of data analysis presented by [18], including:
1) reading and rereading, 2) initial noting, 3) developing

Table 1. Participant demographic information

emergent themes, 4) searching for connections among
emergent themes, 4) moving to the next case, and
5) looking for themes across cases.

Transcripts were read by researchers fully to
understand the lived experiences of participants. Afterward,
researchers identified and labeled meaningful units
in each transcript [19]. These meaningful units were
phenomenologically interpreted by giving them codes
that both described and reflected the meanings
of the participants’ words. The analysis has yielded
450 meaningful units, representing statements deemed
significant in connection to the participants’ experiences
during “Black July”. Each statement has been interpreted
into phenomenological codes. Similar codes, in turn, were
grouped together into themes. Any coding disagreements
were reconsidered until the final list was completed.

Research governance

Ethical approval for the study was received by the
Institutional Review Board of the American University
of Central Asia. All research protocols were approved
by an Institutional Review Board in December 2020
(#2020A1130).

RESULTS

Sample characteristics

Overall, ten individual interviews were conducted. Three
of our participants were mental health professionals
(MHPs), while seven were physicians. They were aged
between 25 and 70 years old and all lived in Bishkek.
Details of their demographics are presented below
in Table 1.

Name Sex Age Occupation
Ms. A Female 26 Psychotherapist
Ms. B Female 26 Family Doctor
Ms. C Female 67 Psychiatrist
Mr. D Male 46 General practitioner
Ms. E Female 35 General practitioner
Mr. F Male 28 Resuscitator
Ms. G Female 46 Medical Psychologist
Ms. H Female 39 Medical cosmetologist
Mr. | Male 28 General Surgeon
Ms. J Female 21 Nurse
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Table 2. Key themes identified during the study

HCW's life changes
after COVID-19

Societal “insanity”
in the face of pandemic

Adaptation of new identity
by HCWs

HCWs' coping with trauma
though connection

Death alike experience

Inaccessibility of help

Depreciation of efforts

Emotional help is a new option

Physical health toll

Self-medication

Professional identity
as an imperative

Social media as a tool for collective

treatment

Mental health toll

Stigmatization by colleagues

Self-centered approach

Collective empathy

and society

Collective trauma Apathy from policymakers

Narrative descriptions of themes culminated in the
synthesized essence of the COVID-19 survivors' experiences.
The following themes have been identified and verified
through member checking: a) changes in the HCW's
life after COVID-19; b) societal “insanity” in the face of
pandemic; c) adaptation of a new identity by the HCWs;
and d) HCWs’ coping with trauma through connection
(see Table 2 below). We will now discuss each of these
themes, as presented below in Table 2.

Changes in the HCW's life before and after
COVID-19

Death alike experience

Our participants tended to divide their life according to “before”
and “after”the pandemic. For example, Mr. D. remarked:

“Well, let's imagine, we were all participants in a very
serious [car] accident, and we were forced to (...) lie for
several hours in a wrecked car among many patients
and even corpses. Currently, we have come back
to life, and it [the car accident] has become a part
of our lives...” (man, general practitioner, 46 y.o.)

Intriguingly, those of our participants who were
infected during Black July actively referred to themselves
as “infected in July” in contradistinction to those “infected
in other months”.

All the participants evinced the feeling that COVID-19
in general was a terrifying, physically overwhelming, and
emotionally devastating experience, as Ms. B. elaborated:

“Honestly, | thought about it a lot (laughs). Well, first
of all, for example, | was asked already in the summer
[2020], because, well, we had a discussion and so
on. For instance, | had replied that for me, well, the
coronavirus was mostly death and fear. It was, well,
at the time.” (woman, family doctor, 26 y.0.)

Intense negative emotions were prevalent in all
interviews as all participants exhibited resistance to the
prospect of retelling their pasts. They consistently used
terms such as “catastrophe”,
death”,
Ms. A. explained:

“all-consuming fear of

“ambulance sirens”, “deaths”. For example,

“It was such an existential fear that the world
wouldn't remain the same, it would change. Activities
like walking along the streets, driving in the car,
were banned. The restrictions exacerbated my
[physical] state, and also stimulated such thoughts:
What if I did not see my relatives [ever again]? What
if I did not walk as before? These moments affected
me heavily, you know.” (woman, mental health
practitioner, 26 y.0.)

Physical health toll

The critical moment for many of our participants
came from their own physical health disturbances,
many of which persisted for six to 18 months. Bodily
symptoms varied (e.g., mild vs. severe), as did etiology
(e.g., the novel coronavirus itself vs. community-
acquired pneumonia) and rate of infection (e.g., one-
time infection vs. recurrent infections). For example,
Mr. I. described his condition as light:

“Well, | had mild COVID.
suffered from severe cases. | was also afraid at
that moment, to be honest. Because even young

| saw how people

guys, girls were sick, and their recovery was very
troublesome. That is why | was afraid of having
such severe symptoms as others...” (man, general
surgeon, 28 y.0.)

Ms. E. (woman, general practitioner, 35y.0.) by contrast,
described her condition as more severe:
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“My legs and muscles hurt every day, | have tremors.
I would like to work without any problems... | can’t
get well because | still need to do a lot of [blood] tests.
Recently, ...
changes; all reflexes have been inhibited... | haven’t

a neurologist said | had neurological

recovered yet, so | can’t come to this [perfect] day,” i.e.,
a return to normalcy.”

Consistently, though, it was not even the intensity
of infection as much as being infected itself that struck
our participants as truly significant. This can be seen with
respect to how infection, in itself, rather than its severity,
seemed to impact their relationships, both in society and
with intimates.

Due to the physical disturbances, it became difficult
to invest the same amount of time and energy into
their work. Intellectual capacities were also weakened.
A normal working day was perceived as long and
exhausting. In Mr. D." s words:

“Mm, | wish we could have a part-time job, only
until 12 pm for covidniks [COVID patients]. Don't
expect from people who have suffered [from
COVID] to work full-time. Especially, don’t expect
[job performance] from people who have survived
severe COVID-19 cases. After 12 pm, they'd better
have lunch, walk, and attend a support group, how
they are called, hm... ‘Hello, | survived COVID’ — and
all people respond: ‘Oh, hello, how are you doing?”
(man, general practitioner, 46 y.o.)

Mental health toll

In addition to physical disturbances, our participants
struggled with negative moods and thoughts for
approximately one year after infection. Ms. B. described
her psychological state in the following manner:

“As if something is wrong with me and | perceive
the world differently. | don’t know, but | have such
feelings. (Pause). Of course, the coronavirus has
changed a lot in our lives, my life has completely
changed. | guess | have some mental malfunction;
probably it's better to say | developed a mental
disorder.” (woman, family doctor, 26 y.o.)

We should note that the negative psychological
changes also had a ripple effect beyond our participants.

For example, Ms. E. (woman, general practitioner,
35y.0.) describes how her infection impacted her family
dynamics:

“[Relatives] are tired that | have been ill for a long time...
Even if | tell my husband that | am sick, he doesn’t
react. My mother-in-law looks at me with disapproval...
(pause), she forces me to leave the house. For example,
she constantly says to him: She is very bad and sick.
She is 40 years old, she will not give birth anymore. Well,
I'm only 35.”

At the time of their interviews, some of our participants
were considering undertaking psychotherapy. In fact,
three had already visited mental health counselors.
Ms. H. explained:

“I approached a psychologist because of mood
changes. | had been going through this stress for
six months. | had believed that it would pass, but
it didn't. | have been in therapy for two-three months
and observed how my mental health improved.
I am no longer scared, (pause), well, apathy
ceased ... Gradually, | have been recovering, | am
back to normal life which is no longer the same as
before. Anyway, | am still cautious about PPE and

pay attention to someone’s sneezes and coughs.
(woman, medical cosmetologist, 39 y.0.)

Ms. E. (woman, general practitioner, 35y.0.) was among
those who had sought counseling. She had had a severe
form of the COVID-19 that negatively impacted her
physical functioning, which, in turn, caused depression
and suicidal thoughts. Although they had not seen any
fatalities, the fact there were fatalities at all caused them
severe distress.

Collective trauma

In sum, the before-after dynamic evinced by our
participants revolved around how the pandemic had
significantly impaired their work, social, and family life.
All of them made a point to describe COVID-19 in medical
terms as a disease that activated a stress response.
Mr. D. expressed concerns about the long-term impacts
not only to himself as an HCW, but to Kyrgyzstan as
a society with respect to the skilled labor pool and called
for a psychotherapeutic intervention:

102

Consortium Psychiatricum | 2022 | Volume3 | Issue 2



“It is a real problem because we can simply lose
a third of the society in the next three-five years. This
third is the working part of the society, most people
aged 40-50, who have been severely infected... They
are experts, they can share knowledge, they have
to. | guess they will endure fears that make them
outcasts... A whole generation of human capital will
simply vanish... Middle-aged people... yes, they are
in urgent need of therapeutic interventions.” (man,
general practitioner, 46 y.o.)

Societal “insanity” in the face of the pandemic
Inaccessibility of help

Our participants consistently perceived COVID-19 as
a psycho-social issue that revealed deficiencies in all
spheres of everyday life.

“It was impossible to get a state ambulance visit.
Only private medical care was available, but their
services were unaffordable. Thus, | concluded that
patients who could pay for their services survived,
and those who [couldn't pay], well. | had such
patients, and tried to help an old lady, aged 90.
She lived alone, without care, she also died. [I lost]
in total two patients.” (Ms. E, woman, general
practitioner, 35 y.o)

Participants also highlighted obstacles to care thrown
up by the governmental response, and how it intensified
a sense of uncertainty. Ms. A. elaborated:

“Well, initially, 1 hadn’t yet encountered restrictions
to stay at home after 9 pm. When we were
permitted to leave for personal needs... | was able
to tolerate them. By that time, it had been considered
a norm, and a wise decision, again, for the safety
of citizens. [But] then curfew was announced, and
it caused discomfort, chaos, as it was unclear what
happened next. Regarding the restrictions, | didn’t
get the point of the transport ban between cities.
It was very difficult to accept this norm.” (woman,
psychotherapist, 26 y.0.)

When one of our participants, Mr. D., was infected,
he needed to fend for himself in the face of an
overwhelmed healthcare system, essentially serving
as his own doctor:

“Since all the hospitals had been booked, it was
impossible to be hospitalized... It was tough to stay
in day-night stations, so | negotiated with good friends
to secure a bed in a private clinic... All doctors were
working in intensive care units, so none of them
were able to help me. | was a moderate patient, not
an emergency case. | started to take antibiotics, well,
in general, to employ treatment: [examining my
own] medical history, [conducting my own] health
examination and [blood] tests... | started to solve
this issue as a health specialist.” (man, general
practitioner, 46 y.o.)

Similarly, Mr. I. needed to depend on his roommates
for help when he fell ill, “/ went to the hospital to have
a drip put, and all the rest | managed at home. Parents were
not in Bishkek. Well, | bought everything myself... | share an
apartment with roommates; | asked them to buy groceries,
and they did.”

Self-medication

Self-medication was prevalent among the general
population, as well. Ms. A. highlighted how public
panic led to the compulsive purchases of medications:
“I remember that we didn’t have enough drugs [because]
panic attacks triggered everyone to take drugs off the shelf,
when, in fact, people did not need them. So, | decided
to avoid medication...”

Ms. C. explained that the panic began when, “[They]
prescribed drugs, whatever they wanted. People started
to take those drugs and even engaged in self-medication:
drips, antibiotics, then hormones, and all other stuff.”
Ms. C. further suggested there was a lack of understanding
between HCWs and the general population, the former
“havfing] a more cold-hearted approach,” the latter
“discriminat[ing] against proper medication.” (woman,
psychiatrist, 67 y.0.)

Stigmatization

This divide in approaches between HCWs and the general
population points to the sub-theme of stigmatization, which
was also quite salient among our participants’ responses.
They repeatedly remarked that non-HCWs focused on their
personal safety and easily became frightened whenever
they heard about COVID-19 infections. They also reported
use of sarcasm and disdain directed toward survivors
from those who had not yet been infected.
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Ms. C. explained:

“People who had already been ill were stigmatized as
dangerous. They were considered to be contactable
only at a distance. Some were determined to engage
in such [stigmatization], while other people, well,
made fun, treating infected people with irony...
Some people weren't able to tolerate their fears;
consequently, they request
distancfing] in private communications.” (woman,
psychiatrist, 67 y.o.)

started to social

According to our participants, their relatives,
colleagues and friends believed that COVID-19 differed
substantially from seasonal cold or any other disease
with respect to its potential danger. Ms. C. described
themselves as being treated by their intimates as
though they had been disabled. Ms. J. remarked that
they were actively referred to as “covidnik” or “crowned”
(a reference to the crown-like structure of the novel
coronavirus). Ms. E. (woman, general practitioner,
35y.0.) illustrated this:

“My husband hadn’t even come within 10 meters of me
for two-three months... They delivered food from an
open window leaf as | lived in a separate room. It was
good that we were all isolated; consequently, they
either got infected [with] a mild form or were not
infected at all. Nonetheless, they started to treat me
as if I had plague or leprosy. Had they been doctors,
they would understand that [COVID-19] was a regular
viral infection, and even after infection, you would
still have some consequences”.

The general population exhibited two negative
tendencies. On the one hand, HCWs could be the
focus of blame for supposedly transmitting infections;
they were also frequently accused of giving ineffective
treatments or being professionally incompetent. Ms. J.
described her experience in this respect: “And (pause),
| realized that some people, not all, didn't develop the
capacity to accept help. | came during lunchtime, in
non-working hours, and delivered free medical care.
I was very upset; they belittled me... | just wanted to help
and was paid off by arrogance. | wanted to cry.” On the
other hand, HCWs could also be the focus of conspiracy
theories, as in the case of Ms. G.:

“l shared a very open and detailed post [about
COVID-19 infection] on social media. Many haters
bombarded me via direct messages. Mainly, people
supported, even consoled. Yet, many people sent me
messages like, ‘'How much did the Ministry of Health
pay you for?" and ‘Nobody is sick.” They wrote it to the
person, me... who was severely infected. They wrote,
‘Come on, it might have been a lie; we couldn't see that
you were sick.” (woman, medical psychologist, 46 y.0.)

Apathy from policy makers

Finally, our participants also complained about the
behavior of state hospital administration. In the words
of Ms. E (46 y.o.), hospital administrators consistently
took “the patient’s side, not their employees”, which
amplified their sense of being on their own. Our
participants also alleged that hospital administrators
attempted to manipulate statistics by strictly considering
positive PCR results as evidence of infection, thereby
excluding community-acquired pneumonia and other
health complications potentially linked to the novel
coronavirus. Nevertheless, HWCs continued to work,
albeit with increased distrust for their supervisors,
to whom they also allotted a portion of the blame for
the high mortality rates:

“Primary care hospitals, for example, almost all
hospitals for in-care patients were closed, and the
patients were left, well, simply, without anyone,
without anything; they could not even get treatment
properly, as if they had just been left behind, and
that’s it. (...) People, well, patients have already
started self-medication, well, many get mistreated
unfortunately. And this is a problem not only of our
leadership, but also of the Ministry [of Health]”
(woman, 35y.0.)

We should note that some of our participants came
to understand that they needed more than purely
physiological self-medication. However, they expected
that the Ministry of Health would organize free-of-charge
rehabilitation and counseling groups for HCWs. However,
these hopes went unmet. Worse yet, HCWs were,
and indeed remain so at the time of writing, largely
uncompensated for their risk, an issue that intersected
with their chronically low salaries and the problems
of service access. Ms. B. explained:
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“I wish (laughs) the Ministry of Health would
implement some projects aimed at mental health
and improvement of health workers’ status... Death
is often an unexpected and frustrating event for
anyone, even health professionals... | noticed
that the cost per [psychotherapy] session was
2000 soms (25 USD). Taking into account the
salary of a medical worker, | think it is oh-oh-very

expensive.” (woman, 26 y.0.)

Adaptation of a new identity

Depreciation of efforts

Even before “Black July”, Kyrgyz HCWs risked burnout
from a workload consisting of long hours, night shifts,
and employment at multiple workplaces (WHO, 2018).
During the height of the pandemic, HCWs came to feel
devalued by the general population, believing this to be
due to how patients consistently failed to comply with
quarantine measures. As Mr. |. explained:

“[Patients] are arrogant, demanding, and eventually,
the doctors are to blame. Well, it happens all the
time. | work in intensive care surgery. They say, ‘You
have to treat us; you are the doctors.” For sure, we are
doctors, but doctors have specializations. We refer
them to other doctors, and they complain. [This]
often happens, almost every day.” (male, general
surgeon, 28)

Similarly, Ms. B remarked:

“After exiting the red zone, | had already started
to work fully in the duty stations, and suddenly
a wave of disappointment swept me. My colleagues
and plenty of health professionals worked hard,
some of them died. Despite these facts, [regular
of] social
accomplished yet. People are reluctant to wear PPE,

maintenance distance hasn't been
sanitize their hands; none of them do it. | feel that
we [HCWs] have come a long way for nothing. People
are unlikely to comprehend, well, (pause) the essence

of the coronavirus, the lockdown, and all this stuff.
(woman, 26 y.o., family doctor)

Our participants confessed to being unprepared for the
pandemic in every way, ranging from their own training
and specializations to the lack of proper management,

such as having appropriately detailed clinical protocols.
In the words of Mr. I:

“My friends are proctologists and urologists who
have never been familiar with respiratory diseases.
And they [told me]: ‘Believe it or not, we had to learn
how to treat [COVID-19]. The clinical protocol was not
detailed, [but] we treated accordingly, and people
died. Then we started to treat it incidentally, and we
failed.”... We have been wondering and searching
for the right treatment modality.” (man, 28 y.0.)

