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Editorial

Social challenges
of contemporary psychiatry

Psychiatriki 2017, 28:199-200

Psychiatry and society are interrelated and the biopsychosocial model continues to dominate the clinical psychiatric
practice. Some doubts have been expressed in recent years about the value and the wide acceptance of the biopsycho-
social model. Ghaemi (2009) considers it to be anti-humanistic and advocates the use of less eclectic, less generic, and
less vague alternatives. The fundamental changes that have been witnessed in our times across the spectrum of biology,
psychology and sociology have made necessary that a conceptual clarity should prevail.

The remarkable advances in neurosciences, neurobiology and genetics tend to swing the emphasis towards a more
biological basis. Psychosis for example is the condition often regarded as being biologically constructed and most inde-
pendent of the social context. The symptoms, however, of hallucinations and delusions in psychosis have social meaning
for the person experiencing them and are primarily defined socially.? Furthermore, vulnerability is often the result of
social trauma, whether in the form of recent stressors that trigger onset, or earlier circumstances that shape cognitive
and emotional style. Moreover, the approved treatment and management of long term psychiatric disorders has involved
interventions that are either directly social, or psychosocial. Furthermore, doubts have also been raised by the endophe-
notype project,’ related to the genetics of schizophrenia. Cohen” suggested that there may be more individual genotypic
patterns associated with schizophrenia than people with schizophrenia on the planet. A recent alternative interpretation
(network approach) is gaining some support. It suggests that a stressor causes symptoms that activate other symptoms,
in a circular, self-reinforcing way.® This theory moves away from psychiatric disorders being traditionally conceptualised
as categorical or dimensional models.

While psychiatry has shifted its focus to a more biological approach, social factors still have an important role in cross-
cultural diagnosis, psychiatric disorders relating to social deprivation, rehabilitation and enabling social inclusion. The
degree to which society is willing to accept people with mental health problems has an obvious impact on their quality
of life. We live in a period of cataclysmic social changes with disastrous wars, increased poverty and growing income
inequality. The consequences on mental health are phenomenal with epidemics of self-harm and suicidality, higher rates
of depression, and intensifying diagnosis of mood and conduct disorders in children and young adults. Other adversities
include the disproportional number of people with mental health problems in prisons and penal institutions, the massive
escalation of dementia sufferers and the shortcomings of the aspirations of community mental health care. In addition,
there is an escalating social pathology with significant numbers of refugees and asylum seekers and rising numbers of
homeless particularly in urban areas of the developed world. We should not, however, overlook the better rates of treat-
ment for mental health problems, the emphasis on human rights, the empowerment and the service users’ participation
and the development in global mental health.

All these social factors are important to contemporary psychiatry presenting complex challenges and demanding ur-
gent attention and action.® There is a need to embrace the development of evidence-based mental health services and a
pluralistic approach, which balances appropriately the relevance of biological, psychological and social factors associated
with mental health problems. The concept Meta-Community mental health builds on the successes of biological, psycho-
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logical, social and community psychiatry.” It incorporates neurosciences, sociology, psychology and anthropology and
is delivered wherever the evidence shows that it makes a difference, whether in community or hospital, prisons, schools,
court-room, place of work, refugee camp or battle-front.

New technologies should be included for public information and education together with e-mental health, training
of providers, tele-psychiatry and self-help methods delivered via IT. The boundaries of mental health are enlarging very
rapidly and indeed new stakeholders and partners should be welcomed. This opens exciting possibilities but also creates
some risks and strong evidence base should continue to guide us. Likelihood of finding early diagnostic and individual-
ized treatment for psychosis, autism and dementia are likely to be of high financial cost.

The importance of the social challenges of modern psychiatry was recognised by including mental health for the first
time in the New Sustainable Development Goals of United Nations that will determine the global development by 2030
aiming at the promotion of life expectancy for all.® Strengthening the prevention and treatment of mental health prob-
lems is a massive task for sustainable development as mental health has a direct impact on the whole range of Sustainable
Development Goals.

N. Bouras
Professor Emeritus of Psychiatry,
Institute of Psychiatry-King's College, London, UK
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ApOpo cuvtaénc

Kowwvikég mpokAnNGeLg
TG GUYXPOVIIG PUXIATPIKKG

WYuylatpikry 2017, 28:201-202

H Yuxiatpikn kat n Kowvwvia givat aAANAEVOETEC Kal TO BIOYUXOKOIVWVIKO HOVTENO GUVEYXICEL VO KUPLOPXED OTNV KAVIKH
PUXIATPIKA, TTAPATI £XOUV EKPPAOTEL ApPIBONIEC Ta TEAEUTAIA XPOVIA OXETIKA UE TNV eupeia amodoxn Tou. O Ghaemi' Bsw-
PEl 0TI Sev gival apKeTA avBPWTIOTIKO Kal UTTOOTNPICEL TN XPHON AYOTEPO YEVIKWV KAl A0PIOTWV EVAANAKTIKWY AVogwv. Ot
Bepehwdelg aANayEG TTou TTapATNPOVVTAL GTNV EMOXNA HAG KAl KAAUTITOUV OA0 TO €UpU pdaopa TG Bloloyiag, TG Yuxoloyi-
ag Kat TNG KovwvioAoyiag Kat KaBloTolv avayKaia Tnv €VVOLIOAOYIKF CAPRAVELD TWV XPNOIUOTIOIOUUEVWY OPWV.

Ot alpaTtwdelg e€eNi€elc OTIC veEupOEMIOTAMEG —oupTTEpIAapBavouévng TNG VEUPOBIoAoyiag Kal TNG YEVETIKNG— Teivouv
va Swoouv peyaAUTepn éupaon oty emidpacn Twv BLOAOYIKWY TapayovIwv. H Yuxwon yia mapddetypa Bewpeital ouxva
OTL €xel KaBapO Bloloyikd LTTOCTPWHA Kal OTL gival aveApTnTn amd KOWWVIKEG emMOpAoelg. QoTdo0, ol PeudaloboElg
Kal Ol TTapaANPNUATIKEG I8£C 0TNV YPUXWON £XOUV KOIVWVIKO vONUA Yid To ATopo 1ou Ta Buwvel.? EmmAéoy, n Bsparnsia
Kat n Staxeipion pakpoxpoviwy Yuxtatpikwy dtatapaxwv mepdapBdavel mapepPAcELg TTOU gival €(TE APECA KOWVWVIKEG E(TE
PUXOKOIWVWVIKEC. AUPIBONIEC £xouV eyepBsi amd Ta eupAUATA TOU evEo@AIVOTUTIOU® TTOU OXETI(OVTAl UE TN YEVETIKA TNG
oxiloppévelac. O Cohen* Bswpei 6TI umopei va uTTAPXOLV AKAUN Kal TIEPIOGATEPOL ATOUIKOI YOVOTUTION TTOU OXETI{OVTal UE
™ oxloppévela amod 6,1t avBpwriol pe oxI{oPpEvela o€ OAO Tov MAAVATH. Mia TpOo@ATN EVAANAKTIKA EpUnVeia (SIkTuaKn
npooéyylon) Kepdilel kamola VOO TAPIEN TTPOTEIVOVTAG OTL £VAC OTPECOYOVOC MAPAYOVTAC TIPOKAAEL CUUMTTWUATA TTOU
£VEPYOTIOIOUV AANA CUUTTTWHATA, LE VAV KUKAIKO, QUTO-EVIGXUTIKO TPOTO.”

Evw n Yuxlatpikn TEiVEL va PETATOTTIOTEL OE TIEPIOOOTEPO BLONOYIKK) TIPOGEYYION, Ol KOIVWVIKOI TApAyovTeG EEAKONOU-
Bouv va Stadpapatifouv onuavTiko poho — kupiwg otn dtamoAitiopiky Sidyvwaon, Tn ox€on Twv YuXIaTPIKWV SlaTapaxwV
HE TOV KOIVWVIKO OTTOKAEIOUO, TNV ATTOKATACTACN KAl TNV KOWWVIKN évtaén. O Babuog otov omoio n kowvwvia givat mpoOu-
pn va dextei dtopa pe mpofAnpata YuxikAg vyeiag éxel mpoavn emidpaon otnv moldtnta {wng Toug.

H emoxn pag xapaktnpiletat amd mepiodo KATAKAUCUIKWY KOIVWVIKWV AAAAYWV TTOU CUUTIEPIAAUBAVOUV KATAOTPOPL-
KOUG TTOAEUOUG, auénuévn GTWXELD Kal ab§ouoa el008NUATIKA aviodtnTa. Ot CUVETEIEG OTNV YUXIKN LYEia gival Tpo@aveig,
pE ab€non TwV AUTOKTOVIWY, UPNAOTEPA TTOCOOTA KATABAIYNG, KABWG Kal cuvaloBNUATIKEG SlaTapayEg Kat SlaTtapayeg
OuuTEPIPOPAC o€ TTaldId Kat véouc. EmmpdoBeta mpoPAnuata mepihAapfdvouv tov Sucavaloyo aplBuo atdéuwy Ue mpo-
BAApATA YUXIKAG LYEIOG OTIC QUACKEC, TN MEYAAN KAIMAKWON TwV TAoXOVTwVY and dvola, Kat Tn pn eKmARpwon dAwv Twv
MPOCSOKIWV amd Ta TTPOYPAUUATA KOIVOTIKNAG @povTidag oTnv Yuxikh vyeia. EmmAéoy, mapatnpeital onuavTikn avénon
OTOV aPIOUO TWV TPOCPUYWY, TWV HETAVACTWY KAl TWV AOTEYWV OTIG OLKOVOMIKA AVETITUYUEVEG XWPEG. AgV TIPETTEL, WOTO-
00, va mapaAémoupe Kal Ta BeTIkA onpeia éMw Ta HEYaAUTEPA TTOCOOTA Bepameiag YUXIKWY dlatapaxwy, TNV EUeaon
ota avOpwriva SIKAIWHATA, TN CUMHUETOXN TWV ANTTTWY TWV UTTNPECIWV KAl TV avantuén Tng maykOoUIAG YUXIKAG LYEIOG.

‘ONol ol TPOoAVAPEPBEVTEC KOWVWVIKOI TTAPAYOVTEG ATTOTENOUV PEYANEC TTPOKAARCELC yia TN oUYXpovn YUXIATPLKA Kal a-
naitolv emeiyouca avaBewpnon.b Amaiteital MAéov emeiyouoa avdykn yia Thv TEKUNPIWUEVN AvATITUEN UTTNPEGIOV Yu-
XIKAG vyeiag Bactopévwy o MAOUPAAIOTIKY TTPOGéyyion, n omoia Ba e€icoppomei TNV aAAnAemidpacn Twv BloAoyIKWY,
PUXOAOYIKWV Kal KOIVWVIKWV TTapayovtwy. H évvola Tng Meta-KovoTikig YuxIKAG uyeiag avayvwpilel kat a&lomolei Tig
ETTUYIEC TNG KOWVOTIKAC ppovTidag, aA\d mapadéxetal i00U TOUC TEPIOPIOUOUC, CUUTTEPIANAUBaVOUEVOU TOU EUPEDC PA-
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OHOTOC TWV TIEPUTAOKWY Kal TTPOBANUATWY TTou £Xouv TapatnEnOei amd Tnv eumelpia 0TNV EQAPROYR TNG KOWVOTIKAG PPO-
vtidac. Ztéxo¢ TN MeTa-KovoTikig YuxtkAg vyeiag eivat va 600¢i éva evvololoyiko TAaiclo mpoBANUATIOHOU WOTE va &-
E€TAOTOUV VEEC 1| avaBswpnuéveg BepameuTIKEG TPWTOPBOULNIEC KAl AvaTTTUEEIC OTNV 0PYAVWON TIAPOXAC TWV UTTNPECLWV.”
Tavutoxpova n évvola tng Meta-KowvoTiKAg YuxIKAG vyeiag umootnpilel TNV MAPOXH UTTNPEECIWV OXl HOVOV GE 1AaTPIKOUG
XWPOUC AANA Kal o€ GXOAEIQ, TOTTOUC £pYAciag, PUAAKEG, KATAUAIGHOUE TIPOCQUYWY, EUTTONEUES (WVEC K.ATT.

Ot véeg Texvoloyieg mpémel va xpnolpomoinfouv yla TNy evnuépwaon Kal Tnv ekmaideuon Tou Kowvou, cupmnephapavo-
MEVNC TNG TNAE-PUXIATPIKAG Kat Twv HeBOdwv autoforBelac. Ta 6pta TG ouyxpovng Yuxlatpikng Sieuplvovtal TaxuTata
KOl OQeiNOUE VA E(HAOTE AVOIKTOI O VEEC I6£EC KAl cuVePYaoiec. Néec eATTISo@dpec SuvaTdTNTEC Kal EUKALPieC UmopEi va
eppavifovtal alla dev mpémel va TapaBAEMOUE Kal TOuG KivOUVoUG Tou Urmopei va epmepléxovtal. H avdluon kat epun-
VEIQ TNG TEKUNPIWHEVNG YVWONG ATTOTEAEL (OWE TNV KAAUTEPN TIPOCTACIA.

H onuacia Twv KoVWVIKWV TPOKANCEWY TNG GUYXPOVNG PUXIATPIKAG AVAYVWPIOTNKE HE TNV EVOWUATWON TNG YUXIKAG
vyeiag yla mpwtn gopd otoug Néoug toxoug Astpdpou Avantuéng Twv Hvwpévwy EBvwv mou Ba kabopicouv tnv ma-
YKOOUIa avanTuén £wg To 2030 pe 0TdX0 TNV TPowenan Tou mMpoadokiuou {wrE yia 6Aouc. Evioxuon tng mpodAnyng Kat
N AVTILETWTION TWV TPOPRANUATWY YUXIKAG LYEiag gival éva TEPAOTIO £PYO YIO TNV AEIPOPO avATTTUEN, KABWG N YUXIKA
vyeia €xel AUECO AVTIKTUTIO 08 OAOKANPO TO PACUA TWV OTOXWV TNG AELPOPOU avAamTuénG.

N. Mnoupag
OuoTtipog Kabnyntric Yuxiatpixrig,
King’s College, Aovéivo, Mey. Bpetavia
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Assessing depression in Greek dementia patients:
Which scale to use?

A.A. Mougias,"? A. Politis,> M.A. Mougias,” I.N. Beratis,? P. Skapinakis,’
Chr. Armata,’ V.G. Mavreas’

'Department of Psychiatry, School of Medicine, University of loannina, loannina,
2"Nestor" Greek Psychogeriatric Association, Athens,
31st Department of Psychiatry, National & Kapodistrian University of Athens, Faculty of Medicine, Athens, Greece

Psychiatriki 2017, 28:203-210

epression in dementia is known to deteriorate patients’ cognitive function and Quality

of Life and to increase the burden of care. Although detecting depression in demen-

tia is crucial, there is no gold standard for its screening and diagnosis. We examined

the psychometric properties of 3 different scales in detecting depression in demen-
tia. Results will be useful as community services for dementia in the country are developing
and the need for reliable detection of depression in dementia patients is urgent. Our sample
consisted of 136 Greek dementia patients who consulted a memory clinic. For the diagnosis
of depression, DSM-IV criteria for major depression and 3 different depression measures were
used: a self-assessment scale (Geriatric Depression Scale; GDS), a caregiver assessment scale
(Neuropsychiatric Inventory-Depression; NPI-D) and a clinician rated scale (Cornell Scale for
Depression in Dementia; CSDD). For the evaluation of the screening performance of the three
depression scales receiver operating characteristic curve (ROC) analysis was applied. The DSM-
IV criteria served as the gold standard method for the diagnosis of major depression. CSDD
showed the best psychometric properties for the diagnosis of depression in dementia. The ROC
curve analysis revealed that among the three measures, the CSDD had the wider AUC (0.919),
second in the width of the AUC was the GDS (0.871), and last was the NPI-D (0.812). The preva-
lence of depression ranged from 18.4% according to DSM-IV criteria to 42.6% using the NPI-D.
Using the GDS (cut off point: 7/8) and the CSDD (cut off point: 6/7), depression was present in
26.9% and 33.1% of the patients, respectively. Correlations between scales used were signifi-
cant (r from 0.432 to 0.660; p<0.001). Caregivers tend to report more depressive symptoms in
dementia compared to patients’ and clinicians’ ratings. CSDD should be used in specialized
centers, but GDS may be an alternative in patients able to complete the assessment. The need
to establish valid criteria for the diagnosis of depression in dementia is urgent.

Key words: Depression, Alzheimer’s disease, Cornell scale for depression in dementia, geriatric de-
pression scale, neuropsychiatric inventory.
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Introduction

Depression in dementia is known to deteriorate
patients’ cognition, functional status,’ behavioral
and psychological symptoms' and Quality of Life.?
Moreover, depression is an independent predictor
of early institutionalization of dementia patients,*
of increases in the burden of care* and of caregiver’s
depression.® There is a debate over whether late-life
depression is a prodrome to dementia® or whether de-
pression is an independent risk factor for dementia.’

Although systematically detecting depression in
dementia with suitable instruments is crucial, there
is no gold standard for its diagnosis, and its preva-
lence differs substantially between studies. In one
study,® the prevalence of depression was found from
0 to 86%, depending on the diagnostic criteria em-
ployed. In fact, depression and dementia share a
common clinical picture; it is very difficult to distin-
guish whether physical and autonomic symptoms
are secondary to depression or constitute dementia
symptoms. Furthermore, apathy is commonly con-
fused with depression, especially from inexperienced
raters. As a result, depression remains undiagnosed
in about half of demented patients.’

The main aims of the study were to estimate the
prevalence of depression in a Greek dementia
population using three different scales, as well as
to evaluate their validity by calculating their inter-
correlations and by applying a receiver operating
characteristic curve (ROC) analysis that uses as gold
standard the DSM-IV criteria for the diagnosis of ma-
jor depression. In addition, the study examines the
reliability of the scales used by calculating their inter-
nal consistency. This is one of the first studies of de-
pression in dementia patients in Greece. Results will
be useful as community services for dementia in the
country are developing and the need for reliable de-
tection of depression in dementia patients is urgent.
Furthermore, we discuss important matters concern-
ing the proper detection of depression in dementia
in Greece.

Material and method

Participants and procedures

A consecutive series of consenting 136 patient-
caregiver couples who visited two memory clinics

PSYCHIATRIKI 28 (3), 2017

between January and May 2008 were studied. All
patients met diagnostic criteria for dementia accord-
ing to DSM-IV-TR. Caregivers were primary, helping
the patients for at least two hours, twice a week.
The study took place in two memory clinics of the
Non-Profit Organization "Nestor" Psychogeriatric
Association in Athens, Greece. All services are free of
charge for both patients and families. Informed con-
sent was obtained from all caregivers and patients
before their enrollment in the study.

Patients and caregivers were seen separately when
they visited one of the consultation clinics for the
first time. Demographic data were obtained and de-
pression scales were administered to the patients by
a neuropsychologist; caregiver demographic data
and scales were completed by a senior psychiatrist.
A geriatric psychiatrist who was unaware of the
above completed the Cornell Scale for Depression
in Dementia and made diagnoses of dementia and
probable depression. All three professionals had at
least 4 years working experience with dementia pa-
tients and received special training for scale admin-
istration.

Measures

For the diagnosis of major depression, the
Structured Clinical Interview for Diagnostic and
Statistical Manual of Mental Disorders, Fourth Edition
(DSM-IV) Axis | Disorders was used. Furthermore
three different depression scales were used:

a. Geriatric Depression Scale (GDS;" is a self-rated de-
pression scale. Its original form contained 30 items,
but Sheikh et al,'' developed a shorter, 15-item
version of the scale. Fountoulakis et al'? validated
the scale for the Greek population and found ex-
cellent psychometric properties for cognitively in-
tact persons. These properties were lost in those
having a Mini Mental State Examination (MMSE)
score of less than 18.

b. NPI-D, the depression item of the Neuropsychiatric
inventory.” As with other items of the scale, the
frequency and the intensity of depressive symp-
toms are rated on the basis of scripted questions
administered to the patient’s caregiver. The prod-
uct of frequency and intensity gives a final score of
item severity.
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c. Cornell Scale for Depression in Dementia (CSDD)."
CSDD is a 19-item instrument for measuring de-
pressive symptoms in dementia. Both the patient
and the caregiver are interviewed by a psychia-
trist and the scale is clinician-rated. A score >12 is
strongly correlated with a psychiatric diagnosis of
a major depressive episode.”

In addition, basic demographic data were col-
lected for patients and caregivers, as well as specific
disease characteristics. The type of Dementia was di-
agnosed according to the Diagnostic and Statistical
Manual of Mental Disorders criteria (DSM-IV'®) for the
diagnosis of Alzheimer's disease (AD) and vascular
dementia (VD), consensus criteria'’ for the diagnosis
of dementia with Lewy bodies (DLB) and'® criteria for
the diagnosis of Frontotemporal dementia (FTD). We
used the Greek version of validated scales, in order
to assess patients’ cognitive (MMSE);'*?° functional
(Katz Activities of Daily Living;*' and behavioural

(Neuropsychiatric Inventory (NPI);'*2? status.

Data analyses

The Statistical Package for Social Sciences (SPSS),
version 17 for Windows, was used for the analyses of
the data. To analyse demographic factors and to in-
vestigate the prevalence of cognitive and psychiatric
symptoms in persons with dementia and their car-
egivers, mean scores and standard deviations were
calculated. Cronbach’s alpha was estimated to assess
the internal consistency of the scales used.

For the evaluation of the screening performance of
the three depression scales, namely of the GDS, the
NPI-D and the CSDD, receiver operating characteristic
curve (ROC) analysis was applied. The DSM-IV criteria
served as the gold standard method for the diagnosis
of major depression. The ROC curve plots the sensitiv-
ity and the specificity of a measure on the Y-axis and
the X-axis, respectively. The area under the ROC curve
(AUQ) is the most important summary index of the
ROC curve, and its evaluation is performed by com-
paring it with the AUC of the diagonal line, which rep-
resents classification by chance (AUC=0.50). When the
value of the AUC is above 0.8, the corresponding scale
is considered to be an accurate measure. Moreover, as
the AUC becomes bigger, the accuracy of the scale in-
creases. Optimal cut-off points of the three depression
scales regarding the degree of sensitivity and speci-
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ficity were estimated from the empirical ROC curves.
This was performed by selecting, for each scale, the
combination of sensitivity and specificity values that
have the minimal Euclidean distance from the ideal
point (1.1). Sensitivity was defined as the probability of
a positive screening for depression given that the in-
dividual met the DSM-IV criteria for major depression.
Specificity was defined as the probability of a nega-
tive screening for depression given that the individual
did not meet the DSM-IV criteria for major depression.

Results

All 136 patients included were community residing
dementia patients. Their characteristics are listed in
table 1. The study population was of advanced age
(average age greater than 75 years old), a low educa-
tional level (less than 9 years of education on the av-
erage), and the majority of the patients were female
(66.9%). Patients had dementia for an average of
about 4 years, with 46.3% suffering from moderate
(n=63) and 39.0% suffering from severe (n=53) de-

Table 1. Sociodemographic and clinical characteristics
of patients with dementia (n=138).

Female patients (%) 91 (66.91)
Age (SD) 76.72 (7.15)
Married (%) 70 (51.47)
Years of education (SD) 8.58 (4.42)

Months with Dementia (SD)
Dementia type (%)

46.15 (28.25)

AD 90 (66.18)
VD 26 (19.12)
DLB 9 (6.62)
FTD 9 (6.62)
PD 2 (1.47)
MMSE (SD) 11.50 (7.16)
ADL 4.05 (1.93)
NPI (SD) 28.09 (19.70)
GDS (SD) 4.86 (3.97)
NPI (SD) 2.37 (3.48)
CSDD (SD) 5.1 (4.58)

AD: Alzheimer’s Disease, VD: Vascular Dementia, DLB:
Dementia with Lewy Bodies, FTD: Frontotemporal
Dementia, MMS: Mini Mental State Examination, ADL:
Activities of Daily Living, GDS: Geriatric Depression
Scale, NPI: Neuropsychiatric Inventory, CSDD: Cornell
Scale for Depression in Dementia
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mentia according to the MMSE scores (0-9 for severe
and 10-19 for moderate dementia). Most caregivers
were females (69.1%), patients’ wives or daughters
(28.7% and 30.9% respectively), and involved in the
caregiving role for 73.32 hours per week on average.

The ROC curve analysis revealed that the AUC for
the three depression scales is significantly greater
than the diagonal line (p<0.001). Among the three
measures, the CSDD the wider AUC (0.919), second
in the width of the AUC was the GDS (0.871), and
last was the NPI-D (0.812) (figure 1). Additionally the
CSDD curve came closest to the left upper angle of
the graph in comparison to the curves of the two
other depression scales (figure 1). For distinguishing
between depressed and non-depressed individuals
the score of 6/7 was the ultimate cut-off point for the
CSDD with 88.0% sensitivity and 79.3% specificity.
With regards to the GDS the more accurate discrimi-
nation between depressed and non-depressed indi-
viduals was achieved at the cut-off score of 7/8 with
77.3% sensitivity and 86.6% specificity. Finally, the
best cut-off score for the NPI-D was 0/1 with 88.0%
sensitivity and 67.6% specificity.
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Figure 1. ROC curves (receiver operating characteristics
curves) of the Geriatric Depression Scale (GDS, n=104),
the Cornell Scale for Depression in Dementia (CSDD,
n=136), and the Neuropsychiatric Inventory-Depression
scale (NPID, n=136), for the detection of major depres-
sion in patients with dementia. DSM-IV criteria were used
as the gold standard).
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The prevalence of depression ranged from 18.4%
according to DSM-IV criteria to 42.6% using the
NPI-D. Using the GDS (cut off point: 7/8) and the
CSDD (cut off point: 6/7), depression was present in
26.9% and 33.1% of the patients, respectively (table
2). Correlations between scales used were significant
(r from 0.432 to 0.660, p<0.001) (table 3).

The internal consistency of the three depression
scales was measured by using Cronbach’s alpha. The
values obtained are the following: GDS Cronbach’s
alpha=0.867; CSDD Cronbach’s alpha=0.777; and
NPI-D Cronbach’s alpha=0.841. One hundred and
four out of 136 patients (76.47%) completed the
GDS. The mean MMSE of the non-completers was
3.65. All patients with MMSE>10 completed the scale.
Cronbach’s alphas were similar for completers with
MMSE above 17 and below 18 (0.889 and 0.856, re-

Table 2. Internal consistency of three depression scales

and prevalence of depression.

Scale n Dep. Cut-off Cronbach’s
(%) alpha

GDS (self-rated) 104 28 (26.9) 7/8 0.867
NPI-D 136 58 (42.6) 0/1 0.841
(caregiver rated)

CSDD 136 45 (33.1) 6/7 0.777
(clinician rated)

DSM-IV 136 25 (18.4)

(clinician rated)

DSM-IV: Diagnostic and Statistical Manual of Mental
Disorders (used as the gold standard), GDS: Geriatric
Depression Scale, CSDD: Cornell Scale for Depression in
Dementia, NPI-D: Neuropsychiatric Inventory-Depression

Table 3. Pearson correlation coefficients between
depression scales.

Scale CSDD GDS NPI-D
CSDD 1 0.555** 0.660**
GDS 0.555** 1 0.432**
NPI-D 0.660** 0.432** 1

GDS: Geriatric Depression Scale, CSDD: Cornell Scale
for Depression in Dementia, NPI-D: Neuropsychiatric
Inventory-Depression. *p<0.05, **p<0.01

Correlation analysis between CSDD and NPI-D was
performed in 136 individuals. Correlations between
GDS and the two other scales were performed in 104
individuals that managed to complete the GDS scale
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spectively). Correlations between the GDS and the
other scales used were significant for those patients
with MMSE<18 (r=0.385, p<0.001 between GDS and
NPI-D; r=0.559, p<0.001 between GDS and CSDD).

Discussion

The CSDD seems to have better psychometric
properties, compared to the GDS and the NPI-D in
the diagnosis of depression in dementia. The GDS
may have better properties than previously thought,
especially for not severely demented patients. In our
study its specificity was excellent (86.6%), higher
than that found for the CSDD. We also found that the
prevalence of depression varied widely according to
the scale used for its diagnosis. The prevalence was
higher with the caregiver-rated NPI-D and lower with
the application of the DSM-IV criteria.

In our sample, the prevalence of depression varied
from 18.4% to 42.6%, according to the scale used.
This confirms the great variation in the prevalence
of depression reported in previous dementia stud-
ies.?>2*8 WHO reported that the prevalence of de-
pression in dementia varied from 0 to 86%, in the
studies that they reviewed. A similar variation has
been found in studies investigating the prevalence
of depression amongst cognitively intact elderly
people.”® The great range of variation in the preva-
lence of depression may be attributed, among other
factors, to differences in the definition of depression,
the scales applied and the intrinsic characteristics of
the populations studied. Moreover, as we will discuss
subsequently, we are not fully aware of what consti-
tutes depression in dementia.

Parza et al*® reported that depression, mild cogni-
tive impairment and dementia could represent a clini-
cal continuum. In fact, dementia and depression share
common symptoms, e.g. memory complaints, irrita-
bility, insomnia, fatigue and weight loss. Moreover,
differentiating between the symptoms of depression
and dementia can be difficult. Apathy, for example,
one of the most common behavioral symptoms of
dementia, is often misinterpreted as a symptom of
depression. This substantial overlap in key symptoms,
between dementia and depression, makes diagnosis
of depression in dementia patients difficult. The pic-
ture is further obscured by the fact that antidepres-
sants show good results in treating psychiatric symp-
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toms of dementia,? while their effectiveness in treat-
ing depression in dementia is limited, at best.”®

We used DSM-IV criteria as a gold standard, in or-
der to examine the psychometric properties of three
different scales. However, the use of DSM-IV criteria
for the diagnosis of depression in dementia patients
is largely criticized. According to Landes et al,?* DSM
criteria may increase the prevalence of major depres-
sion in dementia, since a depressed mood is not a
prerequisite for a depression diagnosis and many
DSM criteria for depression are symptoms of demen-
tia as well. These factors may explain the observed
increased prevalence of depression in dementia,
more than 10% in most studies,***' compared to the
less than 5% prevalence of depression in the non-
demented elderly.”® On the other hand, the National
Institute of Mental Health Provisional Diagnostic
Criteria for Depression in Alzheimer disease,** largely
overestimates the prevalence of depression.** The
criteria include, for example irritability, an independ-
ent item in the NPI, which is very common in demen-
tia, especially in severe stages of the disease.® If it is
considered as a symptom of depression, inevitably it
will increase its prevalence.

