6102 yote-Arenuer $8-1 (1) 0E SWN|OA [MIHLVIHOASC

PSYCHIATRIKI

Quarterly journal published by the Hellenic Psychiatric Association, Volume 30, No 1, January-March 2019

U0 PIPeW /LIS

€le

1986

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 iliness
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 ilinesses
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

Kataxwpeitat kat meptAaupBdverat
ota MEDLINE/PubMed,
Index Copernicus, Scopus,
Google Scholar, EMBASE/Excerpta
Medica, GFMER, CIRRIE, SCIRUS
for Scientific Inf., EBSCOhost™,
PsychINFO kat oto latrotek,
(Scopus CiteScore 2017=0.41),

GR ISSN 1105-2333

6102 S011dD|\-0013DNOAD| ‘| SoXn3] ‘0g dorlo] ‘Sny3dinig SsndioiXndy Slishaliyy3g Sl Loogys pymaurhd |

HAldLlVIXAM

€le

1986



€le

1986

Kataxwpeitai kat mepirapBavetrat ota MEDLINE/PubMed,
Index Copernicus, Scopus, Google Scholar, EMBASE/Excerpta
Medica, GFMER, CIRRIE, SCIRUS for Scientific Inf, EBSCOhost™,
PsychINFO kat oto latrotek

0d8nyiec mpo¢ TouG oUYYPAPEIG KAl TO GUVOSEUTIKO
évtumo eivai Stabéoiua otnv Ictooerida:
http://www.psychiatriki-journal.gr

YYXIATPIKH

Tpipnviaia ékdoon

™6 EAAnvikng Yuxlatpikig Etatpeiag
Atovuciou AtytvAtou 17, 115 28 ABriva

TnA.: 210-77 58 410, Fax: 210-77 09 044

Ekd06tng:

Baoikng Kovta&akng - E-mail: editor@psych.gr
I8lokTATNG:

EAAnvikn Wuxiatpikn Etatpeia
MamadiapavtomovAou 11, 115 28 ABrjva
TnA.:210-72 14 184

ZYNTAKTIKH EMITPOMNH
Emitipog MNpoedpog:

'N. Xptoto60UAou

Mpoedpog:

B. Kovta&akng

AvamAnpwTtig NMpoedpog:

I. Kwvotavtakomouhog

MéAn:

3. Qeodwpomolovy, A. Kapaiokog, M. Mapyapitn,
A. Moupmidng, N. ®epevtivog
Tuvepyartng:

I. Z¢pBag

Mpappateia meprodikov: M. Aoukidn

Indexed and included in MEDLINE/PubMed, Index
Copernicus, Scopus, Google Scholar, EMBASE/Excerpta
Medica, GFMER, CIRRIE, SCIRUS for Scientific Inf, EBSCOhost™,
PsychINFO and in latrotek

Instructions to contributors and the submission form
are available at the webpage
http://www.psychiatriki-journal.gr

PSYCHIATRIKI

Quarterly journal published

by the Hellenic Psychiatric Association

17, Dionisiou Eginitou str., 115 28 Athens

Tel.: +30-210-77 58 410, Fax: +30-210-77 09 044
Publisher:

Vassilis Kontaxakis — E-mail: editor@psych.gr
Owner:

Hellenic Psychiatric Association

11, Papadiamantopoulou str., 115 28 Athens
Tel.: +30-210-72 14 184

EDITORIAL BOARD
Emeritus Editor:

G.N. Christodoulou

Editor -in- Chief:

V. Kontaxakis

Associate Editor:

G. Konstantakopoulos
Members:

S. Theodoropoulou, D. Karaiskos, M. Margariti,
D. Ploumpidis, P. Ferentinos
Collaborator:

J. Zervas

Journal's secretariat: M. Loukidi

INTERNATIONAL ADVISORY BOARD

TH. Ghodse (UK)
P. Gokalp (Turkey)
G. Ikkos (UK)
R.A. Kallivayalil (India)
M. Kastrup (Denmark)
K. Kirby (Australia)
V. Krasnov (Russia)

M. Abou-Saleh (UK)
H. Akiskal (USA)

G. Alexopoulos (USA)
N. Andreasen (USA)

S. Bloch (Australia)

M. Botbol (France)

N. Bouras (UK)
C.Hoschl (Czech Rep.)

Fpappateia EAAnvikig Wuxiatpikng Etaipeiag:
YnevBuvn: E. kpétoa

TnA.: 210-72 14 184, Fax: 210-72 42 032

E-mail: psych@psych.gr, lotooehida: www.psych.gr
FB: EAAHNIKH WYXIATPIKH ETAIPEIA

Epyacieg yla dnuociguon, emoToléc,
BiBAia yia mapovagiacn va amgvdivovtat
otov Mpoedpo TG ZuVTAKTIKAG EMTpOmAG:
Awovuaiou Atyiviitou 17, 115 28 ABriva
Etoleg cuvdpopég Ttou Meplodikou:
Eowtepikov € 40,00

E€wtepikoU $ 80,00 + TaxuSpopika
Mepovwpéva tevxn € 10,00

KatafdAlovtal pe emtayn otov tapia Tng EWE:
MNamadiapavtomoviou 11, 115 28 ABryva

Ta tapelakwg evragel péAn tng Etaipeiag

S8ev umoxpeouvtal o€ KataBoAn cuvdpoung

bH

EMIMEAEIA EKAOZHX medical dirts
BHTA larpikég Ex8éoeig

EN1SO 9001:2000 ST Lompies Exboons

Adpraveiou 3 kat Katexakn, 115 25 ABrva (N. Yuyiko)
TnA.:210-67 14 371 - 210-67 14 340, Fax: 210-67 15 015
e-mail: betamedarts@otenet.gr

e-shop: www.betamedarts.gr

EN ISO 9001:2000

YnevBbuvog Tumoypageiov

A. Baothakou, Adplaveiou 3 - 115 25 ABriva
TnA. 210-67 14 340

D. Lecic-Tosevski (Serbia)
C. Lyketsos (USA)

M. Maj (Italy)

A. Marneros (Germany)
J. Mezzich (USA)

H.J. Moller (Germany)

R. Montenegro (Argentina)  N. Tataru (Romania)
C. Pantelis (Australia) P. Tyrer (UK)

Secretariat of Hellenic Psychiatric Association:
Head: H. Gretsa

Tel.: (+30) 210-72 14 184, Fax: (+30) 210-72 42 032
E-mail: psych@psych.gr, Web-site: www.psych.gr

G. Papakostas (USA)

G. Petrides (USA)

R. Salokangas (Finland)

O. Steenfeld-Foss (Norway)
A. Tasman (USA)

Manuscripts, letters, books for review
should be addressed to the Editor:
17 Dionisiou Eginitou str., GR-115 28 Athens, Greece

Annual subscriptions of the Journal:

€40.00 or $ 80.00 + postage — each separate issue € 10.00
are payable by check to the treasurer

of the Hellenic Psychiatric Association:

11, Papadiamantopoulou str., GR-115 28 Athens

For the members of the Association in good
standing subscription is free

QBLC

EDITING dical drt

EN IS0 9001:2000 medical arts
BETA Medical Publications

3, Adrianiou str., GR-115 25 Athens-Greece

Tel.: (+30) 210-67 14 371 - (+30) 210-67 14 340,

Fax: (+30) 210-67 15015

e-mail: betamedarts@otenet.gr, e-shop: www.betamedarts.gr

EN ISO 9001:2000

Printing supervision

A. Vassilakou, 3 Adrianiou str. - GR-115 25 Athens

Tel. (+30)-210-67 14 340



€le

1986

EAAHNIKH WYXIATPIKH
ETAIPEIA

AIOIKHTIKO ZYMBOYAIO

MNpoedpog: A. Moupmidng
Avtimpoedpog: I AAefilomoulog
Fev. Fpappatéag: Xp. Toomelag
Tapiag: N. Mapkdkn
Zuupoudot: >t. Kpaoavdakng
B.M. Mmodikac

X. TouhoUpNg

MEIGAPXIKO XYMBOYAIO
MéAn: B. A\eiCog

I. TklouZémag

A. XmupomouAou

E=ENAETKTIKH ENITPOIMNH
MéAn: B. Kovta&akng
E.Xi00Tn
N. TCapdapag

EMITIMOI MPOEAPOI
I.N. XpioToSoUhov, TA. Mapdoyxoc,
N. TCaBdpag, I. Tkioulémag

EMNITIMA MENAH
s, Skapmahé{og, X. Bapouxdkng,
N. Zaxapiadng, fI. Mirtapdc

HELLENIC PSYCHIATRIC

ASSOCIATION
EXECUTIVE COUNCIL

Chairman: D. Ploumpidis
Vice-Chairman: G. Alevizopoulos
Secretary General: Ch. Tsopelas

Treasurer: L. Markaki
Consultants: St. Krasanakis
V.P. Bozikas

Ch. Touloumis

DISCIPLINARY COUNCIL
Members: V. Alevizos

J. Giouzepas

A. Spyropoulou

FINANCIAL CONTROL COMMITTEE
Members: V. Kontaxakis

Ir. Siouti

N. Tzavaras

HONORARY PRESIDENTS
G.N. Christodoulou, TA. Paraschos,
N. Tzavaras, J. Giouzepas

HONORARY MEMBERS

*S. Scarpalezos, Ch. Varouchakis,
*N. Zachariadis, TI. Pittaras

MEPI®EPEIAKA TMHMATA

AOHNQN

MNpoedpog: K. Kévtng
Fpappatéag: 3. QeodwpomovAou
Tapiag: H. TCaBéNag
MAKEAONIAL

Mpoedpog: 1. Nnpatoudng
Fpappatéag: I. Atakoylavvng
Tapiag: M. dwtiadng
KENTPIKHXZ EAAAAOX

Mpoedpog: M. Ztopopog
Fpappatéag: A. Owpdcg
Tapiag: A. Oovopou
BOPEIOAYTIKHE EAAAAOS & AYTIKHE STEPEAY
MNpoedpog: A. DwTtiadou
Fpappatéag: A. Hh\iormoUAou
Tapiag: M. NeTpikng
MEAOMNONNHZOY

Mpoedpog: K. Zwtnptadouv
Fpappatéag: M. Zkwkou
Tapiag: A. KatpiBavou
METAAHX BPETTANIAZ

MNpoedpog: E. Nahalidou
Fpappatéag: K. Kaolakoyla
Tapiag: M. Aékkocg

TOMEAZ NEQN YYXIATPQN

Mpoedpog:
A’ Tpappatéag:
B’ Mpappatéag:

A. Okovopou
I. Ndykahog
A. AtakoupomoUAou

ENQZH EAAHNQN EIAIKEYOMENQN WYXIATPQN

MNpoedpog:
Fpappatéag:
Tapiag:

0. Koutoountpog
A. Avtwviou
A. Maupoppatog

DIVISIONS

ATHENS

Chairman: C. Kontis
Secretary: S.Theodoropoulou
Treasurer: E. Tzavellas
MACEDONIA

Chairman: J. Nimatoudis
Secretary: J. Diakoyiannis
Treasurer: P. Fotiadis
CENTRAL GREECE

Chairman: P. Stoforos
Secretary: A.Thomas
Treasurer: A. Oikonomou
NORTHWESTERN GREECE
Chairman: A. Fotiadou
Secretary: L. lliopoulou
Treasurer: P. Petrikis
PELOPONNESE

Chairman: K. Sotiriadou
Secretary: M. Skokou
Treasurer: A. Katrivanou
GREAT BRITAIN