Professional identity as an imperative

The research team discerned the “wounded healer”
at work in our participants’ accounts. As part of their
personal narratives, they consistently included patients’
stories. They also invoked many of the beliefs traditionally
encoded into an HCW identity, using terms such as
“all-responsible”, “know-it-all”: “just as a physician, | think
it should be a little different than for anyone else. Because,
well, after all, it turns out that, well, the life of another
person depends on me...", as Ms. A (psychotherapist,
26y.0.) stated. These thought patterns initially led many
of them to resist seeking psychological assistance and
to instead focus solely on treating the physiological
dimension of their own infections. Some even showed
signs of possible denial, even at the time of the interview,
as in the case of Ms. C.: “I didn’t have pneumonia; only
my stomach and muscles were infected. Therefore, | didn't
consult with anyone, | made a treatment plan. | didn't
take drips or any medications, only a ton of vitamins,
multivitamins. None of my relatives got infected during
that time.”

Of our participants who self-medicated at home, they
reported experiencing isolation and lack of support,
even from intimates, in ways that eventually impacted
upon their identities. According to our participants,
there a perception of “doctors as doctors,” i.e., of those
who gave care but needed to receive none in return.
Ms. B. demonstrated how this lack of belief that HCWs
itself
both in bureaucracy and at home: “/ didn't [say] | was
infected, because [the management] would require proof
of the infection (negative PCR), despite symptoms. [Even]

could actually become infected manifested

my acquaintances, my friends, colleagues, well ... they
would also request evidence besides PCR, for example,
X-ray, CT scan, or IgG blood tests.” This reveals the social
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nature of personal identity: our participants were not
only “healers” because of personal conviction, but also
because of societal expectations.

Self-centered approach

Slowly, new identities began to form, as our participants
reported. These new identities were characterized by
resorted life priorities and altered self-perceptions and
relations to the notion of disease. All our participants
evinced a more person-centered approach to their
patients, such that the person, rather than the illness,
was the main subject in the communication. Ms. E.
remarked: “(Pause). | learned to understand diseased
people. Before, it was principal-agent relations; they
needed medical care, and we provided it. | relate
to them as my patients, but there is more compassion
now. | am inclined to get them out of trouble.” Ms. E.
also noted the persistence of her sense of duty as
an HCW: “At the moment, | have been struggling with
ill-health, yet still, I'm trying to help others...” (woman,
general practitioner, 35y.0.)

Another significant shift occurred in taking more time for
self-care, as when Ms. H. (woman, medical cosmetologist,
39 y.o.) explained: “I meditate regularly. | do meditation,
Sports, go to work, and meet with friends. It helps me
to restore my social life, it is the way to reconnect with
people.” As a group, they expressed pride, worth, and
significance in the way their profession tried to rise
to meet the challenge of the pandemic. As individuals,
they consistently expressed greater appreciation for
intimates, a renewed capacity to search for help, and
a desire to advocate positive changes in Kyrgyz society.
In the words of Ms. C.:

“Well, | concluded that one should care for health...
For example, | developed pneumonia after... | caught
a cold and didn’t care much about the temperature
regime. | advise everyone (pause) to eliminate stress
as it negatively impacts the immune system, well, if
possible.” (woman, psychiatrist, 67 y.o.)

Coping through connection

Emotional support is a new option

According to our participants, the availability and variety
of support significantly improved their psychological and
physical functioning during the pandemic. As our sample
included both physicians and mental health practitioners

(MHP), we identified two distinct approaches. Mental
health specialists appear to have been more competent
in searching for emotional support, whereas physical
health specialists, already more competent in treating
their infections, appear to have focused on success
stories and practical progress.

Mental health specialists found it relatively easy
to establish networks of support with their supervisors,
other therapists, family members, and colleagues. For
example, Ms. A, who was experiencing generalized panic,
informed her supervisors of her condition and then
actively sought individual psychotherapy. Mental health
specialists also had a greater capacity for psychological
self-care, limiting their self-criticism and consciously
practicing self-compassion.

They also avoided engaging in avoidant behaviors,
such as excessive working or social isolation, and even
set aside one to two months for rehabilitation. For
example, Ms. G. initially resisted psychological treatment,
explaining that sessions were “hard, frankly speaking...
Taking into account memory and attention problems
which were important to the working process, you began
to feel sorry for yourself.” But as her feelings of self-pity
increased, her psychological training kicked in: I realized
that | needed help. Well, damn, well, | had to care about
myself, and only then about others.”

In contrast, some health professionals succeeded
in self-medication and physical health recovery, whereas
emotional and psychological help was not considered
as an option. Physicians deprioritized their mental
well-being. Mr. F. explained:

“In regard to [my] mood, | was [more] concerned
about the situation of my society. At that time, [I felt]
we shouldn't grieve or feel sad; we ought to work as
there was a shortage of doctors... | worked as usual,
although [I] got exhausted sooner. Sometimes | had
to work despite feelings of not wanting to and while
enduring fatigue.” (man, 28 y.0.)

Social media as a tool for collective treatment
Instead, they tended to throw themselves into learning
more about COVID-19, sharpening their diagnostic
skills, devising treatment plans, and sharing information
with colleagues, who were focal points of contact. For
example, they shared the most recent clinical manuals,
success stories, and new COVID-19 medications.
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Physical health specialists were also quick to use social
media to disseminate information, as well as to work with
patients. Mr. F. explained:

“Social networks were beneficial to overcomefing] this
period. | couldnt imagine any other effective medium
of communication... Volunteers, many doctors used
social media... | consulted patients on WhatsApp,
shared posts about pseudo-medications that became
popular. | made live broadcasts on the mayor’s web
page. When | was sick, people contacted me. Social
media was useful, that’s for sure.”(man, 28 y.0.)

Ms. H. used social media to collaborate with her own
colleagues: “And, my girls, they are health professionals and
work in Moscow [and] together we developed a treatment
plan.” (woman, medical cosmetologist, 39 y.0.)

Both types of HCWs were reluctant to seek support
as they did not want to risk their intimates' health.
As Ms. B. explained:

“[My] parents, of course, were worried... [They] asked many
questions, such as whether | was passing blood tests, CTs,
and other screening tools. But | replied that everything
was fine, and | worked as a doctor, even in the red zone;
therefore, | could make a self-assessment. And (pause),
well, | guess that stopped them.” (woman, 26 y.0.)

Collective empathy

In general, our participants tended to prioritize the
well-being of their intimates over their need for emotional
support. Nevertheless, some of our participants expressed
appreciation for the love that was shown to them, as
in the case of Ms. ).

“I noticed that my relatives and friends worried
[about], supported, and cared [for me] a lot. My
girlfriends looked after me, cooked at this time.
Mom wanted to move into my apartment. (Laughs)...
I realized how much they cared about me, and
| started to appreciate them more. | honor my family
and friends; yes, our friendship is getting stronger.”
(woman, 21 y.o., nurse)

The participants mentioned that they became the
beneficiaries of and received help from their neighbors,
colleagues, and friends. In response, they also tried

to fulfill the needs of patients during their illness and
recovery. Ms. J. commented: “And due to the fact that | got
infected, my girl mates with whom | lived, they — | infected
them all, and to some extent it was my responsibility,
dep. Forgetting about them, | saved others and infected
loved ones...”

DISCUSSION

Summary of the main findings

The present study indicates that Kyrgyz HCWSs perceive
“Black July” to be a turning pointin their lives, expressing
changes in their attitudes, lifestyles, and identities, both
as individuals and as HCWs. Our participants repeatedly
emphasized the interconnection between individual
health, both physical or mental, and the collective,
including governmental systems, general society or
family. Intriguingly, they tended to highlight positive
changes with respect to themselves as individuals and
professionals, yet emphasized negative changes with
respect to Kyrgyz society.

Strengths and limitations
Our study contributes to the understanding of
psychological responses to pandemic-related trauma,
particularly PTG among HCWs, as well as understanding
how the COVID-19 pandemic impacted healthcare
systems beyond the Western context, particularly in the
former Soviet Union and in Central Asian countries.
Our study has a number of limitations. Firstly, we were
unsuccessful in controlling for possible biases from
our research team. All members of the research team
are citizens of Kyrgyzstan, and three of the four team
members were at some point infected by COVID-19.
Secondly, the results cannot be generalized to all HCWs
in our country or to society.

Existing literature on mental health
consequences of the COVID-19 pandemic

in Central Asia

Despite a growing number of quantitative studies,
qualitative studies, especially those focused on physicians,
are still somewhat lacking. Moreover, there are only
a few scientific articles that discuss the mental health
consequences of COVID-19 pandemic in the Central Asian
context. Thus, Bazarkulova and Compton [20] explored the
effects of the pandemic on the mental well-being of male
and female doctors in Kazakhstan via survey data. The
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article demonstrates that occupational and household
stressors are reported differently by males and females.
Another study conducted with a sample of 466 students
in the Kostanay region of Kazakhstan showed that levels
of anxiety had not significantly risen since the beginning
of the pandemic; female students experienced stronger
fear; and there was no growth in substance use among
Kazakh students [21]. The literature on the Kyrgyz population
is even less readily available. Uzakov et al. [22] surveyed
643 Kyrgyz respondents and 189 Kazakh respondents
aged 17-25 about anxiety levels related to COVID-19. The
associated findings indicate that anxiety levels among
people in Kyrgyzstan are higher than in Kazakhstan.
According to the authors, this may be explained by the
poorer quality of the information about COVID-19 that
the Kyrgyz sample received (social media and society; we
have reported earlier that media exposure may influence
the distress felt by the individuals), a failure of the Kyrgyz
government to respond to the pandemic properly, and
lower conformity to sanitary rules. The research includes
several limitations such as an unrepresentative sample, the
potentially significant difference in the number of Kyrgyz
and Kazakh respondents, and the focus on a particular
age group, the latter of course ruling out older people
in this instance.

Frommian “insane society”, post-traumatic
depreciation (PTD), post-traumatic growth (PTG)
Fromm [23] described the term “insane society”, and
postulates that not only can individuals suffer from mental
disorders, but so can a society. Moreover, individuals
in such a society will be unable to stay mentally healthy,
as they will be not able to satisfy their needs. In light
of this, we hypothesize that the Kyrgyzstani society fits
the status of “insanity” [24-27]. In particular, due to the
continuous endemic social problems and chronic political
corruption, Kyrgyzstani health workers suffer from
traumatic stress (TS). Consequences of TS on the societal
level can be considered representative of collective TS.
HCWSs can be considered an indicator of sorts via which
researchers can trace the thread of trauma that runs
between, and unites, individuals and the collective. We
have detected a dualism of an HCW's self-identity, which
was earlier described as the “wounded healer” [28]'.

T The first identity is “a healer” and another is “wounded
person”.

There was an existing discrepancy between acknowledging
of one’s own woundedness on the one hand, and containing
the latter's hopes and expectations of being a healer on
the other [29]. According to Williams [30], no patients’
iliness is solely theirs as an individual; societal factors play
a decisive role in how they become sick or wounded.

What can we expect to find when we examine
HCWs' identity after they have been “wounded” by TS?
Crucially, the metaphorical incorporation of the patients’
woundedness into themselves does not always have
a pathological result. Trauma has its own dualism as
it can cause not only a sense of depreciation, but also
growth [10, 11]. Post-traumatic growth (PTG) is usually
associated with positive personality changes following
the experience of highly challenging traumatic events.
Such personality changes usually include personal
appreciation, a transformation of individual goals and
life projects, increasing social intelligence and social
interests, greater enjoyment of simple activities, and
even changes in spirituality. PTG typically entails a greater
appreciation for life in the context of “lessons learned”
in the aftermath of the traumatic situation [12]. At first
glance, post-traumatic growth stands in contrast to
post-traumatic depreciation (PTD), which is characterized
by negative personality changes such as increased fear
of other people, increased cynicism, increased isolation,
obscurantist thinking, loss of interest in one's most
cherished activities and even career, and so on. Although
PTG and PTD can be seen in different proportions in the
demographic group that has undergone a challenging
traumatic event, they are nevertheless two sides of the
same coin [31].

This intertwining of the individual and collective
aspects of the pandemic expressed itself in a “wounded
healer” phenomenon within the very identities of our
participants. On the one hand, an image of the healer is
evident from the narratives, indicating that HCWs were
resilient even in the face of a disempowering situation. On
the other, there was a greater self-awareness in at least
two aspects: firstly, our participants’ limitations as HCWs,
as evidenced by the some turning to psychotherapy
and others toward collaboration, in both cases signaling
a shift away from the individual self-reliance fostered by
the traditional image of the “almighty healer”. Another
was with respect to their own values and perspectives, as
evidenced by greater appreciation for their intimates, and
taking more time for self-care. Although the breadth and
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depth of these changes varied among participants, the
occurrence of a collective change within their professional
community cannot be denied.

IMPLICATIONS FOR FUTURE RESEARCH

AND PRACTICE

Future research may need to be devoted to assessing both
posttraumatic growth and posttraumatic depreciation
using culture-sensitive scales. Such data will help to create
quantitative scales that measure changes in perceptions
of self and the world during a pandemic. Furthermore, the
research will help to develop rehabilitation programs for
healthcare workers with an eye toward future pandemics
and ascertaining the possible ramifications that identity
changes, such as those found in this research, may have
on broader society.

CONCLUSION

Based on the findings of the current study, Kyrgyzstani
society was largely unable to meet the needs of its individual
members. Governmental policies and administrative
apparatuses have become an obstacle to HCWs' ability
to perform their duties, alongside the fact that ordinary
people panicked and/or failed to grasp the HCWs' and
patients’ situations. All told, Kyrgyz society was already
“insane”in Frommian terms before COVID-19, and became
more “insane” during the pandemic. We were unsuccessful
in controlling for possible biases from our research team
and the results cannot be generalized to all HCWs in our
country or to the society. This research will help to develop
rehabilitation programs for healthcare workers with an
eye toward future pandemics and ascertaining possible
ramifications, such as identity changes.
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ABSTRACT

The spread of the coronavirus infection has led to significant changes in people’s lives. Prolonged isolation, fear
of infection, frustration, changing the usual stereotype life style, lack of information, loss of revenues, and fear
of stigmatization, as well as the disease itself have all influenced people’s emotional and physical well-being. The
impact of the viral infection itself on the human body, as well as the perception of a new reality, in some cases led
to the formation of reactive, organic, or the exacerbation of existing chronic mental disorders. People with mental
health problems are most susceptible to environmental influences and react acutely to rapidly changing circumstances.
Often in critical situations, in a state of despair, patients see only one way to solve all problems — voluntary retirement
committing taking own life. In this article, we present clinical cases that are descriptive in nature and are intended to
illustrate the connection between depressive experiences and suicidal behavior amongst patients in a crisis situation
when external circumstances were the reason for suicide attempts: loneliness as a result of restrictive measures, fear
of infection or the disease itself, and the reason was a mental disorder that debuted earlier or re-emerged as a result
of a viral infection. We have presented three clinical cases. All patients suffered from a new coronavirus infection
of various severities and were treated in a psychiatric hospital, where they were transferred from an infectious diseases
hospital or hospitalized directly in connection with suicidal actions. In each case, attention was paid to the organizational
measures carried out, with an emphasis on the need for earlier screening of mental disorders, prevention of suicidal
behavior in providing assistance to this contingent, and the development of the interaction between general medical
and psychiatric services by the type of integrative care. The study is of interest to a wide range of specialists providing
care to patients with COVID-19 or similar pathologies.