CSDD has been developed specifically to diagnose
depression in dementia patients. Our results are in
agreement with other studies®* showing that CSDD
is superior to other scales for diagnosing depression
in dementia. Moreover, CSDD has been found to be
more sensitive in detecting effects of drug treatment
than other scales.* Physicians in Greece should be
trained in CSDD administration, since its items take
into account the unique symptoms of depression in
dementia. On the other hand, CSDD is time consum-
ing and can be administered only by physicians.

The use of the GDS in elders with cognitive im-
pairment remains a controversial issue. In our study,
GDS showed good psychometric properties for
those who managed to complete the assessment.
All patients with an MMSE above 10 completed the
scale, with good sensitivity, specificity and internal
consistency. Thus, in contrast with the findings of
Fountoulakis et al,'? our results support the use of
the GDS in patients with moderate cognitive impair-
ment. Also the optimal cut-off score of GDS in our
study was 7/8, while Fountoulakis et al'? reported a
cut-off score of 6/7. This may be due to the fact that
the optimal cut-off score of the GDS may be shifted
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to higher values when moving from mild to the more
advanced dementia, as Lam et al*® noticed. Several
other studies reported that the GDS can be used in
patients with moderate dementia.>” However, other
studies showed exactly the opposite.”* Concluding,
our results support the use of the GDS in patients
with dementia, when they manage to complete the
assessment. Taking into consideration that the GDS
is widely used, is less time consuming than the CSDD
and can be administered by less experienced raters,
GDS can offer an alternative to the CSDD, especially
in primary health care settings.

NPI-D, as in other studies,** largely overestimated
the prevalence of depression in dementia. This is
probably because caregivers cannot reliably differ-
entiate between the symptomatology of depression
and dementia. Moreover, caregivers may incorporate
in their assessments their own feelings. Depressed
and highly burdened caregivers may report higher
depressive symptoms for the patients they care for.
On the other hand, NPI-D showed a very high sen-
sitivity of 88%, for the diagnosis of depression. This
indicates that caregivers should always be asked
for the presence of depressive symptoms in the pa-
tients, although physicians should bear in mind that
caregivers may overestimate their presence.

PSYCHIATRIKI 28 (3), 2017

This study has a number of limitations. Our sample
may not be representative of community patients
with dementia because the study was conducted in
a referral setting. The sample size, although large,
did not allow us to explore depression diagnosis and
scales psychometric properties between different
degrees of dementia severity. DSM-IV criteria and
CSDD were administered by the same rater and this
may have overestimated the agreement between a
DSM-IV and CSDD diagnosis. As mentioned above,
the concept of depression is not fully understood
in dementia. DSM-IV criteria and other scales have
been criticized for their ability to accurately assess
depressive symptoms in dementia. Moreover, these
scales have been developed with the aim of screen-
ing or monitoring the depressive symptoms and not
for diagnosing depression.

This is the first study evaluating depression in the
context of dementia in Greece. Caregivers tend to
overestimate depressive symptoms in dementia
compared to patients’ and clinicians’ ratings. GDS
may be reliable even in patients with severe demen-
tia who are able to complete the assessment. CSDD
shows the best psychometric properties and is the
scale of choice for properly diagnosing depression in
dementia.

Exktipnon g Kartadmwyng
ce ENfnveg acBeveig pe avowa:
Mowa kKAipaka mPEMEL va XPIGLHOTTOLOUHE;

A.A. Mouytag,'? A. MoAitng,® M.A. MoOytag,? I.N. Mrrepdatnc,?
M. Zkamvakng,' Xp. Appatd,® B.I. Mavpéac’

"Tunua YuxiatpikAc, latpikh SxoAn, MNavemotnuiov lwavvivwy, lwdvviva,
2EMnvikr Wuxoynpiatpikn Etaipeia «O Néotwp», ABriva,
3A” Yuxiatpikn KAvikn, EOviké kai Kamodiotpiakd Mavemotriuio ABnvav, latpikr SxoAn, ABAva

Wuxiatpikn 2017, 28:203-210

H katdbAiyn otnv dvola emOEIVWVEL TN YVWOTIKA AEIToupyia Tou acBevolg Kat Tnv moldtnta {wng
Tou. Tautdxpova, audvel Tnv emPBapuvon TnS povTidag mou amaiteital Kat CUUBAANEL TOANEG @O-
péc otnV MPowpn Wpupatonoinon Tou acBevouc. MapoAo mou n avixveuon TN KAtabAPng otnv
avola gival KaBoplo Tk Kal yta ToANoUG éva mpdSpopo onuadt Tng acbévelag, dev umdpxel KAmolog
XPUOOC Kavovag yla Tov €Neyxo kal tn Sidyvwon tn¢. E€eTaoOnkav ol PUXOUETPIKES IBIOTNTEG, N &-
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YKUpSOTNTA KAl N a§lomioTia TPLwV SLA@OPETIKWY KALAKWY Yla ThV avixveuon Tng KatdoAyng otny a-
vola, o€ EANANVIKO TANBUGPO. To Seiypa amotéleoav 136 EAANVEC aoBeVEiG e Avola Kal Ol YPOVTIOTEC
TOUG, ol omoiol emokéPOnKav ta dUo e€eldikeupéva KEVTPA eAEyXOU UVAUNG TNG YuxoynplaTpikig
Etaipegiag «O Néotwp» otnv ABrjva. Ma tn Sidyvwon Tng KatdoAyng, xpnotpomotdnkav ta Kpitipla
Katd DSM-IV yia tn peiova KatdOAMyn, Kabw¢ Kat 3 S1aQopeTIKEG KAIHAKES KATAOMYNG: pia KA{pHaKa
autoa&lohdynong tou acBevoug (Geriatric Depression Scale, GDS), pia KApaka eKTipnong KatabAi-
TITIKWV CUMTTWHATWY amd Tov @povTioTh (Neuropsychiatric Inventory-Depression, NPI-D) kat pia
KAipaka ektipnong amé tov KAVIKO 1atpo (Cornell Scale for Depression in Dementia, CSDD). Ot aoBe-
VeiG ATav Kupiwg yuvaikeg (67%), Avw Twv 75 €WV (K.0. 77), he XapnAS pop@wTiko eminedo (8,6 £€Tn
ekmaidevong Katd W.o.). H péon T tou Mini Mental State Examination ntav 11,5. NMapouocidotnke
OTOTIOTIKWG ONHAVTIKH CUOXETION METAEY TWV TPIWV KAIMAKwV (r amd 0,432 ¢wg 0,660, p<0,001).
Y0p@wva pe TNV KAipaka GDS 10 26,9% Tou deiypatog émaoye amod Katddbhyn, cupewva pe tn CSDD
70 33,1%, evw pe TN Xprion Tng KAigakag NPI-D, to 42,6% mapouciale katdOAn. H kAipaka pe Tig
KOAUTEPEC YUXOUETPIKEG IO10TNTEC Yia TN Stdyvwon TN KatdbAiyng oTo mAAiolo TG dvolag Atav n
CSDD. Ot @poVvTIOTEG TEIVOUV VA UTIEPEKTIMOUV TA CUPMTWHATA TG KATABAIYNG oTNnV Avola o€ oU-
YKPLOoN UE TI aloAoyNoELg TWV iS1wV TwV acBEVWV KAl TWV KAIVIKWOV 1ATPWV. KATaBOMITTIKA CUUITW-
pata oToug iS1oug Toug PPOVTIOTEG Kal SuokoAia otn Sdtapopodidyvwon avdpeoa otnv KatdoAyn
Kal TNV anmdBeia mbavwg oxetiCovtal pe TNV umepektipnon auth. H kAipaka CSDD Ba mpénel va
xpnotpomoleital og e€e1dikeupéva KEvTpa dvolag yla acBeveic cofapdtepou otadiov, aAld n GDS
MTTopEL va gival pia evaANaKTIKR AUon o€ aoBeveig mou givat og Béon va autoalohoynBouv kat Bpi-
oKkovTal o€ peoaio otadlo avolac. H avaykn yia tn dnuioupyia €yKupwv KpItrplwy yla t Sidayvwon
NG KATABAYNC 0TV Avola gival ETIITAKTIKH.

Né€eig evpeTnpiov: KatdbAyn, vooog Alzheimer, kAipaka Cornell yia tnv ektipnon tng KATAOAL-
Png otnVv dvola, ynplatpikn KAipaka KatabAyng, EpwtnUaToAdYIo KATaypa®ig PuxIaTPIKWY CU -
TTTWUATWV.
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nternet addiction is a matter of great interest for researchers, taking into consideration

Internet's rapid spread and its ever growing use in children, adolescents and adults. It has

been associated with multiple psychological symptoms and social difficulties, therefore

raising even greater concerns for its adverse consequences. The present study that consists
part of a broader research, aims to investigate the association between excessive Internet use
and personality traits in an adult population. Specifically, the research examined the relation
between dysfunctional internet behaviour and personality traits as neuroticism and extraver-
sion, the two personality dimensions that have arisen as the most important ones in all relevant
research. Our main hypotheses are that dysfunctional internet behaviour would be positively
associated with neuroticism but negatively linked to extraversion. The 1211 participants aged
over 18 years, completed the IAT (Internet Addiction Test) by Kimberly Young and the Eysenck
Personality Questionnaire (EPQ) and some other questionnaires detecting psychopathology.
Additionally, part of the administered questionnaires concerned socio-demographic character-
istics of the participant subjects: specifically sex, age, marital status, education (educational
years), place of residence —urban, semi-urban and rural-, whether they suffer from somatic or
mental health disorder and if they take medication for any of the above categories. All the ques-
tionnaires have been electronically completed by each participant. Results showed that 7.7%
showed dysfunctional internet behaviour that concerns both medium and severe degree of
dependence by the use of Internet, as measured by the use of IAT. The univariate logistic re-
gression analysis revealed that the individuals exhibiting symptoms of dysfunctional internet
behaviour were more likely to suffer from a chronic mental health disorder, to use psychotropic
medication and to score higher on neuroticism. In contrast, they were less likely to have chil-
dren and be extraverted. Multiple logistic regression analysis confirmed that neuroticism and
extraversion were independently associated with dysfunctional internet behaviour. Individuals
with high scores on neuroticism were more likely to meet the criteria for dysfunctional inter-
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net behaviour, while high scores on extraversion were associated with a lower probability of
dysfunctional internet behaviour. Identification of personality traits that could be connected
to some sort of "addictive personality" —particularly neuroticism and Introversion- might help
researchers to identify and prevent internet addiction on the early stages and possibly could
have a positive contribution to the therapeutic treatment of this addiction disorder.

Key words: Internet addiction, personality traits, neuroticism, extraversion.

Introduction

Internet addiction

Nowadays, Internet access is not a privilege to an
elite group of people, but a given element of every-
day life. As the Internet was growing more rapidly in
the last two decades, its use or overuse was arising as
a great concern and research topic. The first discus-
sions concentrated on "Internet addicts", who spend
excessive amounts of time online and their addiction
has significant impact on their lives."? Pathological
Internet users are more likely to be lonely and feel
competent and more socially liberated when they
communicate online.? It is widely acknowledged that
Internet use can turn to misuse and cause distur-
bances in one's life, such as mood-altering use of the
Internet, failure to fulfill major role obligations, guilt,
craving,’ problems with managing time and other
symptoms similar to those found in addictive behav-
iours.! Furthermore, it could be detrimental to inter-
personal relationships, occupational functioning and
even one's economic status and physical health.*

Dysfunctional Internet Behaviour

While some have adopted the term "addictive"
others have talked about "dependent”,* "problem-
atic"® or "pathological™ in an effort to describe those
who use internet excessively. Their identification is
not based solely on the amount of time spent online,
but also on their difficulty to control their usage. The
newest edition of DSM-5" has introduced the term
"Internet Addiction Disorder" (IAD), but only as an
appendix in the main addictive disorders, which is
identified by excessive or poorly controlled preoccu-
pations, urges or behaviours regarding computer or
Internet use that leads to impairment or distress.

Dysfunctional Internet Behaviour
and personality traits

There is a general consensus and empirical verifi-
cation of the Big Five model regarding its conceptual
framework for personality and its factor structure.®
One of them is "Neuroticism" which relates to emo-
tional stability. Individuals with higher neuroticism
scores tend to be nervous, sensitive, vulnerable
and insecure.’ They are also characterized by anxi-
ety, negative emotionality and are more likely to
engage on online interactions than face-to-face
ones, in order to gain the social support they need.”
Neuroticism has emerged as the most prominent
personality trait that has been linked to pathological
internet use.”"”'® Amiel and Sargent'’ reported that
individuals with high scores on Neuroticism used the
Internet for social motives, in order to feel less lone-
ly because they belong to a group. A recent Greek
study with 4-year medical students, also found that
Neuroticism could predict the variability in Internet
Addiction Disorder.”®

On the other side "Extraversion" relates to sociabil-
ity and positive emotionality. Extraverted individu-
als tend to be more talkative and friendly, warm and
assertive, less reserved and shy.’ They are character-
ized by positive emotionality, excitement-seeking
and energetic behaviour, thus engaging in more
direct social engagement compared to non-direct,
such as online social exchanges.'° Previous research
on the association with Internet addiction data has
been ambiguous: some studies have reported that
it made introverts more introverted,'®? while others
suggested that the results depend upon the func-
tions Internet serves for users, thus for some users
online relationships could be psychologically benefi-
cial.*’ More current studies have shown that severe
Internet users tend to score low on extraversion,'"'>'¢
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preferring more traditional forms of social interac-
tion 10,12,19,20

Aim of the present study

The objective of the present study was to exam-
ine the relationship between Dysfunctional Internet
Behaviour and personality traits. We chose to exam-
ine two of the factors in relation to Dysfunctional
Internet Behaviour, thus investigating the possibil-
ity that pre-existing and rather stable mechanisms
affect internet usage and specifically Neuroticism
and Extraversion. Based on previous evidence, we
hypothesized that higher levels of Dysfunctional
Internet Behaviour would be associated with higher
symptoms of Neuroticism and lower symptoms of
Extraversion.

Material and methods
Data collection

A sample of adults (18 years of age and above) of
both genders who were Internet users were inter-
viewed, particularly individuals who participated
in fora or on social networking sites (especially fa-
cebook and other similar sites), through which they
were originally approached, or other large traffic
websites.

The way each population of the sample was re-
cruited and examined is listed as follows: initially,
an advertisement/announcement related to the
research was published in fora/site/blogs or social
networking sites, that were selected after commu-
nication with the person or persons responsible for
each forum (the term "forum" is used to include all
the above web sites), if there was one. The members
of these fora that were willing to participate in the re-
search were then referred to a specific email address,
where they could fill and submit the self-adminis-
tered questionnaires.

Data collection lasted three years, namely from
05.07.2011 until 01.06.2014.

Measures

IAT (Internet Addiction Test). The IAT was applied to
assess the severity of self-reported compulsive inter-
net use among adults. Specifically, the IAT evaluates
the degree of preoccupation, compulsive use, be-
havioural problems, emotional changes, and impact
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upon functionality consequent to internet utiliza-
tion.?? The scale consists of 20 items, which provide
scores ranging from 1 ("rarely") to 5 ("always"). The
total IAT score may range from 20 to 100, according
to which the higher score reflects the higher level of
internet addiction and compulsivity. In order to eval-
uate the occurrence of internet addiction behavior
(IAB), the following cutoff points were applied:** (1)
no signs of IAB: IAT scores 0-30; (2) mild signs of IAB:
IAT scores 31-49; (3) at risk for IAB: IAT scores 50-79,
and (4) 1AB: IAT scores 80-100. Both mild and severe
IAB are Dysfunctional Internet Addiction Behaviour.

EPQ (Eysenck Personality Questionnaire)

EPQ (Eysenck Personality Questionnaire). The
Eysenck Personality Questionnaire consists of 84
items, which provide "yes" or "no" scores. The ques-
tionnaire aims at investigating three personality di-
mensions: psychoticism (P), neuroticism (N), extro-
version (E), lie (L). The validity of the scales P and L
is dubious. The best studied scale is the N, which
relates to the clinical diagnosis of neurosis and
emotional instability or to personality with stoma-
tic traits, according to the psychoanalytic terminol-
ogy. The E scale corresponds roughly to personality
with histrionic traits, sociability and impulsive ele-
ments, whereas the P scale corresponds to person-
ality with obsessive-compulsive traits (it does not
relate to psychosis). Finally, the L scale evaluates the
degree of pretense from the part of the subject.* In
the present study we employed the short version of
the questionnaire, which assesses only the scales of
neuroticism and extroversion.?>?® Validated Greek
version is available.?”?® Time of administration: ap-
proximately 3".

Statistical analysis

Continuous variables are presented with mean
and standard deviation (SD). Qualitative variables are
presented with absolute and relative frequencies.
The association of Dysfunctional Internet Behaviour
with demographics and other factors was firstly in-
vestigated using univariate logistic regression analy-
sis. Afterwards, multiple logistic regression analysis
was conducted in order to find independent fac-
tors associated with the presence of Dysfunctional
Internet Behaviour. Adjusted odds ratios (OR) with
95% confidence intervals (95% Cl) were computed
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from the results of the logistic regression analyses.
Hypothesized interactions of variables in the model
were not significant. All reported p values are two-
tailed. Statistical significance was set at p<0.05 and
analyses were conducted using SPSS statistical soft-
ware (version 19.0).

Results

Data from 1211 participants were analyzed.
Sample characteristics are presented in table 1.

Table 1. Sample characteristics.

n (%)

Age (years), mean + SD 29.3+9.8
Sex

Men 625 51.7

Women 583 48.3
Place of residence

Urban (>250,000 residents) 1043 86.3

Urban (>10,000 residents) 135 11.2

(10,000 residents) 0 25
Educational years, mean+SD 15.1£5.5
Family status

Single 956 791

Divorced 26 2.2

Married 194 16.1

Separated 32 2.6
Children

No 1012 83.8

Yes 196 16.2
Somatic health disorder

No 911 75.4

Yes 297 24.6
Taking medicine

No 1041 86.2

Yes 167 13.8
Mental health disorder

No 1135 94.0

Yes 73 6.0
Use of psychotropic medication

No 1155 95.6

Yes 53 4.4
Neuroticism, mean+SD 5.1+2.3
Extraversion, mean+SD 4.5+1.4
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Almost half of them were men (51.7%) and the sam-
ple mean age was 29.3 years (SD=9.8). Most partici-
pants were single with the percentage being equal
to 79.1%. The mean educational years were 15.1
(SD=5.5). In addition, 86.3% of the participants lived
in urban place with more than 250,000 residents.
Chronic somatic health condition was present in
24.6% of the sample and chronic mental health
problem was present in 6% of the sample. Also,
13.8% of the sample took medicine and 4.45 used
psychotropic treatment; 71.2% of the participants
had no signs of IAB, 21.1% had mild signs of IAB,
7.5% were at risk for IAB and 0.3% had IAB. Thus,
7.7% of the participants had Dysfunctional Internet
Behaviour (figure 1).

Table 2 shows differences in the presence of
Dysfunctional Internet Behaviour as derived by uni-
variate logistic regression analysis. The odds for
Dysfunctional Internet Behaviour were higher in sub-
jects with Chronic mental health problem, in those
using psychotropic treatment and lower in subjects
that had children. Furthermore, greater scores on
Neuroticism scale were positive associated with the
presence of Dysfunctional Internet Behaviour, while
greater scores on Extraversion scale were associated
with lower odds for Dysfunctional Internet Behaviour
in univariate analysis.

100
90
80
70
60
50
40

Percentage (%)

30
20+
10

T T T T 1

No signs  Mild signs At risk IAB  Dyfunctional
of I1AB of I1AB of I1AB internet
behaviour

Figure 1. Proportion of participants with IAB signs.
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Table 2. Proportion of subjects with Dysfunctional Internet Behaviour and associations derived by univariate logistic
regression analysis.

n (%) OR (95% CI)" p
28.949.3
Age (years), mean+SD VS 0.97 (0.95-1.00) 0.077
27.1+8.6
Sex 54 9.1 1.00**
Men 35 6.3 0.67 (0.43-1.05) 0.079
Women 27.1+8.6 0.97 (0.95-1.00) 0.077
Place of residence
Urban (>250,000 residents) 77 7.8 1.00
Urban (>10,000 residents) 8 6.3 0.79 (0.37-1.68) 0.544
Semi-urban/rural (<10,000 residents) 4 13.8 1.90 (0.65-5.60) 0.244
15.315.4
Educational years, mean+SD Vs 1.04 (0.99-1.08) 0.117
16.2+4.3
Married
No 81 8.3 1.00
Yes 8 4.7 0.54 (0.26-1.15) 0.109
Children
No 83 8.4 1.00
Yes 6 3.8 0.43 (0.18-1.00) 0.050
Somatic health disorder
No 77 8.5 1.00
Yes 12 5.0 0.58 (0.31-1.08) 0.083
Taking medicine
No 73 7.3 1.00
Yes 16 11.0 1.58 (0.89-2.80) 0.116
Mental health disorder
No 79 7.2 1.00
Yes 10 19.6 3.15 (1.52-6.52) 0.002
Use of psychotropic medication
No 83 7.5 1.00
Yes 6 171 2.57 (1.04-6.37) 0.041
49+2.3
Neuroticism, mean+SD Vs 1.45 (1.30-1.62) <0.001
6.7+2.0
4.5+1.3
Extraversion, mean+SD VS 0.81 (0.69-0.94) 0.005
4.1+1.6

*Odds Ration (95% Confidence interval), **indicates reference category

When multiple logistic regression analysis was con- the presence of Dysfunctional Internet Behaviour.
ducted (table 3) it was found that Neuroticism and Specifically, adjusting for other variables greater
Extraversion were independently associated with scores on Neuroticism were associated with great-
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Table 3. Results from multiple logistic regression analysis
with dependent variable the presence of Dysfunctional

Internet Behaviour.

OR (95% CI)* p
Age (years) 0.99 (0.95-1.04) 0.790
Sex 1.00**
Men 0.68 (0.42-1.09) 0.109
Women 0.99 (0.95-1.04) 0.790
Place of residence
Urban
(>250,000 residents) 1.00
Urban
(>10,000 residents) 0.83 (0.38-1.82)  0.651
Semi-urban/rural
(<10,000 residents) 1.76 (0.55-5.59) 0.338
Educational years 1 (0.93-1.08) 0.979
Married
No 1.00
Yes 1.31 (0.43-4.02) 0.632
Children
No 1.00
Yes 0.53 (0.14-1.96) 0.339
Somatic health
disorder
No 1.00
Yes 0.48 (0.13-1.75)  0.264
Taking medicine
No 1.00
Yes 1.25 (0.61-2.56) 0.538
Mental health
disorder
No 1.00
Yes 2.33 (0.82-6.66) 0.114
Use of psychotropic
medication
No 1.00
Yes 1.14 (0.29-4.57)  0.852
Neuroticism 1.41 (1.26-1.58) <0.001
Extraversion 0.85 (0.73-1) 0.048

*Qdds Ration (95% Confidence interval), **indicates

reference category

er likelihood for Dysfunctional Internet Behaviour,
while greater scores on Extraversion were associ-
ated with lower likelihood for Dysfunctional Internet
Behaviour.
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Discussion

Internet's high level of accessibility and its
range of services provide a potential for overuse.
In our research 7.7% of the participants reported
Dysfunctional Internet Addiction Behavior, which is
in accordance to other recent studies.'® The "addic-
tive" group was more likely to score higher in mental
health disorders and using psychotropic medication,
a finding confirmed by multiple studies.®5"

Concerning our main research goal, Neuroticism
and Extraversion emerged as important factors of
Dysfunctional Internet Behaviour. Specifically in
the mean of high Neuroticism which seemed to
increase significantly the chances of being addict-
ed to the Internet. This finding suggests that low
emotional stability can predict, to a certain extent,
Dysfunctional Internet Behaviour. These individuals
may use the Internet as a substitute for traditional
social interactions, a point that has been made by
many other studies.'*"”

On the other hand, Extraversion was negatively
associated with Dysfunctional Internet Behaviour.
Consequently, the more extraverted the individual
was, the less he or she would engage in high levels of
internet usage. As Landers and Lounsbury® suggest-
ed, introverted people may have more free time to
be online or be more attracted to it than face-to-face
interactions, because they can "...quietly immerse
themselves in what is essentially solitary behavior".
Extraversion seems to function as a protective factor,
motivating individuals to spend time in more inter-
personal activities rather than using the Internet to
an excessive degree.

Identification of personality traits that could be
connected to "addictive personality"* —neuroticism,
introversion— may help researchers to identify and
prevent internet addiction early on. In the future,
it would be useful to study all of the Big Five traits,
because this particular model grants researchers a
vastly accepted measure for understanding person-
ality dynamics across different settings.?® Although
causality is hard to determine, the impact of other
factors on Dysfunctional Internet Behaviour could be
further explored, after taking into account the per-
sonality effects.
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LUpPTITORATa OUGHEITOUPYIKIIG GUHRTTEPLPOPAC
GE XPINGTEC TOU OLAOIKTUOU GE GXEGN
PE XAPAKTNPIGTIKA TIC TIPOGWITIKOTITAC

E. To10Aka,"? L.LA. Mriepylavvakn,'? M. Mapyapitn,’
M. MaA\wen,' X. Mamayswpyiouv’

A" Yuyiatpikn Khvikn, latpikry SxoAr Mavemotnuiov ABnvayv, Ayivitelo Nocokopsio,
2Movdada Qpovtidac Yuyiknc Yyeiac Evyevibeiou Ospameutnpiou, EOviké kat KarmoSiotpiaké Mavemotriuio ABrvac,
3Epeuvntiké Mavemotnuiakd lvotirouto YuxikAc Yyiewnic (EMIYY), EBviké kat Kamodiotpiakd Mavemotruio ABAvac, ABriva

Wuxiatpikn 2017, 28:211-218

H e€dptnon amd to Aladiktuo ival éva Béua pe peydho evOlagEépov yla ToUuC EPELVNTEC, AOYW TNG
Tayeiag e€amiwong Tou Aladiktiou Kal TnG ohoéva auavopevng Xpnong tou amod madid, griBoug
Kal eVAAIKEG. Exel ouvdeBel pe mMOAATTAG PUXOAOYIKA CUUTTTWHATA KAl KOWWVIKEG SUOKOAieC, On-
HIOUPYWVTAG 1 AUTOV TOV TPOTIO OKOMA MEYOANUTEPEG AVNOUXIES YIA TIC APVNTIKEC CUVETTELEG Tov. H
mapoloa €peuva IOV aMOTENEL MEPOG HIOG EVPUTEPNG EPELVAC £XEL OTOXO va SlEpEUVAOEL TN oXéon
peTadl TN umePPOAIKAC XPNoNE Tou S1adIKTUoU Kal XOPAKTNPIOTIKWY TNG TTPOCWTIKOTNTAG O €VNA-
AIKEC. ZUYKEKPIMEVA, e€eTACETAL N OXéoN METAEL TNG SUCAEITOUPYIKAG SIASIKTUAKNG CUUTTEPLPOPAS
(dysfunctional internet behaviour) kal Tou veupwTIOHOU Kal TNG EEWOTPEPELAG, TwV SUO SlaoTAoEWY
NG MPOCWMIKOTNTAG TTOU €X0UV BewpnOEei oL MO ONUAVTIKEG O ONEG TIG OXETIKEG €peuveg. Ot KUPLEG
unoB€oelg pag sival Tt N SUCAEITOUPYIKN S1adIKTUaKN cupmeplpopd Ba oxeTi(eTal OeTIKA YE TOV VEU-
PWTIONS aANG apvnTIKA pe TNV e€woTtpépela’ 1211 dtopa nAkiag dvw Twy 18 eTwv e€eTdoONKav péow
NAEKTPOVIKA CUUTTANPOUKEVWY ATTO TOV {610 TOV CUMUETEXOVTA SOUNUEVWY EPWTNUATONOYIWV TTOU €-
pmepteixav petagl dAAwv To IAT (Internet Addiction Test) Tng Kimberly Young, To Eysenck Personality
Questionnaire (EPQ) kat kKAipakeg avelpeong Yuxomaboloyiag. EmmAéoy, pépog Twv xopnynBéviwv
EPWTNHUATONOYIWV APOPOUCE KOIVWVIKO-ONUOYPAPIKA XOPAKTNPIOTIKA TWV CUUUETEXOVTWY ATOHWY,
KOl CUYKEKPIUEVA PUAO, NAIKIQ, OIKOYEVELAKH KATAOTAON, EKTTaibeuon (€Tn omoudwv), meploxn Slapovig
—AOTIKA, NMIOOTIKA 1} aypOTIKA—, €AV TTACXOULV aTTd 0PYAVIKA 1| PuXIaTPIKA TpoAUaTa LyEiag, Kal av
Aappavouv yla kamola/eg amé Tig U0 KATNYOPIEG PAPUAKEVTIKH aywyr). ZUUQWVa HE TA EVPHMATA, TO
7,7% Tou Seiypatog gixe SUOAEITOUPYIKH SIASIKTUAKY GUUTEPIPOPA TTOU CUPTEPIAAUBAVEL TN HETPIOU
Kal ooPapou Babuou e€aptnon amd tn xprion tou S1adikTuou, CUPPWVA HE TO EPWTNHATOAGYIO IAT. H
HovortapayovTiK avaAuon AoyloTikng maAvdpdunong €6eiée 6t dtopa mou pgavifouv CUPMTWUATA
SuoAertoupytkig S1adIKTUAKAG CLUTTEPIPOPAS gival mMBavVOTEPO va TTACKOUV Ao Wia XPOvia YUXIKNA
Slatapayn, va KAvouv Xpron Yuxotpomwy @apuakwy Kat va éxouv uPnidtepes Babuoloyieg otov
VEUPWTIOUO. AvTiBeTa, fTav Atydtepo mBavo va €xouv maidid kat va gival §wotpe@eic. H mohumapayo-
VTIKA avdAuon Aoylo Tk TaAivEpopnong emPBeRaiwoe 0TI 0 VEUPWTIOUOG Kal N eEWOTPEPELN CUOXETI-
oOnkav ave€aptnta pe tn SUoAerTouPYIKN SladIKTUAKN CUUTEPLPOPA. Ta dTopa pe uPnAr Babuoloyia
OTOV VEUPWTIOMO gixav avénuéveg mbavoTnTeG va TANPoULV Ta Kpltrpla yia Sucheitoupyikr Stadiktu-
aKI CUUTTEPLPOPE, EVW N LPNAR BaBpoloyia oTnV eEWoTPEPEla CUOXETIOONKE UE HIKpSTEPN MBAVE-
™NTa yla SUCAEITOUPYIKN SIASIKTUAKE CUUTTEPIPOPA. O EVTOTIIOUOC XOPAKTNPIOTIKWY TIPOCWTTIKOTNTAG
mou Ba pmopovoav va cuvdeBouv pe KAmolo €id0¢ «EBIOTIKNAG TPOOWTTIKOTNTAG» —O VEUPWTIOUOG Kal
N ECWOTPEPELN CUYKEKPIPEVA- Ba umopouace va BonBrioel Toug epeuvntéc va mpooSlopicouv éykalpa
Kal €10l va gurmodioouv tnv avdntuén Tou €000l oto S1adikTuo, aANd evdexopuévwe va cupBANEL Oe-
TIKA Kal 0TN BgpameuTIKy avTieTwmon tng Statapayrg e6iopov.

