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ipolardisorderis associated with neurocognitiveimpairment but the etiology of such impairment

remains largely unknown. The present study aimed at investigating the performance of bipolar

patients in various neuropsychological tasks within the framework of HPA axis hyperactivity

model and also the impact of disease characteristics on neuropsychological functioning.
Cognitive performance of 60 bipolar-I patients and 30 healthy controls was evaluated by using tasks
from the CANTAB battery targeting visual memory, executive function and inhibitory control. Current
symptoms were evaluated via administration of the Hamilton Depression Rating Scale (HAMD)
and Young Mania Rating Scale (YMRS) whereas assessment of functioning was performed with
the Global Assessment of Functioning (GAF). Basal cortisol levels were determined and all patients
were administered the Dexamethasone Suppression Test (DST). Statistically significant differences
between patients and controls were found in visuo-spatial associative learning and memory, planning,
attentional set shifting and inhibitory control. Worse performance in visuospatial associative memory
correlated with longer duration of illness and higher levels of basal cortisol. Poorer attentional set
shifting was related to higher number of manic episodes. We found no relationship of neurocognitive
measures with DST suppression status, current symptom severity or history of psychosis. The results of
our study confirm the presence of cognitive deficits in bipolar disorder and provide evidence on the
relation of cortisol with neuropsychological functioning, especially visuo-spatial associative memory.
Moreover, we have found that number of previous manic episodes and duration of illness is associated
with worse cognitive performance. It is known that neurocognitive deficits are evident in many
patients with bipolar disorder. These deficits are often a cause of considerable distress and can lead
to impairment of psychosocial and occupational functioning. The role of HPA axis needs to be further
examined in bipolar disorder. Nevertheless, the identification of factors affecting neurocognitive
functioning, like basal cortisol and number of manic episodes, may contribute to the implementation
of more appropriate prevention strategies.

Key words: Bipolar disorder, HPA axis, cortisol, neurocognitive functioning, visual memory, executive
function.

*This paper was awarded in 23rd Pan-Hellenic Psychiatric Congress, 23-26 April 2015, Larissa.
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Introduction

Bipolar disorder (BD) is a recurrent psychiatric con-
dition characterized by episodes of altered mood
(depressive, hypomanic/manic, mixed) interspersed
by periods of symptomatic remission or euthymia.
Evidence has accumulated over the past decade that
many, but not all, bipolar patients show significant
deficits in various cognitive domains. Impairments
in sustained attention, verbal memory and execu-
tive functions represent the most replicated findings
during the active phases of the disease but also in eu-
thymia.'?

The etiology of cognitive impairment in bipolar
disorder remains largely unknown. Previous research
has speculated that Hypothalamus-Pituitary-Adrenal
(HPA) axis dysregulation may be contributing to the
development of cognitive impairment.>* In fact, many
bipolar patients exhibit markers of HPA axis hyper-
activity, such as hypercortisolemia, increased rates of
non suppression at the Dexamethasone Suppression
Test (DST) or at the more sensitive combined dexa-
methasone suppression/corticotropin-releasing
hormone stimulation test (DEX/CRH test).>® On the
other hand, there is evidence for cortisol-dependent
memory impairment’~® and executive dysfunction’ in
recurrent major depression, as well as in healthy sub-
jects.!om

There have been only three studies so far investigat-
ing the association between indices of HPA axis activ-
ity and cognitive functioning in bipolar disorder but
results have been inconsistent.'*'*

Therefore, the present study aimed at investigating
the performance of bipolar patients in various cogni-
tive tasks targeting attention, visual memory and ex-
ecutive function within the framework of the HPA axis
hyperactivity model. It also examined the impact of
various disease-related factors suggested in the litera-
ture (such as age of onset, duration of iliness, presence
of affective symptoms, number of affective episodes,
history of psychosis) on neuropsychological function-
ing. Our main hypothesis was that an increased HPA
axis activity would be associated with poor cognitive
performance, especially in memory and executive
function tasks. We also expected to find a relationship
between clinical variables indicating illness severity
and cognitive dysfunction.
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Material and method

Subjects

Sixty bipolar patients were consecutively recruited
in the study from the 2nd Department of Psychiatry of
Athens University Medical School at Attikon General
Hospital during the period May 2008 - November
2009. All patients had a bipolar disorder type |
diagnosis according to the DSM-IV criteria (American
Psychiatric Association, 2000) and they were either
attending the outpatient clinic or were admitted in
the psychiatric inpatient unit. Outpatients were all
euthymic, whereas inpatients were assessed close to
their discharge after having responded to treatment
while being at least partially remitted. Patients were
excluded if they had any other current Axis | diagnosis
or a serious neurological or medical condition as well
as a history of substance or alcohol misuse in the past
6 months.

Thirty healthy controls with no psychiatric history
matched for age and education were also included
in the study. Exclusion criteria for controls were the
same as for the patients. Every participant signed an
informed consent form following detailed description
of the study. The study was approved by the Ethics
Committee of Attikon General Hospital.

Clinical assessment

Current and lifetime diagnostic status was con-
firmed with the Mini International Neuropsychiatric
Interview.'” Presence of dementia was excluded by the
administration of the Mini Mental State Examination
questionnaire.”® Demographic data included age,
gender, years of education, current and best-ever
employment and marital status. Clinical assessment
and symptom evaluation took place on the same day
of cognitive testing via administration of the 17-item
Hamilton Depression Rating Scale (HAMD-17)'” and
Young Mania Rating Scale (YMRS).'® The cut-off point
for depression was a HAMD17 total score >17 and
YMRS total score <12 whereas for mania a YMRS total
score >20. Information about patients’ past psychiatric
history, current treatment, age at onset, duration of ill-
ness, number and type of previous episodes and his-
tory of psychotic symptoms, was collected from the
patients, primary caregivers and medical records.
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Neuropsychological assessment

Patients were administered a series of tests from
the Cambridge Neuropsychological Test Automated
Battery (CANTAB) which is a computer-administrated
set of tasks developed to assess specific components
of cognition, especially those associated with frontal
and medial temporal regions of the brain.'"® The tasks
were given by the same qualified psychiatrist and in
the same order to all participants.

Visuo-spatial memory and learning assessment

Spatial Recognition Memory (SRM): This memory task
assesses the ability to remember the spatial location
of visual stimuli. Five squares are presented in se-
quence at different locations on the screen, and then
subjects are presented a pair of squares and asked to
identify which is at a location where a square was pre-
viously presented. Percentage of correct responses is
recorded.

Paired Associate Learning (PAL): This visuospatial
memory task requires subjects to learn the location
of specific visual patterns. Designs are presented in
boxes on the screen at varying locations. The designs
are then presented sequentially in the centre of the
screen and subjects are instructed to indicate the box
in which each design was initially presented. The task
involves sequential stages of increasing difficulty. The
total number of errors adjusted for the number of
stages successfully completed (“total errors adjusted”)
is recorded.

Executive function assessment

Stockings of Cambridge (SOC): This executive func-
tion task investigates the ability of planning and
problem solving. It is a modified version of the well-
known Tower of London task and requires subjects to
rearrange coloured balls in vertical columns to match
a desired final arrangement in a specified minimum
number of moves. Subjects are told to plan their se-
quence of moves before starting to move the balls
shown on the monitor. The “total problems solved
in minimum moves” variable is recorded as the basic
measure of the subject’s planning ability.

Intradimensional/Extradimensional Attentional Set
Shifting (ID/ED): This test involves sequential stages
of increasing difficulty and was designed to examine
component executive function processes (rule dis-
covery and reversal) evaluated in aggregate by the
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Wisconsin Card Sorting Test (WCST). It assesses the
ability to maintain attention to different examples
within a stimulus dimension and the ability to shift at-
tention to a previously irrelevant stimulus dimension.
The number of stages completed as well as the num-
ber of errors committed (adjusted for the number of
stages successfully completed) are recorded.

Inhibitory control assessment

Stop Signal Test (SST): This is a test of response inhibi-
tion, a key dimension of executive function and gives
a measure of an individual’s ability to inhibit a prepo-
tent response. Subjects are required to press the left
or right button when they are shown a horizontal ar-
row pointing either to the left or to the right respec-
tively but to suppress (“stop”) their action if they hear
an auditory signal (beep) which is presented at vary-
ing time intervals just after the visual stimulus. The
time interval between visual and auditory signal at
which the subjects successfully suppress their action
on 50% of the trials (“stop signal reaction time”, SSRT)
is recorded.

Statistical analysis

Statistical analyses were carried out with SPSS ver-
sion 22.0. The normality of the distribution of all vari-
ables was evaluated with the Shapiro-Wilk test. As
most of the investigated variables were not normally
distributed, medians and interquartile ranges were
used in descriptives, and nonparametric tests were
employed in comparisons between groups. Statistical
significance was set at 0.05.

Comparison between patients and controls on
neuropsychological measures was performed with
Mann Whitney test. For the neurocognitive variables
with a significant difference among patients and
controls Spearman correlation analyses were per-
formed with several clinical characteristics and HPA
axis variables. Multiple linear regression analyses us-
ing a stepwise procedure were then performed with
the specific neuropsychological measures as depen-
dent variables.

The predictors considered were: duration of illness,
number of depressive and manic episodes, history of
psychotic symptoms, psychopathological state (de-
pressed, elevated or remitted), basal cortisol, delta
cortisol, and DST non-suppression as well as current
use of antipsychotic and mood stabilizer medication.
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All neurocognitive measures, with the exception of
SOC that was normally distributed, were subjected
to transformations as appropriate (PAL: square root
transformation, IED: natural logarithm transformation
and SST: inverse transformation).

Results

Subjects

Sixty Bipolar | patients and 30 healthy controls were
included in the study. Patients and healthy controls
did not statistically differ for age, education and gen-
der distribution (table 1). The clinical characteristics
and HPA axis indices of the subjects are shown in ta-
ble 2. All patients were medicated with the vast major-
ity receiving more than one psychotropic drug. At the
time of testing 85% of the subjects were on antipsy-
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chotics, 90% on mood stabilizers (16% lithium, 54%
valproate) and 45% on antidepressants.

Comparison between patients and controls
on neurocognitive functioning

Patients showed significantly poorer performance
in visuo-spatial associative learning (PAL), attentional
set shifting (IED), planning (SOC) and inhibitory con-
trol (SST) than healthy controls, whereas their perfor-
mance was similar to the control group at the spatial
recognition memory task (SRM) (table 1).

Association of clinical variables
with neurocognitive functioning

Longer duration of illness was associated with worse
performance in PAL (rho=-0.328, p<0.05). Number of
manic episodes showed a negative correlation with

Table 1. Comparison of demographic variables and neurocognitive performance between patients and controls

Bipolar Patients Healthy Controls o]

(N=60)

(N=30)

Median (interquartile range)

Demographic factors

Gender (Men/Women) 23/37 10/20 n.s.

Age 44.5 44.5 n.s.
(36.00-53.75) (87.00-54.50)

Education (years) 12 12 n.s.

Neurocognitive functioning

Visuo-spatial memory

SRM % 72.50 75.00 n.s.
(60.00-80.00) (63.75-91.25)

PAL adj err 11.00 4.25 p=0.021
(4.25-25.75) (8.00-11.00)

Executive functions

SOC tot 6 8 p<0.001
(5.00-7.00) (6.75-9.00)

IED adj err 23.50 16.50 p=0.047
(14.00-45.25) (9.00-26.50)

Inhibitory control

SST SSRT 216.13 185.48 p=0.021

(195.00-305.34)

(149.30-234.50)

SRM %, Spatial Recognition Memory percent correct; PAL adj err, Paired Associate Learning total errors adjusted;
IED adj err, Intradimensional/Extradimensional Attentional Set Shifting total errors adjusted; SOC tot, Stockings
of Cambridge total problems solved in minimum moves; SST SSRT, Stop Signal Test Stop Signal Reaction Time

n.s., non significant
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Table 2. Clinical characteristics and Biological parameters of bipolar patients.

Clinical characteristics Median (IQR) N (%)
lliness duration 16 (7.25-21.00)

Age of onset 28 (20.25-35.75)

HAMD-17 total score 11.5 (4.00-17.75)

YMRS total score 6 (3.00-15.00)

GAF score 45 (35-55)

N. previous depressive episodes 4 (2-6)

N. previous manic episodes 2 (1-4)

N. admissions 2 (1-4)

History of suicide attempts
History of psychotic symptoms
Biological Parameters

Basal cortisol (ug/dl)

(ng/dl)

DST non-suppression

A-cortisol

10.93

31 (51.7%)
35 (58.3%)

14 (10.75-17.70)
(13.41-7.46)
43 (71.7%)

Most variables showed skewed distributions therefore median and interquartile range (IQR) are given.
HAMD: Hamilton Depression Rating Scale, YMRS: Young Mania Rating Scale, GAF: Global Assessment of function-
ing, A cortisol: difference between basic and post-dexamethasone cortisol, DST: dexamethasone suppression test

IED (rho=-0.378 ka1 p<0.01) and number of depressive
episodes was associated with longer reaction time
in SST (rho=-0.354 ka1 p<0.01). Lastly, history of
psychotic symptoms, current symptomatology
and global functioning did not correlate with any
cognitive task in our study (table 3).

Association of HPA axis variables
with neurocognitive functioning

We examined the relation between neurocognitive
perfomance and HPA axis functioning. Higher levels of
basal cortisol were associated with worse performance
in visuo-spatial associative learning (PAL) (rho=0.271,
p<0.05), planning (SOC) (rho=-0.300, p<0.05) and SST
(rho=0.276, p<0.05). No statistically significant correla-
tion was found between A-cortisol or DST non-sup-
pression and neurocognitive functioning (table 4).

Multiple regression analysis

As shown in Table 5 multiple regression analysis
confirmed the correlation of poor performance in PAL
with longer illness duration and higher basal cortisol
and showed a protective effect of mood stabilizers.

Number of previous manic episodes emerged as the
only predictive factor for IED performance. Regarding
SOC and SST besides gender and education no other
clinical of HPA axis-related factor was correlated.

Discussion

The results of our study confirm and add to the rich
literature on the neuropsychological deficits in BD
in remission."#?*?! Bipolar patients showed poorer
performance in neurocognitive tasks than healthy
controls matched for age, gender and education.
Specifically, they committed more errors in visuo-
spatial paired associative memory and learning (PAL)
and attentional set shifting (IED) tasks, displayed
worse planning ability (SOC) and needed increased
time intervals to suppress a prepotent response at the
inhibitory control task (SST). On the contrary, in the
simpler memory paradigm of spatial memory (SRM)
the difference between the two groups was not sta-
tistically significant.

This is one the first studies to address the role of HPA
axis on cognition in BD. We found that neurocognitive
functioning was associated with basal cortisol as well
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Table 3. Non-parametric correlations (Spearman’s rho) between clinical variables and neurocognitive performance.

Visual memory

Inhibitory control

Inhibitory control

PAL adj err SOC tot ID/ED adj err SST ssrt
Age 0.200 -0.095 0.234 0.118
Gender 0.259 -0.248 0.297* 0.262
Education -0.298* -0.293* -0.279* -0.316*
lliness duration 0.328* -0.033 0.166 -0.211
N. depressive episodes 0.080 0.144 —0.003 —0.354**
N. manic episodes 0.098 -0.188 0.378** 0.052
HAMD total score 0.109 -0.103 -0.129 —0.096
YMRS total score 0.024 -0.099 0.201 0.050
GAF score -0.017 0.232 -0.088 -0.106
History of psychotic symptoms 0.117 0.133 0.044 0.250

Figures in bold letters indicate statistical significance; * p<0.05; ** p<0.01

Other abbreviations as in table 1 and 2.
Gender (0=Women, 1=Men)

Table 4. Non-parametric correlations (Spearman’s rho) between HPA axis variables and neurocognitive performance.

Visual memory

Executive functions Inhibitory control

PAL adj err SOC tot ID/ED adj err SST ssrt
Basal cortisol (ug/dl) 0.271* -0.300* —0.033 0.276*
A-cortisol (ug/dl) -0.014 -0.159 0.008 0.157
DST non-suppression -0.257 -0.137 -0.002 0.242

Figures in bold letters indicate statistical significance; * p<0.05; ** p<0.01

Other abbreviations as in table 1 and 2.

as with various indices of illness severity and chronic-
ity such as duration and number of manic episodes.
Lastly, regarding the effect of medication, we found
that current treatment with mood stabilizers may
have a beneficial effect, especially on visuo-spatial as-
sociative learning.

Association of clinical variables
with neurocognitive functioning

Many studies have reported a negative relation-
ship between duration of iliness and visuo-spatial and
verbal memory.”>?2> However, the effect of illness
duration on paired associative learning has been less
explored so far.>* We found that duration of illness
negatively affected performance in PAL, indicating
deterioration of visuo-spatial associative memory and
learning over time in BD. A mechanism postulated
to explain such findings is that, over time, there is an
ongoing destructive process that affects primarily

the hippocampus, probably related to the hypercor-
tisolemia that accompanies the occurrence of each
episode of depression or mania.’

In line with other studies showing a negative asso-
ciation between number of previous manic episodes
and neurocognitive functioning®*?*?” we found that
number of previous episodes had a significant nega-
tive effect on attentional set shifting (IED), implying
an increased tendency among patients to persevera-
tion when called to make attentional switches.

We expected to find a negative correlation be-
tween mood symptomatology and neurocognitive
functioning.>?' However, we observed only not sta-
tistically significant weak correlations of manic or de-
pressive symptomatology probably because of the
relatively mild affective symptoms in our patients
(median HAMD-17 total score 11.5; median YMRS to-
tal score 6.0).
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Presence of psychotic symptoms was not associated
with neurocognitive performance. Negative effects
of psychotic symptoms on cognition are described
in the literature®® but also absence of any effect.”® A
recent meta-analysis on this subject concluded that
there is only a modest effect of history of psychosis on
the severity of cognitive deficits in BD and that find-
ings do not support a categorical distinction between
psychotic and non-psychotic BD.*

Association of HPA axis variables
with neurocognitive functioning

Higher basal cortisol levels significantly correlated
with worse performance in visual associative memory
(PAL), planning (SOC) and inhibitory control (SST) in our
study, although the last two correlations were not con-
firmed in the regression analysis. There are no previous
studies examining the relation between visual associa-
tive memory tasks and cortisol-related variables in BD,
although such tasks are putative indices of the tempo-
ro-hippocampal memory system, which is known to be
negatively affected by chronic exposure to high levels
of glucocorticoids,*'* leading to the postulation that,
in bipolar disorder hypercortisolemia, in the long-term,
may result in toxicity to the hippocampus, decreased
glucocorticoid receptor numbers and ultimately cell
death and tissue loss in temporal lobe region.>**

Similarly to our findings, studies on cognitive func-
tion measures other than visuospatial associative
memory have shown that a correlation exists be-
tween neurocognition and HPA axis activity in mood
disorders, although some negative results have also
been reported. Thompson et al (2005)'? observed a
significant correlation between executive function
and basal salivary cortisol in 63 euthymic bipolar pa-
tients; Watson et al (2006)" studied 17 euthymic bi-
polar patients and reported a significant correlation
between patients’ post-dexamethasone cortisol and
impairment in working memory. Moreover, in unipo-
lar depressed patients, Egeland et al (2005)° found a
negative association between high morning cortisol
levels and both executive functioning and post-en-
coding memory. Conversely, a recent study observed
no association between various indices of HPA axis ac-
tivity and neuropsychological measures in a sample of
65 currently depressed or euthymic bipolar patients."
It is worth mentioning, however, that researchers
used a pattern recognition memory paradigm of visu-
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al memory which is a simpler task than the paired as-
sociate learning one in our study, which is representa-
tive of the kind of learning undertaken in everyday life.

Interestingly, the effect of basal cortisol on visuo-
spatial associative memory in our study seemed to
be distinct from psychopathology (symptom severity
was not related to cortisol levels; data not shown). This
might explain why we have not found any association
between neurocognitive measures and delta cortisol
or DST suppression, which are often related to current
affective state. Our finding is in line with other recent
studies in depressed unipolar and bipolar patients
that have provided evidence that cortisol levels are
dissociated from depression severity in their impact
on cognitive function.>'*3%37

Association of medication
and neurocognitive functioning

The effect of medication on cognitive functioning
in BD is considered one of the most important con-
founding factors in literature because it is a very com-
plex issue, difficult to control for.*® Patients are typi-
cally assessed while they are receiving a combination
of psychotropic drugs like mood stabilizers, antipsy-
chotics and antidepressants. Drugs exert their action
on cognitive function at various levels some of which
are mediated by their true therapeutic action (i.e. re-
turn to euthymia, prevention of new episodes), some
are related to their side effects and others to their di-
rect effect on cerebral areas important for cognitive
functioning (i.e. neurotrophic action of lithium and
valproate in the hippocampus). We found that cur-
rent treatment with mood stabilizers was associated
with better performance in visuo-spatial associative
memory. This finding is in line with with preclinical
studies showing a neuroprotective effect of lithium
and valproate in the hippocampus.** Moreover, a sig-
nificant increase in grey matter volume was reported
after administration of lithium in bipolar patients.*
Unfortunately, most evidence to date regarding the
effect of antipsychotics and mood stabilizers comes
from studies on other clinical populations (patients
with schizophrenia and epilepsy) whereas data on
BD is limited and controversial.*'*? As for the impact
of antipsychotic treatment on bipolar patients’ neuro-
psychological function there is evidence pointing to
worsening of cognitive performance probably related
to antipsychotic-induced psychomotor retardation
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which contrasts research findings showing cognitive
improvement in schizophrenic patients. 34344

Limitations

Part of our bipolar sample did not fulfill stringent
criteria for euthymia. Moreover, the associations re-
ported in our study can be interpreted as indicating a
progressive disease process leading to a deterioration
of cognitive function. It is worth noting that the direc-
tion of causality cannot be determined. An unknown
underlying factor might cause both illness progres-
sion and cognitive dysfunction. Alternatively, there
might be a self-reinforcing process in which patients
with a more severe course of illness develop cognitive
impairment while at the same time patients with cog-
nitive impairment may be more prone to suffer from a
more severe and frequently recurring form of disease.
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Conclusions

We recorded significant deficits in visual associa-
tive learning, attentional set shifting, planning and
response inhibition in bipolar patients with respect
to healthy controls replicating previous literature
findings. However, this was one of the first studies
to assess HPA axis function and provide evidence
on the relation of basal cortisol with cognitive func-
tioning and especially visual paired associative learn-
ing in BD. Moreover, we presented new data on the
negative impact of duration of illness and number of
previous manic episodes on neurocognitive perfor-
mance. Lastly, regarding the effect of medication, we
detected a beneficial effect of mood stabilizers on vi-
sual paired associative learning that warrants further
investigation given its clinical relevance.
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H Simohikn ouvaloBnuatikh Statapaxry cuvdéetal oe MOANEG TTEPIMTWOELG HE eNAEiPPOTA OTIG
YVWOLOKEC AEITOUPYieC aAAd N alTioAoyid AUTWVY TWV EAAEIPUATWY TTAPAUEVEL O PEYANO BaBud
ayvwotn. H mapovoa peAétn eotiaoe otnv aloAdynon tn¢ emidoong dumohikwv acBevwv og Si1d-
POPEG VEUPOYUXONOYIKEG SOKIHATiEG 0TO TAAICLIO TOU povTéNOU uTtEpSpaoTnPEIOTNTAG TOUu dfova
YrnoBdhapoc-Ymoguon-Emveppidia (YYE) kabBwg Kal oTI¢ mMOavEC CUOKETIOEI TNG VEUPOYUXOANO-
YIKNG AEITOUPYIKOTNTAG HE S1APOoPa KAIVIKA XAPOKTNPIOTIKA. TN MENETN CUMMETEIXAV 60 aoBe-
Vei¢ pe KUpla Sidyvwon dumoAikn Statapayn (AA) Tumou | kabBwe kat 30 vyleic pdptupec. Olot ol
OUMMETEXOVTEG LTIEBANBONOAV O pia oglpd amd Sokipacieg amd Tn veupoPuXoloYIKK cuaTolyia
CANTAB mipokelpévou va ekTiunBel n emidoor] Toug 0TN MVAMN, OTIC EKTEAECTIKEG AEITOUPYIEG Kal
OTOV AVaoTAATIKO €AeyXo. H Tpéxouaa YuyxomaBoloyia alohoyndnke péow twv KAIMAkwy Hamilton
Depression Rating Scale (HAMD) kat Young Mania Rating Scale (YMRS) yia tnv katdOMyn kat tn pa-
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via avTtioTolxa eVWw N EKTIUNON TNG CUVOAIKAG AEITOUPYIKOTNTAG TTPAYUATOTOIONKE e TNV KAiJaKa
Global Assessment of Functioning (GAF). TéAo¢, o€ OAou¢ Toug aoBeveic peTpriBnkav ta Bacika emi-
meda KopTI{OANG KaBw¢ Kal Ta emimeda KopTI{OANG HETA amd Tn SoKIWacia KATAOTONAG UE XopryNn-
on 6e€apebaldvne. Bpébnkav oTtaTIoTIKA ONUAVTIKEG Slagopég avapeoa o aobeveig Kal Og LYLEIG
HAPTUPEG GO0V APOPA OTNV OTTIKO-XWPIKK CUVEIPHUIKA HdBnon/pvAun, TNV IKavotnta oxedlacpuol
Kall YVWOlaKAG gveAi§iag KaBwg kal oTov avaoTalTiké éAeyxo. EmmpooBeta, mapatnpridnke otati-
OTIKA ONMAVTIKA apvNTIKA CUOXETIoN avaueoa ota emimeda Baocikng KopTI(OANG Kat Tnv emidoon
otn SoKipaoia onmTIKo-XWPIKAG CUVEIPUIKAG HABnonc/pvnung. Avtifeta, ta emimeda kopTi{OANG
META amo xopriynon 6e§apebalovng Sev oxetioTnKaAv He TN VEUPOYUXOAOYIKN AslToupylkoTnTa. H
S1dpKELD VOOOU TTAPOUCIAOE ApVNTIKA CUCXETION UE TNV €MIGO0N OTNV OTITIKO-XWPIKI CUVEIPUIKNA
pdaOnon/pvAun. Emiong, o aptOuodg mponyolupevwy pHaviakwy enelcodiwv Bpédnke va oxeTiCeTal pe
MEWMEVN IKAVOTNTA YVWOLAKAG gveNEiac. H BaBuoloyia oTIC PUXOUETPIKEG KAIPAKES yia TNV KATA-
OAYN Kal TN pavia Kal n mapousia PUXWTIKWY CUMMTWHATWY OTO I0TOPIKO SV GUOXETIOTNKAV UE
TV €midoon oTIC VEuPOYUXOAOYIKEG SoKIaoieg Tou e€eTAoTNKAV. Ta AMOTEAEGUATA TNE TTAPOUCAS
peAéTng unootnpifouv TNV UTTaPEn YVWOLOKWV EANEIYUATWY 0Tn AA Kat mapéxouv dedopéva yla tn
oxéon Twv eMmédwv Bacikig KOPTILOANG PE TN VEUPOWUXOAOYIKH AEITOUPYIKOTNTA KOl CUYKEKPIUE-
va Pe TNV emidoon oTnV omTIKo-XWPLKA padnon/uviun. Emmpoobétwe, empPefaiwvetal 6Tt SeikTeQ
Baplutntag Kal xpovidTnTag OMwe N SldpKeLa TNG VOGOU Kal 0 ApLBPOG TwV TTPONYOUEVWY HavLd-
KWV emelcodiwv ocuoyetiCovtal pe XEIPOTEPEG eMOOTELS OTIG VeEUupoYuxoloyIKEG Sokipaaieg. Eival
YVWOTO OTI Ta YVWOlaKA eANeippata otn AA agopouv peydio aplBud acBevwv kal emnpedalouv
SUOHEVWC TNV YUXOKOIWVWVIKH KAl EMAYYEAUATIKN TOUG Aettoupytkotnta. O pdhog Tou aova YYE
XPelaleTal va HeAeTNOel mepaITEéPW WC TTPOC TNV AVATITUEN VEUPOYUXOAOYIKIAG SUCAEITOLPYIAC OTN
AA. H avayvwpion woTtdoo mapaydvTwy Tou oxeTiCovTal HE TN YVWOLOKH AEITOUPYIKOTNTA, OTIWE
Ta Bacikd emimeda KopTI{OANG KAl 0 aAplOUOC HavIaKWV eMelcobiwy, SUvaTtal va CUVEICQEPEL OTNV
avanTtuén KAaTtaAANAWV TPOANTITIKWY Kal OEpATTEVTIKWY TAapeUBACEWV.

