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Insight across mental disorders: 
A multifaceted metacognitive 

phenomenon

G. Konstantakopoulos

•••

Understanding of Faux Pas 
in patients with schizophrenia

M. Giannakou et al

•••

Evidence of advanced parental age 
linked to sporadic schizophrenia

C. Kollias et al

•••

Severity of domestic abuse 
and its relationship 

with distress tolerance 
and medication adherence 

in women with mental illness 
in South India

D. Ram et al

•••

Assessing anxiety symptoms 
in children: 

Agreement between parents 
and children

O. Zikopoulou et al

•••

A diathesis-stress model 
conceptualization of depressive 

symptomatology

A. Kalamatianos & L. Canellopoulos

•••

Drugs for mental illnesses 
in ancient greek medicine

K. Laios et al

•••

Depression and financial capacity 
assessment in Parkinson’s disease 

with dementia: 
Overlooking an important factor?

V. Giannouli & M. Tsolaki
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There is now general agreement that lack of insight is not merely a fundamental aspect of delusions and hallucinations, 
or just a symptom of psychotic disorders but rather a multi-dimensional construct. Several different components of in-
sight have been proposed and empirically examined during the last three decades, such as the ability to recognize that 
one has a mental illness, the capacity to relabel unusual mental events as pathological, the specific attribution of one’s 
symptoms to having a mental illness, awareness of illness’ consequences, and compliance with treatment.1 Insight im-
pairment is an important prognostic factor in schizophrenia, impacting negatively on medication adherence, treatment 
outcome, and social functioning.2

Although largely investigated in schizophrenia and other psychoses, insight impairments are observed in many, if not 
all, mental disorders. Varying levels of awareness of mental illness and/or of specific symptoms are expected in patients 
with bipolar disorders, Alzheimer disease and other neurocognitive disorders, obsessive-compulsive (OCD) and related 
disorders.1,3 While in DSM-5 an “insight” specifier was incorporated for OCD, body dysmorphic and hoarding disorder, 
patients’ insight has been found ranging from good to absent in other disorders, such as depressive disorders,4 eating 
disorders,5 and even specific6 and social7 phobias. Moreover, impaired insight is a common reason that many people 
with clinical depression or anxiety disorders never seek appropriate treatment and most of the people with addictions 
and personality disorders fail to recognize and address their problems even when the consequences are devastating: 
personal suffering, broken relationships, and physical health problems. Depending on the disorder and reflecting differ-
ent conceptual approaches, many different terms are used to describe lack of insight, such as poor self-awareness, denial, 
anosognosia (mainly in neurological deficits, e.g. hemiplegia), ego-syntonic symptoms, or even self-deception.

At any rate, as an aspect of self-knowledge, insight has psychological (defense mechanisms, coping strategies), social 
and cultural facets. On the other hand, the attitudes and behaviours towards one’s illness are products of inference pro-
cesses and therefore can be influenced by cognitive dysfunctions. Previous research in schizophrenia showed correla-
tions between neurocognitive functions and insight measures but the strength of this association is rather weak.8 Social 
cognition may be a crucial cognitive determinant of impaired insight in schizophrenia. The correct attitude toward mor-
bid change in oneself relies on the capacity to reflect upon self from the perspective of the other (i.e., “to see ourselves 
as others see us”). This capacity is clearly linked to the ability to understand mental states (e.g., beliefs, knowledge, and 
intentions) of others, that is, theory of mind or mentalizing. Recent research has shown that mentalizing deficits may 
substantially contribute to insight impairment in schizophrenia.9 This effect could be further examined in the broader 
context of patient's failures in metacognition, i.e. the general ability to think about thinking, and their relationships with 
insight impairment in schizophrenia. Mentalizing and introspection are closely related developmentally and it is yet un-
clear which one is the primary ability: we are able to understand others and then apply this understanding to ourselves or 
we are able to reflect on ourselves and then apply this reflection to others.

A recent line of research in schizophrenia is based on the distinction introduced by Beck et al10 between clinical insight 
(i.e., awareness of illness) and cognitive insight, which describes a metacognitive ability, specifically patients' flexibility 
towards their beliefs, judgements and experiences. The self-report Beck Cognitive Insight Scale (BCIS) examines two sub-
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components: self-certainty, assessing overconfidence about being right (e.g. “I know better than anyone else what my 
problems are”), and self-reflectiveness, assessing willingness to accept external feedback and recognition of dysfunc-
tional reasoning style (e.g. “Some of the ideas I was certain were true turned out to be false”). Cognitive insight in this 
form describes two related but distinct aspects of metacognition in patients with psychosis, differentially associated with 
clinical insight, symptoms, treatment outcomes, and functioning.11 Another method for assessment of similar metacogni-
tive skills also used in schizophrenia is a scale (Metacognition Assessment Scale – Abbreviated, MAS-A) that is adminis-
tered through a specific interview and examines the capacities of self-reflectivity, understanding of the other individu-
als’ mental states, and using metacognitive knowledge to respond to psychosocial challenges. Lysaker and colleagues 
found recently that metacognitive deficits assessed with MAS-A predict impaired insight in schizophrenia independent 
of symptoms.12 It is questionable whether BCIS and other methods used so far to assess self-reflection in psychoses are 
valid and useful for patients with non-psychotic disorders.11 However, the metacognitive conceptualization of insight 
might contribute to a new research framework for insight impairments across mental disorders.

According to this approach, poor insight is in part a failure of self-reflection, i.e. the process by which we synthesize 
and comprehend ideas about ourselves. This may be due to general deficits in metacognitive abilities (self-reflectivity, 
mentalizing) or may represent limited, domain-specific, or transient dysfunctions in metacognitive processes. Insight has 
to be thought of as a relational concept, that is insight into something: insight into illness, current syndrome, specific 
symptoms, pathological personality traits, social difficulties etc.1,3 In an integrated model of insight across mental dis-
orders, aspects of metacognition interacting with multiple other (clinical, neurocognitive, emotional, and social) factors 
determine patient’s ability to correctly process information into self-awareness. The identification of these factors and 
their interactions may be a fruitful field in the research of insight. 

Key words: Cognitive insight, social cognition, metacognition, introspection, self-reflectivity.
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First Department of Psychiatry, University of Athens, 
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Υπάρχει πλέον γενική συμφωνία ότι η έλλειψη εναισθησίας δεν είναι μόνο ένα θεμελιώδες χαρακτηριστικό παραληρη-
τικών πεποιθήσεων και ψευδαισθήσεων, ή απλώς ένα σύμπτωμα των ψυχωτικών διαταραχών, αλλά μία πολυδιαστασιακή 
έννοια. Πολλές διαφορετικές συνιστώσες της εναισθησίας έχουν προταθεί και έχουν ελεγχθεί εμπειρικά τις τελευταίες τρεις 
δεκαετίες, όπως η ικανότητα κάποιου να αναγνωρίζει ότι έχει ψυχική νόσο, η ικανότητα να επισημαίνει ασυνήθη βιώματα 
ως παθολογικά, η απόδοση των συμπτωμάτων του σε ψυχική διαταραχή, η επίγνωση των επιπτώσεων της νόσου και η συμ-
μόρφωση με τη θεραπεία.1 Το έλλειμμα εναισθησίας είναι σημαντικός προγνωστικός παράγοντας στη σχιζοφρένεια, μέσω 
της αρνητικής του επίδρασης στη συμμόρφωση με την αγωγή, στο θεραπευτικό αποτέλεσμα και στην κοινωνική λειτουργι-
κότητα.2

Παρότι έχουν διερευνηθεί κυρίως στη σχιζοφρένεια, ελλείμματα εναισθησίας παρατηρούνται σε πολλές ψυχικές διαταρα-
χές. Ποικίλοι βαθμοί επίγνωσης της ψυχικής νόσου ή/και συγκεκριμένων συμπτωμάτων είναι αναμενόμενο να βρεθούν σε 
ασθενείς με διπολική διαταραχή, νόσο Alzheimer και άλλες νευρονοητικές διαταραχές, ιδεοψυχαναγκαστική (ΙΨΔ) και συνα-
φείς διαταραχές.1,3 Ενώ στο DSM-5 εισήχθη ένας εξειδικευτής «εναισθησίας» για την ΙΨΔ, τη διαταραχή σωματικής δυσμορ-
φίας και τη διαταραχή παρασυσσώρευσης, η εναισθησία των ασθενών διακυμαίνεται από καλή έως απούσα και σε άλλες 
διαταραχές, όπως καταθλιπτικές,4 πρόσληψης τροφής,5 και ακόμα ειδικές φοβίες6 και κοινωνική φοβία.7 Επιπλέον, η ελλιπής 
εναισθησία είναι ένας συνήθης λόγος που πολλοί άνθρωποι με κλινική κατάθλιψη ή αγχώδεις διαταραχές δεν αναζητούν 
ποτέ θεραπεία και οι περισσότεροι άνθρωποι με εξαρτήσεις και διαταραχές προσωπικότητας αδυνατούν να αναγνωρίσουν 
και να αντιμετωπίσουν τα προβλήματά τους, ακόμα και όταν οι συνέπειες είναι καταστροφικές. Ανάλογα με τη διαταραχή και 
τις διαφορετικές θεωρητικές προσεγγίσεις, πολλοί διαφορετικοί όροι χρησιμοποιούνται για την έλλειψη εναισθησίας, όπως 
φτωχή αυτεπίγνωση, άρνηση, νοσοαγνωσία (κυρίως σε νευρολογικά ελλείμματα, π.χ. στην ημιπληγία), σύντονα προς το εγώ 
συμπτώματα, ή ακόμα και αυτο-εξαπάτηση.

Σε κάθε περίπτωση, η εναισθησία έχει ψυχολογικές (μηχανισμοί άμυνας, στρατηγικές διαχείρισης), κοινωνικές και πολι-
τισμικές πτυχές. Από την άλλη πλευρά, οι στάσεις και οι συμπεριφορές έναντι της νόσου είναι προϊόντα συλλογιστικών δι-
εργασιών και γι’ αυτό επηρεάζονται από νοητικές δυσλειτουργίες. Προηγούμενες έρευνες στη σχιζοφρένεια ανέδειξαν συ-
σχετίσεις μεταξύ νευρο-νοητικών λειτουργιών και εναισθησίας αλλά η ισχύς αυτής της σχέσης είναι ασθενής.8 Η κοινωνική 
νόηση μπορεί να είναι ένας καθοριστικός παράγοντας της ελλειμματικής εναισθησίας στη σχιζοφρένεια. Η σωστή στάση 
κάποιου έναντι της νοσηρής μεταβολής, βασίζεται στη δυνατότητά του να σκέφτεται για τον εαυτό του από την οπτική του 
άλλου. Αυτή η δυνατότητα συνδέεται με την ικανότητα να κατανοείς πεποιθήσεις, γνώση, και προθέσεις των άλλων, με άλλα 
λόγια με τη θεωρία του νου.  Πρόσφατες έρευνες έδειξαν ότι ελλείμματα θεωρίας του νου μπορεί να συμβάλουν ουσιωδώς 
στο έλλειμμα εναισθησίας στη σχιζοφρένεια.9 Αυτή η επίδραση μπορεί να εξεταστεί περαιτέρω στο ευρύτερο πλαίσιο των 
ανεπαρκειών των ασθενών στη μετα-νόηση, δηλαδή στην ικανότητα της σκέψης για τη σκέψη, και των σχέσεών τους με το 
έλλειμμα εναισθησίας στη σχιζοφρένεια. Η θεωρία του νου και η ενδοσκόπηση είναι στενά συνδεδεμένες αναπτυξιακά και 
δεν είναι ακόμα ξεκάθαρο ποια από τις δύο είναι η πρωτογενής ικανότητα: είμαστε ικανοί να κατανοούμε τους άλλους και 
μετά εφαρμόζουμε την κατανόηση στους εαυτούς μας ή είμαστε ικανοί να αναστοχαζόμαστε πάνω στους εαυτούς μας και 
μετά εφαρμόζουμε αυτή τη στοχαστική στους άλλους.

Μία πρόσφατη ερευνητική κατεύθυνση στη σχιζοφρένεια βασίζεται στη διάκριση που εισήγαγαν οι Beck et al10 μεταξύ 
κλινικής εναισθησίας (δηλαδή επίγνωσης της νόσου) και νοητικής εναισθησίας, που περιγράφει μία μετα-νοητική ικανότητα, 
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την ευελιξία έναντι πεποιθήσεων, κρίσεων και βιωμάτων. Η αυτο-συμπληρούμενη κλίμακα του Beck (Beck Cognitive Insight 
Scale, BCIS) εξετάζει δύο συνιστώσες: την αυτο-βεβαιότητα, υπερβολική βεβαιότητα κάποιου ότι είναι σωστός (π.χ. «Γνωρίζω 
καλύτερα από κάθε άλλον ποια είναι τα προβλήματά μου»), και την ικανότητα αυτο-αναστοχασμού, προθυμία κάποιου να 
δεχτεί εξωγενή ανατροφοδότηση και αναγνώριση των δυσλειτουργικών τρόπων συλλογισμού (π.χ. «Μερικές από τις ιδέες 
για τις οποίες ήμουν βέβαιος ότι ήταν αληθείς, αποδείχθηκαν λανθασμένες»). Η νοητική εναισθησία σε αυτή τη διατύπωση 
περιγράφει δύο συναφή αλλά διακριτά χαρακτηριστικά της μετα-νόησης σε ψύχωση, τα οποία σχετίζονται με διαφορετικό 
τρόπο με την κλινική εναισθησία, τα συμπτώματα, τα αποτελέσματα της θεραπείας και τη λειτουργικότητα.11 Μία άλλη μέθο-
δος για την εκτίμηση παρόμοιων μετανοητικών δεξιοτήτων στη σχιζοφρένεια, είναι η κλίμακα Metacognition Assessment 
Scale – Abbreviated (MAS-A), που χορηγείται μέσω ειδικής συνέντευξης και εξετάζει τις δυνατότητες αυτο-αναστοχασμού, 
κατανόησης της ψυχικής κατάστασης των άλλων ατόμων και χρήσης μετα-νοητικής γνώσης για να ανταποκριθείς σε ψυ-
χοκοινωνικές προκλήσεις. Οι Lysaker et al βρήκαν πρόσφατα ότι τα μετα-νοητικά ελλείμματα που εκτιμώνται με τη MAS-A, 
προβλέπουν την ελλειμματική εναισθησία στη σχιζοφρένεια ανεξάρτητα από τα συμπτώματα.12 Είναι αμφίβολο αν η BCIS 
και άλλες μέθοδοι που χρησιμοποιήθηκαν μέχρι σήμερα σε ψυχώσεις, είναι έγκυρες και χρήσιμες για ασθενείς με μη ψυχωτι-
κές διαταραχές.11 Ωστόσο, η μετα-νοητική οπτική της εναισθησίας μπορεί να συμβάλει σε ένα νέο ερευνητικό πλαίσιο για τα 
ελλείμματα εναισθησίας στο σύνολο των ψυχικών διαταραχών.

Σύμφωνα με αυτή την προσέγγιση, η φτωχή εναισθησία είναι εν μέρει μία ανεπάρκεια του αυτο-αναστοχασμού, δηλαδή 
της διεργασίας με την οποία συνθέτουμε και κατανοούμε ιδέες για τον εαυτό μας. Αυτό μπορεί να οφείλεται σε γενικότερα 
ελλείμματα στις μετα-νοητικές ικανότητες (ικανότητα αυτο-αναστοχασμού, θεωρία του νου) ή μπορεί να αντιστοιχεί σε περι-
ορισμένες, ειδικές σε έναν τομέα, ή παροδικές δυσλειτουργίες στις μετα-νοητικές διεργασίες. Η εναισθησία πρέπει να γίνεται 
αντιληπτή ως μία σχεσιακή έννοια, με άλλα λόγια εναισθησία για κάτι, για τη νόσο, το τρέχον σύνδρομο, ειδικά συμπτώματα, 
παθολογικά χαρακτηριστικά της προσωπικότητας, κοινωνικές δυσκολίες κ.λπ.1,3 Σε ένα ενοποιητικό μοντέλο της εναισθησί-
ας στο σύνολο των ψυχικών διαταραχών, όψεις της μετα-νόησης αλληλεπιδρώντας με πολλούς άλλους παράγοντες (κλινι-
κούς, νευρονοητικούς, συναισθηματικούς και κοινωνικούς) καθορίζουν την ικανότητα του ασθενούς να προάγει σωστά τις 
πληροφορίες σε αυτεπίγνωση. Η ταυτοποίηση αυτών των παραγόντων και των αλληλεπιδράσεών τους μπορεί να είναι ένα 
γόνιμο πεδίο στην έρευνα για την εναισθησία.

Λέξεις ευρετηρίου: Νοητική εναισθησία, κοινωνική νόηση, μετα-νόηση, ενδοσκόπηση, ικανότητα αυτο-αναστοχασμού.
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T heory of Mind (ToM) refers to our ability to attribute mental states such as beliefs, intentions 
and desires to other, allowing us to explain, manipulate and predict others’ behavior. ToM abili-
ties of patients with schizophrenia were repeatedly found to be deficient. Our purpose in un-
dertaking the present study was to explore ToM deficits in patients with schizophrenia, using 

a task of an affective aspect of ToM abilities, namely, “Faux Pas” Test (FPT). The FPT requires a “cognitive” 
ToM ability (i.e., knowing that the person who insults the other has not realized that she/he should not 
do that) and a more “affective” component (i.e., empathizing for the person who received the insulting 
utterance). We assessed 40 inpatients with schizophrenia (32 men) and 30 healthy participants (24 men), 
matching on age, level of education and sex ratio. All patients met DSM-IV criteria for schizophrenia. 
Four written scenarios containing a faux pas (unintentionally insulting or hurtful statements given a par-
ticular context) were presented to each examinee. The participants read each scenario and responded 
to a series of 4 questions: “Did anyone say something she/he should not have said?” (faux pas detection); 

“Why shouldn’t she/he have said it?” (appreciation of potential negative impact on others); “Why do you 
think she/he said it?” (appreciation of speaker’s lack of consideration); “How do you think the other per-
son might have felt?” (awareness of other’s emotional reaction). Patients with schizophrenia performed 
more poorly than healthy participants across all conditions: detection of FP [U=366.5, p=0.001], reasons 
should not have made FP [U=215.5, p<0.001], reasons for making FP [t(65)=4.294, p<0.001], and empa-
thy [U=372, p=0.001]. Only the third condition (reasons for making FP) was significantly correlated with 
the age at first diagnosis (r=0.462, =0.004) and with ratings of positive symptoms (r=-0.391, p=0.017) 
and with symptoms of general psychopathology (r=-0.339, p=0.040). The present study further sup-
ports previous findings of patients with schizophrenia difficulties in theory of mind, as it was measured 
through a faux pas which also assess, apart from the understanding of a person’ s mental state, the un-
derstanding of a person’s emotional state, after having received an unintentional insult. The inability of 
patients with schizophrenia to empathize and therefore detect a faux pas may cause serious problems 
in their everyday communication with others. Appropriate cognitive interventions may help patients to 
avoid unintentionally hurting other people’s emotions, thus improving their interpersonal relationships.

Key words: Faux pas, theory of mind, empathy, schizophrenia. 
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Introduction

After almost three decades of studies, there is a 
general consensus that people with schizophrenia 
are facing different problems when they are asked 
to infer others’ mental states.1,2 In the majority of 
the studies, ToM abilities were found to be defi-
cient while assessed through verbal tasks of false 
beliefs,3 cartoon tasks of inference of intentions,4 

and verbal tasks of hinting5 or irony comprehen-
sion.6

Our purpose in undertaking the present study 
was to explore ToM deficits in patients with schizo-
phrenia, using a task of an affective aspect of ToM 
abilities, namely, “Faux Pas” Test (FPT). Specifically, 
this test was first developed by Baron-Cohen et al;7 
the FPT examines participant’s ability to understand 
if, during a two-person social interaction, some-
thing awkward or insulting has been said uninten-
tionaly. In addition, the participant is also asked to 
reason why a person of a story has said something, 
why she/he should not have said something and 
how the other person might feel. Apparently, the 
FPT requires a “cognitive” ToM ability (i.e., know-
ing that the person who insults the other has not 
realized that she/he should not do that) and a more 

“affective” component (i.e., empathizing for the 
person who received the insulting utterance). The 
difference of this task with the most used false be-
lief tests is that in the FPT the participant must also 
infer about the emotional situation of the “insulted 
person”, apart from judging the intentionality of an 
utterance. On the other hand, the FPT differs from 
classic emotion recognition tests since the FPT is a 
verbal story where the participant must infer a per-
son’s emotion based on the story comprehension 
and the mental state of the protagonist, rather than 
on her/his emotional face expressions. 

Only few studies included FP while assessing ToM 
in schizophrenia, reporting patients’ difficulties in 
this test.8–10 There are two studies addressing FP 
performance in patients with schizophrenia con-
ducting in Greece. Patients with schizophrenia had 
significant worse scores in FP recognition compo-
nent11,12 as well as FP empathy component.11 The 
present study seeks to examine “faux pas” with new 

scenarios that were developed in order to simulate 
everyday situations among adults. Finally, the asso-
ciations between patients’ performance in the FPT 
and their clinical characteristics (years of disease, 
positive and negative symptoms) will be inquired, 
since previous studies have provided controversial 
findings in this area. 

Material and method

Participants 

We assessed 40 inpatients with schizophrenia (32 
men) and 30 healthy participants (24 men), match-
ing on age [t(68)=0.151, p=0.881], level of education 
[t(68)=0.392, p=0.696] and sex ratio [x2(1)=0.000, 
p=1.00]. Patients with schizophrenia were assessed 
shortly before discharge. Healthy controls were 
recruited from the community and were screened 
with a semi-structured interview by one of the ex-
perimenters (MG) before entering the study under 
the close supervision of the first and second author 
(VPB, MHK). All participants gave their informed 
consent to participate in the study and were treated 
in accordance with the Helsinki Declaration as well 
as the Code of Ethics in the Conduct of Research of 
the Aristotle University of Thessaloniki.

All patients met DSM-IV criteria.13 Diagnosis was 
confirmed with the Greek version (translation-ad-
aptation to the Greek language by S. Beratis) of the 
Mini-International Neuropsychiatric Interview (4.4) 
(MINI).14 Patients were being treated with antipsy-
chotic medication at the time of the study. 

Exclusion criteria for the patient group were the 
following: non-native speakers of the Greek lan-
guage, a history of neurological or developmental 
disorders, recent substance abuse (in the last six 
months), as well as a co-morbid psychiatric disor-
der, or a medical disorder which might compromise 
cognitive performance. For the healthy control 
group, an additional exclusion criterion was a his-
tory of a psychiatric or neurological disorder.

We assessed symptom severity (positive symp-
toms, negative symptoms and symptoms of gen-
eral psychopathology) of the patients with schizo-
phrenia with the Greek version15 of the Positive 
and Negative Syndrome Scale (PANSS).16 Rating of 
the PANSS was based on the Greek version of the 
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Structured Clinical Interview for PANSS (SCI-PANSS) 
and while blind to neuropsychological perfor-
mance. Demographic characteristics of the two 
groups and patients’ clinical data are presented in 
table 1.

Comprehension of Faux Pas 

We presented four written scenarios containing a 
faux pas (unintentionally insulting or hurtful state-
ments given a particular context). The participants 
read each scenario and responded to a series of 
questions. They were permitted to refer to scenar-
ios as needed, thereby reducing memory demands. 
The questions were:

1. �“Did anyone say something she/he should not 
have said?” (faux pas detection question – Q1). If 
the participants answered “yes”, they were asked 
questions Q2, Q3, and Q4.

2. �“Why shouldn’t she/he have said it?” (Appreciation 
of potential negative impact on others/faux pas – 
Q2).

3. �“Why do you think she/he said it?” (Appreciation 
of speaker’s lack of consideration – Q3).

4. �“How do you think the other person might have 
felt?” (Awareness of other’s emotional reaction – 
Q4) (see Appendix A for an example). 

Each question was scored with “0”, “1” or “2”, de-
pending on how detailed or comprehensive the 
justification was. If a participant answered the 
first question incorrectly, we skipped the remain-
ing three questions. The total score for every par-
ticipant was converted to percentage of correct re-
sponses; for the total score, we included only those 
scenarios for which a participant answered the first 
question correctly. For the statistical analyses of the 
remaining three questions, three patients were ex-
cluded because they answered at the first question 
incorrectly on all four scenarios. The internal reli-
ability of the items of this task, as measured in the 
whole sample, was moderately high (Cronbach’s al-
pha=0.76).

Statistical analysis

Statistical analyses were performed by SPSS statis-
tical package version 20.0. Sociodemographic and 
clinical characteristics were processed by Pearson’s 
chi-square test and student’s t-test. Normal dis-
tribution of FP variables was assessed with the 
Kolmogorov-Smirnov test. Group differences were 
estimated with Mann-Whitney tests for non-normal 
distribution variables (“detection of FP-Q1”, “rea-
sons should not have made-Q2” and “empathy 
condition-Q4”) and with student’s t-test for normal 

Table 1. Demographic and clinical characteristics of the two groups.

Variable Schizophrenia group 
(n=40)

Healthy group
(n=30)

Mean (SD) Range Mean (SD) Range

Age 37.10 (8.18) 23–52 37.40 (8.32) 23–56

Level of education (years) 12.10 (2.59) 6–18 12.33 (2.28) 6–18

Age at first diagnosis 26.53 (7.46) 16–49

Duration of illness (years) 10.55 (7.05) 2–29

PANSS*

Positive symptoms

15.15 (6.33)

7-33

Negative symptom 16.08 (5.90) 7–30

General Psychopathology 31.70 (8.94) 17–50

*PANSS: Positive and Negative Syndrome Scale
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Table 2. Mean (SD) Faux Pas Test performance of patients and healthy controls (percent correct).