Né€eig evpetnpiov: EEdptnon amd 1o 51adikTuo, XapAKTNPIOTIKA TTPOCWTIKOTNTAS, VEUPWTIOUOC,
e€woTpépela.
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soriatic arthritis (PsA) is a chronic inflammatory disease that has a significantimpact on patients’

quality of life (QoL). The Psoriatic Arthritis Quality of Life (PsAQoL) Scale was developed in the

UK to be specific to PsA patients and adopts the needs-based model of QoL. As a disease-spe-

cific measure, the PsAQoL is superior to generic measures of QoL in terms of relevance and sen-
sitivity. The measure, which has been adapted into 50 languages, has not previously been available for
use with Greek PsA patients. The aim of the study was to produce a Greek version of the PsAQoL that
was suitable for native Greek speakers and that had comparable psychometric properties to the origi-
nal UK version. The adaptation of the Greek PsAQoL consisted of three stages; translation, assessment
of face and content validity and analysis of its psychometric properties. The translation stage adopted
the dual panel methodology —a bilingual panel followed by a lay panel- to ensure conceptual equiva-
lence of the scale to the original version. Cognitive debriefing interviews were conducted to deter-
mine the applicability and relevance of the adapted scale to patients. Finally, a postal validation survey
was conducted to assess the psychometric properties of the draft measure, using the Nottingham
Health Profile (NHP) as a comparator instrument. Non-parametric statistical analyses were performed
to establish the reliability and construct validity of the PsAQoL. The translation panels produced a
language version that sounded natural to native Greek speakers. Interviews revealed that patients
found the measure comprehensible and appropriate. Only minor grammatical changes were made to
the measure following these interviews. The Greek PsAQoL demonstrated good internal consistency
(Cronbach’s a=0.88) and excellent test-retest reliability (r=0.98). As expected, the measure correlated
moderately highly with the Physical Mobility and Pain sections of the NHP and correlated moderately
with other sections, indicating convergent validity. Known group validity was established by the abil-
ity of the measure to distinguish between patients who differed according to their perceived general
health and disease severity. No significant differences in PSAQoL scores were observed between males
and females or older and younger patients. The Greek PsAQoL was well-received by patients and dem-
onstrated sound psychometric properties. It forms part of a growing body of disease-specific meas-
ures that are available in Greece. It is recommended for use in routine clinical practice, international
clinical trials and research studies as a valid and reliable measure of QoL in PsA patients.

Key words: Psoriatic arthritis, quality of life, PsAQoL, disease-specific, psychometric test.
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Introduction

Psoriatic arthritis (PsA) is an inflammatory rheu-
matic disease that is associated with the chronic
skin condition psoriasis. Patients with PsA are usu-
ally affected with psoriasis before there are signs of
arthritis.! Psoriasis is characterised by raised patches
of inflamed skin that can be itchy or sore. PsA causes
pain, swelling and stiffness in the joints and tendons
in the body. The disease presents itself equally in
males and females and, although it can develop at
any age, it is most likely to affect adults between the
ages of 45 and 64 years.> An epidemiological study
in North West Greece found the prevalence of PsA
to be 56.6 cases per 100,000 adults, half of that re-
ported in research from Northern Europe.?

PsA is associated with poor physical and psychoso-
cial functioning.>* Lower employment rates for PsA
patients compared to the general population have
also been reported,”® with the disease imposing an
inevitable burden on quality of life (QoL).® In order
to gain a complete picture of the impact of a health
condition on the patient it is necessary to determine
a patient’s QoL.” The Psoriatic Arthritis Quality of Life
(PsAQol) scale was developed in the UK as a PsA-
specific measure of QoL that adopted the needs-
based model.® The model postulates that QoL is low
when an individual is unable to satisfy certain hu-
man needs.’ The content of the instrument was de-
rived from in-depth qualitative interviews with PsA
patients exploring the ways in which the illness pre-
vented need fulfilment.

As a disease-specific measure of Qol, all items in
the PsAQol are relevant to these patients, thus maxi-
mising the scale’s relevance and sensitivity. This is
contrary to generic measures, such as the SF-36 and
NHP, which show weak scaling properties and lack
responsiveness.'” " It is commonly believed that only
generic measures can be used to make comparisons
of outcomes between different diseases. However,
it is possible to co-calibrate scores generated from
different disease-specific measures.”” This quality
of needs-based measures makes them particularly
valuable for comparative-effectiveness research.'?

The PsAQoL has been adapted into 50 languages,
for use in North and South America (10); Asia (14);
Europe (24); Australia (1) and Africa (1). However, prior
to this study the instrument had not been adapted
for use in Greece. The aim of this study was to pro-
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duce a Greek version of the PsAQoL that demonstrat-
ed psychometric properties equivalent to those of
the original instrument.? This was necessary to con-
firm its suitability for use in international clinical trials
and research.

Material and methods
Translation of the PsAQoL scale

The dual-panel methodology' was adopted for
the translation of the PsAQolL into Greek. This pro-
cess involves conducting two independent panels
- a bilingual panel followed by a lay panel. The bi-
lingual panel consisted of Greek professionals who
were fluent in English and was attended by one of
the PsAQoL developers. The purpose of this panel
was to produce an initial Greek translation of the
measure that was equivalent conceptually to the UK
English original. This version was taken forward to a
lay panel, consisting of monolingual Greek speakers
of average educational attainment. Alternative trans-
lations could be taken to the lay panel for consider-
ation. The lay panel could select from the alterna-
tives or even suggest new words providing that the
meaning was maintained. The comprehensiveness
of items and whether they were of natural phrasing
in the target language was assessed in the lay panel.
Both panels were led by the same Greek researcher.

Psychometric assessment
Patients

Patients were invited to take part in the CDIs and
postal validation survey if they were; aged 18 years
or above, able to understand and complete the ques-
tionnaires and able to give written informed consent.
An exclusion criterion was the presence of major co-
morbidity judged by the clinical team to be a signifi-
cant influence on the patients’ QoL. Participants were
recruited through opportunity sampling by their clini-
cian from one of the following locations:

e Rheumatology Clinic, Outpatient Department, St
Paul General Hospital, Thessaloniki

e Qutpatient Psoriasis Department, "Hospital of Skin
and Venereal diseases", Aristotelian University Clinic,
Thessaloniki

e Private Practice, Thessaloniki.
Ethics committee approval was obtained from St.

Paul’s Scientific Council.
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Assessment of face and content validity

Face and content validity of the measure was as-
sessed using cognitive debriefing interviews (CDls)
conducted with PsA patients.

The purpose of the CDIs was to assess the com-
prehension, ease of completion, relevance and com-
prehensiveness of the questionnaire. The interviews
followed a face-to-face, semi-structured approach.
Patients completed the questionnaire in the pres-
ence of an interviewer who observed and queried
any difficulties in responding to the items. Patients
were also asked to provide feedback on the ques-
tionnaire items, instructions and response format.

Postal validation survey

Finally, a postal validation survey was conducted to
establish the psychometric properties of the Greek
PsAQolL adaptation. The original UK version of the
PsAQoL demonstrated excellent internal consistency
(a=0.91), test-retest reliability (0.89), convergent and
known group validity.® The measure has 20 items
with a dichotomous "True/Not true" response option.
The total number of "True" responses is summed to
give the total score. The lowest and highest potential
scores for the PsAQoL are 0 and 20 respectively, with
a higher score indicating poorer quality of life.

At the first administration of the PsAQoL (Time 1), the
Greek version of the Nottingham Health Profile' was
included in the postal survey as a comparator instru-
ment. The NHP assesses health status in six sections;
energy level, physical mobility, pain, sleep, emotional
reactions and social isolation. It includes 38 statements
with dichotomous "Yes/No" response options. Scores
for the NHP are calculated as a percentage of the
items affirmed in each section. All six sections of the
instrument have a minimum potential score of 0 and
a maximum of 100, with high scores indicating worse
health status. The Greek NHP demonstrates test-retest
reliability coefficients above the minimum acceptable
level of 0.70 and is sensitive to differences in patients’
perceived disease severity.'* Participants who complet-
ed and returned the PsAQoL and NHP at Time 1 were
then sent the Greek PsAQoL approximately 14 days lat-
er (Time 2). Participants were allocated an ID number
to ensure anonymity and to allow matching of respon-
dents’ data between administrations.

The internal consistency, test-retest reliability, con-
vergent and known-group validity of the PsAQoL were
determined from the postal survey data. As the data
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were at the ordinal level of measurement, non-para-
metric statistical analyses were performed. Internal
consistency is a measure of the extent to which items in
a scale are inter-related and is assessed by Cronbach’s
alpha coefficient. An alpha value below 0.7 indicates
that the items do not work together to form a scale.”
Test-retest reliability and convergent validity were
measured using Spearman’s rank correlations. The for-
mer provides an estimate of the measure’s reproduc-
ibility over time by correlating scores on the scale on
two occasions. A minimum value of 0.85 is required.'®
The latter assesses the level of association between
scores on one scale and those on a comparator scale
that measures a related construct. In this case, PsAQoL
scores were correlated with scores on the NHP sections.
A Mann-Whitney U test was used to assess known
group validity. This tests the ability of the PsAQoL to
distinguish between patients who differed according
to their self-reported ratings of general health and PsA
severity. The categories for general health were "very
good/ good" and "fair/poor". PsA severity was grouped
into "mild/moderate" versus "quite severe/very severe",
Statistical analyses of the data were conducted using
the Statistical Package for the Social Sciences (SPSS)
version 19.0 software (SPSS Inc., Chicago IL, USA).

Results
Translation of the PsAQoL scale

The bilingual panel consisted of two males and three
females aged between 25 and 57 years. The group
produced the first Greek translation of the PsAQoL.
Five of the items produced significant discussion but
appropriate translations were produced that captured
the intended concept. There was discussion in the bi-
lingual panel concerning the response options, where
"Itis true" and "It is not true" was suggested before de-
ciding on "l agree" and "l disagree".

The lay panel consisted of three males and three
females aged from 21 to 62 years. The lay panel con-
firmed that the translations sounded natural in Greek
and only minor changes were made to the question-
naire instructions. The lay panel amended the re-
sponse options to "True" and "False" as it was consid-
ered this would work best with respondents.

Assessment of face and content validity

Ten patients participated in the CDls, of whom 6
were female. Time taken to complete the questionnaire
ranged from 5 to 8 minutes. Patients considered the in-
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structions and all items to be clear, understandable and
appropriately worded. Minor modifications were made
to two of the items to correct grammatical errors.

Postal validation survey

Seventy-five patients completed the questionnaire
package at Time 1. Sixty-one patients (81%) also com-
pleted the second administration of the PsAQoL. Data
for those participants who did not return the question-
naire at Time 2 or who had missing responses were ex-
cluded from the statistical analyses. Table 1 presents
demographic and disease information for this sample.

Patients’ scores on the PsAQoL and NHP are shown
in table 2. The median score for the Greek PsAQoL was
11.0 at both time points. No floor or ceiling effects (high
number of patients scoring the minimum and maxi-
mum, respectively) were observed for the PsAQoL. For
the NHP, respondents scored highest on the Energy
level, Emotional reactions and Sleep sections.

Internal consistency

Cronbach’s alpha coefficient for the PsAQoL was
0.88 at both administrations, indicating that the
items are sufficiently inter-related.

Test-retest reliability (reproducibility)

The PsAQoL showed excellent test-retest reliability
with a Spearman rank correlation coefficient of 0.98
(p<0.01). This shows that the scale demonstrates low
levels of random measurement error.

Convergent validity

Correlations between PsAQoL scores and those on
the six NHP sections at Time 1 can be seen in table 3.
PsAQoL scores correlated strongly with the Physical
Mobility and Pain scales of the NHP, showing the im-
portance of these factors on QoL. There were also
moderately high correlations between the PsAQoL
and the NHP Emotional reactions and Sleep scales,
suggesting that multiple factors influence QoL in PsA.

Known group validity

Figure 1 shows patients who rated their general
health as fair or poor scored higher on the PsAQoL
(Mdn=15.0; IQR=14.0-16.0) than those who rated
their general health as very good or good (Mdn=6.0;
IQR=3.75-8.0). This indicates significantly worse QoL
in patients rating their general health less favourably
(U=41.50, n=33, n=26, p<0.01, two-tailed). Also as ex-
pected, patients who evaluated their PsA severity
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Table 1. Details of postal validation sample (n=61).

Age Years

Mean (SD) 46.0 (10.8)

Median (IQR) 44.2 (37.3-56.8)

Range 28.0-69.4

Gender n (%)
Male 40 65.6
Female 21 34.4
Marital Status

Married/Living as Married 33 541
Divorced 8 13.1
Widowed 3 4.9
Single 17 27.9
Work Status

Full-time 7 11.5
Part-time 15 24.6
Homemaker 7 11.5
Retired 11 18.0
Unemployed 21 34.4
Patient-perceived general health

Very good 5 8.2
Good 22 36.1
Fair 24 39.3
Poor 10 16.4
Patient-perceived PsA severity

Mild 20 32.8
Moderate 17 27.9
Quite severe 18 29.5
Very severe 6 9.8

PsA: Psoriatic Arthritis

as quite or very severe scored higher on the PsAQoL
(Mdn=15.5; IQR=15.0-16.0) than patients who regard-
ed their PsA severity as mild or moderate (Mdn=6.0;
IQR=4.0-9.0) (figure 2). There was a significant dif-
ference between the two groups for PsA severity
(U=32.00, n=35, n=24, p<0.01, two-tailed).

Demographic findings

The Mann Whitney U tests revealed no differ-
ence in PsAQoL scores between males (Mdn=14.0;
IQR=6.0-15.0) and females (Mdn=8.5; IQR=3.25-15.0),
or between older (Mdn=11.0; IQR=4.0-16.0) and
younger patients (Mdn=12.0; IQR=6.5-15.0). There-
fore, PsAQoL scores did not significantly differ be-
tween patients grouped by gender (U=311.5, n=39,
n=20, p=0.21, two-tailed) or age group (U=427.5,
n=30, n=29, p=0.91, two-tailed).
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Table 2. Descriptive scores for the PsAQoL and NHP sections.

n Median (IQR) Mean (SD) Range (%) (%)
scoring scoring
minimum maximum

PsAQoL (Time 1) 59 11.0 (6.0-15.0) 10.6 (5.4) 1.0-19.0 0.0 0.0
PsAQoL (Time 2) 60 11.0 (6.0-15.0) 10.5 (5.5) 1.0-19.0 0.0 0.0
NHP

Energy level 61 66.7 (16.7-66.7) 51.4 (36.3) 0.0-100.0 24.6 21.3
Pain 61 37.5 (0.0-75.0) 36.7 (35.9) 0.0-87.5 41.0 0.0
Emotional Reactions 61 44.4 (11.1-72.2) 44.6 (35.0) 0.0-100.0 14.8 14.8
Sleep 61 40.0 (0.0-100.0) 44.6 (43.9) 0.0-100.0 41.0 29.5
Social Isolation 61 40.0 (0.0-80.0) 40.7 (36.3) 0.0-100.0 27.9 14.8
Physical Mobility 61 37.5 (0.0-62.5) 32.6 (27.0) 0.0-87.5 29.5 0.0

PsAQoL: Psoriatic Arthritis Quality of Life scale, NHP: Nottingham Health Profile
Note: Participants with missing data were excluded from the analyses

Discussion

The Greek adaptation of the PsAQoL was success-
ful. The measure reflected the same concepts as in
the original UK version, was comprehensible and
appropriate to patients and demonstrated excellent
psychometric properties, comparable to those of the
original UK PsAQoL.% The new language version has
excellent internal consistency, reproducibility and is
able to detect meaning differences in terms of gen-
eral health status and perceived PsA severity.

The sensitivity and responsiveness of a measure
is reduced with the presence of floor or ceiling ef-
fects. The absence of floor and ceiling effects for
the Greek PsAQoL demonstrates that the measure is
well targeted to the patients. This is in contrast to a
significant proportion of patients scoring the mini-
mum, and maximum in some cases, for the NHP sec-
tions. This means that the NHP is less able to discern

Table 3. Association between PsAQoL and NHP section
scores (n=59).

PsAQoL
Energy Scale 0.63*
Pain Scale 0.83*
Emotional Reactions 0.71*
Sleep Scale 0.71*
Social Isolation 0.46*
Physical Mobility 0.82*

*Correlation significant at p<0.01 (Spearman rank cor-
relation coefficient)

meaningful differences between subjects at either
extreme of the measure.”

The dual panel translation methodology™ em-
ployed in the adaptation proved successful in over-
coming potential difficulties related to English collo-
quialisms in the original measure. It also ensured that
the final version would appeal to future Greek respon-
dents. Research has shown that patients rate transla-
tions using the dual panel methodology as more satis-
factory compared to forward-backward translations.'®

The Greek PsAQolL adds to a growing body of dis-
ease-specific measures available for use in Greece

16

14+

_ N
o N
| |

Median PsAQoL score
(o]
1

Very good/Good Fair/Poor

Perceived General Health

Figure 1. Median scores on the Psoriatic Arthritis Quality
of Life (PsAQolL) scale by patient-perceived general
health (n=59).*

*Association is significant at p<0.01 (Mann Whitney U test)
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16 that adopt the needs-based model of QoL. This in-
cludes the ACQLI (Alzheimer’s Carer’'s Quality of Life

] Instrument), QoL-AGHDA (Quiality of Life Assessment

v 124 of Growth Hormone Deficiency in Adults) and ASQoL
S (Ankylosing Spondylitis Quality of Life scale; for ex-
g', 109 ample, see Graham'®). As these measures have the
E 8 same underlying theoretical construct, research using
< the Rasch model would allow for comparisons of QoL
B 6 across different diseases.” Because of the small sam-
= 4 ple size employed in the current study, Rasch analysis
was unable to be performed. While this does not com-

2 promise the psychometric properties of the Greek

0 . PsAQol, it should be noted that further research is

Mild/Moderate Quite severe/Very severe

Perceived Severity of PsA

Figure 2. Median scores on the Psoriatic Arthritis Quality
of Life (PsAQoL) scale by patient-perceived PsA severity
(n=59).*

*Association is significant at p<0.01 (Mann Whitney U test)

required to perform co-calibration and also to deter-
mine the responsiveness of the measure.

The Greek PsAQoL will prove a valuable tool for use
in international clinical trials including Greece, in rou-
tine clinical practice and research studies as a valid
and reliable measure of QoL in PsA patients.

Megtagppacn Kat MPoGappoyn
¢ eNAnvikhgg €ékdoong g Kaipakag Extipnong
¢ Mowtnrag Zwnig 6tV Puplacikl apdpitida

A. Heaney,' J. Stepanous,’ S.P. McKenna,'
M. AGavaciov,” A.A. BidaAn¢’

'Galen Research Ltd, Manchester, UK,
2leviké Noookoueio Oecoalovikng «Aytog Mavroc», 3161ktng, Oeooalovikn

Wuxlatpikn 2017, 28:219-225

H Yywptaoikn apBpitida (WA) givart xpdvia eAeypovwdng vooog mou enmnpedlel CNUAVTIKA TNV TTOLOTN-
Ta (wn¢ Twv acBevwyv. H KAipaka ekTipnong tng moldtntag {wng acbevwy pe WA avantixbnke otn
MeydAn Bpetavia yla Toug avtioTolyoug MACKXOVTEC Kal UIOBETE TO HoVTENO TNG TToloTNTAG (WG ME
Bdon tic avdykec. H kAipaka autri PsAQol sival mpooappoopévn og éva voonua Kat givat KaAUTeEpN
amno Ta epyaAeia YEVIKAC XProng Hétpnong Tng motdtntag (wng 6oov agopd oTnv 1I8IKOTNTA Kal Eval-
oOnoia. To epyaleio auTO eKTIUNONG TNG TTOLOTNTAC (WG EXEL TPOCAPUOOTEL 0 50 YAWOOEC, Kal HEXPL
onuepa Sev Atav Siabéaoipo yia xprion og EAANveg aoBeveic maoxovteg amd WA, Xkomdg Tng Epyaciag
nTav n mapaywyr EAANVIKAS ékdoong g KAipakag Pétpnong Tng molotntag {wng acBeviv pe WA pe
okomd Tn xprion ¢ o€ EAAnveg aoBeveig, n omoia va gival icoduvaun pe TNV aubevTiKr KAipaka mou
mapnxOn otn Meydhn Bpetavia. H mpooappoyr TG KAHOKAG eKTitnong tng motdtntag {wng PsAQoL
neptENafe tpia 0TAdIA, TNG HETAPPAONC, TNG EKTIMNONG TNG EYKUPOTNTAC TOU TIEPIEXOUEVOU KAl TNG
aAvVAANUONC TWV YPUXOUETPIKWV IS10TATWY TNG. To YETAPPAOTIKO 0TASI0 UloBEéTnoE TN neBodoloyia Tng
SumANG opadag (pia Siyhwoon opdda katl opdda atopwy mou Sev OXeTICOVTAV HE TOV XWPO TNG LYEIaC)
yla va e§ac@alioBei n evvolohoyikr .IcoSuvapia TG KAHOKAG HE TNV apxIkn TnG ékdoon. Ale§rixdnoav
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YVWOTIKEC OUVEVTEVEEIC Yia va TTPOoSI0PIOTEL N EQAPHOYN KAl N CLUVAPELD TN KAIUOKAC 0€ aoBeVEiC pe
YA. Xpnotporoiwvtag to Nottingham Mpoil Yyeiag (NHP) wg péoo ouykpiong Ste€nxon taxudpopikn
épeuva yla va kaBiepwBei n aflomoTia Kal n eyKupoTnTa TNG KAHAKAC. MN-TTapAUETPIKEC OTATIOTIKECG
avaAUoelg Tpaypatomolifnkav yia va kabiepwBei n adlomoTia kat N SOUIKH eyKUPOTNTA TNG KAIpaKAG
PsAQoL. Ot opddeg petagpacng mapriyayav pia YAwoolkr ékdoon mou IkavoroloUoe toug EAAnveg.
Ot ouvevtelEelg €6ei§av 0TI ol aoBeveic ekTipnoav TNV KAiHaKa we eOANTITN KAl KATAAANAN. MeTd TIg
OUVEVTEVEEIC €ylvav PHOVO PIKPEG YAWOOIKEG ahAayEg oTnv KAiaka. H eANAnvikr ékdoon tng KAIpakag
PsAQolL ¢£dsiée kahn eowTepiknr ouvoyn (Crohnbach’s a=0,88) kat kaAr alomoTia emavaAnPiudTNTag
(r=0,98). Omw¢ avapevdTayv, To EPWTNUATONOYIO £5€IEE HETPLO CUOKETION OE OXEON HE TIC EVOTNTEC TTOU
apopouoav 0T QYUOIKH KIVATIKOTNTA Kat Tov TTovo Tou NHP Kat HéTpla CUOKETION HE TIG AANEG evOTN-
TEC, EVPAHATA TTIOU CLUVNYOPOUV YIa TNV EYKUPSTNTA TOU. H eyKupdtnta TNG KAIPAKAG EKTINAONKE amo
NV IKAVOTNTA TOU EpWTNUATONOYIOU Va S10KPIVEL TOUG 00BEVEIG avANOYA JE TO TIWE EKTIHOUV TN YEVIKN
TOUG LYEia Kal TN 0oBapoTNTA TNG AcBEveldg Tous. Agv mapatnpridnkav Siagopéc petadd avdpwv Kat
YUVAIKWY 0UTE PETAEL NAIKIWHEVWV Kal VEWV acBevwv. H eANAnvikn kAipaka PsAQoL €deiée adiomoTeg
YUXOMETPIKEG IB1OTNTEC Kal ATV amodekTr amd Toug acBeveiq. Evtdooetal otov auavouevo aplouo
YUXOMETPIKWY KAIUAKWY TTOU agOpOoUV O€ CUYKEKPIUEVA VOO aTA Kal gival S100€01EG 0TNV EAANVIKNA
YAwooa. Ot PUXOMETPIKEG AUTEG KAIHOKEG UTOPOUV VA GUVEKTINOOUV e AANEG KAIMOKEG Yia TNV EKTI-
pnon Tng moldtntag (wrig. ZuvIoTATAL Yia XPHon oTnV KaBnpepivi KAVIKR TTPOKTIKY o€ SieBveig KAI-
VIKEG LENETEC KAl OTIC CUYKPITIKEG EPEVVEG ATTOTEAEOUATIKOTNTAC S1apOpwV BEPATTEVTIKWY PEBOSWV.

Né&eig evpetnpiov: Ywplaoikn apBpitida, moidtnta {wrig, PsAQoL, vooog, Yuxouetpikr Sokipacia.

225

References

©

©

10.

. Yu AP, Tang J, Xie J, Wu EQ, Gupta SR, Bao Y et al. Economic

burden of psoriasis compared to the general population and
stratified by disease severity. Curr Med Res Opin 2009, 25:2429—
2438, doi: 10.1185/03007990903185557

. Alamanos Y, Papadopoulous NG, Voulgari PV, Siozos C,

Psychos DN, Tympanidou M et al. Epidemiology of psoriatic
arthritis in northwest Greece, 1982-2001. J Rheumatol 2003,
30:2641-2644, PMID: 14719208

. Husted JA, Gladman DD, Farewell VT, Long JA, Cook RJ.

Validating the SF-36 health survey questionnaire in patients with
psoriatic arthritis. J Rheumatol 1997, 24:511-517, PMID: 9058658

. Mease PJ. Assessing the impact of psoriatic arthritis on patient

function and quality of life: lessons learned from other rheuma-

P, Veale DJ. Development of the PsAQoL: a quality of life
instrument specific to psoriatic arthritis. Ann Rheum Dis 2004,
63:162-169, doi: 10.1136/ard.2003.006296

Hunt SM, McKenna SP. The QLDS: a scale for the measurement
of quality of life in depression. Health Policy 1992, 22:307-319,
PMID:10122730

Taylor WJ, McPherson KM. Using Rasch analysis to compare the
psychometric properties of the Short Form 36 physical function
score and the Health Assessment Questionnaire disability index
in patients with psoriatic arthritis and rheumatoid arthritis. Arthrit
Care Research 2007, 57:723-729, doi: 10.1002/art.22770

11.

12.

13.

14.