Né€erg eupetnpiov: Atmolikry Statapayr, Afovag YmoBdAapoc-Yméguon-Emveppidia, kopti(OAn,
VEUPOWYUXOAOYIKI AEITOUPYIKOTNTA, OTTTIKHA VAN, EKTENEOTIKEG AEITOUPYIEC.
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Quality of life and depression in chronic sexually
transmitted infections in UK and Greece:
The use of WHOQOL-HIV/STI BREF
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his is a comparative study aiming to investigate quality of life (QoL) and depression in

individuals diagnosed either with human immunodeficiency virus/acquired immune

deficiency syndrome (HIV/AIDS), or genital warts (GW) and genital herpes (GH), in two

healthcare settings, in the United Kingdom (UK) or in Greece (Gr). Using a matched-pairs
design, two equalized patient samples with sexually transmitted infections (STI) were recruited:
from UK (n=43) and from Greece (n=43). QoL was assessed with WHOQOL-HIV BREF for HIV pa-
tients and WHOQOL-STI BREF —-a newly adapted instrument- for genital warts and genital herpes
patients. Depressive symptomatology was measured by the Centre for Epidemiological Studies-
Depression Scale (CES-D) along with sociodemographic data. Results indicate that in both coun-
try-healthcare settings, a high percentage of individuals diagnosed with any type of STI, reported
considerable depressive symptomatology: 35.7% for UK and 41.5% for Greek participants respec-
tively. Regarding QolL, participants in the Greek healthcare settings reported significantly lower
scores in the environment domain, and even lower scores were reported by the GW/GH group, in
comparison to HIV. Specifically, these groups indicated significantly lower values in the following
WHOQOL-BREF environment facets: (i) physical safety and security, (ii) participation in and op-
portunities for recreation/leisure activities, (iii) home environment, (iv) accessibility and quality
in health and social care, and (v) transport facilities. Regarding correlation of QoL and depression,
regression analysis provided significant evidence for depression having a differential effect on
WHOQOL-BREF QoL domains. Evidence of increased depressive symptomatology in both STI pa-
tient-cohorts may shed light into unmet healthcare needs that should be addressed by healthcare
providers in UK and Greece respectively. Furthermore, all types of Greek STl participants reported
lower Qol, particularly the GW/GH group, indicating important unmet QoL needs in the environ-
ment domain, such as health and social care accessibility and quality, or environmental and social
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resources, all lowering everyday QoL. The present findings may provide guidelines for tailored
mental health interventions alleviating depressive symptomatology in STI patients. Provision
of targeted-interventions at healthcare and social-environmental levels will contribute to QoL/

health improvement in STl patients.

Key words: Quality of life, depression, WHOQOL-HIV BREF, WHOQOL-STI BREF, chronic sexually trans-

mitted infections (STI), HIV/AIDS.

Introduction

Chronic sexually transmitted infections (STI) may
have a serious influence on the patients psychological
functioning and overall quality of life (QoL). In general,
different clinical groups provide evidence that Qol is
poorer due to depression or negative feelings associ-
ated with patients’ health condition.'”® Specifically, in
all types of STI groups, evidence shows that QoL is
significantly lower particularly for those with human
immunodeficiency virus/acquired immune deficiency
syndrome (HIV/AIDS), followed by patients with geni-
tal warts (GW) or genital herpes (GH).””® These patient
groups report QoL limitations similar to those with
chronic and difficult-to-treat diseases.'*'

Concerning QoL measurement, several instruments
may provide reliable assessment of patient differenc-
es or treatment outcomes using QoL as an index of
therapeutic changes. Most instruments are either ge-
neric psychometric tools examining QoL as a multi-
dimensional concept, suitable for healthy and clinical
populations; or disease-specific tools measuring QoL
in a particular clinical category focusing on specific
areas of health and functioning. Regarding HIV, the
World Health Organization (WHO) has developed
the WHOQOL-Human Immunodeficiency Virus ver-
sion (WHOQOL-HIV),"* an instrument combining ge-
neric with disease-specific items. Similarly, based on
WHOQOL-HIV instrument, the WHOQOL-STI version
has been recently developed for patients with chronic
viral sexually transmitted infections (STI), such as gen-
ital warts (GW) and genital herpes (GH). Both instru-
ments include the generic WHOQOL-BREF items.'*'¢
This is an instrument of cross-cultural validity provid-
ing multidimensional measurement of QoL in the do-
mains of physical health, psychological health, social
relationships and environment, promoting a dynamic
interaction of environmental-cultural-social compo-
nents with personal and subjective dimensions.'”~%°

Epidemiological data presented by the Joint United
Nations Program on HIV/AIDS, show a world-wide
increase evident in many countries.?’ In UK, accord-
ing to Health Protection Agency, the proportion of
people-living-with HIV/AIDS are estimated recently
to be one in 650.22">* Additionally, there is an increase
in GW cases of at least 1% since 2010-2011.%® Herpes
simplex virus (HSV) is the most common ulcerative
STl in the UK, where GH cases have also risen consis-
tently.?

In Greece, a dramatic 57% increase was report-
ed by the Hellenic Centre for Disease Control and
Prevention in 2010 and 2011.2%” Hopefully, HIV cases
will show a decrease evident in 2015.%

The present study aims: (a) to compare QoL and de-
pressive symptomatology in people-with-different-
types of STI medically followed in UK or Greece, (b)
to compare QoL and depressive symptoms across HIV
and GW/GH groups, and (c) to examine the relation-
ship between Qol, depressive symptomatology and
sociodemographic characteristics. While consider-
able research has been conducted internationally re-
garding QoL among people-living-with-chronic-viral
STI,°3" studies investigating QoL across different
types of STl groups and between different European
healthcare settings are scarse.>*

Material and method

Eighty-six patients diagnosed with different types
of STl were recruited in UK (n=43) and Greece (n=43)
using a matched-pairs design. These groups were
equalized in terms of diagnosis of disease (i.e., HIV/
AIDS or GW/GH), gender (male/female) and age. All
selected participants were not recent STI cases in or-
der to eliminate announcement of diagnosis effects.

Settings for the collection of data

The procedures followed were in accordance with
the Declaration of Helsinki, and written informed
consent was obtained from all participants. UK partic-
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ipants were recruited from the Royal United Hospital
Trust, in Bath, and the Sexual Health Centre in Bristol.
Greek participants were recruited from the University
General Hospital “Attikon” and the “Andreas Syggros”
Hospital of Cutaneous & Venereal Diseases. Ethical
approval was obtained from (a) NHS South West
Regional Ethics Committee, UK, and (b) Research
Committee of the 1st Department of Psychiatry,
University of Athens, Greece.

Instruments
1. WHOQOL-HIV BREF

The WHOQOL-HIV-BREF version was developed
to assess QoL in people-living-with HIV/AIDS,'3>-%
presenting sound psychometric properties,*®*° and
used in several countries.>*™*? Items are scored in six
QoL domains: (i) physical health, (ii) psychological
health, (iii) level of independence, (iv) social relation-
ships, (v) environment, and (vi) spirituality/religion/
personal beliefs. The WHOQOL-HIV-BREF comprises
26 core items taken from the generic WHOQOL-BREF
and 5 specific HIV/AIDS items inquiring about: (i)
symptoms of people-living-with HIV/AIDS, (ii) social
inclusion, (iii) death and dying, (iv) fear of the future,
and (v) forgiveness. Two of the core items provide
assessment of overall quality of life/general health
facet. Items are rated on a five-point Likert interval
response scale and higher scores denote better QolL.
The Greek version of WHOQOL-HIV-BREF consists of
35 items, including four additional items for culture-
specific facets added in the WHOQOL-BREF validated
version.*?

2. WHOQOL-STI BREF

The WHOQOL-STI-BREF questionnaire is a new in-
strument developed by S. Skevington for patients
with STI other than HIV/AIDS. It was constructed by
adapting the WHOQOL-HIV, so that comparability
was possible to be retained. The WHOQOL-STI-BREF
examines the same six domains as the WHOQOL-HIV-
BREF questionnaire. Both Greek versions of 35 items
draw on the validated version of WHOQOL-BREF.**
Psychometric properties of the Greek WHOQOL-HIV-
BREF and WHOQOL-STI-BREF were investigated in
a large STI sample, showing satisfactory values. For
the present study, internal consistency-reliability
was estimated by Cronbach’s alpha coefficient and
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was found acceptable for most domains, ranging
from >0.70 to 0.82.

3. Centre for Epidemiological Studies-
Depression Scale — CES-D

The CES-D scale is a 20 items widely-used screen-
ing tool detecting symptoms of depression,* in non-
clinical populations, developed by the Centre for
Epidemiological Studies (CES), National Institute of
Mental Health (USA). Scores of 16 and over indicate
the presence of depressive symptoms. The Greek ver-
sion is reliable and valid in clinical and normal con-
trol groups, demonstrating satisfactory psychometric
properties.*>™¢

Statistical analysis

Continuous variables are presented with mean and
standard deviation (SD). Quantitative variables are
presented with absolute and relative frequencies.
Student’s t-test or nonparametric Mann-Whitney
test was used to compare means between groups.
Moreover, chi-squared tests were used to identify
any relationship between two categorical variables.
Differences in QoL domains according to country-
healthcare-setting or type of STI were investigated
using multiple linear regression analyses. In all QoL
models, independent variables included: gender,
age, education level, marital status and depression-
CES-D total score. Regression coefficients and stan-
dard errors along with coefficient of determination
(R2) were computed from the results of the linear re-
gression analyses. Possible interactions were tested
via the regression models. All reported p values are
two-tailed. Statistical significance was set at p<0.05
and analyses were conducted using SPSS statistical
software (version 19.0).

Results

Eighty-six STI patients participated in a matched-
pairs study (43 from the UK and 43 from Greece)
equalized in terms of type of STI disease (i.e., HIV/
AIDS or GW/GH), gender and age (table 1). In each
country-sample, 60.5% were men and 39.5% women,
65.1% with HIV (n=28), and 34.9% with GW/GH (n=15).
Their mean age was 38 years, and the two country-
samples were found similar (p>0.05) with SDs=11.68
and 11.98, respectively.
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Table 1. Socio-demographic characteristics of UK and Greek STl samples (n=86).

HIV/AIDS GW/GH TOTAL Gr HIV/AIDS GW/GH TOTAL UK
(N=28) (N=15) (N=43) (N=28) (N=15) (N=43)
N (%) N (%) N (%) N (%) N (%) N (%)
Gender
Male 21 (75.0) 5 (33.3) 26 (60.5) 21 (75.0) 5 (33.3) 26 (60.5)
Female 7 (25.0) 10 (66.7) 7 (39.5) 7 (25.0) 10 (66.7) 17 (39.5)
Married/living 6 (21.4) 4 (26.6) 10 (23.3) 13 (46.4) 3 (20.0) 16 (37.2)
as married
Completed 27 (96.4) 15 (100.0) 42 (97.7) 25 (89.2) 14 (95.3) 39 (90.7)
secondary/tertiary
education
Agelyears 41 (11.12) 32 (10.54) 38 (11.68) 41 (11.47) 31 (10.80) 38 (11.98)
M (SD)

Note. UK: United Kingdom; STI: sexually transmitted infection; HIV: human immunodeficiency virus; AIDS: acquired
immune deficiency syndrome; GW: genital warts; GH: genital herpes.

According to the median CD 4 count of white blood
cell fighting infection, twenty-four patients (85.7%) in
UK and twenty seven (96.4%) in Greece were asymp-
tomatic. The median time since first HIV diagnosis-
announcement ranged from 5-8 years in HIV and 4-5
years for GW/GH.

Regarding depressive symptoms, scores were high
in all STI groups with no significant mean differences
between UK and Greek participants or between HIV
and GW/GH patient groups (as seen in the CES-D
scores). Proportionally, in the UK, 33.3% of the GW/GH
participants and 37.0% with HIV reported significant
depressive symptomatology and around half (46.7%)
of Greek participants with GW/GH and 38.5% with
HIV respectively, reported experiencing substantial
depressive symptomatology (table 2). Furthermore,
in both country-samples, more women reported de-
pressive symptomatology (UK 37.5% women, 34.6%
men; Greece 50.0% women, 36.0% men). Also, 35.7%
(N=15) of UK participants and 41.5% (N=17) of Greek
participants recorded scores >16 on the CES-D, indi-
cating the presence of significant self-assessed de-
pressive symptomatology.

Qol mean comparisons were calculated according
to disease type (HIV and GW/GH) and country-health-
care-setting (UK and Greece) (table 2). Lower scores
on the environment domain and the overall QoL/gen-
eral health facet were found for the Greek STI sample
particularly for the GW/GH group compared to HIV.

Further analysis investigated differences across
the eight (8) items-facets of the environment do-
main (table 3). Mann Whitney U analysis showed
five (5) significant differences between UK and
Greek samples with Greek participants report-
ing lower scores in: physical safety and security,
participation in and opportunities for recreation
and leisure, home environment, accessibility and
quality in health and social care, and in transport.
Furthermore, compared to HIV, the GW/GH group
reported lower values in three (3) facets: financial
resources, home environment and accessibility and
quality in health and social care.

Multiple regression analysis was performed us-
ing the WHOQOL domains as dependent variables
(tables 4 and 5). The results showed that the type
of STl and country-healthcare-setting were both as-
sociated with the environment domain. Specifically,
lower scores were found for the Greek sample com-
pared with the UK, while higher scores were found
for patients with HIV compared with GW/GH. No
significant interaction of country-healthcare-set-
ting with type of STl was found, indicating that the
effect of type of STI was similar in both country-
samples.

Additionally, linear regression indicated a signifi-
cant effect of depression on all WHOQOL domains.
Higher scores on level of independence and social
relationships domains were associated with subjects
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Table 2. CES-D depressive symptoms and WHOQOL-HIV/STI BREF QoL domains: Mean score differences between

UK and Greek samples and between STI types.

Gr UK HIV GW/GH

M (SD) M (SD) p M (SD) M (SD) ¢]
CES-D 15.0 (35.7) 24.0 (58.5) 0.591**  33.0 (62.3) 18.0 (60.0) 0.839**
Depression scale
WHOQOL Domains
Physical health 74.6 (16.6) 72.3 (14.8) 0.511* 75.4 (16.4) 69.9 (13.8) 0.123*
Psychological health 66.3 (17.6) 61.9 (16.5) 0.233* 65.5 (18.6) 61.3 (13.8) 0.280*
Level of independence 78.3 (16.3) 76.4 (13.7) 0.551* 77.0 (16.8) 78.0 (11.1) 0.763*
Social relationships 68.9 (22.8) 66.4 (13.1) 0.531* 68.4 (19.2) 66.2 (17.4) 0.597*
Environment 71.5 (14.9) 58.6 (13.5) <0.001* 68.0 (14.9) 59.7 (15.6) 0.018*
Spirituality/religion/personal 66.3 (22.2) 58.9 (22.1) 0.127* 61.9 (21.1) 63.8 (24.8) 0.711*
beliefs
Overall QoL/general health 15.8 (2.8) 15.4 (2.7) 0.529* 16.1 (2.7) 14.7 (2.5) 0.015*

Note: *Student’s t-test; **Pearson’s x? test.
UK: United Kingdom; STI: sexually transmitted infection; HIV: human immunodeficiency virus; AIDS: acquired
immune deficiency syndrome; GW: genital warts; GH: genital herpes; CES-D: Centre for Epidemiological Studies-
Depression scale; WHOQOL:WHO Quality of life scale

Table 3. Environment Domain facets of WHOQOL-HIV/STI BREF: Mean scale score differences for STI types and

for UK and Greek samples.

HIV GW/GH UK Greece
WHOQOL Environment Domain
M (SD) M (SD) p* M (SD) M (SD) p*
Physical safety and security 3.6 (0.8) 3.4 (0.8) 0.232 3.8 (0.8) 3.4 (0.8) 0.011
Physical environment 4.1 (0.8) 4.1 (0.7) 0.801 4.2 (0.9) 4.0 (0.7) 0.127
Financial resources 3.3 (1.0) 2.9 (0.8) 0.039 3.3 (1.0) 3.0 (0.9) 0.067
Opportunities for acquiring new 4.0 (0.7) 3.7 (0.7) 0.064 4.0 (0.7) 3.8 (0.8) 0.102
information and skills
Participation in and opportunities 3.5 (0.9) 3.4 (1.0 0.727 3.7 (1.0) 3.2 (0.7) 0.014
for recreation and leisure
Home environment 4.0 (0.9) 3.4 (1.1) 0.032 4.0 (0.9) 3.5 (1.1) 0.014
Health and social care: 3.9 (1.0) 3.2 (1.2 0.008 4.3 (0.8) 3.0 (1.1) <0.001
accessibility and quality
Transport 3.6 (0.9) 3.3 (1.1) 0.373 3.9 (0.9) 3.1 (0.9) <0.001

Note: *Mann-Whitney test

with higher educational level. Furthermore, higher
scores on social relationships were associated with
those being married or living with partners, while
lower scores on overall QoL/general health facet
were related to women rather than men. The amount

of variance explained from all models concerning
WHOQOL domains, according to adjusted R? ranged
from 0.25 to 0.61, while CES-D total score had the
greatest effect according to standardized coefficients
for all WHOQOL domains.
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Table 4. Effects of sociodemographic variables and depressive symptomatology on QoL domains: Multiple linear
regression models/regression coefficients + standard error.

WHOQOL-HIV/STI BREF DOMAINS

Physical Health Psychological Level Social
Health of Independence Relationships
B+SE B+SE B+SE B+SE
Country (Greece vs UK) -0.88x2.79 —2.63+2.43 -1.97+2.96 -0.48+3.36
Type of STI 0.03+£3.24 -0.42+2.82 -2.45+3.43 0.55+3.91
(HIV/AIDS vs GW/GH)
Gender (women vs men) -1.55+35 -4.7+3.05 0.74+3.71 2.83+4.22
Age (years) 0.27x0.16 -0.02+0.12 0.01x0.15 -0.03%0.17
Education 0.89=3.01 2.52+2.62 5.82+3.19* 7.4+3.63*
(tertiary vs secondary/primary)
Marital status (Married/living 3.23+£3.05 3.45+2.66 1.58+3.24 14.02+3.68***
as married vs other)
CES-D total score —0.81£0.12*** —1.12£0.11*** —0.7x£0.13*** —0.86+£0.15***
Adjusted R2 0.40 0.61 0.25 0.37

*p<0.05; **p<0.01; ***p<0.001

Table 5. Effects of sociodemographic variables and depressive symptomatology on QoL domains: Multiple linear
regression models/regression coefficients = standard error.

WHOQOL-HIV/ STI BREF DOMAINS

Environment

Spirituality/religion/

Overall QoL/general

personal beliefs health’
BxSE BxSE BxSE
Country
(UK vs Greece) —12.77+£2.59*** -6.38+4.29 -0.12+0.5
Type of STI
(HIV/AIDS vs. GW/GH) 5.21+2.61* -5.84+5.01 0.7+0.58
Gender
(women vs. men) 0.26+3.25 3.7+5.45 -1.4+0.62**
Age (years) 0.16+0.13 0.32+0.21 -0.01=0.03
Education (tertiary vs. secondary/
primary) 3.93+2.79 6.98+4.62 0.5%0.54
Marital status
(Married/living as married vs other) 3.51+2.84 1.25+4.73 0.53+0.55
CES-D total score —0.63+0.11%** —1.08£0.19*** —0.12+0.02***
Adjusted R2 0.47 0.30 0.34

*p<0.05; **p<0.01; ***p<0.001

Discussion

The present study aimed to investigate differences
of QoL and depressive symptomatology between
patients with HIV/AIDS and those with GW/GH, and

across those followed medically in different country-
healthcare-settings in UK and Greece. Comparisons
regarding QoL and self-assessed depressive symp-
toms in country-samples were performed, using a
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matched-pairs design equalizing for type of STl ill-
ness, sex and age.

The results provide important evidence for the
presence of depressive symptomatology in these
STI groups. As measured by the CES-D, both coun-
try-samples of HIV/AIDS and GW/GH subgroups of
participants reported quite similar rates with 41.5%
of Greek STI patients exceeding the criterion for de-
pression (>16), and followed by a 35.7% by UK pa-
tients, rate that is much higher than in the general
population.” Research findings suggest that there
may be co-morbidity between chronic viral STI and
depression.” Some researchers argue that people
with self-reported depression could be more likely
to have unprotected sex, with multiple partners, risk-
ing to contract a disease of STl type.*~*® Such find-
ings seem to argue for the co-presence of depression
with other psychopathological manifestations, such
as self-harming behaviors and self-defeating acting
out instances, which may be a cover up of depressive
symptomatology. It is important to investigate such
issues since few detailed studies are conducted inves-
tigating cross-national comparisons of QoL in differ-
ent types of STl groups.®*3%%°

Regarding Qol, the results of the present study pro-
vide a significantly specific difference between the
two country-samples of STl patients raising the issue
of patients’ unmet needs in environmental-social and
healthcare facilities. Specifically, the total of Greek STI
participants reported lower QoL in five areas of the
WHOQOL environment domain: (i) physical safety
and security, (ii) participation in and opportunities for
recreation/leisure activities, (iii) home environment,
(iv) accessibility and quality in health and social care,
and (v) transport. Low ratings in the above 5 facets
may reflect patients’ unmet needs about important
aspects of their environment affecting everyday life,
due to deficits in healthcare services, transport facili-
ties, but also poor home conditions, and low safety in
their neighborhood or lack of recreational resources.
QoL deficits in the environment domain may relate to
different factors including current limitations of eco-
nomic resources in Greece.

Besides these differences in the environment domain,
other WHOQOL domains presented minimum score
variation between the two STI country-samples; this
finding is in similar direction with other cross-cultural/
national studies, as for example in reference to treat-
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ment impact with less variation found across different
countries and with homogeneity within countries.*

It is important to take into consideration that QoL
in participants with GW/GH seems to be equally or
even more “vulnerable” than in HIV. GW/GH patients
may be less clinically discussed and it is possible that
their unmet Qol/health needs may not be directly
recognized as in HIV patients who may receive more
public and medical attention. In reference to sociode-
mographic characteristics, there is evidence that fam-
ily status and gender need to be taken into consid-
eration, since poorer Qol is reported by women par-
ticipants and by people living without a partner, in
the domains of level of independence and social rela-
tionships. Also, patients’ higher educational level was
found to exert a favorable effect in these domains.

In terms of QoL and depression, the findings pro-
vide evidence of depression being significantly asso-
ciated with all WHOQOL domains in the total STl sam-
ple from UK and Greece. Such evidence is consistent
with other studies, which indicate that depression
may be associated with diminished health-related
quality-of-life and health status.*® Also, according to
meta-analysis findings on the relationship between
HIV infection and risk for depressive symptomatolo-
gy, depression is one of the most prevalent problems
among individuals living with HIV/AIDS, being signifi-
cantly higher compared to healthy groups.’

Additionally, in a recent study, mood and emotion
dysregulation in HIV patients may interact with HIV
symptom severity to negatively impact certain as-
pects of QOL.>' Given the profound impact that HIV
or other STI types have on patients’ QOL, our find-
ings strengthen understanding interactions among
different psychological and social-environmental
variables and may contribute to the development of
healthcare policies and client-centered interventions
addressing mood problems and quality of life deficits
in individuals with chronic viral STI.

Limitations of the study

QoL differences between HIV and GW/GH groups
of participants were identified but were rather lim-
ited and possibly attributed to restricted sample sizes.
However, implementing a matched-pairs design is
strengthening the validity of findings regarding cross
patient-groups and cross healthcare-setting com-
parisons. It would be valuable to replicate the study
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recruiting larger STl samples extending investigation
of QoL STl type, symptomatology and clinical setting.

The present results refer to groups of patients with
HIV that were largely asymptomatic, and so the po-
tential positive effect on patients’ QoL needs to be
acknowledged. Furthermore, the results refer to a
population which is predominantly male in both
countries. This may be due to recruitment availabil-
ity, as for example women with GW/GH in Greece are
more likely to visit a private gynecologist rather than
a public hospital. Finally, the study participants were
selected from hospitals in urban areas, not represent-
ing population from other regions.

Conclusion

A significant finding of the present study refers
to the depressive symptomatology affecting QoL
in both STI country-samples. Furthermore, the dis-
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criminant validity of WHOQOL-HIV/STI BREF envi-
ronment domain was found strong in differentiat-
ing the two country-samples, with the Greek STI
sample reporting poorer environment QolL. Also,
STl groups with GW/GH patients seem to suffer
lower QoL reporting unmet needs in several envi-
ronmental dimensions, including healthcare servic-
es that need to be placed under healthcare policy
consideration.

In view of these findings, long-term monitor-
ing of depressive symptoms in chronic STI could
be used to support medically and psychologically
these patients. Social-environmental support and
mental health services for individuals with STl and
their families need to be considered along with
specialized interventions anchored in the present
STl healthcare services. On these premises, it is cru-
cial to increase policy awareness at social and ad-
ministrative levels.