Schizophrenia group (n=40) Healthy group (n=30)

Mean (SD) Mean (SD)

Detection of FP*  77.50 (31.42) 97.50 (10.06)

Reason should not have made FP**  67.00 (25.86)i 93.75 (11.72)

Reason for making FP**  45.38 (4.02)i 75.69 (23.59)

Empathy condition*  84.01 (25.41)i 99.58 (2.28)

*p=0.001, **p<0.001, i. patients with schizophrenia: n=37

Table 3. Correlations of Faux Pas (FP) variables with clinical characteristics and symptoms severity.

Detection 
of FP-Q1

Reason should 
not have made 

FP-Q2

Reason for making 
FP-Q3

Empathy 
condition-Q4

Age at 1st diagnosis r=0.224* r=0.063** r=0.462** r=0.216*
p=0.165 p=0.712 p=0.004 p=0.200

Duration of illness r=0.118* r=–0.288** r=–0.075** r=0.180*
p=0.468 p=0.0.84 p=0.659 p=0.286

PANSS-Positive symptoms r=–0.194* r=–0.174** r=–0.391** r=–0.126*
p=0.230 p=0.302 p=0.017 p=0.456

PANSS-Negative symptoms r=–0.130* r=0.167** r=–0.258** r=0.129*
p=0.424 p=0.324 p=0.123 p=0.445

PANSS-General Psychopathology r=–0.106* r=–0.084** r=–0.339** r=–0.100*
p=0.517 p=0.619 p=0.040 p=0.557

distributed variables (“reasons for making FP-Q3”). 
For patient group, correlations of “detection of 
FP-Q1” and “empathy condition – Q4” scores with 
clinical characteristics and psychosis severity indi-
ces (Positive symptoms, Negative symptoms, and 
General Psychopathology) were investigated by 
means of Spearman’s r while correlations of “rea-
sons should not have made-Q2” and “reasons for 
making FP-Q3” scores with clinical characteristics 
and psychosis severity indices were investigated by 
means Pearson’s r.

Results 

Group comparison

Patients with schizophrenia performed more 
poorly than healthy participants across all con-
ditions of the FPT: Q1, detection of FP: U=366.5, 
p=0.001; Q2, reasons should not have made FP: 

U=215.5, p<0.001; Q3, reasons for making FP: 
t(65)=4.294, p<0.001; Q4, empathy condition: 
U=372, p=0.001]. Table 2 lists mean performance by 
group. 

Correlations

Only the third condition (understanding the rea-
sons why the protagonist might have made the 
statement/faux pas – Q3) was correlated positively 
with the age at first diagnosis (r=0.462, p=0.04) 
and negatively with ratings of positive symptoms 
(r=–0.391, p=0.017) and with symptoms of general 
psychopathology (r=–0.339, p=0.040). No other sig-
nificant correlation was found (table 3). 

Discussion 

Present findings reveal patients with schizophre-
nia inability to perceive a faux pas, meaning a social 
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situation where somebody unintentionally insult or 
heart somebody else. In addition, performance on 
FPT was partially correlated with patients’ clinical 
characteristics. 

In particular, patients with schizophrenia had 
a poorer performance than healthy controls not 
only when detecting a faux pas but also when 
they had to reason about the mental state of the 
person who drops an insulting utterance and the 
emotional state of the other person who received 
the insult. Even if a patient recognized the faux pas, 
she/he gave yet an incorrect answer for the reason 
the faux pas was said; for example, common an-
swers to questions Q2 and Q3 of the scenario in 
the Appendix A were: Q2: “it is not appropriate/
polite to gossip”, “it is not right to speak about the 
sex life”, “you should not betray your colleagues”. 
Q3: “he said it on purpose to hurt her”, “he said 
it on purpose because he envies John Smith and 
wanted to destroy his family”, “he said it in order 
to seem well informed to his coworker”, “he just 
told the truth”. Concerning the empathy question 
about the feeling of the insulted person some an-
swers were: “she felt nothing, bad things happen”, 

“she felt happy because she learned the truth”, 
“why she should feel something? She did not do 
anything bad, her husband did, so he should feel 
bad”. 

Similar findings for performance on the FPT are 
reported by Konstantakopoulos et al11,12 regarding 
Greek patients with schizophrenia, by Martino et al8 
regarding Argentinean patients with schizophrenia, 
by Shur et al9 regarding Israel patients with schizo-
phrenia and by Zhu et al10 regarding Chinese pa-
tients with schizophrenia. Furthermore, Savina and 
Beninger17 found that patients treated with risperi-
done performed more poorly than healthy volun-
teers as well as patients treated with olanzapine on 
a faux pas test, while two recent studies highlight 
patients’ worse performance compared to their 
non-affected relatives.18,19

Regarding the correlational analyses between 
performance on FPT and clinical characteristics, 
only the Q3 question (“Why do you think she/he 
said it?”) was found to be correlated positively with 

the age of the first diagnosis and negatively with 
patients’ positive symptoms and symptoms of gen-
eral psychopathology. Shur et al, also, reported a 
relationship between understanding a faux pas and 
clinical symptoms (though both positive and nega-
tive symptoms).9 In contrast, only relationships be-
tween patients’ performance on faux pas test and 
negative symptoms of schizophrenia were report-
ed by Martino et al.8 Consequently, further research 
is needed in order to understand how the specific 
clinical features of schizophrenia course interrupt 
patients’ ability not only to detect a faux pas, but 
also to infer the reasons for making a faux pas, as 
well as to empathize the emotional state of the per-
son who is affected by the faux pas. 

To conclude, the present study further supports 
previous findings of patients with schizophrenia 
difficulties in theory of mind, as it was measured 
through a faux pas which also assess, apart from 
the understanding of a person’s mental state, the 
understanding of a person’s emotional state, after 
having received an unintentional insult. The inabil-
ity of patients with schizophrenia to empathize 
and therefore detect a faux pas may cause seri-
ous problems in their everyday communication. 
Appropriate cognitive interventions may help pa-
tients to avoid unintentionally hurting other peo-
ple’s emotions, thus improving their interpersonal 
relationships. 

Appendix A

Faux pas scenario: 

Mary Smith dropped on her husband’s workplace 
(John Smith) in order to give him a paper he for-
got. His office is on the 5th floor so she takes the 
elevator. When the elevator stops on the 1st floor, 
two employees enter. One says to the other: “Did 
you hear today’s gossips? The manager caught Mr 
Smith fooling around with his secretary!”.

Q1. “Did the employee say something he should 
not have said?”

Q2. “Why shouldn’t he have said it?”

Q3. “Why do you think he said it?”

Q4. “How do you think Mary Smith felt?”
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Η κατανόηση «Αυτού που δεν έπρεπε να ειπωθεί» 
σε ασθενείς με σχιζοφρένεια

Μ. Γιαννακού,1,2 Μ.Ε. Κοσμίδου,2 Ε.Ι. Ναζλίδου,3 Δ. Λιώλιος,1 
Ε. Παρλαπάνη,3 Β.Π. Μποζίκας1

1B’ Ψυχιατρική Κλινική, Τμήμα Ιατρικής, Αριστοτέλειο Πανεπιστήμιο Θεσσαλονίκης, 
2Εργαστήριο Γνωστικής Νευροεπιστήμης, Τμήμα Ψυχολογίας, Αριστοτέλειο Πανεπιστήμιο Θεσσαλονίκης, 

3Α’ Ψυχιατρική Κλινική, Τμήμα Ιατρικής, Αριστοτέλειο Πανεπιστήμιο Θεσσαλονίκης, Θεσσαλονίκη

Ψυχιατρική 2019, 30:17–23

Η Θεωρία του Νου (ΘτΝ) αναφέρεται στην ικανότητά μας να αποδίδουμε στους άλλους νοητικές 
καταστάσεις, όπως πεποιθήσεις, προθέσεις και επιθυμίες, επιτρέποντάς μας έτσι να εξηγήσουμε, 
να χειριστούμε και να προβλέψουμε τη συμπεριφορά των άλλων. Έχει βρεθεί επανειλημμένα ότι 
οι ασθενείς με σχιζοφρένεια παρουσιάζουν ελλείμματα στη ΘτΝ. Ο σκοπός της παρούσας εργασί-
ας ήταν να διερευνηθούν τα ελλείμματα στη ΘτΝ σε ασθενείς με σχιζοφρένεια, χρησιμοποιώντας 
μια δοκιμασία που εξετάζει μια συναισθηματική πλευρά της ΘτΝ, συγκεκριμένα το τεστ «αυτού 
που δεν έπρεπε να ειπωθεί». Για το συγκεκριμένο τεστ απαιτούνται ικανότητες που αφορούν τη 
«γνωστική» πλευρά της ΘτΝ (δηλαδή τη γνώση ότι το άτομο που προσβάλλει τον άλλον δεν έχει 
αντιληφθεί ότι δεν έπρεπε να κάνει κάτι τέτοιο), καθώς και ικανότητες που σχετίζονται με μια πιο 
«συναισθηματική» πλευρά της ΘτΝ (δηλαδή την ενσυναίσθηση για το πρόσωπο που έγινε αποδέ-
κτης της προσβολής). Εκτιμήθηκαν 40 νοσηλευόμενοι ασθενείς με σχιζοφρένεια (32 άνδρες) και 
30 υγιείς (24 άνδρες) με ανάλογη ηλικία, επίπεδο εκπαίδευσης και αναλογία ανδρών/γυναικών. 
Όλοι οι ασθενείς πληρούσαν τα κριτήρια κατά DSM-IV για σχιζοφρένεια. Τέσσερα γραπτά σενάρια 
που περιλάμβαναν «Αυτό που δεν έπρεπε να ειπωθεί» (όπου κάποιος λέει εν αγνοία του κάτι προ-
σβλητικό ή άσχημο μπροστά στον ίδιο τον ενδιαφερόμενο) παρουσιάζονταν σε κάθε εξεταζόμενο. 
Οι συμμετέχοντες διάβαζαν κάθε σενάριο και απαντούσαν σε μια σειρά 4 ερωτήσεων: «μήπως 
κάποιος είπε κάτι που δεν έπρεπε να ειπωθεί;» (εντοπισμός αυτού που δεν έπρεπε να ειπωθεί)· 
«γιατί δεν έπρεπε να το πει;» (εκτίμηση των πιθανών αρνητικών συνεπειών στους άλλους)· «γιατί 
το είπε;» (εκτίμηση της άγνοιας του ομιλητή)· «πώς πιστεύεται ότι ένιωσε το άλλο άτομο;» (επίγνω-
ση για τη συναισθηματική αντίδραση των άλλων). Οι ασθενείς με σχιζοφρένεια είχαν σημαντικά 
χαμηλότερες επιδόσεις σε σύγκριση με τους υγιείς σε όλες τις συνθήκες που εξετάστηκαν: εντοπι-
σμός αυτού που δεν έπρεπε να ειπωθεί [U=366,5, p=0,001], γιατί δεν έπρεπε να ειπωθεί [U=215,5, 
p<0,001], γιατί ειπώθηκε [t(65)=4,294, p<0,001], και ενσυναίσθησης [U=372, p=0,001]. Μόνο η 3η 
συνθήκη (γιατί δεν έπρεπε να ειπωθεί) συσχετιζόταν σημαντικά με την ηλικία πρώτης διάγνωσης 
(r=0,462, p=0,004), καθώς και με τα θετικά συμπτώματα (r=–0,391, p=0,017) και τη γενική ψυχο-
παθολογία (r=–0,339, p=0,040). Η παρούσα εργασία υποστηρίζει έτι περισσότερο προηγούμενα 
ευρήματα για δυσκολίες στη ΘτΝ σε ασθενείς με σχιζοφρένεια, όπως αυτή μετρήθηκε μέσω «αυ-
τού που δεν έπρεπε να ειπωθεί». Το τελευταίο πέρα από την κατανόηση της νοητικής κατάστασης 
περιλαμβάνει και την κατανόηση της συναισθηματικής κατάστασης ενός ανθρώπου που δέχτηκε 
μια μη σκόπιμη προσβολή. Η έλλειψη ενσυναίσθησης των ασθενών με σχιζοφρένεια και συνεπώς 
η αδυναμία τους να αντιληφθούν «αυτό που δεν έπρεπε να ειπωθεί» μπορεί να προκαλεί σοβαρά 
προβλήματα στην καθημερινή τους επικοινωνία με τους άλλους. Κατάλληλες γνωστικές παρεμβά-
σεις μπορεί να βοηθήσουν τους ασθενείς αυτούς να αποφύγουν να πληγώνουν τα συναισθήματα 
των άλλων ανθρώπων και έτσι να βελτιώσουν τις διαπροσωπικές τους σχέσεις.

Λέξεις ευρετηρίου: «Αυτό που δεν έπρεπε να ειπωθεί», θεωρία του νου, ενσυναίσθηση, σχιζοφρέ-
νεια.
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Νovel emergence of schizophrenia (SCZ) in its sporadic type has been linked, among many 
candidate epigenetic factors, with advanced paternal age (PA) and advanced maternal age 
(MA). The most common hypothesis to the paternal age effect is the increased “de novo muta-
tions” during spermatogenesis, while the maternal age hypothesis, though controversial, is 

at most based on studies that support higher frequency of perinatal complications. Our sample con-
sisted of 462 subjects with DSM-IV-TR SCZ spectrum disorders from the outpatient unit of Eginition 
Hospital in Athens, Greece, who were further screened for heritability and were divided in a group of 
sporadic cases (no reported family history for SCZ related disorders up to 2nd degree relatives) and a 
group of familial SCZ-spectrum disorder cases (positive reported history for SCZ spectrum). These two 
groups of patients were compared regarding either paternal or maternal age, while the familial type 
band was used as a control group. The aim of this retrospective file study was to examine whether ad-
vanced parental age may contribute in novel appearance of non-affective psychosis in offspring. Using 
logistic regression analysis, we found that the risk for the sporadic type, as compared to familial type, 
showed a significant increase for both advanced MA (OR=4.39, p=0.001) and PA (OR=1.92, p=0.012). 
After adjusting for confounding effects for the other parent’s age and gender, the risk effect for the 
sporadic type of SCZ remained statistically significant for both advanced MA (OR=4.04, p=0.002) and 
advanced PA, but with a loss of statistical power (OR=1.72, p=0.049). Few studies have been conducted 
in Greece concerning the role of parental age in SCZ. Our study is consistent with current literature 
which indicates that both advanced MA and PA may contribute to an increased risk for emergence of 
sporadic type of SCZ. Furthermore, it is implied that this risk for the sporadic type as compared to the 
familial type could be higher for advanced MA than advanced PA. Patients with the sporadic type of 
SCZ, though clinically indistinguishable from the patients with the familial type of the disorder, may 
share other pathophysiological underlying mechanisms in which parental age, especially advanced MA, 
may be a candidate mediator. However, future studies could help clarify the role of both PA and MA in 
the pathophysiology of the disorder.

Key words: Schizophrenia, sporadic/familial type, parental age, paternal age, maternal age. 
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Introduction

The heterogeneity in what psychiatrists define 
as Schizophrenia (SCZ) has led many researches to 
try to identify clinical or biological subtypes of the 
disorder. Classification between sporadic and famil-
ial type has been the focus of attention for many 
years.1,2 The present consensus suggests that SCZ 
is a result of gene-environment interplay between 
multiple genes, epigenetic factors, environmental 
exposures.3 In many genetic diseases the appear-
ance of a sporadic case, in a previous unaffected 
family, signals a possible de novo mutation. In SCZ 
it is not clear whether novel disease emergence (in 
an individual without any family history) originates 
from genetic mutations or environmental factors 
that act independently or through interaction with 
susceptibility genes. 

It has been suggested that, amongst many other 
risk factors, the paternal age at birth of patients with 
schizophrenia-spectrum disorders plays a role in 
the development of the disorder.4 There have been 
reports of later paternal age in SCZ patients since 
the 1950s. Book5 was the first to suggest that new 
mutations might contribute to a higher risk by rein-
troducing genetic abnormalities to the population. 
More recent studies seem to confirm that advanced 
paternal age (PA) is linked with increased risk of SCZ 
in offspring6,7 and it has been suggested that the ac-
cumulation of de novo mutations in paternal sperm 
contributes to the increased risk of schizophrenia.8,9 
The hypothesis of delayed childbearing in fathers 
who themselves have genetic schizophrenia vulner-
ability offers an alternative explanation,10 but there 
are opposite evidence indicating that later childbirth 
may not be attributable to parental psychiatric ill-
ness.11 It has also been supported that the risk due 
to PA may be different between genders and higher 
for males.12 On the other hand, the role of maternal 
age (MA) has also been documented in studies sup-
porting its association with SCZ onset. Higher risk 
has been reported in children of younger and older 
mothers.13,14 However, other studies dispute MA as 
a risk factor supporting that paternal derived muta-
tion drive this association,15 while others argue for 
the higher importance of mother’s age at time of 
birth compared to age of the father.16 Nevertheless, 
this positive correlation of advanced parental (pater-

nal and maternal) age with SCZ has not always been 
confirmed.17,18 

The aim of this retrospective file study is to ex-
amine the possible association of paternal age and/
or maternal age with the appearance of non-affec-
tive psychosis in offspring. In order to do that, two 
groups of patients with SCZ spectrum disorder were 
compared regarding both paternal or maternal age, 
one group with the sporadic type of psychosis and 
one with the familial type of psychosis, which was 
used as a control group. We assume that, if either 
PA or MA is correlated with a novel appearance of 
non-affective psychosis, then it would be expected 
that this association would appear more often in 
the group with the sporadic type of psychosis rather 
than in the group with the familial type.

Material and method

This file study was based on the outpatient regis-
ter data unit of Eginition Hospital in Athens, Greece. 
Data for 2974 medical files was collected. Our sam-
ple included 462 patients with a DSM-IV-TR diagno-
sis of SCZ-spectrum disorder (SCZ, schizoaffective 
disorder, schizophreniform disorder, delusional 
disorder, atypical psychosis) which were assessed 
by the outpatient unit of our hospital from 2008 to 
2012. Other diagnoses such as affective psychotic 
disorder (bipolar or depressive disorder with psy-
chotic features), developmental disorder, psychotic 
disorder due to medical condition or substance-
related psychotic disorder were excluded from our 
analysis. 

Patients in our sample were further screened for 
heritability and were divided in a group of sporad-
ic cases (no reported family history of SCZ related 
disorders up to 2nd degree relatives) and a control 
group of familial cases (positive family record for 
schizophrenia related disorders up to 2nd degree 
relatives). PA and MA were defined as the age of the 
parent at the proband’s birthday and was estimated 
from information provided by the patient or their 
relatives. Sociodemographic data concerning mari-
tal status, professional status, years of education and 
place of residence were also available from patients 
and/or their relatives. 
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Data analysis

The final sample consisted of 462 individuals 
(285 males and 177 females). Differences between 
study groups were examined using chi-square test 
for categorical variables and independent sample 
t test for continuous variables. Probability values 
of p<0.05 were considered statistically significant. 
Familial type was used as a reference category. 
Due to the small sample size of fathers and moth-
ers aged below 20 or over 40 in both groups, we 
set the lowest and highest parental age category 
at <25 and ≥35 years old respectively. PA and MA 
were divided into four bands: <25, 25–29, 30–34, 
and ≥35. Logistic regression was used to estimate 
the odds for each parental age group of having 
the sporadic type versus the familial type of the 
disorder. We set the 30–34 category as reference, 
since this one shared the lowest risk. At first, we 
conducted the analysis for each parental age sep-
arately and then re-ran the analysis adjusting for 

the participant's gender and the other parent’s 
age at birth. All analyses were conducted using 
SPSS (version 22.0). 

Results

Sociodemographic data

Sociodemographic data of our sample is indicat-
ed in table 1. The mean PA at subjects’ birth was 
34.3 (SD=±6.3) years and the mean MA was 28.4 
(SD=±5.9) years. MA at subjects’ birth was avail-
able for 87.9% of the cases (n=406) and the pater-
nal date of birth for 86.4 % (n=399). The male indi-
viduals with the sporadic type of psychosis (n=192, 
p=66%) were more than the female (n=99, p=34%), 
while in the familial type the ratio between male 
(n=70, p=55.6%) and female (n=56, p=44.4%) pa-
tients was more balanced. Gender was not asso-
ciated with neither MA (p=0.48) nor PA (p=0.86). 
The majority of individuals lived (n=389, p=85.5%) 
in the capital or another big city rather than small 

Table 1. Distribution of 417 patients with schizophrenia spectrum disorders by sociodemographic variables and 
their relevance with familial or sporadic type of psychosis.

Sporadic type Familial type p

Paternal Αge (n=399)

Years (SD) 34.78 (±6.43)  33.23 (±6.17)  0.028b

Maternal Age (n=406)

Years (SD) 28.83 (±6.26)  27.50 (±5.05)  0.044b

Gender (n=417) (%) (%)

Male (n=262) 192 73.3 70 26.7 0.043a

Female (n=155) 99 63.8 56 36.2

Education (n=405)

Mean years (SD) 12.67 (±3.17)   12.44 (±3.10)  0.512

Family status (n=414)

Unmarried (n=351) 248 70.7 103 29.3 0.298

Married (n=63) 40 63.5 23 36.5

Occupational status (n=416)

Employed (n=121) 91 75.2 30 24.8 0.158

Unemployed (n=295) 200 67.8 95 32.2

Residence (n=414)

Big city 246 69.9 106 30.1 0.933

Small town or village 43 69.4 19 30.6

(a) Statistically significant difference, Chi-square test, (b) Statistically significant difference, Independent Samples 
Test
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Table 2. Effects of Paternal age groups on heritability Type of Schizophrenia Spectrum Disorders, unadjusted 
and adjusted for maternal age and gender. 

Age Group Familial 
Type(n)

Sporadic 
Type (n)

Unadjusted OR 
(95% CI)

p Adjusted OR (95% CI) 
for Gender 

and Paternal Age

p

<25 6 10 0.98 (0.33–2.87) 0.969 1.13 (0.37–3.46) 0.834

25–29 24 51 1.24 (0.68–2.28) 0.472 1.39 (0.74–2.61) 0.309 

30–34 47 80 1 – 1 –

≥35 41 133 1.92 (1.15–3.15) 0.012 1.72 (1.00–2.97) 0.049

Figure 1. Distribution of schizophrenia spectrum cases by type of heritability by parental age group.
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towns or rural areas. Only 15.2% out of 414 patients 
were married (74% unmarried, 10.8% divorced or 
widowed) and 28.3% out of 416 patients were em-
ployed during assessment time. The mean years of 
education were 12.58 (SD=±3.17) of a total of 405 
patients. 

The sporadic cases of psychosis (n=291, p=69.8%) 
outnumbered the familial cases (n=126, p=30.2%). 
The distribution of the patients by age group (ma-
ternal/paternal) and type of heritability is shown in 
figure 1.

Paternal age

Logistic regression analysis of PA and sporadic 
type of SCZ is demonstrated in table 2. Using the 
third group as a reference category, we found that 
the group with the older PA had a greater risk of 
having a relative with novel psychotic disorder 
as compared to the familial type of the disorder 
(OR=1.92, p=0.012). Adjusting for confounding ef-
fects of MA and gender, the risk effect of this group 
on sporadic type remained statistically significant, 
but with loss of power (OR=1.72, p=0.049).

Maternal age

Logistic regression analysis of MA and sporadic 
type of SCZ is demonstrated in table 3. Using again 
the third group band as a reference category, we 
found that the group with the older MA (≥35 years 
old) had a greater risk of having a relative with spo-
radic SCZ, as compared to the familial type of the dis-
order (OR=4.39, p=0.001). Adjusting for confounding 
effects of PA and gender, the risk effect of this group 
on sporadic type remained highly statistically signifi-
cant (OR=4.04, p=0.002). Moreover, the 25–29 age 
group showed a higher risk (in both adjusted and 
unadjusted analysis) for the sporadic type as com-
pared to familial type. 

Discussion

The present study focused on the investigation 
of sporadic schizophrenia and its possible associa-
tion with parental age at the time of birth. This as-
sociation is examined indirectly by comparing two 
groups of patients with schizophrenia spectrum 
disorder diagnosis, one belonging to the sporadic 
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type of schizophrenia and one, which is used as 
a control group, belonging to the familial type of 
schizophrenia with PA and MA at birth time. Our 
findings indicate that both advanced PA and MA in-
crease the risk for sporadic SCZ-spectrum disorder 
onset, but the robustness of the effect is more evi-
dent for advanced MA (OR=4.04, p=0.002) than PA 
(OR=1.72, p=0.049).

Our findings of advanced PA seem to confirm the 
hypothesis of Malaspina,11 namely that patients 
without a family history of schizophrenia had sig-
nificantly older fathers than probands with a posi-
tive family history of schizophrenia. Older fathers 
seem to increase the risk for sporadic SCZ in their 
children and moreover as this risk is differentiated 
for the sporadic versus the familial type, this may 
imply different underlying pathophysiological 
mechanisms for each subtype. The most common 
hypothesis to the PA effect is the increased “de 
novo mutations” in the paternal germ line,4,8 due 
to the fact that point mutations can accumulate in 
the clones of spermatogonia as men age. Advanced 
father’s age in the population may result in an ac-
cumulation of rare “de-novo” mutations in the pa-
ternal sperm and contribute to a significant propor-
tion of SZ risk.19 Other potential mechanisms seem 
to be related to delayed fatherhood rather than the 
advancing PA per se, which could be due to envi-
ronmental (e.g. urban culture) and/or genetic (e.g. 
impaired social functioning traits) factors.10,20 Still 
more assumptions such as dysregulation of epige-
netic regulation (e.g. imprinting or DNA methyla-
tion),21 or the impact of specific stressful events on 
children with older fathers (e.g. father’s death)22 
warrant further investigation. Few studies found an 
association between younger PA (<25) and the risk 

of schizophrenia in the offspring, yet they need ad-
justment for potential confounders.12,23 In our study, 
the effect of PA was reduced in terms of statistical 
significance, when adjusted for gender and MA. 
Besides statistical-related reasons, it could be sup-
ported that MA could be more important in medi-
ating the advanced parental age effect on sporadic 
SCZ, as the opposite, i.e. adjusting PA in MA effect 
on SCZ subgroup is not met.