Chairman: H. Palazidou
Secretary: K. Kasiakogia
Treasurer: P. Lekkos

SECTOR OF YOUNG PSYCHIATRISTS

Chairman: A. Economou
Secretary A" G. Pagkalos
Secretary B A. Diakoumopoulou

UNION OF GREEK PSYCHIATRIC TRAINEES

Chairman: Th. Koutsomitros
Secretary: Ath. Antoniou
Treasurer: A. Mavromatos



€le

1986

KAAAOI

AYTOKATAZTPOOIKQN ZYMMEPIOOPQN
lpdedpog: K. Mam\og

lpauuareic: ©. Namaohavng, A. Kapaiokog
BIAIQN ZYMMNEPI®OOPQN

Mpdéedpog: X. Toémelag

lpaupareic: M. Anuntpakd, A. Métoag
BIOAOTIKHZ WYXIATPIKHZ

Mpdedpog: M. Zakkdag

Tpauuarteic: A.Mnotong, K. Wappog

AIAMOAITIZMIKHZ WYXIATPIKHZ

Mpdéedpog: 3. Kampivng

lpauuareic: 3. Mmougidng, E. NMaphamavn
AIATAPAXEZ MPOZAHWHZ TPOOHZ

Mpdedpog: E.Bapoou

Tpauuarteic: I. Mixomoulog, O. ToviSakng
IAIQTIKHZ WYXIATPIKHZ

Mpdedpog: A. Mapkdkn

lpauuareic: ®. Mwpdytavvng, M. Tkikag

IZTOPIAZ THZ WYXIATPIKHZ

Mpdedpocg: A. NMovumiéng

Tpauuarteic: AB. KapaBatog, I. oAuxpovidng
KAINIKHZ $YYXODAPMAKOAOTIAZ

lpdedpog: B. ANeiCog

lpauuareic: X. Touhovung, Elp. Zioutn
KOINQNIKHZ WYXIATPIKHZ

Mpdedpog: A. Mixomovlou

Tpauparteic: I. TapU@ailog, M. Oikovopou
OYZIOEZAPTHZEQN

Mpdedpog: I. Atakoytavvng

lpauuareic: O. Namappnydmoulog, EX. MéANog
NAIAOWYXIATPIKHZ

Mpdéedpog: A. Avaotacémoulog

Tpaupareic: A. Avayvwotoémoulog, K. KaveAhéa

MEAETHZ THZ ENATTEAMATIKHZ MPOAZNIZHZ TOY WYXIATPOY
Mpdedpog: I AAeBi{émouvrog

lpauuareic: M. Zkévépag, I. Kapaumoutdkng
MPOAHNTIKHE WYXIATPIKHZ

Mpodedpog: B. Kovta&akng

Tpauparteic: A.Kovtng, H. TCaBéAag
ZEZOYAANIKOTHTAZ KAI AIANPOZQMIKQN ZXEZEQN

lpdedpocg: A. ABavaciddng

loauuareic: K. Namaotapatng, H. Moupikng
ITPATIQTIKHZ WYXIATPIKHZ

Mpdedpog: M. dwtiadng

Tpauuareic: I.Nnuatoudng, A. Mooyovég

ZYMBOYAEYTIKHX - AIAZYYNAETIKHZ
YYXIATPIKHZ & YYXOZQMATIKHZ

Mpdedpog: 0. Ypavtig

lpauuarteic: A. Kapkaviag, M. AtaA\iva
TEXNHZ & WYXIATPIKHZ

Mpdbedpog: 3. Kpaoavdkng

Tpauparteic: H. BAaxog, X. lavvouldkn
THAEWYXIATPIKHZ

Mpdedpocg: K. Katoadwpog

Tpauparteic: I. XatQiddakng, I. AmootoAdmoulog
OINOZOOIAT & WYXIATPIKHZ

Mpdedpog: I. H\iémmouhog

Tpauparteic: I. NikoAaidng, A. Kopmopdlog

YYXIATPIKHZ HOIKHZ & AEONTOAOMNAX

Mpdedpog: I. XptotodouAou

lpauuarteic: I. Tkiouémag, A. Aoulévng
WYXIATPIKHX & OPHIKEIAL

Mpdedpog: . A. AuyouoTiéng
lpappareic: >T. KouAng, K. Eppavouniidng

WYXIKHZ YTEIAZ TYNAIKON &
WYYXIATPIKHZ THZ ANAMAPATQrHz

Mpdedpog: I. ZépPag

lpauuarteic: E. Aalapdtou, A. Aeovapdou
WYXIATPOAIKAZTIKHZ

Mpdbedpog: I. TCepepdkog

lpauparteic: A. ToakAakidov, |. Navvomovou
YYXOOEPAMEIAZ

Mpdedpocg: A. NexMBavidng

Tpauparteic: 3. Toupvg, P. ToupvéAAng
WYYXOrHPIATPIKHZ

Mpdedpog: N. AéyAepng

lpaupareic: A. Kwvota, ©. BopBoAdkog

YYXOMETPIKQN & NEYPOWYXOAOTIKQN METPHZEQN

Mpdedpog: B.MN. Mmolikag

lpauuarteic: I. Nnuatoudng, K. KoAag
YYXOOrKOAOTIAZ

Mpdedpog: AB. Kapkavidg
Tpappareic: K. MamAdg, M. ZuyyeAdkng
YYXOMNAGOAOTIAX

Mpdedpog: N. TCapdpag

lpauuareic: T. Kampivng, M. AtaA\ivé
YYXODYZIONOTIAZ

lpdedpog: I. Alammag

lpauuareic: I. Nnuatoudng, X. Mamayewpyiouv

SECTIONS

SELF-DESTRUCTIVE BEHAVIORS

Chairman: K. Paplos

Secretaries: Th. Papaslanis, D. Karaiskos
VIOLENT BEHAVIORS

Chairman: Ch. Tsopelas

Secretaries: M. Dimitraka, D. Petsas
BIOLOGICAL PSYCHIATRY

Chairman: P. Sakkas

Secretaries: A.Botsis, C. Psarros

CROSS-CULTURAL PSYCHIATRY

Chairman: S. Kaprinis

Secretaries: S. Boufidis, H. Parlapani
EATING DISORDERS

Chairman: E.Varsou

Secretaries: J. Michopoulos, F. Gonidakis

PRIVATE PRACTICE PSYCHIATRY

Chairman: L. Markaki

Secretaries: F. Morogiannis, P. Gkikas
HISTORY OF PSYCHIATRY

Chairman: D. Ploumpidis

Secretaries: Ath. Karavatos, J. Polyhronidis
PSYCHOPHARMACOLOGY

Chairman: V. Alevizos

Secretaries: C. Touloumis, I. Siouti

SOCIAL PSYCHIATRY

Chairman: A. Michopoulou

Secretaries: G. Garyfallos, M. Economou
SUBSTANCE ABUSE

Chairman: J. Diakoyiannis

Secretaries: Th. Paparrigopoulos, El. Mellos
CHILD PSYCHIATRY

Chairman: D. Anastasopoulos

Secretaries: D. Anagnostopoulos, K. Kanellea

ADVOCACY OF PSYCHIATRIC PRACTICE

Chairman: G. Alevizopoulos

Secretaries: M. Skondras, G. Karampoutakis
PREVENTIVE PSYCHIATRY

Chairman: V. Kontaxakis

Secretaries: D. Kontis, E. Tzavellas

SEXUALITY AND INTERPERSONAL RELATIONSHIPS

Chairman: L. Athanasiadis

Secretaries: K. Papastamatis, H. Mourikis
MILITARY PSYCHIATRY

Chairman: P. Fotiadis

Secretaries: J. Nimatoudis, D. Moschonas

CONSULTATION-LIAISON PSYCHIATRY
& PSYCHOSOMATICS

Chairman: T. Hyphantis

Secretaries: A. Karkanias, M. Diallina

ART & PSYCHIATRY

Chairman: S. Krasanakis

Secretaries: E.Vlachos, C. Giannoulaki
TELEPSYCHIATRY

Chairman: K. Katsadoros

Secretaries: J. Chatzidakis, J. Apostolopoulos
PHILOSOPHY & PSYCHIATRY

Chairman: J. lliopoulos

Secretaries: G. Nikolaidis, A. Komborozos
PSYCHIATRY & ETHICS

Chairman: G. Christodoulou

Secretaries: J. Giouzepas, A. Douzenis
PSYCHIATRY & RELIGION

Chairman: r. A. Avgoustidis

Secretaries: S. Koulis, K. Emmanouilidis

WOMEN'S MENTAL HEALTH &
REPRODUCTIVE PSYCHIATRY

Chairman: J. Zervas

Secretaries: H. Lazaratou, A. Leonardou
FORENSIC PSYCHIATRY

Chairman: G. Tzeferakos

Secretaries: D. Tsaklakidou, J. Giannopoulou
PSYCHOTHERAPY

Chairman: A. Pechlivanidis
Secretaries: S. Tournis, R. Gournellis
PSYCHOGERIATRICS

Chairman: N. Degleris

Secretaries: A.Konsta, Th. Vorvolakos

PSYCHOMETRIC & NEUROPSYCHOLOGICAL MEASUREMENTS

Chairman: V.P. Bozikas

Secretaries: J. Nimatoudis, K. Kollias
PSYCHO-ONCOLOGY

Chairman: A. Karkanias
Secretaries: K. Paplos, M. Syngelakis
PSYCHOPATHOLOGY

Chairman: N. Tzavaras

Secretaries: G. Kaprinis, M. Diallina
PSYCHOPHYSIOLOGY

Chairman: J. Liappas

Secretaries: J. Nimatoudis, C. Papageorgiou



€le

1986

PSYCHIATRIKI

Quarterly journal published by the Hellenic Psychiatric Association

CONTENTS

Editorial
Insight across mental disorders: A multifaceted metacognitive phenomenon
G. Konstantakopoulos

Research articles

Understanding of Faux Pas in patients with schizophrenia
M. Giannakou, M.H. Kosmidis, E.I. Nazlidou, D. Liolios, E. Parlapani, V.P. Bozikas

Evidence of advanced parental age linked to sporadic schizophrenia

C. Kollias, S. Dimitrakopoulos, L.-A. Xenaki, N. Stefanis, Ch. Papageorgiou

Severity of domestic abuse and its relationship
with distress tolerance and medication adherence
in women with mental illness in South India

D. Ram, S. Rani Naik, A. Kumar, B. Gowdappa

Assessing anxiety symptoms in children:
Agreement between parents and children

O. Zikopoulou, K. Kakaniari, G. Simos

A diathesis-stress model conceptualization of depressive symptomatology
A. Kalamatianos, L. Canellopoulos

Special article
Drugs for mental illnesses in ancient greek medicine
K. Laios, P. Lytsikas-Sarlis, K. Manes, M.-I. Kontaxaki, M. Karamanou, G. Androutsos

Brief communication

Depression and financial capacity assessment in Parkinson’s disease with dementia:
Overlooking an important factor?

V. Giannouli, M. Tsolaki

Subjects index 2018

Authors index 2018
Instructions to contributors

13

17

24

32

39

49

58

66

71
72
75



€le

1986

YYXIATPIKH

Tpipnviaia ékdoon tng EAAnvikng Yuyxlatpikng Etaipeiag

NMEPIEXOMENA
ApBpo clvtagng

EvaioOnoia oto cuvolo Twv Puxikwv Statapaxwv: ‘Eva mOAUTTAEUPO HETA-VONTIKO (PAIVOUEVO
I. KwvotavtakémouAog

EpguvnTikéC gpyacieg
H xatavénon «Autoul mou dev émpene va emwOei» oe acOeveig pe oxi{oppévela
M. lavvakoU, M.E. Koouibou, E.I. NalAibou, A. AiwAiog, E. MNapAarndvn, B.I1. Mmmo{ikag

TuoxéTtion TG av§nuévng Yoveikng nAikiag pe Tn omopadikou Tumov oxi{oppévela

K. KbAAiag, 2. Anuntpakdmoudog, A.-A. Zevakn, N. Stepavric, X. lamayswpyiou
H BapUtnta TnG EVO00IKOYEVEIAKI G KAKOTTOINGNG KAl I GXECN TNG HE TNV AVOXN
oTNV YPUYXIKN KATATTIOVN O KAl TN GUHHOP®WON HE TV aywyn

o€ YUVaikeg pe YPuxikn voco otn Notia Ivdia

D. Ram, S. Rani Naik, A. Kumar, B. Gowdappa

A&10AGYyNoN TWV CUPMTTWHATWV AYXOUG oTa matdia:
Zup@Wvia HETAED TWV YOVEWV Kal TWV TAS1wv

0. ZnkomoUAou, K. Kakavidpn, Ip. Ziuog

H Bewpnon tn¢ KataOMmTIKAG cupmTwpatoloyiag pécw Tou povtélov diadeong-Ypuyomieong
A. KaAauatiavog, A. KaveAdomouAou

Ei81x6 apBpo
dappaka yla Tig PuxikéG mabnoelg oTnv apyaia EAANVIKA 1ATPIKNA
K. Adiog, . Autoikac-ZapAnc, K. Mavécg, M.-E. Kovtaéakn, M. Kapaudavou, I. Avépoitoog

Tyvtopo apBpo
Katadhign Kat eKTipnon tng iIkavotntag yia Sikatonpalisg mepiovoiakov dikaiou

o€ aoBeveig pe vooo MNMapkivoov Kat avota: MapdaBAePn evog GnHAvVTIKOU TapdayovTtd;
B. ltavvoUAn, M. TooAdkn

Eupetniiplo Ogpdatwv 2018

Evupetnplo cuyypagéwv 2018

Odnyigg yia Toug cuyypageic

15

17

24

32

39

49

58

66

73
74
77



PSYCHIATRIKI 30 (1), 2019 13

Editorial

Insight across mental disorders:
A multifaceted metacognitive phenomenon

Psychiatriki 2019, 30:13-14

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 iliness, awareness of illness’ consequences, and compliance with treatment.! Insight im-
pairment is an important prognostic factor in schizophrenia, impacting negatively on medication adherence, treatment
outcome, and social functioning.?

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."* 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,* eating
disorders,” and even specific® and social” 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 iliness 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.® 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.’ 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 al'® 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. “l 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 | 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."” 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.”? 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." 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."® 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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ApOpo cuvtaéng

Evaiebneia 6to 6Uvoflo TwWV PUXIKWV Jatapaxwv:
‘Eva moNUmmAeupo PETA-VONTIKO (PALVOREVO

Yuxiatpikry 2019, 30:15-16

Yndpxel mAéov YeVIKN cupewvia 0Tt n éNAewpn evaiodnoiag Sev gival pévo éva BepeNldeg XapaKTNPIOTIKO TTapainen-
TIKWV TIEMOIOACEWV Kal PeUSACONCEWVY, 1] ATTAWG €Va CUUMTWHA TWV PUXWTIKWV Statapayxwy, aAAd pia moAudiaoTaclakn
€vvola. NMoANEG S1apOPETIKEG CUVIOTWOECG TNG evaloOnaiag éxouv MPoTaBE( Kal £xouv eAeYXOEl EUMEIPIKA TIG TEAEUTAIES TPEIG
SEKAETIEG, OTWG N IKAVOTNTA KATIOIOU VA avayvwpilel 6Tt €XEl PUXIKT VOOO, N IKAVOTNTA Va €Monpaivel acuvidn Buwpata
w¢ MaBoAoYIKd, N andSoon Twv CUPMTWHATWY Tou O YPUXIKN Slatapayr, N EMyvwon Twv EMITTWOEWY TNG VOOOU Kal 1 CUU-
uépewon e T Bepansia.’ To ENelypa evaioBnoiag ival onEAvTIKOC TPOYyVWOTIKAC TaPAyovTag oTh oXI{oPPEVELD, MEOW
NG APVNTIKAG TOU €MiGPAONG 0T CUMUOP®WON HE TNV aywyr, 0T BepameuTIKO AMOTEAECHA KOl OTNV KOWVWVIK AEITOUPYI-
KOTNTO.?

MapoTi éxouv SiepeuvnBei Kupiwg otn oxloPpévela, EANeippaTa evaiobnaiag mapatnpolvTal o€ TOANEC YUxIKES Slatapa-
X€¢. Moikihot BaBpoi emiyvwong TNG YuXIKAG VOOOU /KAl CUYKEKPIUEVWY CUUTTTWHATWY gival avapevouevo va Bpegbouv o
aoBeveic pe SimoAikn dtatapayry, vooo Alzheimer kal AAeC veupovonTikég Slatapayég, ideopuxavaykaoTikn (IWA) kat cuva-
@zic Slatapayéc."® Evir 6to DSM-5 €10AxOn £vag e€18IKeLTAC «evaiaBnaiacy yia Ty 1WA, T Siatapayr cwpatikig Sucuop-
@iag kal ™ dlatapayn MaPACVCCOWPELVONC, N evaloOnaoia Twv aoBevwv SIAKUUAIVETAL Ao KAAR €w¢ amolod Kal o€ AANEG
Slatapayic, dmwe KataBMITIKES,* TPOGANYPNG TPOPAC,” Kat akopa eISIKEC poBiec® kat kovwvikr @ofia.” EmmAéov, n EAMTTAC
evaloOnoaia givat évag ouviiBng Adyog mou moANoi AvBpwTiol Pe KAVIKK KaTtabApn 1 ayxwdelg Statapaxég dev avalntouv
moTé Bepareia kal ot MEPIOTOTEPOL AvBpwWTOL e EEAPTNOELS Kal SIATAPAXEC TTPOCWTTIKOTNTAG aduvaTouV va avayvwpicouv
KAl VA QVTIHETWTTICOUV TA TIPORBAAMATA TOUC, AKOUA KAl OTAV Ol CUVETTEIEC EiVAl KATAOTPOPIKEC. AvdAoya pe Tn Statapayn Kat
TIC S10QOPETIKEG BEWPNTIKEC TIPOOEYYIOELG, TTOAOI SlaPOoPETIKOI OPOL XpNOIomolouvTal yia TNV EAAEIPN evaloOnaoiag, Oomwg
PTWYN AUTEMYVWON, dpvnon, voooayvwaoiad (KUpiwg o€ VEUPOAOYIKA EANEIUMATA, TILX. OTNV NUIMANYIa), cUVTOVA TTPOG TO £YW
CUUMTWHATA, i akOpa Kat auto-e€amdtnon.

Y& KAOe mepinmTwon, n evaiodnoia €xel PUXONOYIKEC (MNXAVIOUOI Auuvag, oTpatnyIkEG Slaxeiplong), KOWVWVIKEG Kal TTOAL-
TIOUIKEG TITUXEG. ATTO TNV AAAN TTAEVPA, Ol OTACEIG KAl Ol CUUTTEPIPOPEG EVaVTL TNG VOOOU Eival TTPOIOVTA CUANOYIOTIKWY S1-
€PYAOIWV Kal yI' autd emnpedlovtal amd vonTikéG SUOAEIToupyiec. Mponyoupeveg épeuveg o0tn oxl{oppévela avédel&av ou-
OXETIOEIC HETAEY VEUPO-VONTIKWV AEITOUPYLWV Kal evaioBnoiag aAAd n 1ox0U¢ autAg TG oxéong ivat acBevic.® H kovwvikn
vénon pmopei va gival évag KaboploTikog mapdyovtac TNG EANEIMUATIKAG evaloOnaoiag otn oxil{oppévela. H owotr otdon
KAmolou évavTl TnG voonpng HETaRoANC, Baciletal otn SuvatdTNTA TOU VA OKEPTETAL YIA TOV £0UTS TOU ATTO TNV OTTTIKI TOU
AaAou. Auth n SuvatdTNTa CUVSEETAL E TNV IKAVOTNTA VA KATAVOEIC TTETTOIONACELS, YVWOoN, Kal TTPOBECEIC Twv AAWY, JE AN
Aoyla e Tn Bewpia Tou vou. Mpooparteg Epeuveg édeléav O0TI eENeippata Bewpiag Tou vou pmopei va cuBANouY ouctwdwE
o710 éNhelppa evaiodnaiag otn oxi{oppévela.’ AuTh n emidpacn pMopei va e€TaoTel TEPAITEPW OTO EUPUTEPO TIAGIGIO TWV
QVETTAPKEIWV TWV aoOevwy 0Tn PeTa-vénon, SnAadr otnv Ikavédtnta TG oKEYNG yia TN oKEYN, Kal TWV OXECEWV TOUG JIE TO
EMNepa evalodnoiag otn oxiloppévela. H Bewpia Tou vou Kal n ev8ooKOTNoN €ival 0TeVA CUVOESEUEVEC avamTUEIOKA Kal
Sev gival akopa EekdaBapo mola amd Tig SUo ival N TPWTOYEVIAS IKAVOTNTA: EILACTE IKAVOI VA KATAVOOUHE TOUG AANOUG Kal
META €QAPUOlOUHE TNV KATAVONGCN 0TOUG EQUTOUE HOG 1 EIMAOTE IKavoi va avaoToxalOpaoTe MAvw 0TOUG EQUTOUG HaG Kal
META £Q@apO{OUUE QUTH TN OTOXAOTIKH GTOUG AANOUC.