Wiebe S, Guyatt G, Weaver B, Matijevic S, Sidwell C. Comparative
responsiveness of generic and specific quality-of-life instruments.
J Clin Epidemiol 2003, 56:52-60, PMID: 12589870

Rouse M, Twiss J, McKenna SP. Co-calibrating quality-of-life
scores from three pulmonary disorders: implications for com-
parative-effectiveness research. J Med Econ 2016, 19:596-603,
doi: 10.3111/13696998.2016.1148700

Hunt SM, Alonso J, Bucquet D, Niero M, Wiklund |, McKenna
SP. Cross-cultural adaptation of health measures. Health Policy
1991, 19:33-44, PMID: 10117390

Vidalis A, Syngelakis M, Papathanasiou M, Whalley D, McKenna
SP. The Greek version of the Nottingham Health Profile: Features
of its adaptation. Hippokratia 2000, 4:39-42

tologic conditions. Semin Arthritis Rheum 2009, 38:320-335, doi: 15. Streiner DL, Norman GR. Health Measurement Scales: A practi-
10.1016/j.semarthrit.2008.01.003 cal guide to their development and use. Oxford University Press,
Mau W, Listing J, Huscher D, Zeidler H, Zink A. Employment New York, 1995
across chronic inflammatory rheumatic diseases and compari- 16. Weiner EA, Stewart BJ. Assessing Individuals: psychological and
son with the general population. J Rheumatol 2005, 32:721-728, educational tests and measurement. Little Brown, Boston, 1984
PMID: 15801031 17. Fayers P, Machin D. Quality of life: the assessment, analysis
. Lee S, Mendelsohn A, Sarnes E. The burden of psoriatic arthritis: and interpretation of patient-reported outcomes. 2nd ed. Wiley,
A literature review from a global health systems perspective. P Chichester, UK, 2007
& T 2010, 35:680-689, PMID: 21197266 18. Hagell P, Hedin PJ, Meads DM, Nyberg L, McKenna SP. Effects of
. Doward LC, McKenna SP. Defining patient-reported outcomes. method of translation of patient-reported health outcome question-
Value Health 2004, (Suppl 1):S4-S8, doi: 10.1111/j.1524-4733. naires: a randomized study of the translation of the Rheumatoid
2004.7s102.x Arthritis Quality of Life (RAQoL) Instrument for Sweden. Value
McKenna SP, Doward LC, Whalley D, Tennant A, Emery Health 2010, 13:424-430, doi: 10.1111/j.1524-4733. 2009.00677.x
19. Graham JE, Rouse M, Twiss J, McKenna SP, Vidalis AA. Greek

adaptation and validation of the Ankylosing Spondylitis Quality
of Life (ASQoL) measure. Hippokratia 2015, 19:119-124, PMID:
27418759

Corresponding author:S.P. McKenna, Galen Research Ltd, B1 Chorlton
Mill, 3 Cambridge street, Manchester, M1 5BY, UK

Tel. (+44) (0)161 226 4446, Fax: (+44) (0)161 226 4478

e-mail: smckenna@galen-research.com



226 PSYCHIATRIKI 28 (3), 2017

Research article

Greek teachers' knowledge
about attention deficit hyperactivity disorder

I. Giannopoulou, P. Korkoliakou, E. Pasalari, A. Douzenis

2nd Department of Psychiatry, Athens University Medical School, "Attikon" University Hospital, Athens, Greece

Psychiatriki 2017, 28:226-233

ttention deficit hyperactivity disorder (ADHD) is a neurobiological disorder, which

affects about 5.2% of school-aged children worldwide. Children with ADHD present

teachers with a special challenge, since they interfere with teaching process and do

not respond to typical classroom management techniques. In order to meet this chal-
lenge teachers must have accurate, up-to-date, information about the disorder so that they
can respond to the needs of the student with ADHD. Studies that have examined teachers’ be-
liefs and knowledge relating to ADHD highlighted the need for providing training to increase
Greek teachers’ knowledge and understanding of the disorder. Thus, the aims of the present
study were: (a) to develop and evaluate brief ADHD training seminar for teachers; and (b) to
investigate whether the training format (half-day versus two-day seminar) would have a dif-
ferential effect on teachers' knowledge about ADHD. A total of 143 teachers formed the two
sample groups; Group 1 (n=68) attended a half-day training (5 hours), and Group 2 (n=75) a
two-day training (18 hours). Seminar topics included: (a) gaining basic knowledge about the
symptoms, causes and natural history of ADHD, (b) understanding the key underlying cogni-
tive deficits of the disorder and their impact on learning and behavior, (c) implementation of
specific learning strategies for children with ADHD, (d) benefits and limitations of existing treat-
ment approaches including the pharmacological treatment, and (e) available instruments for
teachers that could inform their decision to refer the student to CAMHS for an assessment. A
self-report ADHD Knowledge Questionnaire (ADHD-KQ), which covers four domains (clinical
presentation, causes, cognitive deficits, interventions) was developed for the purpose of the
present study, and was administered pre- and post-seminar. Teachers were generally knowl-
edgeable about clinical presentation of ADHD, with more than 80% of the sample responding
correctly to items pertaining to core symptoms. The internal consistency of the total ADHD-KQ
scale measured by Cronbach's alpha coefficient was found to be good (0.89). The alpha coef-
ficients for the sub-scales were acceptable (0.70 for the Symptoms/Diagnosis sub-scale, 0.73 for
the Cognitive Deficits sub-scale, and 0.75 for the Intervention sub-scale), except for the Causes
sub-scale, which was poor (0.59). In addition, each of the sub-scales showed a significant cor-
relation with the total scales score (range r=0.66 to r=0.79), and there also was significant cor-
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relation between the four sub-scales (range r=0.39 to r=0.45). As expected, gaps in knowledge
were identified, particularly in the area of causes, pharmacological treatment and cognitive
deficits associated with ADHD. The results, using paired samples t tests, showed a highly sig-
nificant increase in ADHD-KQ total and all sub-scale scores in both groups (p<0.001), indicating
an overall improved knowledge about ADHD irrespective of the training format, i.e. half-day
versus two-day training seminar. One-way MANOVA revealed significant difference between
the two training seminars in mean pre-post difference sub-scale scores considered simultane-
ously. Subsequent univariate tests of between-subjects effects revealed that the group (train-
ing format) had a statistically significant effect on ADHD knowledge of symptoms sub-scale
only [F(1,141)=10.46, p<0.01], with those who participated in the two-day training seminar hav-
ing significantly higher mean pre-post difference scores as compared to teachers who attended
the half-day training seminar (p<0.01). The present findings merit replication and, if confirmed
in larger samples, have important implications for undergraduate curriculum development and
training of practicing teachers, so that to overcome specific knowledge gaps and misconcep-
tions with regards to ADHD. Future study should incorporate the use of classroom interventions
and teaching strategies for students with ADHD, before and after brief training seminar, for a

more thorough evaluation of its effectiveness.

Key words: Attention deficit hyperactivity disorder, teachers, knowledge, training seminar.

Introduction

Attention deficit hyperactivity disorder (ADHD)
is a commonly diagnosed neurobiological disorder
in childhood, which affects about 5.2% of children
worldwide.! More recent reviews*® suggest even
higher prevalence rate, ranging between 5.9 and
7.2%. A study” looking at the prevalence of ADHD in
Greece indicated a rate 6% (8% for boys and 3.8% for
girls) among primary school children, and concluded
that the disorder was associated with impairment in
social and educational functioning.

The question surrounding ADHD as a legitimate
disorder has been a subject of controversy among
child psychiatrists in Greece until the 90's, mainly
due to prevailing influence of psychoanalytic think-
ing and psychodynamic model in clinical practice,
placing importance on psychogenic factors in under-
standing and treating ADHD. The entry of the slow
release methylphenidate (Concerta), and soon after
atomoxetine, into the Greek market in 2005 shifted
the change in conceptualization of the ADHD from
a psychological to a neurobehavioural disorder, em-
phasizing the contribution of genetic, biological,
cognitive but also environmental factors. Its wide
impact on child's development, and in particular its
interference with learning process, led the Greek

Ministry of Education, in 2008, to include ADHD in
the category of learning disorders with special edu-
cational needs.’

Children with ADHD present teachers with a spe-
cial challenge. ADHD interferes with teaching pro-
cess, typically affects school performance or disrupts
the rest of the class, and does not respond to typi-
cal classroom management techniques. In order to
meet this challenge teachers must have accurate,
up-to-date, information about the disorder so that
they can respond to the needs of the student with
ADHD.® Teachers' factual knowledge about ADHD is
extremely important for recognizing the disorder, as
they are often the first ones to suspect it.

Only a few studies up to date have examined teach-
ers’ beliefs and knowledge relating to general issues
of identification, diagnostic criteria, and treatment of
students with ADHD in Greece. A study conducted
by Kakouros et al’ regarding teachers’ beliefs about
ADHD, using a case vignette, concluded the need for
in service training for teachers regarding the disor-
der; teachers viewed the typical ADHD behaviours as
a result of child's difficult temperament, inadequate
parenting (e.g. neglect) or family dysfunction (e.g.
divorce), and failed to recognize the importance of
neurobiological factors and teaching environment
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in the aetiology and outcome of the disorder respec-
tively. A more recent study on Greek primary school
teacher's knowledge about ADHD revealed that they
were well informed about the symptoms of the dis-
order but lacked knowledge about causes and man-
agement of the ADHD.? Both studies highlighted the
need for providing training to increase Greek teach-
ers’ knowledge and understanding of ADHD.

A thorough review of literature showed that no
studies of teachers’ training programs regarding
ADHD in Greece have been published. Thus, the aims
of the present study were: (a) to develop and evalu-
ate an ADHD brief training seminar for teachers, and
(b) to investigate whether the format of the training
would have a differential effect on teachers' knowl-
edge about ADHD.

Method

Participants

A total of 143 teachers, who attended an educa-
tional seminar on ADHD, formed the two sample
groups, which were recruited using convenience
sampling. The first sample (Group 1) consisted of
68 practicing nursery- and primary-school teachers
(grade 0 to grade 6) working in state schools in the
Piraeus Primary Education District, whereas the sec-
ond sample (Group 2) comprised 75 teachers who
attended a postgraduate training course in special
education, provided by the University of Aegean,
and were engaged in informal teaching activity (pri-
vate tuition). Both groups attended an educational
seminar on ADHD; the Group 1 a half-day (5 hours)
training, and the Group 2 a two-day (18 hours) train-
ing. The demographic characteristics of the sample
are presented in table 1.

Procedure

The educational seminar for teachers was de-
signed, drawing from the Teach ADHD training pro-
gram developed by Martinussen et al,’ with the fol-
lowing aims: (a) to gain basic knowledge about the
symptoms, causes and natural history of ADHD, (b)
to gain a basic understanding of the key underly-
ing cognitive deficits in ADHD and their impact on
learning and behaviour (common school difficulties
associated with ADHD), (c) to highlight strategies for
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Table 1. Demographic characteristics of the sample.

Variable Group 1 Group 2
(n=68) (n=75)
Gender (% female) 85.3% 85.5%
Age Group
22-30 years old 56.6% 7.4%
31-40 years old 43.4% 23.5%
>41 years old - 66.6%
Marital status
Not Married 71.1% 26.5%
Married 27.6% 67.6%
Divorced 1.3% 5.9%
Having Children 18.4% 70.6%
Years of teaching experience: 4.4 (3.5) 16.1 (7.4)
Mean (SD)
Teacher level
Nursery teacher 32.4% -
Primary school teacher 67.6% 56.6%
Secondary school teacher - 43.4%
Post-graduate education 8.8%
Master 10.3% 27.6%
Postgraduate seminars/ 6.6%

courses in ADHD

teachers to help their students with ADHD be suc-
cessful in school, (d) to gain understanding of the
benefits and limitations of existing treatment ap-
proaches, including the pharmacological treatment,
and (e) to become aware of existing screening instru-
ments for teachers in Greece that could inform their
decision to refer the student to CAMHS for an assess-
ment. The two-day contrary to the half-day seminar,
allowed for practicing case vignettes in small groups,
whereby behaviour techniques and teaching strate-
gies in some real-life situations were addressed more
in depth. The first two authors were the main facilita-
tors of the seminar.

Measures

A self-report ADHD Knowledge Questionnaire
(ADHD-KQ), was developed for the purpose of the
present study, drawing on from existing instruments
assessing teachers' knowledge with regards to
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ADHD'"" and taking into account cultural prevailing
views on the disorder. It comprised two sections. The
first contained multiple choice questions on demo-
graphic background (e.g. age, gender, qualifications),
teacher level (nursery, primary, secondary), years of
teaching experience, and prior attendance of a semi-
nar or postgraduate course in special education. The
second section included 29 items evaluating par-
ticipants' knowledge of ADHD, with a three option
(True/False/l don't know) response format. Correct
answers receive 1 point and incorrect ones 0 points.
So the range of possible scores goes from 0, the low-
est level of knowledge, to 29, for the highest. The re-
sponse “l don't know” is not included in calculation
of the total score. The three option response format
is chosen to overcome the limits of the dichotomous
format (True/False) as it allows discerning those ar-
eas in which teachers have more knowledge, areas
where they have the least knowledge and the areas
in which they commit the greatest number of errors.
The items were grouped into four sub-scale domains:
Symptoms/Diagnosis of ADHD (8 items), Causes of
ADHD (6 items), Cognitive deficits/Learning (7 items),
Interventions/Treatment of ADHD (8 items). Panel of
12 experts in ADHD were asked to assign each item
to one of the sub-scales provided by the authors.
An item was considered as belonging to a particular
sub-scale if at least 75% of the group was in agree-
ment with the decision.

The internal consistency of the total ADHD-KQ
scale measured by Cronbach's alpha coefficient was
found to be good (0.89). The alpha coefficients for the
sub-scales were acceptable (0.70 for the Symptoms/

Table 2. Participants mean scores by group and time.
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Diagnosis sub-scale, 0.73 for the Cognitive Deficits
sub-scale, and 0.75 for the Intervention sub-scale), ex-
cept for the Causes sub-scale, which was poor (0.59). In
addition, each of the sub-scales showed a significant
correlation with the total scales score (range r=0.66
to r=0.79), and there also was significant correlation
between the four sub-scales (range r=0.39 to r=0.45).
A significant difference found in teacher knowledge
of ADHD (ADHD-KQ total score), between those who
had attended courses in special education, as com-
pared with those who either had a basic degree or
a postgraduate degree, confirms the validity of the
scale (Kruskall-Wallis chi-square= 23.13, p<0.001).

The ADHD-KQ was administered before and fol-
lowing the seminar in order to determine the im-
provement in knowledge of ADHD as a result of the
training.

Results

Mean scores on the 29-item ADHD-KQ adminis-
tered pre- and post-seminar are presented in table 2.
The mean percentage of correct answers on ADHD-
KQ was 55.9% and 52.1% for the Groups 1 and 2 re-
spectively, whereas the mean percentage of “don't
know” responses, indicating lack of knowledge, was
24.7% for the Group 1, and 31.8% for the Group 2.
Tables 3 and 4 display the percentage of correct and
“don't know” answers, respectively, on ADHD-KQ in-
dividual items.

Pre- and post-seminar scores on ADHD-KQ were
compared, using paired samples t test, for each
group separately. We found the difference of mean

Pre-seminar Post-seminar
Group 1 Group 2 Group 1 Group 2
Mean=SE Mean=SE Mean=*SE Mean=SE
Teacher ADHD-KQ total 16.1+0.59 15.9+0.55 23.1+0.32 23.9+0.33
Symptoms/Diagnosis sub-scale 5.2+0.19 4.4+0.21 6.5+0.13 6.7+0.13
Causation sub-scale 1.9+0.14 2.0+0.13 3.6x0.10 3.4+0.08
Cognitive/Learning sub-scale 4.1+0.28 4.3+0.21 6.5+0.16 6.8+0.14
Management sub-scale 5.7+0.21 5.7+0.20 7.0x£0.14 7.0=0.14

Notes: Group 1 (n=68), Group 2 (n=75)
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Table 3. Teacher ADHD-KQ items with >80% of correct answers.

Category Group 1 Group 2
(n=68) (n=75)
Q1. Children with ADHD present with hyperactivity, Symptoms/diagnosis 90.8 97.1
impulsivity and distractibility
Q4. Children with ADHD have good social skills Symptoms/diagnosis 55.3 82.4
Q9. Students with ADHD can follow the instructions Cognitive 61.8 82.4
and organize complex tasks if they really want to
Q19. ADHD is a short-term disorder that gets better Symptoms/diagnosis 67.1 80.9
with time and doesn’t require any intervention
Q27. Students with ADHD require the same teaching Management 82.8 83.8
strategies as other students
Q29. The teacher’s role is limited in helping a student Management 88.2 94 .1

with ADHD

score of 6.96+4.83 for the Group 1, and of 7.91+4.94
for the Group 2, which were statistically highly sig-
nificant (p<0.001). Similar changes were seen across
all ADHD-KQ sub-scales, indicating significantly im-
proved (p<0.001) teacher's knowledge of ADHD in all
domains (see table 5). In order to ascertain, whether
the training format (half-day as opposed to two-
day seminar) produced greater knowledge increase,

a one-way MANOVA was used, with the group as a
between subjects factor and the mean pre-post dif-
ference sub-scale scores as a within subjects factor.
Wilk's lamda of 0.888 [F(4,138)=4.37, p<0.01] indi-
cated significant difference between the two train-
ing seminars in mean pre-post difference sub-scale
scores considered simultaneously. Subsequent uni-
variate tests of between-subjects effects revealed

Table 4. Teacher ADHD-KQ statements with >33% indicating lack of knowledge (Don’t know).

Category Group 1 Group 2
(n=68) (n=75)

Q11. Pharmacological treatment sedates children with ADHD and makes 31.6 48.5
them more obedient

Q12. A child who concentrates on tasks of his choice, e.g. computer 34.2 34.2
cannot have ADHD

Q13. Pharmacological treatment has no effects for ADHD symptoms 39.5 50

Q17. Child who doesn’t show hyperactivity does not qualify for ADHD 355 35.3
diagnosis

Q18. ADHD is an exclusively genetic disorder 39.5 36.8

Q20. Learning difficulties are due to child’s limited capacity to encode 30.3 39.7
and retain information information in their memory

Q21. Sugar or/and additives intake is responsible for the disorder 38.2 51.5

Q23. ADHD symptoms are secondary to generalized or specific learning 35.8 38.2

(e.g. dyslexia) disability or conduct problems, thereof

the diagnosis of ADHD does not apply
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Table 5. Repeated measures t test comparing teacher’s scores before and after seminar.

Mean 95% ClI
t-test df p difference=SE of the difference

Group 1

Teacher ADHD-KQ total 11.869 67 000 6.96+0.89 5.7861-8.1257
Symptoms/Diagnosis sub-scale 6.679 67 000 1.32+0.20 0.9280-1.7190
Causation sub-scale 7.580 67 000 1.12+0.15 0.8233-1.4120
Cognitive/Learning sub-scale 9.283 67 000 2.46+0.26 1.9278-2.9839
Management sub-scale 8.309 67 000 1.59+0.19 1.2067-1.9698
Group 2

Teacher ADHD-KQ total 13.852 74 000 7.91+0.57 6.7693-9.0440
Symptoms/Diagnosis sub-scale 10.162 74 000 2.31+0.23 1.8544-2.7589
Causation sub-scale 9.836 74 000 1.31+0.13 1.0420-1.5714
Cognitive/Learning sub-scale 10.141 74 000 2.52+0.25 2.0249-3.0151
Management sub-scale 5.822 74 000 1.27+0.22 0.8332-1.7001

that the group (training format) had a statistically
significant effect on ADHD knowledge of symptoms
sub-scale only [F(1,141)=10.46, p<0.01], with those
who participated in the two-day training seminar
having significantly higher mean pre-post difference
scores as compared to teachers who attended the
half-day training seminar (p<0.01).

Discussion

The results of the present study corroborated
findings from previous studies worldwide.'%'*""
The percentage of correct responses was found to
be just above 50% as compared to a range of 76%
in some studies' to less than 50% in other stud-
ies.”” Overall teachers were generally knowledge-
able about the “hallmark” symptoms of ADHD, with
more than 80% of the sample responding correctly
to items pertaining to core symptoms of ADHD. As
expected, gaps in knowledge and misconceptions
were identified, particularly in the area of causes,
pharmacological treatment and cognitive deficits
associated with ADHD.

The training seminar, irrespectively of its format
(half- or two-day training seminar), was associated
with an improved knowledge and awareness of
symptoms, causes, cognitive deficits and pharma-
cological treatment of ADHD. However, the two-

day training seminar produced greater knowledge
increase of ADHD clinical presentation. The latter
finding might be explicable in view of the partici-
pants having had the opportunity to practice case
vignettes in small groups.

Despite these rather encouraging results, the
study is not without its limitations. The small sam-
ple size, the heterogeneous nature of it (e.g. wide
age range and different level of teaching experi-
ence), lack of a control group and follow up com-
promise the conclusions about the effectiveness
of the brief training seminars. The present find-
ings merit replication and, if confirmed in larger
samples, have important implications for under-
graduate curriculum development and training of
practicing teachers, so that to overcome specific
knowledge gaps with regards to ADHD. Such an
improvement in knowledge could lead to an in-
creased rate of recognition of children with ADHD
and use of appropriate teaching and behaviour
management strategies within the classroom.
Future study evaluating effectiveness of brief
training seminars should incorporate measures
regarding the pattern of referral to CAMHS by the
teachers for ADHD evaluation and the use of class-
room interventions and teaching strategies for
students with ADHD, before and after.
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ITvowcelg EANNVV EKTTAIOEUTIKWV
GXETIKA pPE 1 Swartapaxny eAfelppatikgg
TIPOGOXNC KAl UTTEPKIVITIKOTNTAC

I. MavvomouAov, IN. KopkoAidkov, E. Macaldpn, A. Aouv{évng

B’ Wuyiatpikry K\vikr, Mavemotnuiakd leviké Noookoueio «ATtikévs, ABrva

Wuxiatpikn 2017, 28:226-233

H Statapaxr eANEIMHATIKAG TTPOCOXAG Kal UTIEPKIVNTIKOTNTAG (AEMY) gival pia veupofiohoyikn
Slatapayn mou emnpedlel mepimou 1o 5,2% twv madiwv oXoAKAG NAIKiag maykoouiwg. Ot pabn-
TéC e AEMY amoteAouv TpdKANON Yid Toug eKMTAISEUTIKOUC KaBw¢ mapepumodifouv Tn pabnolakn
S1a61kacia, amodlopyavwvouy UE TIC CUUTIEPIPOPEC TOUC TNV OHAAr AsiToupyia TnG TAENnc katl dev
avtanokpivovtal oTig ouVABELG SIGAKTIKEC TTIPOOEYYIOELG KAl O0TPATNYIKEG Slaxeiptong SUOKOAWV
OUUTTEPLPOPWV Péoa oTnV TA&N. Mpokelpévou ol ekmatdeuTIKoi va avtamokplBolv o€ auThv TNV
TPOKANCN TIPEMEL VA £XOUV OKPIBN TAnpo@opnaon yia tn diatapayr, faciopévn o cuyxpova -
otnuovikd §gdopéva, n omoia Ba Toug BonBrCEL va KATAVONGOUV KAAUTEPA TIG AVAYKEC EVOC Ha-
OntA pe AENY kal va amoktoouv emOe§IOTNTA OTNV AVTIMETWTTION AUTWV. Ot HENETEG TTOU €XOUV
SlepeLVAOEL TIC AVTIAAYELG KAl TIC YVWOELG TwV EKTTAISEVTIKWY yia Tn AENY otnv EAAAda €xouv
ETMONUAVEL TNV AvAyKn Yla emuépewon Twv SackdAwv o€ Bépata mou agpopolv oTn Statapaxn
Kal TI¢ SUCKOAIEG TTOU ATTOPPEOULV ATIO AUTAV. ZKOTIOC TNG TAPOVOAC TMAOTIKNG MEAETNG ATaV: (A) N
KatdpTion Kat a§lohdynon ekmaldeutikoU oepvapiou yia SAoKAAoUG OXeTIKA pe Tn AENY, kat (B)
N CUYKPITIKA SlEpeVVNON TNG ATTOTEAECUATIKOTNTAG EVOC OUVTOMOU (5wpou) évavTt Sinpepou (18
WPWV) oepvapiov otnv avénon Tng yvwong twv SackdAwv yia tn AEMY. Zuvohikd 143 ekmaideuTi-
Koi ouppETEiXaV 0TO MPdypapua: Opada 1 (n=68) mapakoAolONoe 5wWpPo ceUvaplo (Mo NUEPQ),
evw n Opdda 2 (n=75) mapakolouvBnoe 18wpo (SiNpepo) oepivapto yia tn AEMY. H Bepatoloyia
Tou mepleAdpPave: (a) BACIKEG YVWOELG OXETIKA HE TN @UON TWV CUPTTWHATWY AEMY Kal Tnv mo-
peia Toug oTov Xpdvo, KaBwe Kal Ta aitia tng dtatapaxnig, (B) katavénon Twv BAcIKWV YVWOTIKWV
eNelUpdTWY Tou oxeTiCovtal pe tn AEMY kat tnv emidpacr Toug oTn HAbnon Kal Tn CUUTIEPLPOPJ,
(y) epappoyn €1dikwv S1ISAKTIKWV Tpooeyyiocwy yla ta madia pe AENY, (8) Ta opéAn Kal Toug me-
PlOPIoHOUC TwV S1aBéoipwy BepameuTIKWV TTapePPAcewy cupmepIAapfavopuévng TNG QAPHUAKEL-
TIKAC aywyng, (€) StaBéoiuec KAipaKeg 0Toug eKTTAIGEVTIKOUC YIa TNV EVTOTIION HAONTWV pe mBavn
AENY. Na Toug okomoU¢ TNG TaPoUoAG €PEUVAG KATAOKEVAOTNKE EpwtnuatoAdyto vwong yia tn
AENY (ADHD-KQ), To omoio KOAUTITEL TECOEPELG TOUEIC (KAVIKF EIKOVA, AITIA, YVWOTIKA EAAEippaATA,
napepPdoelg). H aflomoTtia eowtePIKAG CUVOXAG TNG CUVOAMKNAG KAipakag ADHD-KQ pe ouvtele-
ot Cronbach's alpha coefficient ntav ikavomointikn (0,89), eV Twv UTTOKAIWAKWY amodektn (0,70
yta tTnv KAWIKA €lkéva, 0,73 yla ta yvwoTikd eAAeippata, 0,75 yia Ti¢ mapepfaocelg) pe e€aipeon
TNV umokAipgaka yia ta aitia (0,59). H cuoxétion tng KABe UTTOKAIHAKAG PE TN OUVOAIKH KAipaka n-
TAV OTATIOTIKA GNUAVTIKH KAl KUPAVOTAV amo r=0,66 péxpl r=0,79, eV ol CUCKETIOEIG LETAEL TWV
TECOAPWV UTTOKAIMAKWY NTAV ETTIIONG OTATIOTIKA onUaAvTIKES (amd r=0,39 éwcg r=0,45). Ol CUPPETE-
XOVTEG CUUTIAPWOAV TO EPWTNIATOAOYIO TIPLV KAl HETA TN AREN TOou Gepvapiov. Z0p@wva UE Ta
amoTeEAECHATA, TIPIV TNV évapén TOU CEULVAPIOU, N CUVTPITTIKN TMAsloPNn@ia Tou Seiypatog (>80%)
S1€0eTe KA yvwon Twv BaciKWV cUPTTWHATWY TNG AEMY. QoT1d00, N MANPOPOPNOT TOUC OXETI-
KA HE TA AiTl0, TO YVWOTIKA EANE(PPOTA Kal TIG TTAPEPPATELS, EI0IKOTEPA TN APUAKEUTIKY Aywyn,
NnTav EAMITAC. ZUP@WVA PE Ta anoTteAéopaTa mou Mpoékupav amo tn dokipacia paired samples t
test, kat ot SU0 ouAdeC eppaviocav og OAeC TIC UTTOKAiIHakeC Tou ADHD-KQ oTaTioTikd onuavTika u-
PYNnAOTEPN Babuoloyia petd Tn AREN Tou oepivapiou (p<0,001). H moAumapayovTikr avaluon one-
way MANOVA tn¢ petafolrig tng Babuoloyiag petd tn Aén Tou ogpivapiov 0TI UTTOKAILOKEG TOU
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ADHD-KQ, petad twv dUo opdadwy, €6&1€e peyalltepn avénon tng Hetaolnic Tng Baduoloyiag
0TNV UTTOKAIOKA TTOU KAAUTITEL TNV KAVIKN €1kova TnG AEMY otnv opdda mou cuppeTeixe oto dif-
pepo oepvaplo [F(1,141)=10,46, p<0,01]. H emPBeRaiwon Twv amoTeAeOUATWY TNE TAPOVOAC TIIAOTI-
KNG EQAPUOYAE TOU EKTTAISEUTIKOU TTPOYPAUHATOG Yia Tn AEMY o€ peyalUtepa deiypata ekmaideu-
TIKWV B0 EMETPETTE TNV EVOWHATWON TOU KATA TN SIAPKELD TWV TTPOTITUXIAKWY oTToudwV (Stuepo
OEUIVAPILO), AAAA KAl 0TA TIPOYPAUUATA CUVEXI{OPEVNG KATAPTIONG TWV EV EVEPYEIQ EKTTAISEVTIKWY
(5wpo oeguvaplo), ue 0TOXO TNV KAAUYN TWV KEVWV YVWONG KAl TNV amokatdoTtaon Twv AavOaoué-

VWV aVTINAPEWVY OXETIKA UE TN AEMY.

Né&erg evpeTnpiou: Alatapayri EANEIMPATIKAG TTPOCOXAC LUTTEPKIVATIKOTNTAC, SAOKANOL, yVWwon, €K-

TTAIOEVTIKO OEUIVAPILO.
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ubstance abuse is a health problem with serious psychological and psychiatric dimensions

and multiple social and economic consequences. Cancer is a disease that threatens not only

life and physical integrity but mental health as well. Oncology patients suffer from mental

disorders in high rates, especially from depression and anxiety. The role of substance abuse
in the pathogenesis of cancer is studied systematically, since there are research data supporting the
mutagenic effects of certain substances. It has been supported that a possible dysregulation of the
immune system is linked to the oncogenic processes induced by substances of abuse. Specifically,
opioids are the first addictive substances that have been identified as oncogenic factors. However,
conflicting results have been offered by experimental animal studies, which showed that opioids,
such as morphine, depending on the dosage administered, may not only enhance the process of
tumor growth, but also inhibit it. Additionally, research data indicate that the use of cannabis may
be associated with cancer, either as an independent factor or in relation to other mutagenics, al-
though it is not yet clear to which extent these effects may be connected to the disease, especially
once the consumption of tobacco and alcohol by these patients are taken into account. However, it
has been argued that certain cannabinoids may have biological —anticancer- activities which could
be used therapeutically without being accompanied by the corresponding 9-tetrahydrocannabinol
psychoactive effects. It is well known that alcohol is a risk factor for developing head and neck
cancer, and epidemiological studies indicate that the higher the consumption of alcohol, the more
mortality due to cancer increases. In addition, it is suggested that there is no safety level for alcohol
consumption regarding the risk of developing cancer; that is even a minimum daily consumption is
associated with the occurrence of certain types of cancer. Specific components have been identi-
fied in tobacco, which are considered to be carcinogenic and responsible for tumor development
in various sites. Moreover, complicated psychiatric problems arise due to substance abuse in cancer
patients, either in the context of pain treatment, or under pre-existing dependence. The rational
use of opioid analgesics, when it is medically required as suggested by the health professionals spe-
cialized in the treatment of acute pain in cancer patients, could be a therapeutic option. Substance
abuse reduces treatment compliance, worsens cancer prognosis and seems to be a negative factor
for the quality of life of these patients. Current literature highlights the importance of appropriate
psychiatric interventions to address substance abuse in cancer patients.