Mowtnta {wn¢ Kkat katadnwyn
GE Xpovia GeouvaMikwg RETAOIOOPEVA vosijpata
ctnv €ANada kat étn M. Bpetavia:
Exktipnon pe to WHOQOL-HIV/STI BREF
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H mapovoa SiamoMTIopiK HENETN peTaly EANASag kat Hvwpévou Baaotheiou tng M. Bpetaviag
amooKomei 0Tn dlepevivnon TNE EKTiUNONG TNG ToldTNTAC (WG KAl KATABAITITIKWY CUUMTWHATWY
o€ dtopa pe oe€ovalikwg petadidboueva voorjpata (STI), Kal cuykekpipgéva oTn CUYKPLON HETA-
&V atéuwv mou €xouv SlayvwoTel pe Tov 16 TNG avBpwmivng avoooavemdpkelag, dSnAadn 1o ouv-
Spopo NG emMiKTNTNG AvoooMloyIKG avemdpkelag (HIV/AIDS) kal ekeivwv pe kovOuAwpata (GW)
N pe épmnta (GH) Twv yevvntikwv opydvwv. Mpaypatomolynkav SIamoMTIOMIKEG OUYKPIOELG Ka-
Td {evyn Kkal xpnotpomondnkav dvo e€opotwpéva deiypata acBevwy amd tnv EAAAda (n=43) kai
1o Hvwpévo Bacoilelo (n=43). Q¢ mpo¢ Tnv ektipnon tng mowdtntag (wng Xpnotpomonénkav: (a)
WHOQOL-HIV BREF yia acBeveic pe HIV/AIDS, kat (B) WHOQOL-STI BREF, éva véo epwtnuatoAdylo



PSYCHIATRIKI 29 (3), 2018 QOL IN CHRONIC SEXUALLY TRANSMITTED INFECTIONS 217
TPOCAPHOoUEVO €16IKA yia aoBeveig e kKovOUAWHATA i} €PTTNTA TWV YEVVNTIKWY opydvwy. H ka-
TOOMITTIKA CUPTITWHATONOYIA EKTIMAONKE pe TNV KAipaka tou Kévtpou Emdnuiohoyikwv Epguviv
yta tnv KatdOApn (CES-D). Ta amoteAéopata TnG HEAETNG KATASEIKVOOUV OTL KAl OTIG SU0 XWPES,
€va VYNAO TOCOOTO TWV CUUUETEXOVTWY AVEPEPAV CUUTITWHATA KATAOMYNG: 41,5% and To Seiy-
pa otnv EAAASa kat 35,7% and to Hvwpévo Baoilelo. Emiong, ot cuppetéxovteg amod tnv EANGSa
AVEQEPAV ONUAVTIKA XapnAoTepa emimeda molotntag (wr¢ otn Bepatikn evéTnTa TOU TEPIPAN-
Aovtog, 1dlaitepa ol aoBeveic pe KOVOUAWHATA 1} £PTTNTA TWV YEVVNTIKWY 0pYAVWY. UYKEKPLUEVAQ,
01O EAANVIKO Seiypa aoBevwy, XapuNAOTEPEC TIMEC TTAPOUCIAlOVTAL OE TIEVTE UTTOEVOTNTEC TOU TiE-
p1B&ANovToC TwV epwTnuatoloyiwv WHOQOL-HIV/STI BREF kat avagépovTtal oTta €€ng Bépata: (a)
ac@dalela and eEwTepIlkoug KIvOUvVoug Kal aiocOnua ac@dAelag, (f) SuvatodTnTe KAl CUUUETOXH OF
YUXaYwYIKEG SpaoTnELOTNTEG Kal EAeVBEPOC XpOVOG, (Y) meptBaAlov katoikiag, (8) StaBeoipdtnta
Kal ToldTNTA UTTNPECIWY UYEIAC KAl KOIVWVIKNAC TTpovolag, Kal (€) péoa peta@opdc. XapunAég ab-
HMOAOYIEC OTIG CUYKEKPIUEVES TTAPAUETPOUC PAiVETAL VA ONUATOSOTOUV YN KAAUTITOUEVEG AVAYKEG
TOU eAANVIKOU Sgiypatog aoBevwv 600V agopd OTIC UTTNPECIEG LYEIOG KAl KOWVWVIKNAG TTPOVOLAG,
KABWE Kal TNV EANELPN ONUAVTIKWV TTOPWV TTOU OXETICOVTAL UE ONUAVTIKEC TITUXEC TOU TIEPIBAANO-
vTOG Kal emnpedlouv apvnTikd Tnv KaBnueptvr) {wr Toug. Emiong, n katdOAwn oxetiletal apvntikd
ME 6Aoucg Toug Topeic TnG motdtntag {wric Twv WHOQOL-HIV/ STI BREF epwtnuatoloyiwv. Ta gu-
pAHaTa TNG HEAETNG eival ISlaitepa xpriotpa Kat pmopei va a&lomoinbouv amd TIG UTTNPESIECG VYEIAG
OTO MAQIOIO AVTIMETWTIONC KATABATTTIKWY CUUTMTTWHUATWY Kal EANEUUATWY oTnv ToloTnTa (WS
aoBevwv pe oe§ovalikwg petadidopeva voorpata. Qaivetal 6T gival anapaitnto €va oAMOTIKAG
Bewpnong cloTNpa vyeiag pe BepameuTikég mapeuPdoelg 18Ikd oxedlacpéveg yla tn BeATiwon
¢ moldtnNTag (WG Kat TNG CWHATIKAG Kat PUXIKAG LyEiag Tou ev Adyw mAnBucpuo.

Né&eig evpetnpiou: Mowdtnta (wrg, KatdOAWn, WHOQOL-HIV BREF, WHOQOL-STI BREF, xpovia oe-
Eovalikwg petadidodueva voorjuarta.
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chema therapy (ST) is an integrative therapy, which combines elements of cognitive

behavior therapy, attachment theory, object relations theory and emotional-focused

models. Schema therapy is an effective treatment for patients with personality disor-

ders and other chronic psychological disorders. Early Maladaptive Schemas (EMSs) are
a main concept in schema theory referring to self-defeating, core themes or patterns. They de-
velop as a result of traumatic or toxic childhood experiences and the frustration of the core
emotional needs in childhood. To date 18 EMSs have been identified and grouped into five
higher order structures, known as domains. For the evaluation of the EMSs, Young developed a
self-report inventory, the Young Schema Questionnaire (YSQ). There are two forms of the YSQ,
the Young Schema Questionnaire — Long Form 3 (YSQ-L3) a 232-item inventory and the Young
Schema Questionnaire - Short form 3 (YSQ-S3), a 90-item inventory, which is a subset of the
Long form. The aim of this study was to validate the Greek Version of the YSQ-S3. A non-clinical
sample of 1,236 undergraduate students completed the YSQ-S3 and 124 patients with Axis-I,
Axis Il or comorbid diagnosis, completed the YSQ-L3. Moreover, both samples completed the
second part of the Adults Self Report (ASR). Internal consistency reliability, discriminative, con-
vergent and predictive validity were examined. The internal consistency reliability of the sche-
ma factors was satisfactory with a Cronbach'’s alpha coefficient of 0.70 or above, for all factors in
both student’s and clinical sample. The effect sizes were high for most of the scales, regarding
the differences between clinical and non-clinical sample. Emotional Deprivation, Vulnerability
to harm or lliness, Subjugation, Social Isolation/Alienation and Defectiveness/Shame had the
highest effect sizes in the clinical sample and in the non-clinical sample according to whether
they had ever visited a mental health specialist. This may suggest that these EMSs are more sen-
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sitive and useful markers of psychological problems. In addition, patients with Axis Il pathology
scored significantly higher on Emotional Deprivation, Abandonment, Mistrust/Abuse, Social
Isolation/Alienation compared to patients with only Axis | pathology. This finding is consistent
with Schema theory, as these EMSs are associated with earlier in life traumatic experiences and
insecure attachment and lie in the core of personality pathology. YSQ-S3 factors were signif-
icantly correlated with all ASR dimension and linear regression analysis showed that certain
EMSs could predict Depressive and Anxiety problems. In total, the greek version of the YSQ-S3

showed good reliability and validity.

Key words: Early Maladaptive Schema, validity, internal consistency reliability, Young Schema

Questionnaire.

Introduction

Schema therapy (ST) is an integrative therapy,
which combines elements of cognitive behavior
therapy, attachment theory, object relations theory
and emotional-focused models.! Schema therapy
is an effective treatment for patients with person-
ality disorders and other chronic psychological
disorders.® Young’ integrated elements from at-
tachment theory® and elaborated the concept of
schema, shifting from the organizational and infor-
mation processing function of schema,’ to a defini-
tion that emphasizes the developmental origin and
the early onset of schemas. He proposed that Early
Maladaptive Schemas (EMSs) are broad, pervasive,
trait-like, cognitive and emotional self-defeating
patterns, regarding oneself and one’s personal-
ity."1° EMSs develop, as a result of the interaction
between the individual's temperament and ongo-
ing toxic childhood experiences, rather than a sin-
gle traumatic event."'° The frustration of the core
emotional needs (secure attachment, autonomy,
freedom to express needs and emotions, spontane-
ity and play, realistic limits and self-control) results
to EMSs development.'® To date Young et al." have
identified 18 EMSs grouped into five higher order
structures known as domains.

Disconnection and Rejection: Abandonment/Insta-
bility, Mistrust/Abuse, Emotional Deprivation, Defe-
ctiveness/Shame, Social Isolation/Alienation.

Impaired Autonomy and Performance: Dependence/
Incompetence, Vulnerability to Harm or Iliness, En-
meshment/Undeveloped Self, Failure.

Impaired limits: Entitlement/Grandiosity, Insufficient
Self-Control/Self-Discipline.

Other-Directedness: Subjugation, Self-Sacrifice, Appro-
val-Seeking.

Over-Vigilance and Inhibition: Negativity/Pessimism,
Emotional Inhibition, Unrelenting Standards/Hyper-
criticalness, Punitiveness.

For the evaluation of the EMSs, Young developed a
self-report inventory, the Young Schema Questionnaire
(YSQ).

Initially Young'® proposed 16 EMS organized in five
domains. Exploratory Factor Analyses (EFA) revealed
12 of the 16 factors (EMS), in a student sample, 15 of
the 16 factors in a sample of 187 patients and three
domains."

The study was replicated in a larger clinical sam-
ple' of 433 patients and revealed four domains: dis-
connection, impaired autonomy, impaired limits and
over-control.

In order to improve the efficiency of the YSQ,
Young'? developed a short version (Young Schema
Questionnaire-Short Form, YSQ-S) comprised of a
subset of 75 items of the original YSQ. Each YSQ-S
factor was constructed from the five items with
highest loadings on each of the 15 factors emerged
in Schmidt et al'' study; YSQ-L and YSQ-S were sig-
nificantly correlated.'*'”

Several other studies confirmed the factors pro-
posed by Young in different languages and popula-
tions.'*"®

Young et al' proposed three more EMSs (Approval
Seeking, Negativity/Pessimism, Punitiveness), which



222 I.A. MALOGIANNIS et al

resulted to the proposed 18 EMSs grouped in the
five domains as described today. The revised Young
Schema Questionnaire-Long Form 3 (YSQ-L3)*
consists of 232 items and the Young Schema
Questionnaire-Short Form 3, (YSQ-S3),*' consists of
90 items.

The YSQ-L exhibits good internal consistency (av-
erage alpha=0.90)"" with no discernible differences
in the pattern of alpha scores between the YSQ-L
and the YSQ-S."%'>?2 Alpha scores for the YSQ-S
were also high for the different versions and in
different populations.'®?*2* YSQ also revealed ad-
equate to high temporal stability.?

The YSQ has shown good convergent and predic-
tive validity. EMSs have been correlated with sever-
al measures of depression and anxiety' 181924252729
and personality disorders. >33

The discriminative power of the YSQ was good
between patients with Axis-lIl and Axis-I diagnosis,'?
between female patients with eating disorders and
a non-clinical group,’*?*3¢ between depressed pa-
tients and healthy controls®” and between patients
with mood or anxiety disorders comorbid with
Axis-l diagnoses and a student sample.?

The aim of our study was to validate the greek ver-
sion of the YSQ-S3. In this paper we investigate the
internal consistency and the validity of YSQ-S3 in a
clinical and a large student sample. The investiga-
tion of the factor structure (first order and possible
higher order/domains) in the same sample, is also
part of the validation and the related manuscript is
under preparation.®®

Material and method

Participants

The non-clinical sample consisted of 1.236 under-
graduate students (34.5% men and 65.5% women)
with mean age 25.7 years (SD=2.7 years). Most of
the participants lived with their parents (55.2%).
Regarding their marital status 95.9% of them were
single.

The clinical sample consisted of 124 patients
(34,5% men and 65,5% women) with mean age
40.8 years (SD=12.0 years) from the Outpatient
Units of two University Psychiatric Hospitals. From
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these patients 68 (54,8%) presented only Axis-I
diagnosis, 18 (14,5%) presented only Axis-Il diag-
nosis and 38 (30,7%) co-morbid Axis-l and Axis-II
diagnosis.

Measurements

Young Schema Questionnaire-Short Form 3/
YSQ-S3:?' The non-clinical sample completed the
greek version of the YSQ-S3. This is a 90-item self-
report measure to be rated by a 6-point Likert
subscale ranging from "completely untrue" to "de-
scribes me perfectly”.

Young Schema Questionnaire-Long Form
3/YSQ-L3%°

The clinical sample completed the greek version
of the YSQ-L3. This is a 232-item self-report mea-
sure to be rated by the same 6-point Likert subscale.
The subsets of the 90 items, that construct the
YSQ-S3, were extracted to obtain the YSQ-S scores,
in order to conduct the discriminant analysis.

Translation procedure of the YSQ-L3
and YSQ-S3

Upon agreement, two bilingual profession-
als, speakers of Greek (i.e. target) and English (i.e.
source), undertook independent forward transla-
tions into the target language. A reconciled version
of the instrument was developed and a professional
bilingual translator performed a backward transla-
tion of this reconciled version back into the original
language. The back-translation and the original one,
were compared and any discrepancies between
them led to changes to the reconciled translation in
the greek language. An expert committee reviewed
this latest version and gave their feedback. At the
next stage, the questionnaire was administered to
a small group of patients who volunteered to take
part in the cognitive debriefing phase, in order to
assess clarity and comprehension of the question-
naire items. After this feedback, the final greek ver-
sion was produced.

Adults Self Report/ASR*

The ASR is a self-report instrument that consists
of two parts. The first part assesses psychosocial
adaptive functioning. The second part, which
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we used in this study, consists of 123 items. The
questionnaire provides scores for the following
syndrome scales: anxious/depressed, withdrawn,
somatic complaints, thought problems, atten-
tion problems, aggressive behavior, rule-breaking
behavior, and intrusive behavior. Also, provides
scores for the following DSM-oriented scales: de-
pressive problems, anxiety problems, somatic
problems, avoidant personality problems, atten-
tion deficit/ hyperactivity problems (inattention
and hyperactivity/impulsivity subscales), and
antisocial personality problems. Items are rated
on a 3-point scale: 0-Not True, 1-Somewhat or
Sometimes True, 2-Very True or Often True. The in-
strument also includes two scales of internalizing
and externalizing problems. The examination of
the psychometric properties of the ASR in a Greek
normative sample, supported the factor structure
of the original model and justified the internal
consistency of the total scale and sub-scales.*

Statistical analysis

Internal consistency reliability was determined by
calculation of the Cronbach’s a coefficient. Scales
with reliabilities equal to or greater than 0.70, were
considered acceptable.

Discriminative validity was examined, with
the use of the known groups validation design
(Devellis 2003).*' Student’s t-tests were conducted,
in order to explore differences on YSQ-S3 scales
between clinical and non-clinical samples and
also between participants from the non-clinical
sample, according to whether they had ever visit-
ed a mental health specialist. To give an indication
of the aforementioned differences, effect sizes
were also reported. Effect sizes of 0.2-0.5 are con-
sidered small, 0.51-0.81 moderate and over 0.8 is
considered large.

Convergent validity was examined with the cor-
relation coefficients (Pearson’s r) between YSQ-S3
factors and both ASR and DSM-oriented ASR scales.
Correlation coefficient between 0.1 and 0.3 are con-
sidered low, between 0.31 and 0.5 moderate and
over 0.5 high.

To further examine predictive validity, multiple
linear regression analysis was conducted with de-
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pendent the ASR variables presented Depressive
and Anxiety problems, according to DSM-1V, and
independent variables the EMSs, in order to in-
vestigate which of the EMSs had predictive abil-
ity for depression and anxiety. P values reported
are two-tailed. Statistical significant level was
set at .05 and analysis was conducted using SPSS
18.0 and AMOS (SPSS, Chicago, IL, USA) Statistical
Software.

Results

Internal consistency reliability

Cronbach's a of the scales of YSQ-S3 for both
samples are shown in table 1. All the scales exceed-
ed the minimum reliability standard of 0.70 in
both study samples. Cronbach’s alpha ranged
from 0.71 (Punitiveness) to 0.83 (Failure, Emotional
Inhibition) for the sample of students and from 0.86
(Entitlement/Grandiosity) to 0.93 (Emotional depri-
vation, Defectiveness/Shame, Subjugation) for the
clinical sample.

Discriminative validity

Mean scores of the scales of YSQ-S3 for both
samples are shown in table 1. Mean scores of the
scales of YSQ-S3 for the non-clinical sample ac-
cording to the visit to a mental health special-
ist are shown in table 2. Higher scores in all the
YSQ factors except for Unrelenting Standards/
Hypercriticalness Approval-Seeking/Recognition-
Seeking and Entitlement were found in the clinical
sample, showing good discriminative ability. Effect
sizes were high for most of the scales. The highest
effect sizes were found for Emotional Deprivation,
Vulnerability to Harm or lliness, Subjugation, Social
Isolation/Alienation and Defectiveness/ Shame. The
same EMSs had the highest effect sizes in the non-
clinical sample according to the question whether
they had ever visited a specialist. When differences
between patients with only Axis | pathology and
patients with Axis Il pathology were investigated it
was found significantly greater scores on Emotional
Deprivation (p<0.001), Abandonment (p=0.025),
Mistrust/Abuse (p=0.025), Social Isolation/ Alienation
(p<0.001) and total YSQ score (p=0.045) for patients
with Axis Il pathology.
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Table 1. EMS Mean scores and Cronbach’s a of students and clinical samples with effect sizes.

Student’s sample

Clinical sample

Mean Cronbach’s a Mean Cronbach’s a o] Effect
(SD) (SD) size

Emotional deprivation 2.0 (1.0 0.79 3.2 (1.4) 0.93 <0.001 1.22
Abandonment 2.4 (0.9) 0.76 3.1 (1.3) 0.92 <0.001 0.75
Mistrust/Abuse 2.3 (0.9) 0.75 3.1 (1.0) 0.91 <0.001 0.91
Social isolation/Alienation 1.9 (0.9) 0.76 3 (1.5) 0.92 <0.001 1.13
Defectiveness/Shame 1.6 (0.7) 0.79 2.4 (1.1) 0.93 <0.001 1.10
Failure 1.7 (0.7) 0.83 25 (1.3) 0.91 <0.001 1.07
Dependence/Incompetence 1.8 (0.7) 0.73 2.6 (1.2 0.91 <0.001 1.08
Vulnerability to harm or illness 1.8 (0.8) 0.73 29 (1.2) 0.92 <0.001 1.20
Enmeshment/Undeveloped self 1.9 (0.8) 0.73 2.6 (1.2 0.91 <0.001 0.83
Subjugation 1.9 (0.8) 0.75 3 (1.3) 0.93 <0.001 1.20
Self-sacrifice 3.1 (1.0) 0.77 3.4 (1.2 0.92 <0.001 0.37
Emotional inhibition 2.3 (1.0) 0.83 3 (1.2 0.89 <0.001 0.63
Unrelenting standards/ 3.1 (0.9) 0.76 3.2 (1.0) 0.90 0.804 0.02

Hypercriticalness
Entitlement/Grandiosity 2.8 (0.9) 0.74 .6 (0.9) 0.86 0.049 0.19
Insufficient Self-Control/Self- 2.5 (0.9) 0.78 9 (1 0.92 <0.001 0.42

discipline
Approval-Seeking/Recognition- 2.8 (1.0) 0.76 2.9 (1.0 0.91 0.073 0.17

Seeking
Negativity/Pessimism 2.3 (0.9) 0.77 3.2 (1.2 0.92 <0.001 0.90
Punitiveness 2.4 (0.8) 0.71 3.1 (1.0) 0.90 <0.001 0.76

Convergent validity
and Predictive ability

YSQ-S3 factors were significantly correlated with
almost all ASR and DSM-oriented ASR dimensions
indicating good convergent validity. In table 3 are
shown the moderate and high correlation coef-
ficients between YSQ-S3 factors and Depressive
Problems, Anxiety Problems, Avoidant Personality
Problems, Antisocial Personality Problems and
Impulsivity scales of the DSM-IV oriented ASR di-
mensions. Abandonment, Dependence/Incompe-
tence, Subjugation, Negativity/Pessimism were
highly correlated (0.5-0.53) with Depressive
Problems. Abandonment, Vulnerability to Harm
or lliness and Negativity/Pessimism showed the
stronger, although moderate (0.47-0.49) cor-

relation with Anxiety Problems. Social Isolation,
Defectiveness/Shame and Subjugation were high-
ly correlated with Avoidant Personality Problems.
Insufficient Self-Control/Self-Discipline showed
the stronger, although moderate correlation with
Antisocial Personality Problems (0.36) and the
Impulsivity Subscale (0.40).

When multiple linear regression analysis was
conducted with dependent the variables pre-
sented Depressive and Anxiety problems (table 4)
according to DSM-IV and independent variables
the EMSs, it was found that Abandonment, Social
Isolation/Alienation, Defectiveness/Shame, Failure,
Vulnerability to Harm or lliness, Enmeshment/
Undeveloped Self, Subjugation, Self-sacrifice,
Insufficient Self-Control/Self-Discipline, Approval-
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Table 2. EMS Mean scores according to whether they had ever visited a specialist, with effect sizes.

Have you ever visited a specialist and/or

been hospitalized

No Yes
Mean Mean p Effect
(SD) (SD) size

Emotional Deprivation 1.92 (0.89) 2.32 (1.12) <0.001 0.42
Abandonment 2.27 (0.87) 2.67 (1.07) <0.001 0.44
Mistrust Abuse 2.2 (0.84) 2.47 (0.99) <0.001 0.31
Social isolation/Alienation 1.86 (0.77) 2.25 (1.04) <0.001 0.47
Defectiveness/Shame 1.49 (0.63) 1.79 (0.89) <0.001 0.43
Failure 1.65 (0.72) 1.82 (0.81) 0.001 0.23
Dependence/Incompetence 1.7 (0.68) 1.99 (0.85) <0.001 0.40
Vulnerability to harm or illness 1.77 (0.75) 11 (0.9) <0.001 0.43
Enmeshment/Undeveloped self 1.86 (0.78) .14 (0.95) <0.001 0.34
Subjugation 1.87 (0.74) 22 (1.02) <0.001 0.41
Self-Sacrifice 3.05 (1) 14 (1.01) 0.205 0.09
Emotional Inhibition 2.28 (0.99) 25 (1.21) 0.003 0.21
Unrelenting standards/ 3.12 (0.91) 3.21 (1.01) 0.180 0.10

Hypercriticalness

Entitlement/Grandiosity 2.75 (0.85) 2.95 (0.98) 0.001 0.23
Insufficient Self-Control/ 2.51 (0.89) 2.68 (0.92) 0.006 0.19

Self-discipline
Approval-seeking/Recognition- 2.74 (0.94) 2.91 (1.08) 0.011 0.17

seeking

Negativity/Pessimism 2.27 (0.91) 2.63 (1.03) <0.001 0.38
Punitiveness 2.42 (0.81) 2.48 (0.91) 0.264 0.07
Seeking/Recognition-Seeking, Negativity/Pessimism Discussion

and Punitiveness were independently associated
and could predict depression. The amount of vari-
ance of Depressive problems that explained by
the EMSs was 43.1%. Also, linear regression anal-
ysis showed that Abandonment, Defectiveness/
Self-
Sacrifice, Unrelenting Standards/Hypercriticalness,
Entitlement/Grandiosity, Negativity/Pessimism
were predictive for Anxiety problems and the total
variance explained by the EMSs according to ad-

Shame, Vulnerability to Harm or lllness,

justed R2 was 34.8%.

The study examined the internal consistency
and the validity of the Greek YSQ-S3. The inter-
nal consistency reliability of the schema factors in
our study could be considered satisfactory with a
Cronbach’s alpha coefficient of 0.70 or above for all
factors in both samples.

The schema factors discriminated well between
non-clinical and clinical sample. Differences in all
schema factors were statistically significant, ex-
cept for Unrelenting Standards/Hypercriticalness,
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Table 3. Pearson correlation coefficients between YSQ-S3 factors and DSM oriented ASR dimensions.

YsQ Depressive Anxiety Avoidant Antisocial Impulsivity

Problems Problems Personality Personality Subscale
Problems Problems

Emotional Deprivation 0.43 0.43

Abandonment 0.50 0.47 0.42 0.30

Mistrust/Abuse 0.36 0.34 0.41

Social Isolation/Alienation 0.41 0.53 0.30

Defectiveness/Shame 0.48 0.51 0.35

Failure 0.48 0.43

Dependence/Incompetence 0.51 0.32 0.43 0.35 0.30

Vulnerability to harm or illness 0.46 0.48 0.33 0.30 0.30

Enmeshment/Undeveloped self 0.44 0.34 0.38

Subjugation 0.53 0.34 0.5

Emotional Inhibition 0.47

Entitlement/ Grandiosity 0.31 0.32

Insufficient Self-Control/ 0.37 0.36 0.40

Self-discipline
Negativity/Pessimism 0.50 0.49 0.41 0.32
Total YSQ score 0.59 0.48 0.55 0.38

Entitlement and Approval-Seeking/Recognition-
Seeking. This finding is consistent with previous
studies on the discriminative validity of the YSQ.?*?*
Our student population resembles the sample of
these studies; specific characteristics, such as high
competitive, success oriented individuals, and nar-
cissistic features of the new generation could ex-
plain the relatively high mean scores of the afore-
mentioned EMSs.

An interesting finding is that the EMSs Emotional
Deprivation, Vulnerability to Harm or lllness,
Subjugation, Social Isolation/Alienation and Defe-
ctiveness/Shame had the highest effect sizes and
discriminative ability between not only the clini-
cal and non-clinical sample, but also between the
non-clinical participants according to whether
they had ever visited a mental health specialist.
This may suggest that these EMSs are more sen-
sitive and useful markers of psychological prob-
lems. Moreover, the EMSs Emotional Deprivation,

Abandonment, Mistrust/Abuse, Social Isolation/
Alienation had higher scores and better discrimi-
nated patients with comorbid personality diagno-
sis from patients with only Axis | diagnosis. This
finding is consistent with Schema theory, as these
EMSs are associated with earlier in life traumatic
experiences and insecure attachment and lie in
the core of personality pathology.'

The convergent validity analysis indicated that the
18 EMSs showed a reasonable pattern of associations
and theoretically meaningful correlations, according
to the literature between EMS and symptomatol-
ogy, especially depression and anxiety''1819:2425.27-29
or personality problems,?*?°33 as measured by the
DSM-IV oriented subscales of the ASR.

The main strength of our study is the large sam-
ple size.

This study has also several limitations: (1) The
cross-sectional design of the study did not allow
the study of test-retest reliability. (2) The study of
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Table 4. Results from multiple linear regression analyses for Depression and Anxiety problems with independent

the variables presented the 18 EMSs.

Depressive problems

Anxiety problems

B* SE** p B* SE p

Emotional deprivation 0.20 0.15 0.174 -0.15 0.09 0.108
Abandonment 0.78 0.16 <0.001 0.80 0.10 <0.001
Mistrust/Abuse —0.31 0.17 0.064 —0.08 0.10 0.453
Social isolation/Alienation 0.38 0.18 0.034 0.16 0.11 0.160
Defectiveness/Shame 0.52 0.24 0.028 -0.45 0.15 0.002
Failure 0.52 0.22 0.016 0.01 0.13 0.956
Dependence/Incompetence 0.38 0.24 0.109 0.11 0.15 0.437
Vulnerability to harm or illness 0.56 0.18 0.002 0.85 0.12 <0.001
Enmeshment/Undeveloped self 0.38 0.17 0.030 0.12 0.11 0.269
Subjugation 0.73 0.20 <0.001 -0.15 0.12 0.244
Self-Sacrifice 0.25 0.12 0.036 0.29 0.08 <0.001
Emotional Inhibition 0.06 0.12 0.654 0.04 0.08 0.631
Unrelenting Standards/ -0.18 0.15 0.248 0.33 0.10 0.001

Hypercriticalness
Entitlement/Grandiosity -0.19 0.16 0.246 -0.25 0.10 0.014
Insufficient Self-Control/Self- 0.58 0.15 <0.001 0.04 0.09 0.673

discipline
Approval-Seeking/Recognition- -0.31 0.13 0.020 -0.15 0.08 0.083

Seeking

Negativity/Pessimism 0.75 0.18 <0.001 0.65 0.11 <0.001
Punitiveness -0.44 0.15 0.004 -0.09 0.10 0.353

*Regression coefficient; **Standard Error

convergent validity was based on an inventory
(ASR) which assess clinical syndromes in general,
instead of personality traits, as YSQ does. (3) The
clinical sample completed the YSQ-L3, from which
we extracted the items of the YSQ-S3. This process
may have influenced the results due to the group
format of the items of each EMS in the YSQ-L3. (4)
The cross-sectional character of our study did not
allow the estimation of predictive validity in differ-
ent time points. Nevertheless, we can assume that
EMS, as personality traits, exist before the emer-
gence of Anxiety or Depressive problems.