AHHOTAUNA

loBceMecTHOe pacnpocTpaHeHe KOPOHABUPYCHON MHGEKLMN MPUBENO K BOSHUKHOBEHWIO 3HAUNTENbHbIX N3MEHEHUIA
B XXM3HW Ntogel. innTtenbHasa n3onauusi, ctpax MHGULMPOBaHKS, pa3ovapoBaHue, M3MeHeHre NpuBbIYHOro obpasa
XU3HUY, Aednunt nHGopMaLnn, JeHexHble noTepy 1 6083Hb CTUrMaTMU3aLMK, a Takke caMo 3abosieBaHe — BCe
3TV GaKTopbl OKa3aan BAMSHME Ha IMOUMOHanbHoe 1 dusnyeckoe 6aarononydve nogei. Bosgeictere camom
BUPYCHOW NHbEKLIMM Ha OPraHn3M YesioBeka, a Takxke BOCMpUSTIE HOBOW peanibHOCTU B psiZie ClydaeB NPUBOAUN
K OPMUMPOBAHMIO PEAKTUBHbIX, OPraHNUYeCKNX A 0BOCTPEHNIO MMEROLLIMXCS XPOHUYECKNX MCUXNYECKMX PaCcCTPONCTB.
Nnua, nmetoLme npobaemMbl B 061aCTV MCUXMYECKOTO 340P0Bbs, Hanboee NoABepKeHbI BAVSIHMIO OKpYXKatoLLel
CpeZbl 1 OCTPO pearnpyroT Ha BbICTPO MeHsLLMECst 06CTOATENbCTBA. YacTo B KPUTUYECKNX CUTYALIMSX, B COCTOSIHUN
6€3bICXOAHOCTY MaLUMeHTbl BUAAT TONIbKO OAMH CMOCO6 pa3peLleHus BceX NpobaeM — A06pOBObHbIN YXOA4 N3 XU3HU.
B ZaHHO cTaTbe HaMU NpeACcTaBeHbl KNHNYECKME ClyYau, KOTOPbIE HOCAT ONMcaTeNbHbIV XapakTep 1 HanpaBieHbl
Ha WNNKCTPaLLMIO CBA3K AeMnpecCUBHbIX MepexmnBaHnii U CyuLnAanbHOro noBeseHus NaLuyeHToB B CUTyaumm Kpursmca.
Korga nmoBojoM Ans MOMbITOK CaMOYBUINCTBA ABUAUCL BHELLHWE O6CTOATEeNbCTBA: OAMHOYECTBO B pe3ynbTaTe
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OrpaHNYNTENbHbIX MEPOMPUATUIA, CTPaX 3apaXeHns Uan caMma 60onesHb, a MPUYMHON — AebloTpoBaBLLee paHee
WM BHOBb BO3HMKLUEE BCNEACTBME BUPYCHOM MHPEKLMN MCUXYeckoe paccTpoicTBo. HaMm npeactaBieHo Tpu
KNVHUYeCKMX cnyyast. Bce maumeHTbl cTpaZany HOBOW KOPOHaBUPYCHOM NHeKLe pa3MYHONM CTEMEHN TSXeCTH
1 MPOXOAWAN NeYeHMe B NCUXMATPUYECKOM CTaLMoHape, Kyaa bbl1n nepeBeAeHbl 13 MHPEKLMOHHOM 601bHULLbI NN
roCMUTaNN3MPOBaHbI HAMPSIMYIO B CBA3M C CyMUUAANbHBIMUN AeACTBUAMN. B KaXKAOM KOHKPETHOM Ciyyae yAensnocb
BHVIMaHVe NpoBejeHHbIM OPraH13aLMOHHBIM MEPOMNPUATUSAM C aKLIEHTOM Ha HEO6XOAMMOCTb OCYyLLEEeCTBNEHWS 6onee
PaHHero CKPMHUHIa NCUXUYECKMX PacCTPOCTB, MPOPUNAKTUNKN CyULMAANBHOTO NOBeAEHWS MPY OKa3aHN1 MOMOLLM
JAHHOMY KOHTUHIeHTY, Pa3BUTUSA B3aMMOAECTBIS Mexy 06LLEeMeANLIMHCKON 1 NCUXMATPUYECKO Clyx6aMu No Tuny
WNHTerpaT1BHOM NoMoLL. ViccnefioBaHMe NpesCcTaBsieT MHTEPEeC ANS LUMPOKOro Kpyra CreLvancToB, OKasblBaoLLMX

rnomolLlb nauveHtam ¢ COVID-19 nnm aHanorn4yHom natonorne.

Keywords: suicide attempt; COVID-19; new coronavirus infection; mental disorders; psychiatric hospital

KnoueBble cnoBa: cyuyudansHas nonsimka; COVID-19; Hogas KOPOHABUPYCHAS UHPEKYUSA, NnCuxuYeckue

paccmpolicmea; ncuxuampuyeckuli cmayuoHap

INTRODUCTION

The WHO officially announced the COVID-19 pandemic
on March 11, 2020. Due to the need to prevent the
spread of the disease worldwide, appropriate restrictive
measures were taken. In Russia, from March 30, 2020,
a non-working day regime was announced. It was
assumed that the complete isolation would last no more
than a week, but the restrictions were not lifted until
May 11. From the point of view of reducing the spread
of COVID-19, isolation was justified, but the measures
taken affected the country's economy and citizens'
welfare, as well as their mental health. This is how
the quarantine period is described in the literature:
prolonged isolation, fear of infection, frustration,
boredom, inadequate information, loss of revenues,
fear of stigmatization, and most importantly fear for
one’s life and the lives of loved ones [1, 2]. All of the
above favored ground for the development of new,
and the aggravation of existing mental disorders. Since
the beginning of the pandemic, and indeed afterwards,
a large number of studies have appeared concerning
the impact of COVID-19 on mental health. There are
two poles of thought in the modern literature: some
authors report an increase in requests for psychiatric
help, whilst others report a sharp decline in the period
of self-isolation [3-5]. When comparing the lockdown
period and the one following it, we can say that the
lowest rates of requests for psychiatric help fell during
the months in which more stringent social distancing
measures were applied [6]. So, when compared with
similar periods in 2019, during the lockdown period,

the number of requests decreased by 37.5%, and after
it by 17.9% [7]. The volume of inpatient psychiatric care
also decreased during the period of strict restrictive
measures [7]. According to the analytical data of the
Federal State Statistics Service of Russia, the number
of visits to dispensaries and outpatient psychiatric care
offices decreased in 2020 [8].

Thus, during the period of self-isolation, the appeal
for psychiatric help decreased due to the fear of people
leaving home. However, the decrease in the number
of requests does not mean that help was not needed.
Most authors agree that the current situation led to the
development of certain mental disorders, among which
asthenic, anxiety, and depressive disorders were the
most prevalent. Such symptoms are both a consequence
of exposure to a viral infection, and a person’s reaction
to the disease [9].

In addition, during the first wave of the pandemic
in the spring of 2020, many complained of slow
reactions, difficulties in maintaining the usual pace of
activity, sleep disorders, and increased anxiety. The
first recommendations on maintaining mental health
suggested informing the population that such a condition
is a normal response by the body to an emergency [10, 11].
In contrast to 2019, in 2020, the most common reasons
for urgent psychiatric consultations were aggressive
behavior and adjustment disorders with anxiety and
depressive mood [12]. One of the identified features
was a noticeable increase in neurotic, stress-related, and
somatoform disorders in men who had not previously
consulted psychiatrists [3].
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Patients with personality/behavior disorders more
often than others pointed to the connection between
psychological well-being and COVID-19, and the reasons
for their problems were the changes resulting from
a lockdown in the healthcare system [3]. According
to domestic data, the growth of depressive symptoms
is due to various fears and is mediated by non-constructive
ways of coping with stress [13]. Data on the increase in the
sale of antidepressants and tranquilizers in Russia for the
period 2020-2021 compared to previous years indirectly
confirm the relevance of the problem of depression
during the pandemic [14], although statistics on the
frequency of depression of various genesis were
underestimated due to a decrease in the treatment of
the population as planned.

Symptoms of anxiety during the pandemic were often
observed in the framework of adaptation disorders,
generalized anxiety disorders, somatoform disorders,
including panic attacks [11]. The course of somatogenically
provoked depression parallels the severity of the
underlying disease (psychosomatic parallelism) [15].
The authors proposed to involve internists who own
screening diagnostic tools with automated conclusions
(scales, mobile applications to smartphones, etc.) in the
diagnosis of such disorders [16].

Suicidal mood is associated with a high level of stress,
and for the development of thoughts about suicide,
it is not necessary to have a real threat, it is enough
to have the fear of the possibility of infection, or the
fear of dying from an incurable disease or losing your
relatives for this same reason [13]. Many authors, both
in our country and abroad, have pointed to an increase
in suicidal mood in general [17]. However, according
to international studies, there was no increase in the
number of completed suicides [18]. In the literature,
suicides committed in unusual ways, for delusional
reasons or group ones are more often described [19, 20].
The presented cases, being common, demonstrate the
dynamics of suicidal behavior, the reason for which was
external circumstances: restrictive measures, the threat
of infection or the disease itself, due to a mental disorder
that debuted earlier or during the quarantine period.
The cases are described with details of tactics in the
general medical and psychiatric network and features
of interaction between internists and psychiatrists.
The purpose of the report was to demonstrate cases
of late detection of mental disorders in patients in the

outpatient and inpatient network that were risk factors
for suicidal behavior.

The selection of clinical cases was carried out as part
of a retrospective analysis of patients with coronavirus
infection who were consulted by a psychiatrist about
self-harming behavior. The author selected patients
who had not been observed by a psychiatrist for mental
disorders before the pandemic and had not previously
been found to have suicidal or autodestructive behavior,
for whom psychiatric care was provided for the first time
in their lives.

CLINICAL CASE 1

A 35-year-old patient was hospitalized in an infectious hospital with
incised wounds on both forearms, which he inflicted on himself for
suicidal purposes. At the time of self-injury, he was on outpatient
treatment with a diagnosis of COVID-19. Anamnestic information:
He had not previously applied to psychiatrists, his heredity is not
burdened with mental illnesses, he grew up and developed without
peculiarities, attended kindergarten, went to school on time, graduated
from 11t grade, studied “good” and “excellent”. Higher education,
engineer. After training, he worked as a middle manager. Married for
seven years, has a preschooler son.

He considered himself ill for about three months, when, against
the background of his wife's “infidelity”, and depression of mood,
motor inhibition appeared. It became hard to work, he was sluggish
in the morning, could not do anything, and locked himself in. He
continued to work, but at work he lost his initiative, made mistakes
and miscalculations. At home, the relationship did not work out. The
condition worsened against the background of self-isolation, when
he was forced to stay at home all the time with his family (wife and
son). There was irritability, anxiety for himself and for his future. After
one of his colleagues fell ill with COVID-19, the patient was tested,
which showed a positive result. With a slight deterioration of the
somatic condition (loss of sense of smell, general slight malaise and
weakness), anxiety appeared, which reached its highest point by the time
of hospitalization. Against the background of anxiety, thoughts began
to arise that “everything will end soon”, he began to consider himself
doomed, began to see the future in “black tones”. The “last straw” was
the suspicion that the wife did not break off her relationship “on the
side”. After that, the patient realized that no one needed him and there
was no pointin fighting because “there is no way out anyway, because he
was already sick” and “decided not to wait.” He inflicted incised wounds
on his forearms and “went to die in the bathroom”, turned on the water
so that “no one would hear anything”. The ambulance was called by his
wife, who went into the bathroom.

In the infectious diseases hospital, which was previously a
multidisciplinary hospital (it had changed its profile during the pandemic),
the patient received surgical assistance in the form of suturing wounds.
After examination by a psychiatrist at the infectious diseases hospital,
the patient was transferred to a psychiatric hospital with a department
for the treatment of patients with a new coronavirus infection with the
diagnosis: “Mixed anxiety and depressive reaction due to adaptation
disorder. Anxiety-depressive syndrome. F43.25 Suicide attempt”.
Related: “Coronavirus infection, COVID-19, virus identified.”

Indications for the transfer were persistent suicidal tendencies, low
mood, lack of plans for the future, as well as the lack of prospects (from
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the patient’s point of view) of continuing life, since he considered himself
terminally ill. In addition, the patient expressed thoughts that “he will
die in agony from lack of air, and this is very scary.” Having assessed all
possible risks and predicting a possible unfavorable outcome for the
patient, the psychiatrist made the only decision in this situation to transfer
to a psychiatric hospital (the patient agreed with this decision). Further
management of the patient on an outpatient basis was not possible due
to his suicide risk, as well as the self-isolation regime, which prevented
both the patient from visiting psychiatric and psychotherapeutic services
at the place of residence, as well as active dispensary monitoring of the
patient at home.

Against the background of treatment of coronavirus infection in a
psychiatric hospital, the patient was assisted according to the protocol
of management of a patient with neurotic, stress-related, and somatoform
disorders (F40, F41, F43, F44, FAS5, F48).

CLINICAL CASE 2
A 78-year-old patient was hospitalized in an infectious hospital for
the treatment of a new severe coronavirus infection. At the time
of hospitalization, the condition was of moderate severity, temperature
38.2°C, breathing difficulties, heart rate — 90 per minute, BH — 20.
According to the results of the computed tomography, the lung lesion
area was 20% (CT-1 picture) [21]. According to anamnestic data, she has
been suffering from hypertension for a long time, type 2 diabetes mellitus.
She has not taken antihypertensive therapy for a long time. Lived alone.
Until the moment of hospitalization, she took care of herself completely.
She went to the store, pharmacy, and walked on her own. Previously,
she had not applied for psychiatric and psychotherapeutic help. She was
hospitalized at the insistence of a local general practitioner due to the
severe course of COVID-19. She behaved calmly at the department. On the
14th day from the start of inpatient treatment, she turned to the attending
physician with complaints of pronounced weakness, decreased mood,
anxiety, sleep disorders (difficulty falling asleep, frequent awakenings).
On this occasion, she was consulted by a psychotherapist. During the
examination, she said: “I thought when | was lying awake at night that
I would die. It got better in the morning, so | decided that | would live some
more.” At the time of the examination, she was emotionally labile, but
suicidal tendencies or psychoproductive symptoms were not detected.
The diagnosis was made: “Organic asthenic disorder, F06.6". Against the
background of therapy correction, the condition with positive dynamics,
sleep stabilized, appetite appeared, became more active, mood improved.
The condition began to worsen again in the fourth week. Shortness
of breath grew, chest pains appeared, complained of lack of air, became
anxious, fussy. It was further examined, according to the results
of computed tomography, the degree of changes was critical (CT-4) [21].
After the appearance of the above symptoms, on the 22nd day from
the start of hospitalization in the evening, the patient, with a suicidal
purpose, inflicted cuts to her neck and told the doctor that she “did not
want to live anymore.” She was transferred to the intensive care unit
for further treatment and observation, and a psychiatrist on duty was
called. On examination, she was conscious, oriented correctly in her own
personality. She correctly indicated the current year and month, she made
a mistake with the date. She understood that she was in the hospital, in the
intensive care unit. The mood background was lowered. She entered
into conversation reluctantly, answered questions in monosyllables, was
easily irritated and angry. She said, “two days ago | had already told my
daughter on the phone not to be offended at me if | did something bad
to myself.” She called her state of health the reasons for the attempt
atsuicide, saying, “It doesn't get any better, everything hurts! | could walk
before, | lived alone, | did everything myself, and here! | can’t even get up

without shortness of breath! They can’t find the cause of my pain in my
stomach and chest! And they don't want to let me go home! | decided
that at least | would leave!”. She did not express delusional ideas, she
did not detect deceptions of perception in her behavior. She was quickly
exhausted, kept her attention with difficulty, easily distracted from the
conversation. Her thinking was concrete, rigid, and she was extremely
fixated on her well-being. Without gross intellectual and mnestic decline.
Without criticism of his condition and suicidal actions. There was also no
visible intellectual and mnestic decline, as well criticism of her condition
and suicidal actions. The diagnosis was made: “Other specified mental
disorders due to damage and dysfunction of the brain and physical
iliness F06.8. Suicide attempt.” Related: “Coronavirus infection, COVID-19,
virus identified.”

The psychiatrist on duty decided to transfer the patient to a psychiatric
hospital. Indications for transfer, as in the first case, were persistent
suicidal tendencies, low mood, lack of plans for the future. Despite this,
the patient signed a consent for hospitalization in a psychiatric hospital,
but was sure that “it would not help her.” She was passively submissive,
reluctantly obeyed doctors’ orders. She received help according to the
management protocol for a patient with a diagnosis of “F06.8 Other
specified mental disorders caused by damage and dysfunction of the brain
or somatic disease.” However, the severe course of the new coronavirus
infection, as well as the presence of concomitant pathology, led to a fatal
outcome at 5 weeks from the start of inpatient treatment.

CLINICAL CASE 3

The patient is 34 years old. He had not previously come to the attention
of psychiatrists, and did not turn to narcologists for medical help. At the
time of self-harm, he was quarantined due to a positive test for COVID-19.
From anamnesis: grew up and developed without peculiarities, went
to school on time, studied “well” and “satisfactorily”. Graduated from
atechnical college. He did not work in his specialty. Previously, he worked
as a salesman, tried to be a private entrepreneur, and at the time of the
lockdown announcement he worked as a warehouse manager, and did
not lose his job. Married, no children.

His mental state has worsened since the detection of COVID-19, and
therefore he had to take sick leave. The somatic condition did not suffer.
Two days after the start of the forced sick leave, he began to complain
of dissomnic disorders, and anxiety appeared. Being at home, he
constantly monitored the performance of the warehouse, found “flaws”
in the work, felt guilty in front of colleagues for “wrong leadership”. He
shared his concerns with his wife, who at first listened to the patient, then
reacted to such conversations with irritation. According to the patient,
on the third day of forced isolation, when his wife was in the next room,
he was lying on the bed and hitting himself on the temple with a mug,
“for the first time there was a desire to commit suicide.” He told his wife
about it, she offered to see a doctor, but he refused medical help. Ten
days later, in front of his wife, he tried to squeeze out his eyes, “so as not
to suffer, he wanted to die.” His wife called an ambulance for psychiatric
help. When examined by an ambulance doctor, it was concluded that his
mood was lowered, and suicidal intentions were confirmed. Delusions,
and deceptions of perception could not be identified. The emergency
psychiatric doctor decided to hospitalize the patient in a psychiatric
hospital with a department for the treatment of patients with a new
coronavirus infection. Such a decision was justified in connection with
patient's mental state, whose abandonment without specialized care
could lead to a deterioration in mental state.