Key words: Substances abuse, alcohol, smoking, cancer, immune system, pain.
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Introduction

The use and the abuse of addictive substances -le-
gal and illegal- are among the greatest public health
problems of the developed world and may lead to
serious social complications. The use of alcohol and
other substances has been associated with reduced
productivity, absence from work and accidents
which may lead to financial hardship.' Furthermore,
the significant health problems that accompany sub-
stances abuse lead to a serious burden on the health
system, especially in countries such as Greece, where
the health system is still in development and matu-
ration process. The comorbidity of mental disorders
with other medical conditions in patients with sub-
stance abuse disorders constitutes a major health
problem that requires targeted medical interven-
tions and the securing of financial resources.

Cancer is the most common cause of death after
heart disease. These patients experience high levels
of stress and —depending on each person’s vulnera-
bility— they suffer from mental disorders at high rates
such as depression and anxiety disorders.? Cancer is
not only a life-threatening disease, but it also consti-
tutes a psychotraumatic factor that may trigger neg-
ative feelings and affect functionality.

Many environmental factors have been studied
and implicated for their mutagenic action.>* Current
research offers some scientific evidence support-
ing the link of addictive substances with cancer.®
Moreover, both these serious health problems are
investigated in the light of psychosocial issues which
result from the substance abuse by cancer patients,
either in the context of pain management, or under a
preexisting psychiatric history of dependency.

The role of addictive substances
in pathogenesis of cancer

Opioids

Opioids are the first substances which were identi-
fied as oncogenetics. Research studies support that
opioid receptors, mainly the p-receptors, are associ-
ated with the increase and growth of cancer cells and
the enhancement of angiogenesis and metastasis.
These data refer to the endogenous opioids but also
to the exogenous opioids which are administered to
cancer patients for pain management.®’ It is under
question if drugs which act as antagonists of opioid
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receptors could inhibit, in some degree, the carcino-
genesis process.?

Heroin

Early cytogenetic studies show that the use of her-
oin affects and leads to significant changes in the
chromosomes. The withdrawal from heroin use and
the admission into a drug treatment program are as-
sociated with a significant reduction of chromosomal
damage within a year.” Indeed, studies with newborns
of mothers addicted to heroin showed that the chro-
mosome alterations were six to seven times more
compared to the control group with newborns of nor-
mal mothers. Previous studies showed a high preva-
lence of approximately 10% of these alterations in
cells that were studied prenatally and postpartum in
mothers who had used heroin or were in methadone
treatment program.'® Similar findings were reported in
primates that received heroin. Chromosome damage
of these newborns was ten times more than newborns
of healthy animals." A study showed the association of
heroin with carcinogenesis. Specifically, it showed an
unexpected increase in the CNS of M2 protein in pa-
tients with acute myeloid leukemia which is associated
with heroin addiction in the past.”? In a recent study,
44,000 patients attended a program for heroin over
10 years. In this program, high death rates from cancer
were reported, which according to the authors may be
related to the increased frequency of infections due
to immunosuppression and with the significant con-
sumption of tobacco and alcohol.”* However, it should
be considered that the earliness of deaths among her-
oin users might not permit a full research regarding its
influence in the development of neoplasms.

Morphine

Morphine is a derivative of heroin and is main-
ly used for the treatment of pain. In in vivo studies
(animal studies), its impact on the chromosome was
confirmed, while it wasn't possible to confirm these
findings by in vitro studies. Morphine is classified as
a co-mutagenic and it is supported that it could act
in a long term through inhibition of copying or in re-
lation to procedures of the repair of mutations lead-
ing to the conversion of temporary changes in per-
manent mutations.' In animal studies, it was shown
that morphine does not cause the development of
new tumors but increases the growth of existing
neoplasms, thus reducing the life of the animal.”
However, research data are conflicting, since there
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are both in vivo and in vitro studies which support
not only the enhancement but also the reduction of
tumors. It seems that the difference in the results is
associated with the administered dose of this opioid.
Specifically, larger doses for significant periods of
time may limit the tumor’s growth, while lower doses
may be associated with adverse effects.'® Moreover,
the immunosuppressive activity and the effect of
morphine in cell apoptosis may be involved in the
biological pathways that lead to carcinogenesis."”'®

Codeine

Due to its widespread and systematic use as an an-
algesic, codeine has been included in the substances
for evaluation by the National Cancer Institute and the
FDA in the United States’ national research program
for the effects of toxic substances on public health. No
evidence was found regarding carcinogenesis, how-
ever it is considered to belong to the substances that
may potentially cause cancer in laboratory animals.'**

Cocaine

Cocaine is known for its teratogenic properties, the
disruption of the neurotransmitters function, and its
concomitant alterations in brain structures such as
cortical areas.”’ Furthermore, cocaine is associated
with severe perinatal lesions and with abortions.?? In
laboratory animals it causes severe liver damage ac-
companied by significant changes in DNA.% Although
the carcinogenetic properties of cocaine have not
been established, the automated electronic evaluation
[Computer Automated Structure Evaluation (CASE)]
classifies cocaine among carcinogenic agents. This is
an advanced artificial intelligence program that iden-
tifies molecular infrastructure which is responsible for
different biological activities.”* Furthermore, the adul-
teration of cocaine with levamisole, a powerful and
toxic anti-inflammatory and anti-cancer agent, causes
many side effects such as agranulocytosis, while stud-
ies estimating the danger of mixing the two substanc-
es are in progress.”® Additionally, the cocaine use has
been found to reduce the response to the administra-
tion of chemotherapeutic agents, such as imatinib in
patients with chronic myeloid leukemia, probably be-
cause of cocaine’s effect on cytochrome P450.%

Cannabis

Cannabis, also known as marijuana, originates from
the plant Cannabis Sativa and is used as a psychoac-
tive substance, as well as a pharmaceutical agent. The
component with the principal psychoactive activ-
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ity is 9-tetrahydrocannabinol which is one of the 483
known components. Eighty three are cannabinoids.”
Research data indicate that cannabis smoking may
be involved in carcinogenesis, either as an independ-
ent factor, or in connection with other mutagens,
especially in studies concerning the respiratory and
gastrointestinal system of young adults.” Indeed, im-
portant histopathologic and molecular changes have
been observed in the bronchial epithelium of sys-
tematic hashish smokers. In particular, in systematic
smokers, more histopathologic lesions were identified
compared to the control group which included non-
smokers.”” However, from a recent meta-analysis of
6 case-control studies which included 2,150 patients
who suffered from lung cancer, only some indications
were found as concerns the association of lung cancer
with chronic cannabis, taking into consideration the
tobacco smoking and the severity of cannabis abuse,*
Although research data support the adverse effects of
cannabis in the respiratory system, it is not clear yet to
what extent these effects are associated with cancer.’'
Additionally, the findings of epidemiological studies
regarding the risk of head and neck cancer are con-
tradicting, especially after controlling for tobacco and
alcohol use in these patients.>? Similar studies have
also been conducted as regards other cancer types,
such as the testicular cancer. A study indicated that
among the oncological patients, those who had a his-
tory of cannabis use were twice as like to develop cer-
tain histological types of cancer with worse prognosis,
compared to patients who had no relevant history.*
However, some preclinical animal studies showed that
certain cannabinoids such is cannabidiol (CBD), may
have biological effects, which can be used therapeu-
tically as anti-cancer, anti-inflammatory and analgesic
substances, without 9-tetrahydrocannabinol psycho-
active effect. The anticancer effects of cannabinoids
are related to a variety of mechanisms such as the re-
duction of apoptosis in healthy cells, the inhibition of
proliferation in cancer cells, and the minimization of
tumor angiogenesis and metastasis process. In par-
ticular, in vitro studies of breast and lung cancer cells,
it has been argued that CBD through its action in re-
ceptors, such as the receptor cannabinoid type 1(CB1)
and the intercellular adhesion molecule-1 (ICAM-1 is
associated with the immune system) may restrict the
survival of cancer cells, with small effect on health
cells, while it reduces the migration of malignant cells.
Moreover, there is strong evidence from in vitro stud-
ies that this specific cannabinoid increases the chemo-
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preventive action of certain drugs, and helps the up-
take of chemotherapeutic agents into tumor cells.>*

Alcohol

Itis known that the abuse and alcohol dependence is
one of the greatest and most intractable public health
problems with high costs and serious social effects.
The degree of consumption and the frequency of
abuse are related to a variety of physical and psycho-
logical problems. Furthermore, according to the World
Health Organization it is one of the five major risk fac-
tors internationally associated with disease, disabil-
ity and death. Additionally, it constitutes a causative
agent for more than 200 diseases, with cancer among
them.® Indeed, there is evidence that the prenatal
fetal exposure to alcohol increases in adulthood the
probability of dependence behaviors through mecha-
nisms that cause changes in neurotransmitters’ func-
tion and eventually neurophysiological changes with
adverse effects on learning processes.* In this context
it appears that early brain exposure to alcohol during
its primary development stages increases indirectly
carcinogenesis, since it is a risk factor for alcoholism.

A review of genetic epidemiology studies of head
and neck cancer showed that these types of cancer
are associated with polymorphisms in the alcohol
metabolism genes. Specifically, they are associated
with three variants of ADH (Alcohol dehydrogenase)
gene, which controls the metabolism of ethanol. This
risk can be modified by the genes that control ADH,
especially polymorphisms ADH1B and ADH1C, which
oxidizes ethanol to its carcinogenic metabolite, acet-
aldehyde.*”

Epidemiological studies indicate that the higher the
consumption of alcohol, the greater the mortality from
cancer, and furthermore that there is no security level
in alcohol use in relation to the risk of cancer develop-
ment. Even a minimum daily consumption is associ-
ated with the occurrence of certain types of cancer.®®

It is well known that alcohol is a risk factor for head
and neck cancer, especially in the oral cavity, pharynx,
larynx and esophagus.®® The results of various studies
show that stopping alcohol consumption is associated
with a reduced risk of cancer development in the lar-
ynx and pharynx. A study concludes that for the heavy
drinkers 35 years of discontinuing consumption are
required, so that the relative risk would become equal
to that of individuals’ who do not consume alcohol.
However, it is noteworthy that significant reduction
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of risk is recorded in a short time, which demonstrates
the major importance of discontinuing alcohol in order
to prevent cancer.*® Also, alcohol consumption is a risk
factor for various other cancer types; such are in upper
digestive tract, liver, bowel and in breast.*~* Indeed,
an even small dose of ethanol increases the risk for
breast cancer. Specifically, moderate alcohol consump-
tion is found to increase the risk for breast cancer by
4%, while heavy consumption increases it by 40-50%.
It has been suggested that alcohol increases the levels
of estrogen and thus enhances carcinogenic effect of
hormones in mammary gland. Also, the role of acet-
aldehyde and some epigenetic changes that involve
methyl-1-transferase which affect the life cycle cell are
studied.** Prevention strategies should be designed to
include early detection of alcohol abuse in women in
order to reduce the risk for breast cancer. A significant
proportion of depressive women abuse alcohol and
that may not be recognized by mental health profes-
sionals.* Furthermore, the results of a recent meta-
analysis support the existence of a casual relationship
between heavy alcohol consumption and an increased
risk for colon cancer, and also provide further evidence
for the association between moderate alcohol intake
and a relative risk for colon cancer. Nevertheless, many
issues remain unsolved, including the quantification
of consumption, since there are indications of risk
even for mild consumption (a drink per day). However,
moderate (2-3 drinks/day) alcohol consumption was
found to increase by 21% the development of cancer
and heavy one (>4 drinks/day, which is equivalent to
>50 gr/day of ethanol) is associated with 52% increased
risk for colorectal cancer.*® The aforementioned find-
ings along with the fact that a great number of women
and especially men consume alcohol in a regular basis
as well as with the high global incidence of colorec-
tal cancer (particularly in developed countries) are of
great significance due to their impact on public health.
Abstinence from alcohol should be included in preven-
tion strategies for colon cancer.

Smoking

In tobacco, specific components are identified
which are considered to be carcinogenic and respon-
sible for the development of disease in various loca-
tions on the head, neck, lung, prostate and kidney.*
Indeed, a total of 30% of cancers are thought to be
related to smoking and tobacco consumption.*®
Smoking has been implicated in the development of
lung cancer and studies have explored the correla-
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tion of specific histological types such as adenocar-
cinoma which is related to lower diversification in
smokers.* In fact, lung cancer patients who smoke
report higher levels of stress in comparison with can-
cer patients suffering from any other type of cancer,
which is associated with strong feelings of guilt and
shame about their behavior and the casual relation-
ship of this behavior with lung cancer.*

Abuse of addictive substances in cancer

The use of addictive substances has been studied in
adult patients who have survived from cancer that ap-
peared in childhood. One study suggested that cancer
survivors, who were diagnosed in older age, were at
greater risk for substance abuse and the appropriate
psychiatric interventions could reduce this risk.”'

The use of opioids analgesics
to control pain in cancer

Cancer is accompanied by serious and persistent
physical complaints including chronic pain which is
an important negative prognostic factor for survival in
cancer patients.”? The use of opioids as analgesics to
treat cancer is a common treatment option. However,
various clinical issues arise related to their administra-
tion, particularly in terminally ill patients. Frequently,
due to their concern that their patients may develop
dependence, doctors avoid to administer analgesics
to such an extent that the patients cannot experience
the therapeutic benefits of analgesia. Moreover, the
patient’s relatives, based on the same rationale, may
also feel concerned and thus may reject the idea of
their family member using opioids. Therefore, the fear
of stigma may influence and hinder medical care.*®

Additionally, the use of opioids for pain treatment
and specifically acute pain or pain at terminally ill
patients is associated with lower risk for developing
abuse behaviors. In contrast, the use of these drugs
in chronic pain and especially in patients with sub-
stance abuse history, increase the relative risk, which
generally is identified in 8 to 17% of cancer patients
who receive opioids for treating chronic pain.>
When medically necessary, the careful use of opi-
oids analgesics for acute pain management in cancer
patients is suggested.> The appropriate education
and training of healthcare professionals is necessary
in order to ensure an integrative medical approach,
free from prejudiced beliefs.>®
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Alcohol abuse in cancer patients

Alcohol abuse is a risk factor for certain cancers
types; such are head and neck cancer. Some of the
patients continue to abuse alcohol even after their
cancer’s diagnosis and that is a frequent practice
with bad consequences both in the quality of life and
in the survival of these patients.”’ Indeed, a study
which assessed the habits of cancer patients with
head-cervical cancer according to alcohol, found
that half of these patients continued to consume
alcohol.*® Psychiatric interventions in these patients
aiming at psycho-educating them regarding the
possible consequences of alcohol use, as well as
treating depressive symptoms, that often appear in
cancer patients who abuse alcohol, could lead to the
reduction of alcohol intake, with beneficial results in
the prognosis of cancer.>

Tobacco use in cancer patients

Many patients despite being diagnosed with
cancer continue to smoke or relapse quickly in
case they had quit smoking. Specifically, a study
which recorded the behavior of smoker patients
with non-small cell lung cancer during a four-year
period found that only almost 40% of them had
permanently quit smoking in the first two years.®®
It has been observed that critically ill patient quit
smoking more frequently and more constantly than
those with less serious disease. Indeed, in a study
for smoking cessation of patients with head and
neck cancer, patients who were treated with a sur-
gery as laryngectomy, had significantly higher rates
of abstinence from smoking compared with those
who received radiotherapy.®’ Therefore, several fac-
tors may influence smoking cessation and the du-
ration of abstinence in cancer patients, such as the
stage of the disease and the treatment selected.
Moreover, it has been suggested that the time pe-
riod during the diagnosis of cancer could be used in
order to implement the appropriate interventions,
since the high motive and the therapeutic relation-
ship may facilitate smoking cessation. Also, it is
required to address possible problems that follow
smoke cessation, such as depression and weight
gain. The use of drug therapies, such as nicotine
replacement therapy (e.g., skin patches or nicotine
gum) and problem solving training may be used in
combination to achieve the best possible therapeu-
tic result.®
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Conclusions

The abuse of legal and illegal substances through
direct and indirect mechanisms increases inflammato-
ry activity at a molecular level.> Meanwhile, evidence
from epidemiological, preclinical and clinical studies,
suggest that dysregulated inflammatory activity plays
a central role in a variety of chronic diseases, includ-
ing cancer. These inflammatory processes may be trig-
gered by a number of environmental factors as well
as by unhealthy lifestyle that includes tobacco use,
stress, bad diet, obesity and alcohol use. The afore-
mentioned factors are believed to be involved in the
development of 90% of all cancer types.%* Therefore,
it seems that the odds of developing cancer are sig-
nificantly affected by our lifestyle choices. Several un-
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controllable risk factors are involved in the majority of
cancer types; however we can change our daily habits
in order to reduce this threat.

The use of opioids analgesics for pain management
in cancer patients constitutes an appropriate thera-
peutic option when medical reasons dictate it, such
as in acute pain. Providing information to the patients
and their relatives regarding the treatment plan con-
tributes to a higher level of compliance and reduces
the risk of abusing these drugs.

Tobacco and alcohol abuse in cancer patients aggra-
vates the prognosis of cancer and acts as a negative
factor for the quality of life of these patients. These
data highlight the need for the development and im-
plementation of appropriate interventions regarding
these patients.

€Eapticelg Kat Kapkivog

I. 1. Moucaoag,' A.l. Mamadomovou?

"Teviké Noogokopegio Noonudtwv Owpakog ABnvav «Xwtnpia,
2B’ Yuxiatpikni K\vikn EKTIA, Mavemotnuiakd leviké Noookoueio «ATTIKON», ABriva

Wuxiatpikn} 2017, 28:234-241

H xprion Twv e£aptnoloyovwy oucilwv amoTeAE], LeTAE) TTOAWY AAAWVY, £VA UYEIOVOUIKO TIPORBANUA HE
oo apég PUXONOYIKEC Kal YPUXIATPIKEC SIAOTACEIG, VW OUVOSEVETAL ATTO SUCUEVESTATEG KOIVWVIKEG
KOl OIKOVOMIKEG EMMTWOELG. MapAAANAg, 0 KApKivog gival pia vooog amelAnTikr oxt pévo yia tn {wn
KAl TN CWHATIKN 0KEPAIOTNTA, AAAA Kal yla TRV YuxIKn vyeia. Ot oykoloyikoi acBeveic epgavifouv Yu-
XIKECG SlaTapayég o LPNAA TTOC0OTd, Pe TpoeEdpxouoa TNV KATAOAIYN Kal TIG ayxwoel Siatapaxés. O
PONOC TWV €0PTNOIOYOVWY OUCIWY OTNV AITIONTABOYEVEIQ TOU KAPKIVOU JEAETATAL CUCTNUATIKA, APOU
unidpyouv epeuvnTikd Sedopéva mou umooTnpifouv tn pHeTaANaéloydvo Spdon OpIoUEVWY ATTO AUTEG.
H Siatapayr Tng Aeltoupyiag Tou avooommoinTIKoU GUCTAUATOC, TTOU TIIBAVOV TTPOKAAOUV OPIOHEVES
amo TIG OUCIEG AUTEG, aiveTal va oXeTI(eTAL PE TNV OYKOYEVETIKN Toug Spdon. EldikdTepQ, Ta omov-
X0 €ival ol TpwTeG £€0PTNOIOYOVEC OUCIEC TTOU TauTomoIONKav WG MapdyovTeg oykoyéveonc. QoTtdoo,
and peNéTeG TelpapaTolwwy €Xouv UTTOOTNPLXOE avTikpououeva anoteAéopata- yia mapddelypa ma-
paTnEnONnKe dx1 HOvov evioxuon aAAd Kat avacToAn Tng dtadikaciag Tng avénong Twv dykwy, avdioya
pe T 600N Tou Xopnyoupevou omoeldolc, OTwe TNG Lop@ivng. EmmpooBétwc, undpyxouv epeuvnTiKA
Sedopéva ta omoia Seixvouv OTL n xprion e vSIKAGS kKavvapng umopei va oxetifetal pe Tov KapkKivo
€ITE WG AUTOVORIOC TTAPAYOVTAG EiTE O OXé0N e AANa HeTaANaEloyOva, OpWG eV gival akOun oaéc o
molov Babud autég ol Spdoelg TN ouaiag pumopei va cuvdéovtal pe Tn vooo, €I8IKA apol GUVUTIONOY!I-
0600V N KAaTavAAwon Kammvou Kat AAKOON 0TOUG CUYKEKPIUEVOUC aoBeveic. MapdN autd €xel umooTnpel-
XO¢i 611 oplopéva kavvaBivoetdr mbavov va €xouv Bloloyikég SpAoelg Tou urmopouv va alomotnfouv
OepameuTIKG, OTTWG €ival Ol AVTIKAPKIVIKEG, XwpIG va ouvodelovTtal mapAdAAnAa amd Tnv avtioTtolxn
YuxodpaoTikn emidpacn TN 9-teTpaidpokavvapivorng. Eival yvwotod edw kat ToANd xpovia 611 To
AaAKOOM amoTeAei TapdyovTa Kiv&UVou yia TNV avamtuén KapKivou oTnv KEQAAR Kal 0Tov TPAXNAO, EVW
emMONUIONOYIKEG HENETEC Oeixvouv &TL 600 PEYANUTEPN Eival N KATAVAAWGN TOoU AAKOOA, TO00 audavel
n BvnopotnTa amd Kapkivo, kat emmAéov 0TI Sev UTIAPXEL eMiMedo aoPaAeiag 0TNV KATavAAwWon Tou
AAKOOA o€ oxéon He Tov Kivuvo avamtuéng kapkivou, SnAadr €éotw Kat n eAAXIoTN NUEPHOla Kata-
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QAVTIHETWTTION TNG XPONG OTOUG OYKOAOYIKOUC aoBeVeic.
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ody dysmorphic disorder (BDD) is characterized by a preoccupation with a perceived defect or

flaw in physical appearance that is not observable or appears slight to others. It leads to severe

distress and functional impairment. Cognitive-behavioural and neurobiological similarities to

obsessive compulsive disorder (OCD) have led to its newly conceived classification as an ob-
sessive compulsive related disorder (OCRD). In the process of investigating the neurobiology of BDD,
neuroimaging and neuropsychological studies have been conducted. This review presents the most
recent research findings and their connection with BDD clinical features. Imaging studies have shown
increased total white matter volume and caudate volume asymmetry in BDD patients. These findings
are consistent with the striatal topography model of OCRDs. Other studies have showed perfusion
deficits in bilateral anterior-medial temporal and occipital regions and asymmetric perfusion in pari-
etal lobes. In addition, correlation between symptom severity and left inferior frontal gyrus volume re-
flects the degree of detailed, analytic encoding that occurs on day-to-day basis when viewing others
and themselves, and that likely underlies their symptoms. Finally, positive correlation between right
amygdala volume and symptom severity signifies pathological fear circuitry engagement, hypervigi-
lance and heightened sensitivity to social situations. Neuropsychological studies of BDD reveal deficits
in strategic organization, learning and free recall after short and long delays. Executive function defi-
cits are related to spatial working memory and subsequent thinking speed as well as impaired higher
level planning ability. BDD patients’ organizational strategies tend to focus on detail rather than on
larger, global clustering features. They are characterized by abnormal visual processing of both de-
tails and global elements, inaccurate processing of global elements and reduced flexibility in switch-
ing visual attention between global and local features. Moreover, BDD patients seem to have deficits
in identifying facial emotional expressions and they tend to misinterpret expressions of disgust (and
others) as anger. Poor insight and ideas of reference, common in BDD, might be related to emotion
recognition biases for angry expressions. These findings have been supplemented by combined neu-
roimaging and neuropsychological studies. Left hemisphere hyperactivity for low and normal spatial
frequency face tasks and abnormal activation of the amygdala for high and low spatial frequency face
tasks suggests detail encoding and analysis in BDD. Patients may primarily perceive details but they
are impaired in their ability to contextualize them holistically.

Key words: Body dysmorphic disorder, neurobiology, neuropsychology.



PSYCHIATRIKI 28 (3), 2017

Introduction

Body dysmorphic disorder (BDD) has been de-
scribed for over a century.! DSM-I first included BDD
as “dysmorphophobia”, an atypical somatoform dis-
order. In DSM-IV BDD was classified as a somatoform
disorder, while in DSM-5 it is included in the section
of Obsessive Compulsive and Related Disorders. BDD
is characterized by a preoccupation with a perceived
defect in appearance, that is not observable or ap-
pears slight to others. BDD causes significant distress
and functional impairment but remains under-recog-
nized. Investigation of its neurobiological substrates
remains a challenge.

Definition-Clinical features (table 1)

BDD is associated with high levels of anxiety, social
avoidance, depressed mood, neuroticism and per-

Table 1. Body Dysmorphic Disorder:
DSM 5 Diagnostic Criteria.

A. Preoccupation with one or more perceived defects
or flaws in physical appearance that are not observ-
able or appear slight to others.

B. At some point during the course of the disorder, the
individual has performed repetitive behaviours (e.g.
mirror checking, excessive grooming, skin picking,
reassurance seeking) or mental acts (e.g. compar-
ing his or her appearance with that of others) in
response to the appearance concerns.

C. The preoccupation causes clinically significant dis-
tress or impairment in social, occupational or other
important areas of functioning.

D. The appearance preoccupation is not better explain-
ed by concerns with body fat or weight in an indi-
vidual whose symptoms meet diagnostic criteria for
an eating disorder.

Specifier: With muscle dysmorphia: The individual is pre-

occupied with the idea that his or her body is too small

or insufficiently muscular. This specifier is used even if
the individual is preoccupied with other body areas.

Specifier: Degree of insight.

With good or fair insight: The individual recognizes that

the body dysmorphic disorder beliefs are definitely or

probably not true or that they may or may not be true.

With poor insight: The individual thinks that the body

dysmorphic disorder beliefs are probably true.

With absent insight/delusional beliefs: The individual is

completely convinced that the body dysmorphic dis-

order beliefs are true.
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fectionism as well as low extroversion and low self-
esteem. Most patients receive cosmetic treatment,
dermatological, surgical and dental being the most
common. BDD appears to respond poorly to such
treatments and sometimes deteriorates. Some pa-
tients take legal action or are violent towards the cli-
nician because they are dissatisfied with the cosmet-
ic outcome. Many patients have ideas or delusions of
reference, believing that other people take special
notice or mock them because of their appearance.
BDD patients experience impaired psychosocial
functioning; about 20% of youths with BDD drop out
of school because of their symptoms, while a high
proportion of adults and adolescents have been psy-
chiatrically hospitalized.

Course and development

Epidemiologic studies report prevalence of 0.7-2.4%
in the general population, 9-12% in dermatology set-
tings, 3-16% in cosmetic surgery settings, 8-37% in
OCD, 11-13% in social phobia, 26% in trichotilloma-
nia and 14-20% in atypical major depressive disorder.
Two thirds of individuals have illness onset before age
18. More severe symptoms at intake, longer duration
of illness, and the presence of a comorbid personal-
ity disorder at intake predict a lower likelihood of
remission from BDD.? Individuals with disorder on-
set before 18 are more likely to attempt suicide and
their comorbidity is higher.> Approximately 80% of
individuals with BDD report past or current suicidal
ideation, and about 25% have attempted suicide.
Approximately 33% report violent behavior that they
attribute primarily to BDD (e.g., attacking someone or
damaging property). Anger and violence seem to be
fueled by anger about looking “deformed”, inability to
fix the “defect”, delusions of reference and dissatisfac-
tion with cosmetic procedures. According to one sur-
vey, 12% of plastic surgeons reported they had been
threatened physically by a dissatisfied BDD patient.”
Comorbidity of BDD includes Major Depression (75%),
substance use disorders (30-48.9%), OCD (32-33%)
and Social Phobia (37-39%).

Neurobiology
Neuroimaging

A recent MRI study found leftward shift in caudate
volume asymmetry and greater total white mat-
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ter volume in BDD patients compared to controls.”
Increased total white matter volume, in the absence
of increased grey matter volume, might reflect in-
creased volume of myelin per fiber or an increased
proportion of glia; these abnormalities could be
due to primary developmental processes. Likewise,
abnormalities in caudate asymmetry might reflect
abnormal developmental processes, asymmetric
degeneration or asymmetric anomalies in growth,
synaptic plasticity or arborization. These results are
consistent with ‘the striatal topography model’ of
Obsessive-Compulsive Spectrum Disorders (OCSD).