Mia mpdo@atn epeuvnTiky KatevBuvon otn oxilogpévela Baaciletal otn Sidkpion mou slorfyayav ot Beck et al'® petay
KAWVIKAG evaloOnaiag (dnhadn emiyvwong Tng vdoou) Kal VoNTIKNG evaloOnaoiag, mou meplypd@el pia JeTa-vonTikn Ikavotnta,
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NV eveli&ia EvavTl memolBnoewy, Kpioewv Kat Blwudtwy. H auto-cupminpoluevn KAipaka tou Beck (Beck Cognitive Insight
Scale, BCIS) e€etalel 500 oUVIOTWOEG: TNV AUTO-BeBatdTNTA, UTIEPBOAKA BEBatdTnTa KATTOI0L &TL Eivall CWOTOG (TT.X. «Vwpilw
KaAUTEPA amd kABe dANov Tola €ival Ta TTPORAAUATA HOU»), KAl TNV IKAVOTNTA AUTO-avaoToXaopou, mpoBupia Kamolou va
Sextei e€wyevr avatpo@odoTnNon Kal avayvwplon Twv SUCAEITOUPYIKWY TPOTIWV GUANOYIGHOU (TLY. «MEPIKEG amo TIG IOEEC
yla TiG omoieg jpouv BéRatog 6Tt ATav ainbeic, amodeixBnkav AavBaopévegy). H vonTtikr evaioOnoia o autr tn dtatvmwon
neptypd@el SUo cuvaen aAd SlokpPITd XapaKTNPIOTIKA TNG LETA-VONONG 0 YUXWON, Ta omoia oxeTiCovtal pe S1agopeTIKd
TPOTIO YE TNV KAWVIKA EvaloOnoia, Ta CUPMTTWHATA, T amoTeENéopaTa TN Bepareiag Kat Tn AertoupyikotnTa. Mia GAN pédo-
60¢ yla TNV eKTiUNoN Mopopolwy petavonTikwy de€lotritwy otn oxil{oppévela, gival n kKAipaka Metacognition Assessment
Scale - Abbreviated (MAS-A), mou xopnyeital péow €181KNG ouvévteugng kal e§eTAlel TIC SUVATOTNTEC AUTO-AVACTOXAGHOU,
KATavonong ¢ YUXIKAE KATAoTaong Twv AAAWY aTOPWY KAl XProng METO-VONTIKNAG YVWONE Yla va avTomokplBeic oe Yu-
XOKOWWVIKEG TTPOKAROELG. Ot Lysaker et al Bprikav mpdo@ata 6Tt Ta HETA-VONTIKA AAEIMUATA TTOU eKTIHWVTAL ME TN MAS-A,
TPOBAEMOUV TNV EANEIMUATIKY evaioOnoia oth oxl{o@pévela aveEdptnTa amd ta cuprtopata.'? Eival apgiBoro av n BCIS
Kat AANeG péBodol TTou XpnotpomoliBnkav HEXPL OAHEPT O PUXWOELS, £ival EYKUPEG KAl XPHOIUES VIO A0DEVEIG e PN YuXWTL-
Kéc Sratapayéc.! QoTd0o0, N UETA-VONTIKA OTITIKA TNG Evaiodnaoiag pmopsi va cUUBAMEL G éva vEo EPELVNTIKG TTAGIOIO yia Ta
eMelppaTa evaiodnoiag 0To 6UVONO TWV PUXIKWY SlAaTapaxwy.

YOUQWVA LE AUTH TNV TIPOCEYYION, N GTWXN evalodnaia ival v P€PEL pia aveNmAPKELD TOU AUTO-AVACTOXAGHOU, SnAadn
¢ Slepyaoiag pe TNV omoia GUVOETOUHE Kal KAOTAVOOUUE I6€€C Yia TOV €aUTO pag. AuTtd Umopei va opeileTtal o€ yevikoTepa
EMEIPPATA OTIG HETA-VONTIKEG IKAVOTNTES (IKAVOTNTA AUTO-0VAOTOXAOUOU, Bewpia TOU VOU) i UTTOPE( VA aVTIOTOIXE( O€ TTEPL-
OPIOUEVEC, EIOIKEC O€ €vav TopEQ, N TTapoSIKEC SUCAEITOUPYIEC OTIC peTa-voNTIKEC Slepyaaiec. H evaiobnoia mpémel va yivetal
avTIANTITH WG pia oxeotakn évvola, Pe AAAa Aoyla evaiodnoia yla KaTi, yia tn vooo, To TpEXoV 0UVOPOHO, EI6IKA CUUNTTWHATA,
TIABONOYIKA XAPAKTNPIOTIKA TG TTPOOWTTIKATNTAC, KOWWVIKEG SUCKOMIEG KA S& éva evomoInTIkd HOVTENO ThG evaiodnai-
a¢ 0To GUVONO TWV YUXIKWV Slatapaywy, OPEIC TNG KETA-VONONS AAANAEMSPWVTAC e TTOAAOUC AANOUC TTAPAYOVTEC (KAIVI-
KOUG, VEUPOVONTIKOUG, CUVAIOONUATIKOUG KAl KOWVWVIKOUE) KaBopilouv Tnv IKavoTnTa Tou acBevoug va Tpodyel CwoTd TIG
TANpoopiec o€ autemiyvwon. H Tautomoinon autwy Twy mapayoviwy Kat Twv aAAnAemdpdoswyv Toug pmopei va eival éva
yovipo nedio otnv épeuva yia tnv evalodnoia.

Né€erg eupeTnpiov: NonTikn evalobnoia, KOWwvIKH vonon, LETA-vONon, ev&0oKOTNGON, IKAVATNTA AUTO-AVACTOXACHOU.
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Research article
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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."” In the majority of
the studies, ToM abilities were found to be defi-
cient while assessed through verbal tasks of false
beliefs, cartoon tasks of inference of intentions,*
and verbal tasks of hinting® or irony comprehen-
sion.®

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;’
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.2'° 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-
nent'"'? as well as FP empathy component.'' The
present study seeks to examine “faux pas” with new
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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 [x*(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.”® 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)."* 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 version' of the Positive
and Negative Syndrome Scale (PANSS).'® 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).
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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 Healthy group
(n=40) (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 iliness (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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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:
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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

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)! 93.75 (11.72)
Reason for making FP** 45.38 (4.02)! 75.69 (23.59)
Empathy condition* 84.01 (25.41)! 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 Reason should Reason for making Empathy
of FP-Q1 not have made FP-Q3 condition-Q4
FP-Q2
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




PSYCHIATRIKI 30 (1), 2019

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/

nou

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 al'"'? regarding
Greek patients with schizophrenia, by Martino et al®
regarding Argentinean patients with schizophrenia,
by Shur et al’ regarding Israel patients with schizo-
phrenia and by Zhu et al'® regarding Chinese pa-
tients with schizophrenia. Furthermore, Savina and
Beninger'’ 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.'®'?

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
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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).? In contrast, only relationships be-
tween patients’ performance on faux pas test and
negative symptoms of schizophrenia were report-
ed by Martino et al.® 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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H katavoncn «AutoU mTou O&vV EMPENE va EMWOEL»
6e acOeveig pe oxroppévela

M. Navvakov,'? M.E. Koopidouv,? E.l. NalAidouv,® A. hiwAiog,’
E. MapAamavn,® B.N. Mmolikac'

"B’ Yuyiatpikn KAvikn, Turiua latpikrc, Aptototésio Mavemothiuio Osooalovikng,
2Epyaothipio N'vwoTiki¢ Nevposmotrunc, Turua Yuyoloyiac, Aptototéeio MavemoTriuio Oscoalovikng,
3A Wuxiatpikry KAwvikn, Turua latpikrc, ApiototéAgio Mavemotriuio Osooalovikne, Osooalovikn

Wuxiatpikn 2019, 30:17-23

H Gewpia Tou Nou (OTN) avagépetal oTNV IKAVOTNTA Hag va amodidoupe oToug AANOUE VONTIKEG
KATOOTACELG, OTIWC TTEMOIONOELG, TPOBEOEIG KAl eMOUUIEC, EMTPEMOVTAC PG £€TOL va eENYHOOULE,
Va XEIPIOTOUUE Kal va TTPOBAEYOUUE TN CUUTTEPLPOPA TWV AANNwV. Exel Bpebei emavelAnuuéva ot
ol aoBeveic pe oxtloppévela mapouaotalovv eNeippata otn OTN. O oKOTIOC TNG MapoUoag EpyaAci-
ag Atav va diepeuvnBouv ta eAAeippata otn ©TN oe aoBeveic pue oxt{oPpPEVELQ, XPNOIHOTIOIWVTAG
pia dokipaocia mou e€etalel pia ouvaloOnuatikn mMAevpd TnG OTN, CUYKEKPIPEVA TO TECT «AUTOU
mou Bev EMpeme va eIMwOEi». Na TO CUYKEKPLUEVO TECT amattouVTal IKAVOTNTEG TTOU APOPOUV TN
«yYVWOoTIKA» TAeupd TNG OTN (6nAadn tn yvwon o1t To dtopo mou MPooAAAEL TOV AANOV Sev €XEL
avTIAN@OEei OTL Sev Empeme va KAVEL KATL TETOLO0), KABWGE Kal IKAVOTNTEC TTOU OXeTI(OVTAL UE [ia TTIO
«ouvaloOnuatik» mMeupd tng OTN (6nAadn tnv evouvaiodnon yia 1o mpdowmo mou €yive amodé-
KTNG TNG mMPooBoAnc). EKTiuRdnkav 40 voonAeudpevol aobeveic pe oxiloppévela (32 avpec) Kal
30 vyleic (24 avdpecg) pue avaloyn nAikia, emimedo ekmaidevong kal avaloyia avdpwv/yuvaikwy.
‘ONot o1 aoBeveic mMAnpovoav ta Kpttripla katd DSM-1V yia oxil{o@pévela. TEoogpa ypamtd oevapla
mou mepIAdupavav «Auto ou Sev Emperme va eimwBei» (dmmou KAmolog Aé€lL v ayvoia Tou KATL TTPo-
OBANTIKO ) AoXNMO UITPooTd oTov iS1o Tov evlapepodpevo) mapouactalovtav o kdbe e&etaldpevo.
Ot ouppeTéxovteg Stapalav kdBs oevaplo Kal amavtoloav O€ Jla OEIPA 4 EpWTACEWV: KUNTIWG
KATTIOL0G €imme KATL MOU &gV EMPeme va eMwOE(;» (EVTOTIIOUOC auTou Tou Sev EMpeme va emwOei)-
«ylati dev Empeme va To TEL» (EKTIUNON TWV TOAVWV ApVNTIKWV CUVETTEIWV 0TOUG AAAOUC)- «yIOTi
TO €ime;» (EKTiHNON TNG Ayvolag ToU OUIANTH)- «TTWE MOTEVETAL OTI EVIWOE TO AANO ATOWO;» (EMiyvw-
on yla Tn ouvatoOnuatiki avtidpaon Twv AAwv). Ot acBeveic pe oxllo@pévela ixav onUAVTIKA
XAUNAOTEPEC EMOOOEIC 0€ CUYKPLON HE TOUG LYIEIC 0€ ONEC TIC OUVONKEC TTou €€ETACTNKAV: EVTOTII-
oudC autol mou Oev émpene va simwBei [U=366,5, p=0,001], yiati Sev émpene va simwBei [U=215,5,
p<0,001], ylati eimwonke [t(65)=4,294, p<0,001], kat evouvaiodnong [U=372, p=0,001]. Mévo n 3n
ouvOnkn (ylati dev émpeme va emwBei) cuoxeTi{dtav onpavTikad pe TNV NAkia mpwtng didyvwong
(r=0,462, p=0,004), kaBwg Kal pe Ta BeTIKA cuunmtwpata (r=-0,391, p=0,017) Kal TN YEVIKA Yuxo-
maBoloyia (r=-0,339, p=0,040). H mapolUoa gpyacia umootnpilel £TL MEPIOCOTEPO TPONYOUEVA
gupnuata yia Suokohieg otn OTN oe aoBeveic pe oxtlloppévela, OTWG AUTH HETPRONKE péow «au-
ToU mou Oev émpere va lmwBei». To TeEAeuTaio mMépa amd TNV KATAvONnon TNG VONTIKAC KATdoTtaong
MEPINAMUBAVEL KAl TNV KATAVONON TNG CLVALCONMATIKAG KATAOTAONG EVOC avOpwTTou Tou SEXTNKE
pta pn okémipn mpoofoln. H éAAeldn evouvaiobnong twv aoBevwv pe ox1oppEVELD KAl CUVETIWG
n aduvapia Toug va avtiAn@Bouv «autd mou Sev émpeTe va elmwBOei» pmopei va mpokaAei cofapd
MPOoBAAATA OTNV KABNUEPIVH TOUG ETIKOIVWVIA HE TOUG AANOUG. KOTAANNAEG YVWOTIKEG TAPEUPA-
o€1¢ prmopei va FonBricouv Toug acBeveic autoug va amo@Uyouv va TANYWVOoUV Ta cuvalodriuata
TWV AWV avBpwmwy Kal €Tt va BEATIWO0UV TIG S1AmPOCWTTIKEG TOUG OXETELG.

NéEerg evpeTnpiou: «<AuTo Tou Sev Empere va elmwOei», Bewpia Tou vou, evouvaiodnon, oxiloepé-
VELD.
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Evidence of advanced parental age linked
to sporadic schizophrenia®

C. Kollias,' S. Dimitrakopoulos,'? L.-A. Xenaki,'
N. Stefanis,' Ch. Papageorgiou’

"1st Department of Psychiatry, Athens University Medical School, Eginition Hospital, Athens,
2414 Military Hospital of Athens, Psychiatric Clinic, P. Penteli, Greece

Psychiatriki 2019, 30:24-31

ovel 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.