On the other hand, it remains controversial wheth-
er MA plays such an implicating role,16 since there are 
studies reporting that the association of advanced 
MA and schizophrenia becomes non-significant 
when adjusted for paternal age.24,25 However, it is 
assumed that advanced MA may have an independ-
ent effect on an increased risk of schizophrenia.14,26 
Recently, a case-control study in a greek sample 
found that MA, as a risk factor, characterises SCZ 
specifically compared to other mental disorders,27 
while we found that advanced MA (and PA) may fur-
thermore specify the risk for its sporadic type. The 
late MA hypothesis is further reinforced in studies 
that support higher frequency of perinatal complica-
tions in older mothers and their association with in-
creased risk of psychotic disorders.28 Finally, young-
er MA (<25) has also been related to schizotypy29 
and schizophrenia spectrum disorders,13,30 which 
might be associated with psychosocial, cultural or 
resource mediated factors.18,31 In our study, results 
have been consistent with recent reports on the role 
of advanced MA and schizophrenia in offspring14,16 

and the hypothesis that SCZ risk associated with 
increased MA is explained by the age of the father 
may need to be reconsidered. The significant finding 
of the 25–29 age group, which showed higher risk 
compared to <25 subgroup, cannot be adequately 

Table 3. Effects of Maternal age groups on heritability Type of Schizophrenia Spectrum Disorders, unadjusted 
and adjusted for paternal age and gender. 

Age Group Familial 
Type(n)

Sporadic 
Type (n)

Unadjusted OR 
(95% CI)

p Adjusted OR (95% CI) 
for Gender

and Paternal Age

p

<25 38 68 1.142 (0.64–2.02) 0.650 1.28 (0.68–2.43) 0.443

25–29 33 96 1.86 (1.05–3.29) 0.034 2.07 (1.14–3.78) 0.017

30–34 37 58 1 – 1 –

≥35 8 55 4.39 (1.88–10.25) 0.001 4.04 (1.69–9.66) 0.002
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interpreted in this study, but it may imply a different 
pathophysiological effect of mother’s age on novel 
psychosis compared to familial type. On the other 
hand, no replication of studies concerning increased 
risk of psychosis in the offspring of younger moth-
ers14 was confirmed.

The present study also suggests a small variation 
of increased frequency for males compared to fe-
males in the sporadic form of SCZ. Current literature 
provides evidence of greater incidence risk ratios 
for men to develop SCZ relative to women.32,33 Our 
findings do not associate gender with advanced MA 
or PA arguing that older parental age does not pos-
sibly have an X-linked etiopathological role in an in-
creased risk of SCZ. 

Our study has to be considered in light of its 
limitations. First, we used SCZ cases (familial type) 
only and not healthy subjects as a control group. 
However, this study model has been used both in 
genetic34 and psychiatric epidemiology.11 Second, 
selection or information bias that should be ex-
pected, as register-based diagnoses may be biased 
towards more severe cases. Third, secondary diag-
noses were not considered. Fourth, there is no evi-
dence from the literature for a clear cut-off thresh-
old beyond which PA or MA should be considered 

“advanced”35 and thus determining age subgroups 
may not reflect precise risk for each age. Fifth, other 

potential confounders (psychological factors relat-
ed to increased PA and MA, psychiatric diagnosis of 
fathers and mothers, obstetric events, psychologi-
cal abuse and trauma, cannabis, migration) that are 
known risk factors for psychosis, could not be ad-
dressed in this study.

Conclusion

The sporadic versus familial cases in SCZ spectrum 
disorders raise a prominent scientific interest, as it 
could provide answers to possible etiopathologi-
cal mechanisms underlying these perplexing psy-
chiatric disorders. Patients with the sporadic type, 
though clinically indistinguishable from the familial 
type patients, may share other pathophysiologi-
cal pathways in which advanced parental age may 
be a candidate mediator. Few studies have been 
conducted concerning the role of parental age in 
sporadic SCZ in Greece. This study implies that high 
maternal age maybe an important risk factor for 
sporadic SCZ, maybe higher than advanced pater-
nal age. However, future studies could help clarify 
both the role of PA and MA in the pathophysiology 
of the disorder. Since parental age is linked not only 
to the novel cases of psychosis, but to autism and 
various neurodevelopmental disorders36,37 optimal 
age of parenthood may have significant implica-
tions in public health.

Συσχέτιση της αυξημένης γονεϊκής ηλικίας 
με τη σποραδικού τύπου σχιζοφρένεια

Κ. Κόλλιας,1 Σ. Δημητρακόπουλος,1,2 Λ.-Α. Ξενάκη,1 
Ν. Στεφανής,1 Χ. Παπαγεωργίου1

1Α’ Ψυχιατρική Κλινική, Ιατρική Σχολή Πανεπιστημίου Αθηνών, Αιγινήτειο Νοσοκομείο, Αθήνα,  
2414 ΣΝΕΝ, Ψυχιατρική Κλινική, Π. Πεντέλη

Ψυχιατρική 2019, 30:24–31

Η εμφάνιση νέων, σποραδικού τύπου, περιστατικών σχιζοφρένειας (ΣΧ) έχει συσχετισθεί, μεταξύ 
πολλών υποψηφίων επιγενετικών παραγόντων, με την προχωρημένη πατρική και την προχωρημένη 
μητρική ηλικία. Η πιο κοινή υπόθεση ως προς την επίδραση της πατρικής ηλικίας αφορά την αύξηση 
των de novo μεταλλάξεων κατά τη διαδικασία σπερματογένεσης, ενώ η υπόθεση για τον ρόλο της 
μητρικής ηλικίας, αν και αμφιλεγόμενη, στηρίζεται κυρίως σε μελέτες οι οποίες τη συσχετίζουν με 
αυξημένη συχνότητα περιγεννητικών επιπλοκών. Το δείγμα μας αποτελείται από 462 άτομα με δια-
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D omestic abuse is prevalent in all strata of society and has been associated with various mental 
health problems. However, the severity of abuse in women with mental illness has not been 
studied much. The amount of distress experienced often depends on the severity of domestic 
abuse. Ability to tolerate distress may buffer the effect of abuse-this determines the perceived 

level of abuse. Both the severity of abuse and distress tolerance may in turn determine adherence be-
haviour towards treatment in mentally ill women. There is a paucity of research examining these vari-
ables. Hence this study was undertaken to examine the severity of abuse and distress tolerance and their 
relationship with medication adherence in women with mental illness. This study took place on an out-
patient basis in the department of psychiatry at a tertiary care centre in South India. One hundred wom-
en with a mental illness currently in remission for at least two months –living in the community with 
family members after an episode of mental illness– were consecutively recruited by purposive sampling 
method after obtaining an informed consent. Due to issues related to reliability, patients with a diagno-
sis of mental retardation or dementia or psychotic symptoms were not included. All participants were 
initially assessed using socio-demographic and clinical forms. The severity of abuse was assessed with 
Composite Abuse Scale (CAS) and the level of distress tolerance was evaluated with Distress Tolerance 
Scale (DTS). Medication adherence status was assessed with the commonly used Morisky Medication 
Adherence Scale (MMAS). There was a high level of abuse (mean 20.33, SD=20.55) and distress toler-
ance (mean 26.80, SD=12.07) in this sample as compared to those in general population. Scores in do-
mestic abuse had a significant positive association with Tolerance (p=0.001) and Absorption (p=0.014) 
subscales of distress tolerance. Scores in domestic abuse had no statistically significant association with 
level of medication adherence. With the findings of this study, it can be concluded that women with 
mental illness face considerable level of domestic abuse and they have a higher capacity to tolerate dis-
tress. Severity of domestic abuse is inversely associated with their perceived ability to tolerate emotional 
distress; and positively associated with the level of attention being absorbed by negative emotions. The 
study was constrained by its cross-sectional design and small sample size, and further replication of data 
is needed with bigger sample size and control group.

Key words: Domestic violence, distress tolerance, medication adherence, mental illness. 
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Introduction

Domestic abuse can be defined as a range of sexu-
ally, psychologically and physically coercive acts 
against women.1 The exact magnitude of the prob-
lem in India is unknown, though it is estimated to be 
huge. National Family Health Survey (2005–2006) re-
ported a two-fifth of all married women to have ex-
perienced sexual or physical violence at some point 
of time.2 Domestic abuse is etiologically linked to 
mental illness in women. There is a positive associa-
tion of domestic violence and occurrence of mood 
and psychotic disorders in women.3,4 There is a pau-
city of research examining the implication of domes-
tic abuse in women with mental illness. Few studies 
reveal a high prevalence of domestic abuse in Indian 
population.5–7 In general population, domestic vio-
lence is associated with high psychological distress, 
though the level of distress tolerance is unknown.8,9

Distress tolerance (DT) is the perceived or actual 
capability to tolerate aversive emotional and physi-
cal experience.10 DT is an individual’s evaluation of 
and expectations about experiencing distress and 
is associated with a tendency to alleviate or escape 
negative emotional experience.11 DT is considered 
as a transdiagnostic risk, maintenance or preventive 
factor of psychological disorders.10 There is some ev-
idence that distress tolerance is positively associated 
with domestic violence12 and negatively associated 
with health seeking skills.13 Shorey et al, reported a 
negative association between distress tolerance and 
physical and psychological abuse perpetration in 
substance use disorder.14 Indirect evidence suggests 
a high level of stress associated with non-adherence 
to medication in general population.15 On the other 
hand, distress tolerance may interact with circum-
stances and motivation to enhance adherence to 
treatment in substance use disorder.16 However, such 
a relationship has not yet been established in other 
mental disorders and needs to be explored.

Women with abuse not only suffer from mental ill-
ness frequently, but also receive psychotropic medi-
cation more frequently than general population.17 
Though abuse has been reported to be related to 
low medication adherence in physical illness, there 
is no report of such association between abuse and 
medication adherence in mental illness,18 hence 
there is a need to explore it.

Keeping in mind the above background, this study 
was conducted to access the levels and relationships 
of abuse, distress tolerance and medication adher-
ence. There is a knowledge gap as to how abuse and 
distress tolerance are interrelated, and what is their 
association with medication adherence. We hypoth-
esised that adherence has a negative association 
with abuse and a positive association with distress 
tolerance, while the interrelationship of abuse and 
distress tolerance is positive.

Material and method

This study was conducted at the outpatient depart-
ment of psychiatry in a tertiary care centre in south 
India. One hundred women with mental illness cur-
rently in remission for at least two months and who are 
living in the community with family members after an 
episode of mental illness were consecutively recruited 
by purposive sampling method after obtaining an in-
formed consent. Participants were excluded if they had 
a diagnosis of mental retardation, dementia or psy-
chotic disorder due to issues related to reliability. For 
this study, the presence of any psychiatric diagnosis 
according to ICD 10 (10th revision of the International 
Statistical Classification of Diseases and Related Health 
Problems) was considered as “Mental disorder”. All as-
sessments were done by a qualified psychiatrist who 
assessed the diagnosis and remission states with MINI 
Plus,19 case record files, discussion with the treating psy-
chiatrist, and interview of patients and key informant(s). 
All eligible participants were further assessed with the 
following tools: Socio-demographic and clinical forms 
including age, education, occupation, marital status, 
socio-economic-status, family type, domicile, diagnosis, 
age at onset of illness, duration of illness, family history 
of mental disorder, history of abuse in childhood, sub-
stance use in family, attitude of others etc.

Composite Abuse Scale (CAS): CAS is the most com-
monly used tool to assess the frequency of domestic 
abuse.20 The scale is rated on five-point likert for all 
30 items. Sum of all items (CAS Score) indicates the 
level of abuse. Higher scores indicate more severe 
and frequent abuse. 

Items of the CAS can be grouped into 4 subscales – se-
vere combined abuse, physical abuse, emotional abuse, 
and harassment. These subscales are useful in assess-
ing how different forms of abuse impact the physical 
and mental health of women. CAS has a high internal 
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consistency and a Cronbach’s alpha value of >0.85. For 
this study, the scale was translated into Kannada. This 
scale has been used in the Indian population.5

Distress Tolerance Scale (DTS): This self-report scale 
consists of 15 items, and intends to measure distress 
tolerance, i.e., one’s ability to tolerate psychologi-
cal distress.11 The scale can be subdivided into four 
subscales: (1) Tolerance – perceived ability to toler-
ate emotional distress, (2) Absorption – attention 
being absorbed by negative emotions, (3) Appraisal 

– subjective appraisal of distress, and (4) Regulation – 
regulation efforts to alleviate distress. The scores of 
the scale range from 15 to 75, and are found to be 
of good internal consistency, test-retest reliability, 
and discriminant validity. In this study, the scale was 
translated into Kannada. This instrument has been 
used in the Indian population.5

Morisky Medication Adherence Scale: The MMAS-8 
is a self-reporting tool and most commonly used in 
research todetermine medication adherence. It has a 
yes or no response option for each question and score 
ranges from 0 to 1. Each question is intended to meas-
ures the specific adherence behavior of the respondent. 
Score of <6 indicate low adherence, 6–8 score indicates 
medium adherence, and a score of ≥8 indicates high 
adherence. The sensitivity and specificity are 93% and 
53%, respectively, with Cronbach’s alpha value of 0.83.21 
A Kannada translated version was used in this study.

Data analysis was conducted with SPSS version 16. 
The demographic and clinical characteristics were 
expressed with descriptive statistics. The Kruskal-
Wallis H test was used to examine the group differ-
ence between three or more variables, and scores 
on subscales of distress tolerance and different se-
verity of burden were analyzed using multiple linear 
regression analysis, to find out the relationship with 
severity of abuse. The level of statistical significance 
was kept at p<0.05 for all tests.

Results

Most participants were employed, belonging to 
lower socio-economic status, Hindus, married, from 
rural background, and suffering from mood disor-
ders (table 1). The majority of participants did not 
report substance use in family, childhood abuse, and 
family history of mental illness.

In our sample the mean score of age was 37 years 
and duration of illness was 4.91 years. The scores in 
CAS, DTS, and MMAS are presented in table 2.

The linear regression analysis between CAS score 
and the subscales of DTS (R2=0.179, F=5.175, p=0.001) 
revealed a significant negative association of CAS 
with Tolerance subscale (p=0.001) and positive asso-
ciation with Absorption subscale (p=0.014) (table 3).

Table 1. Demographic and clinical characteristics

Variables n=%

Occupation Unemployed 35

SES Low 62

Middle 38

Religion Hindu 91

Muslim 9

Marital status Single 10

Residence Rural 68

Family type Nuclear 85

Joint 15

Diagnosis F10 3

F20 4

F30 82

F40 11

Substance use in family Yes 21

Childhood abuse Yes 5

Family history of mental 
  illness

Yes 10

Table 2. Demographic and clinical characteristics.

Minimum Maximum Mean (SD)

Age 14.00 61.00 37.02 (9.37)

Education 1.00 5.00 2.02 (1.00)

Age at onset 1.00 54.00 32.45 (9.28)

Duration of illness 1.00 25.00 4.91 (4.07)

CAS Score 0.00 92.00 20.33 (20.55)

DTS Score 4.00 51.00 26.80 (12.07)

MMAS Score 1.00 8.00 5.84 (1.66)
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Table 3. Multiple regression analysis with scores on DTS subscales as independent variables and CAS Score as 
dependent variable.

Unstandardized 
Coefficients

Unstandardized 
Coefficients

Standardized 
Coefficients

Sig. t

B Std. Error Beta

1 (Constant) 15.605 4.870 3.204 0.002

  Tolerance –4.447 1.294 –0.557 –3.437 0.001

  Absorption 4.522 1.808 0.591 2.501 0.014

  Appraisal 0.231 0.785 0.057 0.294 0.770

  Regulation 0.664 1.254 0.092 0.530 0.598

(a) Predictors: Regulation, Tolerance, Appraisal, Absorption, (b) Dependent Variable: CAS Score, (c) R2=0.179, 
F=5.175, p=0.001

Table 4. Relationship between abuse and medication adherence (Kruskal Wallis test).

MMAS score n Mean Rank Chi-Square df p

CAS Score Poor 29 47.78

Moderate 69 51.38 0.514 2 0.773

Good 2 59.50

Using the Kruskal Wallis H Test, statistically no sig-
nificant association was observed between CAS and 
MMAS score or between DTS and MMAS score (ta-
bles 4 and 5, respectively).

Discussion

Demographic characteristics in this study were simi-
lar to other reports from the centre. Some variables 
such as low socioeconomic status, rural background 
and duration of illness more than 4 years are known 
to be associated with domestic abuse,5 while there 
were other clinical variables such as low substance 
use in family and nil child abuse which were associ-
ated with low domestic violence.22 However mean 
score of 20.33 (SD±20.55) on CAS indicates an overall 
high level of abuse in this study compared to those 
reported in general population (Mean=3.3, SD=3.3).23

High level of distress tolerance has been reported 
from India where in it has been associated with his-

tory of substance use in the family, history of any 
past treatment for on-going psychiatric illness and 
level of knowledge about treatment options. Indian 
culture has been attributed in favouring higher dis-
tress tolerance.17 Indian women use multiple coping 
strategies such as relaxation, exercise, yoga, writing 
a diary, prayer, recreation with family, spending time 
with friends, reading books, travelling or outing, lis-
tening to music, etc.24 

In this study we found that there was a statistically 
significant association of CAS score with the Tolerance 
(negative) and Absorption (positive) subscales of DTS. 
Tolerance to abuse depends upon the severity of 
abuse. In Indian context, psychological abuse in wom-
en is acceptable to a certain degree. However once 
the threshold is crossed, tolerance may reduce signifi-
cantly. Thus a lower level of abuse may be tolerated 
more while higher levels of abuse are considered as 
unacceptable leading to low distress tolerance. This is 

Table 5. Relationship between distress tolerance and medication adherence (Kruskal Wallis test).

MMAS score n Mean Rank Chi-Square df p

DTS Score Poor 29 45.57

Moderate 69 53.03 1.955 2 0.376

Good 2 34.75



36	 D. RAM et al	 PSYCHIATRIKI 30 (1), 2019

consistent with our observation that there was a high 
level of distress tolerance in this study. Another possi-
bility is that individuals with abuse exhaust resources 
to tolerate and a high abuse level may be associated 
with lower distress tolerance. 

Consistent with our hypothesis, we found a posi-
tive association between abuse and absorption 
subscale of DTS. More level of abuse leads to more 
deployment of attention and changes in cogni-
tion.25 The individual differences in distress toler-
ance depend upon the tendency to approach/avoid 
potentially distressing situations, coping styles, ten-
dency to have attention absorbed by focusing on 
distressing aspects of the situation or to try to avoid 
attending to distressing aspects of a situation, and 
altering meaning of the situation. The response to 
abuse involves modulation of behavioral, experien-
tial, and physiological responses, each of which may 
be increased or decreased as a function of distress 
tolerance. One’s ability to tolerate psychological dis-
comfort may thus influence both types of strategies 
one uses to manage affect as well as moderating af-
fective regulatory functions on behaviour.11

Our hypothesis stood towards a negative associa-
tion of adherence with abuse and a positive associa-
tion with distress tolerance, but it was not confirmed. 
This indicates that experiencing abuse does not help 
to develop adaptive coping strategies and is miti-

gated by the presence of high resilience. Previous 
report revealed a negative association of abuse 
with adherence while resilience enhance adherence 
among HIV patients.26,27 Freire de Medeiros et al re-
ported resilience to be positively associated with 
adherence in patients with hemodialysis.28 Possible 
reasons could be that previous studies had differ-
ent study populations, severity of illness, and level 
and nature of abuse. A difference in adherence has 
been observed between developed and developing 
countries.29 Most studies were conducted in Western 
countries,15,18 and socio-demographic factors may 
differentially mediate adherence behaviour30 as ad-
herence is multi-faceted.

Based on the findings of this study, it can be con-
cluded that women with mental illness face a consider-
able level of domestic abuse and have more capacity to 
tolerate distress. Severity of domestic abuse is inversely 
associated with perceived ability to tolerate emotional 
distress; and positively associated with levels of atten-
tion being absorbed by negative emotions. Our study 
was constrained by its cross-sectional design and small 
sample size, and further replication is needed by stud-
ies with larger samples and control group.
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Η βαρύτητα της ενδοοικογενειακής κακοποίησης 
και η σχέση της με την ανοχή 
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με την αγωγή σε γυναίκες με ψυχική νόσο 
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Η ενδοοικογενειακή βία είναι συχνή σε όλα τα κοινωνικά στρώματα και έχει συσχετιστεί με σοβαρά 
προβλήματα ψυχικής υγείας. Ωστόσο, η βαρύτητα της κακοποίησης σε γυναίκες με ψυχική νόσο δεν 
έχει μελετηθεί επαρκώς. Το μέγεθος της ψυχικής καταπόνησης που βιώνεται, συχνά εξαρτάται από 



PSYCHIATRIKI 30 (1), 2019	 DOMESTIC ABUSE, DISTRESS TOLERANCE AND MEDICATION ADHERENCE	 37

τη σοβαρότητα της ενδοοικογενειακής βίας. Η ικανότητα ανοχής της ψυχικής καταπόνησης μπορεί 
να εξουδετερώνει την επίδραση της κακοποίησης και αυτό καθορίζει το επίπεδο προσλαμβανόμε-
νης κακοποίησης. Τόσο η σοβαρότητα της κακοποίησης όσο και η ανοχή στην ψυχική καταπόνηση 
μπορούν με τη σειρά τους να καθορίζουν τη συμπεριφορά συμμόρφωσης στη θεραπεία σε ψυχικά 
πάσχουσες γυναίκες. Υπάρχει ελάχιστη έρευνα που να εξετάζει αυτές τις μεταβλητές. Έτσι η μελέτη 
αυτή είχε ως στόχο να εξετάσει τη βαρύτητα της κακοποίησης, την ανοχή στην ψυχική καταπόνηση 
και τη σχέση τους με τη συμμόρφωση στην αγωγή σε γυναίκες με ψυχική νόσο. Η μελέτη διενεργή-
θηκε σε εξωτερικούς ασθενείς στην ψυχιατρική κλινική σε ένα κέντρο τριτοβάθμιας φροντίδας στη 
Νότια Ινδία. Εκατό γυναίκες με ψυχική νόσο που βρίσκονταν σε ύφεση για δύο μήνες τουλάχιστον 
και που ζούσαν στην κοινότητα μαζί με μέλη της οικογένειας μετά από ένα επεισόδιο της ψυχικής 
νόσου κλήθηκαν στη σειρά με μη-τυχαία δειγματοληψία, αφού χορήγησαν τη συναίνεσή τους μετά 
από ενημέρωση. Προκειμένου να διασφαλιστεί η αξιοπιστία, ασθενείς με διάγνωση νοητική υστέρη-
ση, άνοια ή οξέα ψυχωτικά συμπτώματα δεν συμπεριλήφθηκαν στο δείγμα. Όλοι οι συμμετέχοντες 
εκτιμήθηκαν αρχικά με χρήση φόρμας κοινωνικών, δημογραφικών και κλινικών στοιχείων. Η σοβα-
ρότητα της κακοποίησης εκτιμήθηκε με την κλίμακα Composite Abuse Scale (CAS) και το επίπεδο α-
νοχής στην ψυχική κακοποίηση αξιολογήθηκε με την κλίμακα Distress Tolerance Scale (DTS). Η συμ-
μόρφωση στη φαρμακευτική αγωγή εκτιμήθηκε με την ευρείας χρήσης κλίμακα Morisky Medication 
Adherence Scale (MMAS). Υπήρξε υψηλό επίπεδο κακοποίησης (ΜΟ=20,33, ΤΑ=20,55) και ανοχής 
στην ψυχική καταπόνηση (ΜΟ=26,80, ΤΑ=12,07) στο δείγμα σε σύγκριση με τα αντίστοιχα επίπεδα 
στον γενικό πληθυσμό. Η βαθμολογία στην ενδοοικογενειακή κακοποίηση είχε σημαντική θετική 
συσχέτιση με τις υποκλίμακες Ανοχή (p=0,001) και Απορρόφηση (p=0,014) της ανοχής ψυχικής κα-
ταπόνησης. Η βαθμολογία στην ενδοοικογενειακή κακοποίηση δεν είχε καμία στατιστικά σημαντική 
συσχέτιση με το επίπεδο συμμόρφωσης με τη φαρμακευτική αγωγή. Βάση των ευρημάτων αυτής 
της μελέτης, μπορούμε να συμπεράνουμε ότι οι γυναίκες με ψυχική νόσο έρχονται αντιμέτωπες με 
αξιοσημείωτο επίπεδο ενδοοικογενειακής κακοποίησης και έχουν μια αυξημένη ικανότητα να ανέ-
χονται την ψυχική καταπόνηση. Η βαρύτητα της ενδοοικογενειακής κακοποίησης συνδέεται αντι-
στρόφως ανάλογα με την προσλαμβανόμενη ικανότητα ανοχής της συναισθηματικής καταπόνησης 
και θετικά με το επίπεδο κατά το οποίο η προσοχή απορροφάται από αρνητικά συναισθήματα. Η 
μελέτη είχε ως περιορισμούς ότι ήταν συγχρονική και είχε μικρού μεγέθους δείγμα και χρειάζεται 
περαιτέρω αναπαραγωγή των ευρημάτων με μεγαλύτερο δείγμα και ομάδα ελέγχου.

Λέξεις ευρετηρίου: Eνδοοικογενειακή βία, ανοχή στην ψυχική καταπόνηση, συμμόρφωση με τη 
φαρμακευτική αγωγή, ψυχική νόσος.
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A ssessment of anxiety disorders in children is a difficult process and requires the use of 
multiple resources of information. Such resources may come from children, parents, 
and educators and they also require the use of multiple types of diagnostic tools, like 
structured and semi-structured clinical interviews, as well as self-report questionnaires. 