Despite the absence of somatic symptoms, it was necessary to comply
with epidemiological requirements. The patient was taken to a psychiatric
hospital voluntarily. In the emergency department, he was conscious,
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and orientation of all types was preserved. The mood background was
lowered. The voice was quiet, the speech slow. He said: “I stopped sleeping
in the last few days, there are no thoughts in my head, | even knocked
myself on the forehead to put my head in its place. | got my wife whining.
I'm worried about my job, it wasn't all good there anyway, and now I'm
afraid they won't be able to cope without me. Anxiety appeared, | didn’t
want to live.” He speaks about suicidal thoughts more willingly, reports
information in more detail: “Well, they just appeared. | even hit myself
on the temple while lying down to commit suicide. | also squeezed out
my eyes.” He found it difficult to answer questions about the reasons for
choosing such methods, however, he said that both times “his wife was
in the next room or nearby.” About the use of narcotic substances, he
reports extremely reluctantly, with irritation, “there were some | don't
remember,” and he tries to change the subject. Thinking is slow in pace.
Intellectually-mnestically, it seems to be reduced. He interprets proverbs
literally, he cannot explain the figurative meaning: “It's clear enough here,
the forest is being cut down — chips are flying.” He confirmed his consent
to treatment and hospitalization. He claimed that he understands, “the
stupidity of his actions” but “l can't do anything.” Diagnosis: “Non-psychotic
depressive disorder due to a mixed disease, (perinatal, intoxication
genesis), anxiety-depressive syndrome F 06.3". Related: “Coronavirus
infection, COVID-19, virus identified.”

In a psychiatric hospital, against the background of treatment
of coronavirus infection, the patient was assisted according to the
management protocol of a patient with organic (affective) mood disorders,
including symptomatic mental disorders (F06.3; F06.4).

DISCUSSION

According to the literature, self-isolation plays an important
role in the formation of suicidal behavior [1-5, 7], which
can be traced in each of the presented cases. The presence
of anxiety and sleep disorders accompany patients with
COVID-19, and also often precede suicidal actions [4, 5, 7, 9],
which was also reflected in all three patients.

In all the cases presented, suicidal actions were
preceded by fear of death from an “incurable” disease due
to the lack of reliable information about COVID-19 and
fear of stigmatization, which was also reported by other
authors [19, 22]. According to research, due to fear of
stigmatization, patients often refuse specialized care,
hide the fact of a new coronavirus infection, and also
mask their suicidal actions [22]. Patients with affective
disorders are more likely to commit suicide [3, 5, 22],
and stress-related disorders during the pandemic
were more common for men who had not previously
sought psychiatric help [3]. The onset of psychogenic
depressive disorder (clinical case 1) proceeds with
anxiety symptoms, which later give way to indifference
and apathy [23].

Many researchers emphasize the need to provide
specialized care to patients after they attempt suicide
and the effectiveness of psychiatric intervention in the
early post-suicide period to prevent repeated attempts

at such [24-27]. The doctors of the infectious diseases
hospital and ambulance were guided by similar motives
when transferring patients from a multidisciplinary hospital
(cases 1, 2) and hospitalization directly to a psychiatric
hospital (case 3). However, there is another point of view
about the need to include a psychiatrist in a multifunctional
team to assist patients with COVID-19 for timely intervention
and prevention of mental disorders and their consequences
in the form of attempts at suicide [28, 29].

Be that as it may, careful monitoring of the mental
state of patients with COVID-19 and persons in
quarantine is necessary [30]. The improvement of the
legislative framework, and the introduction of training
programs for primary care specialists in the diagnosis
of anxiety-depressive symptoms will bring the provision
of psychiatric care closer to the population [31, 32]. These
measures can contribute to reducing the risk factors
of suicidal behavior.

CONCLUSION

In clinical case 1, it can be said that the disorder itself
that occurred in the patient was not directly related
to a coronavirus infection. However, the attempt at suicide
was provoked by the deterioration of the somatic state.
Clinical case 2 illustrates a situation when, against
a background of long-term treatment for coronavirus
infection, asthenic symptoms and deterioration of the
somatic state, the patient decided to inflict life-threatening
injuries (from her point of view, fatal) to stop the torment.
In addition, in this case, it should be noted that there
was insufficient alertness of non-psychiatric medical
workers regarding the possible occurrence of mental
disorders in patients with COVID-19, especially if such
disorders (insomnia and anxiety) have already occurred
in the clinic of the disease. For a patient (clinical case 3)
who had not previously suffered from mental disorders,
they then suffered a lockdown period and further
restrictions, as it seemed, without tangible consequences.
When directly infected with COVID-19, despite the mild
course of the disease, this led to pronounced mental
disorders that further led to self-harming actions.
In each of the presented cases, anxiety and dissomnic
disorders were present in the clinical picture, which were
the first symptoms of incipient mental disorders. The
surrounding picture of the world during the period when
patients performed suicidal actions was characterized by
aviolation of the usual stereotype changing the ordinary
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way of life, a feeling of loneliness, uncertainty, and the
inevitability of death as a result of infection with a new
coronavirus infection. Due attention from non-psychiatric
specialists to the listed symptoms and timely referral
to mental health specialists, the risk of suicidal behavior
in patients could be reduced. Verifying the effectiveness
of this assumption requires additional research.
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OpraHmsaumsa NCMxXo10ro-nCUXmMaTpuyeckon NoMoLLmM 6exxeHL,aM B yCI0BUAX
ONINTEJNIbHOM Ype3Bbl4aNHOMN CUTYALLUM

doi: 10.17816/CP175

Short Communication

| Kyuri Idrisov | Kropu Nppucos
FSBEI HE Chechen State University named ®rb0Y BO «YeueHckuli 20cydapcmeeHHsbIl yHusepcumem
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ABSTRACT

The article describes the experience of organizing psychological and psychiatric assistance to refugees in temporary
accommodation centers (TACs). From 1999 to 2004, about 200,000 people, fleeing military operations during the
counter-terrorist operation in the Chechen Republic, moved to neighboring Ingushetia, where they were placed in TACs.
Analysis of the work with refugees shows that during a long stay in the TAC, refugees develop psychopathological and
psychological issues including stress disorders, irritability, aggressiveness, disorders of adaptive functions, depression,
anxiety, decreased initiative, "victim" complex, and damaged interpersonal relationships that significantly reduce
their adaptive capabilities. Organizing comprehensive medical, social, psychological, and psychiatric care based on
existing disorders can significantly improve the psycho-emotional state of refugees in a short time and prevent the
aggravation and chronicity of these disorders.

AHHOTALUMA

B cTaTbe onmcaH onbIT OpraHn3aLmm NCUXoA0ro-NCUXMaTpUYeCckor MoOMOLLM bexeHLaM B LieHTpax BpeMeHHOro
pa3meLeHus (LUBP). C 1999 r no 2004 r. okono 200 TbicAY YenoBek, cracasiCb OT BOEHHbIX 4eliCTBUYM B Nepuros
KOHTPTEPPOPUCTMHECKOW onepauunm B HeveHckon Pecnybivke nepeexany B COCeAHIO0 HryLeTuto, rae 6uiam
pasmeLlleHbl B LIBP. AHanms paboTbl C 6exeHLIaMun NoKasbiBaeT, YTO B MepUOA ANUTENbLHOMO NpoXxmnsaHus B LIBP
y 6exeHueB GopMUPYHOTCA NCUXOMNATONOTMYECKME U MCUXON0rnYeckme N3MeHeH s, Takme Kak pasgpaxnTtensHocTb,
arpeccyBHOCTb, PaCCTPOMCTBA MPUCNOCOBUTENBHBLIX GYHKLNM, AeNPeccus, TPEBOXHOCTb, CHUXEHWE NHULNATBSI,
dopMmMpoBaHME KOMMAEKCA «KepTBbl», HapyLleHMe MEeXJ/IMUHOCTHbIX OTHOLUEHUM, KOTopble CyLLeCTBEHHO
CHUXAT NUX ajanTUBHbIE BO3MOXHOCTU. OpraHm3auus KOMMIEKCHOW MeAnKO-COUManbHOM U MCUXO0ro-
NCUXMATPUYECKON MOMOLLN C YHETOM UMEIOLLMXCS HapYLUEeHUI CMOCOBHa 3a KOPOTKMIA CPOK CyLLLeCTBEHHO
YAYULWNTE NCUXO3IMOLMOHANbHOE COCTOsAHME GeXeHLEeB U MpefoTBPaTUTh YTsXKeneHve 1 XpoHudukaumto
3TUX PaCcCTPOWNCTB.

Keywords: refugees, temporary accommodation centers; psychological and psychiatric assistance; Chechen Republic
KnroueBble cnoBa: 6exeHybl; YeHmMpbl 8peMeHH020 pa3MeueHUs; NCUX01020-NCUXUampu4eckas noMouws, YeveHckas
Pecnybauka
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RELEVANCE OF MEDICAL AND PSYCHOLOGICAL
ASSISTANCE TO REFUGEES

Emergencies of any origin, whether technology-related,
natural, or anthropogenic, are characterized by a high
intensity of psycho-traumatic events, and if an emergency
is also long-term and large-scale, then a complex of social,
economic, and psychological negative factors affects
people living in the emergency zone, significantly worsening
their quality of life and ultimately resulting in mental
and somatic disorders of varying severity [2, 5, 7].
As noted by many specialists and people directly affected
by emergencies, anthropogenic emergencies (wars,
terrorist acts, torture) are the most severe in terms
of perception, the severity of the trauma, and the
consequences [1, 3, 6]. Studies of the mental consequences
of hostilities among civilian populations are mainly focused
on refugees. According to the majority of researchers,
the most common diagnoses among refugees are PTSD,
and depressive and somatoform disorders. Long-term
overstrain, psychosomatic disorders, and physical ilinesses
lead to abuse of psychoactive substances and suicidal
tendencies and actions [9-11].

Studies investigating the mental state of internally
displaced persons emerged as a result of local armed
conflicts in the South and North Caucasus.

Analysis of the changes over time in neurotic disorders
in internally displaced persons in the Caucasian Mineralnye
Vody region revealed a significant increase in syndromic
neurotic conditions after a year or more, which was the
result of deepening and structuring neurotic symptoms
under the influence of adverse social factors. Neurotic
reactions were rediagnosed a year later in 43.6% of the
refugees, while in 20% of cases there was a worsening
of the condition manifested by the complication and
deepening of psychopathological symptoms, reaching
the severity of syndromic conditions combined with
pronounced social maladaptation amongst the refugees.
Neurosis itself was diagnosed in 22.9% of the refugees
a year later during re-examination. At the same time,
a deterioration in the health of refugees was reported in
27.6% of cases, including deepening affective disorders,
and stabilization and development of personality changes
with pronounced social maladaptation. In general,
neurotic disorders amongst refugees during the follow-up
examination were distributed as follows: dysthymic
disorder (67.4%), obsessive-compulsive disorder (16.3%),
neurasthenia (11.6%), and hysterical neurosis (4.6%) [10].

As noted by V.P. Kokhanov, V.N. Krasnov, “Practically
all forced migrants and residents of Chechnya (82.4%)
had non-psychotic forms of mental disorders of
varying severity, manifested by neurotic disorders,
characterological and behavioral deviations” [8]. The
counter-terrorist operation carried out in the territory
of the Chechen Republic (ChR) from 1999 to 2004 was
associated with hostilities of varying intensity, which
led to the displacement of a significant number of the
population outside the Chechen Republic. People left
the dangerous region because of a well-founded fear for
their lives and a sharp deterioration in their quality of life:
lack of social infrastructure, quality food, clean water,
and medical care. Some of these people were placed
in the territory of neighboring Ingushetia in temporary
accommodation centers. According to various estimates,
the number of temporarily displaced people ranged
from 150,000 to 200,000. People were accommodated in
Temporary Accommodation Centers (TACs) in the form
of tent camps in an organized manner. Naturally, people
were not left without help. Since the establishment of the
TACs, people have received assistance from the EMERCOM
of Russia, the World Health Organization (WHO), the Office
of the United Nations High Commissioner for Refugees
(UNHCR), and Russian and foreign non-governmental
humanitarian organizations.

The purpose of this article is to describe the work
of a team of specialists of FSBEI HE Chechen State
University n.a. A.A. Kadyrov as part of the non-governmental
humanitarian organization “Medecins du Monde" with
refugees during the counter-terrorist operation in the
territory of the Chechen Republic in 1999-2004. The
article provides an organizational model for the provision
of psychological and psychiatric assistance to refugees
in temporary accommodation centers.

ORGANIZING MEDICAL AND PSYCHOLOGICAL

ASSISTANCE IN REFUGEE ACCOMMODATION CENTERS
Our experience of working with refugees was gained
in the Centers for Medical and Psychological Assistance
(CMPAs) deployed in the two largest TACs in Karabulak
(5,000 people) and Sleptsovskaya (12,000 people) in the
Republic of Ingushetia. Each CMPA had a team of specialists
consisting of psychologists, a psychiatrist, a general
practitioner, a pediatrician, nurses, and volunteers
involved in this work as social workers. The CMPAs
were in operation from November 1999 to March 2004.
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Each CMPA had three large tents that housed a medical
station for medical care, a psychological care center,
and a separate tent for a psychiatrist. Medical workers,
psychologists, and volunteers provided help to refugees
at the level of their competence, and if the refugees
showed severe psychopathological symptoms, including
delirium, hallucinations, PTSD, depression, panic attacks,
or if the patient's condition required clarification in
terms of diagnosis, such patients were referred for
a consultation with a psychiatrist.

PSYCHOLOGICAL REACTIONS AND THEIR

CHANGES IN TACS

The experience of working with people living in TACs
showed that in the process of adaptation to a new place,
people experienced a number of psychological states
that changed during their stay in the TAC and consisted
of the following stages of psychological reactions:

State of fear, despair, and helplessness

People are scared, they are still under the impression
of there being extant enduring threats to their lives. For
the most part, people who left the danger zone had only
personal belongings and documents with them, so they
were concerned about the state of the property that had
to be left in their homes, their loved ones who, for whatever
reason, were unable to leave the danger zone, and because
they could not understand the reasons for the hostilities;

State of doubt, suspicion, and mistrust

With high emotional stress, people constantly form
doubts and suspicions about other refugees, government
officials, and even people and organizations trying to help
them. Various rumors are constantly circulating among
the refugees that “cleansing” will be carried out among
them, that refugees are “abducted” at night, that they
are “purposefully” gathered in one place. Although
these rumors are not confirmed, most refugees believe
them, and often such rumors are deliberately spread
by provocateurs;

State of stabilization and productive activity

At this stage, people’'s emotional state evens out,
aggression and suspicion decrease, people begin to rally,
establish interpersonal relationships, are busy arranging
their lives, receiving humanitarian assistance, finding
employment, and educating their children.

State of feeling of personal infringement

and sacrifice

This is perhaps the most difficult state that refugees begin
to experience. Long-term residence in poor conditions:
lack of money, living in a tent, high density of people living
in one tent, lack of personal space, lack of household
amenities, and dependence on humanitarian aid makes
people feel inferior and unable to solve their problems
on their own. This leads to the formation of the “victim
complex” as a form of compensation, when refugees
begin to demand additional conditions and material
benefits for themselves, referring to the fact that they
are victims, and “everyone is obliged” to them;

State of nostalgia for home and formation

of a desire to return home

At this stage, refugees get tired of living in the TAC
and keep feeling like returning home, which leads
to a significant decrease in the interest in productive
activities, a decrease in the emotional state, and sleep
disturbance.

The duration of the states described above amongst
the refugees with whom we worked varied, and often the
psychological reactions overlapped during the transition
from one stage to another.

ORGANIZATION OF REFUGEES SEEKING
PSYCHOLOGICAL AND PSYCHIATRIC ASSISTANCE
Psychological and psychiatric assistance must be
organized from the very first days of a TAC's creation and
the resettlement of refugees, taking the particularities
of their current mental states into account. During the
first stage, an active form of identification of refugees
with mental disorders is appropriate, and even necessary.
We used the following method for these purposes. Our
specialists split into pairs, if possible a man and a woman,
and went to the TAC. Seeing a group of refugees, they
approached them and struck up a conversation. Soon,
other refugees would begin to approach them, and
a group of 8-10 people formed. Refugees talked about
their problems, needs, and our specialists assessed the
mental status of the refugees during the conversation:
their reactions, tonality, emotionality of statements,
level of aggression, and if any of the refugees showed
pronounced emotional reactions such as emotional
lability, verbal aggression, verbal expression, crying,
despair. If so, a separate conversation was held with
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these refugees and they were invited to our CMPA, where
an in-depth examination was carried out and necessary
assistance was provided [4].

The second way to identify refugees with mental health
problems was through our health center. People sought
medical help, and in the process of examination and
provision of medical care, employees of the medical center
revealed signs of mental disorders such as fear, anxiety,
low mood, sleep disturbance, irritability, aggressiveness,
and persistent memories of previously experienced
traumatic events. Refugees were referred to a psychologist
or psychiatrist for consultation if such symptoms were
detected. To improve the professional competencies
of medical workers in diagnosing the symptoms of mental
disorders, we developed and conducted brief educational
seminars on recognizing mental disorders and provided
methodological recommendations for diagnosing the
common mental disorders that develop in emergencies.

The third way of referring for psychological and
psychiatric help was self-referral, when, being aware of
their own need for psychological and psychiatric help,
refugees turned to our CMPA on their own initiative.

The fourth way of referring was by recommendation
from other refugees who had already been referred
to our CMPA and received effective assistance.

GENERAL PRINCIPLES FOR THE PROVISION

OF PSYCHOTHERAPEUTIC ASSISTANCE IN TACS

It turned out to be important, when organizing
psychological and psychiatric care, to divide the flow
of those seeking help by sex and age in accordance
with the ethno-cultural and religious characteristics
of the population living in the Chechen Republic. This
division necessitated the formation of permanent open
therapeutic groups for children, adolescents, youths,
and adults, where the latter two groups were also
divided by sex.