*This paper was awarded in 26th Pan-Hellenic Psychiatric Congress, 17-20 May, 2018, Kos island
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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."? The present consensus suggests that SCZ
is a result of gene-environment interplay between
multiple genes, epigenetic factors, environmental
exposures.® 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.* There have been
reports of later paternal age in SCZ patients since
the 1950s. Book®> 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 offspring®’ and it has been suggested that the ac-
cumulation of de novo mutations in paternal sperm
contributes to the increased risk of schizophrenia.®?
The hypothesis of delayed childbearing in fathers
who themselves have genetic schizophrenia vulner-
ability offers an alternative explanation,'® but there
are opposite evidence indicating that later childbirth
may not be attributable to parental psychiatric ill-
ness.'" It has also been supported that the risk due
to PA may be different between genders and higher
for males.'? 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.”'* However, other studies dispute MA as
a risk factor supporting that paternal derived muta-
tion drive this association,'> while others argue for
the higher importance of mother’s age at time of
birth compared to age of the father.'® Nevertheless,
this positive correlation of advanced parental (pater-

EVIDENCE OF ADVANCED PARENTAL AGE LINKED TO SPORADIC SCHIZOPHRENIA 25

nal and maternal) age with SCZ has not always been
confirmed.”'®

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
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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

Paternal Age (n=399)

Years (SD) 34.78 (+6.43)
Maternal Age (n=406)

Years (SD) 28.83 (+6.26)
Gender (n=417)

Male (n=262) 192
Female (n=155) 99

Education (n=405)
Mean years (SD) 12.67 (=3.17)

Family status (n=414)

Unmarried (n=351) 248
Married (n=63) 40
Occupational status (n=416)

Employed (n=121) 91
Unemployed (n=295) 200
Residence (n=414)

Big city 246
Small town or village 43

Familial type o]

33.23 (+6.17) 0.028P

27.50 (+5.05) 0.044b
(%) (%)
73.3 70 26.7 0.0432
63.8 56 36.2

12.44 (+£3.10) 0.512
70.7 103 29.3 0.298
63.5 23 36.5
75.2 30 24.8 0.158
67.8 95 32.2
69.9 106 30.1 0.933
69.4 19 30.6

(a) Statistically significant difference, Chi-square test, (b) Statistically significant difference, Independent Samples

Test
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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).

1509 & Famitial type

B Sporadic type
2 100
S 50

<25 25-29

30-34 >35

Paternal age
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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

1004 ™ Familial type
B Sporadic type

Cases, no

<25 25-29 30-34 >35

Maternal age

Figure 1. Distribution of schizophrenia spectrum cases by type of heritability by parental age group.

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 Sporadic Unadjusted OR p Adjusted OR (95% CI) p
Type(n) Type (n) (95% CI) for Gender
and Paternal Age
<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
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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 Sporadic Unadjusted OR o] Adjusted OR (95% CI) o]
Type(n) Type (n) (95% CI) for Gender
and Paternal Age
<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

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,'’ 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,*® 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." 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.'®%° Still
more assumptions such as dysregulation of epige-
netic regulation (e.g. imprinting or DNA methyla-
tion),?’ or the impact of specific stressful events on
children with older fathers (e.g. father’s death)*
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.'? 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,'® since there are
studies reporting that the association of advanced
MA and schizophrenia becomes non-significant
when adjusted for paternal age.*?* However, it is
assumed that advanced MA may have an independ-
ent effect on an increased risk of schizophrenia.'*?®
Recently, a case-control study in a greek sample
found that MA, as a risk factor, characterises SCZ
specifically compared to other mental disorders,*’
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.?® Finally, young-
er MA (<25) has also been related to schizotypy?’
and schizophrenia spectrum disorders,'**° which
might be associated with psychosocial, cultural or
resource mediated factors.'®®' In our study, results
have been consistent with recent reports on the role
of advanced MA and schizophrenia in offspring'*'®
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
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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-
ers'* 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.??33 Qur
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
genetic®* and psychiatric epidemiology."" 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”® and thus determining age subgroups
may not reflect precise risk for each age. Fifth, other
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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 disorders*®*3” optimal
age of parenthood may have significant implica-
tions in public health.

YucxEétion TG au§npévng Yoveikng nwkiag
PE TN GMOPAdIKoU TUTTou GXl{oppévela

K. KOANag,' Z. Anuntpakdémouroc,’? A.-A. Zevdkn,’
N. Ztepavic,’ X. Mamayswpyiou’

A" Yuyiatpikn) Khvikn, latpikr SxoAr Mavemotnuiou ABnvayv, Aiyiviteio Noookopeio, ABAva,
2414 XNEN, Yuxiatpikni Khvikn, 1. Mevtén

Wuxatpikny 2019, 30:24-31

H epgdvion véwv, omopadikol TUTOU, TIEPIOTATIKWVY OXI{o@pévelag (XX) éxel OUOXETIOOEL, peTagw
TTOANWV UTTOYNPIWV ETTIYEVETIKWY TTAPAYOVTWY, LUE TNV TTPOXWPENHEVN TIATPIKN KAL TNV TIPOXWPENUEVN
pNTEIKA NAKIa. H mo Koivr) umdBeon w¢ mpog TNV emidpacn TN maTpIKAg NAIKIag agopd Tnv avénon
Twv de novo peTaANd€ewv Katd tn Sladikacia omeppaToyéveonc, evw n ummoBeon yla tov poAo TG
MNTPLIKAG NAIKIAE, av KAl AU@IAEYOUEVN, OTNPICETAL KUPIWG O UENETEC OL OTTOIEC TN CUOXETICOUV UE
auvénuévn ouxvoTNTA TIEPLYEVVNTIKWY EMTAOKWV. To dgiypa pag amoteleital and 462 dtopa pe dla-
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Tapaxég oxllopevikol @daopatog (AXXD) otov dova | katd DSM-IV-TR, amd ta e§wtepikd atpeia
Tou Atyvnteiou Noookopegiou. Ta dTopd autd eAéyxOnkav yia KAnpovouIKOTNTA Kal XwpeioTnKav Te-
paltépw o€ pia opada pe Tov omopadikd TUTO TG Slatapaxig (Xwpeic avapepOUEVO OIKOYEVEIOKO
IOTOPIKO O€ CUYYEVEIG £w¢ 20V Babuov) kat pia opdada pe Tov olkoyevr| TUmo AXXD (BeTikd KAnpo-
VOUIKO 1oTOPLKO). Ot U0 ouddeg aobevwv ouyKpiBnkav ite WG TPOG TNV NALKIA TOU TTATEPA EiTE WG
TPOC TNV NAIKIA TNG UNTEPAG KATA TN yévvnor Toug. H opdda pe tov olkoyevr TUTIO Xpnolpomolrion-
KE WG OpdAda EAEYXOU. ZKOTIOC AUTAC TNG AVASPOUIKNAG LENETNG apXEiou ATV va e€eTaoTEl KATA TOGO
n MpoxwpenMévn yoveiki nAkia Katd tn yévvnon umopei va maifel poAo oTn véd EUPAVION PN OU-
valodnuatikAg PUXwWong 0ToUG Amoyovous. XpnoIPoTolwvTag avaluon AOYIOTIKAG TTAAlvépounong,
SlamotwOnke 611 0 Kivouvog gppdviong omopadikol Tumou AXXD, og oUYKpPIoN UE TOV OLKOYEVH
TUTIO, ATAV OTATIOTIKA MEYAAUTEPOG O OX€ON TOOO UE TNV TIPOXWPENUEVN UNTPIKA NAkia (OR=4,39,
p=0,001) 660 Kat pe TNV avénuévn nAikia Tou matépa (OR=1,92, p=0,012). MeTd TNV Mpocappoyn yla
TOV aMOKAEIONS TOAVWV CUYXUTIKWY TTOPAYOVTWY KAl CUYKEKPIUEVA TNG NAIKIAg Tou dAAou yovéa
Kal Tou @UAOU Tou acBevoug, o kivouvog yia Tov oTmopadikéd TUTo AZXD apEUEIVE OTATIOTIKA ONMa-
VTIKOG TOOO yla TN UNTPIKNA NAKia (OR=4,04, p=0,002) 600 Kal yla TNV matptki NAKia, av Kat yia tnv
TeAevtaia unnpée peiwon NG OTATIOTIKAG loXVo¢ (OR=1,72, p=0,049). ENdxX10TEC PeNETEG EXOULV Ole-
vepynBei oTov EANANVIKO TANBUGCUO Yia TOV POAO TNG YOVEIKNG NALKiaG 0TV epgpdvion XX. H mapovoa
MENETN ouppwvel Pe Tn Stebvn BiBAloypagia amd Tnv omoia emonuaiveTal 6TL n Tpoxwpenuévn ma-
TPIKA KAl UNTPIKA NAIKia mBavw¢ au€dvel Tov Kivduvo yia epgdavion ommopadikou Tumou XX. EmmAéoy,
n avénuévn UNTPIKA NAKia evéexopévwe avfavel Tov Kivbuvo yla Tov omopadikd TUTo, o€ oxéon
ME ToV olkoyev TUTIO XX, TIEPIOOOTEPO amd O,TL N MpoXwpPnUévN Matpikh nAkia. Ot acBeveig pe
omopadikn pop@r AXXO, poAovoTt KAVIKA adlagoporointol o€ oX€on PE AuTOUG E TNV OLKOYEVH
™G Hopen, Umopsei va poipdlovtal S1a@opeTIKOUG UTTOKEILEVOUG TTABO@UGIOAOYIKOUG UNXAVIOHOUG
OTOUG OTToi0UG N Yoveikn NAKia, 18laitepa n MpoxwpenUévn UNTELKA NAKIA, Umopeil va amotelei mba-
VO pecoAafnTn. QoTtoo0, HEANOVTIKEC €peuVeC Ba umopoloav va CUVEICPEPOUV OTO va Eekabapioel
0 pOAO¢ TNG YoveikNng NAkiag otnv mabopuaioloyia tng Statapaxnig.
Né€eig evpeTnpiov: Daopa oxlogpévelag, ommopadiKOG/OIKOYEVE TUTTOC, YOVEIKH NALKIQ, TTATPIKA
NAIKia, uNTPIKNA NAKIa.
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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 iliness 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.! 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.? 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.** 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.”” In general population, domestic vio-
lence is associated with high psychological distress,
though the level of distress tolerance is unknown.®?

Distress tolerance (DT) is the perceived or actual
capability to tolerate aversive emotional and physi-
cal experience.'® 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.'" DT is considered
as a transdiagnostic risk, maintenance or preventive
factor of psychological disorders.” There is some ev-
idence that distress tolerance is positively associated
with domestic violence'? and negatively associated
with health seeking skills.'* Shorey et al, reported a
negative association between distress tolerance and
physical and psychological abuse perpetration in
substance use disorder." Indirect evidence suggests
a high level of stress associated with non-adherence
to medication in general population.'”” On the other
hand, distress tolerance may interact with circum-
stances and motivation to enhance adherence to
treatment in substance use disorder.'® 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."”
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,'® hence
there is a need to explore it.
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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,"” 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.? 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.

[tems 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.®

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."" 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.®

Morisky Medication Adherence Scale: The MMAS-8
is a self-reporting tool and most commonly used in
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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 (R>=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

research todetermine medication adherence. It has a Variables n=%
yes or no response option for each question and score Occupation Unemployed 35
ranges from 0 to 1. Each question is intended to meas- SES Low 62
ures the specific adherence behavior of the respondent. Middle 38
Score of <6 indicate low adherence, 6-8 score indicates Religion Hindu 91
medium adherence, and a score of =8 indicates high Muslim 9
adherence. The sensitivity and specificity are 93% and Marital status Single 10
53%, respectively, with Cronbach’s alpha value of 0.83.”' Residence Rural 68
A Kannada translated version was used in this study. Family type Nuclear 85
Data analysis was conducted with SPSS version 16. Joint 15
The demographic and clinical characteristics were Diagnosis F10 3
expressed with descriptive statistics. The Kruskal- F20 4
Wallis H test was used to examine the group differ- F30 82
ence between three or more variables, and scores F40 11
on .subscales of distress toIerancg and differeryt se- Substance use in family Yes 29
verity of burden Were apalyzed using m}JItlpI? Imgar Childhood abuse Yes 5
regression analysis, to find out the relationship with
severity of abuse. The level of statistical significance Fgmily history of mental Yes 10
was kept at p<0.05 for all tests. finess
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 Unstandardized Standardized Sig. t
Coefficients Coefficients Coefficients
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) R?=0.179,

F=5.175, p=0.001

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,” 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.”? 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).2*

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.'” 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.?*

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 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

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
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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.” 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."

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-
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gated by the presence of high resilience. Previous
report revealed a negative association of abuse
with adherence while resilience enhance adherence
among HIV patients.?* Freire de Medeiros et al re-
ported resilience to be positively associated with
adherence in patients with hemodialysis.?® 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.” Most studies were conducted in Western
countries,”'® and socio-demographic factors may
differentially mediate adherence behaviour®® 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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Wuxiatpikn 2019, 30:32-38

H evboolkoyevelakn Bia givat cuxvr o OAa TA KOIVWVIKA OTPWHATA Kal £XEL CUCKETIOTEL e ooRapd
mpoBARHATA YUXIKAG Lyeiag. QoTd00, N BapUTNTA TNG KOKOTIOINONG O€ YUVAIKES e YUXIKH vOOoO SevV
€xEl HENETNOEL eMapKWC. To péyebog TNG YUXIKAG KATATIOVNONG TTOU BlwveTal, ouxvda e€aptatal and
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N oofapdtnta TnG evdoolkoyevelakig Biag. H ikavotnta avoxng tng YUXIKAG Katandvnong Umopei
va e€oudeTepwvel TNV emidpacn TNG Kakomoinong Kal auto kabopilel To eninedo mpooAaufavope-
VNG Kakomoinong. Tooo n cofapdtnta TNG KAKOTIOINGNG 600 Kal N avoxr otnv YuxIkn Katamdvnon
MITopoUV HE TN Oglpd Toug va kKabopilouv Tn cupmeplpopd cuppdpPWong otn Beparmeia o YPuxIKA
TIAOXOUOEC YUVAIKEG. YTIAPXEL ENAXLOTN €peuva TIoU va §eTACEL AUTEG TIG METAPANTEG. ETOL N peNéTn
auTn gixe wg otdxo va e€eTAoel TN BaplTNTA TNG KAKOTOINONG, TNV Avoxr 0TNV PuXIKN Katamdvnon
KAl TN 0X€0N TOUG PE TN CUPMOPPWON OTNV aYyWwyH O YUVAIKEG LE PUXIKH vOoo. H peNétn Sievepyn-
Onke oe e€wTePIKOUC 00BEeVEIC OTNV PuXIATPIK KAIVIKF O€ éva KEVTPO TpItoAbuiac gpovtidag otn
NoTia IvSia. Ekato yuvaikeg pe YuxIK vooo mou Bpiokovtav og V@ean yia S0 URVEC TOUAAXIOTOV
kat mou {ovoav oTnV KovoTNTA Hadi UE PEAN TNG OIKOYEVELAG META aTTO €va eTEIOOSIO TNG YUXIKAG
vdoou KARBNKav otn oglpd pe pn-tuxaia SstypatoAnyia, a@ou xoprynoav Tn cuvaiveot ToUG META
ané evnuépwon. NMpokelpévou va Stao@aliotei n alomoTia, acBeveic pe Siayvwon vonTikh UoTéPN-
on, avola 1 o&éa YUXWTIKA CUUTTTWHATA SeV CUUTTEPIARPONKAV 0TO Seiypa. ONOL Ol GUUHETEXOVTEG
EKTIMAONKAV APXIKA PE XPrion @OPHAS KOWVWVIKWY, SNHOYPAPIKWY KAl KAIVIKWV oTolxeiwv. H cofa-
POTNTA TNG KAKOTIOINONG EKTIUNONKE pe TNV KAipaka Composite Abuse Scale (CAS) kat to emimedo a-
VOXNC 0TNV YuxIKH Kakomoinon a§lohoynOnke pe tnv kAipaka Distress Tolerance Scale (DTS). H oup-
MOPPWON 0TN PAPUOKEUTIKN Aywyr EKTIUAONKE UE TNV eupeiag xpriong KAipaka Morisky Medication
Adherence Scale (MMAS). Ynip&e upnAo enimedo kakomoinong (MO=20,33, TA=20,55) Kal avoxng
otnVv Yuxikn katamovnon (MO=26,80, TA=12,07) oto deiyua o€ oUykplon He Ta avtioTtolxa emimeda
OTOV YeVIKO TANBUouo. H BaBpoloyia otnv evdoolkoyevelakr Kakomoinon ixe onpavtikr OeTIknA
OUOXETION ME TIG uTToKAIpaKeG Avoxh (p=0,001) kat Atoppopnon (p=0,014) TG avoxng WUXIKAG Ka-
Tanoévnong. H fabuoloyia otnv evOoolkoyeVEIaKH Kakomoinon Sev eixe KA OTATIOTIKE ONUAVTIKNA
OUOXETION WE TO EMIMESO CUMHOPPWONG PE TN QAPHUAKEVTIKY aywyr. Baon Twv eupnudtwyv autng
NG HEAETNG, UTTOPOUUE VO CUMTTEPAVOUE OTL Ol YUVAIKEG UE YUXIKH VOOO €PXOVTAL AVTIMETWITEG UE
aéloonueiwTo emimedo ev0OIKOYEVEIOKAG KAKOTIOINONG KAl £X0UV Hia auénpévn kavotnta va avé-
xovtat Tnv Yuxikni katamovnon. H fapltnta Tng eVO0OIKOYEVEIOKNG KAKOTTOINONG oUVOEETaAL avTL-
OTPOPWC AvAloya pE TNV TPOCAABAVOUEVN IKAVOTNTA AVOXNG TNG OUVAICONUATIKAG KATATTOVNONG
Kal OeTIkd pe To emimedo KATA TO OMOIO N TIPOCOXA AMoPPOPATAL ATIO APVNTIKA cuvaloOnuata. H
MENETN EixE WG TTEPLIOPIOHOUC OTL TAV CUYXPOVIKN Kal EiXE PIKPOU peyéBoug Seiypa Kal xpetaletal
TEPAITEPW AVATIAPAYWYH TWV EVPNUATWY PE PEYANUTEPO Seiypa Kal opdda eNéyxou.