Previous research shows that anxiety symptoms ratings of different informants are to some de-
gree correlated (low to moderate agreement) but nonetheless also often show clear discrepan-
cies. Important variables may affect the degree of child-parent agreement. The present study fo-
cused on child’s gender and age possible impact. The aim of the present study was to examine 
the agreement between children’s and parents’ reports on self-reported questionnaires for anxi-
ety symptoms. 431 children from 4th to 6th grade of elementary school and their parents partici-
pated in the study. 190 were boys and 241 were girls. Both children and their parents responded 
to Spence Children’s Anxiety Scale (SCAS) (child’s and parent’s version correspondingly). Relations 
between children’s and parents’ reports concerning anxiety symptoms were examined by calcula-
tion Pearson's correlation coefficients. The results showed that there was a medium but statistically 
important positive correlation between children’s and parents’ reports on SCAS total score (r=0.50, 
p<0.01). Concerning SCAS subscales results supported that higher correlations were those reported 
for Separation Anxiety (r=0.53, p<0.01) and Fear of Physical Injury (r=0.55, p<0.01). Concerning gen-
der differences the present study found that correlation coefficients for girls were higher than for 
boys in SCAS total score (r=0.57 and r=0.39 correspondingly, p<0.01). Correlations according to age 
showed that the highest correlation coefficients were found in comparatively older children (r=0.34, 
r=0.54 και r=0.63, p<0.01 for 4th, 5th and 6th Grade). The latter underlies that in the process of as-
sessing and diagnosing anxiety disorders in children, it is both necessary and important to gather 
information from multiple sources, especially in cases of younger children.

Key words: Anxiety, child, parents, assessment, interrater agreement. 
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Introduction

Assessment of anxiety disorders in children is a dif-
ficult task and requires the use of multiple resources 
of information. Such resources may come from chil-
dren, parents, and educators and they also require 
the use of multiple types of diagnostic tools, like 
structured and semi-structured clinical interviews, 
and self-report questionaires.1,2 However, such pro-
cess faces significant problems. One of the most im-
portant issues is the agreement or disagreement be-
tween children’s and parents’ reports on observed 
emotional difficulties. 

Many studies have shown that children and par-
ents perceive and respond in a different way to ques-
tions about the frequency and severity of anxiety 
symptoms in children. More specifically, Rapee et al3 

and Edelbrock et al4 found that there is poor agree-
ment between the reports of parents and those of 
children about the symptoms of different types 
of anxiety disorders. Poor child-parent agreement 
has been found by other researchers too.5–7 Pereira 
et al8 found low to moderate correlations between 
mother’s and child’s report of children’s anxiety. The 
strongest correlations were found between child’s 
and mother’s report of specific phobia and school 
phobia symptoms, while the lowest agreement was 
found for symptoms of obsessive-compulsive dis-
order (OCD), traumatic stress disorder, generalized 
anxiety (GA), and panic disorder. 

Consistent with the above findings, Canavera 
et al7 found that there is a poor parent-child 
agreement in the assessment of OCD at the diag-
nostic level, as well as symptom level in general. 
Nevertheless, at the symptom level, there was an 
acceptable agreement in some aggressive and re-
ligious thoughts and cleaning/washing compul-
sions. Rapoport et al9 confirmed the poor parent-
child congruence in OCD, and speculate that this 
agreement is due to the child’s intention to “hide 
his illness” from his parents. Comer et al10 explored 
parent–child agreement at the symptom level, 
within the diagnostic model, in the assessment of 
separation anxiety (SA), social phobia (SP), and GA, 
and found that for all three disorders, parent–child 
agreement at the symptom level was stronger than 
parent–child agreement at the diagnostic level. 
Boyle and colleagues11 assessed parent-child con-

gruence in 251 pairs, in two age groups of anxious 
children (6–11 years and 12–16 years) twice (two 
week interval). Results showed that there was a 
poor parent-child agreement, except for SA where 
degree of parent-child agreement was satisfactory. 
More specifically, in the first interview, the assess-
ment of degree was greater for the older children. 
The degree of agreement was slightly increased in 
the group of younger children during the second 
interview two weeks later. 

Several studies have also replicated this poor par-
ent-child agreement in the assessment of anxiety 
symptoms and disorders in school children1,9,12–16 
confirming findings from earlier studies.4,17 Nauta et 
al18 and Li et al19 applied the Spence Anxiety Scale, 
both the parent and child version, in the group of 
parents and their children and found that there was 
a moderate to satisfying parent-child agreement, 
but nevertheless statistically significant, in all anxie-
ty subscales. On the contrary, Wren et al20 found that 
the levels of parent–child agreement as to anxiety 
score, in a non clinical sample, was moderate to high. 

A very interesting study examined parent-child 
congruence reports in three conditions, GA, SA, and 
SP, during three different time points, one prior to the 
implementation of a specific Cognitive Behavioural 
anxiety treatment program, two after its end, and 
three seven years later.21 Their findings supported 
the notion that there is a rather poor to moderate 
agreement in a diagnostic level, since this agreement 
remained relatively stable at post-treatment and the 
seven years follow-up. Authors conclude that neither 
therapy nor age affected the degree of agreement. It 
is interesting that Safford’s initial hypothesis was that 
treatment would increase the degree of parent-child 
agreement due to a better mutual understanding of 
anxiety symptoms. What these authors also found 
was that younger children had a better agreement 
with their parents in all three assessments compared 
with older children. 

Another consistent finding is that of better parent-
child agreement for externalizing symptoms, than 
for the internalizing symptoms – children tend to 
report more frequently internalizing problems than 
their parents, like depression and anxiety.1,4,9,15,22 
On the other hand, parents usually notice and con-
sequently report more externalizing, thus, more ob-
servable, symptoms.3,4,6,9,11,14,22,23
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Important variables that affect the degree 
of child-parent agreement

Degree of parents-child agreement seems to be 
influenced by several variables (like child age, child 
gender, child social desirability, type/severity of dis-
order, lack of communication, family conflict, etc.).5,24 
For the sake of our report we will focus on the child 
gender and age. 

Concerning the role of child gender, Rapee found 
that the degree of agreement tended to be great-
er in boys for most anxiety disorders (overanxious 
disorder, SP and a general diagnosis of anxiety dis-
order) while for girls parent-child agreement was 
higher in SP.3 A similar study showed that girls and 
their parents evidenced higher agreement for GA 
and specific phobia, while parent-child agreement 
was higher in boys with social anxiety and SA.5 Also, 
it was found that mothers reported fewer symp-
toms than their male children in terms of worries 
and anxieties and SA.16 Taking into consideration 
that some other studies found no significant differ-
ences,4,7,8,12,13 one can conclude that parent-child 
agreement is not consistently influenced by gender 
and unfortunately we do not have a coherent theo-
retical explanation for this.1 

Child age seem to play an important role in the 
way children respond to either clinical interviews or 
self-report questionnaires,25 therefore age may in-
fluence the agreement between a child’s and his/
her parents’ reports. It seems that there are impor-
tant developmental differences in the way children 
perceive and interpret given instructions or specific 
words and concepts that are used in some diagnos-
tic tools.26 A common finding is that older children 
(>11 years) have a better agreement with their par-
ents compared with younger children (<10 years).3–6 
This finding may reflect the possibility that older 
children give more reliable answers and information 
than younger ones.3,26,27 Thompson et al16 studied 
mother-child agreement on the Child Assessment 
Schedule with nonreferred children and found that 
mothers reported fewer symptoms than their older 
children (8–12-year old compared to 6–7-year old) 
reported in terms of worries and anxieties and SA. 
On the other hand, many studies evidence no con-
sistent relationship between child age and parent 
child reporting discrepancy7,8,12,13,15,28 while other 

studies evidenced poor to moderate parent-child 
agreement for older adolescents.29–32 

The above discrepancies seem to have different 
theoretical explanations. On one hand, it has been 
supported that age interferes with a child’s abil-
ity to respond to diagnostic questions in a reliable 
way,5,33 while on the other hand, it is common for 
many children and adolescents to tend to hide in-
formation about their emotional state and difficul-
ties.34 However, apart from child’s cognitive ability 
and his desire to avoid expressing his anxiety symp-
toms, Niditch et al35 found that children's self-report 
of anxiety were affected by their mothers' apparent 
anxiety. Younger children self-reported significantly 
higher anxiety than anxious mothers reported for 
them while older children self-reported significantly 
lower anxiety than their anxious mothers. 

Primary aim of the present study is to examine the 
agreement between children’s and parents’ reports 
on self-reported questionnaires for anxiety symp-
toms while secondary aim is to examine whether the 
degree of agreement differs by gender and age. 

According to the Nauta’s and Li’s18,19 findings we 
hypothesized children’s and parents’ reports will 
present a medium congruence something that 
could be different in different anxiety symptoms. 
Furthermore, we expected that there will be gender-
specific differences in parent-child agreement, as 
well as age-specific differences in this agreement. 
What we expected is that older children have better 
agreements with their parents in almost all anxiety 
scales than younger ones.3,5,6

Material and method

Study setting, subjects and procedure

The present study is a part of a wider research that 
took place in Thessaloniki, from April 2021 through 
November 2014 from the Department of Educational 
and Social Policy of the University of Macedonia, 
with the approval of the corresponding Section of 
Pedagogical Institute/ Greek Ministry of Education, 
Research and Religious Affairs. Of the 1128 4th to 
6th grade school children approached, 431 chil-
dren completed and returned the questionnaires. 
Children were from 18 randomly selected elementa-
ry schools of Thessaloniki. The participants’ descrip-
tive characteristics are presented in table 1.
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Table 1. Demographic Characteristics of participants.

Children

Age/Sex 4th class 5th class 6th class Total

Boys 60 65 65 190

Girls 77 75 89 241

Total 137 140 154 431

Fathers Mothers

Μean SD Mean SD

Age (in years) 45.44 21.91 41.00 5.55

Fathers Mothers Both

Responder 10.6 (44) 79.2 (328) 9.9 (41)

Number of children in family

1 17.0 (71)

2 61.6 (257) 

3 13.9 (58)

>4 7.0 (29)

In the first phase of the study a set of question-
naires was distributed to each 4–6th grade child at-
tending one of those eighteen elementary schools. 
Children were asked to deliver it to their parents. 
Parents’ package included (a) an informative let-
ter about the nature and aim of the present study, 
(b) a written consent form for the parent and their 
permission for the participation of their child in the 
study, and (c) self-report questionnaires for parents. 
Consenting parents had to sign the written consent 
form, to fill in their questionnaires and return them 
to the researchers in a sealed envelope. At the sec-
ond visit in each school, the researchers collected 
parents’ envelopes and administered the appropri-
ate questionnaires to those children whose parents 
had agreed on their participation in the present 
study. Questionnaires were filled in during an aca-
demic hour and researchers were present for guid-
ance, clarification and support. 

Measures

Anxiety

Participating children responded to Spence 
Children’s Anxiety Scale – SCAS-C,36 (Mellon et al 
for the Greek version37), while parents responded 
to Spence Anxiety Scale for Parents (SCAS-P).38 
Spence – Children’s Anxiety Scale assesses severity 

of anxiety symptoms according to those included in 
the DSM-IV diagnostic criteria for anxiety disorders. 
SCAS-C focuses on six domains of anxiety includ-
ing Generalized Anxiety (GA), Panic/Agoraphobia 
(P/A), Social Phobia (SP), Separation Anxiety (SA), 
Obsessive Compulsive (OC), and Physical Injury Fears 
(PIF). SCAS-C is a 45-item questionnaire where a child 
indicates the frequency (never, sometimes, often, al-
ways) he experiences anxiety and fear in a variety of 
situations. In order to reduce negative response bias, 
SCAS-C also embeds six positive behaviour items. 
Greek version of SCAS has also an additional item 
about the fear of elevators, an item that was not in-
cluded in the original one. 

The items of the SCAS-P were formulated as 
closely as possible to the corresponding item of 
the child version of the SCAS. Items referring to 
an internal state (e.g. item 4, I feel afraid) were re-
phrased into observable behavior for parents (e.g. 
My child complains of feeling afraid). The positive 
filler items were not included in the SCAS-P, leav-
ing 39 items in the scale on the same 0 (never) to 3 
(always) scale. 

Data analysis

Descriptive statistics were examined for all vari-
ables. Relations between children’s and parents’ 
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reports concerning anxiety symptoms were ex-
amined by calculating Pearson’s correlation coeffi-
cients. 

Results

Demographic characteristics of the participat-
ing children and their mothers and/or fathers, ac-
cording to parents’ reports, are presented in table 
1. Most common participating parent was mother 
(72.9%), corresponding percentage for fathers was 
10.6%, while the involvement of both parents was 
16.5%. 

Descriptive characteristics of anxiety scales for 
children and parents separately are presented in ta-
ble 2. Children’s reports on SCAS total score, as well 
as in subscale scores were higher than related par-
ents’ scores. Children’s score on the fears of physical 
injury subscale were significantly lower than those 
of parents. Statistically significant differences were 
those related to SCAS total score, SP, OC, P/A, PIF, and 
GA subscale scores. Scores on the SA Subscale were 
not significantly different. 

Correlations between children’s and parents’ 
scores in all anxiety subscales and SCAS total score in 
our sample, as well as, in the Nauta18 and Li19 samples 
are presented in table 3. We preferred to compare 
our data with the corresponding data from Nauta’s 
and Li’s studies because they used the same anxiety 
scale as well as a similar age group. Correlations were 
statistically significant (p<0.01). Higher correlations 

were those reported for SA, PIF, and the SCAS total 
score, while OC had the lowest correlation.

Correlations between children’s and parents’ 
scores in SCAS-C and SCAS-P subscales and total 
score according to gender and age are presented 
in tables 4 and 5 respectively. Correlation coeffi-
cients for girls were higher than for boys. Higher 
correlations were those of SA, PIF, and SCAS total 
score. On the other hand, boys presented statis-
tically significant correlations but nevertheless 
correlation coefficients were rather low. In order 
to test the difference between the above correla-
tion coefficients, r values were transformed into 
z scores. In a 2-tailed test, z values greater than 
|1.96| are considered significant.39 Consequently, 
girls’ correlation coefficients in SA, SP, PIF, GA and 
SCAS total score differed statistically significant 
from boys’ coefficients. 

Correlations between children’s and parents’ scores 
in SCAS-C and SCAS-P subscales and total score ac-
cording to age, showed that the highest correlation 
coefficients were found in comparatively older chil-
dren (6th Grade). Children in the 4th Grade tend to 
have lower correlations compared with children in 5th 
and 6th Grade. Correlations in the younger children 
group were not significant for SP, OC and P/A, while 
parents’ and children’s scores significantly related for 
SA, PIF, GA and SCAS total score. Z scores showed that 
only the 4th Grade children’s correlation in SCAS total 
score was significantly lower than 6th Grade children’s 
r-value.

Table 2. Mean & Standard Deviation of anxiety symptoms for children and parents. T-test between children’s and 
parents’ reports.

Children Parents

Μean SD Μean SD t-test p

SA 3.34 3.30 3.20 3.04 t(407)=0.590 0.555

SP 4.94 3.84 4.38 3.15 t(409)=3.25 0.000

OC 5.31 3.92 2.11 2.39 t(388)=15.69 0.000

P/A 3.20 3.95 1.35 2.27 t(403)=9.73 0.021

PIF 3.79 2.95 4.16 2.71 t(411)=–2.315 0.000

GA 4.12 3.43 3.54 2.58 t(410)=3.66 0.000

SCAS 24.16 16.23 18.73 11.79 t(362)=7.23 0.000

**p<0.01, SA: Separation Anxiety, SP: Social Phobia, OC: Obsessive-Complulsive, P/A: Panic/Agoraphobia, PIF: 
Physical Injury Fears, GA: Generalized Anxiety
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Discussion

Previous research has shown that the relationship 
between the way parents assess anxiety symptoms 
of their child and a child self-assess his anxiety are 
to some degree correlated (low to moderate agree-
ment). Nonetheless research has also shown some 
clear discrepancies. These findings emphasize the 
need for further studies that take into considera-
tion specific kinds of anxiety and the characteristics 
of a given sample (eg. community versus clinical 
samples).

It is well grounded that parental reports are viewed 
as essential to a satisfactory psychiatric assessment 
of children, so that it is standard clinical practice to 
obtain information from parents to assess children’s 
functioning. Assessment of anxiety symptomatol-
ogy is rather complicated because of the diversity 
of its behavioral consequences. The present study 
aimed to examine the agreement between children 
and parents on the severity and frequency of anxiety 
symptoms and to examine whether age and gender 
may influence this agreement. 

Our results showed that, in line with other find-
ings,1,4,15,22 children tend to report more frequent 
anxiety symptoms than their parents. This finding is 
probably due to the conviction that parents are not 
always completely aware of the presence of anxiety 
in their child’s life.40 

Using Pearson’s correlation analyses, this study 
found significant correlations between children’s 
and parents’ reports for the total anxiety score and 
for the majority of the anxiety subscales. In gen-
eral correlations were within the predicted range. 
Higher correlations were found for total anxiety 
score, SA and PIF, followed by SP. These findings 
agree with the corresponding findings from Nauta’s 
and Li’s studies.18–19 Comparison of our findings 
with these of Li’s study in Hong Kong, showed that 
our degree of correlation was higher for the total 
anxiety score and all the subscales score. Such a 
finding may be explained by the way parental roles 
and the ways of communication are construed in 

Table 3. Correlations between children’s-parents’ 
scores in total sample. Data from Li and Nauta studies.

Parents/ 1 2 3
Children

SA 0.53** 0.42** 0.60**

SP 0.42** 0.36** 0.55**

OC 0.27** 0.30** 0.27**

P/A 0.37** 0.25** 0.33**

PIF 0.55** 0.34** 0.23**

GA 0.37** 0.24** 0.28**

SCAS 0.50** – 0.49**

**p<0.01, 1: present study, 2: Li et al, 2011 (n=207), 
3: Nauta et al, 2004, (Ν=260), SA: Separation Anxiety, 
SP: Social Phobia, OC: Obsessive-Compulsive, P/A: 
Panic/Agoraphobia, PIF: Physical Injury Fears, GA: 
Generalized Anxiety

Table 4. Correlations and z scores between children’s-parents’ reports by gender.

Children/ B/P G/P
Parents

r r z-scores p

SA 0.41** 0.59** –2.48 0.007

SP 0.30** 0.49** –2.34 0.010

OCD 0.29** 0.26** 0.40 0.345

P/A 0.40** 0.35** 0.65 0.259

PIF 0.39** 0.61** –3.06 0.001

GA 0.26** 0.43** –1.98 0.024

SCAS 0.39** 0.57** –2.22 0.013

**p<0.01, B/P: Boys/Parents, G/P: Girls/Parents, SA: Separation Anxiety, SP: Social Phobia, OC: Obsessive-
Compulsive, P/A: Panic/Agoraphobia, PIF: Physical Injury Fears, GA: Generalized Anxiety
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families. It is known that in Greek contemporary 
society, members of a family have usually a strong 
emotional attachment,41 allowing us to hypothe-
size that higher correlation coefficients in our study 
may be related to the closest relationship between 
parents and children in Greece. Furthermore, the 
reported relatively high levels of agreement are 
more common in nonclinical compared with clini-
cal populations.24 Mixed results are presented com-
paring data from the present study with the study 
of Nauta.18 We found that the Greek sample had 
better agreement in PIF, P/A and GA subscales and 
lower/worst agreement in SA and SP. 

Child’s gender seems to play a role in the way that 
children as well as their parents perceive frequency 
of childhood anxiety symptoms. The study of the way 
both boys and girls report anxiety symptoms and how 
this agrees with the way parents perceive it, shows a 
higher agreement in girls than in boys. This finding 
underlies the fact that there are gender differences 
in emotion expression in children that fluctuate de-
pending on age and context.42 In line with other find-
ings, degree of parent-child agreement was higher for 
girls.16,21 However, this finding does not agree with 
other studies that found no gender differences23,28 or 
no statistically significant differences.7,40

Studies so far3–6,15,24 have found that younger chil-
dren’s reports of their anxiety symptoms do not 
quite agree with their parents reports. Our study 
confirmed this – correlations between children’s and 
parents’ scores in SCAS-C and SCAS-P subscales and 

total score showed that the highest correlation coef-
ficients were found in comparatively older children, 
i.e., early adolescents (6th Grade). Factors related to 
children’s ability to understand their feelings and 
the way they express feelings of anxiety and nerv-
ousness may explain the above finding.33 Moreover, 
although anxiety symptoms in younger children 
are usually expressed by more overt behaviors (e.g. 
crying, irritability) and parents are more reliable ob-
servers and informants about the child’s emotional 
state, younger children do not reliably express them 
when asked for.3 Our findings do not agree with oth-
er studies that found no significant influence of age 
in child-parent congruence23,28 and studies where 
younger children were found to have better agree-
ment with their parents.16

Conclusion and limitations

Our results indicate that there is a medium and 
predicted agreement between children’s (9–11 
years old) and their parents’ reports on the way 
both assess given children’s anxiety symptoms. This 
finding underlies that in the process of assessing 
and diagnosing an anxiety disorders in children, it 
is both necessary and important to gather informa-
tion from multiple sources. Any discrepant informa-
tion should be considered as an additional diagnos-
tic clue.11

One important limitation of the present study is 
the use of one only anxiety scale for the assessment 
of childhood anxiety symptoms and consequently 

Table 5. Correlations and Z scores between children’s-parents’ reports by grade.

Children/
Parents

4th 
Grade/P

5th 
Grade/P

6th 
Grade/P

4th Vs 5th 
Grade

5th Vs 6th 
Grade

4th Vs 6th 
Grade

r r r z p z p z p

SA 0.49** 0.47** 0.60** 0.13 0.45 –1.48 0.07 –1.34 0.09

SP 0.21* 0.45** 0.53** –2.23 0.01 –0.87 0.19 –3.14 0.00

OCD 0.16 0.31** 0.34** –1.23 0.11 –0.29 0.39 –1.55 0.06

P/A 0.19* 0.41** 0.55** –1.93 0.02 –1.50 0.07 –3.49 0.00

PIF 0.52** 0.51** 0.63** 0.12 0.45 –1.42 0.08 –1.28 0.1

GA 0.29** 0.37** 0.45** –0.76 0.22 –0.74 0.23 –1.51 0.06

SCAS 0.34** 0.54** 0.63** –1.92 0.02 –1.09 0.14 –3.09 0.00

**p<0.01, *p<0.05, SA: Separation Anxiety, SP: Social Phobia, OC: Obsessive-Compulsive, P/A: Panic/Agoraphobia, 
PIF: Physical Injury Fears, GA: Generalized Anxiety
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child-parent congruence when assessing anxiety 
symptoms. However SCAS has been found to pos-
sess good psychometric properties in a Greek el-
ementary school-aged population.37 Furthermore, 
this study did not include a gold standard deter-
mination of psychiatric diagnoses or functional 
impairment associated with symptoms. Hence, it 
cannot answer the questions raised as to the true 
clinical significance of these findings. Finally, the 
age distribution of our sample (9–11 years old) was 
rather narrow. A broader age range in our sample 
could have given more significant and conceptually 
valued age differences. Our sample size was quite 
small, but it was randomly selected; that means 
that our results could be generalized in the gen-
eral population. Finally, mothers were the main re-

spondent to our questionnaires so we do not have 
enough evidence on the way that fathers respond 
at the same task. 

What we have found is only an aspect of the agree-
ment or disagreement between parent and child 
ratings of a child’s anxiety symptoms. Ways of family 
communication, parental psychopathology, child’s 
tendency to respond in a socially desirable way, as 
well as other possible related variables, should also 
be incorporated in the realm of research questions. 
Finally, the role of teachers as informants for a child’s 
emotional difficulties should also be examined, giv-
en that information from multiple resources leads to 
more reliable conclusion about a child’s emotionally 
difficulties and his level of functioning in different 
settings. 

Αξιολόγηση των συμπτωμάτων άγχους 
στα παιδιά: 

Συμφωνία μεταξύ των γονέων και των παιδιών

Ο. Ζηκοπούλου,1 Κ. Κακανιάρη,2 Γρ. Σίμος1,2

1Τμήμα Εκπαιδευτικής και Κοινωνικής Πολιτικής, Πανεπιστήμιο Μακεδονίας, 
2Κέντρο Συμβουλευτικής και Στήριξης Φοιτητών, Πανεπιστήμιο Μακεδονίας, Θεσσαλονίκη

Ψυχιατρική 2019, 30:39–48

Η αξιόπιστη αναγνώριση και αξιολόγηση των διαταραχών του άγχους στα παιδιά είναι μια δύ-
σκολη διαδικασία η οποία απαιτεί τη χρήση πολλαπλών πηγών. Οι πληροφορίες μπορεί να προ-
έρχονται από τα παιδιά, τους γονείς και τους εκπαιδευτικούς καθώς και από τη χρήση πολλαπλών 
διαγνωστικών μεθόδων και εργαλείων όπως οι δομημένες και ημιδομημένες συνεντεύξεις και τα 
ερωτηματολόγια αναφοράς, κ.λπ. Οι έρευνες δείχνουν ότι οι αναφορές των παιδιών και των γο-
νέων σχετικά με τα συμπτώματα του άγχους παρουσιάζουν μικρή έως και μέτρια συμφωνία, ενώ 
εμφανίζουν και σημαντικές διαφοροποιήσεις. Σημαντικές παράμετροι μπορούν να επηρεάσουν 
το μέγεθος της συμφωνίας. Στην παρούσα μελέτη δόθηκε έμφαση στην επίδραση του φύλου και 
της ηλικίας του παιδιού. Στόχος της ήταν να εξετάσει τη συμφωνία που υπάρχει ανάμεσα στις 
αναφορές των παιδιών και των γονέων σχετικά με τα συμπτώματα άγχους των πρώτων. Στην έ-
ρευνα συμμετείχαν 431 παιδιά (190 αγόρια και 241 κορίτσια) Δ ,́ Ε´ και ΣΤ´ Δημοτικού. Τόσο στα 
παιδιά όσο και στους γονείς χορηγήθηκε η κλίμακα του Άγχους των Παιδιών της Spence (SCAS). 
Οι συσχετίσεις ανάμεσα στις αναφορές των παιδιών και των γονέων εξετάστηκαν με τον υπολογι-
σμό του συντελεστή συσχέτισης Pearson. Τα αποτελέσματα έδειξαν ότι υπήρχε μία μέτρια αλλά 
στατιστικά σημαντική θετική συσχέτιση ανάμεσα στις αναφορές των παιδιών και των γονέων για 
τα συμπτώματα του άγχους συνολικά (r=0,50, p<0,01). Αναφορικά με τις υποκλίμακες του SCAS 
βρέθηκε ότι η μεγαλύτερη συσχέτιση μεταξύ παιδιών και γονέων υπήρχε για το άγχος αποχωρι-
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σμού (r=0,53, p<0,01) και για τον φόβο τραυματισμού (r=0,55, p<0,01). Λαμβάνοντας υπόψη τις 
διαφορές φύλου οι αναφορές των κοριτσιών παρουσίασαν μεγαλύτερη συσχέτιση με αυτές των 
γονιών τους συγκριτικά με τα αγόρια (r=0,57 και r=0,39 αντίστοιχα, p<0,01). Αναφορικά με την 
ηλικία παρατηρήθηκε ότι οι αναφορές των μεγαλύτερων παιδιών παρουσίασαν μεγαλύτερο βαθ-
μό συσχέτισης με τις αντίστοιχες αναφορές των γονιών τους (r=0,34, r=0,54 και r=0,63, p<0,01 
για τα παιδιά της Δ ,́ Ε´ και ΣΤ´ αντίστοιχα). Τα ευρήματα δείχνουν τη σημασία της χρήσης τόσο 
των αναφορών των γονέων όσο και των παιδιών για την αξιόπιστη αξιολόγηση των συμπτωμά-
των του άγχους, ιδιαίτερα για τα παιδιά μικρότερης ηλικίας.