Therapeutic approaches were selected in accordance
with age characteristics. A playground was created
for children and adolescents, where games were
used for both diagnostic and therapeutic purposes.
Various group trainings were used for boys and girls,
such as confident behavior training, perspective
formation training, interpersonal relations training,
and aggression management training. Meetings with
various famous and popular people who have achieved
success in sports, art, and culture turned out to be very

impressive to young men and women, since it was very
important to give the young men practical examples
that there are many ways to achieve success, realize
their personal potential, and effectively serve their
people, not through participation in the hostilities but
in a peaceful way. For adult patients, individual and group
cognitive-behavioral psychotherapy was carried out
with the purpose of working out mental trauma and
forming an awareness of the connection of their neurotic
condition and a number of physical illnesses with past
traumatic events. Jacobson progressive muscle relaxation
was used to relieve feelings of tension, irritability,
and sleep disturbances. This work was carried out
in therapeutic groups. Open male and female groups
were formed. A group consisted of 6-8 people (the size
of the tent did not allow larger groups). Psychotherapy
sessions were held twice a week for each group. Taking
the gender characteristics of patients into account,
a female psychologist worked with the female group,
and a male psychiatrist worked with the male group.
The presence of different specialists in the team allowed
us to implement a team-based approach in helping
refugees, when a team of specialists (psychiatrist,
psychologist, social worker) formed a therapeutic
route for patients and controlled its implementation.
The compact accommodation of refugees in the TAC
allowed our volunteers to observe our patients at the
place of residence and register the changes in their
condition. The listed organizational and therapeutic
approaches contributed to the maximum coverage
of people in need of psychological and psychiatric
assistance and the timely processing of experienced
traumatic events.

Organizing assistance for refugees is complex in nature,
and we can expect the best positive effect only when
we organize comprehensive psychosocial assistance for
refugees, when, simultaneous to organizing the lives of
refugees, providing them with food, clothing, and hygiene
products, we also provide the psychological, psychiatric,
and medical assistance that can contribute to the rapid
improvement of their conditions and the prevention
of chronic mental and psychosomatic disorders.
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ABSTRACT

As far back as the 14th Century, Egypt had already developed mental health care in a community-based sense
in Kalaoon Hospital in Cairo, 600 years before similar institutions were founded across the globe.

By 2001, an Egyptian-Finnish bilateral comprehensive reform program was incorporated. A few years later, in 2007,
the Minister of Health and Population initiated a proper appraisal of the mental health services in Egypt, which was
aimed at achieving better integration and coordination in the mental health sector, as well as supervision and training
on the national, governmental, and primary care levels.

By 2009, the Mental Health Act of 2009 (Law 71) brought basic conceptual changes to the care of people with
a mental illness in Egyptian institutions, replacing the outdated 1944 law that had been used in Egypt for decades.
However, despite all of the important steps Egypt is taking to move toward more integrated mental health services,
more effort and resources are still needed to fight against stigma and to develop a comprehensive multidisciplinary
approach that is approachable and effective to all those who need it.

AHHOTALMA

Yxe B 14-m Beke B Ervnrte cyulectBoBana passutas cayxba MCMXMaTpUYecKOol MOMOLLM, OpraHM30BaHHas
no TeppuTopuanbHOMy MpuHUMny, B 6onbHMLe KanayH B Kampe, To ectb 3a 600 neT A0 co3zaHUs NOAO6HbIX
yUpexzaeHunin no scemy Mupy.

K 2001 rogy 6bina BHeApeHa ermneTcko-puHCKas ABYCTOPOHHSAS MPOrpaMMa COBpeMeHHOro pehopMmpoBaHus.
Heckonbknmu rogamm nosxe, B 2007 rogy, MUHUCTP COLMaNbHOM MOANTUKL N 34PaBOOXPaHEHUS NHNLMMPOBan
KOMIMNEKCHYHO OLIeHKY Cy>6 ncvxmaTpuyeckon nomowm B Ervnte. JlaHHasa akums 6bina HanpasneHa Ha JOCTUXeHVe
60/ilee BbICOKOrO YPOBHS MHTErpauunm 1 KooparHaumy B CeKTope MCUXMYeckoro 340poBbs, a Takxke Bkao4ana
06y4valoLLYIO AeATeNIbHOCTb 1N KOHTPO/Ib KayecTBa Ha HaLMOHabHOM, NPaBUTEIbCTBEHHOM YPOBHE U B YCI0BMAX
NepBUYHOro 3BeHa MeANLNHCKOM MOMOLLM.

YtBepxzaeHHbIn B 2009 rogy AKT O NCUXMYECKOM 340p0oBbe (3aKoH 71) BHEC OCHOBHbIe KOHLeNTya/lbHble N3MeHeHUs
B OKa3aHve MeULIMHCKOV NOMOLLM INLAM C MCUXMYECKMMI 3a00N1eBaHNAMM B leHebHbIX yupexaeHmnax ErvnTa. laHHbIin akT
3ameHwnn 3akoH oT 1944 roza, KOTOPbIN AelicTBOBaN B ErmnTe Ha NpOTSXXeHUM HECKONBKNX AeCaTueTnin. HecmoTps Ha Bce
3TV BaXHble Lary, ErneT npogokaeT ABUraTbCA B HaNpaB/ieHW 6oee TeCHOM MHTerpaLumn cyxo ncnxmaTpuyeckon
nomoLn. B cTpaHe mo-npexHeMy COXpaHseTcss HeobXoAMMOCTb B MpuBAeYeHUN BONbLUEro Konnyectsa pecypcos
N yCUANIA Ans 60pbObl CO CTUrMaTM3aLMen 1L, ¢ NCUXNYECKMI PACCTPOMCTBAMK, a Takxke AN CO34aHNSA KOMMIEKCHOro
MYNbTUANCLUIANHAPHOTO NMOAXOA3, KOTOPbIN MOXET ObITh MPUMEHM B OTHOLLEHNW BCEX HYXXAAIOLLMXCSA B MOMOLLM.

Keywords: £gypt; mental health; community services
KnroueBble cnoBa: F2unem; ncuxudeckoe 300p08be; Cyx#bbl NOMOWU hO Mecmy Jumenscmead
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BACKGROUND

In Egypt, the concept and management of mental
health in are presented from the Pharaonic era. Papyri
from the Pharaonic period show that they described
mental disorders though theories of causation which
were mystical in nature, yet were treated on a somatic
basis [1]. In the 14th century, 600 years before similar
institutions were founded in Europe, the first psychiatric
unit was established, in Kalaoon Hospital in Cairo [2, 3].
It had sections for surgery, ophthalmology, and medical
and mental illnesses. Astonishingly, the care of mentally ill
patients appears to have been community based, probably
for the first time in history [4]. However, the building of
asylums away from residential areas, to separate those
with mental illnesses from their communities, only began
in the late 19th century [5]. At the beginning of the British
protectorate in Egypt, the modern practice of asylum
care was introduced, to the extent that the Department
of Mental Health at the Medical School of Cairo University
was closed in 1880 and psychiatrists were directed towards
the newly built asylums, where training for their profession
was more vocational in nature than academic [6]. In 1944,
mental health legalization was introduced in Egypt, after
agreement from the Egyptian parliament, in advance
of the majority of Arab and African countries [7]. The law
formed the basis of hospital practice of psychiatry for
about 30 years. Not so astonishingly, by the 1980s,
psychiatric hospitals were detaining numerous patients
who were not suffering from psychotic disorders but
rather had addictions or behavioral disorders (largely
because of loopholes in the relevant legislation); in fact,
the involuntary detention of patients on moral grounds
became common practice [8].

Egypt is the most populous nation in the Arab world;
its population is equivalent to 1.25% of the total world
population. The nation is administratively divided into
26 governorates (regions) and Luxor City, and 203 districts.
The four Urban Governorates (Cairo, Alexandria, Port
Said, and Suez) have no rural population [9]. With its
rapid increase in population, and economic, political, and
military challenges in its modern history, economic growth
has been significantly affected, and hence the country’s
medical and mental services have accordingly suffered.

Until 2000, there was an alarming treatment gap in mental
health services, as evident in the huge discrepancy between
the number of people who needed therapy and those who
actually received it. The total number of hospital beds for

a population of over 75 million was 6156 (including the
680 forensic psychiatric patients at Khanka, 95 forensic beds
at Abbassia, and 13 forensic beds at Ma'amoura). This was
an average of less than 1 bed per 12,000 of the population
across the country as a whole, compared with a WHO
recommendation of 5-8 beds per 10,000 population [10].
Mental hospitals were mostly based in Cairo and Alexandria,
with not enough attention being given to integration into
primary care, and hence inadequate prevention, early
detection, or prompt management. With this concentration
of mental health services and staff in hospitals in the three
largest cities, there was hugely insufficient decentralization
across the country to all governorates, districts, and
communities [11]. Moreover, in real practice, when the
national hospitals are excluded from the calculation, since
it is not good practice to use them to admit people a long
way away from their communities, the number of beds per
population is probably even lower in most governorates [12].

An appraisal of the situation took place in 2001 after
studying all the necessary data and conducting site
visits and workshops, resulting in a six-year reform
program (Egymen) 2002-2007. This was initiated by
Egyptian- Finnish bilateral aid, and then continued by
the Ministry of Health and Population (MOHP) from
2007-present, with sustained technical support from
the WHO Collaborating Centre (WHOCC), Institute of
Psychiatry, the WHO Eastern Mediterranean Regional
Office (EMRO) and WHO Geneva. The project was
able to put into place a reform program which has
been sustained beyond the end of the funding with
considerable focus on appropriate treatment at the
primary care level, strengthening of the referral system,
interministerial and intersectoral liaison, rehabilitation,
and media work to mobilize community engagement [11].

In May 2009, the Mental Health Act of 2009 Law 71 [8]
brought basic conceptual changes to the care of people
with a mental iliness in Egyptian institutions. This, like its
predecessor, focused on the rights of those with a mental
iliness, independent second opinions from psychiatrists,
and patients’ right to consent to treatment. The real
change in the environment of mental hospitals followed
the policy of opening the gates to visitors, the press, and
international professional organizations such as the Royal
College of Psychiatrists, the Arab Board of Psychiatry, the
Institute of Psychiatry in London, and the World Federation
for Mental Health, all of whom offered to support the work.
Training workshops were conducted throughout Egypt
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for psychiatrists about use of the new mental health act,
which included providing educational material about the
various sections of the law and practical training on how
to apply these sections in different clinical scenarios [6].
In 2011, the Code of Practice of the Mental Health Act
was redrafted (Ministerial Decree, Number 210) The
new Code allowed the compulsory use of psychotropic
medication to facilitate bringing people to hospital from
their private homes without prior permission from the
district attorney. Involuntary electroconvulsive therapy
(ECT) without second opinion for up to three initial sessions
also became legitimate. In addition, the role of patients’
rights committees was diminished. This is because the
new law provided additional guarantees for the rights of
mental health patients by providing adequate protection
to patients against ill-treatment and exploitation [6].

THE ORGANIZATION OF MENTAL HEALTH CARE

Mental health services in Egypt are provided through more
than one system. First, the main provider is the General
Secretariat of Mental Health (GSMHT), which is a part
of the Ministry of Health (MOH), managing 18 hospitals
and centers in 14 governorates. Second, there are mental
health departments in the general hospitals, which are
administratively under the supervision of the MOH. The
General Administrative section of the Ministry of Health (MOH)
supervises private mental hospitals, non-governmental
organizations (NGOs), and outpatient clinics countrywide.
In addition to these, there are psychiatric departments in
the medical schools of public universities [13], which are
under the supervision of the Ministry of High Education,
and also some psychiatric departments in military hospitals,
under the supervision of the Ministry of Interior and
Ministry of Defense [14]. Unfortunately, there was a lack
of systematic linkages between the Ministry of Health and
other departments within the MOHP (recently split into
the Ministry of Health and the Ministry of Population),
and other key ministries and key agencies, until the
mid-2000s [11]. According to the latest report, the GSMHAT
now has 18 hospitals and centers providing mental health
and addiction treatment services in 13 governorates (out
of 27) with about 5237 beds and 22 outpatients clinics [15].

Mental Health Services in Primary Care

Egypt has a relatively well-developed primary care system
made up of two tiers, the first of which is the family health
unit (FHU), and the second, the family health center (FHC).

Each family health unit comprises doctors, nurses, social
workers, and health educators, and each family health
center has a similar core team of doctors, nurses, social
workers, and health educators. In addition to this core
team, there are some specialists based in family health
centers (e.g., pediatricians). The current role of the family
health center health team is largely to take referrals
from family health units, to see direct consultations,
and to make referrals to the district level. The difference
between FHUs and FHCs in terms of mental health
provision is that in FHUs primary care physicians assess
patients and, if necessary, refer them to the FHC. FHCs
have a psychiatrist visiting two days a week from the local
mental hospital to run outpatient clinics within the FHC,
and to liaise with GPs over difficult cases [11].

Ideally, they would also take responsibility of overseeing
the catchment area population and the FHUs within
the catchment area, but this is not yet a specified part
of their role. As regards the integration of mental health
services within primary care services, this is run under
the General Secretariat of Mental Health and Addiction
Treatment (GSMHAT), which is a governmental body
dedicated to the provision of mental health services
and drug dependence treatment and rehabilitation. Its
scope includes inpatient psychiatric hospitals, outpatient
mental health care centers and primary health care
services. GSMHAT supervises the 18 governmental
mental health hospitals in Egypt. In addition, GSMHAT
works as the main educational body in the area of mental
health and addiction treatment. It does not only provide
training to its own employees but extends it to all other
service providers.

The total number of primary care units in Egypt (2017)
was 5391, distributed across all cities according to
population density in each city. Human resources per
unit consist of a family physician, an internal medicine
specialist, a surgery specialist, and six nurses and social
workers. The actual number of physicians assigned
in primary care units was 9022, whereas the target number
which should have been assigned was 16,000 [15].

Day Centers

There has been a development of addiction day care
centers in four GSMHATs (El Matar hospital-Abbassia
hospital, E-Maamoura hospital and El Khanka hospital)
To join this program, the client is required to complete
the rehabilitation phase inside the hospital or achieve
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physical and psychological stability outside the hospital.
The program includes psychiatric education, improving
life skills for high-risk situations, motivation, CBT, family
therapy, family consultation, and relapse prevention
techniques [15].

Specialized Services

Addiction

15 out of 18 GSMHAT hospitals provide a service for
addiction treatment (outpatient, inpatient, and day care
units) with a total number of 563 beds. The majority of
inpatient services for addiction treatment are provided
by Abbassia Hospital, which is a large centralized mental
health hospital [15].

Forensic Psychiatry

Forensic psychiatry is mainly implemented in the
Al Khanka and Al Abbassia hospitals, consisting of ten wards.
The operating power of units by 2016 was 594-613 beds,
with occupancy rates range from 90% to 100% [15].

Child Psychiatry
Forty percent of the Egyptian population are under the
age of 18 [9] and 15-20% of them need mental health
services; unfortunately, only 5% of these individuals
receive them. Child and adolescent mental health services
are provided by the public health sector (40%) and the
public sector (60%), which comprise pediatricians (50%),
general psychiatrists (20%), non-professionals (20%),
child and adolescent psychiatrists (7%), and primary
care physicians (3%). Meanwhile, educational services are
provided by national governmental schools (70%), private
sector schools (20%), and public sector schools (5%) [16].
According to the Pathway to Child and Adolescent
Mental Health Services among Patients in Urban Settings
in Egypt, in about 67% of mental health cases the first
contact is either with a pediatrician or a psychiatrist,
while 5% of cases seek traditional healers. Most patients
are referred to the clinic by relatives (30%) followed by
pediatricians (21%), schoolteachers (12%), and traditional
healers (5%) [17].

Human Resources

The total figure for human resources working as mental
health providers in mental health facilities is 3,836:
2790 nurses, 117 psychologists, and 224 social workers,
according to the latest report by Noby [15]. The total

number of psychiatrists registered in Egypt is around
1100 (Egyptian Psychiatrists’ Association, personal
communication, 2018), 889 of whom work within
GSMHAT facilities.

Over the years outlined in this paper, the psychiatry
component of the undergraduate curriculum has been
improved, as well as the structure, content, and delivery
of the postgraduate psychiatry training, and salaries
have been doubled for trainees working in psychiatry
at the MOH.

DISCUSSION

Over the past two decades, Egypt has been moving
forward in a steady steps, aiming to improve mental
health services. The Egyptian program, together with the
development of the Mental Health Act (Act No. 71 of 2009),
has led to a major shift in the development of mental
health services in Egypt. This change has been manifest
in the increase in investments in mental health services,
and the organization of various awareness-raising
campaigns for mental disorders, and national programs
to combat the stigma of mental iliness and to prevent
discrimination against people suffering from mental
health conditions. The 2009 mental health legislation
and its code of practice provided not only a legislative
process but also an opportunity to fight against stigma
and increase public awareness, and to secure the rights
of the patients [13].