In conclusion, the greek version of the YSQ-S3
showed good internal consistency reliability and
validity.
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Zrafpen g eddnvikngg ékdocng tou Young
Schema Questionnaire-Short Form 3 (YSQ-S3):
A&LOMGTIA EGWTEPIKIIG GUVAMPELAG KAl EYKUPOTNTA

I.LA. Mahoyiavvng,'? Aik. AyyeAi,>® Nt. FTapwvn,'? X. T¢aBapa,* I. Mixémoulog,’
A. MexMiBavidng,' A. Kahavt{n-AZiQy,>, N. Namadnuntpiov’

A" Yuxiatpiki Khvikn, Ayiviteio Noookopeio, latpikri SxoAr, EBviké kai Kamodiotptakd Mavemotriuto ABnvay,
2EMnvikn Etaipsia Oepansiac Sxnudtwy, ABrva,
3Tunua Yuxoloyiac, EOviké kai Kamodiotpiakd Mavemotriuio ABnvav,
*Kévtpo Medetdv Yrnpeowwv Yyeiac, Turua Yyievic, Eménuiodoyiac kai latpikrc STatioTikAC, latpikh SxoAr,
EBvik6 kat Kammobtotplakd Mavemotriuio ABnvay,
*B” WuxiatpikA KAwikn, Attikév Noookoueio, latpikr ZxoAr, EOviké kat Kamodiotpiaké Mavemotruio ABnvayv, ABhva

Wuxiatptkn 2018, 29:220-230

H @epaneia Zxnuatwy gival éva cuvduaoTtikd povTéNo PuxoBepameiag, To Omoi0 EVOWHATWVEL
oTolxeia amd Tn YVWOLaKN CUUTEPLPOPIOTIKN Beparmeia, Tn Bewpia deopov, Tn Bewpia Twv avtl-
KEILEVOTPOTIWV OXECEWV KAl ATIO YOVTENA €0TIAONEVA OTO ouvaioOnua. Epgavifel onuavTtikn
ATTOTEAECHATIKOTNTA OTN Bepameia Twv S1ATAPAXWY TTPOCWTTIKOTNTAC, KABWE Kal AAAWY XPOvIwv
ouvaloONUaATIKWwV SuckoAlwv. KevTpikn evvololoyikr doun Tng Ogpaneiog IXNUATWY anmote AoV
Ta Mpwipa AvoAettoupyikd Zyruata (MAY). Mpdkettal yla auto-NTTWHEVA TTUPNVIKA Bépata A poTti-
a, Ta omoia MPOKUTITOUV WC ATTOTEAECUA PN EKTTARPWONG TTUPNVIKWY CUVAICONUATIKWY AVAYKWY
¢ madIkA¢ nAtkiag. ‘Exouv meptypagei 18 MAY, ta omoia opadomololvtal o€ 5 Katnyopiec. Ta
MAZ a&lohoyouvTal pe 1o Epwtnuatoloylo Ixnudtwy tou Young oTn cUvToun Hop®r Tou [Young
Schema Questionnaire Short form 3 (YSQ-S3)], amoteholpevo amod 90 epwTAOELG, KAl OTNV EKTE-
Tapévn popen tou [Young Schema Questionnaire — Long form 3 (YSQ-L3)], amoteAoUpgvo amod
232 EPWTAOCELG. TKOTIOC TNE TTAPOUOAC £pyaciag ATav n HEAETN TNG alomOTIOC E0WTEPIKNAG OU-
VOXNAG Kal TNG EYKLUPOTNTAG TNG EAANVIKAG ékdoong Tou YSQ-S3. Eva pn KAwvikd Seiypa 1.236 mpo-
TITUXIAKWVY QOITNTWV CUPTAjpwoe to YSQ-S3 kat 124 aoBeveic pe diayvwoelg otov Afova |, otov
A&ova Il § kat otoug SVo, cupmAnpwaoav To YSQ-L3. EmmAéoy, kat Ta Suo Seiypata cupmiipwoav
10 6eUTEPO Pépoc TNS KAipakag Autoavagopdc Evniikwy [Adults Self Report (ASR)]. H alomoTia
NG EOWTEPLKAG CUVOXNE TWV OXNUATWY WG TTAPAYOVTWY NTAV IKAVOTIOINTIKK, UE TOV CUVTENEOTH
Cronbach’s alpha va kupaivetatl amé 0,70 kat dvw yia 6Aoug Toug mapdyovTeg T000 oTo deiypa
Twv ommoudaoTwv 600 Kal 6To KAVIKO Seiypa. Ta peyédn emidpaong ptav uPnAd yia Ti¢ mepLoood-
TEPEC KAipaKeg 6oov apopd otn Siakpion PMeTA&L KAVIKOU Seiypatog kat omouvdaotwy. Ta MAX
YuvaioOnuatiki Xtépnon, Evadwtotnta oe BAABN r AcBévela, Ymotayr, Kowvwviki Amopovwon/
Ano&évwon kat Melove&ia/Ntpom gixav upnAdtepa peyédn emidpaong 10600 oto KAWVIKO Seiypa
000 Kal 010 Seiypa Twv oTmoudacTwy, AvAAoyad E TO av eixav eMOKEPOEl TTOTE KATIOIOV ETTAYYEAUA-
Tia Yuxikng vyeiag. To yeyovog autd mbavwg umodelkvUeL Ta SUYKeKplpéva MAY wg o gvaiodn-
Toug SeikTeg avixveuong Yuxoloylkwyv mpoBAnudtwy. EmmpocOeta, oto KAVIKO Seiypa ol aobe-
veic pe Stayvwon otov Aova ll gixav onpavtikd vpnidtepn Babuoloyia ota MAL ZuvaloOnuatikni
Ytépnon, Eykatalewpn, Kovwviki Amopovwon/Anoéévwon, Kaxumoyia/Kakomoinon og oxéon pe
ToUuG aoBeveig mou gixav Sidyvwon povo otov Aova l. To ebpnua autd gival CUPPWVO e TN Oew-
pia oxnudtwy, kKabw¢ autd ta MAX oxeti(ovtal KUPIWG PE TTPWIKES TPAVUUATIKEG EUTTEIPIEG TNG TTAL-
S1KA¢ NAkiag kat dnpiovpyia avacgalolg Secpol Kal amoteAouv To umdRabpo avamtuéng mabolo-
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yiag mpoowmkéTNTaC. Ot mapdyovteg Tou YSQ-S3 CUOXETIOTNKAV ONUAVTIKA LE ONEC TIC SIAOTACEIG
Tou ASR Kkal n avdAuon ypauuiKAg maAtvépopunong édeiée 0Tt ouykekpiuéva MAY pmopouvoav va
nipoPAéYouv mpoPAruata Ayxoug kat KatdOMyng. ZuvoAikd, n eAAnvikn ekdoxr tou YSQ-S3 €é6¢eiée

KaAn alomoTia Kal EyKupoTnTa.

Né€erg eupeTnpiou: MpwiHo AUGAEITOUPYIKO IXNHA, EYKUPOTNTA, ASIOTMIOTIA ECWTEPIKAC CUVAPELAC,

EpwtnuatoAdyto Ixnudtwv tou Young.
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Mental health and psychosocial factors
in young refugees, immigrants and Greeks:
A retrospective study
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Psychiatriki 2018, 29:231-239

ince 1989, Greece has accepted thousands of economic immigrants and more recently,

since 2010, has been transformed to a host country for refugees mainly from countries at

war. Refugees experience a number of serious traumas, i.e. death of family member or a

close friend, physical, emotional or sexual abuse, and at the same time have to confront
poverty, hostility and racism during and after the settlement in the host country. On the other hand,
economic immigrants have mainly to face adaption difficulties in a host country including racism,
poverty, different culture, bureaucracy. The aim of the current retrospective study was to examine
the differences in psychopathology between immigrants, refugees and natives. We examined dif-
ferences in psychiatric diagnoses and factors influencing their health status between four groups:
(i) 90 files of children whose families referred to the Department of Child and Adolescent Psychiatry
(DeCAP), University of Athens, during 2005-20009, (ii) 216 files of children whose families seek for
help during 2010-2014. Immigrants who referred to the DeCAP during the first period were mainly
economic immigrants, whereas immigrants of the second period were mainly refugees from coun-
tries in conflict. These data were matched with age and sex with 151 files of natives who referred
to the DeCAP during the aforementioned decade: (iii) 72 Greek families who seek for help during
2005-2009, and (iv) 79 Greek families who seek for help during 2010-2014. The Greek comparison
group consisted of children and adolescents whose parents were both Greek. Investigating the dif-
ferences in psychiatric diagnoses (F) and factors influencing health status (Z) between the groups,
young refugees received a greater number of Z compared to Greeks (2010-2014). The proportion
of refugees who had at least two Z was greater than that of immigrants and Greeks 2010-20014.
Regarding the psychiatric diagnoses, Greek sample after 2010 received a greater proportion of psy-
chiatric diagnoses than refugees. These results highlight that refugee families seek for help mainly
not for psychiatric reasons. This could reflect their different needs or their difficulty to have access
in public health services comparing to immigrants and natives.

Key words: Refugees, immigrants, Greeks, children, adolescents, psychopathology.
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Introduction

Migration has been a major issue of concern in
Europe. Since 1989, Greece has been transformed
into a host country for immigrants and refugees,
accepting hundreds of thousand economic immi-
grants coming from Balkans and East Europe. Since
2010, the immigration has increased by a high influx
of refugees from Middle East and Asia.' Given this
change of immigration, from economic immigrants
mainly to refugees, the current study aims to exam-
ine differences in psychopathology in children and
adolescents rimmigrants/refugees before and after
2010. During that time (2009) Greece was consumed
by a socio-economic crisis due to the international
financial crisis.??

Immigration involves a number of stressful events
for youth and their families during the process
of immigration and even after the settlement.*’
Immigrants who deliberately remove to another
country, seeking for a new job, in order to improve
their life, may differ from refugees. Economic immi-
grants have mainly to face their adaption in a host
country including bureaucracy, different culture,
poverty, racism. On the other hand, it is known that
refugees experience serious and multiple traumas.
In addition to these traumatic events, refugees
have to confront poverty, hostility and racism dur-
ing and after the settlement. It has been suggested
that individual, social and family factors have an
impact on well being of unaccompanied minors as
well as on children and adolescents who have im-
migrated with their families. The exposure of chil-
dren and adolescents to violent events is associated
with a range of psychosocial problems in child and
adolescent refugees.®

This study aimed to examine the differences in
psychopathology between the two groups of immi-
grants: (i) those who referred to the Department of
Child and Adolescent Psychiatry (DeCAP), National
& Kapodistrian University of Athens General
Pediatric Hospital of Athens "Agia Sofia" during
2005-2009, and (ii) those who seek for help during
2010-2014. Immigrants who referred to the DeCAP
during the first period were mainly economic immi-
grants,” whereas immigrants of the second period

PSYCHIATRIKI 29 (3), 2018

were mainly refugees from countries in conflict. It
was examined whether the two groups differed in
psychiatric diagnoses and factors influencing their
health status. Additionally, it was examined wheth-
er there were differences between the two groups
(immigrants and refugees) and Greeks (2005-2009
and 2010-2014 groups).

Material and method

The present study was retrospective. Files of 306
out of 1182 immigrants were recruited from the re-
cords of the DeCAP. Ninety (29.4%) and 216 (70.6%)
child and adolescent immigrants came from the
period 2005-2009 and 2010-2014, respectively.
These data were matched for age and sex with 151
files of natives who referred to the clinic during
the aforementioned decade: Seventy two Greek
families who seek for help during 2005-2009
and 79 Greek families who seek for help during
2010-2014. The Greek comparison group consisted
of children and adolescents whose parents were
both Greek.

Measures

Data collected from the patient files included: de-
mographic characteristics (table 1) and psychiatric
diagnosis. For the purposes of this study, two child
psychiatrists independently reviewed the files in or-
der to re-examine and confirm the initial diagnosis,
based on the ICD-10 diagnostic criteria.® The diag-
noses (F-axis which consists of clinical syndromes)
and the factors influencing their health status of
the patients (Z-axis) were grouped in categories
that are presented in tables 2 & 3 of results section.
The total number of F and Z given for each case
were also calculated.

Statistical analysis

Changes of total number of F, Z during two peri-
ods between Greeks and refugees/immigrants were
evaluated using repeated measurements analysis of
variance (ANOVA). The ranks were used in analysis
of variance due to the skewed distribution of the
variables. Estimating equations were used to assess
changes in the categorically defined outcomes be-
tween the two time periods. Chi-square tests and
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Table 1. Sample characteristics.
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Years
Total sample 2005-2009 2010-2014
N (%) N (%) N (%) P

Age

0-5 137 (30.0) 56 (34.6) 81 (27.6) 0.196l
6-12 256 (56.1) 82 (50.6) 174 (59.2)

13-17 63 (13.8) 24 (14.8) 39 (13.3)

Sex

Boys 259 (56.7) 88 (54.3) 171 (58.0) 0.4521i
Girls 198 (43.3) 74 (45.7) 124 (42.0)

Country of origini

Greece 10 (4.5) 7 (12.7) 3 (1.8) 0.021li
Balkans 114 (51.8) 25 (45.5) 89 (53.9)

Eastern Europe 24 (10.9) 6 (10.9) 18 (10.9)

Africa 14 (6.4) 3 (5.5) 11 (6.7)

Middle East 40 (18.2) 7 (127) 33 (20)

Other 18 (8.2) 7 (12.7) 11 (6.7)

Group

Refugees 306 (67.0) 90 (55.6) 216 (73.2) <0.0011l
Greeks 151 (33.0) 72 (44.4) 79 (26.8)

i. concerns only the group of refuges; ii. Pearson’s x? test; iii. Fisher’s exact test

Fisher's exact tests were used for the comparison
of proportions. P-values reported are two-tailed.
Statistical significance was set at 0.05 and analysis
was conducted using STATA 11.0.

Results

A total of 457 participants were analyzed (162 from
2005-2009 and 295 from 2010-2014). Examining
the refugees' country of origin, it was found a statis-
tically significant greater proportion of those being
from Middle East in years 2010-2014 as compared
to years 2005-2009 (see table 1).

Regarding the differences between immigrants
and refugees (table 2), the proportion of refugees
with psychiatric diagnosis (F-axis) was statistically
significant lower than that of immigrants, that is,
42.1% of refugees had no psychiatric diagnosis com-
pared to 30% of immigrants. Refugees (13.9%) had

received statistically significant fewer diagnoses
related to F40-48 (neurotic, stress-related and so-
matoform disorders). When we compared refugees
with Greeks (2010-2014), refugees had received
statistically significant fewer psychiatric diagnoses,
that is, 42.1% of refugees had no psychiatric diag-
nosis compared to 12.7% of Greeks. Greeks (2010-
2014) had statistically significant greater propor-
tion of F80-F82-F85 (specific developmental disor-
ders) and F81 (specific developmental disorders of
scholastic skills) (27.8% and 27.8% respectively) and
showed more comorbidity (F80-F82-F85, 7.6%). The
total number of received psychiatric diagnoses was
greater in Greeks at years 2010-2014.

Regarding the differences between refugees and
immigrants in the Z-axis (table 3), refugees had
statistically significant greater number of Z, that is,
33.8% of refugees did not receive Z compared to
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Table 2. Percentage of participants with psychiatric diagnoses (F axis) for refugees, immigrants and Greeks
according to the two different time periods.

Immigrants Refugees Greeks Greeks
2005-2009 2010-2014 2005-2009 2010-2014

Psychiatric diagnosis F-axis N (%) N (%) N (%) N (%)
None 27 (30.0) 91 (42.1)* 15 (20.8) 10 (12.7)**
Mental retardation F70-79 9 (10.0) 14 (6.5) (5.6) 5 (6.3)
Specific developmental disorders F80, 82, 85 11 (12.2) 18 (8.3)** (12.5) 22 (27.8)
Specific developmental disorders F81 5 (5.6)** 17 (7.9)** 13 (18.1) 22 (27.8)

of scholastic skills
Pervasive developmental disorders F84 2 (2.2) 11 (5.1) 5 (6.9) 4 (5.1)
Behavioural disorders F90, FI1 5 (5.6) 6 (2.8) 2 (2.8) 2 (2.5)
Emotional disorders F92, 93, 94, 98 7 (7.8) 16 (7.4) 11 (15.3) 7 (8.9)
Tic disorders F95 0 (0.0) 0 (0.0) 0 (0.0) 0 (0.0)
Neurotic, stress-related F40-48 21 (28.3) 30 (13.9)* 11 (15.3) 5 (6.3)

and somatoform disorders
Manic episode F30 0 (0.0 2 (0.9 0 (0.0 0 (0.0
Schizophrenia F20 0 (0.0 0 (0.0) 0 (0.0 0 (0.0)
Eating disorders F50 0 (0.0 1 (0.5) 0 (0.0 0 (0.0)
Mild depressive episode F32 3 (3.3) 8 (3.7) 2 (2.8) 2 (2.5)
Mental and behavioural disorders F10 0 (0.0 2 (0.9 0 (0.0 0 (0.0)

due to use of alcohol

F comorbidity

None 78 (86.7) 191 (88.4)** 61 (84.7) 60 (75.9)
Mental retardation F70-79 (1.1) 1 (0.5) 0 (0.0 0 (0.0
Specific developmental disorders F80, 82, 85 (2.2) 4 (1.9)** 4 (5.6) 6 (7.6)
Specific developmental disorders F81 (4.4) 9 4.2 2 (2.8) 3 (3.8)

of scholastic skills
Pervasive developmental disorders F84 1 (1.1) 0 (0.0 0 (0.0 1 (1.3)
Behavioural disorders F90, FI1 0 (0.0 4 (1.9) 1 (1.4) 2 (2.5)
Emotional disorders F92, 93, 94, 98 2 (2.2 3 (1.4) 2 (2.8) 3 (3.8)
Tic disorders F95 1 (1.1) 0 (0.0) 0 (0.0 0 (0.0)
Neurotic, stress-related F40-48 1 (1.1) 4 (1.9) 2 (2.8) 4 (5.1)

and somatoform disorders
Manic episode F30 0 (0.0 0 (0.0) 0 (0.0 0 (0.0)
Schizophrenia F20 0 (0.0) 0 (0.0) 0 (0.0) 0 (0.0)
Eating disorders F50 0 (0.0 0 (0.0 0 (0.0 0 (0.0
Mild depressive episode F32 0 (0.0) 0 (0.0) 0 (0.0) 0 (0.0)
Mental and behavioural disorders F10 0 (0.0) 0 (0.0) 0 (0.0) 0 (0.0)

due to use of alcohol
F total number, median (IQR)

1 (0-1)

1 (0-1)

1 (1-1)

1 (1-1)**

*p-value<0.05 for the comparison between the two time periods for the same group; ** p-value<0.05 for the

comparison between Greeks and refugees for the same time period
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Table 3. Percentage of participants with factors influencing health status and contact with health services (Z axis)
for refugees, immigrants and Greeks according to the two different time periods.

Immigrants Refugees Greeks Greeks
2005-2009 2010-2014  2005-2009 2010-2014
Z-axis N (%) N (%) N (%) N (%)
None 37 (41.1) 73 (33.8)** 37 (51.4) 55 (69.6)
Observation for suspected mental 203.2 2 (2.2 1 (0.5) 0 (0.0) 0 (0.0)
and behavioural disorders
General psychiatric examination, Z04.6 12 (13.3)** 64 (29.6)* 3 4.2 5 (6.3)**
requested by authority
Problems related to education Z55 2 (2.2 2 (0.9 1 (1.4) 0 (0.0)
and literacy
Problems related to housing Z59 0 (0.0) 6 (2.8) 0 (0.0 0 (0.0
and economic circumstances
Problems related to social environment Z60 3 (3.3) 10 (4.6) 0 (0.0 (1.3)
Problems related to negative life events  Z61 4 (4.4) 11 (5.1) 4 (5.6) 2 (2.5)
in childhood
Other problems related to upbringing 262 9 (10) 19 (8.8) 6 (8.3) 4 (5.1)
Problems related to primary support 763 9 (10) 13 (6) 13 (18.1) 9 (11.4)
group, including family circumstances
Problems related to certain psychosocial 764,65 2 (2.2 0 (0.0 0 (0.0 0 (0.0
circumstances
Persons encountering health services Z71 2 (2.2 5 (2.3) 3 4.2 1 (1.3)
for other counseling and medical
advice
Problems relating to lifestyle 772 0 (0.0) (0.5) 0 (0.0 0 (0.0
Family history of mental and behavioural Z81 6 (6.7) 5 (2.3) 5 (6.9 0 (0.0)
disorders
Personal history of malignant neoplasm 785 0 (0.0) (0.5) 0 (0.0 1 (1.3)
Personal history of other diseases 786, 87 2 (2.2 4 (1.9) 0 (0.0) 1 (1.3)
Personal history of risk-factors, Z91 0 (0.0) 1 (0.5) 0 (0.0 0 (0.0
not elsewhere classified
2nd Z
None 58 (64.4) 105 (48.6)* 55 (76.4) 67 (84.8)**
Observation for suspected mental Z203.2 0 (0.0 1 (0.5) 0 (0.0) 0 (0.0)
and behavioural disorders
General psychiatric examination, Z04.6 0 (0.0) 2 (0.9 0 (0.0 0 (0.0
requested by authority
Problems related to education Z55 0 (0.0) 0 (0.0 0 (0.0 0 (0.0)
and literacy
Problems related to housing Z59 5 (5.6) 3 (1.4) 0 (0.0) 0 (0.0)
and economic circumstances
Problems related to social environment 260 1(1.1) 9 (4.2 1 (1.4) 0 (0.0)
Problems related to negative life events  Z61 5 (5.6) 30 (13.9)* 3 (4.2 4 (5.1)**

in childhood

Continues
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Table 3. Percentage of participants with factors influencing health status and contact with health services (Z axis)
for refugees, immigrants and Greeks according to the two different time periods (Continued).

Immigrants Refugees Greeks Greeks
2005-2009 2010-2014 2005-2009 2010-2014
Z-axis N (%) N (%) N (%) N (%)
Other problems related to upbringing 262 12 (13.3) 19 (8.8) 2 (2.8) 0 (0.0)**
Problems related to primary support Z63 6 (6.7) 21 (9.7) 6 (8.3 6 (7.6)
group, including family circumstances
Problems related to certain psychosocial 764,65 1(1.1) 8 (3.7) 0 (0.0) 0 (0.0)
circumstances
Persons encountering health services Z71 1(1.1) 5 (2.3) 1 (1.4) 0 (0.0)
for other counselling and medical
advice
Problems relating to lifestyle Z72 0 (0.0) 2 (0.9 (1.4) 0 (0.0
Family history of mental and behavioural Z81 1(1.1) (8.7) 2 (2.8) 2 (2.5)
disorders
Personal history of malignant neoplasm  Z85 0 (0.0) (0.5) 0 (0.0) 0 (0.0)
Personal history of other diseases 7286, 87 0 (0.0 2 (0.9 (1.4) 0 (0.0)
Personal history of risk —factors, not Z91 0 (0.0) 0.0) 0 (0.0 0 (0.0
elsewhere classified
Z total number, median (IQR) 1 (0-2) 2 (0-3)* 0 (0-1)** 0 (0-1)**

*p-value<0.05 for the comparison between the two time periods for the same group; ** p-value<0.05 for the
comparison between Greeks and refugees for the same time period

41.1% of immigrants. In particular, Z04.6 (general
psychiatric examination, requested by authority)
and Z61 (problems related to negative life events
in childhood) as a second Z were statistically sig-
nificant increased (29.6% and 13.9% respectively)
compared to of those of immigrants (13.3% and
5.6% respectively). When we compare refugees
with Greeks (2010-2014), refugees received more
frequently Z, that is, 33.8% of refugees did not re-
ceive Z compared to 69.6 of Greeks. Additionally,
Z04.6 was statistically higher in refugees compared
to Greeks (29.6% and 6.3% respectively). Moreover,
Z61 and Z62 (other problems related to upbringing)
as second Zs were higher in refugees (13.9% and
8.8% respectively). Refugees received more than
one Z per case compared to immigrants and Greeks.
Comparing immigrants and Greeks (2005-2009), it
was shown that Z04.06 was more frequent in immi-
grants (13.3% and 4.2%) and the total number of Z
was greater in immigrants.

Discussion

This study showed that a significantly greater pro-
portion of refugees who originated from Middle
East referred to the DeCAP during 2010-2014, com-
pared to the previous period. This finding is consis-
tent with the current situation in Greece. According
to the EU border agency Frontex,” in 2010, 9 out of
10 immigrants illegally entered Europe via Greece.
Since 2008, Greece is the main host country for
African and Asian refugee population. A total of
113,844 immigrants entered Greece during 2011,
versus 76,697 during 2010."° According to Hellenic
Police, the statistical data of illegal immigration
2006 to 2014 show a steady influx of illegal immi-
grants 50,000-100,000, whereas there was a signifi-
cant increase in the number of refugees who en-
tered to Greece (i.e. during 2006, 2007, 2011, 2013, a
number of 299, 234, 1522 and 8,517 Syrian refugees
arrived to Greece respectively).”
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The results showed that refugees received a great-
er number of factors influencing health status (Z)
compared to Greeks (2010-2014), and the propor-
tion of refugees who had at least two Z was greater
than immigrants and Greeks (2010-2014). It is com-
mon that refugees are recognized as one of the
most vulnerable groups. They have to face multiple
stressful events, unhealthy environmental condi-
tions and disrupted access to health care.'? It seems
that after 2010, the majority of refugees who have
referred to the DeCAP, seek for help mainly because
of factors that related to health status and their so-
cial environment. On the other hand, it appears that
Greek sample after 2010, receives a greater propor-
tion of psychiatric diagnoses than refugees and this
is consistent with studies that suggest the impact
of economic crisis on child and adolescent mental
health.?

Investigating the differences in psychiatric diag-
noses between the groups, refugees had received
fewer diagnoses related to neurotic, stress-related
and somatoform disorders than immigrants. Pre-
immigration trauma appears as a complex fac-
tor for the post immigration youth mental health,
highlighting the role of collective trauma which
may serve sometimes as a protective factor.”® On
the other hand, young refugees consist a group
which is at risk for stress related difficulties as they
experience trauma, forced migration, and stressors
related to settlement, these difficulties may not be
clinically evident because of their low rate mental
health service access.'” Refugees had also fewer
diagnoses related to specific developmental disor-
ders and specific developmental disorders of scho-
lastic skills in comparison with Greeks (2010-2014).
Additionally, refugees received less frequently diag-
noses related to specific developmental disorders
as comorbidity than Greeks at years 2010-2014.
Mental health problems may be not their priority,
their main concern is to ensure a stable living con-
dition, food and to get a distinct future perspective.
Additionally, their access may be disrupted by the
restrictions in mental health services; refugees ar-
rived to Greece in a period that mental health ser-
vices deal with the negative consequences of eco-
nomic crisis. Consistent to these interpretations are
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finding in Australia; despite multiple access points
for mental health services, young refugees did not
use frequently those services, even though the
prevalence of refugees’ mental health problems
was high."”