Λέξεις ευρετηρίου: Άγχος, παιδί, γονείς, μέτρηση, συμφωνία αυτοαναφορών.
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D epression currently constitutes the most common mental illness observed in mental-
health services. In addition to its classical, psychiatric and phenomenological approach, 
a developmental, psychodynamic one has also been formed according to which there 
are two predisposing depressive types of vulnerability, the anaclitic and the introjective. 

These refer to the capacity of establishing reciprocal and mutually satisfying interpersonal rela-
tionships and to the formation of an integrated, mature and differentiated positive sense of iden-
tity, respectively. They are triggered when specific events, that match their sensitivity, occur. The 
personality-stress interaction with relation to depression has only scarcely been investigated so far 
in our country. Consequently, the purpose of the present study was to examine the relationship of 
the depressive vulnerability dimensions to depression. Our sample consisted of 714 subjects, 323 
outpatient with depression and 391 healthy participants in the control group. They had an average 
age of 34.9 years and completed an improvised questionnaire on stressful events that referred to 
interpersonal and achievement issues, as well as the Depressive Experiences Questionnaire (DEQ), 
that assesses the dependent and self-critical vulnerability style, two personality constructs, focus-
ing on issues of abandonment and self-worth. They were also administered the Beck Depression 
Inventory (BDI). Compared to healthy controls, patients with depression showed more severe de-
pressive symptoms, scored higher in depressed types of vulnerability, and experienced more stress-
ful events. Self-criticism was more strongly related to depression possibly because it represents a 
more articulated form of the disorder. The positive relation of self-criticism with both categories of 
adverse events pointed out that these vulnerable individuals are preoccupied with achievement 
topics and personal failures, but interpersonal quarrels and loss, as well. The hierarchical multiple 
regression analysis confirmed the participation of the diathesis-stress model in the prediction of 
depression and indicated that stress mediated the effect of personality on the depressive symp-
tomatology. The naturalistic nature of the current study does not allow us to assign causal links 
between variables. Nevertheless, therapy may take into account the predominant personality type 
so as to design and deliver a treatment that matches the vulnerability.

Key words: Depression, vulnerability, dependency, self-criticism, stress. 
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Introduction

Major depression is a particularly aggravating and 
common mental illness.1 The study of predisposing 
personality types can contribute to the investigation 
of its risk factors. According to Blatt's developmental 
psychodynamic view,2 there are susceptible to de-
pression individuals who develop this disorder when 
life events are introduced.

In particular, Blatt3 mentioned two developmental 
formations, the introjective and the anaclitic, refer-
ring to two domains, to self-definition, namely to the 
formation of a stable, positive sense of autonomy 
and identity, and to interpersonal connectedness, 
that is to say, the capacity for satisfactory, close, in-
terpersonal relationships. These correspond to two 
kinds of depressive experiences, self-criticism and 
dependency. Excessive self-criticism, on the one 
hand, involves intense efforts to achieve goals and 
deal with failure. Excessively dependent people, on 
the other hand, are characterized by the need to rely 
on the important others and, consequently, by their 
tendency to content others so as to avoid rejection.

Diathesis refers to predisposition, i.e., biological, 
genetic and psychological factors that contribute 
to the sensitivity of a person to a psychopathologi-
cal entity.4 Stress is conceptualized as important life 
events that are comprehended as unwanted5 and 
occur when the person's environmental transactions 
lead him to perceive a difference between the de-
mands of a situation and his resources.6 According 
to the diathesis-stress model, adverse experiences 
have a particular depressing effect on vulnerable in-
dividuals.2 Stressful events trigger the disorder when 
they acquire a special sense of threat to people with 
specific sensitivities. The dependent appear to be 
vulnerable to interpersonal issues, such as separa-
tion, divorce, and death, whereas self-critical people 
are more sensitive to events related to achievement 
and control, such as loss of promotion and work or 
studies failure. This model has been especially sup-
ported for depression by various surveys.7–9

Dependency has been significantly but moderate-
ly associated with depression as opposed to self-crit-
icism that has been more strongly connected with 
depressive symptomatology.10 However, the role of 
predisposing personality organization in depression 

is not clear.11 In general, the conclusions that studies 
have yielded, regarding the link of depression with 
psychological factors and the diathesis-stress model, 
are neither definitive and clarified, nor widely ac-
cepted. Furthermore, to the best of our knowledge 
research data on this area has been sparse so far in 
Greece. 

The main goal of the present study was to inves-
tigate the connection between depressive symp-
tomatology and the vulnerability factors in a sample 
of adults. Patients with depression were expected 
to show higher scores in the dependency and self-
criticism scales12–14 and in stressful conditions as 
compared to the control group.15 We also examined 
whether diagnosis moderates and stressful events 
mediate the relation between personality dimen-
sions and depression.

Material and method

Participants and procedure

Study subjects were 714 adults, 323 outpatients 
with depression recruited from outpatient clinics of 
general hospitals’ psychiatric departments and men-
tal health centers in Athens and 391 healthy con-
trols recruited from the waiting areas of the health 
care’s directorate of insured public officials, the 
Social Insurance Institute, and the National Bank of 
Greece in Athens, on a volunteer basis. Participants 
from both groups received no financial remunera-
tion. The participants had an average age of 34.9 
years with a range of 18–56 years and they had at 
least completed compulsory education. The patients 
met the diagnostic criteria for major depressive dis-
order according to DSM-IV, while only those who 
did not have a DSM-IV diagnosis of mental disorder 
were included in the group of healthy controls. In 
the patient group 227 participants (70.3%) had solely 
major depressive disorder diagnosis and 96 (29.7%) 
had comorbid dysthymic disorder, schizoid person-
ality disorder, borderline., or histrionic, or narcissistic 
personality disorder, general anxiety disorder, panic 
disorder, and obsessive-compulsive disorder. All the 
participants offered informed consent. 

Measures

Two ad hoc inventories were used, a demograph-
ic data and mental health questionnaire and a life 
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events questionnaire in order to examine the last 
year’s stressful conditions, including 16 issues, eight 
on interpersonal relationships, such as death, loss, 
divorce, and illness, and eight on issues of achieve-
ment, such as unemployment and income reduction. 
The latter instrument was mainly based on the Social 
Readjustment Rating Scale.16

The Depressive Experiences Questionnaire (DEQ)17 
was administered to evaluate personality types that 
are prone to depression. It includes 66 items, rated 
on a 7-point Likert scale, and three factors: efficacy, 
that was excluded from the study, dependency (“I 
constantly try, and very often go out of my way, to 
please or help people I am close to”) and self-criti-
cism (“There is a considerable difference between 
how I am now and how I would like to be”), which 
confirm the clinical observations of two primary 
sources of depression, that is relatedness and self-
definition and which reflect preoccupation with fear 
of loss and failure to meet high standards, respec-
tively. The test-retest reliability for the dependency 
factor ranged from 0.89 to 0.81 and the self-criticism 
from 0.83 to 0.75. The internal consistency as meas-
ured by the Cronbach's alpha coefficient was 0.81 for 
dependency and 0.80 for self-criticism.12 Moreover, 
the good convergent, divergent and construct va-
lidity have been demonstrated.18 Confirmatory fac-
tor analysis was performed with AMOS (version 21) 
in the current research to verify the factor structure 
and demonstrated good fit between the data and 
the measurement model by the following indi-
ces x²(63)=111.46, p<0.001, CMIN/df=1.77, GFI=0.98, 
CFI=0.99, TLI = 0.98, RMSEA=0.033. The Cronbach's 
alpha was 0.82 for dependency and 0.87 for self-crit-
icism.

The Beck Depression Inventory (BDI)19 was used to 
assess the recent depressive symptomatology. The 
BDI is a 21-item instrument with a Cronbach's alpha 
coefficient that ranges from 0.73 to 0.92 with an av-
erage of 0.81 and 0.76 to 0.95 with an average of 0.86 
in non-clinical and psychiatric populations, respec-
tively. The test-retest reliability ranged from 0.48 to 
0.86 in clinical populations and from 0.60 to 0.90 for 
non-clinical populations. It also has high construct, 
criterion-related and discriminant validity. It distin-
guishes major depressive disorder from generalized 

anxiety disorder, dysthymic disorder and psychiatric 
patients from undergraduate students.20

Statistical analysis

Means, standard deviations, and intercorrelations 
for the variables used in this research were calcu-
lated with the Statistical Package for Social Sciences 
(IBM SPSS-21 edition). The curve estimation of the re-
gression analysis showed linear correlations. Hence, 
we examined moderating and mediating models 
performing hierarchical multiple regression analysis 
in order to investigate the interplay between charac-
terological variables, adverse events and depressive 
symptoms.

Results

The patients showed higher scores in all measures 
(table 1). Effect size values (Cohen’s d) suggested me-
dium and large practical significance, although this 
has to be interpreted in a parsimonious manner,21 as, 
in large samples, the effect may have statistically sig-
nificant though misleading results.22 It was also ob-
served that the mean BDI score showed a statistically 
significant positive correlation with all predictive fac-
tors (table 2).

A multiple regression model was tested to exam-
ine whether the association between the vulnerabil-
ity types and depressive symptoms depends on the 
diagnosis. Initially, the two predictors, dependency 
and diagnosis, and their interaction were entered in-
to a simultaneous regression model (ΔR2=.68, F(3, 
710)=450.81, p<0.001). The results indicated that their 
interaction was significant and thus diagnosis (B=–
0.05, t(710)=–2.18, p<0.05) was a significant mod-
erator of the relation between dependency and de-
pressive symptoms suggesting that the effect of the 
dependent vulnerability type on depressive symp-
tomatology depended on diagnosis (figure 1). The 
simple slopes were for the diagnosed 0.05 and for 
non-diagnosed 0.01 and revealed that dependency 
was more strongly associated with depressive symp-
toms for the diagnosed than for the non-diagnosed 
participants (f2=1.81). The scores for the dichoto-
mous moderator are the two scores of the variable. 

Moreover, the two other predictors, self-criticism 
and diagnosis, and their interaction were entered in-
to another simultaneous regression model (ΔR2=0.73, 
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Table 1. Means, standard deviations, t-tests and Cohen’s d of the scales of the questionnaires BDI, DEQ and 
Stressful Events in the participants with and without depressive disorder.

Depression

Yes No T-test

Mean SD Mean SD t-score 
(d.f.=712)

p d*

BDI 23.76 7.92 5.79 4.32 36.530 <0.001 2.82

DEQ Dependency 5.39 1.15 4.59 1.18 9.219 <0.001 0.69

DEQ Self-Criticism 4.96 1.08 3.11 0.94 24.464 <0.001 1.83

SE Interpersonal 0.32 0.16 0.13 0.13 16.773 <0.001 1.30

SE Achievement 0.40 0.20 0.22 0.19 12.395 <0.001 0.92

Note. M: Mean, SD: Standard Deviation, df: Degrees of freedom, p: Statistical significance, (NS): Non-significant, 
d: Cohen’s d, Higher score means higher level

*Cohen’s d with a value of 0.2 means a small size effect, 0.5 medium and 0.8 large

Table 2. Correlations (Pearson's r) among the study variables.

BDI DEQ Dep DEQ SC SE Int SE Ach 

BDI Depression 1

DEQ Dependency 0.32** 1

DEQ Self-Criticism 0.72** 0.35** 1

SE Interpersonal 0.53** 0.23** 0.44** 1

SE Achievement 0.47** 0.10** 0.44** 0.58** 1

Note. BDI (Beck Depression Inventory), DEQ (Depressive Experiences Questionnaire), SE (Stressful Events). 
*p<0.05, **p<0.01, ***p<0.001

Figure 1. Simple regression slopes of dependency that 
predict the depressive symptoms for the depressed and 
the healthy subjects.

Figure 2. Simple regression slopes of self-criticism that 
predict the depressive symptoms for the depressed and 
the healthy subjects.
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F(3, 710)=582.79, p<0.001). The results indicated that 
their interaction was significant and thus diagno-
sis (B=–0.05, t(710)=–2.23, p<0.05) was a significant 
moderator of the relation between self-criticism and 
depressive symptoms suggesting that the effect 
of the self-critical vulnerability type on depressive 
symptomatology depended on diagnosis (figure 2). 

The simple slopes were for the diagnosed 0.14 and 
for the non-diagnosed 0.09 and revealed that self-
criticism was more strongly connected with depres-
sive symptoms for the diagnosed than for the non-
diagnosed participants (f2=0.76).

Mediation was also examined in the diathesis-
stress model. To test this interaction with depres-
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sion, multiple regression analyses were performed 
with the personality factors as the predicting vari-
able and depressive symptomatology as the de-
pendent variable. The Baron and Kenny23 criteria 
were followed. The 95% confidence interval of indi-
rect effects was obtained by the bootstrap estima-
tion approach with 1000 samples.24–26

In particular, results indicated that depend-
ency had a significant effect on interpersonal 
stressful events (path a: F(1, 712)=40.65, p<0.001, 
R2=0.05) β=0.23, t(712)=6.38, p<0.001, and was 
a significant predictor of depressive symptoma-
tology (path c: F(1, 712)=81.97, p<0.001, R2=0.10) 
β=0.32, t(712)=9.05, p<0.001, and that interper-
sonal stress had a significant effect on depression 
(path b: F(2, 711)=169.32, p<0.001, R2=0.32) β=0.48, 
t(711)=15.17, p<0.001. Dependency was a signifi-
cant predictor of depressive symptomatology 
after controlling for the mediator but the coeffi-
cient was lower (path c: F(2, 711)=169.32, p<0.001, 
R2=0.32) β=0.21, t(711)=6.60, p<0.001. The results 
support the partial mediational hypothesis (figure 
3). Approximately 32% of the variance in depres-
sion was accounted for by the predictors. These 
results indicated the indirect effect of personal-
ity vulnerability on depression, ab=0.05, BCa CI 
(Bias-Corrected and Accelerated percentile 95% 
Confidence Interval) (0.03, 0.06). The amount of 
total effect explained by the mediator is PM=0.35. 
The statistical significance of the mediation was 
also checked by the sobel test (z=5.87, p<0.001, 
κ2=0.05).

Furthermore, results indicated that self-criticism 
had a significant effect on depression (path c: F(1, 
712)=770.95, R2=0.52, p<0.001) β=0.72, t(712)=27.77, 
p<0.001, and after controlling for the mediator 
(path c’: F(2, 711)=434.30, R2=0.55, p<0.001) β=0.64, 
t(712)=22.80, p<0.001, supporting the partial media-

tional hypothesis (figure 4). Self-criticism also had a 
significant effect on achievement-related stressful 
events (path a: F(1, 712) = 434.30, R2=0.19, p<0.001) 
β=0.44, t(712)=166.49, p<0.001, and achievement-
related stress on depression (path b: F(2, 711)=434.30, 
R2=0.55, p<0.001) β=0.19, t(711)=6.89, p<0.001. 
Approximately 55% of the variance in depression 
was accounted for by the predictors. These results 
indicated the indirect effect of personality vulner-
ability on depression, ab=0.03, BCa CI (0.02, 0.04). 
The amount of total effect explained by the media-
tor is PM=0.12. The statistical significance of the me-
diation was also checked by the sobel test (z=6.07, 
p<0.001, κ2=0.12).

Discussion

The objective of this study was to investigate the 
relationship of depressive disorder with personal-
ity and stress. Initially, research hypotheses were 
verified as depressed patients showed higher scores 
compared to healthy controls in all symptoms and 
all psychological measures. These findings provided 
support for Blatt's theory. Similarly, other studies 
have demonstrated higher levels of dependency 
and self-criticism in patients, even after remission, in 
comparison with healthy subjects, and connection 
between vulnerability types and the severity of de-
pressive symptoms.12,13,27,28

There was a greater association of stressful condi-
tions with diagnosed depressed than with healthy 
controls and therefore the research hypothesis, 
which has been highlighted by others,29 was con-
firmed. Monroe and Hadjjiyannakis30 proposed that 
stress affects the duration of depressive symptoms, 
remission and recurrence of the disorder. In fact, 
the relation between stress and the first depressive 
episode has been especially noted,31 and it has also 

Interpersonal stressful events

Dependency

0.23*** 0.48***

(0.21)***

0.32***
Depressive symptomatology

Achievement-related stressful 
events

Self-Criticism

0.44*** 0.19***

(0.64)***

0.72***
Depressive symptomatology

Figure 3. Adjusted regression coefficients for the rela-
tion between dependency and depressive symptomatol-
ogy mediated by the interpersonal stressful events. 

*p<0.05, **p<0.01, ***p<0.001.

Figure 4. Adjusted regression coefficients for the relation 
between self-criticism and depressive symptomatology 
mediated by the achievement-related stressful events. 

*p<0.05, **p<0.01, ***p<0.001.
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been shown that acute life events precipitate a de-
pressive episode32 or are a risk factor for relapse to 
depressed patients in remission.33

With regard to the association between psycho-
logical measures, positive correlations were found 
between the vulnerability types and depression. 
Correspondingly, the two scales of DEQ have been 
linked to depressive emotion in students, in cross-
sectional18 and longitudinal studies.34 Additionally, 
in this study self-criticism was more strongly cor-
related with depression than dependency. Blatt et 
al12 and Klein et al14 have also reported higher cor-
relation of depression with self-criticism. Shahar et 
al35 reached the same conclusions in a longitudinal 
study of male and female teens. Luyten in 2002, as 
reported by Blatt,2 hypothesized that self-criticism 
may be a more general dimension in various disor-
ders, whereas dependency is exclusively associated 
with depression and in some cases only one of its 
two subfactors, namely neediness, but not con-
nectedness.36 Moreover, dysphoria connected with 
issues of dependency is not easily articulated by 
the individuals and is expressed in the form of so-
matic complaints, which are not assessed in depth 
by the BDI. In contrast to the findings of the pre-
sent study, Luyten et al37 in a study with depressive, 
mixed psychiatric patients, university students and 
adults from the community observed that depend-
ency was more strongly related to major depressive 
disorder, while there was no difference between 
groups of depressed and psychiatric patients in 
their self-criticism scores. 

The two depressive types manifested significant 
correlation to each other, as opposed to a study by 
Zuroff et al,34 which reported statistically insignifi-
cant, minimal correlation between them for both 
sexes. The relevance which was also found between 
stressful conditions and depression has been high-
lighted by many studies.15,38,39 On the other hand, it 
has been displayed in other studies that the correla-
tion coefficient between the life-changing unit and 
the total value of the disease, is generally low and 
ranges from 0.11 to 0.13.40

Dependency was more relevant to the recent ad-
verse interpersonal conditions, while self-criticism 
was associated to the same extent with events con-
cerning recent interpersonal and self-esteem is-

sues. It seems that dependent people are engaged 
in acquiring and maintaining close, caring and 
protective interpersonal relationships when faced 
with recent stress of interpersonal content such as 
rejection, quarrels or separation from important 
others. On the contrary, self-critical individuals 
are engaged in establishing a positive self-esteem 
when experiencing recent failures such as loss of 
work, failure in examinations, and poor grades41 
as well as when facing interpersonal conflicts. This 
finding may also be due to the specific relation-
ship between self-criticism and interpersonal is-
sues noted in studies, e.g. Alden and Bieling42 sug-
gested that self-criticism is linked to interpersonal 
issues but possibly different from those linked 
with dependency. Campos et al43 highlighted the 
relationship between self-criticism and issues of 
interpersonal content, such as experiences of lack 
of parental care and high overprotection. Having 
negative early experiences, self-critics are possibly 
afraid of failing to meet the expectations that their 
controlling, demanding and intervening parents 
have set for them and therefore of losing their ac-
ceptance.

In conclusion, our results offer support to the im-
plication of the diathesis-stress model in the path-
way to depression. It actually seemed that the stress-
ful conditions mediated the relationship of person-
ality dimensions to the disorder. Therefore, previous 
findings on this interaction were confirmed.37,44,45 
Similarly, Monroe and Hadjiyannakis30 believe that 
serious stress and diathesis are necessary for depres-
sion to emerge. However, other studies have not 
demonstrated a pattern of relationship between life 
events and specific depression subtypes46 or have 
challenged this model47 or confirm the association 
between interpersonal events and vulnerabilities, 
but question the relationship between achievement 
events and self-critical concerns.48

A number of methodological limitations such as 
the use of ad hoc and non-validated tools, the ex-
ploratory nature of the study and its cross-sectional 
design, which renders it difficult to draw conclu-
sions on causal relationships, should be mentioned. 
In addition, the patient group was heterogeneous, 
sampling was not random and patient and control 
groups were not matched, as far as demographic 
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factors are concerned. Despite its limitations, the 
present work has significant advantages, namely 
the large sample, the existence of a control group 
and the new, dimensional approach of the depres-
sive disorder. It is clear from the literature that simi-
lar research has led to a better understanding of the 
events and personality variables, that are tied with 
depression, and to the differentiation of treatment of 
anaclitic and introjective individuals.49,50 

The therapists who are aware of the patients’ dom-
inant vulnerability would be able to address more ef-
fectively relevant issues as part of their therapy.2 In 
future research, the inference of more solid conclu-
sions about diathesis-stress agreement in the predic-
tion of depression would require randomized, con-
trolled or experimental design studies with repeated 
measurements, e.g. before and after therapeutic or 
experimental intervention. 