Né&eig eupetnpiov: Evdooikoyevelakn Bia, avoxry otnv Yuxik KAtamdvnor, CUPHOPPWON UE TN
(POAPUOKEVTIKA aywyr, YuxIKn vOooG.
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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 kal 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."” 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 al®
and Edelbrock et al* 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.”” Pereira
et al® 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 al’ 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 al’ 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 al'® 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 colleagues'' assessed parent-child con-
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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 children''271¢
confirming findings from earlier studies.*'” Nauta et
al'® and Li et al'® 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 al*® 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.?! 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."*91522
On the other hand, parents usually notice and con-
sequently report more externalizing, thus, more ob-
servable, symptoms 346911142223
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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.).>?*
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.2 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.® Also,
it was found that mothers reported fewer symp-
toms than their male children in terms of worries
and anxieties and SA.'® Taking into consideration
that some other studies found no significant differ-
ences,*”#1213 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.’

Child age seem to play an important role in the
way children respond to either clinical interviews or
self-report questionnaires,” 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.”® A common finding is that older children
(>11 years) have a better agreement with their par-
ents compared with younger children (<10 years).3™
This finding may reflect the possibility that older
children give more reliable answers and information
than younger ones.****” Thompson et al'® 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 discrepancy’®'>131528 while other
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studies evidenced poor to moderate parent-child
agreement for older adolescents.>*-?

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,>* 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.>* However, apart from child’s cognitive ability
and his desire to avoid expressing his anxiety symp-
toms, Niditch et al*® 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’s'®'° 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.>>®

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.
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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
Mean 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,3¢ (Mellon et al
for the Greek version®’), while parents responded
to Spence Anxiety Scale for Parents (SCAS-P).3®
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-Cis 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, | 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 Nauta'® and Li'® 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
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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.>® 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
Mean SD Mean 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 1(409)=3.25 0.000
ocC 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 1(362)=7.23 0.000

**pn<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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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**
ocC 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, (N=260), SA: Separation Anxiety,
SP: Social Phobia, OC: Obsessive-Compulsive, P/A:
Panic/Agoraphobia, PIF: Physical Injury Fears, GA:
Generalized Anxiety

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).

0. ZIKOPOULOU et al
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Itis 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,"*'>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.*°

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

Children/ 4th 5th 6th 4th Vs 5th 5th Vs 6th 4th Vs 6th
Parents Grade/P Grade/P Grade/P Grade Grade 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 -0.29 039 -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

families. It is known that in Greek contemporary
society, members of a family have usually a strong
emotional attachment,*' 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.®* Mixed results are presented com-
paring data from the present study with the study
of Nauta.'® 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.*? In line with other find-
ings, degree of parent-child agreement was higher for
girls.'®?' However, this finding does not agree with
other studies that found no gender differences?? or
no statistically significant differences.”*°

Studies so far’®'>2* 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.>* 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.? Our findings do not agree with oth-
er studies that found no significant influence of age
in child-parent congruence®?® and studies where
younger children were found to have better agree-
ment with their parents.'®

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.”

One important limitation of the present study is
the use of one only anxiety scale for the assessment
of childhood anxiety symptoms and consequently
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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.?” 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-
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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.
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Wuxlatpikn 2019, 30:39-48

H aflomotn avayvwpton kat aflohoynon Twv dlatapayxwv Tou dyxoug ota maidid ivat pia u-
okohn Sladikacia n omoia amattei T Xprion MoAAATA®WVY TNywv. Ot TAnpo@opieg umopei va mpo-
€pxovtal amo ta maidid, TouG YOVEIG Kal TOUG eKTTAISEVTIKOUG KABWG Kal amod Tn Xprion mMoANATAWY
S1ayvwoTIKWY peBOSwV Kal epyaleiwv OTwe ol SopNUEVEC Kat NISOUNUEVES OUVEVTEVEEIC KAl TA
EPWTNMATOAOYIA avaopdg, K.ATT. Ot épeuveg Seixvouv OTL Ol ava@OPEG TWV TTALSIWV Kal TwV Yo-
VEWV OXETIKA PE TO CUUTITWHATA TOU AyXoug Tapouctalouv PIkpr £wg Kal LETPLA CUPPWVIa, EVWD
ep@avifouv Kal onUAVTIKEC S1APOPOTIOIROELC. NUAVTIKEC TAPAPETPOL UTTOPOUV vVa EMNPEACOUV
TO péyeBOC TNG CUPPWVIAC. ZTNV TapoUod PEAETN §OBNKe éupacn otnv emidpacn Tou GUAOU Kal
NG NAkiag Tou madiov. IToOX0¢ TNG NTAV va eEETACEL TN CUPQPWVIA TTOU UTTAPXEL AVAUEDA OTIG
AVAQOPEG TWV TTAISIWV KAl TWV YOVEWV OXETIKA UE TA CUPTITWHATA AYXOUG TWV TTPWTWV. XTNV é-
peuva ovppeteixav 431 maidid (190 ayopla kat 241 kopitola) A, E" kat ZT” AnpoTtikoU. Téoo ota
matdid 600 Kal 0Toug Yoveig xopnyndnke n kKAipaka tou Ayxoug Twv Maidiwv tng Spence (SCAS).
Ol CUOXETIOEIC AVAUEDA OTIC AVAPOPEC TWV TTAISIWV KAl TWV YOVEWV EEETACTNKAV LUE TOV UTTOAOYI-
Ou6 Tou OUVTEANEDTH cuoxétiong Pearson. Ta amoteAéopata €8e§av OTL UTTAPXE Hia PETPLA AANG
OTATIOTIKA ONUAVTIKN BETIKI) CUCXETION AVAUECT OTIC AVAPOPEC TWV TTAISIWV KAl TWV YOVEWV YId
TO CUUTTITWHOTA TOU AyXoug ouVOALKA (r=0,50, p<0,01). Ava@opikd Ue TIG uTToKAipaKkeg Tou SCAS
BpéBnke 0TI N HEYAAUTEPN CUOKETION UETAEY TTAISIWV KAl YOVEWV UTTHPXE YIA TO AYXOG amoxwpl-
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opov (r=0,53, p<0,01) kat yia Tov oo tpavuatiopou (r=0,55, p<0,01). Aaupdvovtag umoyn TIg
S10pOPEC GUAOU OL AVAPOPEG TWV KOPLTOLWV TTapousiacav PeYOAUTEPN CUOXETION HE AUTEG TWV
YOVIWV TOUG OUYKPITIKA PE Ta ayopla (r=0,57 kat r=0,39 avtiotolxa, p<0,01). AvagopIkd Pe TNV
nAKia mapatnpiBOnKe 0Tt Ol AVAQOPEC TWV HEYAAUTEPWY TAISIWV TTapousiacav PeyaAUTeEPO Bab-
MO CUOXETIONG ME TIG AVTIOTOIKEG AVAPOPEG TWV Yoviwv Toug (r=0,34, r=0,54 kal r=0,63, p<0,01
yta ta maidid tng A, E kat XT” avtiotolyxa). Ta eupripata dgixvouv Tn onuacia tng xpriong T6oo
TWV avVAQOPWV TWV YOVEWV 600 Kal TWV AWy yla TNV aglomotn aloAdoynon Twv CUUTTWHUA-
TWV TOU Aayxoug, 1dtaitepa yia ta matdid HikpoTtepng NAIKIAC.

Né&eig eupeTnpiou: Ayxoc, maidi, yoveic, HETPNON, CUPPWVIO AUTOAVAPOPWV.
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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.



50 A. KALAMATIANOS and L. CANELLOPOULOS

Introduction

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

In particular, Blatt®> 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.* Stress is conceptualized as important life
events that are comprehended as unwanted’ and
occur when the person's environmental transactions
lead him to perceive a difference between the de-
mands of a situation and his resources.® According
to the diathesis-stress model, adverse experiences
have a particular depressing effect on vulnerable in-
dividuals.? 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.””

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.'® However, the role of
predisposing personality organization in depression
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is not clear." 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 scales'>™'* and in stressful conditions as
compared to the control group.'” 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-1V, 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.'®

The Depressive Experiences Questionnaire (DEQ)"’
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 | am close to”) and self-criti-
cism (“There is a considerable difference between
how | am now and how | 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.'> Moreover,
the good convergent, divergent and construct va-
lidity have been demonstrated.'® 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 x (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)'® 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
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anxiety disorder, dysthymic disorder and psychiatric
patients from undergraduate students.*

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,?' as,
in large samples, the effect may have statistically sig-
nificant though misleading results.?? 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 (AR*=.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 (f’=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 (AR?>=0.73,
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Table 1. Means, standard deviations, t-tests and Cohen’s d of the scales
Stressful Events in the participants with and without depressive disorder.
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of the questionnaires BDI, DEQ and

Depression
Yes No T-test
Mean SD Mean SD t-score o] d*
(d.f.=712)
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

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).

1.4

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 (f>=0.76).

Mediation was also examined in the diathesis-
stress model. To test this interaction with depres-
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Figure 1. Simple regression slopes of dependency that
predict the depressive symptoms for the depressed and
the healthy subjects.
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Figure 2. Simple regression slopes of self-criticism that
predict the depressive symptoms for the depressed and
the healthy subjects.
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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 Kenny?® criteria
were followed. The 95% confidence interval of indi-
rect effects was obtained by the bootstrap estima-
tion approach with 1000 samples.?*-?°

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) B=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, R*=0.10)
3=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, R?>=0.32) =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,
R?=0.32) =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 Cl
(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,
k*=0.05).

Furthermore, results indicated that self-criticism
had a significant effect on depression (path c: F(1,
712)=770.95, R?>=0.52, p<0.001) p=0.72, t(712)=27.77,
p<0.001, and after controlling for the mediator
(path ¢ F(2, 711)=434.30, R?=0.55, p<0.001) f=0.64,
1(712)=22.80, p<0.001, supporting the partial media-

| Interpersonal stressful events

0.23** 0.48***

Dependency

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.

(0.21)
0.32%+

| Depressive symptomatology |
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tional hypothesis (figure 4). Self-criticism also had a
significant effect on achievement-related stressful
events (path a: F(1, 712) = 434.30, R’>=0.19, p<0.001)
3=0.44, t(712)=166.49, p<0.001, and achievement-
related stress on depression (path b: F(2, 711)=434.30,
R?=0.55, p<0.001) B=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 Cl (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, k*=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.'>'327:28

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,* was con-
firmed. Monroe and Hadjjiyannakis*® 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,*’ and it has also

Achievement-related stressful
events

0.19**

0.44++
(0.64)"

Self-Criticism
0.72***

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.

| Depressive symptomatology |
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been shown that acute life events precipitate a de-
pressive episode®? or are a risk factor for relapse to
depressed patients in remission.*

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-
sectional'® and longitudinal studies.** Additionally,
in this study self-criticism was more strongly cor-
related with depression than dependency. Blatt et
al'? and Klein et al'* have also reported higher cor-
relation of depression with self-criticism. Shahar et
al* reached the same conclusions in a longitudinal
study of male and female teens. Luyten in 2002, as
reported by Blatt,? 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.*® 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 al*” 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,** 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.’>?#3° 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.%°

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-
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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 grades*'
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 Bieling* sug-
gested that self-criticism is linked to interpersonal
issues but possibly different from those linked
with dependency. Campos et al*® 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.?’#4*
Similarly, Monroe and Hadjiyannakis®® 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 subtypes*® or have
challenged this model*” or confirm the association
between interpersonal events and vulnerabilities,
but question the relationship between achievement
events and self-critical concerns.*®

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.***°
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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.? 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.