In terms of the particular factors influencing
health status (Z-axis), refugees received more often
general psychiatric examination, requested by au-
thority than immigrants and Greeks, whereas immi-
grants were more likely to get the aforementioned
examination than Greeks (2005-2009). It appears
that refugees have mainly access in mental health
services because of their obligatory health exami-
nation process upon their arrival into Greece. Child
and adolescent refugees face more problems re-
lated to negative life events than immigrants and
Greeks. Additionally, the results showed that they
had more problems related to upbringing than
Greeks.

A number of limitations should be taken into con-
sideration. Because of the retrospective study’s de-
sign, we depended on the availability and accuracy
of the medical records. Nevertheless, two child psy-
chiatrists reviewed the files in order to re-examine
the initial diagnoses and maximize the accuracy of
the medical records. The results cannot be gener-
alized since the data derived only from one health
service. Nevertheless, the study was carried out
at the DeCAP that belongs to the main pediatric
hospital of Greece. An additional limitation refers
to the language differences. Refugees who spoke
English (even in an elementary level) communicate
with child psychiatrists. This might lead to fewer
diagnoses, since less information could be elicited.
Interpreters were invited only when parents did
not speak English. Overall, we examined psychi-
atric and psychosocial diagnoses in young immi-
grants and refugees in two time periods for Greece.
Refugees after 2010 seek for help mainly because
of social factors and factors related to their health
status. These results highlight that refugee fami-
lies seek for help not for psychiatric reasons which
could reflect their different needs or their difficulty
to have access in public health services comparing
to immigrants and natives.
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Wuxikn] UyEla Kal PuXOKOIVWVIKOL
TMAPAYOVIEC GE VEQPOUC TIPOGPUYEC,
peravacteg kat ‘EANnvec:
Avadpopikn peférn

K. Tpravtag@uAlov, . OB¢itn, I ZuhoVpn¢, B. MouAAg,
B. Ntpé, N. KoBavn, I. lképtoou, A. AvayvwoTomoulog

Maiboyuxiatpikn KAiviki, leviké Noookopeio Maidwv «H Ayia Zopiax,
latpikn ZxoAn, EBviké kat Kamodiotpiaké Mavemotriuio ABnvav, Abriva

Wuxlatpikn 2018, 29:231-239

ATo 10 1989, n EANGSa €xel SexTel XIMASEC OIKOVOUIKOUG PETAVACTEG, EVW ATt To 2010 €xel yivel
XWpPa umodoxN¢ MPoo@UywV amd XWPEC ol omoie¢ Bpiokovtal o€ Katdotaon moAépou. Ot mpo-
OQUYEC OUXVA Blwvouv Tpaupatikd yeyovota (m.y. 6dvato péAoug TnG OIKOYEVELAG 1) GIAIKOU TTPO-
OWTTOU CWHATIKA, ouvaleOnuatikn 1 ce€ovalikn kKakomoinon) kKat Tautdxpova mpoomabolv va
SlOXEIPIOTOUV TN GTWYELA, TNV EMBOETIKOTNTA 1} TOV pATOIONS KaTd TN Stdpkela Tou Ta&idiou ai-
A& KAl HETA TNV €YKATAOTACH TOUG 0TN Xwpa UTodoXNG. Ad TNV AAAN MMAEUPd, Ol OIKOVOULKOL
METAVAOTEG AVTIHETWTTICOUV KUPIWG TIG ooPapég SuokoAieg mpooapuoynig otn Xwpa uTodoxXNG,
OUUTIEPIANAUBAVOUEVWY TOU PATOLIOHUOU, TNG GTWXELAG, TOU SLAQOPETIKOU TTOAITIOMOU Kal TNG ypa-
@elokpatiag. O 0ToOX0G TNG TAPOVoAC AVASPOULKAG MEAETNG HEOW apXEiwv ATav va SiepeuvnBolv
ol Slapopég otnv Yuyomaboloyia HeTAEY peTAvAOTWY, TPOOPLYWV Kal EANAvwv. E€eTacape Tig
S10¢popEC OTIC YPUXIATPLKES SLayVWOEIG KAl OTOUC TTAPAYOVTEG TTou emnpedlouv TNV KatdoTtaon
NG vyeiag og 4 opddec: (i) 90 pakéAoug MAISIWY HETAVAOTWY TA OToia MapPATméUPOnKav oTnV
Naidoyuxtatpikn KAvikr Tou Mavemotnpiov ABnvwy, Nocokopeio Maidwv «H Ayia Zogia» katd
v mepiodo 2005-20009, (ii) 216 pakéAoug maldlwv MPooPUYwV Ta omoia TpooHABav TNV KAWVIKN
Katd tnv mepiodo 2010-2014. Ta matdtd HETAVAOCTWY TA OTTOIA TAPATTEUPONKAV 0TNV KAIVIKH KATA
NV mpwtn mepiodo (2005-2009) mpoépxovTav KUpPiwg amd OIKOYEVEIEG, Ol OTIOIEC HTAV OIKOVO-
piko{ petavdoTeg, evw ta matdld tng devtepng meptddou (2010-2014) ATav TPOCPUYEG AT XW-
PEC O€ eUMOAeUN Kataotaon. Ta dedopéva autd ouykpiBnkav pe 151 @akéloug maidiwv EAARvwvV
avtioTolxng NALKiag Kat @UAoU, Twv OToiwWV oL Yovei¢ ameuBuvOnkav otnv KAVIKA KaTd TI¢ avTi-
oTtolxeg meplodoug. EidikoTepa, (iii) 72 @akéloug matdiwv EANAvwy mou ameubuvOnkav otnv KAL-
VIKN KaTd TNV mpwtn mepiodo, kal (iv) 79 katd tn devtepn nepiodo. EEeTdlovtag Toug PakéNOUG
TV MASIWV ava@opikd pe T Yuxtatpikég Stayvwoelg (F) Kat Toug mapdyovTeg ol omoiol €mn-
pealouv TNV Katdaotaon TnG vyeiag (Z), ta maidid mpoo@uyeg EAapav peyaluTtepo aplOud Z oe
oUYKplon PE Toug EAANveG Tng meptdédou 2010-2014. H avaloyia Twv mpoo@Uywv mou &ixe AdPel
TOUAAXIoTOV SUO0 Z ATAV OTATIOTIKA ONUAVTIKA LEYAAUTEPN ATIO EKEIVN TWV HETAVACTWV KAl TWV
EANAvVwV (2010-2014). Avag@oplikd Pe TIG Yuxlatpikég dlayvwaoelg, ot EAAnveg (2010-2014) éAaPav
TEPIOOCOTEPEC S1AYVWOEIG CUYKPITIKA UE TOUG TTPOCPUYEG. Ta ATTOTEAECHATA TNG TTAPOUCAG EPEV-
Vag EMONUAivouV TNV 0Tdon Twv MPoo@UYwWV, ol omoiot §gv ameuBuvovTtal OTIC UTTNPEGCIEC KUPI-
WG yla PuxtatplkolG Adyous, urmoypappifovTag TIg S1apOoPETIKEG UTTAPYXOUTEG AVAYKEG TOUG 1 TNV
mOavr) SuokoAia Toug va éxouv TPOGPacn o€ WA UTTNPESIA YUXIKNAG UYEIOG CUYKPITIKA HE TOUG
UETAVAOTEG KAl TOUG YNYEVEIC.

Néerg evpeTnpiou: Mpdopuyeg, petavdoTteg, EAANveg, maidid, épnfot, Yuxomaboloyia.
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Measuring authoritarianism
in a Greek health care setting
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ew studies have investigated the level of authoritarianism in the area of health. Staff with au-

thoritarian personality may put in danger the quality of health services, especially towards stig-

matized groups, such as the mentally ill and HIV positive people or the minority ethnic commu-

nities. Authoritarianism Scale (AS) by P. Heaven, is an instrument focusing on the multi-faced na-
ture of authoritarianism and authoritarian behaviors. The aim of this study is to assess the psychomet-
ric properties of the Greek Authoritarianism Scale (AS) and to explore authoritarian attitudes of people
employed in health services, in Greece. Initially, 600 individuals (health employees and medical stu-
dents) were enrolled and completed AS. Additionally, 33 postgraduate students completed AS twice,
in an interval of 30 days. In order to assess the psychometric properties of AS explanatory factor analy-
sis was performed, which resulted in a 20-items scale and revealed five (5) factors: "Leadership", "Verbal
hostility", "Military way of thinking", "Fear-Suspiciousness", "Achievement Motivation". Cronbach’s al-
pha value overall was satisfactory (0.79), while values for every factor separately ranged from 0.55 to
0.76 showing moderate to satisfactory reliability. AS's test-retest reliability was high: ICC showed high
to excellent agreement of AS total and factor scores between the two time points. Women and older
people were less authoritarian while youngers, students and staff with primary education showed
more authoritarianism. Psychiatric staff presents the lowest AS total score comparing to the other spe-
cialties. Significant differences in all categories of the sample arose in "Achievement Motivation". Greek
version of AS, as evaluated in a Greek health staff sample, revealed interesting differences among par-
ticipated subgroups and had overall satisfactory reliability. The influence of Authoritarianism on the
major issues of our days, such as immigration flows, social and financial crisis, leads to the need of the
existence of reliable measures of its assessment.

Key words: Authoritarianism scale, authoritarian personality, health staff.

Introduction tionalism) and comply with the authorities who en-
force them (authoritarian submission), (b) bring into

"Authoritarian Personality” is a complex and multi-  focus those who do not agree with or violate the
faced syndrome. Authoritarian people tend to: (a) imposed norms and behave hard towards them (au-

comport with imposed conventional rules (conven-  thoritarian aggression), (c) be opposed to compassion
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and idealism (anti-intraception), (d) have superstitious
beliefs and think or act rigidly (superstition and ste-
reotypy), (€) behave in a way which states power and
toughness, (f) be characterized by destructiveness
and cynicism, (g) project their hidden motives or un-
derlying personality characteristics to inferior minor-
ity groups (projectivity).'

Extensive research on authoritarian behavior and
its dimensions, initiated in mid '60s, resulted to the
construction of up to 37 scales, suggesting the variety
of ways in which authoritarianism could be conceptu-
alized.? One of the widely used and validated scales
is the "Revised F Scale" or AS scale (Authoritarianism
Scale) by P. Heaven® (1985), an instrument focusing on
the multi-faced nature of authoritarianism.

Focusing on the area of health, staff with authoritar-
ian personality may put in danger the quality of health
services, especially towards stigmatized groups, such
as the mentally ill and HIV positive people or the mi-
nority ethnic communities. Doctor’s level of authori-
tarianism strongly correlates with their tendency to be
rejective towards mentally ill patients.*> Attitudes like
opposing to social integration, rejection and preju-
dice towards the vulnerable groups should be a sub-
ject of intervention not only during university years
but also as a continuing training of health staff.

We carried out this study in Alexandroupolis, a town
in North Eastern Greece. The aim of the study is to as-
sess AS's psychometric properties in a Greek Health
Care Setting.

Method
Participants

The study consisted of two different samples.

[. The main sample of the study was selected from
the University General Hospital of Alexandroupolis.
On a predefined day, (i) 480 employees on shift in 11
randomly selected sectors of hospital, and (ii) 300 stu-
dents of the Medical School, Democritus University of
Thrace, which is linked to the above hospital, being
present at the hospital, were contacted and informed
about the aim of the study. Response rates were 75.2%
and 79.6% for the health employees and medical stu-
dents respectively, resulting in a sample of 600 people
(361 employees and 239 medical students).
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Il. A second sample was selected among post-
graduate students of "Social Psychiatry" course of the
Democritus University of Thrace used in order to as-
sess test retest reliability. A total of 33 students were
selected and the difference with the above samples
was that the answers were not anonymous. The stu-
dents had to complete again the questionnaire 30
days later so to assess the test retest reliability of AS.
Response rate was 100%.

The study was approved by the Ethical Committee
of the University General Hospital of Alexandroupolis.

Material

Every participant received the following question-
naires:

1. A demographic characteristics form

The form included the following variables: sex, age,
level of education (university, technological, second-
ary, and primary), occupation (doctor, nurse, other
staff, student).

2. The Authoritarianism Scale (AS)

AS is an instrument designed to measure authori-
tarianism. A 20-item short version was yielded from
an originally 35-item scale after its factor structure
had been explored. The validity and reliability of AS
scale have been supported by Heaven? (1985): (I) The
whole scale internal consistency is 0.79, (Il) The total
score, being the sum of each item, ranges from 20 to
100; a higher score is indicative of a higher degree of
authoritarianism, (Ill) The scale revealed four factors:
(@) Dominance/Leadership, (b) Achievement motiva-
tion, (c) Interpersonal conflict, (d) Verbal hostility.

The answers to each item are given on a five point
Likert scale: (1=almost never, 2=seldom, 3=occasion-
ally, 4=often, 5=almost always). Six items are reversely
scored.

For the purposes of the present study the scale was
translated and back translated into Greek. A pilot sur-
vey was also performed indicating that the phrasing
of the items 4, 5, 6, 24, 25, 28, 29, 30 and 31 needed
to be reformatted appropriately in order to be more
understandable and to be answered easier. The re-
sponses to these answers were also rephrased accord-
ingly (1=I totally disagree, 2=probably disagree, 3=oc-
casionally, 4=probably agree, 5=I agree).
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Statistical analysis

Descriptive analysis of the samples was conducted,
using means + SDs for continuous variables and per-
centages for categorical variables.

The internal consistency of AS and its factors was
checked using Cronbach’s alpha reliability coeffi-
cient.

Explanatory factor analysis was applied. Data were
assessed if appropriate for factor analysis by: (a)
means of Pearson’s Correlation, in order to test the
relationship between each item with every other
single item separately, (b) Item-rest Correlation, in or-
der to test the relationship between each item with
the rest of the items, and (c) KMO criterion (Kaiser-
Mayer-Olkin), in order to examine the appropriate-
ness of data for factor analysis. The number of fac-
tors extracted were decided by means of eigenvalue
greater than one (>1) and Screeplot criterion. The
items which loaded less than 0.4 (<0.4) in each factor
were excluded.

Regarding test-retest reliability, correlations of
each item of AS between the 1st and 2nd adminis-
tration were examined using Spearman correlation
coefficient and kappa coefficient. Mean values of
items and of factors and total scores were compared
between 1st and 2nd administration using Wilcoxon
signed-rank test or t-test for paired data respectively.
Correlations of AS total and factor scores between
the 1st and 2nd administration were examined us-
ing Pearson correlation coefficient and Intra-Class
Correlation Coefficient (ICC).

T-tests and ANOVA were used to test for differenc-
es in normally distributed continuous variables be-
tween two or more groups respectively. For multiple
comparisons, Bonferroni correction was applied.

Statistical analysis was carried out using STATA 11.0
statistical package.

Results

Description of the samples

The majority of the main sample (n=600) were
women (64.5%) (table 1). The mean age was 32+11
years, with age distribution being similar for both
sexes (t=1.73, p=0.08). Around 60% of the sample
was university graduates. As far as occupation is con-
cerned, 41% of the sample was students. Analysis
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Table 1. Demographic characteristics of the University
General Hospital sample.

Demographic means+SD N (%)
characteristics (N=600)
Sex
Men 206 35.5
Women 375 64.5
Age (years)
<30 81.9x10.9 297 517
>30 278 48.3
Levels of education
Primary 16 2.7
Secondary 104 17.8
Technological 120 20.5
University 345 59
Occupation
Student 239 40.8
Doctors 76 13.0
Nurses 130 22.2
Other Staff 141 24

of the employee sample indicated that 58 (9.9%)
worked in the psychiatric services.

Mean age of the post graduate students (test-re-
test sample) was 33%13 years, with 90.9% (n=30) of it
being women. All subjects had education more than
12 years, with 78.8% of them being university gradu-
ates. The postgraduate students of "Social Psychiatry”
sample differed to the University General Hospital
sample in sex and educational status, but not in age.

Internal consistency of AS

Using the short form of 20 items and the fac-
tors proposed by the bibliography, only factor 1
("Dominance/Leadership") exceeded the minimum
0.50 for Cronbach’s alpha. Cronbach’s alpha for the
remaining factors ranged from 0.43-0.47, so the short
form of AS showed low reliability to measure authori-
tarian attitudes

Factor analysis

Explanatory factor analysis in the initial complete
form (35 items) was then run. ltems 6, 7, 9, 10, 17, 20,
22,24,29 and 32 were excluded because they had low
[tem-rest Correlation (<0.20). Item 8 was also excluded
because of its very low Pearson’s Correlation almost
with all items (r=0.20 or less).
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Explanatory factor analysis was performed for the
remained 24 items. Using eigenvalues (>1) and Scree
plot criterion (figure 1) solutions with 6, 5, and 4 fac-
tors were checked and the 5 factors solution was fi-
nally selected.

The analysis resulted in a version with 20 items ("AS
20 revised") and 5 factors that explains 51% of the to-
tal variation:

Factor 1: "Leadership".

Factor 2: "Verbal hostility".

Factor 3: "Military way of thinking".
Factor 4: "Fear-Suspiciousness".
Factor 5: "Achievement motivation.

The results of explanatory analysis with each item
loading on its own factor are shown on table 2.

Internal consistency of the revised form
of AS ("AS-20 revised")

Cronbach’s alpha value overall was satisfactory
(0.79), while values for every factor separately ranged
from 0.55 to 0.76 showing moderate to satisfactory
reliability: (a) "Leadership™ 0.76, (b) "Verbal hostil-
ity™: 0.61, (c) "Military way of thinking": 0.60, (d) "Fear-
suspiciousness™ 0.55, (e) "Achievement motivation™
0.61.

Eigenvalue

T T T T T T T T T T T T T
1 3 5 7 9 11 13 15 17 19 21 23 25
Component number

Figure 1. Scree Plot for factor analysis run on the AS
on the 24 items.
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Test-Retest Reliability of the revised form
of AS (AS-20 revised)

Correlations of AS items between the first and sec-
ond administration of the questionnaires ranged from
high to excellent in most occasions (18 in 20 items).
Kappa coefficient was moderate only for 2 items (item
16: kappa coefficient =0.57, and item 31: kappa coeffi-
cient=0.41). Mean item values did not differ statistical-
ly significant between the two time points, except in
item 5, where mean values at 1st time point was statis-
tically significant higher than at the 2nd (3.12+1.58 vs
2.7941.49, t=2.34, p=0.03). Mean values of 2nd factor
scores were statistically significant higher at the 2nd
occasion compared to the first (17.2+2.5 vs 17.8+3.0,
t=2.12, p=0.04). No statistically significant differences
between total and remaining factor scores between
time points were observed.

ICC showed high to excellent agreement of AS total
(0.98) and factor scores (0.86—0.93) between the two-
time points.

AS-20 revised & demographics

Regarding AS overall, women were less authoritar-
ian than men and younger people more authoritarian
than older people. There were statistically significant
differences for AS total score and occupation: stu-
dents were more authoritarian than other staff and
nurses.

Men have higher scores in "Leadership", "Verbal hos-
tility" & "Achievement motivation" than women.

Younger participants (<30) present higher scores in
"Leadership" and in "Achievement motivation" than
older ones.

Participants with university education had higher
scores in "Achievement motivation" and primary edu-
cated had higher scores in "Military way of thinking"
and "Fear-Suspiciousness".

Students and doctors have higher scores in
"Leadership" and "Achievement motivation" than the
other groups, while doctors present the lower score in
"Fear-suspiciousness” (table 3).

Regarding the year of studies in Medical School:
there are significant differences in "Military" scores
between students of 1st year and students of 6th year
(mean score=8.9+3.1 and mean score=7.6+2.6 respec-
tively, p=0.009).
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Table 2. Explanatory analysis with each item loading on its own factor.

AS ltem Factor 1 Factor 2 Factor 3 Factor 4 Factor 5
1 0.73
2 0.66
3 0.67
4 0.81
5 0.62
11 0.66
15 0.45
16 0.47
18 0.73
19 0.71
21 0.58
23 0.79
25 0.81
26 0.60
27 0.42
28 0.81
30 0.45
31 0.66
33 0.75
34 0.69

Psychiatric stuff presents the lowest AS total score
comparing with the other specialties (t=3.19, p=0.002).

Discussion

The dimensions of authoritarianism, derived by
a population related to health services and health
studying, consist of five factors yielded by explana-
tory factor analysis: "Leadership”, "Verbal hostil-
ity", "Military way of thinking", "Fear-Suspiciousness"
and "Achievement motivation". These dimensions
are consistent with the conceptual definition of the
scale and with the multi-faced authoritarianism syn-
drome as well. Therefore, it could be considered that
there are strong indications of satisfactory structural
validity of the scale.

Regarding some differences in the number and
structure of factors revealed between the original
and the present study, possible explanations may be
attributed to: (a) the different social-cultural condi-
tions between the Australian and Greek population,
affecting some forms of behavioural expressions, (b)
the distance in decades which might has influenced
certain attitudes, (c) the difference in main samples
(random sample of 224 residents in original Heaven's
paper,® 600 employees in health area and students
in the present study).

According to: (a) Cronbach’s alpha value of total AS
and of each factor separately, and (b) Test-retest reli-
ability, the revised 20-item short form of AS showed
moderate to excellent reliability.
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Table 3. AS-20 revised and demographic characteristics.

Sex Age
Men Women t, p <30 >30 t, p
(N=206) (N=375) (N=297) (N=278)
AS Total 60.3+9.7 57.7+9.4 t=3.41 60.0+9.8 57.0+9.2 t=3.68
p=0.001 p<0.001
F1 25.4+5.0 23.9+5.2 t=3.13, 25.1+54 23.7+49 t=3.2
p=0.002 p=0.001
F2 11.1+£3.0 10.5+2.9 t=2.34 10.7+3.1 10.6+2.9 t=0.45
p=0.02 p=0.66
F3 8.4+3.0 8.0x2.7 t=1.54 8.3x2.9 8.0x2.8 t=0.93
p=0.12 p=0.35
F4 4.4+1.9 45+1.7 t=1.05 4.4+17 4.6+1.8 t=1.13
p=0.30 p=0.26
F5 11.1x25 10.5+2.6 t=2.68 11.4x23 10.0+2.6 t=7.0
p=0.008 p<0.001
Education Occupation
Univers. Technol. Secondar. Primary F, p Doctor Nurse Student Other F,p
(N=345) (N=104) (N=120) (N=16) (N=76) (N=130) (N=239) Staff
(N=141)
AS  57.1x9.7 56.9+9.1 57.4+8.9 55.8+11.2 F=0.01 58.0+9.8 57.3+8.8 60.7+9.8 56.4+9.5 F=6.89
Total p=0.9995 (*) (*)(**) (**) P<0.001

F1 242+52 23.9+4.8 23.2+5.0 20.5+x59 F=2.55 24.6+5. 23.8+4.9 25.5+53 23.0+4.9 F=7.86

p=0.06 (*) (*)(**) (**) p<0.001
F2 10.3+3.3 10.8x2.3 10.6+2.8 99+4.1 F=0.77 10.5%x3.5 10.8+25 10.8+x3.1 10.4*x2.9 F=0.69
p=0.51 p=0.56

F3  75+29 7.8+25 85+26 106+3.1 F=754 76+3.0 82x26 82+x29 83+28 F=1.15
*) (*) *) (*)  p<0.001 p=0.33

F4  40%17 47+17 48x18 55+23 F=515 4.0%17 47x17 44x17 47x19 F=370
%) *) (**)  p=0.002  (*)(**) *) (**)  p=0.001

F5  10.8+2.6 9.9+25 97+25 99%x22 F=4.05 11.1x24 97+24 11.6+x22 9.9x27 F=24.8
*) *) p=0.008 **) (*)*%) *) (*)(**)  p<0.001

F1=Leadership, F2=Verbal Hostility, F3=Military Way of Thinking, F4=Fear-Suspiciousness, F5=Achievement
Motivation
(*), (**)=p<0.05 with Bonferroni Correction

In our study we found that AS-20 revised scale confirms the social stereotype according to which
shows the highest total scores in men, younger ones men have to defend strongly their beliefs and to
and students. Women are presented less likely than be committed to their targets but it is not consis-
men to hold authoritarian attitudes. This finding tent with a major part of psychological bibliography.
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According to psychological studies authoritarianism
is often found of wide extend among women who
experience more psychological pressure associated
with gender inequality.5’

Students and young people found to be more
authoritarian than other subgroups of occupation
and of older people as well. According to sociolo-
gists, the process of growing older drives people
to adopt traditional lifestyles, specifically, getting
married and having children, and thus may lead to
more traditional and authoritarian attitudes. This is
not in accordance with our finding regarding age.
Generally, the youngest adults present the lowest
levels of attitude stability and this is apparent in
our study; regarding the year of studies in Medical
School, 1st year students have a significant differ-
ence in "Military way of thinking" scores compar-
ing to the students of 6th year: the latter subgroup
presented lower authoritarianism. This vulnerable
tendency to authoritarianism may be susceptible to
education and opposite interventions.® Here it must
be said that 79% of those aged <30 were students.
So, it is not clear whether the statistically significant
differences which were found could be attributed to
the profession per se or to the age.

Primary educated participants scored higher in
"Military way of thinking" & "Fear-Suspiciousness"
than the other subgroups, while the "other staff"
scored higher in "Fear-suspiciousness". The "other
staff" is the only category of employment which in-
cludes people with compulsory education. The fac-
tors "Fear-suspiciousness" and "Military way of think-
ing" refer to the prejudice and superstition which are
the main features of the "authoritarian personality
syndrome". Perhaps the most widely accepted and
recurrent finding in this area is the relationship be-
tween low educational level and authoritarianism.
Higher education makes people more open-minded
and less conservative by exposing them to new ideas
and information and by forcing them to interact with
diverse individuals.>™""

Significant differences in all categories of the sam-
ple arose in "Achievement Motivation™: men, young-
er, university educated and students had higher
scores than the other subgroups. Achievement
motivation can be defined as “the attainment for
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success or the avoidance of failure”.'? Perhaps doc-
tors and medical students could not cope with so
many years of study and training without "motiva-
tion" and could not survive the tough competition

without "achievement".'?

Psychiatric staff presents the lowest AS total score
comparing to the other specialties. The mental
health professionals, who participated in this study,
work in a Social Psychiatry network. Their way of
working focused on patient’s needs and staff’s par-
ticipation in activities to improve community at-
titudes possibly release them from prejudices and
fears and reinforce them to adopt less authoritarian
attitudes.

The subgroups of this study scored differently in the
various dimensions of authoritarianism. None of them
had statistically significant higher scores in all factors
comparing to the other groups. It is possible that the
authoritarianism which a group expresses is not iden-
tical to the authoritarianism of a different group, be-
cause of the large number of authoritarianism dimen-
sions.

The influence of Authoritarianism on the major is-
sues of our days, such as immigration flows, social and
financial crisis, leads to the need of the existence of
reliable measures of its assessment.