Η θεώρηση της καταθλιπτικής συμπτωματολογίας 
μέσω του μοντέλου διάθεσης-ψυχοπίεσης

Α. Καλαματιανός, Λ. Κανελλοπούλου

Τμήμα Ψυχολογίας, Εθνικό και Καποδιστριακό Πανεπιστήμιο Αθηνών, Aθήνα

Ψυχιατρική 2019, 30:49–57

Η κατάθλιψη αποτελεί σήμερα τη συχνότερη ψυχική ασθένεια που παρατηρείται στις υπηρεσίες 
ψυχικής υγείας. Πέρα από την κλασική, ψυχιατρική και φαινομενολογική προσέγγισή της έχει δια-
τυπωθεί και μια αναπτυξιακή, ψυχοδυναμική, σύμφωνα με την οποία υπάρχουν δύο προδιαθεσι-
κοί καταθλιπτικογόνοι τύποι ευαλωτότητας, ο ανακλητικός και ο ενδοβλητικός. Αυτoί αναφέρονται 
στην ικανότητα δημιουργίας αμοιβαίων και αλληλοπαθώς ικανοποιητικών διαπροσωπικών σχέσεων 
και στη διαμόρφωση μιας ολοκληρωμένης, ώριμης και διαφοροποιημένης θετικής αίσθησης ταυτό-
τητας, αντιστοίχως, και ενεργοποιούνται όταν συμβαίνουν συγκεκριμένα γεγονότα που ταιριάζουν 
με την ευαισθησία τους. Η αλληλεπίδραση της προσωπικότητας και της ψυχοπίεσης σε σχέση με 
την κατάθλιψη έχει μόνο ελάχιστα διερευνηθεί μέχρι στιγμής στον ελληνικό χώρο. Κατά συνέπεια, 
σκοπός της παρούσας έρευνας ήταν να μελετήσει τη σχέση τους με την κατάθλιψη. Το δείγμα 714 
ατόμων, συστάθηκε από 323 εξωνοσοκομειακούς ασθενείς με κατάθλιψη και 391 υγιείς συμμετέχο-
ντες της ομάδας ελέγχου. Είχαν μέση ηλικία τα 34,9 έτη και συμπλήρωσαν ένα αυτοσχέδιο ερωτημα-
τολόγιο ψυχοπιεστικών γεγονότων, που αναφέρονταν σε θέματα διαπροσωπικά και σε επιτεύγματα, 
και το Ερωτηματολόγιο Καταθλιπτικών Εμπειριών (Depressive Experiences Questionnaire, DEQ), που 
αξιολογεί το εξαρτητικό και το αυτοκριτικό στιλ ευαλωτότητας, δηλαδή δύο εννοιολογικές κατα-
σκευές για την προσωπικότητα που επικεντρώνονται σε θέματα εγκατάλειψης και αυτοαξιολόγη-
σης. Χορηγήθηκε επίσης το Ερωτηματολόγιο Κατάθλιψης του Beck (Beck Depression Inventory, BDI). 
Οι ασθενείς με κατάθλιψη σε σύγκριση με τους υγιείς μάρτυρες εκδήλωσαν περισσότερο σοβαρά 
καταθλιπτικά συμπτώματα, σημείωσαν υψηλότερες τιμές στους καταθλιπτικογόνους τύπους ευα-
λωτότητας και αντιμετώπισαν περισσότερα ψυχοπιεστικά γεγονότα. Η αυτοκριτική συνδέθηκε πε-
ρισσότερο με την κατάθλιψη γιατί ενδεχομένως αντιπροσωπεύει μια περισσότερο εκπεφρασμένη 
μορφή της διαταραχής. Η θετική συσχέτιση της αυτοκριτικής με τις δύο κατηγορίες των αντίξοων 
συνθηκών έδειξε ότι αυτά τα ευάλωτα άτομα ανησυχούν για θέματα επίτευξης και για προσωπικές 
αποτυχίες, αλλά και για διαπροσωπικές φιλονικίες και την απώλεια, επίσης. Από την ιεραρχική ανά-
λυση πολλαπλής παλινδρόμησης επιβεβαιώθηκε η συμμετοχή του μοντέλου διάθεσης-στρες στην 
πρόβλεψη της κατάθλιψης και φάνηκε ότι η ψυχοπίεση διαμεσολάβησε στην επίδραση της προσω-
πικότητας επί της καταθλιπτικής συμπτωματολογίας. Ο νατουραλιστικός χαρακτήρας της τρέχου-
σας μελέτης δεν μας επιτρέπει να αποδώσουμε αιτιώδεις σχέσεις μεταξύ των μεταβλητών. Ωστόσο, 
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Drugs with psychedelic, hypnotic, narcotic, analgesic, suppressive, euphoric and stimulating ef-
fects were used in various ways during the ancient times. We can classify drug use in ancient 
times into two main categories. On the one hand, ancient physicians prescribed drugs based 
on their pharmaceutical-therapeutic actions. On the other hand, people not pertaining to 

medicine and not relating to its accurate implementation often abused drugs to achieve an euphoric 
state of mind, either for personal gratification or as an indispensable element of religion and mythol-
ogy. Ancient Greek medical literature contains ample prescriptions and recipes indicating that plants 
were the essential components of drugs. Pedanius Dioscorides dedicated his lifetime’s work to the syn-
thesis of ancient drugs. One can find a plethora of information concerning the production methods 
and the plants used in drugs for the treatment of psychiatric diseases. These were herbs like black and 
white hellebore, mandrake, hyoscyamus (henbane), Papaver somniferum (also known as opium poppy), 
Strychnos, Frankincense-tree and dorycnium. The preparation of narcotics included the addition of oth-
er elements, mainly wine, to the opus of plants or to their extracts. Drugs were produced via methods of 
dehumidification/desiccation, grinding, squeezing or boiling of the plants’ roots with a formation of a 
juice, oil or mush extract. In addition, drugs could also be inhaled if burnt. Many physicians of antiquity, 
such as Hippocrates, Galen, Ctesias and Aretaeus of Cappadocia, all refer to many of these aforemen-
tioned drugs analyzing the different symptoms which they could address, and the risks accompanying 
their use. Physicians of antiquity used drugs for the treatment of somatic, as well as psychiatric disorders. 
Most of these drugs affected the central nervous system. Taking advantage of their analgesic proper-
ties, physicians used them for the management of severe and chronic painful conditions. The hypnotic 
effects of some drugs were desirable in order to be used as anesthetics for surgical operations and cau-
terization. Drug use was also established in the initial treatment of epilepsy and seizures, regardless of 
their cause. Public rituals and mythology were the two main contexts in which drug use flourished, out-
side the realms of medicine. The psychotropic and especially the hallucinatory effects of drugs caused 
the person under their influence to lose control, rendering him incapable of governing his actions and 
thoughts. These consciousness-altering medications were frequently the central focus of mythology. In 
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Introduction

Psychotropic drugs, i.e., drugs with psychedelic, 
hypnotic, narcotic, analgesic, suppressive, euphoric 
and stimulating effects were used in various ways 
during the ancient times. Their use was based on 
the scientific knowledge of the time, socioeconom-
ic status and personal expectations and aims.

One can classify drug use in ancient times, into 
two main categories. On the one hand, ancient 
physicians prescribed drugs based on their phar-
maceutical-therapeutic actions. On the other hand, 
people not pertaining to medicine and not relating 
to its accurate implementation often abused drugs 
to achieve an euphoric state of mind, either for per-
sonal gratification or as an indispensable element 
of religion and mythology.1 In this way, these drugs 
had a great impact on people’s everyday life,2 due 
to their illusory, hypnotic and sometimes deleteri-
ous effects.

Ancient greek drugs for mental illnesses

Ancient Greek medical literature contains ample 
prescriptions and recipes indicating that plants 
were the essential components of drugs. Pedanius 
Dioscorides (1st c. AD) dedicated his lifetime’s work 
to the synthesis of ancient drugs.3 One can find a 
plethora of information concerning the production 
methods and the plants used in drugs for the treat-
ment of psychiatric diseases.4 Most therapists of 
the ancient times used specific drugs, but their pre-
scriptions varied in regard to the drugs’ quantities 
and ratios used in order to treat mental disorders.

Nevertheless, we can definitely understand the 
characteristics of drug use in the ancient world 
by examining the elements most frequently used. 
These were herbs like black and white hellebore, 
mandrake, hyoscyamus (henbane), Papaver som-

niferum (also known as opium poppy), Strychnos, 
Frankincense-tree and dorycnium.5

The preparation of narcotics included the addi-
tion of other elements, mainly wine, to the opus of 
plants or to their extracts. These were produced via 
methods of dehumidification/desiccation, grind-
ing, squeezing and boiling of the plants’ roots. 
Furthermore, these could be extracted in the form 
of juice, oil or mush. In addition, drugs could also 
be inhaled if burnt. Small quantities could lead to 
prolonged and substantial effects and successfully 
achieve the desirable result.6

The physicians of antiquity used drugs for the 
treatment of both psychiatric and somatic disor-
ders.7,8 Most of these drugs affected the central 
nervous system (Galenus Med. De theriaca ad 
Pisonem 14.248.9–14.249.4).9 Taking advantage of 
their analgesic properties, physicians used them 
for the management of severe and chronic painful 
conditions (Rufus Med. De renum et vesicae morbis 
1.15.1–1.16.1).10 Additionally, the hypnotic effects of 
some drugs were desirable, in order to be used as 
anesthetics for surgical operations and cauteriza-
tion. A drug commonly used for this purpose was 
mandrake (Dioscorides Pedanius Med. De materia 
medica 4.75.3.4–7.).11 Drugs of this category sup-
pressed the central nervous system. Hence, their 
use was also established in the initial treatment of 
epilepsy (Dioscorides Pedanius Med. De materia 
medica 4.66.1.1–9)11 and seizures, regardless of their 
cause (Hippocrates Med. et Corp. De locis in hom-
ine 39.2–5).12

The methods used to describe and classify drug 
use could be debated extensively. The structure 
of these texts remained almost always unchanged. 
Corresponding texts mention the properties of 
herbs and plants first. Drugs are not categorized 
based on the disorders that they heal. This explains 

this case, one would dictate and give orders to another person, which under any other circumstances 
would not be carried out. This led to the formation of the concept of the magic potion. Theophrastus 
frequently referred to magic potions.

Key words: Mental illnesses, ancient greek medicine, drugs, mandrake, hyoscyamus, strychnos. 
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why there is no particular therapy for each and 
every disease. The administration of these drugs 
was based on empirical knowledge. Each physician 
had a multitude of alternatives, in order to treat the 
symptoms and perhaps the underlying causes of 
diseases.

The above was true due to the everyday use and 
the functional purpose of each drug. Herb proper-
ties ought to be known by every physician because 
not all plants were always readily available. Their 
availability was dependent on climate conditions 
and trading capabilities. Nevertheless, the distinc-
tion between deleterious and beneficial herbs was 
essential. Circumstances that could lead to poison-
ing were clearly described.

The above classification can also be attributed 
to the fact that physicians of antiquity could not 
precisely determine the actual cause of a disease. 
During ancient times, physicians assumed they 
were healing the disease when they only seemed to   
camouflage the ongoing symptoms. The pharma-
ceutical impact of the drugs they used to administer 
masked the presentation of a disease. Most of the 
disorders of human pathology that were addressed 
shared common symptoms and characteristics. As a 
result, ancient physicians avoided using books that 
would resemble to contemporary medical text-
books. Entries were based on herbs and drugs and 
not on diseases.

Ancient physicians never categorized the types 
of psychiatric diseases. On the contrary, they 
recognized a certain common trait, which they 
named paranoia. This characteristic was described 
as a loss or alteration of someone’s logical think-
ing, or reason. Emotional states such as fear and 
prolonged misery were also considered entities 
that contradicted human logic. Hence, melancholy 
incorporated paranoia in its definition. The com-
mon symptoms of psychiatric diseases and the 
beneficiary use of drugs to treat them, both con-
tributed to the wide use of ancient remedies to 
cure psychiatric disorders as a whole; for example 
mania and melancholia had the same treatment 
(Oribasius Med. Synopsis ad Eustathium filium 
8.7.1.1–3).13 Phrenitis was the prominent exception 

to this rule. Its ancient treatment differed from 
remedies given for other diseases of the psyche. 
Historical evidence indicates that the main thera-
peutic target in phrenitis was the extremely high 
fever it caused. Hence, the treatment’s main aim 
was not paranoia itself but a respiratory infection 
causing alterations in a patient’s mental status. 
This can be proven by delving into the properties 
of the drugs used for the treatment, although hyp-
notics were also often used (Dioscorides Pedanius 
Med. Euporista 1.6.1.1–8).14

The concept of therapy 
for mental diseases

Daily symptom experiences were the main fac-
tor that dictated methods of therapy. Surprisingly, 
the treatment of many psychiatric and somatic dis-
orders included the use of deleterious and toxic 
drugs. Although, their instant and potent actions 
were immediately noticed. For example, hellebore, 
a herb with lethal toxicity and a great variety of 
side effects, was a widely applied tool of treatment 
(Dioscorides Pedanius Med. De materia medica 
4.162.1.1–4.162.3.2).11

Sleep-inducing, as well as suppressive drugs, 
were also empirically administered. Ancient phy-
sicians knew that a psychiatric patient in an acute 
state could be restrained and rendered harmless via 
the use of drugs. Prolonged administration of such 
drugs contributed significantly to the improvement 
of social adjustment of such a cumbersome patient. 
On the other hand, euphorics and hallucinogenics 
were considered a way out from emotional quanda-
ries that tormented the minds of the psychological-
ly unhealthy. For example, in Corpus Hippocraticum, 
the use of mandrake is mentioned for patients suf-
fering from grief and exhibiting a self-destructing 
disposition. Treatment was administered until a 
near-mania state was achieved (Hippocrates Med. 
Et Corp. De locis in homine 39.1–2).12

Theoretically, ancient physicians had developed 
a particular mentality, linking the drug actions to 
the presumed causes of a disease. It was widely 
believed that herbs and plants offered a form of 
body catharsis. This was a cleansing of the organs 
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Hellebore was a plant once considered as ex-
tremely dangerous and lethal. According to writ-
ings of Ctesias (5th–4th c. BC), no one ever chose to 
administer hellebore, for no one either knew how 
to prepare the potion, or to determine the right 
dose. In addition, people that expressed a disposi-
tion to use hellebore were warned against this due 
to the high risk of death. It is noted that, if death 
occurred, it was caused by asphyxiation (Oribasius 
Med. Collectiones medicae 8.8.1–6).18

Nevertheless, after the interventions of Ctesias 
concerning the deleterious effects of hellebore, 
the drug became more popular for resolving para-
noia. Its use gradually increased and soon helle-
bore was frequently administered. Hellebore was 
so widely  used, that people used the term “helle-
borised” to indicate that someone who had previ-
ously suffered from paranoia had returned to his or 
her normal state of mind.19 Not only was this herb 
used for mentally ill patients, but also for people 
suffering from somatic diseases. Of course, the nu-
merous side effects could not be ignored. In Corpus 
Hippocraticum (4th–3rd c. BC) it is highlighted that 
hellebore could induce toxic spasms to previously 
healthy people. These convulsions/seizures could 
often lead to death (Hippocrates Med. et Corp. 
Aphorismi 5.1.1).20

Furthermore, another significant problem that 
this drug could cause was the alteration of mental 
status. Although this side effect was considered 
necessary to treat psychologically ill patients, it was 
undesired for those who suffered from somatic ill-
nesses. In addition, the alteration of consciousness 
was a burden for those who used this drug specifi-
cally for its euphoric effects.

Aretaeus of Cappadocia (2nd or 4th c. AD) places 
emphasis on the irrationality that was commonly 
noticed in patients under the influence of man-
drake and henbane. He referred to this state as 
manic. In this case, mania should not be confused 
with the true symptoms of an illness (Aretaeus Med. 
De causis et signis acutorum morborum 1.6.1.5–
1.6.2.3).21

Along with Aretaeus of Cappadocia, Dioscorides 
Pedanius also concluded that frankincense-tree 

of logic from the dangerous and harming humors 
that contributed to the pathogenesis of diseases. 
Their assumptions were based on color and tem-
perature changes. Diarrhea, which was often evi-
dent while treating patients with these ancient 
methods of therapy, constituted an additional 
clue that led them to consider drugs as a means of 
detoxification. Drugs with hypnotic effects such as 
mandrake, hyoscyamus and Papaver somniferum, 
were classified as temperature reducers (Galenus 
Med. De simplicium medicamentorum tem-
peramentis ac facultatibus libri xi 11.380.8–13).15 
Narcotics of this kind were thought to provoke 
cooling of the brain (Galenus Med. De tempera-
mentis libri iii 1.585.14–1.585.16).16

The dangers of drug use 
for mental diseases

Apart from the obvious beneficial effects of drugs 
on patients, ancient physicians extended their field 
of research to the adverse and inadvertent effects 
of drugs. The potency of these drugs led physi-
cians to research and report the immense dangers 
hidden behind their administration. Under certain 
circumstances, a drug was converted into harmful 
poison.

The greatest risks were attributed to overdosing. 
Drug overdosing that led to death was not uncom-
mon. According to ancient physicians, the cooling 
effect of hypnotic and depressant herbs was so 
dangerous that it could immediately lead to death 
instead of narcosis. This was mentioned in texts 
about mandrake, henbane and Papaver somnifer-
um, which were composed by Galen (1st–2nd centu-
ry AD) and Oribasius of Pergamon (4th century AD) 
(Galenus Med. In Hippocratis librum vi epidemiar-
um commentarii vi 17a.903.11–17a.904.5. Oribasius 
Med. Collectiones medicae 14.54.7.4–14.54.10.3).17,18

We should also mention that death as an imme-
diate repercussion of drug overdose was also men-
tioned by Dioscorides Pedanius. Specifically, he al-
luded to the dangerous effects of overdosing with 
dorycnium. However, in this case, the cooling phe-
nomenon was not directly mentioned. (Dioscorides 
Pedanius Med. De materia medica 4.74.1.9–10).11



62	 K. LAIOS et al	 PSYCHIATRIKI 30 (1), 2019

had the same lethal effects. Many healthy peo-
ple consumed this drug alongside with wine 
and subsequently exhibited symptoms of mania 
(Dioscorides Pedanius Med. De materia medica 
1.68.3.8–10).11

Dioscorides Pedanius refers to the root of strych-
nos the manic, whose name reveals its hallucinato-
ry effects, as a drug with dose-dependent conse-
quences. When given in small quantities (1 drach-
ma), accompanied with wine, the drug creates 
multiple pleasant illusions. On the contrary, when 
it is administered in larger doses (2 drachmas), it 
causes excitement and distress for up to three 
days. In case of excessive consumption (4 drach-
mas), it can abruptly lead to death. Furthermore, in 
his text “De materia medica”, Dioscorides Pedanius 
describes the use of “honey mixed wine” as an an-
tidote, in case of overdose (Dioscorides Pedanius 
Med. De materia medica 4.73.2.6–10).11

Pseudo-Dioscorides (1st c. AD) refers to the sup-
pressive effect of mandrake and draws the con-
clusion that its effect is similar to a lethargic state 
(Pseudo-Dioscorides Med. De venenis eorumque 
praecautione et medicatione 16.1–4).22 On the 
contrary, he describes the paranoid state cause by 
hyoscyamus as a state similar to alcoholic intoxica-
tion and drunkenness (Pseudo-Dioscorides Med. 
De venenis eorumque praecautione et medicatione 
15.1–2).22

Galen was amongst the first to recognize the 
danger of death behind the use of analgesic drugs, 
although he did not specifically named the drugs. 
However, it is obvious that he refers to drugs that 
contain narcotics. He defined them as carotics al-
luding the disease of “caros”. This way, he under-
lined the suppression of somatic and psychologi-
cal processes. The use of analgesics was particu-
larly detrimental to patients suffering from insom-
nia or patients that were decrepit. According to 
Galen’s writings, analgesics were introduced in or-
der to treat strong and chronic somatic pain, such 
as colic pain. Galen indicated that their use should 
either be minimized or abandoned (Galenus 
Med. De methodo medendi libri xiv 10.816.16–
10.817.18).23

Moreover, Galen also addressed the problem of 
chronic addiction to drugs with substantial anal-
gesic effects. However, he did not just refer to this 
problem as a problem of those who misused them 
pursuing their euphoric effect. He held a particu-
larly caustic stance against physicians who over-
prescribed these drugs for medical use. However, 
Galen noted that there was one exception. He ac-
cepted the use of these drugs in order to treat per-
sistent cases of insomnia that lead to detrimental 
ramifications such as death-inducing exhaustion. 
According to Galen, the soporific effects of the 
drugs were justified in these cases and the risk of 
addiction could be overlooked (Galenus Med. De 
methodo medendi libri xiv 10.816.5–10.817.7).23

Apart from their medical use, drugs were also 
used to induce euphoric states to people, as part 
of religious or mythological rituals. Homer (8th c. 
BC) refers to the use of drugs and herbs as a way 
of alleviating psychological pain, mentioning ne-
penthes. Helen consumed nepenthes in order to 
treat feelings of grief and sorrow, striving to for-
get painful events. This comprises a characteristic 
example of drug used by healthy people. Homer 
writes that Helen added a drug of Egyptian ori-
gin to her wine (Homerus Epic. Odyssea 4.219–
234).24 It might be the case that she used opium 
derivatives that were transferred via the eastern 
Mediterranean. These functioned as psychοtropic 
drugs causing a state of euphoria. Ancient poetry 
provides evidence that people of ancient times 
abused drugs of psychotropic nature in a regular 
basis. It is widely known that drug abuse has been 
a widespread practice.25,26 

Physicians took a substantially tougher stance 
against drug use. Their course of action was dic-
tated by their sense of obligation to warn against 
excessive drug use. Ancient physicians aimed at 
raising public awareness concerning the risks 
and dangers of drugs. This is why we have yet to 
find evidence that ancient physicians accepted 
this widespread practice of drug abuse. Ancient 
physicians regularly pointed out the serious 
problems of drug-induced paranoia and the high 
death risk.
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The social concept of drugs 
for mental diseases

Galen opposed to physicians and people who 
endorsed the use of drugs purely for their eu-
phoric side effects. As a matter of fact, he criti-
cized the improper behavior of certain mediocre 
and unethical physicians who praised members of 
a feast and encouraged them to consume previ-
ously prescribed “cold” drugs when they felt sick 
after excessive alcohol consumption. Galen felt 
a strong aversion towards these immoral physi-
cians, because he believed that physicians should 
remain disciplined and faithful to concrete medi-
cal rules. According to these contemporary rules, 
psychotropic drugs should only be used under 
specified necessary circumstances. Only when 
their use was urgent and/or crucial, should drugs 
be administered to real patients with real somatic 
or psychological problems. Galen not only disap-
proved of the use of drugs for their hypnotic and 
sedative effects, but he also objected their use for 
their artificial euphoric effects. He considered the 
aforementioned states as incompatible with the 
concept of general health (Galenus Med. De meth-
odo medendi libri xiv 10.4.3–7).23

Nevertheless, the use of cannabis seems to be a 
more peculiar case. Neither was cannabis consid-
ered to be a psychotropic drug, nor was it used in 
everyday medical practice. Few historical texts refer 
to this drug as therapeutic. Cannabis’ bad reputa-
tion was reinforced by the fact that it often induced 
headaches. According to Galen, its use was limited 
to eating baked cannabis leaves with wine and food 
and to placing cannabis on the forehead taking ad-
vantage of its heating properties (Galenus Med. De 
alimentorum facultatibus libri iii 6.549.15–6.550.7).27

Drugs in ancient greek mythology

Public rituals and mythology were the two main 
contexts in which drug use flourished, outside the 
realms of medicine. The psychotropic and specifi-
cally the hallucinatory effects of drugs caused the 
person under their influence to lose control, ren-
dering him incapable of governing his actions and 
thoughts. These consciousness-altering medica-

tions were frequently the central focus of mythol-
ogy. Many myths were created around the myste-
rious subject of drugs. They were widely accepted 
as a means of dominating the will of others and 
luring them into following a course of action that 
they would avoid when non-inebriated. People 
thought they could impose their will on others who 
were under the influence of drugs. In this case, one 
would dictate and give orders to another person 
that under any other circumstances would not be 
carried out. This led to the formation of the concept 
of magic potions. Theophrastus (4th–3rd c. BC) fre-
quently referred to magic potions (Theophrastus 
Phil. Historia plantarum).28

In ancient mythology, mandrake was a very 
common drug that was used to deceive others. 
Sorceress Kirke was a popular mythological figure 
that took advantage of mandrake’s soporific and 
mind-altering properties in order to lure Ulysses 
(Odysseus) and his comrades to stay by transform-
ing them into animals.29 Kirke’s potions were no-
torious for their deluding qualities (Dioscorides 
Pedanius Med. De materia medica 4.75.1.1–3).11 
Moreover, people thought that mandrake grew in 
the gardens of Hecate. God Zeus was referred to as 
Mandrake and goddess Aphrodite was referred to 
as Mandragoritis,30 due to the humanoid form of 
mandrake’s roots and the versatility of the plant to 
produce both poisonous and love elixirs.

Something of similar nature occurred with black 
hellebore, but in this case the glamorization be-
hind this particular drug was based on its thera-
peutic qualities. Hellebore was additionally called 
ΜΕΛΕΑΜΠΟΔΙΟΝ or ΠΡΟΪΤΙΟΝ, a name derived 
from Melampus, the mythical oracle and physi-
cian-priest. Melampus healed the daughters of 
Proitus (Lysippe and Iphinoe) from manic attacks 
performing cleansing rituals including the use of 
Hellebore.31 This is an example of the connection 
of ancient Greek mythology narrations and figures 
to everyday life events. According to the above 
story, one can observe the inclination of ancient 
people to associate mythological figures to the 
drugs exhibiting both deleterious and therapeutic 
properties. 
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Φάρμακα για τις ψυχικές παθήσεις 
στην αρχαία ελληνική ιατρική

Κ. Λάιος,1 Π. Λύτσικας-Σαρλής,2 Κ. Μανές,2 Μ.-Ε. Κονταξάκη,1,3 
Μ. Καραμάνου,1,4  Γ. Ανδρούτσος4

1Εργαστήριο Ιστορίας της Ιατρικής, Ιατρική Σχολή, Πανεπιστήμιο Κρήτης, Κρήτη, 
2Χειρουργική Κλινική, «Κωνσταντοπούλειο» Γενικό Νοσοκομείο, Αθήνα, 

3Ιατρική Σχολή, Εθνικό και Καποδιστριακό Πανεπιστήμιο Αθηνών,  
4Ίδρυμα Ιατροβιολογικών Ερευνών Ακαδημίας Αθηνών, Αθήνα

Ψυχιατρική 2019, 30:58–65

Kατά την αρχαιότητα, oι ουσίες με ψυχοτρόπο δράση, υπνωτική, ναρκωτική, αναλγητική, κατασταλ-
τική, διεγερτική και ευφορική, αξιοποιήθηκαν με διαφορετικό τρόπο ανάλογα με τις γνώσεις, τις 
επιδιώξεις και την κοινωνική θέση των ατόμων. Μπορούμε να διακρίνουμε δύο βασικές κατηγορί-
ες χρήσης. Παρατηρούμε τη φαρμακευτική-θεραπευτική χρήση, η οποία χαρακτηριζόταν από την 
ορθολογιστική τους προσέγγιση και συνδεόταν αποκλειστικά με τους αρχαίους ιατρούς. Στην αντί-
θετη πλευρά, παρατηρούμε τη χρήση τους από ανθρώπους εκτός του ιατρικού επαγγέλματος, είτε 
με σκοπό την ευφορία για την προσωπική ευχαρίστηση ή ως κομμάτι των θρησκευτικών τελετών 
και της μυθολογίας. Τα αρχαία ελληνικά ιατρικά συγγράμματα βρίθουν από συνταγές, παραθέτο-
ντας ποικιλία φυτών, που αποτελούσαν τα κύρια συστατικά τους. Ολόκληρο το έργο του Πεδάνιου 
Διοσκουρίδη είναι αφιερωμένο στην παρασκευή φαρμάκων. Μπορούμε να αντλήσουμε πολλές πλη-
ροφορίες που αφορούν τις μεθόδους παρασκευής και τα φυτά τα οποία χρησιμοποιούνταν στη θε-
ραπεία των ψυχιατρικών διαταραχών. Τα βασικότερα φυτά τα οποία αναφέρονται είναι ο Ελλέβορος 
ο Μέλας (Σκάρφη) και ο Λευκός, ο Μανδραγόρας, ο Υοσκύαμος, η Μήκων, ο Στρύχνος ο Μανικός 
και ο Υπνωτικός, ο Λίβανος και το Δορύκνιο. Η παρασκευή τους γινόταν με την προσθήκη και άλ-
λων στοιχείων, κυρίως του οίνου, στον οπό των φυτών ή στα παράγωγα της επεξεργασίας τους. Η 
παρασκευή των φαρμάκων γινόταν με τις μεθόδους της αποξήρανσης, της άλεσης, της στύψης και 
του βρασμού των ριζών. Η λήψη γινόταν με διάφορους τρόπους, όπως στη μορφή χυμού, χυλού, 
λαδιού, αλλά και με εισπνοή των αναθυμιάσεών τους. Οι αρχαίοι Έλληνες ιατροί όπως ο Ιπποκράτης, 
ο Γαληνός, ο Κτησίας και ο Αρεταίος ο Καππαδόκης έχουν αναφερθεί σε αυτές τις ουσίες, αναλύ-
οντας τα διαφορετικά συμπτώματα που αυτές μπορούσαν να αντιμετωπίσουν και τους κινδύνους 
που επιφύλασσε η χρήση τους. Οι αρχαίοι Έλληνες ιατροί χρησιμοποιούσαν αυτά τα φάρμακα ως 
θεραπεία όχι μόνο στις ψυχικές, αλλά και σε πολυάριθμες περιπτώσεις σωματικών νόσων, καθώς τα 
περισσότερα επιδρούσαν στο κεντρικό νευρικό σύστημα. Έτσι, αξιοποιώντας την αναλγητική τους 
δράση τα χρησιμοποίησαν στην ανακούφιση των ισχυρών και χρόνιων πόνων, ενώ σε συνδυασμό 
με τις υπνωτικές τους ιδιότητες ήταν όπλα πρώτης γραμμής για την αναισθησία στις χειρουργικές 
επεμβάσεις και στους καυτηριασμούς. Η κατασταλτική τους επίδραση αποδείχθηκε κατάλληλη στην 
αντιμετώπιση της επιληψίας και των σπασμών ανεξάρτητα από την αιτία τους. Οι θρησκευτικές τελε-
τές και η μυθολογία ήταν δύο ακόμη πεδία όπου η χρήση αυτών των ουσιών ήταν πολύ διαδεδομένη. 
Η ψυχοτρόπος, αλλά κυρίως η παραισθησιογόνος δράση τους, καθιστούσε τον άνθρωπο ανίκανο να 
ελέγξει τον εαυτό του, τη συνείδηση και τις πράξεις του. Αυτού του τύπου οι επιδράσεις ήταν συχνά 
το κεντρικό θέμα των μύθων, πράγμα που οδήγησε στη διαμόρφωση της έννοιας του μαγικού φίλ-
τρου, όπως μας πληροφορεί ο Θεόφραστος. 