This is also in parallel with considerable efforts
in education and training, where, as previously
mentioned, both undergraduate and postgraduate
education and training in psychiatry are much advanced,
alongside a significant increase in trainee salaries.
Trainees are now encouraged to start their postgraduate
training early, and are given protected training and
learning time. They are encouraged to take the Egyptian
Fellowship Degree in Psychiatry. The Ministry of Health
is establishing a recognized training program in all
districts; an appraisal system for trainees has been
piloted, which is planned to be generalized to all trainees,
and it is also planning to establish a CPD system for all
psychiatrists, including trainees [11].

Nevertheless, there are still many gaps that prevent
the complete fulfilment of the Egyptian government's
legal obligations with respect to mental healthcare.
One of the main gaps can be seen in its structure
itself, as the National Mental Health Counsel, which
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is the monitoring body, is chaired by the Minster
of Health himself, who should in fact be monitored by
the council. Mental hospitals are often based in urban
areas. Their numbers are insufficient in areas such as
Sinai, Matrouh, Hurghada, and New Waadi. Therefore,
those who live in rural areas and seek to gain access to
mental health care are burdened by travel and lodging
expenses, in addition to time and travel effort. Similarly,
forensic psychiatric services are centralized (at Khanka,
Abbassia, and Ma'amoura). The patients, especially those
from rural areas, often go to traditional healers before
or after seeking medical advice from the health system.
Outpatient services are hospital-based, so the same
issues (travel, expenses, effort and use of traditional
healers) also apply to these services [13].

Another problem is that there is still a lack of systems
for outreach to people with severe mental illness
living at home, for home-based rehabilitation, and for
intermediate services at governorate or district level. There
are no community rehabilitation centers, day care centers,
or halfway houses across the country, apart from those
linked to the national hospitals of Abbassia, Heliopolis,
and Khanka. When patients are discharged from hospital,
there is a problem with them being unable to continue
to access medicines. However, the mental health services
in the Aswan governorate are conducting useful outreach,
enabling hospital admissions to be greatly reduced, as
is a pilot outreach project at Abbassia hospital [11].

Meanwhile, action needs to be taken to address the
insufficient child and adolescent mental health services.
Services need to be included in the country’s mental
health agenda. The state has an obligation to provide
specialized care for children and young people in light
of the overwhelming data that suggests 50 percent
or more of adult mental disorders begin before the
age of 14 [18], and that children and adolescents with
untreated mental disorders become an economic and
social burden to society [19]. Legislative and policy
reform also needs to be accompanied by training,
awareness-raising campaigns, and research, for which
adequate financial resources also need to be allocated.
Yet, unfortunately, economic restrictions affect our ability
to document and evaluate the existing resources and
outcomes, and prohibits overseas electives in child and
adolescent mental health or becoming affiliated with
international recommendations and standards, hence,
affecting the uniformity of our practice [20].

Another very important problem is the lack of
adequately trained mental health nurses and social
workers. Nurses need to be oriented to psychosocial skills,
rehabilitation, and issues of patient welfare, including
risk assessment and humane management of violence.
There is no occupational therapy training program either,
and other professionals lack an OT orientation. There are
psychologists, but it is unclear how many are in the health
sector and what roles they are playing [11].

There are no systematic mechanisms for delivery
of CPD for mental and neurological health for other
relevant public sector workers, including teachers,
police, and prison staff. Traditional and religious healers
are common, and people regularly consult them either
before or during consultation with official services.

CONCLUSION

A national appraisal of the current situation, including
the deficiencies, needs to be implemented to gain a full
understanding of the gaps in the system. The lack of human
resources implemented in highly qualified psychiatrists,
social workers, mental health nurses, and occupational
therapists need to be addressed. Adequate financial
resources are needed for better documentation and
appraisal of the current situation, and for improvements
in training and application of guidelines to be in line with
the appropriate international standards.
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ABSTRACT

Community psychiatry has its origins in the West, in the 1950s, when many institutions for the mentally ill were closed
down in an effort to shift the focus from hospital-based care to community-based. The aim of the current paper
is to review the available literature on the community-based psychiatric treatment in Romania.

The Romanian Ministry of Health is dedicated to promoting mental health education and to creating a mental health
system that ensures that every patient has access to care and treatments designed for their own particular needs.
Today, in Romania, as across the entirety of Central and Eastern Europe, mental health systems are transitioning
from hospital-based care to community-based services. The RECOVER-E project, the SEE Mental Health Project, the
“Horizons" project, among others, showcase Romania’s mental healthcare system in terms of improving the chances
of mental health patients’ recovery.

Community Psychiatry in Romania is a budding field that can greatly aid in the management and treatment of patients
with mental disorders from both urban and rural areas. By applying the principles of deinstitutionalization and
community health care at a systemic level, resources may be invested in the creation of a strong network of specialists
that treat patients in their own living spaces.

AHHOTALMA

NcTopmst BHEBOIbHUYHOM MCUXMATPUYECKOn nomMoLLy bepeT Havano B 1950-x rogax B cTpaHax 3anaja, korga
MHOrVe yupexzaeHns 419 NaunmeHToB C MCUXNYECKMMI pacCTPOCTBaMM BbiIN 3aKPbIThbl C TEM, YTOObI MOMbITaTLCA
CMeCcTUTb MPUOPUTET CO CTALMOHAPHOrO fleYeHNs Ha aMbynaTopHYH MOMOLLb MO MeCTy XUTenbcTBa. Llensto
JaHHOV CTaTbWn sBAseTCcd 0630p AOCTYMHOW NUTepaTypbl MO BHEOONBHWYHOM MCUXUATPUYECKON MOMOLLM
B PyMbiHNN.
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MWHNCTEPCTBO 34paBOOXPaHeHNs PyMbIHNW COAeNCcTBYeT 06pa3oBaHWIO B 06/1aCT NCUXNYECKOTO 340POBbS
N CTPEMUTCA K CO3AaHMI0 CUCTEMbI OXPaHbl MCUXMYECKOrOo 340p0BbS, 0becneunBatoLLei KakAoMy NaumneHTy 4OCTyn
K MOMOLLM 1 IeYEHNIO, COOTBETCTBYIOLLMM ero MHANBUAYaNbHbIM NOoTpebHOCTAM. CerogHs B PyMbIHN, Kak 1 BO BCeX
cTpaHax LleHTpanbHoM 1 BocTouHoM EBPONbI, CUCTEMbI OXPaHbl CUXMYECKOr0 340POBbS MePexoAaT OT CTaLOHapHOW
MOMOLLIM K BHEOOIbHNUHBIM pOpMaM 06Ty XMBaHUA HaceneHus. NMpoekT RECOVER-E, npoekT no ncnxmyeckomy
340poBbto SEE, NnpoekT «Horizons» 1 gpyrne nHMLMaTNBbl CBUAETENBCTBYHOT O TOM, UTO CUCTEMA NCUXMATPUYECKON
NMOMOLLM B PyMbIHUM COBEPLLEHCTBYETCS, MOBbILLIAs LLaHCh! Ha BbI3J0POB/EeHME 1 COLMaNbHYIO aZanTaunio NauneHToB
C MCUXNYECKUMI 3360/1eBaHNAMMN.

BHebonbHMYHasa ncuxmaTpryeckas noMoLLlb B PyMbIHUM — 3TO NepcrekTUBHas 061acTb, KOTOpas MOXeT Oka3aTb
CyLLeCTBEHHYIO MOMOLLb B BEEHUW U IeYeHN NaLMEHTOB C MCUXNYECKUMI PacCTPONCTBAMM, MPOXMBAIOLLMX Kak
B FOPOACKMX, TaK 1 B CeNbCKNX palioHax. MpuaepXnBasce MPUHLMMNOB AeNHCTUTYLIMOHAAN3aLMN 1 06LLLeCTBEHHOrO
3/paBOOXPaHEHNS Ha CUCTEMHOM YPOBHE, MHBECTMPYeMble pecypCbl MOXHO HanpaBUTb Ha CO3jaHne pa3BUTol ceTun

cneynanncToB, KOTopble 6y,CI,yT OKa3blBaTb NMOMOLLb NayeHTaM No MecTy XUTeNbCTBa.

Keywords: community psychiatry; Romania; deinstitutionalization; rehabilitation
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INTRODUCTION
Community psychiatry has its origins in the West in the
1950s, when many institutions for the mentally ill were
closed down in an effort to shift the focus from hospital-
based care to community-based. The idea behind
this worldwide trend was that a community-based
care system enables patients to be as independent as
possible within their own living environments, and this,
in turn, would help them to fulfill their potentials [1].
The process of deinstitutionalization is based on
three concepts: depopulation (releasing patients from
state-run psychiatric hospitals), diversion (returning
to their
decentralization (fragmentation of the responsibility for
the patient across multiple entities) [2].

Today, the trend is towards implementing a Balanced

psychiatric patients communities), and

Care Model [3, 4] that acknowledges the need for hospital
care but strives to provide as much community care as
possible [5]. To this end, the goal of the review is to gain
a comprehensive view of the principles of community
psychiatry in Romania, as well as the manner in which
these principles are applied to the social rehabilitation
and integration of psychiatric patients.

PRINCIPLES OF COMMUNITY PSYCHIATRY

As deinstitutionalization greatly changed the way in
which the needs of psychiatric patients were met by
the healthcare system, a conceptual framework was

put in place to guide future interventions [6]. Ideally,
community psychiatrists take responsibility for lowering
the rates of mental disorders within the community
and aim to reveal the needs of psychiatric patients so
as to elaborate effective intervention plans and gather
feedback in order to better understand how those needs
were improved or changed within the community [7].
In other words, they adopt a Pro-Active Policy. In addition
to the active role the psychiatrist and other community
mental health teams (CMHT) members play in the
community they serve, they must operate within a set
of principles that guide the interventions they implement.
The ten principles of community psychiatry state that
care offered to mental patients must be: (1) recovery-
oriented; (2) strengths-based; (3) community-focused;
(4) person-centered; (5) allows for reciprocity in relations;
(6) culturally-responsive; (7) grounded in the person'’s life-
context; (8) relationally-mediated; (9) optimizes natural
support; and (10) recognized as a responsibility by the
people involved in delivering care services [8].

With all this in mind, since the beginning of the
shift of focus from the hospital to the community, in
May 2013, the World Health Organization elaborated
upon and promoted a Mental Health Action Plan that
supports deinstitutionalization and the development
of community-based services for mental patients that
aim to improve clinical outcomes, as well as combating
discrimination [9].
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WORLDWIDE HISTORY OF COMMUNITY PSYCHIATRY
Hospital closures, focusing on reducing the number of
patients that can be admitted into institutions, shed
light to the numerous difficulties that people with
severe mental disorders experience in various life
domains, such as persistent symptoms that require
long or frequent admissions, and deterioration of
interpersonal relationships and social functions [10-12].
At the same time, lengthy admissions to hospital affect
the patient's professional and social activities and
negatively impact their integration into the community
[13-15]. This fact can lead to a diminished sense of
purpose with bleak repercussions for recovery [16].
Furthermore, due to the nature of their illness,
psychiatric patients are not always able to advocate
their rights or seek medical treatment [17, 18].

In Romania, during the state socialist period psychiatry
and psychology were used to discipline and police
the Romanian people, as psychiatric hospitals were
used to repress political dissidents that were deemed
too problematic for the Ceausescu regime. The view
of mental illness mainly followed a biological model,
with little to no talk therapies and that relied mainly
on some form of medication as treatment, leading
to the over-medication of patients who would otherwise
have benefited from a combination of medication,
psychotherapy, and social interventions [19].

In 2004, at the summit of the European Council of
Heads of State, Romania’s prospects of admission into
the European Union were discussed. At the end of the
summit, a 47-point list of accession was submitted, with
two of the 47 points concerning the treatment of people
with mental illness, as well as the need for reform in the
Romanian mental health care system [20].

The Ministry of Health in Romania is dedicated
to promoting mental health education and to creating
a mental health system that ensures that every patient
has access to care and treatments designed for their
own particular needs [21]. The Mental Health Law, active
since 2002, describes the statute of the psychiatric
patient in Romania [22]. According to legislation, the
patient can be treated and cared for in their own living
environment through community psychiatry services.
As these services are located within the patient’s living
environment they are easily accessible, and range from
general practitioner offices to treatment centers, day
care centers, home care services, and occupational

therapy workshops. The purpose of community
psychiatry does not necessarily constitute complete
remission of psychiatric symptoms but rather to cultivate
and amplify remaining abilities that can best integrate
the psychiatric patient into society [23].

KEY CONCEPTS IN ROMANIAN COMMUNITY
PSYCHIATRY

In order to resolve these issues, light had to be shed
on the needs of psychiatric patients, what constitutes
arecovery from mentalillness, and indeed how one gets
from the former to the latter:

“Needs” are potentially remediable issues that affect
a person'’s clinical and social functioning below a specific
level [24]. A study published in 2000 assessed the needs
of psychiatric patients and what healthcare staff believed
their need to be, and with surprising results: patients
declared that they had a higher number of needs in the
service domain, such as owning a telephone, being
able to use transport, or having access to information,
whereas healthcare staff identified a higher number
of needs in domains such as psychiatric symptoms,
physical health or drug and alcohol use [25].

“Recovery” or “rehabilitation” in the context of mental
health is a complex and continuous process that exceeds the
clinical remission of symptoms. Stigma attached to mental
problems, and lack of employment or opportunities are
issues that require addressing in order for a person with
a severe mental disorder to function at full capacity and
participate in their community [6, 26]. A strong relationship
with mental health specialists, and access to employment
and financial support are characteristics that aid in the
recovery process [27-29]. During recovery, each patient
must be encouraged to set their own goals and be given
opportunities to act within the community through
employment, involvement in social activities, responsibilities
and independence in fulfilling their day-to-day activities [30].
The skills needed to reach these goals are major points
of interest in the field of psychiatric rehabilitation and
are known to contribute greatly to a person’'s quality
of life [26, 31, 32]. One important point to make is that
involvement in the recovery of psychiatric patients has to be
continuous, as one study found that positive assessments
of life domains at one-year post-discharge were reduced
to baseline after five years [33]. During recovery, other brain
functions that have previously decreased, such as cognition,
may improve considerably [34].

Consortium Psychiatricum | 2022 | Volume3 | lIssue 2

131



THE COMMUNITY MENTAL HEALTH TEAM

In response to the issues faced by psychiatric patients,
the CMHT was created within the domain of community
psychiatry. The CMHT is a multidisciplinary team
comprised of a psychiatrist, a psychologist, social workers,
occupational therapists, and nurses that are responsible
for a section of the population, the latter being frequently
defined by geographical vicinity. Additional members can
intervene in special cases, such as crisis management,
early interventions, or assertive treatment [35]. A special
consideration must be given to the role of “case manager”,
whose complex and multifaceted role lies beyond the scope
of this article, but which has been analyzed elsewhere [36].

COMMUNITY PSYCHIATRY IN ROMANIA:

STATE OF THE ART

Today in Romania, as in all Central and Eastern European
countries, mental health systems are transitioning from
hospital-based care to community-based services [37].
These services combine social and environmental
elements with the biological and psychological aspects

of mental health and psychiatric pathology [38].

Examples of community mental health services
in Romania include:

1) preventive care (e.g., general practitioners offices —
that aid patients with different disabilities; specialist
doctors; CMHTs, comprised of specialists from varied
disciplines like psychiatry, psychology, social work,
that provide healthcare services in the community;
specialized mental health teams, whose aim is to
provide healthcare services in a particular field of
medical problems, such as patients suffering from
a particular type of psychiatric issue);

2) self-help groups (people with similar life experiences
gather to empower each other and offer mutual
support in order to avoid falling within the
anomic minorities);

3) daycare centers (locations
designed to substitute psychiatric hospitals and

in the community

aim to help patients reintegrate into society —
one example of such service is the “Shield Centre”
in Brasov, part of the “Estuar” Foundation center
network, a non-profit organization whose aim
is to offer prevention, recuperation, and psycho-
socio-vocational rehabilitation for people with

disabilities and disadvantaged young adults) [39];

4) advocacy groups (groups that speak and act on
behalf of mental health patients and inform about
mental health, collaborate with non-governmental
organizations (NGOs), and organize events and
meetings. Advocacy groups use various strategies
to reach their goals, such as informational — using
promotion and media actions to inform the general
public about a particular condition; collaborative —
that involve setting meetings between NGOs or the
support of an expert thatis involved in a certain social
cause or press conferences; and confrontation —
making use of demonstrations or boycotts to support
a cause, in situations where dialogue and negotiation
are not possible);

5) promotion of mental care and mental health
(providing informational materials and resources
to the families of, or support networks for mental
patients, creating campaigns based on mental health
issues, influencing policy makers)

6) offering support and care after hospitalization
(community workers, social workers, volunteers who
offer continuous support for patients with previous
hospital admissions and CMHTs and specialized
mental health teams that provide psychiatric support
within the community) [2].

Community mental health services in Romania are
organized by a case manager (routinely a psychiatrist),
who is familiarized with the patient's medical and social
status. When a patient is discharged from hospital, they
are directed toward a day center that schedules regular
meetings with the patient and provides monitoring services
in order to comprise a personalized healthcare plan. The
aim of the plan is to identify the most suitable manner
through which the needs of the patient can be met. The
plan is comprised of objectives, problems specific to the
patient, the services provided, and the people responsible
for implementing the services. Consequently, community
health specialists, such as general practitioners, community
nurses, and social workers who work with the patient, are
informed of the personalized healthcare plan through
direct meetings. The following step concerns the direct
implementation of appropriate healthcare services, whereby
the patient receives medical care suitable to their particular
needs (direct medical care, administration of injections,
monitoring of physiological parameters, blood glucose
monitoring, symptom management and pain management,

132

Consortium Psychiatricum | 2022 | Volume3 | Issue 2



to name but a few). In addition to medical services, the
patient can be offered social assistance through counseling,
case management, information, advocacy, psychotherapy,
occupational therapy, and legal assistance [40].