A SPECT study showed discrepant findings; relative
perfusion deficits in bilateral anterior-medial tempo-
ral and occipital regions and asymmetric perfusion
in parietal lobes.® (Abnormalities in parietal circuits
are consistent with the core feature of disturbed per-
ception of body form). From T1 magnetic resonance
images, brain volumes of 12 unmedicated subjects
with BDD were compared to 12 controls using voxel-
based morphometry.” There were no differences in
total white or grey matter between groups. There
were no differences for the inferior frontal gyrus
(IFG), amygdala and caudate. However there was
a positive correlation between symptom severity
(scores on the BDD-YBOCS scale) and left IFG vol-
ume. There was also a positive correlation between
right amygdala volume and BDD-YBOCS score. The
observation of the left IFG varying with severity of
BDD symptoms could be a reflection of the degree
of detailed, analytic encoding when viewing oth-

Table 2. Neuroimaging studies.
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ers and themselves, and that likely underlies the
BDD patients’ symptoms. Hyperactive amygdala in
response to emotional and neutral faces has been
found in social phobia, particularly on the right side.?
Amygdala hyperactivity in BDD may also be related
to right amygdala volume, as it varied in proportion
to symptom severity.

In another MRI study, brain region volumes of 12
BDD patients were compared to 12 controls.’ Results
showed smaller mean orbito-frontal cortex and an-
terior cingulate volumes, a trend towards increased
thalamic volume and larger mean white matter vol-
ume in BDD patients. Findings may be accumulative-
ly interpreted as further evidence for the inclusion of
BDD in the OCSD.

Table 2 summarizes the previous results.

Neuropsychology

Deckersbach et al'® investigated the nature of

memory dysfunction in BDD, on 17 BDD patients and
17 controls using the Rey-Osterrieth Complex Figure
Test and the California Verbal Learning Test (CVLT),
which measure non verbal and verbal memory re-
spectively. BDD patients showed deficits in strategic
organization, learning and free recall after short and
long delays. However, they did not show problems
in storing previously learned information. In the BDD
group free recall deficits were statistically mediated
by the organizational strategies used during learn-
ing trials, focusing on isolated details rather than
on global organizational features. These organiza-

Study Sample Method Results
Rauch et al (2003) n:16 Comparative volumetric BDD: TTotal white matter volume
(BDD 8, C8) MRI study Leftward shift in caudate volume asymmetry
Carey et al (2004) n:6 SPECT imaging Iperfusion in bilateral anterior-medial temporal
(BDD) and occipital regions
Asymmetrical perfusion in parietal lobes
Feusner et al (2009) n:24 Comparative volumetric Tscore BDD-YBOCS —
(BDD 12, MRI study Tleft inferior frontal gyrus and amygdala
C 12) volume
Atmaca et al (2010) n:24 Comparative volumetric BDD: Jorbito-frontal cortex and anterior
(BDD 12, MRI study cingulate volume
C 12 Trend towards T thalamic volume

Tmean white matter volume
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tional deficits affected both verbal and non verbal
memory performance. These findings are consistent
with frontostriatal etiologic models and support the
hypothesis that BDD may be conceptualized as an
oCsD."™?

On the other hand, recognition deficits of BDD pa-
tients in CVLT do not rule out additional involvement
of other brain regions, including medial temporal cor-
tex, in the memory deficits observed in BDD patients.

Based on the hypothesis that focus on specific
body parts might impair overall face recognition,
Buhlmann et al®® investigated the ability to identify
facial expressions of emotion and to discriminate
single facial features in BDD patients, OCD patients
and controls. The Short Form of the Benton Facial
Recognition Test'* was used, which requires match-
ing a target face with up to three pictures of the
same person in a six-stimuli array of faces that vary in
terms of angles and lighting. The three groups exhib-
ited no neuropsychological deficits in facial feature
processing. BDD patients compared to OCD patients
and controls, performed worse at identifying and
interpreting emotional facial expressions. BDD pa-
tients were as accurate as OCD patients and controls
in identifying angry expressions, but they misinter-
preted other facial expressions, especially disgusted
ones more often as angry. Poor insight and ideas of
reference, common in BDD, might be related to emo-
tion recognition biases for angry expressions.

Buhlmann and al'® investigated whether BDD pa-

tients are characterized by recognition biases for
threatening facial expressions and whether they ex-
hibit this recognition bias in self-referent or in other-
referent situations. BDD patients were less accurate
in identifying emotional expressions in self-referent
but not in other-referent scenarios. Furthermore
they were less accurate in identifying neutral expres-
sions, misinterpreted more neutral expressions as
contemptuous and angry, and showed a tendency
towards interpreting neutral expressions as disgust.

In order to investigate executive function, Dunai et
al'® assessed 14 BDD patients and 14 controls with tests
selected from the Cambridge Neuropsychological
Test Automated Battery. Results demonstrated that
BDD patients exhibit deficits in executive func-
tion related to spatial working memory and subse-
quent thinking speed. On tasks assessing short-term
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memory capacity, motor speed and visual memory,
patients’ performance was similar to controls. There
was no association between symptom severity and
performance. BDD patients’ spatial short-term mem-
ory capacity was not compromised, suggesting that
the ability to hold spatial information "on line" is not
reduced in BDD. However, when they needed to ma-
nipulate increasing amounts of spatial information,
BDD participants made more errors than controls.

The Stockings of Cambridge task indicated that
patients solved fewer problems overall, solved few-
er problems in the minimum number of moves and
made more moves to solve a problem. This pattern
has been observed in schizophrenia'” and OCD™
and is thought to be a consequence of poor initial
planning, leading to mistakes and pauses for fur-
ther planning. Poor planning and mistakes could be
due to BDD patients’ decreased ability to use on-
line processing to manipulate spatial information,
indicated by spatial working memory deficits. The
executive function deficits suggest frontal involve-
ment in BDD, which is consistent with the idea of
BDD as an OCSD.

In order to investigate local and global visual in-
formation processing and set-shifting, Kerwin et
al" recruited 18 BDD patients and 17 controls. Two
local-global tasks were used; The Embedded Figures
Task (EFT) consists of a complex figure comprised of
smaller “embedded” figures; participants were re-
quired to select the complex figure that contained
an embedded target shape. The Navon task consists
of global letters made out of local letters; partici-
pants were required to detect a target letter, either
at the global or local level, while ignoring informa-
tion at the other level. Anxiety levels during the tasks
were higher in the BDD group. On the EFT BDD pa-
tients showed slower and less accurate processing of
shapes embedded within complex figures, and slow-
er processing of local as well as global letter stimuli.
This can be explained by a possible perceptual strat-
egy in BDD, that consists of piecemeal detail-to-
detail scanning of the complex figures whereas the
controls may have been aided by a fast global “tem-
plate” that allows details to be located more easily
within it. There was also an inverse relationship be-
tween poor insight and performance on the Navon
and EFT tasks in the BDD group. The above findings
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may be consistent with a bias for attention to high
levels of detail, although associated with slower rath-
er than faster processing. On the Navon task the ef-
fect of set-shifting between local and global stimuli
was examined. The BDD group was slower on switch
trials. They were also slower on non-switch trials, but
the effect was greater for switch trials and greatest
for global-to-local trials. These results suggest ab-
normal visual processing of both details and global
elements, inaccurate processing of global elements
and reduced flexibility in switching visual attention
between global and local features. BDD patients
might spend excessive time fixated on or have prob-
lems shifting attention away from local information,
which correlates with clinical observations impli-
cating a preoccupation with details in appearance.
Slower perceptual processing of local stimuli could
lead to explicit awareness of minor flaws that could

Table 3. Neuropsychological studies.
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subsequently exacerbate and maintain BDD symp-
toms by a ruminative focus on detailed information.

Table 3 presents the main findings of the previous
studies.

Neuropsychology and neuroimaging

The first functional imaging study to compare BDD
patients to controls examined visual information
processing of faces with respect to spatial frequen-
cy.?® Twelve BDD patients and 12 controls underwent
f-MRI while matching photographs of faces. Some of
the faces were digitally altered to remove the high
or low spatial frequencies, which created images that
contained configural or detailed information respec-
tively. BDD patients showed greater left hemisphere
activity for all face tasks, particularly in lateral aspects
of the prefrontal cortex and the temporal lobe. They
also activated dorsal anterior cingulate gyrus for the

Study Sample Method Results
Deckersbach et n=34, RCFT, CVLT BDD: deficits in strategic organization,
al (1999) (BDD 17, learning and free recall
C 17) Organizational strategies focusing on isolated
details rather than on global organizational
features
Buhlmann et al n=60, BFRT No neuropsychological deficits in facial
(2004) (BDD 20, ERT feature processing in BDD, OCD and
OCD 20, controls
C 20) BDD: Difficulty in identifying facial
expressions, especially disgusted ones
BDD: Difficulty in interpreting facial
expressions
Misinterpretation of disgusted expressions as
angry
Buhlmann et al n=36, ERQ BDD: Difficulty in identifying emotional
(2006) (BDD 18, expressions in self-referent scenarios
C 18) Misinterpretation of neutral expressions as
contemptuous and angry.
Dunai et al n=28, CANTAB BDD: SWM: more errors, greater effect of
(2009) (BDD 14, (Spatial Span, task difficulty. Poor information preservation
C 14) Spatial Working and manipulation
Memory, Stockings SOC: fewer problems solved overall, fewer
of Cambridge, problems solved in the minimum number
Pattern Recognition) of moves, significantly more moves
Significant deficits in thinking speed.
Poor initial planning
Kerwin et al n=35 Embedded Figures BDD: Increased anxiety levels, slower
(2014) (BDD 18, Task, Navon Task response time, lower accuracy
C 17) T BABS scale score — slower response time
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low spatial frequency (LSF) face task. Controls acti-
vated left-sided prefrontal cortex and dorsal anterior
cingulate gyrus only for the high spatial frequency
(HSF) face task. Greater left-sided activity for LSF and
normal faces suggests a predominance of detail en-
coding and analysis, a pattern evident in controls on-
ly for the HSF faces. This suggests that BDD patients
may process faces in a piecemeal manner, while con-
trols’ perception of faces may be more configural
and holistic. These laterality patterns in BDD suggest
a bias for local or detail-oriented processing of faces
over global processing.

Another finding in the BDD group was abnormal
activation of amygdalae for the LSF and HSF tasks.
The controls showed activation of the amygdalae for
the NSF task, but reduced activity or deactivation for
the LSF and HSF tasks. This suggests an abnormal hy-
per-responsivity of the amygdala that appears spe-
cific to LSF and HSF visual information.

Results suggest that BDD participants show funda-
mental differences from controls in visual process-
ing, with different laterality of activation patterns
in areas representing an extended visual processing
network, and abnormal amygdala activation. These
abnormalities may be associated with BDD patients’
perceptual distortions; they may focus on excruciat-
ing detail on specific facial features and lose the larg-
er, overall context of the whole face.

Feusner et al*' studied 17 BDD patients and 16 con-
trols using f-MRI while subjects viewed photographs
of their own faces and a familiar face as control stimu-
lus, that were unaltered, altered to include only high
spatial frequency, or altered to include only low spatial
frequency. Mean aversiveness ratings across all own-
face stimuli were higher in BDD patients, regardless of
stimuli spatial frequency. BDD patients demonstrated
greater activation for the NSF own-face vs familiar-
face contrast in the left orbitofrontal cortex (OFC) and
the bilateral head of the caudate. The controls demon-
strated greater activation for the LSF own-face vs. oval
contrast in the left occipital cortex.

Severity of symptoms was positively associated
with activation in the right OFC, right head of the
caudate, right precentral and postcentral gyri and
right dorsal occipital cortex for the NSF own-face
vs. familiar-face contrast. Symptom severity was al-
so positively associated with activity in the bilateral
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head of the caudate and the left OFC. When directly
examining the relationship between aversiveness
ratings and brain activity within the BDD group,
there were significant results only for the LSF own-
face vs oval contrast. BDD patients had abnormal
brain activation patterns when viewing their own
face, showing hypoactivity in primary and second-
ary visual processing regions for LSF faces and hy-
peractivity in frontostriatal systems for NSF faces.
These suggest aberrant processing of configural and
holistic information, which the LSF images convey.
Clinically this may account for the impaired ability to
perceive the visual gestalt, contributing to distorted
perceptions of the individuals’ appearance when
viewing their face. The individuals may primarily per-
ceive details and are impaired in their ability to con-
textualize them configurally or holistically.

Feusner et al*? investigated how viewing faces with

emotional expressions affected perception on an
identity-matching task. They included BDD and con-
trols, and three stimuli conditions; emotional faces,
neutral faces and ovals/circles. BDD patients were
less accurate at identity-matching of faces with emo-
tional expressions and had more than twice the error
rate for the matching task with emotional faces. The
BDD group showed the greatest difference in reac-
tion time from healthy controls for emotional faces,
followed by neutral faces and then ovals/circles.
However, there was no differential effect on the BDD
group of any specific emotion type. In total, these
findings suggest that BDD patients have abnormali-
ties in speed and accuracy of processing faces with
emotional expressions. This builds on findings from
previous studies of abnormal interpretation of emo-
tions,”*" to suggest that there may be more funda-
mental abnormalities for perception of faces with
emotional expressions. If BDD subjects excessively
rely on details for processing emotional faces as well,
this slower strategy may account for delayed reac-
tion times and lower accuracy. The fact that there
was no significant group by stimulus effect for the
different types of emotion supports a face-pro-
cessing deficit that occurs for faces with emotional
expressions in general, rather than an influence of
emotion per se. To respond quickly and accurately
to match emotional faces, participants must attend
to the facial identity while implicitly inhibiting atten-
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tion to the emotional valence. The fact that the BDD
group had approximately twice the error rate for the
emotional faces suggests that they may have had a
more marked failure in inhibition than controls.

Table 4 summarizes the results of the aforemen-
tioned studies.

Conclusions

In the process of investigating the neurobiology of
BDD, neuroimaging and neuropsychological studies
have been conducted during the last two decades.
Imaging studies have showed increased total white
matter volume and caudate volume asymmetry in
BDD patients. These findings are consistent with the
striatal topography model of OCSD. Another impor-
tant finding is the perfusion deficits in bilateral ante-
rior-medial temporal and occipital regions and asym-
metric perfusion in parietal lobes. Furthermore, ab-
normalities in parietal circuits are consistent with the
core feature of disturbed perception of body form. In
addition, correlation between symptom severity and
left inferior frontal gyrus volume reflects the degree
of detailed, analytic encoding that occurs on day-to-
day basis when viewing others and themselves, and
that likely underlies their symptomes. Finally, positive
correlation between right amygdala volume and
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symptom severity signifies pathological fear circuitry
engagement, hypervigilance and heightened sensi-
tivity to social situations.

Neuropsychological studies reveal deficits in stra-
tegic organization, learning and free recall after
short and long delays. Executive function deficits are
related to spatial working memory and subsequent
thinking speed as well as impaired higher level plan-
ning ability. BDD patients’ organizational strategies
tend to focus on detail rather than on larger, global
clustering features. The executive function deficits
suggest frontal involvement in BDD, which is consist-
ent with the idea of BDD as an OCSD involving fron-
tal-striatal dysfunction. They are characterized by ab-
normal visual processing of both details and global
elements, inaccurate processing of global elements
and reduced flexibility in switching visual attention
between global and local features. These findings
also suggest that there are significant neuropsycho-
logical similarities between BDD and OCD. Moreover,
BDD patients seem to have deficits in identifying fa-
cial emotional expressions and tend to misinterpret
expressions of disgust (and others) as anger. Poor
insight and ideas of reference might be related to
emotion recognition biases for angry expressions.
This hypothesis is further enhanced by BDD patients’
tendency to interpret emotional expressions as con-

Table 4. Combined neuroimaging and neuropsychological studies.

Study Sample Method Results
Feusner et al n=25 fMRI while matching high, BDD: T left hemisphere activity, particularly in
(2007) (BDD 12, low and normal spatial lateral aspects of the prefrontal cortex and the
C 13) frequency pictures of temporal lobe for all tasks and in dorsal anterior
faces cingulate gyrus for LSF tasks
Controls: T left-sided prefrontal cortex and dorsal
anterior cingulate gyrus activity only for HSF
tasks
Feusner et al n=33 fMRI while matching high, BDD: 7T left orbitofrontal cortex and bilateral head
(2010) (BDD 17, low and normal spatial of the caudate activation when viewing NSF own
C 16) frequency pictures of pictures
the participants’ own Controls: T left occipital cortex activation when
faces viewing LSF own pictures
Symptom severity was positively correlated with
increased frontostriatal activity
Feusner et al n=23 Identity matching task BDD: twice the error rate for the matching task
(2009) (BDD 12, when viewing faces with with emotional faces
C 1) emotional expressions,

neutral expressions and
ovals and circles
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temptuous more often in self-referent scenarios than
in other-referent ones.

These findings have been supplemented by
combined neuroimaging and neuropsychological
studies. Left hemisphere hyperactivity for low and
normal spatial frequency face tasks and abnormal
activation of the amygdala for high and low spatial
frequency face tasks suggests detail encoding and
analysis in BDD. These abnormalities may be associ-
ated with BDD patients’ apparent perceptual distor-
tions; they may focus on excruciating detail on spe-
cific facial features and lose the larger, overall con-
text of the whole face. Individuals with BDD have ab-
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normal brain activation patterns when viewing their
own face, showing hypoactivity in primary and sec-
ondary visual processing regions for LSF faces and
hyperactivity in frontostriatal systems for NSF faces.
Abnormal activation in primary and secondary corti-
cal regions suggests aberrant processing of configu-
ral and holistic information, which the LSF images
convey. Clinically this may account for the impaired
ability to perceive the visual gestalt, contributing to
distorted perceptions of the individuals’ appearance
when viewing their face. The individuals may primar-
ily perceive details and are impaired in their ability to
contextualize them configurally or holistically.

Awatapaxn cwpatikng oSuGpop@iac:
Nedtepa veEUupoaAvatopika
Kal veupowpuxofoyika dedopéva

K. Taoiog, I. MixémouAog

B’ Wuyiatpikry K\ivikrj EKTIA, Mavemotnuiakd leviké Noookoueio «<ATTIKON», ABriva

Wuxiatpikny 2017, 28:242-250

H Siatapayn owpatiking Sucpopeiag (AXA) xapaktnpiletal amd umepBoAikr evacxdAnon Tou atopou
HE éva @avTaoTiko 1 adtopato amd AANoUC EAATTWHA TNG EEWTEPIKAG TOU EUPAVIONG Kal odnyei o€ on-
pavTikn Suoopia Kal AeIToupyIK EKMTTWON. Ot YVWOIOKEC-CUUTTEPIPOPIKEC Kal VEUPORIONOYIKEG OpOLO-
™NTeC TNG AZA pe Tnv 1dgoPpuyavaykaotikn Alatapayr (IWA) éxouv odnynoel otnv évtagr tng otn veo-
ovoTafeioa oto DSM-5 S1ayvwaoTikn Katnyopia Twv oxeti{dpevwy pe tnv IWA Siatapaxwv. H mapovoa
QVOOKOTINGT TTAPOUCIACEL TO EVPAATA TWV TIO TTIPOCPATWY VEUPOATIEIKOVIOTIKWY KAl VEUPOYUXONO-
YIKWOV HEAETWV Kal TN oVUVOEDH TOUG HE TA KAWVIKA XApaKTNEIOTIKA TNG AXA. Ot HEAETEG ATTEIKOVIONG
éxouv avadeiel au€nuévo OyKo AEUKNG ouaiag Kal ACUMUETPIO KEPKOPOPOU TTUPHAVA O aoBeVEIg e
AXA, euprpata mou gival cupfatd pe To HOVTENO eVTOTIONG TwV SlATAPAXWY TOU PUXAVAYKACGTIKOU
@aopaTog 0To padwtd ocwpa. Emiong éxouv avadeiel eNeippata alpdtwong os MPOobIeC-€0wW KPO-
TOPIKEG KAl IVIOKEG TIEPLOXEG AUPOTEPOTIAEUPA KAl ACUUMETPN ALUATWON 0TOUG BpeypaTikolg Aooug.
EmmAéov, n cuoxétion PeTaél cofapdTNTag TWV CUPMTWHATWY TG AZA Kal TOU OYKOU TNG ApLoTEPHS
KATW PETWTTIAIAC EAIKAC avTAVAKAA Tov BaBud otov omoio ol aoBeveic emeEepyalovtal Pe aVAAUTIKO
TPOTIO TNV OYN TOU £AUTOU TOUC KAl TwV AWV 0TNV KABNUEPIVOTNTA TOUG, UTTOYpaupi{ovTag ouolaoTi-
KA TA CUPTTTWHATA TOUC. TENOC, N BeTIKN cuoxETion HeTa&l dykou NG 6e€1dg apuySaing kat coapd-
TNTAG CUUMTWHATWY onpatodoTei TNV MaBoAoyIKr Asitoupyia KUKAWPATWY @ORou, uepemaypumvnon
Kal auénuévn evalodnoia og KOWWVIKEG OUVORKEG. ATIO TIC VEUPOYUXOAOYIKEG HEAETEC PaiveTal OTL Ol
aoBeveic pe AZA xapaktnpifovtal and eAAEIPPOTA O OTPATNYIKA Opydvwon, pdinon kat eAeVOepN
avAKANON HETA amod pikpr i LEYAAN xpovokaBuoTtépnon. Ta eAAEIUHATA OTNV EKTEAECTIKN AElTOUPYia
a@opoUV 0TN XWPIKNA UVAUN £pyaciag Kal TV emakdAoudn TaxuTnTa okéYng, KABWE Kat Tn PEIWE-
vn Kavotnta oxedlaopol upnhdtepou emméSou. Ol 0pyaAVWTIKEG GTPATNYIKEG TwV aoBevwy pe AXA
€0TIAJOUV OE NeTMTTOUEPELEG KAl OXL OE YEVIKA, OANOTIKA XAPAKTNPLIOTIKA opadomoinong. ZuyKekpIéva
xapaktnpifovtat amd avwpalieg otnv onmTIKN eMe€epyacia AEMTOUEPELWDV KAl GUVONOU, avakpifn eme-
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Eepyaoia cuUVOAIKWY OTOIXEIWY, Kal pelwpévn eVeNEia oTnV aANayr OTTTIKNAG TTPOCOXAG HETAEY CUVOAL-
KWV KAl HEPIKWV YVWPIOUATWVY. AKOWN, ot aoBeveic pe AZA epgavi{ouv eEAAEiPPATA OTNV avayvwplon
OLVAICONUATIKWV EKPPACEWY TOU TTPOOWTIOU KAl CUYKEKPIUEVA OTNV avayvwplon ekppdcswv andiag,
TIG oToieG (OTTWG KAl ANAEG) TEIVOUV VA TTAPEPUNVEVOUV WG EKPPACELG Bupov. H mTwyr) evaioOnoia kat ot
16€€G avapopdg, ouxvég otn AXA, Ba pmopovoav va oXeTi(ovTal e TNV TAON TWV A0OBEVWV VA EPUNVEL-
OUV EKPPACELC TOU TIPOOWTIOU WG BupwEVEC. Ta Tapamdvw EUPRUATA OTOIXEIOBETAONKAV TTEPAITEPW
amod PeAETEG ouvOUAOHOU VEUPOYUXOAOYIAG KAl ATTEIKOVIONG. ZUYKEKPIUEVA, N LEYAAUTEPN EVEPYOTIOIN-
On TOU ApLOTEPOU NUICPALPIOU Yia XAUNARG KAl KAVOVIKAG XWPEIKAG CUXVOTNTAG EIKOVEC KAl N AVWHAAN
gvepyomoinon TG apuySaAig yia VPNAAG Kat XapunARg cuxvotntag SoKIpaoieg umovoouv 6Tl otn AXA
Kuplapxel N Aentopepelakn Kwdikomoinon kat avduon. Ta dtopa pe AXZA pdAAov avtihapBdavovtal Tig

Aemtopépelec aAAd aduvatolyv va Ti¢ evTAEouv O€ éva YEVIKO, ONIOTIKO TTAAioIO.

NéEerg evpeTnpiou: Alatapayr CWHATIKAG SucHop@iag, veupoavaTtouia, veupoyuxoloyia.
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amily problems are considered to be the main risk factor leading to the development of

behavioural problems during childhood and adolescence as well. A well documented fact

in the current literature is that psychopathology of any kind in parents may influence be-

haviour, personality and appearance of psychopathology in their children. The permanent
interaction between children’s psychopathology or any kind of developmental disorder on one
hand and parental psychopathology on the other, is considered to be one of the most important
fields of research during the last decades. The aim of the present study was to review research
concerning the relationship between maternal depressive disorder and children’s attention defi-
cit hyperactivity disorder (ADHD) among members of the same family, the influence that each
disorder has in the appearance and development of the other, and the way that the mother-child
relationship is influenced by both. We conducted an electronic search through PubMed to detect
articles concerning the association of maternal depressive disorder and children’s ADHD among
the members of the same family published in English from January 1980 to December 2015. The
choice was strictly limited to articles concerning exclusively emotional disorders in mothers and
ADHD in their children. This process concluded with the electronic research of bibliographic cita-
tions of the identified articles, or related articles, in order to locate additional sources. Considering
as a fact the interaction between this developmental disorder, ADHD, and mother’s psychological
profile which is maternal depression for the present research, we report the following: among
the 27 articles found, 24 concerned the influence of the mother’s depression to the child’s ADHD,
and the remaining 3 concerned their genetic association. There were important limitations found
as well. Despite the fact that all the studies included a control group, many of them did have a
follow-up and were short-term studies. Their results were mostly heterogenous and therefore
their meta-analysis proved impossible. There was evidence concerning the association between
the two disorders as both maternal depressive disorder and children’s ADHD influence each other
through multiple psychosocial and biological factors. Nevertheless, more data is needed from
well structured, homogenous studies, especially in the field of genetics, in order to document this
association.

Key words: Depression, mother, child, ADHD, maternal depression, children.
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Introduction

Attention deficit hyperactivity disorder (ADHD) is
considered to be among the most common (stud-
ied) disorders of childhood. Hyperactivity, concen-
tration, attention deficit and compulsivity comprise
its most common characteristics under controllable
conditions, for example in the classroom, and under
non-controllable conditions as well as during school
break-time. Those behaviours are not in accordance
with the age and the developmental stage of the
child and as a result everyday functioning is often se-
verely compromised.

Research based on questionnaires revealed that
the prevalence in the general population ranged
between 10% and 20%.' Research based on DSM-
IV or V criteria showed a lower percentage of 5% to
10%, while research not based on comorbid disorders
showed that the incidence in the population was 1-2%.
From epidemiological data, we know that ADHD is
more frequent among boys (3/1:boys/qgirls).

The second group of psychiatric disorders studied
in this article was Mood Disorders of mothers who
raise a child with ADHD. According to DSM-IV criteria,
Mood Disorders include Depression Disorders, such
as Major Depression Disorder, Dysthymic Disorder
and Depression Disorder Not Otherwise Specified,
Bipolar Disorders which include Bipolar Disorder
I, Bipolar Disorder I, Cyclothymia, Bipolar Disorder
Not Otherwise Specified and two disorders based
on their causality, which are Mood Disorder due to
General Medical Situation and Mood Disorder due
to Substance Abuse. The last two were not stud-
ied in this review. There is also Mood Disorder Not
Otherwise Specified.

Depressed mood for most of the day, in some cas-
es, may influence every single dimension of behav-
iour, the perception of the world as well as social and
interpersonal relationships. Consequently, parent-
child relationships and raising a child may be influ-
enced as well.

Often, ADHD is considered to be a result of inap-
propriate upbringing, which according to scientific
data, does not seem to be the case. ADHD symptoms
influence parents’ behaviour and renders child up-
bringing difficult. Nevertheless, it is well document-
ed in the literature that ADHD is not related with the
quality of upbringing or with the parents’ behaviour.
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It may provoke problems concerning parent-child
relational disorder, problems that may remain unre-
solved for the rest of life and they demand careful
evaluation and appropriate help.

Moreover, according to the literature, when par-
ents suffer from Depression it is more probable for
their children to develop ADHD. On the other side,
a mother of a child with ADHD is more likely to de-
velop a Depression Disorder during her life than a
mother whose child does not suffer from ADHD.

In conclusion, this review aimed to study the as-
sociation between the two disorders, how each one
influences the other’s appearance and development,
and the way that both influence the mother-child re-
lationship, the intra-familial relationships and family
functioning.

Material and method

We performed a systematic literature research using
PubMed for studies concerning maternal depression
and children’s ADHD from January 1980 to December
2015. We used different combinations of "depression",
"mother", "maternal depression”, "child", "children”,
"ADHD". References of included articles, related cita-
tions and relevant reviews were screened for addi-
tional articles. After filtering duplicates, articles were
screened by one reviewer (S.S.) on title and abstract
using predefined inclusion and exclusion criteria.
Inclusion criteria were: (1) sample size of at least ten
mothers with depression or at least ten children with
ADHD; (2) the diagnosis of depression and ADHD had
to be proven by clinical interviews based on accredit-
ed assessment tools; (3) only studies written in English
were included. The article selection was strictly re-
stricted to those referring to maternal depression and
children’s ADHD. We excluded those study cohorts
that referred to the two disorders as a part of a wider
psychopathology and those that did not include the
key words in the title. The quality of the studies’ meth-
odology was assessed according to the following
variables. We defined a study as high quality based on
predefined criteria, namely, prospective, population-
based sample size, demographic representation of
indicators, evaluator credibility and blindness, direct
vs indirect assessment, control groups, diagnostic cri-
teria and assessment tools, and follow up.
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A total of 206 studies were found, 181 were exclud-
ed from the review. 170 were excluded because they
did not refer to the key-words of the inclusion criteria
and 11 were excluded as they referred to maternal
depression or children’s ADHD as a part of a wider
psychopathology. The data of the included studies
proved to be mostly heterogeneous and therefore
their meta-analysis proved impossible.