Λέξεις ευρετηρίου: Ψυχικά νοσήματα, αρχαία ελληνική ιατρική, φάρμακα, μανδραγόρας, υοσκύα-
μος, στρύχνος.
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D epression affects cognitive abilities, such as thinking, concentration and making decisions in 
both young adults and elders. However, financial capacity (which consists of multiple cogni-
tive domains and specific skills) and depression in Parkinson’s disease with dementia (PDD) are 
little investigated. Sixty participants divided into four groups (PDD with and without depressive 

symptoms, non-demented elders with and without depression) were examined with the Mini-Mental State 
Examination (MMSE), the Geriatric Depression Scale (GDS-15) and the Legal Capacity for Property Law 
Transactions Assessment Scale (LCPLTAS) – full and short form. Results indicated that PDD patients’ per-
formance in cognitive functioning and financial capacity is severely impaired, while there is a statistically 
significant difference between depressed and non-depressed PDD patients. Differences in financial capac-
ity performance indicate that depression should not be disregarded. Further studies on larger PDD popula-
tion are necessary in order to investigate the decisive role of depression on financial capacity impairment.

Key words: Financial capacity, Parkinson's disease, dementia, depressive symptoms. 

Depression and financial capacity assessment 
in Parkinson’s disease with dementia: 

Overlooking an important factor?

V. Giannouli, M. Tsolaki

School of Medicine, Aristotle University of Thessaloniki, Thessaloniki, Greece
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Σύντομο άρθρο

Introduction

Cognitive impairment in Parkinson’s disease (PD) 
seems to play a significant role and may have im-
portant consequences for patient management, 
however, many aspects of cognitive deficits in PD 
remain unclear.1,2 In addition to that, the comor-
bidity of dementia and depression in PD are very 
common and this is further perplexing the research 
in the assessment of capacities.3–5 In the case of 
Parkinson’s disease with dementia (PDD), the im-
pact of cognitive impairment on financial capacity 
is still little investigated.6 Moreover, there is lack of 

relevant research for financial capacity as one facet 
of instrumental activity of daily living (IADL) in non-
American cultural environments.

Therefore, in the case of financial capacity which 
includes a variety of activities and specific skills, 
such as performance skills (e.g. arithmetic count-
ing coins/currency, paying bills etc.) and judgment-
decision making skills,6 there is scarce research that 
does not encompass PD and PDD. Even at a theoret-
ical level there is not a clear approach to the issue 
of financial capacity assessment, since in PD as well 
as PDD decline in IADLs has often mistakenly been 
linked to the related progressive motor dysfunction. 



PSYCHIATRIKI 30 (1), 2019	 DEPRESSION AND FINANCIAL CAPACITY ASSESSMENT IN PARKINSON’S DISEASE WITH DEMENTIA	 67

However, IADLs require both maintenance of cogni-
tive abilities and motor skills.6

The aim of this study is to investigate financial 
capacity following Martin’s et al (2013) paradigm,6 
which distinguishes motor and non-motor contri-
butions to IADL. In addition, the focus here is on 
depression and PDD. More specifically, the research 
questions were whether PDD patients have a dif-
ferent financial capacity profile from healthy elders 
and if the existence of depressive symptomatology 
differentiates the group of PDD patients. 

Material and method

A total sample of sixty older adults (32 wom-
en, 28 men) from Northern Greece took part in 
the study. Thirty participants were patients with 
Parkinson’s disease, under levodopa treatment for 
at least two years, who met the criteria for demen-
tia (PDD), based on DSM-IV criteria for dementia 
and clinical recommendations for PDD diagnosis.7 
Sixteen patients had only the diagnosis of PDD 
with no depressive symptoms according to the 
15-item Geriatric Depression Scale when follow-
ing a cut-off 6/7 point for diagnosing depression8 
(GDS-15 mean score=0.50, minimum GDS score=0 
and maximum GDS score=5), and fourteen had 
PDD with depression according to their self-re-
ported depressive symptomatology (GDS-15 mean 
score=9.00, minimum GDS score=7 and maximum 
GDS score=15) and depressive symptomatology re-
ported by their family for a maximum of 12 months 
period. Thirty elders matched with the patient 
group in age, sex, and level of education, coming 
from a larger pool of data, were also tested as a 
control group. Sixteen controls had no depression 
(GDS-15 mean score=0.00, minimum and maxi-
mum GDS scores=0) and fourteen had depression 
for a maximum of 12 months period and they were 
not under antidepressant treatment at the time of 
the examination (GDS-15 mean score=8.78, mini-
mum GDS score=7 and maximum GDS score=10). 
PDD patients, patients with a diagnosis of depres-
sion and healthy controls were excluded from the 
study if prior neurosurgical interventions, a history 
of substance abuse, concomitant serious medical 
illness (including significant visual or auditory im-
pairment not corrected sufficiently by visual/audi-

tory aids) occurred. Exclusion criteria for the group 
of healthy controls and patients with depression 
included serious cognitive impairment, and also in 
the case of healthy controls a history of major psy-
chiatric condition.

Cognitive impairment was measured with the 
Mini-Mental State Examination (MMSE), depressive 
symptomatology with the GDS-15 – and confirmed 
through a structured interview with patients and 
their caregivers/family members, and financial ca-
pacity with the Greek version of the Legal Capacity 
for Property Law Transactions Assessment Scale 
(LCPLTAS), full and short form.9,10 LCPLTAS is based 
on the conceptual model for financial capacity of 
Marson’s et al.11 The LCPLTAS full and short forms 
both consist of 7 domains: (1) basic monetary skills, 
(2) cash transactions, (3) bank statement manage-
ment, (4) bill payment, (5) financial conceptual 
knowledge, (6) financial decision making, and (7) 
knowledge of personal assets. The LCPLTAS does 
not rely solely on the motor component, and there-
fore it is considered suitable for the assessment of 
financial capacity and decision making for financial 
matters.10

Ethical approval for this study was obtained 
from the Research Ethics Committee of the School 
of Medicine, Aristotle University of Thessaloniki. 
Participants gave informed consent, while in the 
cases of severe dementia participants, at least one 
of their accompanying family members (legal next 
of kin) provided informed consent.

Results

When controls with and without depression 
were compared to PDD patients with and without 
depression, one-way analysis of variance revealed 
statistically significant differences regarding not 
only the MMSE scores [F(3, 56)=85.38, p=0.000, 
n2=0.8206], but also the financial capacity as exam-
ined by LCPLTAS full form [F(3, 56)=49.26, p=0.000, 
n2=0.7252] and LCPLTAS full form [F(3, 56)=50.07, 
p=0.000, n2=0.7284]. Post-hoc analyses using the 
Tamhane’s T2 was performed indicated that the 
mean scores for each of the four groups was signifi-
cantly different from the other groups (table 1).
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In addition, very strong positive correlations were 
found between the MMSE score and the LCPLTAS 
short form (r=0.933, p=0.000), as well as between 
the MMSE score and LCPLTAS full form (r=0.935, 
p=0.000).

Discussion

These preliminary findings provide support for 
the existence of impairment of financial capacity in 
PDD. Financial incapacity was found in PDD, in ac-
cordance with the findings of other studies in dif-
ferent cultural environments.6 Moreover, we found 
that depressive symptomatology seems to play an 
important role, since a greater impairment is found 
for the group of PDD with depression and the ac-

tual difference in mean scores between the groups 
is quite large (see effect sizes for the differences 
above). The MMSE was also found to be closely 
linked to the assessment of financial capacity, and 
it is therefore recommended to be included in legal 
and neuropsychological settings regarding the as-
sessment of civil capacities. 

Although the sample size was small and there 
was a noticeable variability in financial capacity 
for the group of PDD, it was clearly found that fi-
nancial capacity performance in PDD was 2–2.5 
SDs lower from the healthy controls’ mean perfor-
mance. In addition to that, the group of PDD pa-
tients is not a homogeneous group when financial 
capacity is in question. More specifically, PDD pa-

Table 1. Demographics and scores on MMSE and LCPLTAS full and short form of PDD patients with and without 
depression and healthy controls with and without depression.

n Mean Std. 
Deviation

Std. Error Minimum Maximum

Age PDD 16 77.18 7.41 1.85 61.00 91.00

PDD-D 14 74.71 10.39 2.77 57.00 89.00

HC 16 77.06 7.46 1.86 61.00 91.00

DC 14 74.78 10.09 2.69 58.00 89.00

Education in years PDD 16 8.06 3.62 0.90 3.00 16.00

PDD-D 14 9.21 4.85 1.29 3.00 18.00

HC 16 8.18 3.39 0.84 4.00 16.00

DC 14 8.85 4.24 1.13 4.00 15.00

MMSE PDD 16 24.81 1.83 0.45 20.00 26.00

PDD-D 14 19.85 3.25 0.86 14.00 24.00

HC 16 29.56 0.62 0.15 28.00 30.00

DC 14 29.35 0.63 0.16 28.00 30.00

LCPLTAS full total score PDD 16 177.06 38.52 9.63 92.00 212.00

PDD-D 14 101.57 39.27 10.49 53.00 157.00

HC 16 210.31 2.08 0.52 204.00 212.00

DC 14 209.35 1.94 0.52 205.00 212.00

LCPLTAS short total score PDD 16 119.81 26.09 6.52 63.00 144.00

PDD-D 14 65.64 28.94 7.73 28.00 104.00

HC 16 143.12 1.54 0.38 138.00 144.00

DC 14 142.28 1.32 0.35 141.00 144.00

MMSE, Mini-Mental State Examination; LCPLTAS, Legal Capacity for Property Law Transactions Assessment Scale; 
PDD, Parkinson’s disease with dementia; PDD-D, Parkinson’s disease with dementia and depression; HC, healthy 
controls; DC, controls with depression 
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Κατάθλιψη και εκτίμηση της ικανότητας 
για δικαιοπραξίες περιουσιακού δικαίου 

σε ασθενείς με νόσο Πάρκινσον και άνοια: 
Παράβλεψη ενός σημαντικού παράγοντα;

Β. Γιαννούλη, Μ. Τσολάκη

Ιατρική Σχολή, Αριστοτέλειο Πανεπιστήμιο Θεσσαλονίκης, Θεσσαλονίκη

Ψυχιατρική 2019, 30:66–70

Η κατάθλιψη επηρεάζει τις νοητικές ικανότητες, όπως τη σκέψη, τη συγκέντρωση και τη λήψη απο-
φάσεων, σε νέους ενηλίκους και σε ηλικιωμένους. Ωστόσο, η ικανότητα για δικαιοπραξίες περιουσι-
ακού δικαίου (η οποία αποτελείται από πολλούς γνωστικούς τομείς και συγκεκριμένες δεξιότητες) 
και η κατάθλιψη στη νόσο Πάρκινσον με άνοια (PDD) δεν έχουν διερευνηθεί επαρκώς. Εξήντα συμ-
μετέχοντες χωρίστηκαν σε τέσσερεις ομάδες (PDD ασθενείς με και χωρίς καταθλιπτικά συμπτώματα, 
ηλικιωμένους μη ανοϊκούς με και χωρίς κατάθλιψη), οι οποίοι εξετάστηκαν με τη δοκιμασία Mini-
Mental State Examination (MMSE), την κλίμακα Geriatric Depression Scale (GDS-15) και την Κλίμακα 
Αξιολόγησης Ικανότητας για Δικαιοπραξίες Περιουσιακού Δικαίου (LCPLTAS) στην πλήρη και σύ-
ντομη μορφή της. Τα αποτελέσματα έδειξαν ότι οι επιδόσεις των ασθενών με PDD στις νοητικές 
λειτουργίες και στη δικαιοπρακτική ικανότητα παρουσιάζουν σοβαρά ελλείμματα, ενώ υπάρχει και 
στατιστικώς σημαντική διαφορά μεταξύ των ασθενών PDD με κατάθλιψη και των μη καταθλιπτικών 
PDD ασθενών. Οι διαφορές στην επίδοση που αφορά σε δικαιοπραξίες περιουσιακού δικαίου υπο-
δηλώνουν ότι η κατάθλιψη δεν πρέπει να αγνοείται. Περαιτέρω μελέτες σε μεγαλύτερο πληθυσμό 
ασθενών με PDD είναι απαραίτητες προκειμένου να διερευνηθεί ο αποφασιστικός ρόλος της κατά-
θλιψης στην ικανότητα για δικαιοπραξίες περιουσιακού δικαίου.

Λέξεις ευρετηρίου: Ικανότητα για δικαιοπραξίες περιουσιακού δικαίου, νόσος Πάρκινσον, άνοια, κα-
ταθλιπτικά συμπτώματα.

tients with depression and PDD patients without 
depression differ in a statistically significant way; 
the first group showing more cognitive problems 
related to financial thinking and handling than 
the second group. Future research should further 
explore the brain mechanisms underlying this re-

ported difference in PDD patients and the detri-
mental effects of depression on financial capacity. 
Moreover, the utility of other neuropsychological 
tests, other than MMSE, should be further evalu-
ated when comparing PDD patients with other 
groups of older patients.12 
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2. �Review articles: Should be written by one or two au-
thors. They should not exceed 3,000 words.

3. �Research papers: These articles must be based on a research 
protocol. Statistical evaluation of the findings is essential. 
They should not exceed 3,000 words (up to 8 authors).

4. �Brief communications: This section includes research re-
ports which can be accommodated in a small space. They 
should not exceed 1,500 words.

5. �Special articles: Invited articles concerning topics of spe-
cial interest (up to 3,000 words).

6. �Case reports: This section includes interesting case re-
ports and descriptions of cases where new diagnostic or/
and therapeutic methods have been applied (up to 1,500 
words).

7. �General articles: These articles may reflect opinions on 
the theory and practice of Psychiatry, on the systems of 
provision of psychiatric services, on matters concerning 
the borderland between Psychiatry and other special-
ties or disciplines, etc. They should not exceed 2,000 
words. The Editorial Board may suggest shortening of 
these articles in order to be included in the "Letters to 
the Editor" section.

8. �Letters to the editor: Brief letters (maximum 400 
words) will be considered for publication. These may 
include comments or criticisms of articles published in 
PSYCHIATRIKI, comments on current psychiatric topics of 
importance, preliminary research reports (along with a 
short abstract in Greek).

9. �Book review: Presentation and critical review of selected 
books is carried out by the editorial board or by persons 
invited by it (up to 600 words along with a short abstract 
in Greek).

10. �Issues in English: The issues of PSYCHIATRIKI will be pub-
lished in Greek always with an abstract in English. Τwice a 
year the issues will be published in English (with extensive 
abstract in Greek, about 400 words). In this issue, papers 
by foreign and Greek writers will be published. Papers by 
Greek writers could be submitted in Greek or in English. 
Papers submitted in Greek that have been chosen to pub-
lication in English will be translated with the cooperation 
of the Editorial Board and the writers.

11. �All articles should be accompanied by abstracts, both in 
Greek and English, about 400 words each. The articles 
that are referred as Brief communication and as Case re-
ports should be accompanied by abstracts, both in Greek 
and English about 200 words each.

The Journal "PSYCHIATRIKI" is Indexed and included in MEDLINE/PubMed,  
Ιndex Copernicus, Google Scholar, 
EMBASE/Excerpta Medica, PsychINFO, GFMER, CIRRIE, 
SCIRUS for Scientific Inf., EBSCOhostTM and in Iatrotek

* �Instructions to contributors and the "submission form" can be found in our 
website: www.psychiatriki-journal.gr
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SUBMISSION

Papers either in English or in Greek are considered for publica-
tion and should be sent to:

Journal PSYCHIATRIKI 
Hellenic Psychiatric Association, 

17, Dionisiou Eginitou str., GR-115 28 Athens, Greece  
e-mail: editor@psych.gr

The original manuscript, three copies as well as a copy on a 
diskette or an electronic copy by e-mail should be submit-
ted. The text must be written with a word processor compat-
ible with any Windows program, or with any program for a 
Macintosh computer.

The submitted manuscripts should be accompanied by the 
“Submission form” accurately filled in.

A code number to be used in further correspondence will 
be assigned to all papers submitted. Manuscripts should be 
typewritten, double-spaced on one side of the paper with a 
margin of at least 3.5 cm. On the right upper corner of the 
first page a characterization on the article should appear 
(e.g., Brief Communication, Research Article).

ARRANGEMENT

All pages must be numbered, starting with the title page.

Title page: It indicates the title (which should not exceed 12 
words), the names and surnames of the authors, the Institute, 
Hospital, University, etc. where the work was conducted and 
the address, telephone number and e-mail of the author who 
will be responsible for the correspondence. In the same page 
appreciation for those who have contributed to the present-
ed work can also be included.

Abstract: The second page must include an informative ab-
stract (400–500 words) as well as 4–6 key words.

Main part: Must be divided in sections (e.g., for the 
Research Papers: Introduction, Material and method, Results, 
Discussion). Results appearing in the tables should not be re-
ported again in detail in the text.

References: They must be identified in the text by arabic 
numbers (in brackets) and must be numbered in the order 
in which they are first mentioned in the text (Vancouver 
system), e.g. Birley1 found that... but Alford2 disagreed. Cite 
the names of the first six authors. The list of references 
should include only those publications which are cited in 
the text.

References should not exceed 100 in the Review articles and 
the Special articles, 50 in the General articles, 15 in the Brief 
Communications and in Case reports, and 8 in the Editorials 
and the Letters to the Editor.

The DOI number should be included at the end of the refer-
ence. If an article without DOI is included in PubMed, then 
its PMID number should be reported at the end of the refer-
ence.

The following paradigms illustrate the various reference cat-
egories:
1. �Journal article with DOI	  

Bebbington EP, Freeman D. Transdiagnostic Extension of 
Delusions: Schizophrenia and Beyond. Schizophr Bull 2017, 
43:273–282, doi: 10.1093/schbul/sbw191

2. �Journal article with PMID	  
Deckersbach T, Savage CR, Phillips KA, Wilhelm S, 
Buhlmann U, Rauch SL et al. Characteristics of memory dys-
function in body dysmorphic disorder. J Int Neuropsychol 
Soc 2000, 6:673–681, PMID: 11011514

3. �Chapter in book	 
Brenner M. Influence of the Social Environment on 
Psychology: The Historical Perspective. In: Barrett JE (ed) 
Stress and Mental Disorder. Raven Press, New York, 1979

4. �Book	  
Kinden A. Stress and emotion. Springer, Berlin, 1990	  
American Psychiatric Association. Diagnostic and statistical 
manual of mental disorders. 5th ed. American Psychiatric 
Publishing, Arlington, VA, 2013

5. �Article in journal supplement	  
McKee M, Balabanova D, Basu S, Ricciardi W, Stuckler D. 
Universal health coverage: a quest for all countries but un-
der threat in some. Value Health 2013, 16(Suppl 1):S39–S45, 
doi: 10.1016/j.jval.2012.10.001

6. �Presentation in Congress – Abstract book	  
Silverstone A, Leman H, Stark J. Attempted suicide by drug-
overdose. Paper presented at 2nd Congress on Suicide be-
haviour, 4–6 May 2002. Rome, Abstracts Book, pp 212–213 

7. �Webpage	  
Henry A, Andrews B. Critical issues for parents with mental 
illness. N.Y. Centre for Mental Health Services 2001 (Cited 2 
June 2005). Available from www.mentalorg/publications

Abbreviations of journals should conform to the style used in 
Index Medicus; journals not indexed there should not be ab-
breviated.

Tables: They must appear in a separate page, double-spaced. 
They must be numbered in the order in which they are men-
tioned on the text, with arabic numbers (table 1). A descrip-
tive concise title should be included. Avoid vertical lines.

Figures: They must be professionally prepared glossy or other 
camera-ready prints. They must be numbered with arabic num-
bers (figure 1) in the order in which they appear in the text. The 
figure number, the authors’ names, the title on the paper and 
the figure title should be written with soft pencil on the back of 
each figure (or on a label affixed to it). A copy of each table and 
figure must be included with each copy of the manuscript.

Symbols and abbreviations: Spell out all abbreviations 
(other than those for units of measure) the first time they are 
used. Follow latriki 1980, 37:139 (in Greek) or «Units, Symbols 
and Abbreviations: a Guide for Biological and Medical Editors 
and Authors» (3rd ed, 1977) available from the Royal Society 
of Medicine of the United Kingdom.

Proofs: Proofs will be sent to the first author of each article. 
Extensive changes are not allowed in proof.



PSYCHIATRIKI 30 (1), 2019		  77

"ΨΥΧΙΑΤΡΙΚΗ"
ΟΔΗΓΙΕΣ ΓΙΑ ΤΟΥΣ ΣΥΓΓΡΑΦΕΙΣ*
Η ΨΥΧΙΑΤΡΙΚΗ είναι το επίσημο όργανο της Ελληνικής Ψυχιατρικής 
Εταιρείας, εκδίδεται τέσσερεις φορές τον χρόνο και έχει τον ίδιο 
σκοπό με την Εταιρεία, δηλαδή την προαγωγή της Ψυχιατρικής 
Επιστήμης. Tο περιοδικό δημοσιεύει εργασίες που αναφέρονται 
στους τομείς της Επιδημιολογίας, Ψυχοπαθολογίας, Κοινωνικής 
Ψυχιατρικής, Βιολογικής Ψυχιατρικής, Ψυχοφαρμακολογίας, Ψυ-
χοθεραπείας, Προληπτικής Ψυχιατρικής. Οι προδιαγραφές του πε-
ριοδικού ταυτίζονται με τις οδηγίες του Διεθνούς Επιστημονικού 
Συμβουλίου Εκδοτών. Για την αναλυτική περιγραφή των προδια-
γραφών βλ. "Uniform Requirements for Manuscripts Submitted to 
Biomedical Journals" (www.CouncilScienceEditors.gr). Άλλες πηγές: 
Br Med J 1991, 302:338–341/Can Med Assoc J 1995, 152:1459–1465.
Εκτός από την έντυπη έκδοσή του, το περιοδικό διατίθεται ελεύθερα 
στην ηλεκτρονική του έκδοση από τις ιστοσελίδες: www.psychiatriki-
journal.gr ή www.betamedarts.gr
Το περιοδικό "ΨΥΧΙΑΤΡΙΚΗ" δέχεται προς δημοσίευση εργασίες που 
αφορούν σε πρωτότυπο υλικό που δεν έχει δημοσιευθεί προηγουμέ-
νως (εκτός σε μορφή περίληψης) ή δεν έχει υποβληθεί για δημοσίευ-
ση κάπου αλλού.
Κατά την υποβολή της εργασίας όλοι οι συγγραφείς πρέπει να υπο-
γράψουν στο τυποποιημένο έντυπο υποβολής ότι συμφωνούν με το 
περιεχόμενο και αποδέχονται την υποβαλλόμενη προς δημοσίευση 
εργασία και μεταβιβάζουν τα συγγραφικά δικαιώματα στο περιοδικό 

"ΨΥΧΙΑΤΡΙΚΗ". Οι συγγραφείς ακόμη, δηλώνουν ότι: (α) δεν υπήρξε οι-
κονομική υποστήριξη από διάφορες πηγές (εάν υπήρξε πρέπει να δη-
λωθεί), (β) δεν υπήρξαν αντικρουόμενα συμφέροντα σχετικά με το υ-
λικό της έρευνας που υπεβλήθη προς δημοσίευση, (γ) το πρωτόκολλο 
της έρευνας εγκρίθηκε από την Επιτροπή Βιοηθικής του Νοσοκομείου 
ή του Ιδρύματος όπου πραγματοποιήθηκε η έρευνα σύμφωνα με τις 
προδιαγραφές της Διακήρυξης του Ελσίνκι (1995) όπως αναθεωρή-
θηκαν στο Εδιμβούργο (2000) και (δ) ότι όλοι οι ασθενείς έδωσαν τη 
συγκατάθεσή τους πριν συμπεριληφθούν στην έρευνα αφού προη-
γουμένως ενημερώθηκαν για την ερευνητική διαδικασία.
Τα κριτήρια αποδοχής των εργασιών περιλαμβάνουν την ποιότητα 
και την πρωτοτυπία της έρευνας, όπως επίσης τη σημαντικότητα και 
χρησιμότητα των δεδομένων στους αναγνώστες του περιοδικού.
Όλες οι εργασίες υπόκεινται σε μια αρχική εκτίμηση από τον Εκδότη 
ή μέλη της Συντακτικής Επιτροπής του περιοδικού προκειμένου να 
εκτιμηθεί η καταλληλότητα και η ποιότητά τους. Εάν η εργασία κρι-
θεί καταρχήν κατάλληλη για δημοσίευση στο περιοδικό, εκτιμάται 
από δύο ανεξάρτητους κριτές, ειδικούς στο αντικείμενο της έρευνας. 
Οι κριτές δεν γνωρίζουν τους συγγραφείς της εργασίας και παραμέ-
νουν ανώνυμοι για τους συγγραφείς.
Τα σχόλια των κριτών μαζί με τις υποδείξεις και διορθώσεις τους απο-
στέλλονται στους συγγραφείς. Οι συγγραφείς ενημερώνονται εγγρά-
φως για την τελική απόφαση της Συντακτικής Επιτροπής του περιο-
δικού όταν η διαδικασία αξιολόγησης ολοκληρωθεί. Τα ονόματα των 
κριτών του προηγούμενου έτους εμφανίζονται στο πρώτο τεύχος του 
επομένου έτους. Η Συντακτική Επιτροπή διατηρεί το δικαίωμα να κά-
νει φραστικές διορθώσεις στα κείμενα προκειμένου να μειώσει ασά-
φειες και επαναλήψεις και να βελτιώσει τη δυνατότητα επικοινωνίας 
ανάμεσα στους συγγραφείς και τους αναγνώστες του περιοδικού.