MODERN COMMUNITY PSYCHIATRY PROJECTS

IN ROMANIA

One community psychiatry project that took place
in Romania with the contribution of the European Union
was the RECOVER-E project (start date 01.01.2018 - end
date 31.12.2021). The aim of the project, which was
implemented in Siret, Romania, was to train CMHTs
to provide evidence-based mental care services within
the community [37]. The conceptual backbone of the
training program was based in the principles of assertive
community treatment (ACT). The ACT model was
a program designed in the 1970s by Stein and Test as
a specialized care package designed to meet the needs
of severe psychiatric cases, characterized by either high
service use or chronic or severe diagnosis. Health care
is implemented by a multidisciplinary team comprised
of psychiatrists, nurses, case managers, and employees
of community-based services, and sharing of caseloads
and 24-hour coverage among clinicians [36]. In this
study, services were offered to patients, who shared
any decision making, and included aid in domains such
as psychiatric symptoms, personal or social functioning,
and were recovery-oriented. Changes in functioning
were measured using the World Health Organization
Disability Assessment Schedule 2.0 (WHODAS 2.0),
where outcomes were assessed using the three-level
EuroQolL five dimensions (EQ-5D-3L) and costs were
also measured with the Trimbos/iIMTA Questionnaire
on Costs associated with Psychiatric illness (TiC-P) [41].
The most stringent needs of psychiatric patients were
in the following domains: participation in society, life
activities, managing the household, and going to school
or pursuing a career [37]. Another study assessed the
confidence of mental health staff in terms of providing
various services to patients, with interesting results that
highlighted differences in confidence between nurses
and peer workers (low confidence) and psychiatrists
or psychologists (high confidence) [42]. Overall, the
RECOVER-E project was a promising initiative that offered
a varied and complex perspective on the therapeutic
dynamic of healthcare personnel and patients outside
the hospital setting.

The SEE Mental Health Project (“Enhancing Social Cohesion
through strengthening Community Mental Health Services
in Southeastern Europe”) was a project carried out by the
WHO between 2002 and 2008 and involved nine countries,
among which Romania was a participant. The aims of
the project were to ensure that mental health policies
and legislations were in line with European Community
standards and to implement programs concerning mental
health that addressed the needs of patients within their
community. Results of studies on the SEE Project showed
that patients value the relationship with mental health
staff. However, one important issue that negatively affects
the quality of life and treatment satisfaction of patients
is unemployment [43]. There are two key requirements
to consider when assessing a patient’s response to therapy
for a psychiatric disorder: the need for community
integration, and the need for intimacy [44].

An important project with interesting and varied
implications in the domain of Community Psychiatry
in Romania is the “Horizons" project carried out by the
“Orizont” Foundation. The organization functions as an
NGO and aims to support mentally ill people in regaining
self-confidence and acquiring skills that enable them
to lead active and independent lives. The objectives of the
project are to inform and educate mental health patients
about the issues they are facing, to use occupational
therapy to teach skills, to raise awareness within the
community about mental health issues, and to aid in the
social and professional reinsertion of mental health
patients. To achieve these goals, the foundation has
created workshops in domains such as health, education,
pottery, weaving, iconography, gastronomy, tailoring,
and computer science, among others. Furthermore, the
foundation offers protected living spaces for patients
and is involved in fighting stigma and advocates changes
within the community to benefit psychiatric patients [40].

In 2007, the RO-UA Mente project took place in the
Campulung Moldovenesc Psychiatric Hospital. Its aim
was to facilitate information and experience exchange
between mental health professionals from Romania and
Ukraine [40, 45].

In Bucharest, the TREPTE Center operated within
the “Alexandru Obregia” Psychiatric Hospital. It was
a day care service founded by the Romanian Association
of Community Psychiatry that offered services such as
psychological evaluations, education groups for patients
and their families, health education, individual and
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group psychotherapy sessions, as well as activities that
trained social and practical abilities, self-help groups,
and recreational activities [46]. However, in the case of
comorbid psychiatric disorders with a somatic pathology,
the resolution of the latter can, at the same time, lead to the
remission of psychiatric symptoms [47]. On the other hand,
in severe cases, in terminally ill patients, the responsibility
for care should not end with their death but continue by
offering appropriate support to the family [48].

CONCLUSION

Romanian mental health workers and specialists are
educated and experienced in implementing community
psychiatry methods in the complex treatment of the
mental health patient. Additionally, there are numerous
and varied community-based treatment options, from
day centers to advocacy groups, which are involved in the
rehabilitation of patients.

Community Psychiatry in Romania is a budding field
that can greatly aid in the management and treatment
of psychiatric patients in urban and rural areas. In order
to create a strong and efficient network of specialists
invested in this cause, efforts must be made to apply the
principles of deinstitutionalization and community health
care. In order to support this endeavor, policies must be
put in place to combat the stigmatization of people with
mental illnesses in order to allow for their better integration
into society and easier access to employment. Furthermore,
training medical staff such as nurses and primary care
physicians to care for and manage mental health patients
must be a priority in this regard in order to develop the
practical skills required to deal with the requirements of such
a community-based approach. Finally, there is a considerable
need for complex systems analysis that use population
statistics in order to gain a more comprehensive view of
the situation of mental health patients in Romania today.
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COMMENTARY

Formation of a New Paradigm
of Social Interaction: On Touching
and on not Touching
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ABSTRACT

The COVID-19 pandemic greatly accelerated the use of online technologies for communication, as opposed to contact
involving physical presence and touch. This commentary further considers the consequences of this change in individual
human terms, in everyday as well as medical situations. It is a kind of discussion paper, specially written for this journal.
It develops two directions of argument, the first about the reality of embodiment, the second about figures of speech
involving touch and movement, figures of speech about the actions of whole people rather than about mind (spirit) or body
separately. The discussion reviews the nature of differences between communication involving physical proximity and
physical distance (and electronic media), with comments on the positive and negative aspects of each. An emphasis on the
significance of touch (and movement, since all touch involves movement) to people is linked to the basic aspects of the lifecycle
in birth, reproduction, and death. In conclusion, the discussion emphasizes the traditional importance of touch and physical
participation to people’s feeling for reality. New digital forms of relations disturb this feel, with significant consequences.

AHHOTALNA

MaHaemust COVID-19 B 3HaUMTeNbHOM Mepe CoCcobCTBOBaNa CTPEMUTENIbHOMY BHEAPEHWIO OHNAMH-TEXHONOMUIA AN NX
NCMO/b30BaHNSA C Lie/Ibio 0BLLeHS, 3aMeHNB KOHTaKTbI, MpejnonaratoLuve ¢pusnyeckoe NpucyTCTere U MPUKOCHOBEHME.
B flaHHOV CTaTbe, HOCALLel ANCKYCCUOHHBIV XxapakTep, MoAPOBHO paccMaTpPMBAOTCS MOCNEACTBIS 3TOr0 3MEHEeHNs ANs
OTZe/IbHOr0 Yel0BeKa, Kak B MOBCeAHEBHbIX ObITOBBIX 1 COLMAnbHbIX, Tak 1 B MEAULIMHCKMX CUTyaLmsX. B xoge ob6cyxaeHns
pa3BMBalOTCA /jBa Hanpas/eHNs apryMeHTauun: nepsoe — O peasibHOCTY TeleCHOro B3anMOAencTBums (MprKacaHunia),
BTOpPOe — O pUrypax peuu, CBA3aHHbIX C KOMMYHUKATUBHbLIMW B3aVMOZECTBUSMY 1 ABUKEHWEM, a TaKXKe O JeNCTBUSAX
Ntofiel B LeNIOM, @ He JBWDKEHUS pasyma (Ayxa) uan Tena no otgenbHocTh. MoApO6HO paccMaTpuBaeTcs Mpupoja
pasnunii Mexay obLLieHeM, KOTOpoe BKIYaeT GU3NYecKyto 6a130CTb, 11 KOTOPOe OCYLLEeCTBIAETCH Ha pacCTOSHUN
(ANCTaHLIMOHHO, C UCMO/Ib30BaHVEM 3/1eKTPOHHbIX CPEACTB Nepesayn MHGOopmMaLmm), C KOMMEHTaPUAMY O MONOXNTENbHBIX
N OTPULIATE/NbHBIX acrekTax KaXAoro 13 crnocob0B KOMMYHMKaLmm. Ocoboe BHIUMaHNe yAenseTcs 3Ha4eHWIo ANs YenoBeka
daKTa NPUKOCHOBEHUS (M ABVXXEHWS, MOCKONBKY t0b0e NMPUKOCHOBEHWEe MpeAnonaraeT AB/KeHMe), KOTOpoe CBA3aHO
C OCHOBHbIMU acrneKTamMu XXM3HEHHOTO LiMK/Ia POXAEHNS, BOCMPOMN3BEAEHNS MOTOMCTBA M CMepPTW. B 3akoueHnn AnCKyccnm
noA4epKMBaeTca TPaANLMOHHAA BaXHOCTb MPUKOCHOBEHNIA 1 GU3NYECKOro yHacTusa ANs CO3AaHNA Y N0Aei OLLyLLIeHNs
peanbHOCTW. HoBble LippoBble GOPMaThl OTHOLLEHWA HapyLLAtoT 3TO OLLyLLieHMe, YTO BleYeT 3a CO60I 3HaUNTebHbIe
NoCNeACTBAA — HapyLUEeHMe OLLYLLIEHWS pealbHOCTU, HEMPUHATYE COLMaNbHO 00YCOBNEHHbIX FPaHNL, B3aVIMOZENCTBIIS U 4p.

Keywords: touch sense; kinesthesia; feel for reality; COVID-19; digital technology; lifecycle
KnioueBble cnoBa: oca3aHue; KuHecme3sus; owyweHue peansHocmu; COVID-19; yugpossie mexHoa02UU; HUIHEHHbIU YUKA
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THE PANDEMIC AND TOUCHING

At the end of 2020, the first year of the COVID-19
pandemic, this medical journal published a commentary
by a non-medical observer, “The virus COVID-19 and
dilemmas of online technology” [1]. Under the conditions
of the pandemic, as indeed is generally the case with
health issues, it is neither possible nor desirable
to sharply demarcate medical and non-medical topics
and questions. The overlap of medical concerns and
daily life is especially evident in connection with touch
and touching. Touching, such as feeling the pulse
or palpitating the chest, has a large place in different
traditions of medical diagnosis, and “the healing hand”
a large place in different therapies. Equally, touching
is central to human relations. This commentary continues
discussion of the consequences, accelerated by the
COVID pandemic, of changes in the balance of freedom
and restrictions on actual physical contact or physical
presence between people. The purpose is to encourage
discussion, not to report scientific results, and the
style is therefore open-ended. New rules on contact in
response to the pandemic almost overnight multiplied
concerns about the impact of changes coming about
through new digital media of communication. More than
a year has passed since the first discussion, with signs
that governments and people are now adapting to the
presence of the virus, rather than hoping that it (or new
forms of it) will disappear. This may make it of interest
to comment further and, on the basis of more experience
and reflection, deepen some of the earlier observations.
The discussion will concentrate on touching and
not-touching. In particular, it will consider the importance
of the touch sense — and the sense of movement too,
since touching involves movement — to the feel each
person has for reality [2-5].

| first restate two large, related points, before taking
each further.

The first point concerns embodiment. Any discussion
of the effects of the presence or absence of touch and
physical closeness has to start from the existential
condition that people exist with bodies, the condition
known in touch, movement, and bodily senses. Any
restriction on touching and movement is, in effect,
a denial or at least an attempt to marginalize this
condition. (Asserting human embodiment, it is perhaps
necessary to add, says nothing about what else
in addition human beings might be — possessors

of a soul, language users, computers, moral agents
or whatever other characteristic belief directs us to
accept.) It is therefore awareness of the disembodied
nature of relations made possible by new technologies,
and demanded by police powers in lockdown, that is of
interest in the following discussion. Communications
technology, like VKontakte, Odnoklassniki, YouTube,
Zoom, and the telephone, makes “contact at a distance”
possible, and it has a fantastic capacity to enable
people to communicate around the world. The issue
that will now be discussed, however, is whether this
communication, this contact, is indeed rightly called
“contact”. For this author, and for many people in the
society in which he lives (in which, in everyday English,
“he moves"), the sense of reality is bound up with the
experience of the body, its birth, life and death. This
appears to be universal, but we do not really know,
and anything said about experience is said in terms of
the language and cultural assumptions of one group
of people rather than another. The question, though,
is what happens to the sense of reality of people likely
to read this journal when patterns of touch change.
The second point concerns language and figures
of speech involving touch and movement. People
commonly discuss this as a matter of “metaphor”, though
this may not be quite the right word and not strictly
accurate. At issue is ordinary language: “She moved him
to tears”; “I'm touched by your concern”; “the nurse has
a healing touch”; “hands off her!”; “that was a stupid

ne u

move”; “an approach to an agreement”; “she has no
grasp of reality”; “he has hands-on experience”; “a new
political movement”; and so on. These figures of speech
are ubiquitous and almost without number, in Russian
as well as in English. Create your own list. It is of huge
significance that these figures of speech apply equally
to mind and body, that is, they apply to embodied
persons. (For example, the injunction, “Stand on your own
two feet!” is given to a person not to a mind or to a body.)
The figures of speech refer to actions of people, rather
than to mental or bodily phenomena. It is therefore not
at all clear that these expressions are simply metaphors
based on bodily senses, as many people writing in the
light of biological ways of thought argue [6]. These figures
of speech express everyday rather than specifically
medical or scientific knowledge about the importance
of touch and movement, though they certainly also
have many medical uses and implications.
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At the beginning of the pandemic, to the naive question
why being physically present with other people, face
to face, in contrast to being “in touch” online, mattered
or made a difference to anyone, | received the simple
answer: “We are embodied!" This is profoundly correct.
In a way, nothing more needs to be said.

The digital human image, let alone the telephone
voice or message, is a partial representation and not the
whole person. Digital images, for instance, certainly have
no smell. There is usually not even a picture of the whole
body. Most importantly, there is no third dimension, no
representation of the way in which in actual presence
we appreciate space, thickness, depth, weight, and
solidity (and note how each of these words has
significant metaphorical resonance), and hence there
is a lessening of appreciation of physical presence
or physicality. Everyday figures of speech have a lot
to say about this: something is judged negatively to be
two-dimensional, while something is judged positively
as having three dimensions. The digital image is usually
avery different size from an actual person, usually much
smaller, though in a cinema it may be larger. Further, the
online image comes “framed”. Itis artificial in the sense
that a considerable part of the geography or ecology,
that is, the surrounding conditions, of a person’s life
is cut out, or at least the penumbra of sensations
jostling at the edges of awareness in actual presence
is diminished or changed.

Online sound is often not that good and requires
concentrated attention. People online frequently
devote much time and effort to handling the technology
rather than to communicating with each other. Silences
or spaces of non-communication and awkward posture
abound. By contrast, when two or more people
are physically together, the repertoire of movement
and gesture of the whole body may participate
in a continuously changing flow. (Of course, direct
communication can also be embarrassingly awkward.)
Offline, there may be considerable unanticipated
activity. Online, many people feel, there is less gesture,
less spontaneity, less dialogue. When teachers teach or
lecture online, they do not see the audience. They are
very uncomfortable speaking into “empty space”, since
good speaking has the audience in mind — it invites
a response, and the speaker requires that response,
and even if the response takes the form of silence this
at least is visibly shared. The gesture of speech asks to

meet the gesture of reception. This is badly disturbed
online. Nevertheless, itis also true that people find new
opportunities online and say that there are openings
for surprise and novelty, with less embarrassment
or modesty, not to mention access to new audiences.

Indeed, generalities break down. If for many people
there is greater formality in online relations and less
spontaneity or play, for others there is liberation. Yet,
there is still something to be said about the general
significance of touching in human life and how this
is affected.

THE SIGNIFICANCE OF TOUCH

Itis intrinsic to the nature of online media that there is no
means to touch. To be sure, when people are physically
present together there may also be no touching, and
indeed it may be strictly controlled. Yet an imagination for
touching colors all the relations a person has with things
and people, online and offline, and there is something
more vivid or pressing about this imagination when
people come together. The three-dimensional perception
of facing a whole person or object, the “physicality”
of a perception, makes a difference. The absence
of actual touching, online or offline, may bring on feelings
of deprivation, feelings that vary from the mild sense
of something missing to the painful absence that most
clearly disturbs young children and older adults. These
feelings of presence and absence profoundly inform the
erotic dimension in relations. In spite of the ubiquitous
availability of online “contact”, large groups of people
persist in objecting to online sexual relations and claim

|" |u

that it is not the “real” thing — and by “real” here, they
evidently mean morally or psychologically as well as
physically real (once again using ordinary language to talk
about persons, not minds or bodies). As a host of human
interactions, including medical ones, move online, the
same issues recur: do the new media reproduce the

|n

“real” encounter?