Results

Effects of the two disorders on each other

Twenty two studies were found>* assessing how

the two disorders affect each other. The first three
and the sixth one referred to the influence that ma-
ternal Mood Disorder (depression included) exerted
on the child’s ADHD. The seventeenth deals with
the same topic as well, by focusing on parental de-
pressive and anxiety symptoms during pregnancy,
though. The fourth and fifth studies researched two
different family factors that affected both maternal
depression and childhood ADHD. From the seventh
to the thirteenth, authors studied the way that the
child’s ADHD influenced the appearance and the de-
velopment of maternal depression. The eighteenth
study deals with the same topic as well, while focus-
ing on maternal self-esteem reactivity among moth-
ers (with a history of depression) of children with
ADHD. The fourteenth study deals with the fact that
child’s ADHD influenced the appearance and the de-
velopment of depression in the children as comor-
bidity and on their parents as well. The nineteenth,
twentieth and twenty-first deal with the parent-child
interactions in families where maternal depression
and child's ADHD coexist. The fifteenth, the six-
teenth and the twenty-second studied the way that
maternal depression under medical treatment influ-
enced the child’s ADHD.

The results of the first sub-group showed that ma-
ternal (or parental) Mood Disorder, in general, raised
the possibility of development of ADHD for at least
one of the children of the family (hyperactivity and/
or attention deficit). The fourth study showed that
parental management of various conditions and the
locus of control increased the chances of maternal
depression and child ADHD, while in the fifth study
factors resulting in a higher chance of developing
ADHD were lower socioeconomic status and instabil-
ity in married life.
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The studies from the seventh to the thirteenth
showed that children’s ADHD correlated with a higher
possibility of development of maternal or parental
Mood Disorders and especially depression. The seven-
teenth showed that the apparent intrauterine effect
of maternal depression and anxiety on offspring be-
havioural may be partly explained by residual confid-
ing. There was little evidence of a difference between
the strength of association of maternal and paternal
symptoms during pregnancy with offspring who has
attention problems. That maternal symptoms after
childbirth were also associated with offspring be-
havioural problems may indicate a contribution of
genetic influences to the association. The fourteenth
study showed that children with ADHD and their
mothers developed higher levels of depression than
the control groups. As far as the sub-group of stud-
ies which deals with parent-child interaction is con-
cerned, the nineteenth study showed that currently
depressed mothers were least likely to reinforce child
compliance and responded most coercively to child
noncompliance relative to the group of depressed
mothers who are currently remitted and the group of
mothers who have never been depressed. Remitted
mothers in this sample were more coercive than never
clinically depressed mothers, but were more likely to
follow through with commands than never clinically
depressed mothers. In the same subgroup the twen-
tieth study showed that children with ADHD whose
mothers were depressed were less positive in their
parent-child interaction than the group of children
with ADHD and mothers without depression and the
group of children without ADHD and mothers with-
out depression. The twenty-first study concluded
to the fact that mothers who used corporal punish-
ment showed significantly higher scores on the Beck
Depression Inventory than mothers who did not.?*
Moreover maternal depression contributed to the
use of corporal punishment in ADHD children. The
fifteenth study showed that after a course of coping
with depression the depressed mothers of children
with ADHD improved their symptoms of depression,
their self-confidence, their relationship with their chil-
dren and family functioning. The tenth studied moth-
ers under medical treatment with bupropion during
their pregnancy and showed a significant increase
in the chance of children suffering from ADHD, com-
pared to those who did not take bupropion. The twen-
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ty-second study showed that the Integrated Parenting
Intervention for ADHD (IPI-A) produced effects of
small to moderate magnitude relative to Behavioural
Parent Training (BPT) on maternal depressive symp-
toms, observed negative parenting, observed child
deviance and child impairment at posttreatment and
on maternal depressive symptoms, child disruptive
behaviour, child impairment and family functioning
at follow up. Contrary to expectations, the BPT group
demonstrated moderate to large effects relative to
IPI-A on observed positive parenting at follow up.**

Depression in mothers of ADHD children
affects the assessments of ADHD
when completing diagnostic questionnaires

Three articles were found: the first? studied the fact
that parent’s and teacher’s evaluations of ADHD chil-
dren via questionnaires had a low informant agree-
ment. They also studied how much the parent’s evalu-
ation was influenced by parental depressed mood (or
parenting stress). The second”® examined the extent
to which indirect maternal references (by completing
guestionnaires) for comorbid depression in children
suffering from ADHD were affected by a history of
depression themselves. The first one did not include
a control group, while the second one had a control
group of non-ADHD individuals. The third one? inves-
tigated the Depression-Distortion hypothesis by ex-
amining the effects of depressive symptoms on cross
informant discrepancies in reports of child behaviour
problems and several measures of parent-child rela-
tionships such as child characteristics, self-reports of
maternal depressive symptoms, parenting practices
and laboratory mother-child interactions.

The first one used questionnaires evaluating chil-
dren’s ADHD, completed by their parents and by
their teachers, as well as questionnaires that evalu-
ated parenting stress and depression disorder. The
second one used a multivariate regression in order
to examine the influence of maternal depression on
the direct and the indirect effects concerning Major
Depression on children with ADHD.

In conclusion, the first one showed that parenting
stress and not maternal depression was responsible
for the disagreement between parents and teach-
ers. The second one showed an important interac-
tion between maternal depression and the refer-
ences, especially for the non-ADHD control group.
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ADHD remained a risk factor for the development
of major depression independent of maternal refer-
ences or even the existence of maternal depression.
The third one showed that elevations in maternal
depressive symptoms were associated with mater-
nal reports of negative parenting style but not with
observed laboratory interactions. Mother’s levels of
depressive symptoms predicted negative biases in
their reports of their child’'s ADHD symptoms, gen-
eral behaviour problems and their own negative
parenting style. Whereas levels of depressive symp-
toms did not predict observed parenting behav-
iours, maternal distortions did predict problematic
parent-child interactions.

The genetic factor

The possible genetic correlation between maternal
depression and children’s ADHD was detected in one
study.?® This study dealt with the Mood Disorder of
parents of adopted teenagers suffering from ADHD.
The control group included 692 adopted and 416
non-adopted teenagers. Clinical interviews based
on DSM-IV criteria were used in order to evaluate the
patients. Teenagers, whose parents suffered from
major depression, had higher chances of developing
major depression or behaviour disorders in the two
sub-groups as well. The presence of paternal depres-
sion was not associated with the development of any
psychiatric disorder in adolescents, with the sole ex-
ception of ADHD in adolescent adoptees. The study
concluded that the risk for the development of psy-
chopathology in adolescence was significantly in-
creased in families with depressed mothers, but not
in families with depressed fathers

A second study was also a case control study.” It
explored families of mothers suffering from seroto-
nin’s composition disorder. Serotonin is indispen-
sable for the development of the human brain. The
study included 459 adult patients suffering from
ADHD and 187 controls. Clinical interviews based on
DSM-IV criteria were used to evaluate the patients.
The authors then detected the mother’s mutations
of TPH1 and TPH2 that caused the serotonin’s com-
position disorder. The results of the study showed
that the offspring of mothers with TPH1 mutations
showed 1.5 to 2.5 higher ADHD scores in children in
structured tests and related symptomatology com-
pared to the control group. In conclusion, the study
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showed that reduced maternal serotonin production
appeared to increase the risk of ADHD and related
symptoms in offspring.

Discussion

Effects of the two disorders on each other

From the studies in this category, as mentioned in
the results of this review (as one can examine on the
respective table), only ten had a control group and
only four had a follow-up. The ages of patients with
ADHD varied from toddlers to adults (and this fact
impacted all the data included in the studies) and
the diagnostic tools that were used differed in all.
Specifically, some studies®”*7'21316 ysed diagnostic
tools that based on DSM-lIl and the rest of the studies
—except for one® in which the tool is not mentioned-
used DSM-IV. In the second and fifteenth studies, the
patients were receiving a medication treatment with
stimulants; furthermore in the third and fifteenth
the parents were also being treated with medica-
tion (in the third lithium, in the fifteenth antide-
pressant, anxiolytics and antipsychotics). Moreover,
the first, third, fourth, seventh, eighth, ninth, tenth,
fourteenth referred to parents, while the remaining
exclusively to mothers. Finally the first, third, fourth,
sixth, eighth, ninth, tenth, fourteenth also referred to
emotional disorders in comorbidity with ADHD, the
eleventh included mothers exhibiting anxiety disor-
der in comorbidity with depression and the rest of
the studies referred solely to children with ADHD in
relation to depression in mothers.

Regarding the limitations of the studies included in
this chapter, we emphasise that more than half of the
studies, as already mentioned, included disorders
in comorbidity with either depression or ADHD and
were not exclusive to these two disorders. Several
studies even reported additional disorders or a histo-
ry of various disorders and the respective influence
of these disorders were not measured or were not
taken into account in the results. Also parental be-
haviour was not taken into account, or not evaluated
in any way. There were several limitations in terms
of the statistical results of these works; for example
in many of these statistically insignificant effect was
found due to the reduced power of the sample.

In addition, environmental factors have not always
been taken into account and sometimes the stud-
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ies did not involve even the gender of the children,
which can potentially affect both different behav-
iours and the occurrence or progression of various
psychopathological conditions. In some studies
there was no mention of statements from the chil-
dren about themselves. Only parents or teachers
made statements about the children and in many
cases not both, while there were several limiting fac-
tors in these measurements. It should also be noted
that in many cases the validity or reliability of the
diagnoses was disputed. The reason is that in many
studies the diagnosis was based on questionnaires
and there were no personal psychiatric interviews. In
one study" it was stated that the interview was con-
ducted by telephone, with the disadvantage of lack
of assessment of nonverbal communication, and also
lack of assessment of both parents; in addition it was
not mentioned if it referred to a single parent fam-
ily or not, which is mainly important for studies that
concentrate exclusively on mothers. Moreover, psy-
chiatric disorders which in some cases might coexist
in both mothers and children were not assessed nor
measured (sometimes they were mentioned without
being taken into account in the evaluation of the re-
sults), as well as various behaviours (in children and
mothers) or the different ways of parenting.

In most of cases, individually reported symptoms
were not categorised and the stage of life of a moth-
er that suffered from a psychiatric condition, wheth-
er it was an episode or chronic condition or at what
stage of the child’s life the condition appeared, were
not taken into consideration. Moreover, the data for
the studies were collected only during the first year.
Symptoms of children are not always objective and
in some cases are not typical for the condition, es-
pecially when it comes to pre-pubertal children.
Moreover, as the same symptoms can occur in ADHD,
bipolar disorder, Anxiety disorder, disturbed domes-
tic environment or life event, a significant differential
diagnostic problem arises in some of the studies.

Another important observation is that almost
none of the studies took into account how the con-
centration and attention skills were developed in
the groups of children under study, nor how par-
ents and teachers contributed to the process dur-
ing the various stages of their development. Also
the socioeconomic background of the families var-
ied in each study and they generally did not include
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families from every socioeconomic group, thus the
results of the studies cannot be generalised with-
out strong reservations. Furthermore, the study ob-
servers —such as health experts (including private
doctors)- were not always blinded, and they were
often predisposed towards the patients studied or
—in some studies- there was only one examiner so
that the whole study was based solely on their own
knowledge, experience and skills. Finally, in the stud-
ies where therapeutic interventions were provided
for the mothers, it should be noted that the inter-
ventions solely targeted Depression and no other
psychopathological conditions which may coexist.
According to the twenty seventh study, future stud-
ies should examine whether this integrated interven-
tion improves long term developmental outcomes
for children with ADHD.

Depression in mothers of children
with ADHD affects the assessment
of ADHD when completing diagnostic
questionnaires

One study® concerned a sample of 65 parents (58
boys, 7 girls) of children with ADHD aged 8-12 years.
Thirty four of the children presented comorbidity with
oppositional defiant disorder and 2 of them also with
conduct disorder. Sixteen of these children were also
under treatment with stimulant medication. In this
study, no follow up was conducted. Furthermore, in
the limitations of this study it should be noted that on-
ly the psychological state of the parents and not that
of the teachers was taken into account. Also, the com-
pletion of the questionnaires did not take into consid-
eration the fact that the teachers assessed behaviours
in school while parents at home.

The second study* compared the reports of the
mothers with those of the children themselves for
themselves. It basically involved the presentation of
two works (case control family studies).>**' The 1996
study®® had a duration of 16 years, while the study in
1999°' had a duration of 6 years. Also the 1996 study
had follow ups in 1998 and 2000. As already men-
tioned above, it had a control group, studying a sam-
ple of mothers of children with and without ADHD.
The age of the children ranged between 12 and 18
years. The limitations of this study were on the one
hand the fact that their hypothesis required that
they modelled 2-way and 3-way interactions which
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resulted in covariate patterns with 2 subjects. Thus
the statistical power to detect small effects was low
and non-significant; the findings cannot be consid-
ered conclusive. On the other hand, it included re-
ports only from mothers and their children and not
from a third party, as for example, the teachers.

Finally, we must also note that different diagnos-
tic tools were used in both studies; the first one was
based on DSM-IIl and the second one was based on
DSM-IV. Mainly, because of the limited patients in-
cluded in the studies found and because of some
methodological imperfections in them, it seems that
further data is needed from new studies, with larger
study populations and better study designs, in order
to support their results.

The third one? investigated a sample included
ninety-six 6 to 10 years old diagnosed with ADHD-
combined type and their mothers, who provided
baseline data before participating in a randomized
clinical trial.

The genetic factor

The fact that only two studies were found concern-
ing the genetic correlation between the two disor-
ders is a limiting factor on the generalisation of their
results due to the limited number of patients includ-
ed. One study?® examined adolescents, whereas the
other study®® examined adult patients with ADHD
and the number of both patients and control group
were limited. The young age of patients, in the first
study, further limited the reliability of the results, be-
cause many of the mental disorders may potentially
occur in adulthood. Also, adopted children did not
have a common descent but different nationalities
and this further complicated the results. In the sec-
ond study, the reported mutation TPH1 predisposed
in many different behaviours and symptoms associ-
ated with ADHD and affective disorders, which can
also be influenced by other genetic and environmen-
tal factors (for example other mutations, maternal
stress, diet, hormonal agents etc.). In both studies, it
was evident that the characteristics of the children
affected both the appearance and the development
of depressive disorders in parents. In conclusion, due
to the limited number of studies, the genetic corre-
lation of depression and ADHD would be a suitable
field of further research
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YucGxEtien TG PNIPIKNG Kartadmwyng

PE TN Swatapaxn eNAEIPPATIKG TIPOGOXNC

KQl UTTEPKIVITIKOTNTAG 6TAa TTaidta

I. Zeehviwtn,'? M. AseiBaditng’

"Maioyuyiatpikry Khvikn Immokpdteiou levikod Noookopgiov Oecoalovikng, Oecoalovikn,
2Tunua YuxiatpikAc, latpikh oxoAr, Anuokpitsio Mavemotriuio Opdkng, AAséavSpoumoln

Wuxiatpikn 2017, 28:251-258

Ta olkoyevelakd TpoBArpata amote oV mapdyovta KivdUvou yia omrolodHmoTe TPOBANHA CUUTIEPIPO-
pag oto maudi. Eivar aMwoTte BIBAIoypa@Ikd TEKUNPIwUEVO OTL N UMapén omoloudHMoTE €idoug Yuyoma-
Boloyiag oToug yoveig evdg adlol OXeTICETAL e TN CUPMEPLPOPA, TNV TTPOCWITIKOTNTA Kal ~TIOavVW—
HE TNV epeavion Yuxomaboloyiag oto maidi. H Stapkng aAAnAemi&paon HETA&Y YOVIKNAG Kat TTASIKAG
Yuyomaboloyiag | avamtulaknig dtatapayng amod Tn pia mAgupd kat Yuxomaboloyiag yovéwv amd Tnv
AAAN, ammoteel éva amd Ta ONUAVTIKOTEPA TIESIA EPEVVWIV TWV TEAEUTAIWV XPOVWV. ZKOTIOG TNG EPYATiag
gival n avadein tng oxéong avaueoa otn PNTPIKA KatabMmtikn Statapayr Kat otnv maudikr/epnpikn

Slatapayri ENEIMUATIKAG TTIPOCOXNE KAl UTIEPKIVNTIKOTNTAG (AEMY), peTadl atdpwv e idlag olkoyével-
ag, Kat KUpiwg n EMPPON TTOU AOKEL N Hia TNV ep@Aavion Kat tTnv €EENEN TNG AAANG, OTTWGE Kalt N EMpPon

Kat twv Vo 01N oxéon yovéa-mmaidlou Kal Kupiwg pntépac-maidiov. AlevepyriOnke BiIBAOYpa@IKN €peu-
Va yla TOV EVTOTOUO ApBpwVv Mo va GUOKETICOLV TN UNTPIKA KaTabAmTikn Sdtatapaxn pe tn AEMY oe
TOoUAdyLoTOV éva amd ta maidid TG i81ag olkoyévelag, SnUoCIEVUEVWY 0TV ayYAIKR YAWooad amd Tov
lavoudplo tou 1980 éw¢ tov Aeképpplo tou 2015. H emAoyn meplopioTnkKe auotnpd o dpBpa mou a-
(POPOUVV OTIC XZUVAICONMATIKEG AlOTAPAXEC OTIC UNTEPEC Kal oTn AEMY ota maidid touc. H Sadikacia

aAUTH CUMIMANPWONKE HE NAEKTPOVIKH €peuva TwV BIBAIOYPAPIKWY TTAPATTIOUTTWY TwV ApOpwV TTou EVTO-
moTNKAV, i} TWV CLVAPWV AVOOKOTINOEWY, WOTE va Bpebolv mpoobeteg nyEg. Me Sedopévn Tn Slapkn

aAnAemibpaon avdueoca otnv ekSAWON Kal oTNV TTOPEia TNG OUYKEKPIUEVNG avanTuélaknig Slatapa-
XNA¢G (AEMY) kat Tou YPuxoloyikol TPO@IA TNG UNTEPAG, TTOU OTNV TTPOKELMEVN TIEPIMTTWAON APopd oTNV
KatabAmtikry Alatapayn ot puntépeg, ouvoyifovtal ta e€R¢: Evtomiotnkav 27 dpBpa, €k Twv omoiwv
Ta 24 a@opovv oTov TPATIo UE Tov omoio Nn pia Siatapayn (AEMY oto maudi/katabAyn otn pntépa) &-
TNPEEACEL TNV EUPAVION Kal TNV TIOPEIA TNG AAANG, EVW OL TPELC APOPOUV 0TN HETAEY TOUG CUOKETION OF

yeveTikd eminmedo. Yrdpyxouv BERata Kal kamotol Teploplopol. Av Kat ONeG oXeSOV Ol EpYaoieg TTEpIAAU-
Bavouv opdada eAéyxou, o TOANEG amd auTtég Sev umdpyxel emave&étaon (follow up) kat gival Bpaxuxpo-
vieG. Ta amoteAéopatd Toug, emiong, ival eTepoyevn, mPAypa mou SUCYEPAIVEL TN HETA-AVAAUGCK TOUG.
Mapd Toug meploplopolg, gaivetal 0Tt N madik/eenPikry AEMY kat n pnteikr KatdbAipn aAAnAoemnn-
peddovTal e TOIKIAOUG UNXAVIoHOUE, TG00 YUXOKOIVWVIKOUG 600 Kalt [Blodoyikouc. MapdN autd sival

TIPOPAVIG N AVAYKN TTIEPIOCOTEPWVY EPELVNTIKWVY SESOUEVWV ATTO KANEG SOUNUEVEC OLIOIOYEVEIC LENETEC,
KUpIiwg o€ YeVveTIKS emimeSo, TIPOKEIUEVOU VA TEKUNPIWOEL TTEPIOCOTEPO N €V AOYW CUCKETION

Né&eig eupetnpiov: KatdOAyn, untépa, maidi, AEMY, untpikn katabAwpn, maidid.
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ith the economic crisis an increase in suicidality has been reported across Europe but es-

pecially in Greece. These reports hit the mass media headlines and were also included in

the debate among political parties. The literature suggests that during periods of deep

economic crisis, there is an increase specifically in suicides but causality remains unclear.

The prevailing picture both in the scientific literature and in the mass media is that the economic crisis
acts as a more or less generic risk factor on the entire population putting at risk literally anybody. Two re-
cent studies clearly dispute it by reporting that suicides had increased several months before unemploy-
ment increased. Additionally and specifically concerning Greece, where the economic crisis is deeper
and more prolonged, the detailed inspection of age and gender specific rates are not in accord with a
"male gender" by "unemployment" interaction. Taking into consideration the above and since the rise in
suicides also affects prospering countries without high unemployment, including Germany and Norway,
another possible explanation is that the changes in the socioeconomic environment and especially in
the employment conditions have overstressed vulnerable populations (e.g. mental patients) leading to
the increased suicide rates. The problem is that in the majority of the literature the economic crisis/aus-
terity is considered to be a generic risk factor affecting the entire population and subsequently generic
horizontal measures are proposed. Unfortunately patients at risk to commit suicide are not considered
as such; instead they are rather considered as normal healthy people from the general population who

respond with suicide to generic adverse events.

Key words: Employment insecurity, mental health, suicide, financial crisis.

Introduction

After the 2008 global economic crisis and the be-
ginning of the crisis in Europe, an increase in suidal-
ity has been reported across Europe and especially
in Greece. Several authors expressed concern on the
effect of austerity on health care and especially on

suicidality. It is widely believed that crises of this kind
increase suicides,'” with men of working age being
at the highest risk. There are several studies pub-
lished until now, suggesting such a pattern concern-
ing the impact of the economic crisis in European
countries®®'® Asia'®?® and the US™ although differ-
ent and more complex interpretations also exist.?'2°



260 K.N. FOUNTOULAKIS

These reports hit the mass media headlines and were
also included in the debate among political parties.
However it seems that the variability and the fluctua-
tion of suicide rates across countries encumber the
identification of the time point this increase has be-
gun to occur. It is well known that suicidal rates vary
considerably among European countries and the
reasons for this are unknown although several theo-
ries have been proposed. The effect of climate has
previously been discussed but has not been investi-
gated in a systematic way across countries.

The relationship between austerity
and suicidality

One suggestion is that only after 2010 a rise in
suicides is clearly visible'?'>* while, on the con-
trary, other authors suggest it started already after
2007013142728 The development of suicidal rates vs.
unemployment in Greece during the last 35 years is
shown in figure 1.

The critical issue is of course the causality. Concern
has been expressed on the possible adverse effects
of austerity on healthcare with specific focus on
mental health.5'%%8-3 |t is well known that mental
patients constitute a vulnerable group in the popu-
lation and it is believed to be at a higher risk to be
affected by such a crisis. Additionally, the literature
suggests that during periods of deep economic cri-
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sis, a deterioration in general mental health happens
with an increase in depression and anxiety. This has
been reported after the economic crisis in Hong
Kong,*® south Australia,”' Greece,** UK*® and Spain,"
and the effect seemed more severe in population
groups who experienced unstable employment
or financial problems."*%* However these studies
could not differentiate between general distress
and clinically defined mood disorders, and therefore
their conclusions cannot be considered reliable since
many factors could act as confounders towards ei-
ther a type | or a type Il error.

More consistent are the data showing that eco-
nomic crises and austerity increase specifically sui-
cides'”” but again causality remains unclear. In his
seminal work in 1979, Brenner reported that for every
10% increase in unemployment there is an increase
of 1.2% in total mortality, including an increase by
1.7% in suicidality.*® In the past, economic crises have
been correlated with increases in suicides, like the
Great depression,”***% the Russian crisis in the early
1990s'" (although the data are not published reliably)
and the Asian economic crisis in the late 1990s."*%°
There are several studies published until now, sug-
gesting a similar pattern concerning the impact of
the economic crisis on suicidality in European coun-
tries®®'8 and the US."®

Year

T T
1980 1985 1990 1995

T
2000 2005 2010

Figure 1. Chart of unemployment and male suicide rates for the years 1981-2012 in Greece during the last 35 years.
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In line with this assumption it has been proposed
that the variations in suicidal rates relate to the se-
verity of the recession as well as to varying social
support and labour market protections in different
countries,'*3%¢ and consequently a reduction of un-
employment through governmental action should
lead to a reduction in suicidality.*®

Thus, the prevailing picture both in the scientific
literature and in the mass media is that the economic
crisis acts as a more or less generic risk factor on the
entire population putting at risk literally anybody. It
is to be noted that the vast majority of papers are
published by authors experienced in general public
health and health economics but with little back-
ground in clinical or research psychiatry.

The problem is that correlation does not always
imply causality and the causal relationship between
the increase in unemployment and increase in sui-
cides has been recently questioned both for the US
and Europe?~** (figure 2). The Hungarian data pre-
sent with a similar picture also.”” Two recent studies
clearly dispute it by reporting that suicides increased
several months before unemployment increases.?**
Essentially in all papers publish until today, a tempo-
ral advance of the suicide increase in relationship to
the increase in unemployment is observed, although
not always reported or commented. Thus the tem-
poral sequence and correlation of events (suicidal
rise first, economic recession follows, synchroniza-
tion of suicidal rate changes across both continents)
suggests there is probably a close relationship be-
tween the economic environment and suicidal rates;
however this relationship is not that of a direct cause
and effect between unemployment and suicidality.
One could argue that those people who are going to
lose their jobs are stressed months before this hap-
pens, but "fear" of unemployment is quite different
from unemployment per se, especially since such an
assumption suggests that employed people do com-
mit suicide before they become unemployed and
nobody knows if they would had lost their jobs even-
tually if they remained alive.

Additionally and specifically concerning Greece,
where the economic crisis is deeper and more pro-
longed, the detailed inspection of age and gender
specific rates suggests that for males the increase
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Figure 2. Unweighted average changes in suicide rates
and unemployment across 29 European countries and
the US. Suicide rates increase before an increase in
unemployment is evident. The US charts come from
Reeves et al 2012.

A: Time point of the increase in suicidal rate

B: Time point of the increase in unemployment rate

in suicidal rates is present in all age groups except
<14, 25-29 and >80. For females the increase is also
present in all age groups except 40-54 and 65-69.
However, and this is of outmost importance, the
greatest increase in the rates from 2003-2010 in
comparison to 2011-2 is seen in females aged 15-19
(149.18%), 20-24 (148.65%), 35-39 (86.24%) and 55—
59 (60.74%). In comparison the highest rate for males
was seen in the age group 55-59 (61%). These results
are not in accord with a "male gender" by "unem-
ployment" interaction. Also, for the years 1981-2012
the correlation of male suicidal rate to unemploy-
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ment is 0.54 but for 1981-2010 is —-0.09, suggesting
that there is no linear relationship.

In figure 1 there is a chart of unemployment and
male suicidal rates from 1981-2012. In this chart it is
clear that it is very difficult to decide when suicides
started increasing. Three time points are possible
and these are the years 2003, 2007 and 2010, de-
pending on the interpretation of the pattern.

Possible causal relationships

Taking into consideration the above and since
the rise in suicides also affects prospering countries
without high unemployment, including Germany
and Norway, another possible explanation is that
the changes in the socioeconomic environment and
especially in the employment conditions (e.g. flex-
ible employment, more rigid rules) which are now in
place almost in every country irrespective of its eco-
nomic status, have overstressed vulnerable popula-
tions (e.g. mental patients). Increased suicide rates
are probably a consequence of this disproportionate

PSYCHIATRIKI 28 (3), 2017

stress. If this is so, prosperity in general will not bring
a fall in the suicide rates unless it is accompanied by
targeted interventions to support these vulnerable
groups which are disproportionally stress by reces-
sion. The problem is that in the majority of the litera-
ture the economic crisis/austerity is considered to be
a generic risk factor affecting the entire population
and subsequently generic horizontal measures are
proposed. Unfortunately patients at risk to commit
suicide are not considered as such; instead they are
rather considered as normal healthy people from the
general population who respond with suicide to ge-
neric adverse events.

There is an increasing need for the establish-
ment of a central European Union authority for the
monitoring of suicides and the design of specific
measures. Probably in many countries (especially in
North-Eastern Europe) suicides can be dramatically
reduced, but only if interventions with proven effi-
cacy are applied. Unfortunately most interventions
applied so far are of questionable efficacy or not ef-
ficacious at all.**—2

€Epyaciaxkn avacpansq,
PUXIKI] UYEIQ KAl autoKtovia

K.N. ®ouvtouAdkng

I Yuyiatpikny KAvikni, AptototéAeio Mavemotripio Osooalovikng, Osooalovikn

Wuxiatpikn 2017, 28:259-264

Me TNV €UeAvIon TNG OIKOVOUIKNG Kpiong ava@épbnke Hia avénon Twv aUTOKTOVIWV G OAOKANPN
NV Eupwrn aAAd edikdétepa otnv EANGSaA. Ot avagopéc autég Snuiovpynoav aiobnon kat Katéha-
Bav ta mpwtooéida Twv MME, aAAd emiong amotéAecav medio TOMTIKAG avTImapdBeong HETAEL TwV
Koppatwy. H iebvric BipAloypagia umootnpilel 6T oe meptdSoug Babiag OIKOVOUIKNAG Kpiong pga-
viCetal 181KA pla av§non Twv AUTOKTOVIWY AAAA N atTioloyia TnG mapapével acagric. H Kupiapxn
€IKOVA TOOO OTNV emotnuovikn BiAoypagia éoo kal ota MME givat 6ti n olkovouikr Kpion dpa
WG €vag PN-e181KOG mapdywv Kivduvou mavw o€ oAOkANpo Tov MAnBuoud Kat auéavel Tov Kivduvo
QUTOKTOVIOG KUPLOAEKTIKA Yyla TOV KaBéva. AUo TpOo@ATEG HENETEC TO APPIOPBNTOLY, AVAPEPOVTAG
OTL ol autokTovieg aufnBnkav apkeTolg Hrveg mPotoL auénbei n avepyia. EmMmpoobéTw —Kkal &1-
S1kd yia Tnv EANGSa émmou n olkovouikr Kpion €ival BaBUtepn Kal TePIOCOTEPO TTAPATETAPEVN- N
AEMTOUEPNC ETTIIOKOTINON TWV EIGIKWY Yid GUAO Kal NAIKia puBuwv autokTtoviag dev ouvadel P pia
aAAnAemibpaon «avopikd @UNO» €Tl «avepyio». AauBdvovtag umdyn Ta mapamavw Kat Kabwg n av-
&€Non Twv AUTOKTOVIWV TTAPATNPEITAL KAl O€ XWPES e akpdlouoa olkovouia xwpic upnAn avepyia,
ouunephapupBavouévng tng Meppaviag kat tng NopBnyiag, pmopei va umotebei 6Tt ot aA\ayég oTo
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KOIVWVIKOOIKOVOUIKO TIEPIBAANOV Kal €I8IKA OTIG CUVONKEG gpyaciag éxouv auérioel Tnv mieon ma-
VW o€ eVAAWTOUC TANBUGHOUC (TT.X. YuxlaTPIKoi aoBeVeic) odnywVTaC 0 AVENON TWV AUTOKTOVIWV.
To mpdPAnua gival 6Tt otnv mMAeloPneia TN PBiPAoypagiac n olkovouikn Kpion kat n Aitdétnta Bsw-
poUvTal pn-€181Koi TapAyovTeg KivdUvou mou emSpoUV 0TOV GUVOAIKO TANBUGHO Kal W¢ CUVETEID
nipoteivovTal pn-£181kd opllovTia HETPA AVTIMETWTIIONG. AUOTUXWC Ol acBeveic mou Ppiokovtal o€
avénuévo kivbuvo va autoktoviioouyv dev BewpolvTtal we aoBeveic alAd avtiBeta Bewpouvtatl pdh-
AoV w¢ vyleic AvBpwmol amod Tov YeVIKO TANBUOUO TTou avTIOPOUV UE AUTOKTOVIKOTNTA OE UN-EI0IKA

apvNnTIKA yeyovoTa.