H fewpnon tng karadmurtikng cupmtowparofoyiag

PEGW TOU POVTIENOU OLAOEGNG-WPUXOTTLEGHC

A. Kahapatiavog, A. KaveAAommouAou

Tunua Yuyoloyiag, EOviké kat Kamodiotpiaké MNavemotriuio ABnvav, Abriva

Wuxlatpikn 2019, 30:49-57

H katdOAyn amotelei orjpepa tn ocuxvoTEPN PUXIKK AoBEvela TTOU TTAPATNPEITAL OTIC UTTNPEDIES
YUXIKAG Lyeiag. Mépa amod TNV KAAOIKH, YUXIATPLKH KAl QAIVOUEVOANOYIKN TTPOOEYYLIoN TNG €xel Sla-
TunwOei kal pla avamtuélakr, YuxoSuvauikn, cUHPWVA UE TNV omoia urtdpxouv duo mpodiabeat-
Kol KaTaBOMmTIKoyovol TUTTOL EVAAWTOTNTAG, O AVAKANTIKOG Kal 0 ev&oBANTIKAC. AuToi avagépovTal
otnV IkavétnTa Snuioupyiag apoiBaiwv kat aAANAOTTabwE IKAVOTTOINTIKWY SIATTPOCWTIIKWY OXECEWV
Kal 0T SIapOP@WOoN KIag OAOKANPWHEVNG, WPIKNG Kal Slagopormotnuévng BeTIKAG aioBnong Tautd-
TNTAC, AVTIOTOIXWE, Kal EvepyomolouvTal éTtav cupBaivouv cuykekpluéva yeyovdTta mou taipldlouv
ME TNV evatoBnoia toug. H aAAnAemidpaon Tng mMPoowmKOTNTAG KAl TNG PUXOTTEONG O OXEON UE
NV KATdOA YN €xel povo eNdyxiota SiepeuvnOei péxpl OTIYMAG 0Tov EAANVIKSO Xwpo. Katd cuvénela,
OKOTIOC TNG TTAPOUOAG £PEVVAG NTAV VA LUEAETACEL TN OXE0N TOUG ME TNV KaTdBAn. To Seiypa 714
atoHWY, ovoTdBnKe amd 323 e§WVOOOKOUEIAKOUG aoOeVEiG pe KATABAYN Kat 391 vyleiG CUPUETEXO-
VTEG TNG Opddag eAéyxou. Eixav péon nAikia ta 34,9 €tn kat cupmARpwoav éva autooXESlo pwTnua-
TOAOYLO YPUXOTTIECTIKWY YEYOVOTWY, TIOU avagépovTav o€ BEpaTa SLampoowTTIKA Kal O€ EMTEVYUATA,
Kat to EpwtnpatoAdylo Katabhimtikwy Epmelpiv (Depressive Experiences Questionnaire, DEQ), mou
a&loloyei To €€apTNTIKS KAl TO AUTOKPITIKO OTIA eVAAWTOTNTAG, SNAAdH SUO €VVOIONOYIKEG KATA-
OKEVEC YIO TNV TIPOCWTTIKOTNTA TTOU ETIKEVTPWVOVTAL 0€ BépaTa eykatdAelPng kat avtoaflohdyn-
ong. Xopnyronke emiong 1o EpwtnuatoAdylo Katabhiyng tou Beck (Beck Depression Inventory, BDI).
O1 aoBeveig pe KatdbAYn og cUYKPION PE TOUG LYIEIC pdpTupEG ekSAWOAV TTIEPIOCOTEPO cofRapd
KATAOMITTIKA CUUTITWHOTA, ONUEIWoaV VPNAOTEPECS TIMEG OTOUG KATABOMTTTIKOYSVOUG TUTTOUG EUa-
AWTOTNTAG KAl AVTIHETWITIOAV TIEPIOCOTEPA YUXOTTIECTIKA YeyovoTa. H aUTOKPITIKY ouveEBNKE Te-
PLOCOTEPO HE TNV KATABAIYN ylaTi eVvOEXOUEVWE AVTITTIPOOWTTEVEL LA TIEPIOCOTEPO EKTTEPPACHEVN
pop®n TNG dtatapaxnc. H BeTIKA OUOXETION TNG AUTOKPITIKAG HE TIG VO KaTnyopieg Twv avtiowv
ouvOnkwv €8¢1€e 0TI AUTd Ta EVAAWTA ATOMA AVNOUXOUV yla BEpaTa eMITEVENG KAl YA TIPOCWTTIKEG
amoTuyieg, aANd Kal yla S1amPOCWTIIKES PIAOVIKIEG KAl TNV ATTWAELQ, ETTIONG. ATTO TNV LIEPAPXIKN avd-
Auon moANanmAAG TaAvépopnong empPeBalwONKE N CUPHETOXH TOU HoVTENOU S1ABEONC-OTPEG OTNV
MPORAEPN TNS KATABAYNG Kal @Aavnke OTi n Yuyorieon dtapecoldpnoe otny emidpaon Tng mpoow-
TMKOTNTAC €TT{ TNG KATABANIMTIKAG CUPTTTWHATOAOYIAC. O VOTOUPOAAIOTIKOC XAPAKTAPAG TNG TPEXOU-
00¢ HEAETNG SV PaG EMTPETEL VA ATTOSWOOUHE AITIWOEIS OXECELC PETAEY TWV PETARANTWV. QoTdOoO,
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n YuxoBepamneia umopei va AapBavel urmoyn Tov Kupiapyxo TUTTO MPOoWTIKOTNTAG WOTE VA oXeSIAlEL
KOl VO TIPOO@EPEL Hia TTapEUaon mou va Tatplddel Ye TNV EVAAWTOTNTA.

Né&eig eupeTnpiou: KatdadbAPn, evaAwTOTNTA, E€APTNTIKOTNTA, AUTOKPITIKI, OTPEC.
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rugs 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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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 ilinesses, ancient greek medicine, drugs, mandrake, hyoscyamus, strychnos.

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." In this way, these drugs
had a great impact on people’s everyday life,? 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.’ One can find a
plethora of information concerning the production
methods and the plants used in drugs for the treat-
ment of psychiatric diseases.” 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.®

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.®

The physicians of antiquity used drugs for the
treatment of both psychiatric and somatic disor-
ders.”® Most of these drugs affected the central
nervous system (Galenus Med. De theriaca ad
Pisonem 14.248.9-14.249.4).° 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)."° 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.)."" 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)"" and seizures, regardless of their
cause (Hippocrates Med. et Corp. De locis in hom-
ine 39.2-5)."

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
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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).1* Phrenitis was the prominent exception
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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)."*

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)."

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).!2

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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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)."°
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).'°

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)."8

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)."
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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).'®

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.'” 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).%°

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 iliness (Aretaeus Med.
De causis et signis acutorum morborum 1.6.1.5-
1.6.2.3).”

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

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)."

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).> 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).%

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).%
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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).%

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).* It might be the case that she used opium
derivatives that were transferred via the eastern
Mediterranean. These functioned as psychotropic
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.?>%

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).%

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).%’

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-
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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).?®

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.? Kirke’s potions were no-
torious for their deluding qualities (Dioscorides
Pedanius Med. De materia medica 4.75.1.1-3)."
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,*® 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
MEAEAMMOAION or MPOITION, 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.*' 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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dappaka yia tig Puxikég madncerg
ctnv apxaia eAdnvikn waTpikn

K. Adiog,” M. Adtokac-ZapAic, K. Mavéc,? M.-E. Kovta&akn,'?
M. Kapapavou,'* T. AvépoUtooc*

'Epyacthipio lotopiac tn¢ latpikAc, latpikh SxoAd, Mavemotruio Keritng, KoAtn,
2Xeipoupyikri K\vikr, «KwvotavtomoUAeio» leviké Noookoueio, ABrva,
3latpikr ZxoAn, EOvik6 kai Kamodiotpiaké Mavemotrpio ABnvavy,
“I6pupa latpoBioloyikdv Epsuvwv Akadnuiac ABnvwv, Abrva

Wuxiatpikn} 2019, 30:58-65

Katd tnv apxaldtnta, ot ouoieg Pe YuxoTpomo SpAon, UTIVWTIKK, VOPKWTIKH, AVOAYNTIKY, KATAOTAA-
TIKn, SleyepTiKn Kal evpopikr, aflomoiOnkav pe SlaPopeTIKG TPOTTO avAaloyd UE TIC YVWOEIC, TIC
emMOIWEELC KAl TNV KOIVWVIKN Béon Twv atopwv. Mmopoupe va Siakpivoupe dUo Bacikég katnyopi-
€G XPNoNG. MapaTnEOUUE TN PAPHAKEVTIKA-OEpamEUTIKA Xprion, N omoia xapaktnp{dtav amd tnv
0pBONOYIOTIKA TOUG TTPOCEYYION Kal CUVEEOTAV ATTOKAEIOTIKA HE TOUG OPXAIOUC LATPOUC. TNV aVTi-
0eTn MAELPA, TAPATNPOVKE TN XPNON TOUC Ao avOPWITOUC EKTOC TOU LATPIKOU EMTAYYENUATOC, E(TE
ME OKOTIO TNV €VQOPIA Yla TNV TIPOCWTIIKN EUXOPIOTNON i} WG KOUUATL TWV BPNOKEUTIKWV TEAETWV
Kal TG puboloyiag. Ta apxaia eAANVIKA 10Tpkd cuyypdupata BpiBouv and cuvtayég, mapabéto-
VTaG TOIKIAlA QUTWY, TTOU armoTeAoVoAV Ta KUPLA ouoTATIKA Toug. OAOKANnpo To €pyo Tou lMeddaviou
Alookoupidn gival aplepwPEVO OTNV TTAPACKEUN QAPUAKWY. MTTOPpOUUE va avTA|COUPE TTOANEG TIAN-
POPOPIEG TTOU APOPOVV TIG LEBOOOUG TTAPACKEUNG KAl TA YUTA TA omfoia Xpnolpomolovviav otn Oe-
pareia Twv YPuxlatpikwy Slatapayxwv. Ta Bacikotepa QUTA Ta omoia avagépovTal gival o EANéBopog
o0 Méhag (XZkapen) kat o Agukdg, o Mavépaydpag, o Yooklapog, N MAKwy, o ZTplxvog 0 Mavikog
Kal 0 YVWTIKOC, o Aifavog Kal To Aopukvio. H mapaokeur Toug yivétav Je Tnv mpooBnkn Kal AaA-
AWV oTolXEiWY, KUPIWE TOV 0iVOU, GTOV OTIO TWV PUTWV 1| OTA TTApAywya TG eneéepyaciag Toug. H
TIOPACKEUN TWV QAPUAKWY YIvoTav pE TIG uEBSSouC TN amoérpavong, Tng dAeong, TG oTUYNG Kal
Tou Bpacpol twv ptlwv. H AqYn yvotav pe Stagopoug Tpdmoug, OMwe OTn HoP@N XUHOU, XUAoy,
Aad10U, aAMd kat pe eloTvon Twv avabupidoewy Touc. Ot apxaiot EAANVEG latpoi émw¢ o ImmokpaTng,
o laAnvag, o Ktnoiag kat o Apetaiog o Kanmmadokng éxouv avagepOei o€ auTtég TIC OUOieg, avaAl-
ovTag Ta SIOQOPETIKA CUUTITWHATA TTOU AUTEG UITOPOUCAV VA AVTIMETWTTIOOUV KAl TOUG KIVOUVOUG
mou em@ULAACCE N Xpron Toug. Ot apxaiol EAANveG latpoi xpnoipomolovoav autd Ta @ApHAKA WG
Bepameia Ox1 LOVO OTIG PUXIKEC, AANA KAl O€ TTOAUAPIOUEG TTEPIMTTWOELG CWHATIKWY VOOWV, KaBwg ta
TEPLOOOTEPA EMOPOVCAV OTO KEVTPIKO VEUPIKO oVoTNUa. Etol, alomolwvtag Tnv avalynTikr Toug
SpdAon Ta XPNOILOTIOINCAV OTNV AVAKOU@IoN TWV IOXUPWV Kal XPOVIWV TIOVWY, EVW 0 oUVOUACHUO
HE TIC UTTVWTIKECG TOUG I10TNTEC NTAV OTIAA TTPWTNG YPAMMAG YIa TNV avalodnoia OTIC XEIPOUPYIKEG
EMEUPAOEIC KAl OTOUC KAUTNPLAOHOUG. H KataoTaATikr Toug emidpacn amodeixOnke KAtaAAnAn otnv
QVTIPETWITION TNG EMANYIAC KAl TWV OTIACHWY aveEdpTnTa amo TNV attia Toug. Ot OpNOKEVTIKEG TENE-
TEC Kal N puBoloyia Atav Vo akoun media émmou n xprion AUTWV TWV OUCIWV NTAV TTOAU Sladedopévn.
H Yuxotpomog, ald Kupiwg n mapalobnoiloyovog Spdcn Toug, KabioTouoe Tov AvBpwTio avikavo va
eANéyel Tov €auTO TOU, TN cuveidnon Kat Tig MPALELG Tou. AUTOU TOU TUTIOU Ol EMSPATELS HTAV CUXVA
TO KEVTPIKO Bpa Twv pobwy, mpdyua mou odrjynoe otn Slapdp@won TNG £vvolag ToU Haylkou @iA-
TPOU, OTIWC Pag TANPOYOpPEi 0 OedPpacTod.

Né€eig eupeTnpiou: Yuyikd voorjpata, apyaia eEAANVIKA 1ATPIKE, @APUAKA, Havépayopag, VOoKUA-
HOG, OTPUXVOG.
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Brief communication

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

Psychiatriki 2019, 30:66-70

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.

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.'? 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.> In the case of
Parkinson’s disease with dementia (PDD), the im-
pact of cognitive impairment on financial capacity
is still little investigated.® 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,® 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.
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However, IADLs require both maintenance of cogni-
tive abilities and motor skills.®

The aim of this study is to investigate financial
capacity following Martin’s et al (2013) paradigm,®
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.”
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 depression®
(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
iliness (including significant visual or auditory im-
pairment not corrected sufficiently by visual/audi-
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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.”'® LCPLTAS is based
on the conceptual model for financial capacity of
Marson’s et al."" 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.'”

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,
n*=0.8206], but also the financial capacity as exam-
ined by LCPLTAS full form [F(3, 56)=49.26, p=0.000,
n?=0.7252] and LCPLTAS full form [F(3, 56)=50.07,
p=0.000, n>=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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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. Std. Error Minimum Maximum
Deviation
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

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.® 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-
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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-
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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."

Kataflwpn kat eKtipnen mg ikKavotntag
yla Sikaompadieg mEPLOUGLAKOU OKAiou
6e€ acleveig pe voco INapkiveov kat avowa:
MapaBRewn €vog GNPAVIIKOU TTAPAyovIQ;

B. NavvouUAn, M. TooAdkn

latpikn ZxoAn, AptototéAsio Mavemotriuio Osooaiovikng, Osocalovikn

Wuxiatpikn 2019, 30:66-70

H katdabAyn emnpeddel TIG voNnTIKEG IKAVOTNTEG, OTIWE TN OKEYN, TN CUYKEVTPWON Kal TN AjYn amo-
PACEWY, 0€ VEOUC EVNAIKOUG Kal 0€ NAIKIWPEVOUC. QOTO0O, N IKAVOTNTA Yia Sikalompadisg meplouot-
akoU Sikaiou (n omoia amoteleital amd MOANOUC YVWOTIKOUC TOMEIC KAl CUYKEKPIUEVEG SEEIOTNTEC)
Kat n katabhpn otn vooo Mdpkivoov pe dvola (PDD) dev éxouv SiepeuvnBei emapkwe. EEfvta oup-
METEXOVTEC YwpioTnKav o€ T€ooepelg opddec (PDD aobeveic pe kat xwpic KAaTaBAMIMTIKE CuPMTTWUATA,
NAIKIWPEVOUG YN avoikoUg PE Kal Xwpig katdBApn), ot omoiol e§etdotnkav Ye tn dokipacia Mini-
Mental State Examination (MMSE), Tnv kAipaka Geriatric Depression Scale (GDS-15) kat tnv KAipaka
A&lohéynonc Ikavotntag yla Aikalompaisc Meplouotakov Aikaiou (LCPLTAS) otnv mAripen Kal ov-
vToun Hop®n TNG. Ta amoteAéopata €6ei€av 0Tl ol emdoOoelC Twv aoBevwy pe PDD oTIC vONTIKEG
AelToupyieg Kat 0T SIKAOTPAKTIKH IKavdTNTa Mapouotdlouv cofapd eANEIUUATA, EVW UTTAPXEL KAl
OTATIOTIKWG oNUAvTIKA Slagopd petadl Twv acBevwv PDD pe KaTabAPn Kal Twv pn KATabAImTIKwv
PDD aoBevwv. Ot dlapopéc otnv emidoon mou agopd ot Sikatompadieg meplovotakol Sikaiou umo-
SnAwvouv ot n katabhiyn Sev mpémel va ayvoeital. MNepairtépw PeNéTEC o€ PeYaAUTEPO TTANBUOUO
aoBevwv pe PDD eival amapaitnteg mpokelpévou va SlepeuvnBei o amo@acioTIKOg pOAog TNG KATA-
OAMYNG 0TV IkavoTnTa yia Sikatompagieg meplouctakoL Sikaiou.