To περιοδικό «ΨΥΧΙΑΤΡΙΚΗ» καταχωρείται και περιλαμβάνεται στα MEDLINE/
PubMed, Ιndex Copernicus, Google Scholar, 
EMBASE/Excerpta Medica, PsychINFO, GFMER, CIRRIE, 
SCIRUS for Scientific Inf., EBSCOhostTM and in Iatrotek

* �Οι οδηγίες προς τους συγγραφείς και το «συνοδευτικό έντυπο υποβολής» 
υπάρχουν στο website του περιοδικού: www.psychiatriki-journal.gr

ΕΙΔΗ ΑΡΘΡΩΝ

1. �Άρθρα Σύνταξης: Σύντομα άρθρα γραμμένα ταυτόχρονα στην 
ελληνική και αγγλική γλώσσα που αναφέρονται σε επίκαιρα 
θέματα ιδιαίτερης σημασίας. Γράφονται από τη Συντακτική 
Επιτροπή ή από μέλη της Διεθνούς Συμβουλευτικής Επιτροπής 
ή μετά από πρόσκληση της Συντακτικής Επιτροπής (μέχρι 700 
λέξεις και 7–8 βιβλιογραφικές αναφορές).

2. �Ανασκοπήσεις: Ενημερωτικά άρθρα που αφορούν σε κριτική 
ανάλυση ψυχιατρικών θεμάτων ή θεμάτων συγγενών προς την 
Ψυχιατρική Επιστήμη. Οι ανασκοπήσεις γράφονται από έναν ή 
δύο συγγραφείς. Η έκτασή τους δεν πρέπει να υπερβαίνει τις 
3.000 λέξεις.

3. �Ερευνητικές εργασίες: Προοπτικές ή αναδρομικές εργασίες 
που βασίζονται σε ερευνητικό πρωτόκολλο. Πρέπει οπωσδήπο-
τε να έχει γίνει στατιστική επεξεργασία των αποτελεσμάτων. Οι 
ερευνητικές εργασίες δεν πρέπει να υπερβαίνουν τις 3.000 λέ-
ξεις (έως 8 συγγραφείς).

4. �Σύντομα άρθρα: Στην κατηγορία αυτή υπάγονται ερευνητικές 
εργασίες που μπορούν να καταχωρηθούν σε περιορισμένο χώ-
ρο. Η έκταση των άρθρων αυτών δεν πρέπει να υπερβαίνει τις 
1.500 λέξεις.

5. �Ειδικά άρθρα: Γράφονται μετά από πρόσκληση της Συντακτικής 
Επιτροπής και αναφέρονται σε θέματα, με τα οποία έχει ιδιαίτε-
ρα ασχοληθεί ο συγγραφέας π.χ. θεραπεία συμπεριφοράς, πα-
θολογική ζηλοτυπία, ψυχοθεραπεία μεταιχμιακών καταστάσεων 
(μέχρι 3.000 λέξεις).

6. �Ενδιαφέρουσες περιπτώσεις: Η κατηγορία αυτή περιλαμβάνει 
ενδιαφέρουσες αναφορές περιπτώσεων και περιγραφές περι-
πτώσεων όπου εφαρμόσθηκαν νέες διαγνωστικές ή/και θερα-
πευτικές μέθοδοι (μέχρι 1.500 λέξεις).

7. �Γενικά άρθρα: Η ΨΥΧΙΑΤΡΙΚΗ δέχεται και άρθρα που εκφράζουν 
θεωρητικές απόψεις στον χώρο της Ψυχιατρικής, γνώμες για τα 
συστήματα παροχής ψυχιατρικής περίθαλψης, απόψεις για τους 
χώρους επαλληλίας μεταξύ Ψυχιατρικής και άλλων επιστημών 
και άλλα άρθρα ανάλογου περιεχομένου. Τα άρθρα αυτά δεν 
πρέπει να υπερβαίνουν τις 2.000 λέξεις. Η Συντακτική Επιτροπή 
μπορεί να προτείνει τη συντόμευση των άρθρων αυτών προκει-
μένου να δημοσιευθούν ως «Επιστολές προς τη Σύνταξη».

8. �Επιστολές προς τη Σύνταξη: Περιλαμβάνουν σχόλια και κρί-
σεις πάνω σε ήδη δημοσιευμένες εργασίες, παρατηρήσεις σε 
επίκαιρα ψυχιατρικά θέματα, πρόδρομα ερευνητικά αποτελέ-
σματα, κ.λπ. Δεν πρέπει να υπερβαίνουν τις 400 λέξεις (συνο-
δεύεται από σύντομη αγγλική περίληψη).

9. �Βιβλιοκριτική: Η παρουσίαση και κριτική βιβλίων γίνεται μετά 
από πρόσκληση της Συντακτικής Επιτροπής (μέχρι 600 λέξεις - 
συνοδεύεται από σύντομη αγγλική περίληψη).

10. �Άρθρα στην αγγλική γλώσσα: Η ΨΥΧΙΑΤΡΙΚΗ θα κυκλοφορεί 
στην ελληνική γλώσσα πάντα με αγγλική περίληψη των εργα-
σιών. Δύο τεύχη ετησίως θα κυκλοφορούν εξ ολοκλήρου στην 
αγγλική (με εκτεταμένη ελληνική περίληψη, περίπου 400 λέξεις). 
Στα τεύχη αυτά θα δημοσιεύονται εργασίες ξένων συναδέλφων, 
αλλά και Ελλήνων. Οι εργασίες Ελλήνων συναδέλφων μπορούν 
να υποβάλλονται στην ελληνική ή την αγγλική γλώσσα. Όσες ερ-
γασίες προκρίνονται για δημοσίευση και έχουν υποβληθεί στην 
ελληνική γλώσσα θα μεταφράζονται μετά από συνεργασία του 
περιοδικού με τους συγγραφείς.

11. �Όλες οι εργασίες θα πρέπει να συνοδεύονται από ελληνική και 
αγγλική περίληψη, περίπου 400 λέξεων η κάθε μία. Οι εργασίες 
που αναφέρονται ως σύντομα άρθρα και ως ενδιαφέρουσες πε-
ριπτώσεις θα πρέπει να συνοδεύονται από ελληνική και αγγλική 
περίληψη, περίπου 200 λέξεων η κάθε μία.
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ΥΠΟΒΟΛΗ ΕΡΓΑΣΙΩΝ
Οι εργασίες υποβάλλονται στο πρωτότυπο και σε τρία φωτο
αντίγραφα, στη διεύθυνση:

Περιοδικό ΨΥΧΙΑΤΡΙΚΗ 
Ελληνική Ψυχιατρική Εταιρεία, 

Διονυσίου Αιγινήτου 17, 115 28 Αθήνα 
e-mail: editor@psych.gr

Το δακτυλογραφημένο κείμενο πρέπει να συνοδεύεται από CD με το 
κείμενο της εργασίας ή να αποστέλλεται ηλεκτρονικό αντίγραφο με 
e-mail. Το κείμενο πρέπει να έχει γραφεί με επεξεργαστή συμβατό 
με πρόγραμμα Windows ή με οποιοδήποτε πρόγραμμα για υπολο-
γιστή Macintosh.

Μαζί με τα υποβαλλόμενα άρθρα πρέπει να υποβάλλεται συμ
πληρωμένο το «Συνοδευτικό έντυπο υποβολής εργασίας». Οι υ-
ποβαλλόμενες εργασίες χαρακτηρίζονται με κωδικό αριθμό, που 
γνωστοποιείται στους συγγραφείς και ο οποίος χρησιμοποιείται σε 
κάθε επικοινωνία με το περιοδικό. Τα άρθρα γράφονται στη δημοτι-
κή γλώσσα. Η δακτυλογράφηση γίνεται στη μία όψη του φύλλου, με 
διπλό διάστημα και περιθώριο τουλάχιστον 3,5 cm.

Στην άνω δεξιά πλευρά της πρώτης σελίδας πρέπει να υπάρχει ο χαρα-
κτηρισμός κάθε άρθρου (π.χ. Ανασκόπηση, Ερευνητική εργασία κ.λπ.).

ΔΙΑΤΑΞΗ ΤΗΣ ΥΛΗΣ
Όλες οι σελίδες αριθμούνται, αρχίζοντας από τη σελίδα τίτλου.

Σελίδα τίτλου: Περιλαμβάνει τον τίτλο του άρθρου (μέχρι 12 λέξεις), 
τα ονόματα των συγγραφέων στην ονομαστική, το κέντρο προέλευ-
σης, τη διεύθυνση και το τηλέφωνο του συγγραφέα που θα επικοι-
νωνεί με το περιοδικό. Στην ίδια σελίδα αναφέρονται επίσης άτομα, 
οργανισμοί, ιδρύματα κ.λπ., που ενδεχομένως συνέβαλαν στην 
πραγματοποίηση της εργασίας.

Περίληψη: Στη δεύτερη σελίδα γράφεται η ελληνική περίληψη, 
(περίπου 400 λέξεις). Στην περίληψη ανακεφαλαιώνονται τα κύ-
ρια μέρη της εργασίας. Φράσεις όπως «τα ευρήματα συζητούνται» 
πρέπει να αποφεύγονται. Στο τέλος της περίληψης αναγράφονται 
4–6 λέξεις ευρετηρίου.

Αγγλική περίληψη: Στην τρίτη σελίδα γράφεται η αγγλική περί-
ληψη, που πρέπει να έχει έκταση περίπου 400 λέξεων, ο τίτλος του 
άρθρου τα ονόματα των συγγραφέων και η προέλευση του άρθρου 
(ίδρυμα). Στο τέλος της περίληψης αναγράφονται 4–6 λέξεις ευρετη-
ρίου. Η περίληψη πρέπει να δίνει ουσιαστικές πληροφορίες.

Κείμενο: Χωρίζεται σε κεφάλαια. Για τις ερευνητικές εργασίες είναι: 
Εισαγωγή, Υλικό και μέθοδος, Αποτελέσματα, Συζήτηση. Όσα αποτε-
λέσματα παρατίθενται στους πίνακες δεν επαναλαμβάνονται λεπτο-
μερώς στο κείμενο.

Βιβλιογραφικές παραπομπές: Αριθμούνται με αύξοντα αριθ-
μό, ανάλογα με τη σειρά εμφάνισής τους στο κείμενο (σύστημα 
Vancouver). Π.χ. Ο Birley1 βρήκε ότι..., αλλά ο Afford2 διαφώνησε... 
Αναφέρονται τα ονόματα των έξι πρώτων συγγραφέων. Στον βιβλι-
ογραφικό πίνακα περιλαμβάνονται μόνον οι βιβλιογραφικές παρα-
πομπές που υπάρχουν στο κείμενο. Στα άρθρα ανασκόπησης και τα 
ειδικά άρθρα οι βιβλιογραφικές παραπομπές δεν πρέπει να υπερβαί-
νουν τις 100, στις ερευνητικές εργασίες και τα γενικά άρθρα τις 
50, στα σύντομα άρθρα και τις ενδιαφέρουσες περιπτώσεις τις 15 
και στα άρθρα σύνταξης και τις επιστολές προς τη σύνταξη τις 8. 

Στο τέλος κάθε βιβλιογραφικής αναφοράς θα πρέπει να αναγράφε-
ται ο ψηφιακός αναγνωριστικός αριθμός του άρθρου (DOI). Αν δεν 
υπάρχει DOI για ένα άρθρο, αλλά αυτό περιλαμβάνεται στο PubMed, 
τότε πρέπει να αναγράφεται ο σχετικός κωδικός της (PMID) στο τέ-
λος της αναφοράς. Ο βιβλιογραφικός κατάλογος συντάσσεται με 
αύξοντα αριθμό, που αντιστοιχεί στη σειρά εμφάνισης των βιβλιο-
γραφικών παραπομπών στο κείμενο. Στα ακόλουθα παραδείγματα 
παρουσιάζονται διάφορες κατηγορίες αναφορών:

1. �Άρθρο σε περιοδικό με DOI	  
Bebbington EP, Freeman D. Transdiagnostic Extension of 
Delusions: Schizophrenia and Beyond. Schizophr Bull 2017, 43:273–
282, doi: 10.1093/schbul/sbw191

2. �Άρθρο σε περιοδικό με PMID	 
Deckersbach T, Savage CR, Phillips KA, Wilhelm S, Buhlmann U, 
Rauch SL et al. Characteristics of memory dysfunction in body 
dysmorphic disorder. J Int Neuropsychol Soc 2000, 6:673–681, 
PMID: 11011514

3. �Kεφάλαιο βιβλίου	  
Brenner M. Influence of the Social Environment on Psychology: 
The Historical Perspective. In: Barrett JE (ed) Stress and Mental 
Disorder. Raven Press, New York, 1979

4. �Bιβλίο	  
Kinden A. Stress and emotion. Springer, Berlin, 1990	 
American Psychiatric Association. Diagnostic and statistical man-
ual of mental disorders. 5th ed. American Psychiatric Publishing, 
Arlington, VA, 2013

5. �Παράρτημα περιοδικού	  
McKee M, Balabanova D, Basu S, Ricciardi W, Stuckler D. Universal 
health coverage: a quest for all countries but under threat in 
some. Value Health 2013, 16(Suppl 1):S39–S45, doi: 10.1016/j.
jval.2012.10.001

6. �Παρουσίαση σε Συνέδριο – Τόμος Πρακτικών	  
Silverstone A, Leman H, Stark J. Attempted suicide by drug-overdose. 
Paper presented at 2nd Congress on Suicide behaviour, 4–6 May 
2002. Rome, Abstracts Book, pp 212–213 

7. �Ιστοσελίδα	  
Henry A, Andrews B. Critical issues for parents with mental illness. 
N.Y. Centre for Mental Health Services 2001 (Cited 2 June 2005). 
Available from www.mentalorg/publications

Οι συντμήσεις των περιοδικών πρέπει να γίνονται με βάση το Index 
Medicus.

Πίνακες: Γράφονται με διπλό διάστημα σε ξεχωριστή σελίδα. 
Αριθμούνται ανάλογα με τη σειρά εμφάνισής τους στο κείμενο, με 
αραβικούς αριθμούς (πίνακας 1), ακολουθεί σύντομη κατατοπιστι-
κή λεζάντα (π.χ. Ασθενείς που νοσηλεύθηκαν για ψευδοκύηση στο 
Νοσοκομείο «Αλεξάνδρα» κατά το 1988) και σε κάθε στήλη υπάρχει 
κατατοπιστική επικεφαλίδα. Αποφεύγονται οι κάθετες γραμμές.

Εικόνες: Πρέπει να στέλνονται είτε τα πρωτότυπα των σχεδίων 
(με σινική μελάνη) είτε φωτογραφίες. Στο πίσω μέρος πρέπει να 
αναγράφεται με μολύβι ο αριθμός της εικόνας, οι συγγραφείς και 
ο τίτλος της εικόνας. Όλες οι εικόνες πρέπει να αναφέρονται στο 
κείμενο και να αριθμούνται με αραβικούς αριθμούς.

Ονοματολογία και μονάδες μέτρησης: Για λεπτομέρειες, βλ. 
Ιατρική 1980, 37:139.

Διόρθωση τυπογραφικών δοκιμίων: Οι συγγραφείς είναι υπο-
χρεωμένοι να κάνουν μία διόρθωση των τυπογραφικών δοκιμίων. 
Εκτεταμένες μεταβολές δεν επιτρέπονται.
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     ΑΝΑΣΚΟΠΗΣΗ	   ΕΡΕΥΝΗΤΙΚΗ ΕΡΓΑΣΙΑ	   ΣΥΝΤΟΜΟ ΑΡΘΡΟ

     ΕΙΔΙΚΟ ΑΡΘΡΟ	   ΓΕΝΙΚΟ ΑΡΘΡΟ	   ΠΑΡΟΥΣΙΑΣΗ ΠΕΡΙΠΤΩΣΕΩΣ
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................................................................................................................................................................................................................................

................................................................................................................................................................................................................................

• Υπεύθυνος συγγραφέας για την αλληλογραφία ..............................................................................................................................

Ονοματεπώνυμο .........................................................................................................................................................................................

Διεύθυνση ......................................................................................................................................................................................................

Τηλέφωνο ............................................................. Fax: ...................................................... E-mail: ..................................................

• Επιβεβαιώστε (σημειώστε με Χ) όλα τα παρακάτω σημεία της εργασίας σας:

 �Περίληψη της εργασίας στα Ελληνικά και Αγγλικά, σύμφωνα με τις προδιαγραφές του περιοδικού

 4–5 λέξεις ευρετηρίου στα Ελληνικά και στα Αγγλικά

 �Αντιστοιχία των βιβλιογραφικών αναφορών του κειμένου με τον κατάλογο της βιβλιογραφίας, που παρατίθε-
ται στο τέλος του άρθρου

 Καταγραφή των βιβλιογραφικών αναφορών σύμφωνα με τις προδιαγραφές της «Ψυχιατρικής»

Οι συγγραφείς της εργασίας συμφωνούν με το περιεχόμενό της, τη δημοσίευσή της στο περιοδικό "Ψυχιατρική" 
και τη μεταβίβαση των συγγραφικών δικαιωμάτων στο περιοδικό. Το ίδιο κείμενο δεν έχει δημοσιευθεί ούτε έχει 
υποβληθεί για δημοσίευση σε άλλο περιοδικό. Οι συγγραφείς δεν έχουν αντικρουόμενα συμφέροντα σε σχέση με 
το περιεχόμενο της εργασίας και δηλώνουν ότι το πρωτόκολλο της έρευνας εγκρίθηκε από την Επιτροπή Βιοηθικής 
του Ιδρύματος όπου πραγματοποιήθηκε η έρευνα. Όλα τα άτομα που συμμετείχαν έδωσαν τη συγκατάθεσή τους 
πριν συμπεριληφθούν στην έρευνα. Οι συγγραφείς ακόμη δηλώνουν ότι δεν υπήρξε πηγή οικονομικής υποστήριξης 
(εάν υπήρξε πρέπει να δηλωθεί).

	 Υπογραφές συγγραφέων	 Ημερομηνία
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ΨΥΧΙΑΤΡΙΚΗ: ΣΥΓΓΡΑΦΙΚΉ ΕΥΘΎΝΗ, ΟΙΚΟΝΟΜΙΚΉ ΓΝΩΣΤΟΠΟΊΗΣΗ ΚΑΙ ΕΥΧΑΡΙΣΤΊΕΣ
Με τη συμπλήρωση και υπογραφή του παρόντος εντύπου, ο συγγραφέας αλληλογραφίας αναγνωρίζει και αποδέχεται πλήρως 

την ευθύνη εκ μέρους όλων των συγγραφέων που συνεισέφεραν, των δηλώσεων σχετικά με τη Συγγραφική Ευθύνη, την Οικονομική 
Γνωστοποίηση, και την Υποστήριξη Χρηματοδότησης. 

ΣΥΓΓΡΑΦΙΚΗ ΕΥΘΥΝΗ
Με την υπογραφή του παρόντος εντύπου και υπογράφοντας στα αντίστοιχα πεδία, ο συγγραφέας αλληλογραφίας πιστοποιεί ότι 

κάθε συγγραφέας πληροί όλα τα παρακάτω κριτήρια (Α και Β) και στη συνέχεια προσδιορίζει τη συνεισφορά τού κάθε συγγραφέως, 
σημειώνοντας το όνομά του/της, δίπλα στο αντίστοιχο πεδίο.

 Α. Ο συγγραφέας αλληλογραφίας πιστοποιεί ότι: 
• �Η υποβληθείσα εργασία  αποτελεί πρωτότυπη και έγκυρη εργασία και  το κείμενό της ή  άλλο με παρεμφερές περιεχόμενο στα 

πλαίσια της συγγραφής μου δεν έχει δημοσιευθεί ή υποβληθεί για δημοσίευση κάπου αλλού, εκτός της περίπτωσης όπου μαζί 
με την εργασία περιγράφεται και επισυνάπτεται το σχετικό κείμενο. Εφόσον ζητηθεί, ο συγγραφέας αλληλογραφίας, θα παρέχει 
τα δεδομένα ή θα συνεργαστεί πλήρως στη συγκέντρωση και παροχή των δεδομένων στα οποία βασίζεται η εργασία. Κάθε συγ-
γραφέας έχει εξουσιοδοτήσει τον συγγραφέα αλληλογραφίας να λειτουργεί ως ο κύριος εκπρόσωπος της συγγραφικής ομάδας, 
και να προβαίνει σε βελτιώσεις της εργασίας με βάση τις υποδείξεις των κριτών του περιοδικού.

 �Β. �Κάθε συγγραφέας έχει δώσει την τελική έγκριση για να γίνει η υποβολή τής εργασίας, έχει συμμετάσχει επαρκώς στην εργασία και 
αναλαμβάνει δημόσια την ευθύνη για όλο το περιεχόμενο και πληροί τις προϋποθέσεις για συγγραφή, εφόσον υπάρχει το όνομά 
του/της στην αντίστοιχη γραμμή των πεδίων των συνεισφορών που αναφέρονται παρακάτω.

Οι συγγραφείς που αναφέρονται παρακάτω έχουν συνεισφέρει σημαντικά στην εργασία στα διάφορα πεδία που αναφέρονται παρακάτω.

(ανέφερε τον αντίστοιχο συγγραφέα δίπλα στο κάθε πεδίο- κάθε συγγραφέας πρέπει να περιλαμβάνεται τουλάχιστον σε ένα 
πεδίο. Περισσότεροι από ένας συγγραφείς μπορεί να αναφέρονται σε κάθε πεδίο)

– Ιδέα και σχεδιασμός .........................................................................................................................................................................................................................
– Συγκέντρωση δεδομένων .............................................................................................................................................................................................................
– Ανάλυση και ερμηνεία των δεδομένων ....................................................................................................................................................................................
– Σύνταξη του κειμένου .....................................................................................................................................................................................................................
– Επανεξέταση του κειμένου ...........................................................................................................................................................................................................
– Στατιστική ανάλυση ........................................................................................................................................................................................................................
– Χορήγηση χρηματοδότησης ........................................................................................................................................................................................................
– Διοικητική, τεχνική ή υλική υποστήριξη ..................................................................................................................................................................................
– Εποπτεία ..............................................................................................................................................................................................................................................

ΟΙΚΟΝΟΜΙΚΗ ΓΝΩΣΤΟΠΟΙΗΣΗ

 �Από όλους τους συγγραφείς που έχουν συνεισφέρει στην εργασία δεν υπάρχει σύγκρουση συμφερόντων, συμπεριλαμβάνοντας 
ειδικά οικονομικά συμφέροντα, σχέσεις και συνεργασίες σχετικές με το αντικείμενο της υποβληθείσας εργασίας.

      ή

 �Βεβαιώνω ότι όλες οι συγκρούσεις συμφερόντων, συμπεριλαμβανομένων ειδικών οικονομικών συμφερόντων, σχέσεις και συνεργα-
σίες σχετικές με το αντικείμενο της υποβληθείσας εργασίας είναι οι ακόλουθες: 

Χορήγηση Χρηματοδότησης και ο Ρόλος του Χορηγού

 Δεν έλαβα χρηματοδότηση ή άλλη οικονομική ενίσχυση.
      ή

 �Βεβαιώνω ότι όλη η χρηματοδότηση, άλλη οικονομική ενίσχυση, και υλική υποστήριξη για την έρευνα και/ή την εργασία προσδιορί-
ζονται σαφώς στη δήλωση συμφερόντων στο τέλος της εργασίας

      ή

Η χρηματοδότηση ή άλλη οικονομική ενίσχυση και υλική υποστήριξη για την έρευνα και/ή την εργασία προσδιορίζονται ευκρινώς 
παρακάτω:

ΕΥΧΑΡΙΣΤΙΕΣ
Ο συγγραφέας αλληλογραφίας βεβαιώνει ότι: 

Όλα τα άτομα που έχουν συνεισφέρει σημαντικά στην εργασία (π.χ. συλλογή δεδομένων, ανάλυση, γραφή ή συμβολή στην έκδοση) αλ-
λά δεν πληρούν τα κριτήρια συγγραφής ονοματίζονται με τη συγκεκριμένη συνεισφορά τους στο κείμενο της εργασίας στις Ευχαριστίες.
Όλα τα άτομα που ονοματίζονται στις Ευχαριστίες έχουν δώσει γραπτή συγκατάθεση προκειμένου να αναφερθεί το όνομά τους.

Αφού ολοκληρώσετε όλα τα παραπάνω απαιτούμενα πεδία, αυτή η φόρμα θα πρέπει να σταλεί μέσω φαξ ή e-mail ηλεκτρονικά 
μαζί με το συνοδευτικό έντυπο υποβολής και την υποβληθείσα εργασία.
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