A person sees another person move online, and the
other person sees the movement of the first. But the
movement feels rather “detached”. What does this mean?
There is the opportunity on video or TV to see the most
wonderful movers, like ice-skaters, close-up, which might
be very difficult to manage, and certainly very expensive,
to do live. Most of us are not otherwise going to experience
a cheetah racing to the kill than by watching a video.

But these moving animals or people are “at a distance”,
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and this is an emotional distance as well as a physical
one. The distance is not just a matter of physical space
but of imaginative space. There seems to be a gradation
in imagination, linked to physical presence or absence,
for closeness in all its manifestations.

How people feel about closeness and distance clearly
varies with personal habits and social customs. The
variety of positive and negative responses to internet
usage show this. Is it the case, then, that with time,
practice and, if necessary, retraining, people will fully
adapt to online life? All people, for everything or for
most things? It is in the interests of many institutions
that they should adapt in order to accomplish many
daily activities: governments that want to move to online
voting, universities that want the low-cost option of online
teaching, overworked public medical centers that do not
want to make time for patients to be physically present,
businesses that want to employ fewer staff. Once an older
generation, which finds adaptation to new technology
difficult, has died out or become economically marginal,
we might think that there will be a “brave new world” of
digitally competent, happily adapted, and fully satisfied
electronically competent people living at a distance from
each other. Well, no.

This response returns to embodiment. A person is born
from a womb, lives an embodied life, and dies when the
body ceases to function. The very nature of the lifecycle
is in its embodied character. This is the way it is, even if
this is an area of very expensive, and hence geographically
and socially localized, technological innovation, with
a lot more promised, involving artificial wombs, artificial
insemination, and the significant prolongation of life. | do
not predict the future. But, speaking about the present,
the reality for the overwhelming majority of people
is a reality tied to the embodied lifecycle. The social
practices that accompany the lifecycle directly reflect this.
Life begins in a relationship, once again both psychological
and physiological, between child and mother, and much
of society is organized around this. New life originates
when embodied people come together, elaborately
orchestrated in courtship and marriage. Death all too
painfully cuts across lives, accompanied by significant
ritual. At each step, people wish to come together and
do come together. It was one of the most obvious costs
of the pandemic, and for many the costs were painful,
that regulations prevented these practices. Put bluntly,
people are not born, do not reproduce, and do not die

online. Further, the ritual sharing of these events with
physical presence is central to the social fabric. In Russia,
the father goes to the hospital to receive the new child;
he does not watch a video.

| am present at a funeral. Consider only the last step,
the burial of the ashes. The ashes are physically present
within a container in a blue plastic urn. Before the urn
is placed in a physical hole in the earth, in a physical place
under trees, a place walled around to preserve it from the
encroaching city, the members of the close family of the
deceased in turn extend an arm and touch the urn. After
the ashes are laid to rest, the attendant forms a small
mound of earth over it and covers the mud around the
mound with clean white snow. The living then /ay roses
on the mound. Their posture, not words, says farewell.
This is the everyday form of human relations.

This concern with presence and with touching
is as important for mundane relations as well as for
significant events. It is very striking that students, who
are highly adapted to online technologies, given the
chance, still choose to gather together. People like
to gather physically precisely because the outcome
is not predictable, and the manner of relating is not
necessarily instrumental and for a fixed purpose. There
is scope for playfulness, spontaneity, dialogue, flirting,
rule-breaking and, it must be said, violence. All these
things are in principle possible online, and indeed do
exist there; yet, at least at present, it seems to be the
case that they flourish offline, and that people, given
the chance, go to cafes, dance together, sit around the
kitchen table, push each other about, and seek physical
intimacy. Itis as if people wish to declare in their actions
that they are embodied and alive.

An intellectually smart young computer programmer
comes to visit (he has to come because sometimes
paperwork is still necessary). He works all day at his job,
which involves programming a kind of virtual reality so
that pilots can safely learn how to handle aircraft. At the
end of the day, he affirms, programmers have a strong
desire to have contact with “the real world” (his phrase),
to return to real as opposed to virtual presence, to have
contact with things and people. Though images move,
gesture, talk, perform, and give pleasure and pain, just
like physically present people, it seems there is still
appetite for face-to-face relations, even among the
most sophisticated users of new technology. There is still
concern with the feel for reality.
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THE EMBODIED BEGINNING OF LIFE

This emphasis on the persisting expression of
embodiment suggests it is appropriate to consider
a psychoanalytic “approach” (another figure of speech
involving movement) to understanding the significance
of physical presence. Before birth, the child and the
mother are in the most intimate possible contact, an
intimacy so close it is a kind of identity. The fetus begins
to make some movements of its own after about eight
weeks. Itis also generally agreed that the fetus develops
some kind of sensory awareness, perhaps through
movement, pressure, or the rhythm of the mother's
heartbeat and breathing. Both movement and awareness
are unarguably present at, and immediately after, birth.
It was the large contribution of Melanie Klein to focus
on the early days and to discern in them the formative
experiences for the subsequent character of the child
and adult. The essential mechanism (I very much simplify)
is said to be that the initial pleasurable or painful,
satisfying or frustrating, quality of the baby’s contact
with the mother, and subsequently with other caregivers,
establishes an appreciation of what a relationship is. The
early relations, made through touching and movement,
create a model against which the individual tests and
judges all subsequent relationships. It is a stock joke
about a boy seeking a close relation with a girl that he
seeks his mother. The child projects the image it has of its
first relationships onto the world of other things and
people. Children deprived of contact, as painful stories
from orphanages and dire backgrounds of violence attest,
may develop an incapacity for good-quality relationships.
In therapeutic practices, the analyst tackles the difficulties
people have relating to each other and to themselves,
and the pain that certain kinds of relations cause, through
the reconstruction of the roots of the relations in the
early days of movement and resistance in embodied
relationship with the mother.

If we accept some form of this persuasive argument
in psychology, movement and touch emerge as the
template for the formation of relations of all kinds. Donald
Winnicott's theory of transitional objects, for instance,
understood the attachment young children have to an
object such as a blanket or a soft toy, as the projection
onto something else of affective qualities earlier found
in attachment to the mother. The objects effect the
achievement of children’s wider relations. It becomes
possible to connect the theory of transition to the

empirical study of touch practices, implicating kinesthesia
(or the conscious sense of movement) to a person’s
ecology, to the feeling a person has for relations with
the world in space and time. For instance, Winnicott
himself associated the earliest movements of the fetus
with movements later interpreted as aggression, thus
associating the sense of movement with core emotional
or affective experience. For Winnicott, the very activity
that shows that an embryo is alive sets up the pattern
of aggression fundamental to personality: “A baby kicks
in the womb ... A baby of a few weeks thrashes away
with his arms ... A baby chews the nipple with his gums;
it cannot be assumed that he is meaning to destroy or
to hurt. At origin aggressiveness is almost synonymous
with activity” [7]. Moving, the baby produces a response,
which in turn enters awareness, and the sense of this,
permeated with emotion, is the core of the subjective
world. Almost inevitably in Russia, one wonders how the
once common practice of tight swaddling of infants fits
into the account.

If, as some psychoanalysts claim, early days before
and after birth lay down patterns of relations which
shape all of a person’s subsequent life, then the pattern
of experienced movement would seem to enter every
aspect of a person’s character and social relations. As
people move, so they are. For Maxine Sheets-Johnstone,
both a philosopher and a dancer, who argued at length
about the centrality of sensed movement in human
life, “we humans learn ‘which thing we are’ by moving
and listening to our own movement. [8]" It inevitably
follows from this that any change in a person’s scope for
movement, and through movement coming into physical
relations with other people, has deep consequences for
them. It is clear why touching and not touching matters.

Speculatively, we might wonder about the difference new
reproductive technologies will make. If babies are born
from one woman'’s body and then cared for by another,
or if babies come to birth in an artificial and extremely
expensive womb (‘in a test-tube’, as humor has it), how
will their felt movements and resistances, and hence the
quality of their relations, differ? Some people will recall
fearfully how Frankenstein gave birth to his monster [9].
The monster was not ‘born of a woman’ (Job, 14) but
assembled, like a machine in a factory, from parts, parts
torn from cadavers, fastened together, and then made
alive by electricity. Other observers take a much more
optimistic view and anticipate the coming transcendence

Consortium Psychiatricum | 2022 | Volume3 | lIssue 2

141



of the human species. But if we do not know what will be
in the future, we do know that the quality of embodiment,
and the consequences of that embodiment in touch and
movement, will make a difference.

The technology of virtual realities has extraordinary
effects. Yet, relishing or having fun with virtual reality
depends on the contrast virtual reality offers with “real”
reality (if you will allow this play with words). However
sophisticated the machine that mediates reality, the
body of the subject interacting with the machine remains
present. Even were we to imagine a machine replacing
all the senses at once — though what kind of presently
imaginable machine would replace all the sensations of the
body, and most especially the body’s sense of itself? —
the body, with all its posture, biochemistry, hormones, and
dispositions, would still be there. Our programmer says
that professionals like himself, compared to people who
play with virtual realities or create artwork, are especially
sensitive to the difference and want to return to reality
after work. This response establishes a parallel with the
fact that there is a continuing or, after the pandemic,
renewed desire for live performance in the sports and
in the arts. Why indeed, should this be, apart from the
obvious financial interest theatres, companies, teams
and stadiums have in getting a return on investment
and in providing many people with a living? Individual
performances in both sport and the arts are much more
visible on the screen at home than live. Yet people pay
to be present for embodied performance.

At the time of writing, the Winter Olympic Games were
in progress in China. They looked like a model of controlled
relations for purposes which traditionally have involved
great numbers of different people physically coming
together, but for which, on this occasion, numbers have
been restricted. Journalists talked of people moving
in “bubbles”, that is, in groups hermetically sealed
from other people, and of robots rather than other
people serving in canteens. There was only token public
participation: live viewing was restricted to performers and
their trainers, government Party members, and a few elite
visitors and students. Of course, there was mass viewing
worldwide through the media. Different people have
different opinions about the benefits and costs of what
went on. The athletes, to be sure, performed brilliantly,
and their agreement to do so in such circumstances
suggests just how intensely they had committed
themselves to competitive performance. The point |

think it relevant to make here is that the arrangements
“worked” because they achieved a very closely defined
purpose, competitive sport, without interference from viral
infection or political commentary. The arrangements were

|n

narrowly “instrumental”. The arrangements formed a living
model of a “closed” as opposed to an “open” society, and
an engineering as opposed to an organic model of human
relations. Yet, even so, the athletes physically gathered.
They did not send in videos of their best performances
for the judges to compare.

There are many circumstances where, people agree,
or at least significant groups of people agree, lack
of physical contact is desirable. Considerable numbers
of individuals and scientists, as well as governments,
agreed that the pandemic created such circumstances.
Many people value the conditions that put an end
to unwanted touch in relations with others. Anyone who
has experienced the condescending hand on a shoulder,
let alone women who have experienced the offensive
hand claiming ownership of the body, knows about this.
But there is still a desire for touching. Why?

TOUCHING REALITY

The concluding section draws the threads together
in order address this question by saying something about
reality. “Reality” is a very complex philosophical notion,
about which people make many different kinds of claims.
The purpose in this commentary, | want to be clear, is
therefore not to naively state what reality is. The purpose
is to point out that the feel for reality that people express
in their lives, in present-day modern societies, and in the
traditions of these societies, is bound up with the senses
of touch and movement. Many of the figures of speech
which have reference to touch and movement, and make
the world familiar, implicate beliefs about reality. We refer,
for example, to “palpable” evidence, or “grasping” reality,
or “getting a grip on” events. In such language, we see
how everyday thinking presupposes an “I" participating
in a world through its action and by resistance to it.
Knowledge of action-resistance in human being appears
to originate with feelings of the body and its motions,
and with touching and being touched. (As suggested,
this origin may be very early, in the womb.) As a result,
it is a commonplace part of everyday life to assert that
something is real if it can be touched. (To be precise: if
it can be touched, it is likely to satisfy common sense that
something is real, even if this will not satisfy philosophical
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argument about what constitutes reality and how we
can know it.) This is the position famously exemplified
in English lore by Samuel Johnson, who, in 1763, kicked
a stone in order to demonstrate material reality and refute
the idealist philosophy of Bishop Berkeley. If in kicking
a stone a person says they do not feel the stone is real,
we think them mad. Indeed, disturbances to a feel for
reality, and a stated sense of unreality, can be part and
parcel of psychotic conditions.

This association of touch or movement and reality
has a long history and deep cultural meaning. It comes
supported by the highest authority. When Thomas, among
other disciples, saw Christ appear after his resurrection,
he doubted what he saw. “Doubting Thomas” made the
surely forgivable demand: “Except | shall see in his hands
the print of the nails, and put my finger into the print
of the nails, and thrust my hand into his side, | will not
believe” (John, 25). Christ offered his resurrected body
to human touch (which required movement: “to put”,
“to thrust”) in order to confirm its reality. In the inclined
body, the handshake, the embrace, the nose-rubbing,
the kiss, and now the elbow-touching, we re-assert the
cultural forms of mutual human recognition through
touch and movement. Though the particular forms
of gesture vary hugely according to local custom and
tradition, each gestureis, in its nature, a form of touching
and movement. An obvious question follows: when new
technology or restrictive regulations affect the senses
of touch and movement and therefore the expression
of gesture, how far and in what ways does this change
people’s feel for reality?

Electronic media certainly bring people into relations
and sustain them in circumstances where relations would
otherwise collapse. But, as the previous discussion has
attempted to illuminate, these electronically mediated
relations are not identical to relations involving physical
presence. Most obviously, there is no touching, and
no possibility of being able to do so. Indeed, from the
beginning of sound recording, photography, film, and TV,
there has been discussion about the way the media convey
a different picture of reality and foster new imagination
about it. Media mediate. But the sheer capacity of digital
media to create new images and realities has gone
much further in leading people to question the nature
of previously taken-for-granted differences between
the real and the manufactured, and the natural and the
artificial. One large and prominent consequence is the

worldwide discussion of the role of fake information and
fake news. Awareness of the mediating nature of media
encourages some commentators to state that no one
notion of reality is sustainable, or that all claims about
reality cannot be trusted. Yet, people carry on their
everyday lives, and certainly respond to social conditions
like poverty, or to pressures to immigrate, or to medical
conditions, not to mention to events in the lifecycle,
in ways that do presuppose that there is a reality for them.
The feeling for reality continues to matter personally,
in spite of new media. This is not the place to develop
this particular discussion, but statements and actions
that devalue people’s feel for reality have consequences.
This is dramatically evident, for example, in the inability
of governments to successfully persuade people of the
medical value of vaccination. Facts have significance only
if there is an agreed-upon feel for reality. And that feel
is bound up with touching.

Ask yourself: Why do | feel real? It seems to me likely
that you will answer: Because | have a body. And you
know about this embodiment for many reasons, though
certainly because you have bodily and tactile senses, which
centrally include the sense of movement and of resistance
to that movement, but also include such conditions as
pain. Ill people know a lot about resisting bodies. And
what could be more real than pain? By contrast, in some
cases disturbed people do not feel real at all, or they have
what other people think a very distorted sense of reality
(as in an anorexic person’s feeling of being overweight).
That individuals conduct their lives in terms of what bodily
senses reveal as real is not in doubt. It seems an obvious
step to frame an understanding of this in terms of the
key features of the lifecycle — the manner of birth and
the boundary of death. Everyone was once a baby and
everyone has a body, and everyone will die, and that past,
this present and that future is there, and everyone we
judge sane is aware that it is there through movement,
contact, resistance, and other bodily senses.

Certainly, videos or virtual games also display movement,
often beautiful or violent movement, but this movement
is at one “remove” from the way each person originally
felt movement. To experiment with some of the
differences, watch yourself move in a mirror; then take
away the mirror and look “inside yourself” at the same
movement. There are different kinds of awareness, and
there is a feeling that some kinds are more essential
to a feel for reality than others.
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There is a branch of electronic engineering called
haptics. In due course, manufacturers will market
everyday products communicating touch. (In a way,
they already do, since phones and other tools require
touching to work, and there is remarkable proprioceptive
knowledge — largely non-conscious knowledge —
at work in people’s use of touchscreens.) Perhaps new
tactile media will produce a lot of sensual entertainment
and even pleasure. At the moment, however, it does
not seem likely that new devices, any more than those
used for existing media, will persuade people that
a tactile image of a person is the real person. There
is more to the feeling of touch than the sense of literal
contact with surfaces, and this more comes from the
inclusion of touch in the body senses, including the
sense of movement. Such new devices will have to be
very good indeed to reproduce the sheer range of tactile
sensation (texture as well as pressure, for example), let
alone the complexity of the body senses and sense
of movement. The engineers face difficulties: “Compared
to ordinary visual and auditory sensations, haptics
is difficult to synthesize. Visual and auditory sensations
are gathered by specialized organs, the eyes and ears.
On the other hand, a sensation of force can occur at any
part of the human body, and is therefore inseparable
from actual physical contact. These characteristics lead
to many difficulties in developing a haptic interface. [10]"
When “the feelies” (in parallel to “the movies”) come
online, it is probable that the range of sensation will
be limited in comparison to existing forms of touch
and bodily sensation. Even so, the new media will lead
to further questioning of the nature and experience of
reality. It is not possible to change people’s experience
of the touch and movement senses without also changing
the very nature of the relationship they have with the
world and their feeling for whom and what they are.

The commentary offers a framework for closer inquiry
into how touching and not touching affects individual
lives, especially lives where isolation, resulting from either
social or medical circumstances, has a large place.
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