Né€eig eupeTnpiou: Ikavotnta yia Sikatompaieg meplouotakou Sikaiou, vdoog MNdpkivoov, dvola, Ka-

TOONTTTIKA CUMTITWHATA.
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"WYXIATPIKH"

OAHTIEZ MNA TOYZ ZYTTPAOEIZ*

H YYXIATPIKH eivat To emionpo 6pyavo Tng EAANvIkAG WuxtaTpiking
Etaipeiag, ekdidetal Té0oepel opég Tov Xpdvo Kal €xel Tov iSlo
okomo pe tTnv Etaipeia, SnAadn tnv mpoaywyn tng Yuxlatpikng
EmotAung. To meplodikd Snuooievel pyacieg mou avagépovtal
oToug Topeig TG Eménuiodoyiag, Yuxomaboloyiag, Kowvwviknig
Yuxlatpikig, Bloroyikrg Wuxlatpikig, Yuxoeapupakohoyiag, Wu-
xoBepamneiag, MpoAnntikng Yuxiatpikig. Ot mpodlaypapég Tou me-
plodikol TauTtilovtal e TIg 0dnyieg Tou AleBvoug EmoTtnuovikou
JupPouliov EkSotwv. MNa tTnv avaluTikn meplypaen Twv mpodia-
ypaowv BA. "Uniform Requirements for Manuscripts Submitted to
Biomedical Journals" (www.CouncilScienceEditors.gr). AN\eG TInyEc:
Br Med J 1991, 302:338-341/Can Med Assoc J 1995, 152:1459-1465.
EKTOG amd tnv évtumn ékdoor Tou, To meplodikd dlatiBetal eAelBepa
oTNV NAEKTPOVIKN Tou €kdoon amd Tig IoTooeNiSec: www.psychiatriki-
journal.gr n www.betamedarts.gr
To meplodikd "WYXIATPIKH" Séxetal mpog dSnpocisuon pyacieg mou
a@opoLV og MPWTOTUTIO UAIKO TToU Sev €xel Snpooteubei mponyoupé-
VWG (EkTdC o€ pop@n TEPIANWNG) 1} Sev €xel uoPANBEi yla Snuooicu-
on kamou aAAou.
Katd tnv umooAn Tng epyaciag 6ol ol GUYYPAQEIC TTPETTEL va UTTO-
YPAYOUV GTO TUTTOTIOINUEVO EVTUTIO UTTOBOANG OTL CUMPWVOUV HIE TO
miepleXOUEVo Kal amodéxovtal Tnv umoBaAlopevn mpog dnuocisuon
epyaoia kal petaPiBdalouv Ta cuyypa@IKA SIKAIWHATA OTO TTEPLOSIKO
"WYXIATPIKH". Ot ouyypageic akdpun, SnAwvouv ott: (a) Sev umripée ol-
KOVOUIKH umooTthpIEn améd Sideopeg inyEg (€dv umrpée mpémel va 6n-
AwBei), (B) Sev urmpav avTIKPOUOHEVA CUUPEPOVTA OXETIKA HE TO L-
KO TG épeuvag mou umeRARON pog dnuoaciguon, (y) To MPWTOKOANO
™G épeuvag eykpibnke amo tnv Emtpomnn BionOikn¢ tou Nocokopegiou
1 Tou 15pUATOC OOV TIPAYUATOTOINONKE N £PEUVA CUUPWVA HE TIG
npodiaypaég Tng Alaknpuéng Tou EAoivki (1995) omwg avabewpny-
Onkav oto ESipBoupyo (2000) kat (§) &t dAot ot acBeveic ESwaav T
OLYKATABEDH TOUG TPV CUUTTEPIANPOOUV OTNV €peuva a@ou Tpon-
YOUHEVWC EVNUEPWONKAV yia TNV peuvNTIKA Stadikaaia.
Ta KpIthpla amodoxng TWv pyact®wv mepIAauBavouy Tnv moldtnTa
KOl TNV TTPWTOTUTTA TNG €PELVAG, OTIWG ETTIONG TN CNUAVTIKOTNTA KAl
XPNOWOTNTA TwV SeS0UEVWV GTOUG AVAYVWOTEG TOU TTEPLOSIKOU.
'O\EG 0L pyaoieg UTTOKEIVTAL O€ ULa apXIKN EKTiUNON amé Tov EkSOTn
| HEAN TNG ZUVTAKTIKAG EMTPOTAG TOu TEPLOSIKOU TTPOKEIUEVOU Va
EKTIUNOEL N KATAAANAOTNTA KAl N TOIOTNTA TOuG. Edv n epyaocia Kpt-
Bei katapynv KatdAAnAn yia dnuoaciguon oTo MePLOSIKO, EKTIHATAL
amnd SVo ave€APTNTOUG KPITEG, EISIKOUE OTO AVTIKEIMEVO TNG EPEUVAC.
Ot kpitég Sev yvwpilouv Toug oUYYPaQEiC TNG Epyaciag Kal mapapé-
VOUV OVWVUHOL YIO TOUG CUYYPAQEIC.
Ta oxoMa Twv Kprtwv padi pe Tig umodeifelg kat S10pOwaoEl Toug amo-
OTéEANOVTAL OTOUG CLUYYPAPEIC. Ot CUYYPAYPEIC EVNUEPWVOVTAL EYYPA-
PWE Yla TNV TEAIKA amé@aon TnG ZUVTAKTIKAG EmMTpomng Tou meplo-
S1koL otav n Siadikacia alohdynong oAokAnpwoei. Ta ovopata Twv
KPITWV TOU TIPONYOUHEVOU £TOUG EpPAVI(oVTal OTO TTPWTO TEVXOG TOU
€MOUEVOU £TOUG. H ZuvtakTikn Emtpornn diatnpei To Sikaiwpa va kd-
VEL PPACTIKEG S10POWOELG OTA KEIUEVA TTIPOKEINEVOU VA HEIWOEL A0d-
PELEC KAl EMAVOAAYELC KAl va BEATIWOEL TN SuvaATOTNTA EMIKOVWVIAC
AVAPEDA OTOUG CUYYPAPEIG KAl TOUG AVAYVWOTEG TOU TTEPLOSIKOU.

* 01 08nyieg TPOG TOUG CUYYPAPEIG KAl TO «GUVOSEUTIKO €VTUTIO UTTOBOARG»
undpyouv oto website Tou meplodikov: www.psychiatriki-journal.gr

To mep1odiko «YYXIATPIKH» kataywpeital kat mepthapBdvetal ota MEDLINE/
PubMed, Index Copernicus, Google Scholar,

EMBASE/Excerpta Medica, PsychINFO, GFMER, CIRRIE,

SCIRUS for Scientific Inf., EBSCOhost™ and in latrotek
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EIAH APOPQN

_

.ApBpa Zuvtagnc: Tuvtoua dpOpa ypauuéva TauToxpova oTnv
€MNVIKA Kat ayyAikn) YAWooa TTou avag@épovtal o€ emikalpa
B¢pata 18iaitepng onpaciag. Mpagovtal amd TN ZUVTAKTIKA
Emtponn i amod péAn tng Alebvoug ZupBouleuTikig Emtpornnig
1 HETA amd MPOOKANON TG ZUVTAKTIKAG EmTtponnc (uéxpt 700
Aé€eig kat 7-8 BIBAIOYPAPIKEG AVAPOPER).

N

. Avackomnoelg: Evnuepwtikd dpOpa mou apopolv o€ KPITIKA
avdluon Yuxlatpikwv Bepdtwy j BEPATWY CUYYEVWV TTPOG TNV
Yuxlatpikn Emotripn. Ot avackomioelg ypdgovtal and évav i
SVo ouyypaeic. H éktaor toug Sev mpémel va umepPaivel TI¢
3.000 Né€elc.

.EpeuvnTikéC epyacieg: MPoOmMTIKEC I} AVASPOUIKEG EPYAOTiES
mou Baoifovtal o€ epeuvnTikd MPwTOKOANO. MNpémel omwodnmo-
TE va €xel Yivel oTaTIOTIKA eme€epyaania Twv amoteAeoudtwy. Ot
EPEVVNTIKEG epyaoieg Sev mpémel va unepPBaivouv Ti¢ 3.000 Aé-
el (wg 8 ouyypaYeic).

4. T0vtopa apOpa: Stnv KATNyopia auTr UTTAYOVTAL EPEVVNTIKEG
£PYAOCIEC TTOU PUITOPOUV VA KATAXWPNBOUV OE TTEPLOPIOUEVO XW-
po. H éktaon Twv dpbpwv autwv dev mMpémel va umepPaivel TIg
1.500 Aé€elq.

.Ewdika apBpa: Mpagovtal petd amd mpOOoKANON TNG ZUVTOKTIKIAG

Emtpomnng kat avagépovtal oe Béuata, pe ta omoia éxel 1dtaite-

pa aocxohnBei o ouyypagéag m.x. Oepamneia cuumepIPopdAg, ma-

BoMoyikn (nhoTumia, PuxoBepameia HETAIXHIOKWV KATACTACEWV

(HéxptL 3.000 Aé€ELG).

Evéla@épovoeg mepmtwoelg: H katnyopia autr mepAapavel

evOlaQEPOUOEG AVAPOPEC TTEPITTTWOEWY KAl TIEPLYPAPEG TIEPL-

TITWOEWV OTTIOU EPAPHOCOHNKAV VEEC SlaYVWOTIKEG /Kal Bgpa-

TTEUTIKEG HEBOSOL (éXpL 1.500 AEEELG).

w
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.Fevika apBpa: H WYXIATPIKH &éxetal kat dpBpa mou ekppdalouv
OewpnTIKEG amOYELC 0TOV XWPOo TNG YUXIATPIKAG, YVWHES Yia Ta
OUOTAMATA TTAPOXNG YUXLATPIKAG TTEPIBAAYNG, ATOYELC Yla TOUG
Xwpoug emaAAnAiag peTa&l Yuxlatpikng Kat AAAwV EMOTNHWV
Kal aA\Aa apBpa avdloyou meplexopévou. Ta dpbpa autd dev
npémel va unepPaivouv Tig 2.000 Aé€elc. H TuvtakTikn Emtponn
UTTOPEl va TIPOTEIVEL TN CUVTOUELON TWV APBPWV AUTWV TTPOKEL-
pévou va dnpooteubolv wg «EmMoToNég Tpog Tn Zuvtagn».

o]

.EmoTtoAég mpog tn Touvrtagn: MNephapPdvouv oxdAla Kal Kpi-
oelg mdvw og NON SnNUOCIEVUEVEG EpYaTieg, TaPATNPHOELS O
emikalpa Yuxlatpikd Béuata, mpdSpopa EPELVNTIKA ATTOTENE-
opata, KA. Agv mpénel va unepBaivouv Tig 400 Aé€elg (ouvo-
Sevetal amd ovvToun ayyAkn mepiAnyn).

e

. BiBAokprtiki: H mapouasiaon kat kpttikn BBAiwv yivetal petd
amd mMPOOKANON TNG UVTAKTIKAG Emtpommg (uéxpt 600 Aé€elg -
ouvodeveTal and cUVTOUN AYYAIKN TTEPIANYN).

10. ApOpa otnv ayyAikn yYAwooa: H YYXIATPIKH 6a KukAopopei

otnV EAANVIKA YAWooa mavTta pe ayyAKn mepiAnyn Twv epya-

olWv. Ao tevxn etnoiwg Ba KuUkAo@opouv €§ oNoKApou GTNV
ayYAIKN (UE ekTETAPEVN EAANVIKA TIEPIANYN, TTEPiTTOU 400 AEEELG).

310 TelXN autd Ba dnuoaotevovTal epyacie EEvwv ouvadéApwy,

aAAd kat EAAAvwv. Ot epyaciec EAAAVwV cuvadéA@wy Pmopouv

va unofdANovtal oTnv eEAANVIKA i TNV ayyAiki yYA\wooa. Ooeg ep-
yaoieg mpokpivovtal yla dnuoacicvon kat éxouv umoAnBei otnv
eAANVIKA YAwooa Ba petagpdlovtal HETA amd cuvePyasia Tou

TEPLOSIKOU UE TOUG OLUYYPAPEIG.

—_
p—y

.'O\eg o1 gpyaoieg Oa mpémel va cuvodevovTtal amd eEANNVIKN Kal
ayYMKR epiAnyn, mepimou 400 Aé€ewv n k&Oe pia. Ot epyaoieg
TIOU ava@épovTal W¢ cUVTOUA dpBpa Kat w¢ evOlaPEPOUTEC Tie-
pPUTTWOoELG Ba mpémel va cuvodevovTal amd EAANVIKN Kal ayyAIKn
mepiAnyn, mepimou 200 Aé€ewv n kABe pia.
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YMOBOAH EPTAZIQON

Ot gpyaoieg umodAlovtal 0TO MPWTOTUTIO KAl Of Tpia QwTo-
avtiypaga, otn Sievbuvon:

Meptobikd WYXIATPIKH
EAAnvikn Wuxlatpikn Etaipeia,
Alovuoiou Atywvrjtou 17, 115 28 ABrjva
e-mail: editor@psych.gr

To dakTuloypa@nuévo keipevo mpémel va ouvodeletal amd CD pe 1o
KE(PEVO TNC Epyaoiag 1} va amooTEANETAL NAEKTPOVIKO QVTiypago e
e-mail. To keipevo mpémel va €xel ypagei pe emeepyaotr) cuppatd
pe mpdypappa Windows 1y pe omoloSnAmoTeE TPOYPAMHA Yia UTTONO-
ytotrj Macintosh.

Madi pe ta vmoaildpeva apbpa mpémel va uTORBANAETAL CUU-
TANPWHEVO TO «ZUVOSEVUTIKO €vTumo UTOBOANG epyaciag». Ot u-
moBal\dueveg epyaoieg xapaktnpiovtal pe Kwdikd aplOuo, mou
YVWOTOTIOIEITAL OTOUG CUYYPAPEIG KAl O OTTOI0G XPNOIUOTIOLEITAl O
KABe emkolvwvia pe to meplodikd. Ta apBpa ypdgpovtal otn dnuoTti-
KA YAwooa. H Saktuhoypdenon yivetal oTn pia 6Yn tou @UANOU, e
SIMAO6 StaoTnua Kal ep1Bwplo TouldytoTov 3,5 cm.

3TNV avw 6e€1d MAELPA TNG TPWTNG OENISAG TTPETEL VA UTTAPXEL O Xapa-
KTNPIOMOG KaBe apBpou (mx. Avaockomnon, Epgeuvntikn epyacia K.ATL).

AIATAZH THZ YAHZ

‘OAeg o1 oeNideg aplBuovvtal, apxifovtag amd tn oehida titAov.

Telida titAov: MephapPdavel Tov TiTho Tou dpBpou (HéxpL 12 AEEELS),
TO OVOUATA TWV CUYYPAQEWY GTNV OVOUAOTIKK, TO KEVTPO TTPOENEL-
ong, tn S1elBuvon Kat To TNAEPWVO TOU cuyypa@éa Tou Ba emikol-
VWVEL pE To TIEPLOBIKO. ZTNV i61a oehida avagépovTal emiong dtoua,
opyaviopoi, 1dpupata K., Tou evoeXOpEVWG OuVEBAAAV oTNV
TIPAYHATOTOINGN TNG EpYATiag.

NepiAnPn: Itn Sdevtepn oehida ypdpetal n eAANVIKA TepiAnyn,
(mepimou 400 Aé€elg). StV mepiAnYn avake@alaiwvovTtal Ta KU-
pla pépn NG epyaciag. Dpdoeig OTwG «ta euprpata cu{ntouvTa
TPEMEL VA amo@evyovTal. 2To TENOG TNG epIANYNG avaypdgovtal
4-6 Né€elg eupetnpiou.