The present study has some limitations: (a) the
sample is not representative of a hospital’s staff due
to the fact that the sample collection was not strati-
fied, (b) there is not any other Greek valid measure
which could be used as a "gold standard", c) predic-
tors like social economic and religious factors were
not included.

Conclusions

In the present study, (a) the psychometric proper-
ties of AS were assessed, and (b) the authoritarian
attitudes of a Greek sample, comprising staff occu-
pied in a University General Hospital and medical
students, were recorded using the aforementioned
scale. This Greek version of AS (AS-20 revised scale),
showed satisfactory reliability properties overall but
further research and refining is needed in order to
assess its psychometric properties in the general
population.
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Métpnoen ¢ autapxikotnrag
GE TIPOGWITIKO vyeilag ctnv €Adada

Ak. ApBavitn, M. Asifaditng, E. Kahapdapa,
©. BopPoAdkog, A. Zepvtdpn, M. Zapakoupn

Mavemotnuiakn Yuyiatpikny KAvikn, latpikn ZxoAn, Anuokpiteio MNavemotriuio Opdkng, Opdkn

Wuylatpikn 2018, 29:240-248

ENaxloTeg peNéTeg otn S1ebvn BiBAloypagia éxouv aoxoAnBei pe To B€pa TG AUTAPXIKOTNTAG OTOV
XWPO TNG LYEIAC. To TPOOWTTIKO E AUTAPXIKN TTPOCWITIKOTNTA UmopEi va B€ael o€ kKivuvo Tnv ToLo-
TNTA TWV UTTNPECIWV LYEIAG — 18iw¢ TTPOC TIG OTIYUATIONEVEG OPASEC, OTTWG gival ol PuxIKA aoBeVEi,
ol opoBeTikoi otov 16 HIV aoBeveic 1] ol ekeivol TOU avriikouv o€ €éOVOTIKEG HElOVOTNTEG. H KAipaka
avtapxlkdétntag AS (Authoritarianism Scale by P. Heaven) gival éva epyaleio mou €MIKEVIPWVETAL
oTNV MOAUTIAELPN PUON TNG AUTAPXIKOTNTAG KAl TWV AUTAPXIKWY CUMITEPLPOPWV. ZKOTIOC TNG TTAPOU-
00 MENETNG €ival N a&loAoynon TwV YUXOUETPIKWY ISIOTATWY TNG AS Kat n Slepelivnon Twv autapyl-
KWV OTACEWY TWV ATOUWV TIOU AacX0AOUVTAL GTOV TOMEN TWV UTTNPECIWV UYEINS KAl TWV QOITNTWV
latplkng otnv EANGSa. Apxikd, 600 dtopa (361 uyelovopikoi uTTAAANAOL Kat 239 QOITNTEC LOTPIKAC)
ouumAfpwoav tnv AS. EmmAéoy, 33 petamtuxiakoi goltntég oAokAnpwoav tnv AS dUo @opég oe
Sidotnua 30 nuepwv. Mpokelpévou va eKTIUNOOUV Ol YUXOUETPLKEG I81OTNTEG TNG KAipakag AS &i-
evepynOnke SlepeuvnTIK TapayovTiK avaluon n omoia odrynoe o€ pia KAipaka 20 epwTHoEWV-
Bepatwy kal avédele mévte (5) mapdyovteg: «Hyeaiay, «AEKTIKN EMBETIKOTNTAY, «ZTPATIWTIKOG TPO-
oG OKEWNGY, «DOB0G - Kaxumowiar, «Emiteuén Kiviitpou - ZtoxompooiAwan». O SeikTng EOCWTEPIKAG
ouvoyxni¢ Cronbach alpha kupdavOnke amo 0,55 ¢wg 0,79 yia Toug mévTe mMapdyovTteg TG AS Kal yla Tn
OUVOAIKA KAlHaKa. Z0p@wva pe Tn uébodo e€étaonc-emavelétaonc (Test-Retest) n AS gixe moAU ka-
A a&lomotia otov emavaAnmtikd EAeyxo. Ot yuvaikeg Kal ol NAIKIwHEVOL ATAV AlYOTEPO AUTAPXIKOI,
EVW O1 VEOTEPOL, O1 POLTNTEG KAL TO TIPOOWTTIKO PE UTTOXPEWTIKN eKTTaiSeUON p@AviCav peyaluTepn
TAON Yl AUTAPXIKOTNTA. TO PUXIATPIKO TTIPOOWTTLIKO EiXE TIG MIKPOTEPEG BaBuoloyieg oTnv KAipaka
QUTOPXIKOTNTAG OE OXEON HE TO TTPOOWTTIKO AANWV E18IKOTATWV. O mapdyovTtag Tng AS yla Tov omoio
mapATNEAONKAV OTATIOTIKA ONUAVTIKA S1aQOopEC ETAEY OAWV TwV uTToOUASWV Eival 0 TTapAayovTag
«Emiteuén kiviitpou - ZtoxompoonAwaon». H eAAnvikf ékdoon Tng AS, 0mwc ekTIuRONnKe o€ Seiypa eN-
ANVIKOU UYEIOVOUIKOU TIPOCWTTIKOU, AmoKAAUYPE evOlagEépouoe S1apopég PeTAEY TWV CUMPETEXOU-
OWV UTTOOMAdWV Kal €iXe CUVOAIKA LKAVOTIOINTIKA a&lomoTia. H emppor Tng autapxIkdTNTaG Ot
peydAa {nTAMATA TNG ETTOXAG LG, OTTWG Ol LETAVAOTEUTIKEG POECG, N KOWVWVIKI KAl OIKOVOUIKN Kpion,
oényei otnv avaykn umapénc adlémotwy PéTpwv afloAdynong tnc.

Néerg evpeTnpiou: KAipaka autapxIKOTNTAS, AUTAPXIKH TIPOCWTIIKOTNTA, TTPOOWTTIKO UYEIAC.
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he use of diagnostic manuals in psychiatry is generally necessitated by the lack of tests that

would corroborate psychiatric diagnosis. Criticism towards the today prevailing DSM-ICD
diagnosis traditionally regards among others such problems as hyponarrativity, biologism,

“death of phenomenology”, and a questionably valid over-fragmentation of diagnosis. Lately,

and especially after the appearance of the 5th edition of DSM (2013), criticism focuses at such issues
as lack of validity, having failed to adopt a dimensional model, not adequately relying on genetics
and neurobiology, and impeding, rather than facilitating, research into the etiology of mental disor-
ders, the DSM becoming an “epistemic prison”. The former problems seem to derive from the fact that
the operationalist criteria are often uncritically adopted as the ultimate authority in diagnosis, instead
of being merely guides, as intended originally and explicitely; the latter problems have been made
more evident since the emergence of the American RDoC research initiative, which not only points
to an alternative, more valid classification of mental disorders, but also aspires to signal a move of
psychiatry towards precision medicine, having as its main dogma that mental disorders are disorders
of brain circuits, which are expressed as complex syndromes. In this paper, the historical and epis-
temological context of the emergence of DSM is examined; its achievement in terms of diagnostic
reliability as well as clinical utility is not negligible, especially taken into consideration the climate of
virtual diagnostic arbitrariness which characterized the (American) psychiatry before 1980, with obvi-
ous consequences for the authority of the specialty. Then, the potential of the new era of genetics,
neurobiology and analysis of the "big data" for generating a novel approach to psychiatric diagnosis
and classification is put into consideration, while it remains unknown in what way the findings of RDoC
could lead and be translated into a new classification system. Moreover, the particularity of the psy-
chiatric object, the clinical significance of the categorical approach to diagnosis, as well as the need
for a “irreducible psychological level of explanation” are discussed. In our view, today, the DSM-ICD
diagnosis lies between two different and potentially opposing demands and tendencies: on the one
hand, the demand for the individual, subjective and phenomenological particularity of the mentally
ill to be taken into consideration (a demand that sometimes underestimates the need for clinical com-
munication); on the other hand, the (largely future) vision for more and more analysis of biological
data in the name of a yet to be clarified personalized therapy (the very notion of diagnosis becoming
potentially redundant). Finally, considering the particularity of the psychiatric object, we conclude that
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the DSM-ICD approach, with its categorical diagnoses and its descriptive operational criteria, despite
its inherent imperfections and inadequacies, continues to have a place in psychiatry as an essential
bridge/interface between clinic and research data, as a common clinical language, and as an epistemic
hub; and that prerequisites for diagnostic validity should be sought both in the cells of RDoC and in
those theoretical approaches which examine human subjectivity as such, included phenomenology

and psychoanalysis.

Key words: Diagnosis, DSM, categorical, big data, phenomenology, subjectivity.

Psychiatry’s reliance on diagnostic manuals places
it in a unique position among medical specialties and
stems from the absence of useful diagnostic tests.!
DSM and chapter V of the ICD are the prevailing di-
agnostic classifications today and, despite individual
differences, share a common philosophy and charac-
ter.? Here, the focus will be on the former classifica-
tion, because its latest edition (DSM-5) is the most
recent, and is the one that has provoked the greatest
controversy. However, the discussion presented here
may also of interest in view of the oncoming 11th re-
vision of the ICD.

1. DSM-III and the need for communication

Common to all DSM editions is a categorical char-
acter of diagnosis: the various disorders are more or
less distinct clinical syndromes which can be em-
pirically described. However, it was the third edition
(1980) of the manual that revolutionized psychiatric
diagnosis both in America and internationally. DSM-
Il (@s well as its successors) differed from its prede-
cessors mainly in two ways: first, it was a-theoritical
as regards the etiology of the disorders (especially
avoiding the psychoanalytical etiological hypoth-
eses which informed much of DSM-I and Il) and, sec-
ond, diagnoses did not rely on general, albeit repre-
sentative, descriptions of clinical syndromes, but on
clear diagnostic criteria.?

If DSM-I was a response to post-war statistical
needs, DSM-IIl was born of the need for diagnostic
reliability, that is the need for a common diagnostic
language, which would be understood and used by
everyone, in clinical practice, in medical education,
in research and in epidemiology; in short, it was
born of the need for communication. At the same
time, DSM-IIl had the explicit goal to conform to the
principles of evidence-based medicine, which at the

time was still a movement in its first steps. It should
be reminded that, according to its explicit goals, the
evidence-based medical model “de-emphasizes in-
tuition, unsystematic clinical experience, and patho-
physiologic rationale as sufficient grounds for clini-
cal decision making and stresses the examination of
evidence from clinical research”.*

During the 1970s American psychiatry was un-
dergoing a serious “crisis of legitimization”, which
is reflected in the rise of the anti-psychiatric move-
ment.” Studies conducted at that time showed that
American psychiatrists not only tended to diagnose
schizophrenia more easily than their British col-
leagues,® but that they could also not distinguish
diagnostically pseudo-patients from schizophrenic
patients.” The unreliability of American psychiatry
is generally attributed to the complete domination
of post-war psychiatry by (the American version of)
psychoanalysis, as well as Adolf Mayer’s biopsycho-
social model, which resulted to a limited interest in
accurate diagnosis and nosology among psychia-
trists.®? It should be noted that nothing of the kind
ever took place in European psychiatry.

The new diagnostic manual would eventually ap-
pear in 1980, and its emphasis would be on descrip-
tion, the givens of observation and reliability. At the
same time, and under the influence of the neopositiv-
ist philosophy of science, it would render psychiatric
diagnosis operationalist.'®'" DSM-IIl succeeded com-
pletely in restoring the authority of psychiatry as a
medical specialty. Similarly, it achieved the goal of reli-
ability, of a common language and of communication
between clinicians. During the last 37 years, DSM has
been an invaluably useful tool: its diagnostic catego-
ries facilitate diagnosis, clinical decisions, research on
the treatment of mental disorders, medical training,
epidemiology, as well as the evaluation of such mat-
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ters as treatment efficacy, clinical course, remission,
relapse and prognosis of mental disorders.'* At the
same time, DSM has received extensive criticism, the
most salient points of which | will try to summarize.

2. Death of phenomenology, hyponarrativity
and clinical prototypes

The intention of the architects of DSM-III (and the
following editions) was to create a set of diagnos-
tic criteria which would be merely “guides” to clini-
cal diagnosis, which in any case is based on “clinical
judgement” and requires “clinical training and expe-
rience”.>'>'* Nevertheless, what actually happened,
in the words of Nancy Andreasen, a distinguished
member of the DSM-III task force, is that, after 1980,
DSM *“was universally and uncritically accepted as
the ultimate authority in psychopathology and diag-
nosis”® and its descriptions ended up being used, not
as abstractions, but as descriptions complete and
sufficient in themselves. This resulted, among other
things, in what Andreasen diagnosed as “the death
of phenomenology” in America: research in psycho-
pathology “is a dying (or dead) enterprise”, medical
students are taught a poor version of the clinical pic-
ture, and psychiatric history taking is limited to a dry
checking of symptoms and signs.®

Besides that, many commentators accuse DSM
of what they call “hyponarrativity”. The term was
coined in 2006 by psychiatrist John Z. Sadler, and
means that, for the manual, signs and symptoms of
a mental disorder can be assessed empirically and in-
dependently of the subjective experience of the pa-
tient, of the circumstances of his life, and of the per-
sonal meaning the patient ascribes to them as well
as to his symptoms.”® With the publication of DSM-5
in 2013, the discussion about hyponarrativity was ex-
acerbated, as the manual’s new edition was accused
(exaggeratedly, in my opinion) that, by removing the
bereavement exclusion from the diagnosis of major
depression, it virtually abolishes the fundamental
distinction between mourning and depression.'*™®

Finally, a further criticism is that the DSM poly-
thetic diagnostic criteria differ greatly from the way
a clinician actually thinks when making a diagnosis:
in reality, diagnosis as a mental process consists not
in checking symptoms in a list, but in comparing be-
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tween the particular case which is being examined
and clinical prototypes, that is representative ex-
emplars in the sense of Gestalt, which are invariably
formed and acquired mentally and enriched contin-
ually with growing experience.'”? In this sense, and
-I would say- fortunately, the way we diagnose in
practice is never so “hyponarrative” as the DSM oper-
ationalism would have us believe. Nevertheless, the
“loss of subjectivity and interpersonal context” of
the patient (with which Castiglioni & Laudisa charge
DSM) is not only a, so to speak, side-effect of opera-
tionalist diagnosis, but bears upon the philosophy
evidence-based itself, to the extent that it considers
the patient’s subjectivity as “a disturbance factor to
be eliminated in order to purify scientific analysis of

mental disorders”.'®

3. Reliability and validity.
Categorical and dimensional diagnosis

It has been said that the major weakness of DSM
is its lack of validity.?’ To begin with, we ought to
acknowledge that many DSM categories do display
some construct validity.? It is nevertheless a fact
that, as Allen Frances, architect of the DSM-IV, has re-
marked, “the DSM is necessarily more about forging
a common language than finding a truth” (quoted in
Haslam 2013).%

No-one denies that diagnostic reliability is of
paramount importance, at least to clinical practice.
Reliability does not guarantee validity; nevertheless,
reliability is a pre-condition for validity.>* Moreover,
as Jeffrey Bedrick points out, “any diagnostic system
has to abstract away the particular experiences of
patients and form idealizations if its goal is to de-
velop a shared framework for understanding and
treating the individuals encountering the same con-
dition”.”? Any diagnostic system thus aims to form a
common conception of psychopathology, to func-
tion as a common means of communication and, be
accepted by clinicians and researchers of varying
theoretical orientations.? These goals are probably
more likely to be achieved with diagnostic criteria
which are clear and operationalist.? Finally, categori-
cal diagnoses may be uncertain in terms of validity,
but still be clinically useful.'?
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Despite all that, it is still a fact that the clearly de-
scriptive and atheoretical approach of DSM had a
number of side-effects: splitting of diagnosis, ques-
tionable grouping of disorders, proliferation of diag-
nostic categories, emergence of diagnoses of doubt-
ful validity,®* inflation of the vexing problem of
comorbidity.? Even more importantly, it was proved
that the consensual neo-Kraepelinian descriptions of
syndromes not only failed to serve as an adequate
basis for etiological research, but to a great extent
they also became an unintended “epistemic prison”
for clinical and translational researchers.?

Relevant to this subject is the trade-off between
categorical and dimensional diagnosis. Although to-
day most psychiatrists would generally agree on the
usefulness of a dimensional model, there is much
less agreement on exactly which dimensions should
be used in diagnosis.?® DSM-5 (much like DSM-IV),
while acknowledging the (theoretical) necessity of
a dimensional diagnosis, eventually retained its cat-
egorical character, since the proposal of alternative
dimensional definitions was eventually considered
to be “immature scientifically”,'* even in the domain

of personality disorders.?

4. The RDoC as an alternative
research paradigm

As a consequence of the above developments,
the American NIMH prioritizes research which is
not based on DSM diagnostic criteria. This rationale
that justifies this policy is that “diagnostic categories
based on clinical consensus fail to align with find-
ings emerging from clinical neuroscience and genet-
ics”?” Holding as a fundamental tenet that “mental
illnesses are brain disorders expressed as complex
cognitive, emotional, and social behavioral syn-
dromes”,® the NIMH has since 2010 adopted the
Research Domain Criteria (RDoC) initiative as its re-
search framework. At present, “RDoC is not a diag-
nostic system, it's merely a framework for organiz-
ing research”;? its explicit goal is, however, “to ulti-
mately provide a framework for classification based
on empirical data from genetics and neuroscience”.?’
According to its initiators, the primary focus for RDoC
is on neural circuitry, with levels of analysis progress-
ing in one of two directions: upwards from measures
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of circuitry function to clinically relevant variation,
or downwards to the genetic and molecular/cellular
factors that ultimately influence such function.?’

It is more than obvious that RDoC, over which
there is considerable enthusiasm, focus on biology
and observable behavior to a degree unthinkable
for DSM, which has been traditionally accused of
biologism, behaviorism or even a “decisive denial of
the psychic reality” of the patient.?> The vision of the
architects of RDoC is clearly that, in the near future,
psychiatry will not treat clinical syndromes, but char-
acteristics or traits of individual patients identified
through data mining across genomic, physiologic,
imaging, and clinical levels;* a vision which most
probably relegates to limbo the, very real in the view
of many psychiatrists, need for an “irreducible psy-
chological level of explanation”.>° Of course, no-one
knows today in which way the RDoC findings will be
able to lead and translate into a new classification
system. Despite and beyond this uncertainty, RDoC
seems to mark or to promise a shift of psychiatry to-

wards the socalled “precision medicine”.?

5. Precision psychiatry and the potential
bypass of diagnosis

There is a partial overlap between the terms “pre-
cision medicine”, “personalized medicine” and “sys-
tems medicine”, all of which fall under the umbrella
of what is called “big data approach”. All these ap-
proaches generally try to identify statistical geno-
type-phenotype associations using large datasets
and drawing on omics-based technologies, such as
proteomics and metabolomics. They focus on the
use of information technologies in medicine without
depending on a detailed understanding of biologi-
cal mechanisms.?'3? This approach has been consid-
ered to be analogous to Amazon'’s recommendation
engine, which utilizes a huge database of past pur-
chasing behavior to predict which items individuals
might want to purchase in the future.”’

It seems that this approach, being a top-down
modelling, considers the human body more or
less as a “black box”, the knowledge of the inter-
nal workings of which is rendered abundant vis-a-
vis the information derived by big data analysis.*'
Such a neglect of the mechanical science of Galileo
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and Harvey is a development of considerable im-
portance not only for medicine but also for the
philosophy of science in general. We may be head-
ing towards a totally different conception or even a
complete bypass of what we traditionally call “diag-
nosis”.333* Of course, the vision of precision medi-
cine largely remains a future one. In oncology, how-
ever, clinical decisions already rely, at least partly,
on computer algorithms.*

6. DSM as an essential bridge/hub
between opposing approaches

As | see it, the landscape concerning psychiatric di-
agnosis today is roughly the following:

On the one hand, there is the requirement for a
diagnosis which takes into consideration as much
as possible the individual, subjective and phenom-
enological particularity of the mentally ill; some-
times, this requirement is expressed in a way which
seems to underestimate the need for a common
diagnostic language and communication between
clinicians. On the other hand, there is the require-
ment for an approach of mental disorders which
would increasingly rely on computational analysis
of huge amounts of biological (genetic, neurosci-
entific) data; no doubt a future vision, the relation
of which to diagnosis, clinical practice and clinical
meaning®® remains to be determined. Between
these different and possibly contradictory exigen-
cies and tendencies, DSM, with its categorical di-
agnoses and descriptive operationalistic criteria,
despite its innate imperfections and inadequacies,
seems to be a necessary bridge and, at the same
time, the only means to define “clearly and dis-
tinctly” (to recall an old philosophical requirement)
the ground and the object of psychiatry as a clinical
medical specialty (figure 1).

Psychiatry as a medical specialty has its own, very
particular, phenomenologically defined object®” and,
as a result, occupies an intermediate, albeit dominant,
position between a psychoanalysis sensitive to the
slightest subjective vibrations and a soulless analy-

More narrativity!
(phenomenology, psychoanalysis)

f:[l> DSM-ICD diagnostic categories
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sis of neuroscientific data. Psychiatry draws valuable
information both from theory and research; in order,
however, for psychiatry to accomplish its very special
clinical mission, psychiatric diagnosis must necessarily
be made also in the way that is the most natural to hu-
man perception and cognition: namely, the categori-
cal. The mistake of the past is that DSM was used to a
great extent as the sole diagnostic truth. Maybe now
that its authority, as well as categorical diagnosis as
such, are greatly disputed, it is the right moment to re-
define its role. DSM (in its present and future editions,
and similarly ICD), far from being a law, a doctrine, or a
“bible” of diagnosis, can and ought to be:

- A bridge or interface between clinic and research,
as well as psychiatric and psychoanalytical clinical
practice

- A common diagnostic language, which will not
preclude the special use of other languages/clas-
sifications™®

— An epistemic hub,?* which will mediate between dif-
ferent theoretical approaches of mental disorders
(see also Adan-Manes & Ramos-Gorostiza 2014).3°

No-one seriously doubts the need for clinical com-
munication, and many believe that “a dichotomy be-
tween science and practice is false”*° and that the
notion of “utility” is not distinct from that of “pre-
dictive validity”, but overlaps with it.*' The scientific
requirement for diagnostic validity is nevertheless a
strong one. Mario Maj puts it elegantly:

Neurobiological mechanisms are likely to be in-
volved in most or all mental disorders, but the level
at which the psychopathological identity of these
disorders emerges may be higher than that of the
brain machinery, and the elucidation of the higher-
order (e.g., psychological, cultural) processes which
intervene may be crucial.*!

Given the particularity of the psychiatric object,
the presuppositions for diagnostic validity should no
doubt be sought for in the cells of RDoC, but also in
those theoretical approaches that examine human
subjectivity as such, including phenomenology and
psychoanalysis.

-

More information!
(big data, genetics, neuro-science)

Figure 1. DSM-ICD as a bridge between opposing exigencies.
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H kata DSM-ICD dwayvwon wg avaykaia yégpupa
peralu acbevoug kau “big data”

I.B. Mntpémoulog

50 WTE, Yuyiatpiké Noookoueio Attikiic, ABriva

Wuxlatpikn 2018, 29:249-256

H xpnon dlayvwotikwv gyxelptdiwv otnv Yuxlatpikn emPBANETAL amd TNV EANEIPN €EETACEWY
mou va empBepaiwvouv tTnv Yuxlatpikn didyvwon. H Stayvwon katd DSM-ICD, mou eival onuepa
N EMKPATEOTEPN, €XEL SEXTEI ONUAVTIKN KPITIKK, N omoia mapadooiakd agopd o€ {NTAPATA OTTWG,
pETAEL AAAWY, N UTTOAPNYNUATIKOTNTA, O BlOAOYIOUOC, 0 «BAvaTog TN Patvopevoloyiag» Kal n
AUPIBOANC EYKLUPOTNTAC UTTEPKATATUNON TNG Sldyvwonc. TeAeuTaia, Kal 18iwg HETA TNV 5n ékdo-
on tou DSM (2013), n KpITIkA autr €0Tialel Kupiwg og {nTrApata 6mwe n EAAeYPn eykupdTnTaG,
N UN-uloBétnon €vog SlaocTtaclakol PoVTENOU, OTO yeyovog 0TI To DSM Sev Baciletal emapKwE
0TN YEVETIKNA Kal TN veupoBloloyia, kal oto o1t mapeumodilel paAlov, mapd Mpodyel, TNV €PeEu-
va Mavw oTnV altioloyia Twv PuxIkwy mabAoEwY, amoTEAWVTAG Hia «ETMOTNUIKA QUAAKA». ATTO
Ta mapamavw {NTAPATA, Ta eV poldlouv va amoppEouv amo To YeEYovog 0TI Ta OTTEPACIOVANOTI-
KA (operationalist) SlayvwoTikd KpltApla cuxvd uloBeTolvTal KATA TPOTIOV AKPITO WG amdAuTn
auBevtia otn Siayvwon, avti va amoteAolv amiwg odnyol¢, cUUPWVA PE TN pNnTr TTPdBeon Twv
Snuloupywv Toug Ta b€ éxouv avadelxOel I1ATEPWES PETA TNV EUPAVION TOU APEPIKAVIKOU EPEV-
vnTikoL poypdupatoc RDoC, To omoio oyt povo Seixvel Tpog TNV KateuBuvon piag eVAANAKTIKAG,
TIEPIOCOTEPO £YKUPNG, TAEIVOUNONE TWV YPUXIKWV Statapayxwy, aAAd emiong @ihodoei va onudvel
TN METATOMION TNG YUXIATPIKAG TTPOG TNV Agydpevn 1aTpIKh akpiPeiag, éxovtag wg Baoiko Soy-
pa OTL ol YUXIKEG SlaTapayég ival Slatapayxég eYKEQANKWY KUKAwHATWY, ol omoieg ekppdlovtal
w¢ ouvBeTa cuvdpopa. Xe autd To ApBpo, e€eTdleTal KATAPXAG TO IOTOPIKO KAl EMOTNHONOYIKO
mAaiolo NG epeAaviong Tou DSM™ ta emTevypatd Tou, oov agopd otn SlayvwoTikh alomoTia
(reliability) kat Tnv kKAvIkn xpnopotnta (utility), Sev ump&av apeAnTtéq, 16iwg eav AdBoupe umdyn
TO KAipa tNn¢ olovei SlayvwoTikAg aubatpeoiag mou xapaktriplle TNV mpo tou 1980 (auEPIKAVIKN)
YUXIATPIKN, HE TIG OTIOIEG EUVONTEG CUVETIEIEC YIA TO KUPOC TNG EIGIKOTNTAC. TN CUVEXELA TiBeTal
unté oulATNon N SuvaTdTNTA TNG VEAG EMTOXNG TNG YEVETIKAG, TNG VeupoBloloyiag Kal TnG avaAuong
Twv «peyalwv dedopévwv» (big data) va odnyroel o€ pia véa mpooéyylon TN Yuxlatpikig ola-
yvwong kal Taivopnong, EVw TTapapEVEL TTPOC TO TTAPOV AyVWOTO WE TTOloV TPOTIO TA EVPNHUATA
Tou RDoC Ba pmopéoouv va odnyrnoouv Kal va PETAPPAOTOUV OE €va VEO TAEIVOUNTIKO cUOTNUA.
EmmAéov, yivetal avagopd otnv 181a1tepdTNTa TOU YPUXIATPIKOU AVTIKEIMEVOU, OTNV KAWVIKA Onpa-
oia Tou KaTNyopIkoU XapaKThpa TN Stdyvwong, KaBwg Kal 6TV avaykn yla éva «pun avaywytuo
Yuxoloyikéd eminedo e€fiynong». Katd tnv dmoyn pag, n dtayvwon katd DSM-ICD Bpioketal on-
pePA HETAEY SVO SLOPOPETIKWV KAl EVOEXOUEVWE AVTIOETWY AMAITACEWY Kal TACEWV: APEVOC TNG
amaitnong va Aappdvetal um’ OYn n ATOUIKN, UTTOKEIUEVIKE KAl @alvoueVoAoyIKn 18laitepdTnTa
TOoU YUXIKA aoBevr (amaitnon mou eVioTe UTTOTIUA TNV AVAYKN YA KALVIKE ETTIKOIVWVIA): AQETEPOU,
TOU (gv TOANOIC MEANOVTIKOU) OPAUATOC YA TTEPLOCOTEPN avAAuon HeyaAUTEpwY Bdoswv Bloloyi-
KWV §eSopévwy 0To dvopa piag adleukpiviotng akdpa eatopikevong Tng Bepamneiag (e Tnv idla
Vv évvola Tng didyvwong va kabiotatal evdexouévwe mieovalovoa). TéAog, dedopévng Tne 1dtal-
TEPOTNTAG TOU YUXIATPIKOU AVTIKEIUEVOU, KATAAAYOUUE OTO Cupmépacpa OTlL n TPOCEyYIon TwWV
DSM-ICD, pe TIC KATNyopIKEG S1ayVWOELG KAl TA TTEPLYPAPIKA OTTEPACIOVAACTIKA KPITHPLA, TTapd
TIG YYEVEIC aTENELEG Kal avemdpKeleg, eEakoAouBel va €xel Béon oTnv YuxlaTpikh wg avaykaia yé-
eupa/diempdvela (interface) petald KAIVIKAG KAl peLVNTIKWV S£50UEVWV, WG KOV KAIVIKH YAWO-
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00, Kal WG EMOTNUIKOC KOUPBOG Kal 6Tl ol mpoUnmoBéaelg S1ayvwoTIKAG eyKupoTnTag Ba mpémel va
avalntnBouv t0co ota keAld Tou RDoC, 660 Kal 0TI¢ BewpnTIKECG TPOOEYYioelg TTou e€eTAlouv TNV
AvOPWTIVN UTTOKEIPEVIKOTNTA WG TETOLA, CUUTTEPIAAMBAVOUEVNG TNG PAIVOEVONOYIaG Kal TNG Yu-

xavdaiuong.