Né€eig eupeTnpiov: Epyaciakn avac@alela, PuxIKr UYEid, AUTOKTOVIA, OIKOVOUIKH Kpion.
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ompulsory admissions represent a significant proportion of psychiatric hospitaliza-
tions. A wide variation seems to exist internationally regarding legal frameworks, ad-
ministrative procedures, detention rates and clinical practice. The aim of the present
study is to describe qualitative and quantitative features of compulsory admissions
in a large administrative area in southwest Greece, in order to identify targets for future re-
search and possible remediation. Involuntary assessments and admissions in the Department of
Psychiatry of the University Hospital of Patras were retrospectively assessed, during a 12-month
period, for demographic features and data regarding legal procedures. Diagnoses following
compulsory first assessment and at discharge were recorded for the patients who were admit-
ted in our department. During the period of observation, 218 compulsory assessments were
made, corresponding to 190 patients and resulting in 183 compulsory admissions. Thirty five
cases (16.1%) were assessed as not justifying hospitalization and corresponded mainly to the
diagnoses of alcohol and/or substance abuse or dependence. Involuntary hospitalizations rep-
resented 44.9% of all psychiatric admissions in our department. Diagnosis at first assessment
was most frequently psychosis (68.4%). Diagnoses at discharge were most often schizophrenia
(52.8%) and bipolar disorder (21.3%). A history of multiple hospitalizations (>5) was observed
in 17 (15.8%) patients, whereas 46 patients (42.6%) were hospitalized for the first time, and 13
(11.7%) exhibited their first psychotic episode. Of the 108 patients who were admitted in our
department, 88 (81.5%) declared that they did not wish to attend the court hearing, 7 (6.5%)
were not able to attend due to severe health condition, and only 13 (12.0%) actually presented
in court. Concluding, current situation regarding legal procedures, involuntary admissions and
mental health care in Greece is rather far from satisfying. Future directions should include the
systematic recording of mental health care parameters, such as compulsory hospitalizations, as
well as efforts to improve these parameters and the existing legal framework and procedures.

Key words: Compulsory, admissions, psychosis, law, Greece.
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Background

Compulsory placements represent a significant pro-
portion of psychiatric admissions, posing strains on
the therapeutic relationship and restrictions on the
patients’ freedom." The Law has to protect the civil
rights of the patient and at the same time provide the
context for the patients’ optimal treatment.? A wide
variation seems to exist regarding legal frameworks,
administrative procedures, detention rates and clini-
cal practice, across Europe and elsewhere, as well as
a significant lack of data or comparability of statistics
among countries.>™ Particularly in Greece, there is a
paucity of data regarding compulsory admissions, for
example rates or quotas, whereas clinical practice and
implementation of the law presents remarkable diver-
sity.* Currently, the rate of involuntary admissions is
roughly estimated around 50/100,000 inhabitants per
year, and quotas around 50% of hospital admissions,
however collection of data is rather not systematic.®

Mental health legislation in Greece is mainly based
on the law nr 2071/1992, according to which, there are
two main criteria that have to be fulfilled in order to
have a patient involuntary placed in hospital: Firstly,
a mental disorder must be present, the patient must
not be capable of making an admission or treatment
decision, and the patient’s health must be at risk of
deterioration or its improvement excluded in case he/
she is not admitted to hospital. Secondly, there must
be a risk of harm against self or others, if treatment is
not provided.” After Oviedo Convention in 1998 and
according to the law nr 2619/98, the second condi-
tion has been rendered not necessary.® In the law
nr 2071/92, it is stated that the inability or refusal of
a person to conform to the ethical, social or political
values that prevail in society, do not per se constitute
a mental disorder. Also, the management of persons
suffering from alcohol or substance abuse or depend-
ence, is ruled by other special laws.”

The process through which a patient is brought for
involuntary assessment and/or admission begins with
the application to the Public Prosecutor. The appli-
cation can be made by a first or second degree rela-
tive, or guardian, accompanied by the expert opin-
ion of two psychiatrists. In extreme cases, the Public
Prosecutor himself makes the application. If the pa-
tient refuses to be examined, the Public Prosecutor
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can order the involuntary assessment of the patient,
by two psychiatrists. Psychiatric assessment must be
documented, either on separate files or on one joint
file. In case of disagreement between the two examin-
ers, a third psychiatrist must examine the patient and
respond to the Public Prosecutor accordingly. The pe-
riod of observation and assessment must not exceed
48 hours, and if criteria are fulfilled, the patient is kept
for compulsory inpatient treatment. Within 10 days,
the Public Prosecutor is committed to send the case
to Court.” The patient must be formally informed that
he/she has the right to be present in Court, accompa-
nied by a lawyer and a psychiatric counselor, and is
also able to take legal action against the Court deci-
sion.? Involuntary hospitalization cannot last longer
than six months. At the end of three months a report
describing the patient’s condition must be submitted
to the Public Prosecutor by the director of the psychi-
atric department. In extreme cases where a hospitali-
zation longer than six months is needed, the patient
must be examined by a committee of three psychia-
trists, one of whom is the psychiatrist in charge of the
patient, and again submit their report to the Public
Prosecutor.” It has to be noted that involuntary hos-
pitalization is always accompanied by involuntary ad-
ministration of treatment.

Strategies for reducing the rate of compulsory ad-
missions have been implemented internationally with
inconclusive results.>'° The presumably high quota of
compulsory admissions in Greece,"" as well as the scar-
city of formal and systematic collection of data, call
for more detailed research on qualitative and quanti-
tative aspects of this issue, and at the same time, for
exploring ways of reducing involuntary hospitaliza-
tions. The aim of the present study is to describe nat-
uralistic aspects of compulsory admissions in a large
administrative area in Greece, belonging to the 6th
Health District of Peloponnese-lonian Islands-Epirus &
Western Greece, in order to identify targets for future
research and possible remediation. This administrative
area refers to a population of about 1,000,000 people,
and includes the states of Achaia, llia, Etoloakarnania,
Zakynthos, Kefalonia, Leukada, Itaka. Legal and ad-
ministrative aspects of everyday practice regarding
involuntary admissions in this area are also described.
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Material and Methods

Compulsory assessment orders and compulsory
admissions in the Department of Psychiatry of the
University Hospital of Patras, during a one year period,
from 1st July 2010 to 30th June 2011, were retrospec-
tively assessed using hospital records. Parameters
which were examined were total emergency assess-
ments, demographic features and data regarding
legal and administrative procedures. Diagnoses fol-
lowing compulsory first assessment and at discharge
were recorded for the patients who were admitted
in our department (111 admissions, 108 patients). The
Microsoft Excel 2007 version was employed for the
database and descriptive statistics. The study was ap-
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proved by the Deontology and Ethics Committee of
the University Hospital of Patras.

Results

During the period of observation, 2684 emergency
assessments were made, 218 of which were compul-
sory assessments, corresponding to 190 patients,
aged 14-89 years old (mean+SD: 44.37+14.89). The in-
voluntary assessments resulted in 183 compulsory ad-
missions in the University Hospital of Patras and other
hospitals, whereas 35 cases (16.1%) were assessed as
not justifying hospitalization. Commanding Public
Prosecutor’s offices and psychiatric hospitals where
involuntary admissions finally took place are shown in
figures 1 and 2.

Commanding Public Prosecutor's offices
B Patras: 160 orders (73.4%)
Aigio:36 orders (16.5%)
B Zakinthos:7 orders (3.2%)
B Pyrgos: 5 orders (2.3%)
Amaliada:3 orders (1.4%)
B Mesolongi:5 orders (2.3%)
Kalamata:1 order (0.45%)
B Karditsa:1 order (0.45%)
Total: 218 orders (100.0%)

Figure 1. Commanding prosecutor’s offices ordering involuntary assessments of patients by the Department of
Psychiatry of the University Hospital of Patras, for the 12-month period of observation.

Departments of Psychiatry

B University Hospital of Patras 111 (60,6%)
Psychiatric Hospital of Tripolis: 42 (23.0%)

Il Psychiatric Hospital of Athens, "Dafni": 14 (7.7%)

B Psychiatric Hospital "Dromokaiteio”: 11 (6.0%)
Sismanogleio General Hospital: 3 (1.7%)

B Agia Olga General Hospital: 1 (0.5%)
Evangelismos Hospital: 1 (0.5%)
Total: 183 (100.0%)

Figure 2. Psychiatric hospitals and departments where compulsory admissions took place, for the 12-month period

of observation.
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Voluntary admissions were 136, during the same
period, in the Department of Psychiatry of the
University Hospital of Patras. Demographic features
are shown in table 1 (sex, ethnicity, place of resi-
dence).

A significant number of patients (19, 10% of pa-
tients) were involuntarily examined more than once
in the one-year period: 14 patients twice, 3 patients
thrice, one patient 4 times and another one 6 times.

Compulsory admissions represented 44.9% of all
admissions in our psychiatric department. Patients
were obliged to be hospitalized in other hospitals on
days of extreme occupancy, which is 116-142% oc-
cupancy of beds in our department of 24 beds, cor-
responding to 4-10 additional beds, located in the
corridor of the department (mean+sd: 129%+0.06%
occupancy, on average 7 additional beds).

Patients who were compulsorily admitted were
diagnosed most frequently with psychosis (68.4%),
whereas those who were not admitted represent-
ed mostly addicted persons or diverse categories
(tables 2 and 3). Diagnoses at discharge were most
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Table 1. Demographic features of patients brought for
compulsory assessment.

Demographic features Patients (%) (n=190)

Sex
Men 133 (70)
Women 57 (30)
Ethnicity
Greek 181 (95.3)
Foreign 9 (4.7)
Place of residence (distance from Patras, km)
Patras (0) 113 (59.5)
Achaia Prefecture (10-115) 52 (27.4)
llia Prefecture (49-161) 9 4.7)
Etoloakarnania Prefecture 5 (2.6)
(18-166)
Zakynthos (112)* 8 (4.2)
Athens (215) 2 (1.1)
Messinia Prefecture (149- 1 (0.5)
260)

*Access to Zakynthos is provided by car (30 minutes) and
boat (2 hours)

Table 2. Diagnoses of initial involuntary assessments of patients who were admitted compulsorily in psychiatric

departments and hospitals.

Diagnosis

Number of assessments (%)

Psychotic relapse

Psychotic symptoms

Relapse of bipolar disorder

Manic symptoms with or without psychotic features
Cognitive impairment and psychotic symptoms

70 (38.3)
55 (30.1)
10 (5.5)
10 (5.5)
4 (2.2)

Borderline Personality disorder and psychotic symptoms
Antisocial personality disorder and psychotic symptoms
Mental retardation and psychosis

Mental retardation, behavioral disturbance and/or alcohol use
Delirium and behavioral disturbance

Depressive symptoms and reported substance use
Alcohol and/or substance use and behavioral disturbance
Alcohol use and depressive symptoms

Alcohol use and psychotic symptoms

Alcohol use and personality disorder

Psychotic and depressive symptoms

Depressive symptoms and suicidal ideation

Obsessive compulsive disorder and suicidal ideation

Total

2 (1.1)
2 (1.1)
6 (3.3)
7 (3.8)

183 (100)
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Table 3. Diagnoses of initial involuntary assessments of patients who were not admitted to hospital.

Diagnosis

Number of assessments (%)

Substance and/or alcohol abuse

Substance and/or alcohol abuse and behavioral disturbance

Reported substance use

Reported substance use and behavioral disturbance
Reported substance use and delirium

Mental retardation and alcohol use

Mild mental retardation

Mental retardation, alcohol use and remitted psychosis
Mental retardation and delirium

Dementia

Depression and alcohol abuse, remitted

Psychosis in remission

Conjugal problems

Absence of active psychopathology

Absence of active major psychopathology, with social problems

and general medical conditions
Total

7 (20.0)
3 (8.6)
3 (8.6)
4 (11.4)
1 (2.9)
2 (5.7)
1 (2.9)
1(2.9)
2 (5.7)
2 (5.7)
1 (2.9)
1 (2.9)
2 (5.7)
3 (8.6)
1 (2.9

35 (100)

often schizophrenia (52.8%), and bipolar disorder
(21.3%) (table 4).

A history of multiple hospitalizations (>5) were ob-
served in 17 (15.8%) patients, whereas 46 patients
(42.6%) were hospitalized for the first time, and 13
(11.7%) of them exhibited their first psychotic epi-
sode. Status of first hospitalization was voluntary in
14 (13.0%) patients, and involuntary in the rest 94
(87.0%) of patients.

Duration of hospitalization (mean+SD) was 41.8+23.6
days. In 4 cases hospitalization exceeded 90 days
(108, 113, 115 and 128 days, respectively), in which
cases required documents regarding the patients’
condition and need for further detainment were
submitted to the Public Prosecutor’s Office, accord-
ingly. Nine orders were applied for by the Public
Prosecutor after notification by the police, 5 orders
were applied for after the testimonies of neighbors
or social workers’ reports, and the rest 96 (93.6%)
were ordered following the petition of relatives.

Transfer of the patients to the hospital for the
psychiatric assessments was made by the police,
without ambulance. Transfer was immediate in 107
(49.1%) cases. In 56 (25.7%) cases the patients were
transferred within 1-2 days, in 37 (17.0%) cases within
3-10 days, and in 18 (8.3%) within more than 10 days.

In one case the patient reached hospital 53 days later
than the Public Prosecutor’s assessment order.

In all cases the documents of the psychiatric as-
sessments were compiled in due time, that is within
48 hours, and in most cases (210, 96.3%) immedi-
ately. Although patients were orally informed by the
psychiatric staff about the conditions of compulsory
admission and their legal rights, the compilation of
the relevant document was almost always neglected.

Of the 108 patients who were admitted in our de-
partment, the great majority (88, 81.5%) declared
that they did not wish to attend the court hearing, 7
(6,5%) were not able to attend due to severe health
condition, and only 13 (12.0%) declared that they
wished to attend court. In the latter group, only
one patient presented to court accompanied by a
lawyer, and in two other cases, where the court in
charge was located in another prefecture, the court
hearing was deferred because the transfer of the
patients by the police was not possible. Of note,
hospitalization of patients away from their resi-
dence and the Prosecutor’s Office that has ordered
the admission, sometimes at a distance greater
than 200 km, poses additional difficulties in keep-
ing with the legal procedures and thus protecting
the patients’ civil rights.
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Table 4. Diagnoses according to DSM-IV-TR criteria at discharge of patients who were compulsorily admitted.

Diagnosis

Admissions (%) Patients (%)

Schizophrenia, paranoid type

Schizophrenia, undifferentiated type

Schizophrenia disorganized type

Psychotic disorder NOS

Psychotic disorder due to dementia

Psychotic disorder due to general medical condition
Brief psychotic disorder

Delusional disorder

Bipolar Disorder I, current episode manic or mixed
with psychotic features

Bipolar Disorder |, current episode manic or mixed
without psychotic features

Bipolar disorder |, current episode major depressive
with or without psychotic features

Bipolar disorder Il

Bipolar disorder NOS

Schizoaffective disorder

Major depressive disorder with or without psychotic features

Mental retardation and psychotic disorder NOS
Mental retardation and behavioral disturbance

Mood disorder due to alcohol and alcohol dependence

Personality disorder and alcohol dependence
Substance abuse and intoxication
Total

49 (44.1) 49 (45.4)
7 (6.3) 7 (6.5)
1 (0.9) 1 (0.9)
2 (1.8) 2 (1.9)
5 (4.5) 5 (4.6)
1 (0.9) 1 (0.9)
1 (0.9) 1 (0.9)
1 (0.9) 1 (0.9)

16 (14.4) 14 (13.0)
5 (4.5) 5 (4.6)
2 (1.8) 2 (1.9
1 (0.9) 1 (0.9)
1 (0.9) 1 (0.9)
2 (1.8) 2 (1.9)
4 (3.6) 4 (3.7)
3 (2.7) 3 (2.8)
5 (4.5) 4 (3.7)
1 (0.9) 1 (0.9)
3 (2.7) 3 (2.7)
1 (0.9) 1 (0.9)

111 (100) 108 (100)

The courts’ verdict was in all cases confirming of
the psychiatric assessments, except for one case,
where the judge decided that the admission was not
justified, because the psychiatrists compiled a joint
document instead of two separate ones; the patient
was discharged immediately after. In 3 cases the day
of court hearing was set in due time, within 10 days
of admission, whereas for the rest of admissions (108,
97.3%) it was set later, and in many cases (34, 30.6%)
after the patients’ discharge.

During the period of observation, there were 24 in-
patient psychiatric beds provided by the Department
of Psychiatry of the University Hospital in Patras,
Achaia, and none in Etoloakarnania, Messinia,
Zakynthos- Kefalonia, and llia. As for residential care
facilities and rehabilitation units, there were 2 sup-
ported housing wards in Patras, Achaia, one in Pyrgos,
llia, one in Mesologgi, Etoloakarnania, and 2 boarding
houses, 3 supervised apartments, as well as one day
hospital in Patras, Achaia.

Discussion

The present study attempts to describe aspects of
every day practice of compulsory care delivery in a
large area of Greece, Achaia and neighboring prefec-
tures in particular. At first glance, the data point to
a rather high quota of involuntary hospitalizations,
44.9%, higher than the European average, rang-
ing from 5.8% for Belgium, to 30% for Sweden.? It
is possible that this quota is comparable with those
of other regions in Greece;"'? however, psychiatric
hospitals that accept compulsory admitted patients
from other areas on days of extreme occupancy
might yield even higher quotas. There are certain
reasons that can be thought of as contributing to this
high percentage of involuntary placements of beds.
Previous work has tested the correlations of proce-
dural features, sociodemographic characteristics
and psychopathology with compulsory admission
quotas, but the data are far from being exhaustive. In
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countries where the inclusion of a legal representa-
tive of the patient is mandatory, involuntary admis-
sions tend to be lower,? therefore the fact that such
an inclusion is not obligatory in Greece could con-
tribute to the local high percentage of involuntary
placements. Moreover, as an administrative routine
and everyday practice, the application of a first de-
gree relative is often enough to commence the pro-
cedure of involuntary assessment, and indeed, in our
sample, this was the prevailing mode, which is, in
93.6% of cases. This fact is also mirrored in the not
at all trivial proportion of orders which were nega-
tively assessed, that is, were documented as “hospi-
talization is not needed”. A part of these cases were
free from psychopathology. In certain instances, dis-
tressed relatives would use the legal process of com-
pulsory psychiatric assessment to continue a family
dispute. There are also other cases that correspond
to the diagnoses of alcohol or substance abuse or
dependence. These cases are not managed on a
compulsory basis, and when there is not another di-
agnosis on axis |, they are advised to refer to men-
tal health detoxification units. The relative scarcity
of such units in Greece and in our area in particular,
which leads to long waiting lists, often encourages
these patients and their families to the legal process
of compulsory assessment, with the hope of involun-
tary hospitalization, which, in the end, seems to be a
major pathway to mental health care in our country.

The extreme shortage of beds and crowded cor-
ridors of psychiatric departments, and as a result the
pressure on clinicians to manage more cooperative
patients on an outpatient basis with the assistance
of family members and caregivers, could presumably
represent another contribution to the present situa-
tion. Severe economic crisis has been found to increase
mental health care demands,” therefore contribut-
ing to the heavy load of mental health care services.
Family bonds are rather strong in Greece, so that avail-
able relatives frequently agree to supervise a patient
who has relapsed, in the sense of “making an effort
to keep him outside the psychiatric hospital”. If more
beds were available, some of these patients would
probably be hospitalized voluntarily. Stigmatization
of patients with mental disorders is common in Greek
society,"* possibly causing delays in mental health care
delivery. It can be hypothesized that, as valuable time
passes, patients get worse, probably become unco-
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operative, leading to a compulsory assessment or-
der at this stage of deterioration. A comparison with
voluntary examined and/or admitted patients would
be necessary to test these hypotheses. On the other
hand, premature discharges and the absence of com-
munity treatment orders, which have been reported
to support outpatient treatment and possibly reduce
readmissions in a subgroup of frequently hospitalized
patients,”” could contribute to frequent relapses and
the revolving-door phenomenon. Community care
is based grossly on outpatient clinics of the general
hospitals in the capital of each prefecture, while some
patients are directed to day hospital or rehabilitation
and residential care facilities, but co-ordination be-
tween community mental health care facilities and
connection with inpatient clinics seems rather poor.
This fact is especially true for patients who happen to
be hospitalized away from their place of residence.

Concerning the implementation of legal procedures,
a number of issues arise, which point to a disparity be-
tween the law and actual everyday practice. The vast
majority of patients are not typically informed about
their legal rights and do not attend court for a vari-
ety of reasons. In many cases court is scheduled on
remarkably overdue dates, and often after patients’
discharge. The hospitalization of patients hundreds of
miles away from the responsible Public Prosecutor’s
office represents a further obstacle. In the one case
where the judge decided that the involuntary place-
ment of the patient was not justified, the decision was
based on a superficial matter, namely the compilation
of one instead of two separate psychiatric documents,
and thus deprived the patient of necessary treatment.
Although Mental Health Legislation in Greece is con-
sidered quite protective of the patients’ civil rights
theoretically,® in its everyday routine implementation
it does not seem to meet patients’ needs.

Regarding demographic characteristics and clini-
cal diagnoses, those were in most cases schizophre-
nia, similarly with other European countries which
have reported similar percentages of 30-50% of psy-
chotic disorders in this group of patients,® and males
prevailed. When thinking of first psychotic episodes,
it is of concern that the first experience of a young
psychotic patient regarding mental health care is of-
ten an involuntary admission. The involvement of the
police and the compulsory nature of the contact al-
most always constitute a negative experience, which
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has been found to correlate with poor engagement
in treatment, greater dissatisfaction with services and
future delays in help-seeking.'® Notwithstanding le-
gal admission per se has not been found to adversely
influence treatment adherence and outcome,” per-
ceived coercion has been shown to negatively inter-
fere with the therapeutic relationship.’® Although the
present data is not sufficient to extract conclusions re-
garding help-seeking behavior of patients in their first
psychotic episode, it is possible that a significant por-
tion has the negative experience of a first contact with
the police, which bring them involuntarily to hospital.

An important limitation of the present study is the
absence of data regarding voluntary admissions. In
future work, voluntary admissions should be included
and correlations of status of hospitalization with de-
mographic and clinical variables should be sought for.

Concluding, current state of affairs regarding legal
procedures, health statistics recording and mental
health care in southwest Greece and possibly at a na-
tional level has still a long way to run. The present situ-
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ation is even more harassing in the context of severe
economic crisis. Clinicians and researchers should not
be discouraged from further efforts aiming at improv-
ing health care parameters as well as legal processes.
Future directions should include the systematic re-
cording of involuntary admissions at a national level,
assessment of time series, which may in part reflect
the impact of economic crisis and political or admin-
istrative routine changes in the field of mental health
care, assessing level of coercive measures, correlations
of sociodemographic and clinical variables with the
compulsory status of inpatient care, and implement-
ing possible ways of remediation.
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AKOUGLEC VOGNNELEC
6tn votwodutikyl €Anada 2010-2011:
Muwa mreprypapikn penérn

M. Zkwkov,' M. Nkovua,? ®. louplic’

"Mavemotnuiakn Yuyiatoikry Khvikn MINI, latpikr SxoAr, Mavemotruto Matpdyv, Pio, Mdtpa,
2Mauboyuxiatpikh Khvikn Mavemotnuiov ABnvwv, Noookoueio Maiwv "H Ayia Sopia’, EQviké kai Kamodiotpiakd
Mavemotriuio ABnvawv, Abrva

Wuxiatpikn 2017, 28:265-273

Ol akouoleg voonleie¢ amoTeAOUV ONUAVTIKO TTOCOOTO TWV CUVOAKWY YUXIOTPIKWY VOONAELWV.
Daivetal 6Tt S1EBVWG TO VOUIKO TIAQICIO Kalt Ol OXETIKEG SladIKaaieg, N oUXVOTNTA TWV AKOUCIWV €100-
YWYWV Kal N KaBnuepvr KAWVIKA TIPAKTIKE TTOIKIANOUV €VPEWC. ZKOTIOC TNG TapoVoaC Epyaciag gival
n TEPLYPAPH| TIOLOTIKWY KAl TTOCOTIKWY XOPOKTNPIOTIKWY TWV AKOUCIWV VOONAEIWV 0Tn SIOIKNTIKA
neplpépela TNG voTloduTIKAG EANGSaG, woTe va avayvwploBolv oTtéxol yla HEANOVTIKN €peuva Kal
napépPaon. E¢etdotnkav avadpouikd ol akoUoleg eEETAOELG Kal voonAeieg mou éAafav xwpa otnv
Mavemotnuiakn Yuxlatpikn KAwvikn tou Mavemotnpiakou Mevikov Noookopgiou Matpwv (MINM) katd
™ S1dpKela piag 12unvng meptodou, o oxéon pe SnUoypaPIkoUC TTAPAYOVTEG KAl JE TIC VOUIKES Stadi-
Kaoieg mou akolouBriBnkav. Kataypdgnkav ot Slayvwoelg Katd Tnv apxikr akolola e€€taon Kat Katd
v €060 amd To VOOOKOE(O, yia Toug acBeveic mou voonAeuBnkav oto MINM. Katd tn didpkela Tng
mEPLOSou mapatipnong, ENaav xwpa 218 akoUoleg EETATELS, TTOU avTioTolouoav oe 190 aoBeveic
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Kal katéAnéav og 183 akolaleC voonAeiec. Ma 1o 16,1% Twv oUVOAIKA e€eTA0BEVTWY (35 TTEPIMTWOELC)
Sev MAnpoLVTAV TA KPITAPLA Yla TNV akoUold VOonAeia, evEmmTav &€ KATA TO HEYANITEPO HEPOC OTIC
SlayvWOoELg TNG KATAaxeNong 1 e£dpTnong amd aAkoOA ry/kat ouoieg. Ot akoUOlEG VOONAEIEG AVTIMTPOOW-
Tevav 10 44,9% Tou cuVOAoU Twv voonAelwv otnv Mavemotnuiakr Yuxatpikr KAwvikr tou MINM. H
Slayvwon Katd tTnv mpwtn €€€taon RTav mo cuxvd n Yoxwon (68,4%). Ot Siayvwoelg katd tnv €é€odo
nrav ouxvdtepa n oxiloepévela (52,8%) kat n SumoAikn Statapayn (21,3%). loTopikd TOANATAWY voon-
Aewwv (>5) mapatnpriBnke oe 17 (15,8%) aoBeveic, evw 46 €€ auTtwv (42,6%) voonAevovTtav yia mpwTn
@opa, Kat 13 (11,7%) eppavifav mpwTto PuxwTiko meloodio. Amo toug 108 aoBeveig mou slorjxOnoav
otnv Yuylatpikry Khvikr tou NN, 88 (81,5%) dridwoav 6Tt Sev embBupovoav va mapacTtolv otn Sika-
otk Siadikaoia, 7 (6,5%) dev ntav Suvatdv va mapacoTouv Aoyw cofapwv PoBANUATWY LyEiag, Evw
pévo 13 (12,0%) tehikd apéoTnoav otn SIKAGIHO. ZUUTTEPACUATIKA, N TTaPOoVUoa KATAOTACN O 0X€0N
HE TNV YUXLKA LYEIQ, TIG aKoVolEG voonAeieg Kat TiG VOuIKEG Sladikaoieq otnv EANGSa améxel pdAov
amod To va gival IkavoroinTikr. MeAAOVTIKEG KaTeuBUvoelg Ba Tpémel va mepIAapAvouy Tn cuoTnUaTtl-
KN} KATaypa@n mapapéTpwy PUXIKAG LUYEIOS, TIEPINABAVOUEVWY TWV OKOUOIWY VOONAEIWY, KaBw( Kal
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TPOOTIABEIEC BEATIWONG AUTWV TWV TTOAPAMETPWY KAl TWV UPIOTAPEVWY VOUIKWV SIASIKACIWV.

Né&eig evpeTnpiov: AkoUoleg, voonAeieg, Yuxwon, vopog, EANada.
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