AyyAikn mepiAngn: Ztnv 1pitn oeAida ypdgetal n ayyAikn mepi-
Anyn, ou Tpémel va £xel éktaon mepimou 400 Aé§gwy, o TITAOG Tou
apBpou Ta ovOuaTA TWV CUYYPAPEWV Kal N TPOoEAEUON Tou ApBpou
({6pupa). Zto TéNOG TNG MEPIANYNG avaypdpovTal 4-6 AEEEIC EVPETN-
piou. H mepiAnyn npémel va Sivel ouo1aoTIKEG TANPOPOPIEC.

Keipevo: Xwpiletal og kepalala. Na TI¢ EpeVVNTIKEG Epyaoieg eivat:
Eloaywyn), YAo kat péBodog, Amotedéopata, Zulrtnon. Ooca amote-
Aéopata mapatiBevtal oToug mivakeg dev emavalapPavovtal Aento-
MEPWG OTO KEIYEVO.

BifAoypagikéc mapamoumég: ApiBpouvtal pe avovta apid-
MO, avdloya PE Tn OElpd EUPAVIOAC TOUC OTO KE(PEVO (CLOTNUA
Vancouver). T.x. O Birley' Bprike 6Ti..., aAAd o Afford® Siapwvnoe...
Ava@£povTal Ta OVOUATA TWV €L TPWTWV CLYYPAPEWV. XTov BIBAL-
oypa@Iko mivaka mepthapBavovtal pévov ot BIBAloypa@IkEG Tapa-
TIOUTTEG TIOU UTIAPXOUV OTO KE(MEVO. XTa ApBpa avackomnong Kat Ta
£161kd dpBpa ot BiBAoypa@ikég mapamoumnég Sev mpémel va umepPai-
vouv TI¢ 100, 0TI EPEVVNTIKEG EPYATIEC Kal TA YEVIKA ApBpa TIg
50, ota cuvTopa ApPBpa Kal TIG EVEIAPEPOUTEG TEPITTWOELS TIG 15
Kal oTa apBpa ocuvtagng Kal TIG EMOTOAEG TTPOG TN ouvTtaén TIg 8.
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310 TéNo¢ KABe BIBAOYPAPIKAG ava@opdg Ba mpémel va avaypdage-
TAL 0 PNPLAKOC avayVWPLoTIKOG aplBuoc tou dpBpou (DOI). Av dev
unidpyel DOI yia éva apBpo, aANd autd mepthapfBavetat oto PubMed,
TOTE TIPETIEL VA AVAYPAPETAL O OXETIKOG KwSIKOG TG (PMID) oTo T€é-
Ao¢ NG ava@opdc. O BIBAOYPAPIKOC KATANOYOG CUVTACOETAL UE
avfovta aplBud, mou avtioTolxei 0T OelPd ueAaviong Twv BiAo-
YPOAPIKWV TTAPATTOUTTWVY O0TO Keipevo. Xta akdlouBa mapadeiypata
napovotdlovtal SIAQOoPEC KATNYOPIEG AVAPOPWV:

1. ApBpo oe meplodikd pe DOI
Bebbington EP, Freeman D. Transdiagnostic Extension of
Delusions: Schizophrenia and Beyond. Schizophr Bull 2017, 43:273-
282, doi: 10.1093/schbul/sbw191
. ApBpo oe meplodikod pe PMID
Deckersbach T, Savage CR, Phillips KA, Wilhelm S, Buhimann U,
Rauch SL et al. Characteristics of memory dysfunction in body
dysmorphic disorder. J Int Neuropsychol Soc 2000, 6:673-681,
PMID: 11011514
. Kepdhaio BiAiou
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. Bihio
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
. Mapdptnua meplodikov
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):539-S45, doi: 10.1016/j.
jval.2012.10.001
.Mapovociaon og Zuvédplo — TOPOC MPAKTIKWY
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
. lotooeAiba
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
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Ot CUVTUNOELG TWV TTEPLOSIKWV TIPETTEL VA YivovTal e Baon To Index
Medicus.

Mivakeg: Mpdgovtal pe SIMA6 Sidotnua oe Eexwplotr oelida.
AptBuovvTat avaloya HE Tn OElpd EUPAVIONG TOUG OTO KEIUEVO, HE
apafikoug aptBuoug (mivakag 1), akoAouBei cUVTOUN KATATOMIOTI-
ki AeCavta (m.x. AoBeveic mou voonAevBnkav yia Yeudokinon oto
Noookopeio «ANe&dvSpar» katd To 1988) Kal og KABe oTHAN UTTAPKEL
KATATOTIOTIKN EMKEPANiSA. ATTo@eVyovTal Ol KABETEG YPAUMEG.

Eikoveg: Mpémel va oTtéAvovTal €iTe Ta MPWTOTUTIA TWV OXeSiWV
(ME owIKA HENAVN) €iTE PWTOYPAPIEG. ZTO TOW PEPOC TIPETIEL VA
avaypdeetal pe HOAUBL 0 aplBudg TNG e1KOVAG, Ol CUYYPAPEIG Kal
0 TITAOG TNG €1KOVAC. ‘ONEC OL EIKOVEC TIPETIEL VA AVAPEPOVTAL OTO
KeipevVo kal va apBpovvtatl pe apafikolg aptOpoug.
Ovopatoloyia Kat povadeg pérpnong: Mo Aemtopépeieg, BA.
latpikn 1980, 37:139.

A6pOwon Tumoypa@ikwv dokipiwv: Ot cuyypageic eival umo-
XPEWMEVOL VA KAVOUV pia S16p0won TwV TUTTOYPAPIKWY SOKIMIWV.
ExteTapéveg petaporég dev emrpémovral.
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(YrmofdaAAetat padi pe tnv epyacia, Tpia wToavTiypa@a TnG Epyaciag Kat tnv avtiotolxn SIOKETA A PE TNV amo-
OTOA] NAEKTPOVIKOU aVTIypA@oU e e-mail, Kat T CUUMANPWUATIKA TNG EMOUEVNC OENISAC oUYYPAPIKAC EVBLVVNC,
OLKOVOUIKAG YVWOTOTIOINONG KAl EUXAPLOTIWV)

® [NapakaAw CUUTTANPWOTE/TOEKAPETE OAA TA ONEID TOU EVTUTIOU
® EiSo¢ epyaoiag (onuewoTe pe X):
U ANAZKOMHZH U EPEYNHTIKH EPTAZIA U SYNTOMO APOPO
U EIAIKO APOPO U FENIKO APOPO U NAPOYZIAZH NEPINTQSEQY

® Titho¢ epyaciag

® OVOUATETWVUA CUYYPAPEWY

® Dopéagn Kévtpo (a), amd To omoio mPoEpyeTal n epyacia

® YrevBuvog ouyypaéag yia Tnv aAAnloypaegia

OvopaTeNwVvuHOo

AtebBuvon

TnAépwvo Fax: E-mail:

® EmpBefaiwoTte (onueiwoTe pe X) OAa Ta MAPAKATW ONUEia TNG Epyaciag oac:
Q Mepidnyn ¢ epyaciag ota EAANVIKA Kat AyyAIKd, CUH@WVA UE TIG TTPOSIaYPapEC TOU TIEPLOSIKOU
Q 4-5 \é€eig eupeTnpiou ota EAANVIKA Kat oTta AyyAikd

Q AvtioTotyia Twv BIBAIOYPAPIKWY AVAPOPWY TOU KEIPEVOU PE ToV KaTdAoyo TnG BiBAloypagiag, mou mapartiOe-
Tal 0To TéNo¢ Tou dpBpou

Q Kataypaer Twv BIBAIOypa@IKWV avapopwy cUP@WVA PE TIG TTpodlaypa@ég TG «Yuxiatpikic»

O1 ouYYpPaYEiC TNG EpYATiag CUMPWVOUV UE TO TTEPLEXOUEVO TNG, TN Snuoocicuon NG oto meplodikd "Yuxtatpiki"
Kal TN peTapifaocn Twv cuyypa@ikwy SIKAlwUATwy 0To mePLodikod. To i10 keipevo dev éxel Snuooieubei oUTe Exel
umoPAnBei yia dnpocicuon og AANo TEPLOSIKS. Ot CUYYPAPEIG SEV €XOUV AVTIKPOUOUEVA CUUPEPOVTA OE OXEON HE
TO TIEPLEXOMEVO TNG EpYAaiag Kat SNAWVOUV OTL TO TTPWTOKOANO TNG €peuvag eykpiOnke amod tnv Emtpomnr BionBikng
Tou 16pupaTog 6mou MpayuatomolOnke n épguva. Ola ta dtopa mou cuppEeTEixav €Swoav Tn GUYKATABEDH TOuG
TPV CUUTEPIANPOOUV oTNV épeuva. Ot ouyypa@eic akoun dnAwvouv 6t1 dev U PEE TNy OIKOVOUIKAC UTTOOTAPIENG
(edv umm p&e mpémel va SnAwOEi).

YTToypa@EG CUYYPAPEWV Huepounvia
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WYXIATPIKH: ZYITPA®IKH EYOYNH, OIKONOMIKH FNQXTONOIHZH KAI EYXAPIXZTIEX

Me tn cupmAfRpPwaon Kat uToyPaA®r Tou TAPOVTOC EVTUTIOU, O cuyypagéag aAAnloypagiag avayvwpilel kal amodéxetal TARPWS
NV €VBVVN €K PHEPOUC OAWV TWV CLUYYPAPEWV TTOU CUVEICEPEPAY, TWV SNAWOEWV OXETIKA PE TN Zuyypa@ikr EuBUvn, Tnv Otkovouikn
[vwoTtomoinon, kat tv Ymootrpi§n Xpnuatoddtnong.

ZYITPA®IKH EYOYNH

Me Tnv umoypa@n Tou TaPOVTOG EVTUTIOU Kal urtoypdgovTag ota avtioTtolxa media, o ouyypagéag aAAnAoypa@iag moTomolei 0Tl
KABe ouyypagéag MAnPoi OAa Ta MAPAKATW Kpttrpta (A kal B) kat otn ouvéxela mpoaodiopilel Tn cuVEIOPOPA TOU KABE ouyypaPEéwc,
ONUEWWVOVTAG TO Gvopd Tou/Tng, Simha oTo avtioTolxo medio.

Q A. O ouyypagéag alAnAoypagiag moTonolei ot
« H umoAnBeica epyacia amoteAei MpwTOTUTIN KAl £YKUPN €PYAOIA KAl TO KEIMEVO TNG 1 AANO UE TTOPEUPEPES TIEPIEXOUEVO OTA
mAaiola TG ouyypaeng pou Sev éxel dSnuooteubei i umoBANBE( yia dnuoacisuon kKamou aA\ov, EKTOC TNG epIMTwong 6mou padi
HE TNV EPYACIa TTEPLYPAPETAL KAl ETIIOVVATITETAL TO OXETIKO KeipeVO. Epooov (NTnBei, o cuyypaéag aAAnloypagiag, Ba mapéxet
Ta dedopéva i Ba cuvepyaoTel TANPWC 0TN CLUYKEVTPWON Kat Tapoxn Twv dedouévwy ota omoia Bacifetal n epyacia. KaBe ouy-
Ypagéag éxel eE0U01080TNHOEL TOV CUYYPAPEa aAANAoYypaPiag va AEIToUPYEL WG 0 KUPLOG EKTTPOCWTTOC TNG CLYYPAPIKAG opddag,
Kal va mpoBaivel og BEATIWOELG TNG Epyaciag e Baon T UTTOSEIEIG TWV KPITWV TOU TTEPLOSIKOU.

O B. K&Be cuyypagag éxet SWoel TNV TENIKN £€yKPION Yia va Yivel n uoBoAA TAC pyaciag, £XEl CUMMETATKEL EMTAPKWE OTNV EPYATIA KAl
avahapfavel Snuoéaota Tnv euBVVN yla OAO TO TIEPLEXOUEVO KAl TTANPOI TIG TIPOUTIOBETELG YIa CUYYPAPY), EQOCOV UTIAPXEL TO OVOUA
TOU/TNG OTNV AVTIOTOLXN YPOMMN TWV TTESIWV TWV CUVEICPOPWY TIOU AVAPEPOVTAL TTOPAKATW.

O1L OLUYYPAPEIC TIOU AVAPEPOVTAL TTAPAKATW £XOUV CUVEICPEPEL ONUAVTIKA OTNV £pYacia oTa Siagopa Tedia Tou avapEPovTal TaPAKATW.

(avépepe Tov avtioToiyo cuyypapéa SimAa oto kaOe mebio- kdOe ovyypagpéag mpémel va mepitAauBdvetal TovAdyioTov o€ éva
nedio. Mepioodétepol amo évag ouyypapeic umopei va avapépovtal o kaOs medio)

- 16¢a kat oxedlaopodg
- Juykévtpwon dedouévwv

- Avdluon kat eppnveia Twv dedopévwyv

- Z0vtaén Tou Kelpévou

- Emave&étaon tou kelpévou

- ZTATIOTIKA avAaAuon
- Xopriynon xpnpatodotong
- AOIKNTIKA, TEXVIKA 1} UAIKF UTIOOTAPIEN
- Emonteia

OIKONOMIKH INQXTOMNOIHZH

0 Ao 6AOUG TOUC CUYYPAPEIC TTOU £XOUV CUVEICPEPEL OTNV €PYACIa SEV UTTAPXEL CUYKPOUON CUUPEPOVTWY, cuumephauBdvovTag
€161KA OLKOVOUIKA CUMPEPOVTA, OXEOELG KOl CUVEPYAOIEG OXETIKEG PE TO AVTIKEIUEVO TNG uTTOBANBEicAg Epyaciag.
1

1 BeBatwvw 6Tt SAEC Ol CUYKPOUDEIG CUUPEPOVTWY, CUUTTEPINAUPBAVOUEVWY EISIKWV OIKOVOULIKWY CUUPEPOVTWY, OXETELG KOl CUVEPYO-
Oleg OXETIKEG PE TO avTIKEipevo TG umoPAnBeioag epyaciag eival ot akOAouBec:

Xopriynon Xpnpatodotnong kat o PoAog tov Xopnyou
QO Aev éNapa xpnuatodotnaon rj GANN OIKOVOUIKI evioxuaon.
1
U BeBaiwvw 0TL 6An n xpnuatodotnon, AAAN OIKOVOUIKN EVIoXUON, KAl UNIKA UTTOOTAPIEN Yia TNV £pguva Kal/n TNV epyacia mpoadiopi-
Covtal capw¢ otn SHAWGCN CUPPEPOVTWY OTO TENOG TNG EPYATIAC
i
H xpnuatoddtnon 1} GAAN OIKOVOUIKH €VioXuon Kal UAIKR UTTOOTAPLEN Yla TNV épeuva Kal/n Tnv epyacia mpoodlopifovTal EUKPIVWG
TOPAKATW:

EYXAPIZTIEX
O ouyypagéag aAnloypagiag Befaiwvel ot

‘ONa ta dTtopa TTou €X0UV CUVEIOPEPEL ONUAVTIKA 0TV gpyaaia (m.x. cuAoyn dedopévwy, avdiuon, ypaer 1 cuuBolr otnv ékdoaon) aA-
A& Sev MANPOoUV Ta KPITHPLA CUYYPAPHG OVOUATI(OVTAL UE TN CUYKEKPIUEVN CUVEIOPOPA TOUG OTO KEIUEVO TNG EpYaciag oTi¢ EuxaploTiec.
‘OAa ta dtopa mou ovopati{ovtal oTig EuxaploTieg éxouv SWoel ypamTr CUYKATaOeon MPOKEIUEVOU va ava@ePBEei To Gvoud Toug.

A@oU oAokAnpwoete 6Aa Ta mapandvw amairovueva media, avtn n opua Oa npénet va otalei uéow @a  e-mail nAektpovika
padi pue To ouvodeuTiko évtumo umofoAri¢ kai Tnv umofBAnBeica epyacia.
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