Négerg evpeTnpiou: Aldlyvwon, DSM, katnyoptkog, big data, UTTOKEIUEVIKOTNTA, GAIVOUEVOAOYIA.
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iscussion on defining therapy factors develops along two lines: one focusing on the inter-
pretation and another focusing on the relationship. Changes in the socio-economic circum-
stances, cultural particularities, dismissal of institutions, constant negation, lack of boundar-
ies, confusion of roles, various family secrets revealed due to “collapses,” major conflicts, vio-
lence and aggression filling the individual as part of both the internal and the external reality - all are
known risk factors causing the individual to experience trauma either due the nature of the received
stimuli/threats or due to the loss of the enabling/supportive environment. Also, this situation affects
the analyst’s psychic structure as well. The analyst will have to strike a balance between their own
internal objects, which under the circumstances activate the analyst’s own suppressed conflicts, and
the multiple intense projections of the analysand. First of all, the internal struggles taking place in the
analyst’s psychism regarding their own griefs, frustrations, and conflicts concerning their adjustment
to the current reality, as well as individual griefs relating to their narcissistic doubts and the projections
of omnipotence they receive. The question is whether the analyst will go through a destabilization pro-
cess, being overwhelmed by psychic stimuli in multiple levels, or react with “manic defences” resulting,
perhaps, in the prevalence of anti-psychoanalytic dynamics on the transference - countertransference
axis. A second line of thought involves the internal struggles taking place in the psychic structure of
the analysand, and often the “meeting” of the latter with the analyst through the “parallel process.”
Finally, we think about the multiple — due to psychic tensions — instances of enacting (or acting out)
and the setting being put to the test in terms of frequency, fees, difficulty of symbolic processing, and
aggressiveness towards the interpretations and demands of the analyst as object introjected to the
superego and requiring “compliance” to certain standards, the setting principles. We refer to the inter-
nal processes resulting from conflicts in the therapists’ psychic structure as regards their own internal
objects, life experiences, frustrations in relation to the parent/authority, adolescent conflicts with the
system, political views, life philosophy, and sense of fairness. Issues are more complex in the therapy of
children and adolescents. Their mental condition is affected by that of their parents. When it is hard for
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the therapist to become an object of identification and idealization, since all institutions around them
have been undermined, confirming the adolescent’s guilt-ridden fantasy aggression? How, then, will
the therapeutic process move forward when models crumble; when parents are being proved weak
and unable to receive the aggressiveness of the independence-gaining process; and when reverie fan-
tasies cease to exist? Today, more and more often we see adolescents who cannot develop because
they are involved in their own parents’ unprocessed situations. Despite the aforementioned difficulties,
the therapy space as a setting with boundaries and empathetic functions could function as a “womb”
that will give birth to new mental life. And this life will bloom as long as therapists preserve intact
within them their values and principles — and their ability for reverie!

Key words: Transference, countertransference, psychoanalyst, social crisis, therapy, children, adolescent.

“We both were looking at the same stone.
We were looking at each other through the stone...”
(“Maria Nefeli”, Odysseus Elytis)

Introduction

No major procedural transgressions are to be ex-
pected from the patient in a therapy with a sufficient-
ly analyzed and well-trained psychoanalyst. What is
of interest is the way that subtle nuances, different
qualities in the character of the psychoanalyst/thera-
pist, common behaviours, and relatively conflict-free
behaviours might affect the therapeutic process.

Discussion on defining therapy factors develops
along two lines: one focusing on the interpretation
and another focusing on the relationship. Based on
observations of the mother-baby transaction, as
child psychiatrists we believe that it takes more than
a flawless interpretation for psychic change to oc-
cur — and that additional element is an integral part
of the intersubjective relationship between the ana-
lyzed and the analyst. According to Stern (1998),' this

“implicit knowledge of relationships” is acquired un-
consciously and is beyond conscious attention and
experience. The unconscious dimensions of this re-
lationship knowledge, called “unthought known” by
Bollas (1987),? are these “meeting” moments defined
as intersubjective moments in analysis.

The “good enough” analyst is able to effectively
work with each patient’s set of fantasies and de-
fences in a wide range of patients and situations.?
What defines the particular limits and strong or weak
points of the analytical work is the analyst’s individu-
al characteristics.

Countertransference reactions are usually mani-
fested when there are similarities in the internal
conflicts of the analyzed and the analyst or when,
through projective identification, patients uncon-
sciously choose that analyst’s side which matches
their own perspective on early relationships and at-
tach their transference there or when this “match”
facilitates or hinders the therapeutic process, de-
pending on the specific patient-analyst pair. The
concept of this special communication between pa-
tient and analyst along the transference-counter-
transference axis is involved in transference acting
out and countertransference enactment; overlaps
with the notion of projective identification; touches
upon the concept of empathy; and highlights blind
spots with an unconscious meaning in the psy-
chisms of both parties.

Socio-economic crisis and mental health

The socio-economic crisis affects mental health in
two interconnected ways, i.e. by undermining pro-
tective factors or by increasing risk factors.

In the current situation, changes in the socio-
economic circumstances, cultural particularities,
dismissal of institutions, constant negation, lack of
boundaries, confusion of roles, various family secrets
revealed due to “collapses,” major conflicts, violence
and aggression filling the individual as part of both
the internal and the external reality - all are known
risk factors causing the individual to experience
trauma either due the nature of the received stimuli/
threats or due to the loss of the enabling/supportive
environment.
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The impact on the analyst, the analyzed,
and the therapeutic setting

In our opinion, this situation cannot but affect the
analyst’s psychism as well. The analyst will have to
strike a balance between their own internal objects,
which under the circumstances activate the analyst’s
own suppressed conflicts, and the multiple intense
projections of the analysed. Our thoughts as analysts
will unfold along the following lines:

First of all, the internal struggles taking place in the
analyst’s psychism regarding their own griefs, frustra-
tions, and conflicts concerning their adjustment to
the current reality, as well as individual griefs relating
to their narcissistic doubts and the projections of om-
nipotence they receive. The question is whether the
analyst will go through a destabilization process, be-
ing overwhelmed by psychic stimuli in multiple levels,
or react with “manic defences” resulting, perhaps, in
the prevalence of anti-psychoanalytic dynamics on
the transference - countertransference axis.

Our second line of thought involves the internal
struggles taking place in the psychism of the ana-
lyzed, and often the “meeting” of the latter with the

analyst through the “parallel process”.*

Finally, we think about the multiple - due to psy-
chic tensions - instances of enacting (or acting out)
and the setting being put to the test in terms of fre-
quency, fees, difficulty of symbolic processing, and
aggressiveness towards the interpretations and de-
mands of the analyst as object introjected to the su-
perego and requiring “compliance” to certain stan-
dards, the setting principles.

The internal “turbulence”
in the therapist’s psychism

We refer to the internal processes resulting from
conflicts in the therapist’s psychism as regards their
own internal objects, life experiences, frustrations in
relation to the parent/authority, adolescent conflicts
with the system, political views, life philosophy, and
sense of fairness.

Furthermore, to their own personal, professional,
and financial frustration resulting from years of ef-
fort aimed at approaching an - often highly placed
- ideal self.

PSYCHOANALYTIC PSYCHOTHERAPY AND SOCIAL CRISIS 259

At another level, feelings of anger or guilt or threat
emerge within the framework of personal persecu-
tions inflicted by the system in an irrational way, e.g.
through bureaucratic and often cursory receipt au-
dits and/or the frequent imposition of fines by the
IRS, i.e. situations of control evoking the threat of an
intruding authority and bringing to the surface the
vestiges of previous developmental phases.

All this often leads to the collapse of the sense of
narcissistic omnipotence which is strong mainly with-
in those colleagues that have chosen to work in an in-
dividual setting, without associating very much with
the elements of another external reality — that of the
public sector, insurance funds, psychiatric institutions,
and the difficulties of the psychiatric reformation.

Under these circumstances, the therapist’s ego
must mourn its false relationships, mainly with its
“ideal” part, bringing out intense emotions and tak-
ing part in mourning processes that will continue to
unfold until the new redefinition.

The psychoanalytical relationship
and the change of dynamics in the session

The therapist comes into the session with this in-
ternal background; a therapist more upset, perhaps
nursing the silent fear of whether they will be master
of themselves in the challenge that the psychoana-
lytical condition makes us face at every instance.

The “parallel process”

During the session, the meeting moment comes
with the parallel emergence of relevant — but obvi-
ously more serious — issues of the analyzed. However,
it is often harder when the meeting moment be-
comes a moment of “matching” between the ana-
lyst and the analyzed in a parallel process. It is then
that the analyst must neither act as if seduced by
the emotional manifestations of the analyzed nor
be rendered immobile by guilt that they themselves
have caused these manifestations.” This “meeting
moment” is an obstacle that could halt the process,
requiring an immediate external supervision.

The psychoanalyst “in transition”

Therefore, during this phase when they feel “in
transition,” and within the framework of their own
adjustment to the impending situation, the analyst
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also receives the attacks of the analyzed as a result of
their own processes, either of regression in the face
of new threat and annihilation anxieties or in the
psychically more mature situations of mourning and
depression. This therapist-parent is no longer om-
nipotent, cannot offer any solutions, cannot protect
in a fantasy level; they are not being idealized either
by the analyzed or by themselves.

The narcissistic issue

Serious issues of narcissistic doubt often lead them
to feel frustration, loneliness, being gridlocked, and
often angry. This is a special form of mourning process,
of their own neurosis, according to Freud (1923).° If the
transferential projection of omnipotence is combined
with the analyst’s tendency for omnipotence and
omniscience, they are then led to "manic defences/
the manic triad”, i.e. triumph, control, and contempt,
when anti-psychoanalytic transference/countertrans-
ference dynamics become prevalent.’

The threat to the intermediate space

According to Winnicot (1971),% analysis is an inter-
mediate space where the playing fields of the two
subjects meet and the rules of play require from us to
accept that all events within this structure (thoughts,
emotions, acts, silence, etc.) do not imply what they
would outside the structure. A prerequisite for this is
that the analytical attitude provides a clear guarantee
of safety, for if challenges are left unchecked, they will
infiltrate and destroy the illusionary structure.’

Fairbairn (1958)'° describes the patient’s attempt
to subdue and place their relationship with the ana-
lystin their own closed system through transference;
if this attempt runs into the analyst’s inability to
manage it, it creates the risk that the gap between
the analyst’s subject and its function might collapse.
The analytical situation is then at permanent danger
of deteriorating into a real situation."" This is the re-
sult of the violation of the transitional/intermediate
space and the obliteration of the symbolic function.

We believe that in this new phase the analyst must
process their intense emotional readjustments, the
flood of psychic stimuli and stirrings from patients,
and the presence of too many feelings of guilt (or
lack thereof) regarding the experience of depriva-
tion associated with the hard and unyielding nature
of the setting’s boundaries. Therefore, it is a mourn-
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ing process taking place at multiple levels. In the
framework of an assimilation process for these stim-
ulations, analysts feel, think, are supervised if neces-
sary, share within their professional institutions/asso-
ciations, and process through seminars and/or publi-
cations such as this in order to restore the associative
connections that would deal with new challenges in
therapy and produce creative content, allowing the
therapy to move forward.

The setting and the therapeutic relationship

The boundaries of the external setting are now in
confusion, while the boundaries of the internal set-
ting of the two protagonists (analyst/analyzed) un-
der reconfiguration, inevitably testing the therapeu-
tic relationship against the setting as well.

It is accepted that the setting’s main features are
stability, consistency, predictability, confidentiality,
and continuity. Even though the setting comprises
these constants, i.e. it must undoubtedly be and re-
main stable and unchanging, at times it should also
be flexible, adjusting to the patient’s needs when
these have been understood and evaluated by the
analyst."”

Environmental influences are unavoidable (par-
ents, health issues, socio-economic and/or politi-
cal changes, etc.), but must be kept at a minimum.
Obviously, the more regressed a patient is the great-
er the importance of the analytical setting.

Therapy is not an issue linked to the degree of the
setting’s perfection. Besides, the “perfect setting”
would leave the patient’s unvoiced, psychotic parts
unobserved and untouched.

The breakdown and restoration of the setting is an
essential part of the analytical work and a major fac-
tor for genuine - not superficial — analysis."

The often-repeated statement that the analyst is
the guarantor of the setting does not imply a “man-
datory” inflexibility or a mirroring coldness, distance,
and silence, since analysts offer their own psychic
setting as a cornerstone for the analytical process,
guaranteeing that they assume full responsibility. In
this we are in line with A. Green (2005)'* who pro-
posed that when the setting needs to be radically
modified, the therapist must turn to an internal set-
ting - that of their own internalized analysis — and
enforce it, as it were, on the current relationship.
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The setting is now put to the test regarding fre-
quency, fees, content, and resistances. Digging
deeper becomes more difficult when external pres-
sures overwhelm the psychism, and interpretations
may be low-key or aggressive, depending on the
analyst’s own processes.

The analyst is at times projected as an ally, a giving,
“good enough mother» who will relieve anxieties, and
at other times as a depriving mother, a sadistic insti-
tution who asks of you too much, who asks of you to
be deprived in order to get what you consider self-
evident: her availability.> “You need it, but not like
that.” This is the regression of a psychism seeking for
a breast unconditionally, with no limits. This illusion of
omnipotence by the regressed psychism, in contrast
to the rigid omnipotence of the analyst-breast, is sure
to cause threat anxieties to the analyzed, both in rela-
tion to their own projected driven aggressiveness but
also in relation to the revenge on the part of the other.

The anger of the analyzed about the setting pro-
jected on money is associated with parental demands
introjected to the superego of the analyzed. The ther-
apist as object (mother or father) interjected to the
superego requires conformation to certain standards.

The discussion about money -sometimes conduct-
ed, others avoided- is experienced as a “prohibition”
of anger that intensifies the latter, in combination
with an introjected sadistic, condescending father
which the analyzed must not attack in order to meet
the requirements for character perfection and to feel
strong.

Linking the management of the fee issue with the
archaic objects introjected to the superego of the
analyzed contributes to the experiencing of a differ-
ence between fantasy and reality. At this point, ses-
sion delays and instances of acting out start occur-
ring and the therapy is often stopped.

We wonder whether the symbolic processing of
enactment (and acting out) instances might open
internal communication channels among discon-
nected states or parts of the self, so that they can
be understood as a result of conflicting unconscious
procedures, when the external reality is also so un-
certain, destructive, and unreliable.

We wonder whether in the current phase it is pos-
sible for countertransference difficulties to be exter-
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nalized so that the analyst might be freed from the
limitations described above.

In the current violent social developments, people
feel a huge pressure aimed at depriving them of their
freedom to think and seek alternatives at every level
of individual and social life. This situation is reflected
in the interpretative process as well. Due to special
circumstances, the interpretative understanding
moves from the partial and peripheral to the primary
and central.

The analyst on one hand must investigate what is
primary and central, making it conscious through
interpretation, while on the other becomes involved
in the partial and peripheral psychic life, which con-
stitutes the truth of real life. At that time, the analyst
will consider their thematic choices as well as the
time of uttering transference interpretations as a
tool for motivating psychic change.

Will they use, in order to achieve psychic change,
the therapeutic alliance and empathy or the muta-
tive interpretation, even though the analysed is as-
saulted by a painful external reality?""" For example,
how can fundamental issues of bond insecurity be
interpreted when unemployment and the ensuing
major uncertainty overwhelms the psychism due to
its real dimensions?

Therapy in children and adolescents

Issues are more complex in the therapy of chil-
dren and adolescents. Their mental condition is af-
fected by that of their parents. For example, parents
suffering from anxiety disorders are unable to ab-
sorb their child’s anxieties; depressive parents can-
not contain the child’s concerns; and guilt-ridden
parents will transfer their own unresolved conflict
issues to the child. These parents often communi-
cate contradictory messages and find it difficult to
create a stable environment with continuous caring
emotions. The result is children neglected or over-
protected, immature, involved in states where roles
are confused, while the satisfaction of their needs
is inhibited. This leads to the formation of inhib-
ited psychisms, immobilized as a defence in order
to survive, or psychisms expressing themselves
violently, acting out their unvoiced feelings of pain
and anger and, in many cases, eventually creating
the image of a false self.
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In such cases, the need for a multifaceted thera-
peutic approach addressed to both the child and the
parents is urgent and imperative. But how can par-
ents respond to such a therapy contract when they
have no insurance fund benefits, and what will be
the therapist’s reaction when parents quickly stop
their own therapeutic work, giving priority to their
child’s therapy? (A therapy essentially impossible
and meaningless without their own participation.)

And what will become of adolescent therapies?
When it is hard for the therapist to become an object
of identification and idealization, since all institu-
tions around them have been undermined, confirm-
ing the adolescent’s guilt-ridden fantasy aggression?

How, then, will the therapeutic process move for-
ward when models crumble; when parents are be-
ing proved weak and unable to receive the aggres-
siveness of the independence-gaining process; and
when reverie fantasies cease to exist? Today, more
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and more often we see adolescents who cannot de-
velop because they are involved in their own parents’
unprocessed situations.

This is a serious issue, since it is a daily, constant
negation by adolescents, deeply questioning the
ability for therapeutic response when the therapist,
under the burden of reality, shares exactly the same
negation. This inability of parents and/or therapists
to process mourning is a very real risk factor for the
transgenerational transmission of psychopathology
in the immediate future.”

Conclusion

Despite the aforementioned difficulties, the ther-
apy space as a setting with boundaries and empa-
thetic functions is always a womb that will give birth
to new mental life. And this life will bloom as long
as therapists preserve intact within them their values
and principles — and their ability for reverie!

WYuxavafutikny puxobepameia
GE TIEPLOOOUC KPIGNG:
O emumtweelg 6tn Oepamevtikng GXéEcn

Ev. Zoupdkn,' A.K. Avayvwotémouloc?

"AlayvwoTiki & Oepamsutikry Movdda yia to Maibi «Xm. Ao&déne»,
Mavemotnuakn Maiboyuxiatpikr KAivikr EKMA, Noookoueio Maidwv «H Ayia Sopia», ABrva

Wuxlatpikn 2018, 29:257-263

JTnv mapoloa £pyacia MPAYHATEVOUAOTE TNV EMGPACH TNG KOWWVIKOOIKOVOUIKNAG KPIoNG TNG XW-
pag pag otn Bepameutikn dtadikaoia kat cuykekpipéva otov dfova petafifaonc-avrtipetapifaonc.
Ot HETABOAEG TNG KOWVWVIKOOIKOVOUIKAG KATAOTAONG, Ol TTOMTIOUIKOU XapaKTAPa I81aITEPOTNTEG, N
KaTdpynon twv Beopwy, n ouvexnig dtapeuaon, n ENAeYn opiwv, n clyxuon poAwy, ta S1deopa olKo-
YEVEIAKA HUOTIKA TTOU ATTOKAAUTITOVTAL AOYW TWV «KATAPPEVCEWV», Ol 60BAPEC CUYKPOUGELC, N Pia
Kal N EMOETIKOTNTA TTOU KATAKAU{OUV TO ATOMO Kal AmOTEAOUV PHEPOG TNG ECWTEPIKAG AANA Kal TNG
€EWTEPIKNE TOU TIPAYMATIKOTNTAC, Eival yVwOTOl MapdyovTeg KivoUvou Tou 0dnyouV To ATOHO CE [id
KATAOTAON TPAUHATIKN EITE AOYW TNG UONG TWV PEBIOUATWV-ATTEINWY TTOU SEXETAL, EiTE AOYW aTTIW-
Aelag Tou SIEUKOAUVTIKOU-UTTOOTNPIKTIKOU Tou TrepIAANovToc. H katdaotaon autr dev umopei —katd
TN YVWHN pag- mapd va emnpedosl Kat Tov PuxIopd Tou avaAutr 1600 ot I81aiTEPa XaPaKTNPIOTIKA
TOU 000 KAl OTIG VEEG Kal €vToveG TTIPOoROoAEG Tou Séxetal. Kaleital SnAadn va 1ooppomnoel avapeoa
0Ta SIKA TOU E0WTEPIKA AVTIKEIMEVA TTOU, KATW aTIO TNV THECN TWV CUVONKWV AUTWY, SPACTNPELOTIOL-
oLV TIG SIKEG TOU AmMWONUEVEC CUYKPOUODELS, KAl OTIC EVTOVEC KAl TIOIKIAEG TIPOBOAEC TOU AVOAUOE-
vou. Ot a€ovec mdvw oToug omoioug avamtiooeTal N SIKN Hag OKEPN, WG PUXAVAAUTWV-OEPATIEUTWY,
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apopouv tpia emimeda: Katapxdg OTIC EOWTEPIKES «UAXES» TIOU YivovTal 0TOV YPUXIoHS TOU avaiuTh,
000V a@opd Ta SIkA Tou MEVON, TIC LATAIWOELG KAl TIG CUYKPOUCEIG TTou oXeTiCovTal He TN «SIKA»
TOU TIPOCAPHOYH OTNV TPEXOUOA TIPAYHATIKOTNTA, KABWE Kat ta blaitepa mévon mou oxetiCovtal
HE TN VOPKIOOIOTIKA TOU au@IoBATNON Kal o€ oxéon Me TG Tpofolég mavtoduvapiag mou SéxeTal.
Y’ éva 6evTEPO eMimeSo AVAPWTIOPAOTE YIA TIG AVTIOTOIKEG «EOWTEPIKEG HAXEG» OTOV YPUXIOUO TOU
AVOAUOHEVOU, KAl GUXVA TN «CUVAVTNOI» TOU UE TOV AvaAuTr otad mAdiola tng «mapAdAAnAng Siepya-
oiac» (parallel process). ¥’ éva tpito emimedo OKEPTOUAOTE TIG TOANATIAEG, AOYW YUXIKWV EVTACEWY,
Siadpapartioslc (i ekSpapaTioelc) kat To «BepameuTiko TAaiclo» mou Sokipaletal doov agopd
ouxvoTtnTa, TNV apolBn, Tn Suckolia cupBoAlikng emegepyaciag, TNV eMOETIKOTNTA AMEVAVTL OTIG EP-
MNVEIEC Kal TIG amAITACELS Tou avaAuTh, we evOOBANUEVOU OTO YTEPEYW AVTIKEIUEVOU, TIOU ATTALTEI
CUUUOP QWO UE OPIOHEVA TIPOATIAITOUEVA. 2TIG Oepameieg Twv matdlwy Kal Twv prifwv ta Béuata
givat akopa 1o moAUTTAOKA KABwG N YuxIKr TOug Katdotaon emnpedleTal and ekeivn Twv YOVEWY
Touc. EldikdTepQ, oTI¢ Bepameieg Twv nPwv o Bepameutric SUOKOAA UTTOPEL V' ATTOTENEDEL AVTIKE(-
pevo Tpog TauTion Kal e§idavikeuon, étav 6ot ot Beopoi yupw €xouv umoTiunOsi, empBefaiwvovTtag
TNV €VOXIKN QAVTACIWTIKN EMOeTIKOTNTA TOU £9rou. To {NTnua gival cofapd Kabwg mpdkeltal yla
Hia kaBnueptvr Kat ouvexn didpeuon Tou eprifou Kat Bétel oe Babid apeiofritnon Tn duvatotnta
OepameuTikng avtandkplong étav cupfaivel kat o BepameuTig —KATW amo 1o BAPOC TNG TPAYMATI-
KOTNTAG- va cuppepiletal akpifwe TNV idla didevon. Autr Aoimdv n aduvapia Twv yovéwv r/kal
TWV BEPATTEVTWY, N AVIKAVOTNTA TOUG Va MEEEPYATTOUV TO TEVOOC AMOTEAOUV TIPAYUATIKO TTapAyo-
vTa KIvoUvou petddoong tng Yuxomaboloyiag HETAEY TwV YEVEWV. MAPONEC OUWCE TIC AVAPEPOUEVES
SUOKOMIEC 0 Xwpog TN Bepameiag we éva Aaiolo pe dpla Kal AeIToupyieg evouvaioBnong, anmarteital
va amoTelei SuvnTikd xwpo dnuiovpyiac. Mia piRtpa mou Ba yevvioel véa Yuyikr (wij Kal auTtr n véa
(wnj va avBioel. Apkei kal ol BEpATIEVTEG VA KPATHOOUV HECA TOUG OTABEPEG TIC APXEC, TIC a&ieg TOug
KAl TNV IKAVOTNTA TOUG YLa «OVEIPOTIOANON».

Né&eig evpetnpiov: Metafifaon, avtipetaBifaon, YuxavaluTng, Kpion, YuxoBepameia, maidid,
épnpol.
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Review article

Is impulsivity in part a lithium
deficiency state?

O. Giotakos

The Non-Profit Organization "Obrela’; Athens, Greece

Psychiatriki 2018, 29:264-270

ithium mechanisms of action are related to the function of many enzymes, hormones, vi-

tamins, and growth factors. In humans, lithium treatment has been associated with hu-

moral and structural evidence of neuroprotection, such as increased expression of anti-

apoptotic genes, inhibition of cellular oxidative stress, synthesis of brain-derived neuro-
trophic factor, cortical thickening, increased grey matter density, and hippocampal enlargement.
Lithium, in pharmacological doses, has been used successfully in treating bipolar disorders, and
has been shown to decrease suicidality and violent crime in this situation. The guidelines of ma-
jor psychiatric association name lithium as a first-line therapy for bipolar disorder. From the other
hand, impulsivity is a core feature of bipolar disorder. Increased levels of this dimensional trait
are present not only during acute phases of the illness but also during euthymia. Increased im-
pulsivity worsens clinical prognosis of bipolar disorder due to its association with several sever-
ity indices, such as substance abuse or dependence, suicidal behavior, and poorer functional
outcome. A wide range of intracellular responses may be secondary to the inhibition of glycogen
synthase kinase-3 beta (GSK3) by lithium, while genetic variability at GSK3f3 gene was found
to be associated with increased impulsivity in bipolar patients. Although impulsivity has been
traditionally linked to dysregulation of serotonergic and dopaminergic systems, some authors
have proposed that lithium could reduce impulsivity levels by means of its capacity to regulate
the aforementioned neurotransmitter systems. Moreover, lithium in trace amounts, as occurs in
drinking water, has been inversely related to suicidal mortality, aggression and homicidal vio-
lence. These findings pose the question of whether the prospect of adding lithium to drinking
water is realistic, weighing the benefits and potential risks. It seems also that in the competition
for survival, those entities that best minimized lithium toxicity and maximized the benefits of
lithium action had an edge in the competition to survive and reproduce. Finally, lithium has been
reported to increase the volume of the prefrontal cortex and anterior cingulate gyrus. Evidence
from both basic and clinical researches support that lithium may decrease impulsivity and may
at least partially, exert its antisuicidal effect via reinforcing “top-down brakes” of impulsive ac-
tion. Considering the research data, we may suggest that even natural lithium level intake can
influence impulsivity, a possible core factor that mediate to the manifestation of both suicidal-
ity and aggressiveness, or even criminality. Moreover, we may suggest that a lithium deficiency
state may precipitate these situations.

Key words: Lithium, impulsivity, suicide, bipolar disorder.
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Lithium and neuroscience

Lithium is ubiquitous in the environment and
probably an essential trace nutrient. Interesting
questions about lithium abound at all levels of sci-
ence, ranging from the microscopic to the cosmic. As
a natural trace element, lithium is washed out by rain
from rocks and from the soil, dissolving in ground
water and reaching the food chain via drinking water.
Lithium plays an important role in embryogenesis
and biochemical mechanisms of action are related
to the function of many enzymes, hormones, vita-
mins, and growth factors. Lithium displaces magne-
sium ions and inhibits at least 10 cellular targets, all
of which are components of intracellular signalling
pathways. Lithium effects some enzymes involved
in energy metabolism, such as hexokinase, pyruvate
kinase, cholinesterase, tryptophan hydroxylase, and
glycogen synthetase.' Lithium is considered as the
most effective mood-stabilizer used to treat bipolar
disorder.? Lithium blood concentration varies nor-
mally from .00001 to .00009 moles/liter, while the
therapeutic target range for bipolar is .0005 to .001
moles/liter, which is about 100 times the high end of
the normal range.

Epidemiological studies in bipolar patients re-
vealed that continued lithium treatment was associ-
ated with reduction of the rate of dementia to the
same level as that for general population, and that
effects were not found in anticonvulsants, antide-
pressants, or antipsychotics, suggesting a specific
effect of lithium.? Neuroimaging studies in humans
have demonstrated that chronic use is associated
with cortical thickening, higher volume of the hip-
pocampus and amygdala, and neuronal viability in
bipolar patients on lithium treatment, while chronic
lithium treatment at subtherapeutic doses can re-
duce cerebral spinal fluid phosphorylated tau pro-
tein.* Lithium treatment may yield disease-modify-
ing effects in Alzheimer Disease, both by the specific
modification of its pathophysiology via inhibition of
the overactive enzyme glycogen synthase kinase-3
(GSK-3), and by the unspecific provision of neuro-
trophic and neuroprotective support.®

Helbich et al® (2013) have found some interesting
associations, investigating the relationship between
suicide mortality, lithium levels in drinking water,
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and the altitude above sea level. These new research
and methodological approaches contribute to the
induction of new avenues in the collaboration be-
tween biology, chemistry and psychiatry, by explor-
ing the association between lithium content in drink-
ing water and mental health, and especially suicide
mortality, as well as violent or impulsive crime.’

Low lithium intakes and suicide mortality

Some ecological studies have shown an associa-
tion between low lithium intakes from water sup-
plies and suicide, as well as homicide rate. Schrauzer
& Shrestha (1990),2 using data from 27 Texas counties
for the period 1978-1987, found that the incidence
rates of suicide, homicide, and rape were significant-
ly higher in counties whose drinking water supplies
contain little or no lithium than in counties with wa-
ter lithium levels ranging from 70-170 pg/L. Ohgami
et al (2009)° examined lithium levels in tap water in
the 18 municipalities of Oita prefecture in Japan, in
relation to the suicide standardised mortality ratio
in each municipality. They found that lithium levels
were significantly and negatively associated with sui-
cide standardised mortality ratio averages for 2002-
2006 and suggested that even very low levels of
lithium in drinking water may play a role in reducing
suicide risk within the general population. Kapusta
et al (2011)'° evaluated the association between local
lithium levels in drinking water and suicide mortal-
ity at district level in Austria. The overall suicide rate
as well as the suicide mortality ratio were inversely
associated with lithium levels in drinking water, and
remained significant after sensitivity analyses and
adjustment for socioeconomic factors.

Similarly, Bliml et al (2013)"" evaluated the asso-
ciation between lithium levels in the public water
supply and county-based suicide rates in 226 Texas
counties, with a state-wide sample of 3123 lithium
measurements from the public water supply. The
findings provided evidence that higher lithium lev-
els in the public drinking water are associated with
lower suicide rates. However, Kabacs et al (2011),"
measuring lithium levels in tap water in the 47 sub-
divisions of the East of England and correlating these
with the suicide standardised mortality ratio in each
subdivision, found no association between lithium
in drinking water and suicide rates across the East
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of England for the period 2006-2008. A recent study
showed that lithium levels in drinking water were
significantly and inversely associated with male but
not total or female suicide standardized mortality ra-
tios, in 274 municipalities of Kyushu Island in Japan.'
Another recent research by Liaugaudaite et al (2017)
showed also that the higher levels of lithium in pub-
lic drinking water systems from 9 cities of Lithuania
were associated with lower suicide rates in men.'*

These findings pose the question of whether the
prospect of adding lithium to drinking water is real-
istic, weighing the benefits and potential risks, and
the bulk of evidence may suggests that the optimum
level of lithium intake is more than most people get
from food and drinking water. Considering that re-
search, in his paper titled “Is violence in part a lithi-
um deficiency state?”, Goldstein (2016)'® suggested:

“In order to ensure adequate dietary intakes of el-
emental lithium daily for the purpose of decreasing
aggression and violence, we propose considering
the fortification of cereal grain products with lithium
and also the addition of lithium to vitamin prepara-
tions for adults”.

The dimensional trait of impulsivity

Impulsivity is a core feature of bipolar disorder.
Increased levels of this dimensional trait are present
not only during acute phases of the illness but also
during euthymia.'®'” It has been widely demonstrat-
ed that increased impulsivity worsens clinical prog-
nosis of bipolar disorder due to its association with
several severity indices, such as substance abuse or
dependence,'® suicidal behavior,'® presence of axis |
and/or Il comorbidities,'® and poorer functional out-
come.?® Impulsivity is considered to be constituted
by three different factors: attentional-cognitive,
motor and non-planning impulsivity, at the Barratt
Impulsiveness Scale,?’ which has been suggested to
present differential predictive validity for a variety of
relevant psychiatric or behavioral outcomes.??

Impulsivity has been shown to be heritable.>*

The presence of increased levels of impulsivity in
bipolar patients has been consistently associated
with chronicity, a more unstable course of theillness,
characterized by an increased number of episodes,
an earlier onset and the presence of depressive pre-
dominant polarity, a poorer compliance and a cor-
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relation between higher impulsivity and the severity
of the suicidal attempt.?® Moreover, research data
indicate that there are common pathways between
aggression and impulsivity.*’

Lithium and impulsivity

Following the above studies which investigated
the relation between low lithium intakes from wa-
ter supplies and suicide, we evaluated the associa-
tion between lithium levels in the public water sup-
ply and prefecture-based suicide rates in Greece.
Analysis was conducted with respect to lithium lev-
els in 149 samples from 34, out of 52, prefectures
of Greece. The average lithium level was 11.10 pg/L
(range 0.1 to 121 pg/L). The results indicated a ten-
dency for lower suicide rates in the prefectures with
high levels of lithium in drinking water.?® Extending
this study, we found a tendency of lower mean num-
ber of homicides in the prefectures with high levels
of lithium in drinking water.?’ Considering these re-
sults, we suggested that natural lithium level intake
may influence impulsiveness, a possible core factor
that mediate to the manifestation of both suicidality
and aggressiveness, or even criminality. Helbich et al
(2013),° concluded to similar suggestions, after inves-
tigating the relation between suicide mortality and
lithium levels in drinking water.

An association between genetic variability at gly-
cogen synthetase kinase-33 (GSK3[) emergence of
bipolar disorder and response to lithium has been
well rehearsed.?*3! Based on findings that lithium
inhibits both GSK3 isoenzymes, Jiménez et al
(2014),*? analyzed the potential impact of genetic
variants located at the GSK3a and GSK3[3 genes on
impulsivity levels, and they found that genetic vari-
ability at GSK3[ gene was associated with increased
impulsivity in bipolar patients. Lithium, which is
considered as one of the most effective mood-sta-
bilizers used to treat bipolar disorder, decreases lev-
els of impulsivity as measured by different outcome
measures not only in bipolar patients, but also in
other impulse control disorders.?*>” Although im-
pulsivity has been traditionally linked to dysregu-
lation of serotonergic and dopaminergic systems,
some authors have proposed that lithium could re-
duce impulsivity levels by means of its capacity to
regulate the aforementioned neurotransmitter sys-
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tems.?® Lithium inhibits GSK3 isoenzyme*® which
in turn is known to act as a mediator of serotonergic
function.*® The inhibition of GSK3 has been sug-
gested to play a key role of the therapeutic action
of most of the “gold-standard” pharmacological
agents used to treat mood disorders.**

Lithium may have superior antisuicidal effects rela-
tive to other mood stabilizers.?”#'*? A recent meta-
analysis*® in 48 randomized control trials comparing
lithium with placebo or active drugs in long term
treatment for mood disorders, concluded that lithi-
um is an effective treatment for reducing the risk of
suicide in people with mood disorders, and the au-
thors suggested that impulsivity might be a mecha-
nism mediating the antisuicidal effect. John Cade
(1949),* the Australian psychiatrist credited with dis-
covering the effects of lithium carbonate as a mood
stabilizer in the treatment of bipolar disorder, report-
ed the original paper with the title “Lithium salts in
the treatment of psychotic excitement”. We can sug-
gest that Cade’s concept of excitement may fit better
with that concept of impulsiveness.! Considering all
the above data, we may suggest that even low lith-
ium intakes can influence impulsivity, a core factor
that mediate to the manifestation of both suicidal-
ity and aggressiveness, or even criminality. Moreover,
we may suggest that a lithium deficiency state may
precipitate these situations.

Many clinical neuroscience data is in accordance
with the above suggestion. The pharmacologic
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mechanisms of action of lithium and amphetamine
seem to be directly opposite and lithium could be
prophylactic for cases of amphetamine abuse.*
With regard to the mechanism, taking the fact into
consideration that lithium has been reported to in-
crease the volume of the prefrontal cortex and an-
terior cingulate gyrus,*® it seems likely that lithium
may at least partially exert its antisuicidal effect via
reinforcing “top-down brakes” of impulsive action.
Since lithium has been shown also to increase the
volume and function of the hippocampus,*” anti-
suicidal, antiaggressive and antiimpulsive effects of
lithium may rely on a stable balance between the
“top-down brakes” and the “bottom-up drive”.* In
a recent study, Tobe et al (2017),*® using human-in-
duced pluripotent stem cells (hiPSCs) from patients
with bipolar disorder responsive to lithium, found
that lithium alters the phosphorylation state of col-
lapsin response mediator protein-2 (CRMP2). The
authors suggested that the "lithium response path-
way" in bipolar patients governs CRMP2's phos-
phorylation, which regulates cytoskeletal organiza-
tion, particularly in spines, modulating neural net-
works. Finally, other mechanisms acting in parallel,
like the initial lithium induced hypothyroidism may
help to rearrange and normalize thyroid hormone
secretion in the long-term therapy, acting possi-
bly through an adaptive thyroid system resetting,
which may results in a correction of an isolated CNS
hypothyroidism.*

Mmopéel n MAQPOPRNTIKOTNTA va UTTodnAwvVEL
EV pEpEL pla katactacn énnewyng Mdiou;

O. NwTtdako¢

Mn Kepbookomikdg Opyavioudc «OumpéAax, ABrva

Wuylatptkn 2018, 29:264-270

Ot pnxaviopoi dpdong Tou AiBiou oxetiCovtal pe Tn Aettoupyia MOAAWY ev(UUWY, OPUOVWY, BLTapL-
VWV Kal TapaydvTwy avantuéng. Xtoug avBpwmoug n Beparmeia pe AiBlo cuvoéeTal e XUMIKES Kal
Souikég evdei€elg veupompooTtaciag, 6Twe auénUévn €KQPAoN TWV AVTIAMOTITOTIKWY yovidiwy, a-
VAo TOAA ToU 0&eISWTIKOU KUTTAPIKOU GTPEC, GUVOEDN TWV VEUPOTPOPIKWV TTAPAYyOVTWY, TAXuvon
TOU @AoloU, avénon MUKVOTNTAG TNG PALAG ouoiag Katl avénon Oykou Tou Immokdaumou. To AiBlo og
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QPAPUOKONOYIKEG BOOEIC €xel xpnolomolnBei pe emtuyia otn Bgpamneia Tng StmoAikn¢ Statapaxng
Kal €8€1€€ va LELWVEL TNV AUTOKTOVIKOTNTA KAl TNV EYKANUATIKOTNTA OTA TIEPIOTATIKA auTd. Ol o-
Onyieg ouvtayoypdenong HeydAwv opyavicpwy Bewpouv 1o AiBlo mpwtng ypauung Beparmeia tng
SimoAikn Statapayng. ATo TNV AAAN TAEUPA, N TTAPOPUNTIKOTNTA ival €va TTUPNVIKO OTOLXEIO TNG
SimoAikng Statapayng. Avénuéva emimeda autol Tou §1a0TACIOKOU XAPAKTNPLOTIKOU gival Tapo-
VTa Ol HOVO 01N SLdpKELa TwV 0&EWV @ACEWVY TNG VOOOU, aANd Kal 0Tn SIAPKEL TWV QATEWY VOp-
poBupiac. H au€nuévn mapopunTIKOTNTA EMSEEIVWVEL TNV KAWVIKA TTpoyvwon Tng dumoAikng dia-
Tapaxic, HEow Stapopwv ouvodwv KAWVIKWY eKSNAWOoEwWY, 01w n e€dptnon amd ouaoieg, n auto-
KTOVIKOTNTA Kal N TTWYH AEITOUPYIKOTNTA. Eva pEYANO 0POG EVOOKUTTAPIKWY ATTAVTACEWY UTTO-
pei va oxetiCovtal e TNV avaotoAr] Tou GSK3B amd to Aibio, evw 0 yeVETIKOG TOAUHOPPLOUOC TOU
GSK3p yovidiou BpéBnke va oxetiCetal pe auénuévn mapopuNTIKOTNTA 0TOUG SITONIKOUG aoBEVEIG.
Av Kal n MapoppNnTIKOTNTA €xel Tapadoolakd ocuvdeDel pue avemapkr pUBUION TOU OEPOTOVIVEP-
YIKOU KOl VIOTTAUIVIKOU GUOTAHOTOG, OPIOUEVOL EPELVNTEG £XOUV TIPOTEIVEL OTL TO AiB1o pmopei va
HEIWOEL Ta eMimeda MAPOPUNTIKOTNTAG HECA amd TNV 1816TNTA va puBuilel Ta TAPATIAVW VEUPOE-
TtaBiBaotika cuotipata. Emmiéov, To AiBlo og oTolxelwdn emineda, énw¢ cupPaivel oTo MOCIUO
VOWp, €XEL OXETIOTEL AVTIOTPOPA PE TNV AUTOKTOVIKOTNTA, TNV EMOETIKOTATA KAl TNV EYKANMATI-
KéTNTA. Ta €VPrUATA AUTA B€TOUV TO EpWTNUA KATA TOoOV N evOexduevn mpocBeon AiBiouv oto
mooipo LOwp gival pealioTtikn, (uyiCovtag To dpeNOC Kat To mMBavo kdotoc. Daivetal paAlov oTL
Ta 6VTaA €Kelva TTOU eAAXLOTOTTOIOUV TOV KivOuvo To&IKOTNTAC Tou AiBiou Kal HEYIOTOTTOLOUV TA OPé-
An Tng Spdong Tou Byaivouv evioxupéva otnv emBiwon Kal Tnv avamapaywyn. TEAog, Bpédnke oL
7o AiBlo aufavel Tov dyko Tou TTpopETWTTIAioU GAOLOU Kal Tou TpdaBiou mpooaywyiou. Ot evdeielg
TO0O amod TN Pacikr 600 Kal TNV KAWVIKA épguva umootnpifouv 6Tl To AiBlo umopei va HEIWVEL TNV
TTAPOPUNTIKOTNTA, EVW UTTOPEI TOUAAXIOTOV €V PEPEL VA €XEL AVTIAUTOKTOVIKN Spdon péoa amd tnv
gvioxuon Twv «amo Mavw TPOG Ta KATW @PEVWV» 0TNV TMapopunTikdTnTa. Adufdvovtag umdyn
Ta mapandavw dedopéva, UMopoUE va uTTOBECOUHE OTI AKOUN Kal Ta QUOIKA emimeda mMpdoAnYNng
ABiou evéxetal va emnpedoouv TNV MAPOPUNTIKATNTA, £VAV TTUPNVIKO TApAyovTd Tou SIaUECO-
AaBei otnv ekdrAwon TG00 TNG AUTOKTOVIKOTNTAG 00O Kal TNG EMBOETIKOTNTAC, I} AKOUN KAl TNG €-
YKAnUatikotntag. Emmiéov, pmopolue va umoBécoupe 6Tl pia kataotaon EAAePNG AiBiou pmopei
va Mpodlabéoel o€ TETOLEC KATAOTACELG.

Né€eig eupetnpiov: Aiblo, mapopunTIkOTNTA, autokTovieg, SumoAikn dtatapayh.
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reek financial crisis has incurred adverse effects on the mental health of the population; how-
ever existing research is constrained in the adult population. Therefore, the present study
aims to shed light on the mental health state of adolescents during the recession. In this
context 2,150 adolescents were recruited from a random and representative sample of pub-
lic and private schools in the greater Athens area. Mental health problems were assessed with the self-
report Strengths and Difficulties Questionnaire while additional questions enquired about students’
socio-demographic characteristics. Findings indicate that roughly one out of ten adolescents scored
above the cut off point for the total difficulties score, with the higher prevalence been recorded for the
conduct problems sub-scale. More specifically, 7.7% of the sample scored above the abnormal cut-off
point for the total difficulties score, 10.9% for emotional symptoms, 11.9% for conduct problems, 10.6%
for hyperactivity and 4.8% for peer problems. Furthermore, adolescents who reported that during the
previous month there was not enough food in their house displayed higher odds of manifesting men-
tal health problems than adolescents who replied negatively in the particular query. On the grounds
of these results, there is indication about the adverse effects of the financial crisis in the development
of psychiatric symptomatology in adolescents in the Greek society. This is the first study providing
epidemiological data on the current state of adolescents’ mental health amid the recession in Greece,
showing that the crisis impinges disproportionately on the most vulnerable socio-economic groups.

Key words: Financial crisis, adolescent, mental health.

Since 2009 Greece has been consumed by a so-  dominates the job market, while public sector hir-
cio-economic and cultural crisis due to the inter-  ing has practically stopped. At the same time, due
national financial crisis. During that time, the na-  to reserve “haircuts”, insurance funds are unable
tional income has decreased and unemployment to cover the current medical expenses of insured
has tripled. For the first time, flexible employment people.
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The socio-economic crises affects mental health
in two mutually sustaining ways: First it under-
mines the protective factors contributing to and
sustaining development, and second it increases
and enhances the risk factors for the emergence
of mental disorders. Situations of the current re-
ality that fall into the above categories include:
employment insecurity, income instability, un-
employment, flexible employment, exorbitant
debts, homelessness, home insecurity, increase
of social inequalities, poverty and social exclusion
(especially of vulnerable groups), inability of the
individual to control his/her life, and uncertainty
for the future. All this contributes to a significant
increase in psychiatric morbidity overall that has
been researched and documented by the scientif-
ic community during the long-term study of crises.
Specifically, the global financial crisis has incurred
adverse effects on the mental health of the adult
population in Greece through various pathways,
including elevated rates of unemployment and
economic hardship.’

However, its impact on the child population has
not attracted equal attention, in spite of reports
substantiating a stark increase in child poverty rate
from 23% in 2008 to 40.5% in 2012.? Scarce data
from mental health services in the country have
corroborated a considerable increase in cases with
various psychosocial problems, including conduct
disorder, suicide attempts, addictive disorders,
school drop outs, bullying and family discord as
well as in hospital admissions.>* Nonetheless, no
research has been conducted on community sam-
ples; while there is a dearth of studies in the inter-
national literature as well.

In this context, 2,150 adolescents were recruited
from a random and representative sample of 51
schools in Athens area in 2013-2014. Mental health
problems were assessed with the Greek version of
the Strengths and Difficulties Questionnaire®’ while
additional questions enquired about students’ so-
cio-demographic characteristics. The self-reported
instrument consisting of these two sections was
completed during one school hour. Findings indi-
cate that 7.7% of the sample scored above the ab-
normal cut-off point for the total difficulties score,

PSYCHIATRIKI 29 (3), 2018

10.9% for emotional symptoms, 11.9% for conduct
problems, 10.6% for hyperactivity and 4.8% for peer
problems. It merits noting that the research group
that validated the instrument in Greece, did not
present the scale’s cut off points. Therefore, in the
present calculations, the cut off points were com-
puted in accord with the international literature.®
Furthermore, adolescents who reported that dur-
ing the previous month there was not enough food
in their house displayed higher odds of manifest-
ing mental health problems than adolescents who
replied negatively in the particular query: OR=5,
95% Cl=2.87-8.72 p<0.01 for total score, OR=3.12,
95%Cl=1.8-5.37 for emotional symptoms, OR=3.32,
95%Cl=1.98-5.56, p<0.01 for conduct problems,
OR=2.13, 95%ClI=1.17-3.89, p<0.05 for hyperactivity
and OR=3, 95%Cl=1.45-6.22, p<0.01 for peer prob-
lems.

This is the first study providing epidemiological
data on the current state of adolescents’ mental
health amid the recession in Greece, showing that
the crisis impinges disproportionately on the most
vulnerable socio-economic groups. Faced with this
situation, the community of child psychiatrists has
intensified its efforts to support public services by
offering additional services, developing common
actions with other health workers, consolidating
its alliances with other social patients (the Church,
insurance organizations, patient associations etc),
enhancing its advocacy role so that decision mak-
ers might change health polities, and using its sci-
entific tools to promote further research and sub-
stantiate data on the current state of child mental
health.

Additionally, multifaceted interventions target-
ing families from low socio-economic background
as well as mental health promotion activities in
schools should be prioritized if we want to avoid
extrapolation of these problems to adulthood in
the ensuing years.
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H puxikn vysia twv e@nbBwv
ctnv €ANAada Tng oWKOVORIKHG KPIiong:
Mpwta gpeuvnUIKA Jedopéva
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H oikovopikn kpion otnv EANASa €xel em@Epel BAATITIKEG CUVETIELEG OTNV YUXIKH UYEIQ TOU EAANVIL-
KoV MANBUGoUoU. H épguva SUWE TTOU UTTAPXEL TTAVW O€ AUTO TO BEUA EiXE MEXPL ONMEPA ETTIKEVTPW-
O&l amokA&loTIKA 0TOV €VAAIKO TTANBUOUO. TouTwV S0BEvTWY, N TAPOUCa PEANETN €XEL OKOTIO va
avadeifel ta mpofARuaTa YUXIKAG LUYEiag TOU AvakUTITOUV KATd Tn SIAPKELA TNG OIKOVOULKAG KPi-
ong otov eenPikoé MANBuouo. M autov Tov okomod emoTpatelTNKaAV 2.150 £épnfol amd Tuxaio Kat
AVTITPOOWTEVTIKS Seiypa SnUOoiwv aAAd Kal ISIWTIKWY OXOAEiwv amod TNV eupUTEPN TIEPLOXN TNG
ATTIKAC. Ta mpoPARaTa YUXIKNAG LYEIAG EEETACTNKAV E TN XPION AUTOCUUTMANPOUUEVOU EPWTN-
patoloyiou, Tou Epwtnpatoloyiou Auvatotitwy Kat AucokoAlwv (SDQ). EmimAéov e€etaotnkav pia
OElPA OTIO KOWVWVIKA KAl SNUOYPAPIKA XOPAKTNPIOTIKA. ZUU@WVA PE TA ATOTEAECHATA TIEPITTOU
évag otoug 10 eprifoug tou Seiypatog mapouactdlel mpofArjuata YuxIKAG uyeiag, He cuxvotepa
ekeiva mou agpopouv otn Staywyn. Mo cuykekpiuéva, 7,7% tou deiypatog mapouvciace Babuolo-
yia mavw amo 1o eMTPENTO Oplo TNE KAipakag, 10,9% Tou Seiyuatog mapouoiace cuvalodnuatika
npoPAnpata, 11,9% mapouciace mpofAruata dtaywyng, 10,6 % mpoARuaTa UTEPKIVNTIKOTNTAG,
Kal 4,8% mpoPAnpata otn oxéon Ue cuvopnAikouc. EmmpocBeta, ol épnol mou dnAwoav 4Tt Ka-
TA TN S1dpKELa TOu TEAEVUTAIOU pRva gV UTIHPXE APKETO GAyNTO OTNV OLKEID TOUG, Tapouciacav
VPNAOTEPA TOCOGTA YPUXIATPIKAG CUUMTTWHATOAOYIAG O€ OoX€on UE TOuG €prifoug mou dnAwoav
OTL UTTAPXE GAyNTO OTNV OIKEIQ TOUG. Ta amOTEAECHATA TNG TTAPOVUOAG £PEUVAG OTOLXEIOBETOUV OTL
untdpxouv evSeielg TTWG N OIKOVOUIKN Kpion CUPPBANNEL OTNV avATITUEN YUXIATPLKAG CUUTITWHA-
Toloyiag otouc EAAnvec eprifouc. H mapoloa peAétn ival n mpwtn otnv EANGSa mou e€etalel
TNV EMIMTWON TNG OIKOVOULKAG KPIoNG 0TNV YPUXIKN LYEIQ TWV €@BwVv Kal SEiXVeL OTL N OLKOVOULKH
Kpion MAATTEL TIC TTAéOV €VAIOONTEC KOIVWVIKO-OIKOVOUIKEG OUASEC TOU MANBUGCHOU.

Né€eig eupeTnpiov: OIKOVOUIKA Kpion, Epnpeia, YPuxikn vyeia.
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