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ABSTRACT

Family therapy for schizophrenia has been demonstrated to be effective and is recommended by international clinical guide-
lines. Reviews of family therapy research conclude that interventions may prevent relapse of the disease, when symptoms are

already reduced under psychotropic medication, by reducing family factors associated with relapse. The purpose of this study

was to examine the effectiveness of Brief Solution Focused Therapy (BSFT) in patients with schizophrenia focusing on the impact

of change in family characteristics such as cohesion, conflict, organization, and control on patients’ psychopathology measured

with BPRS. Thirty patients diagnosed with schizophrenia were randomly assigned to the control or intervention group. The in-
tervention group received treatment according to the BSFT model, whereas the control group received the standard care for
schizophrenia. The BSFT is a future—oriented psychotherapy model which encourages clients to focus on “change-talking” in-
stead of “problem-talking” and on instances where a successful solution has been achieved. The intervention consisted of 5 ses-
sions delivered in 3 months. The main outcomes were patient-rated family characteristics measured by the Family Environment
Scale (FES), and psychiatrist-rated symptom severity measured with the Brief Psychiatric Rating Scale (BPRS). The two groups did

not differ in terms of age, sex, number of relapses, previous hospital admissions, and BPRS score at baseline. At the end of treat-
ment compared to baseline there was a reduction of the BPRS score in the intervention group (p<0.001) whereas no statistically
significant changes were noticed in the control group after 3 months. Also, following treatment, patients in the intervention

group displayed reduced scores on the Conflict FES scale (p=0.001) accompanied by increased scores on the Cohesion (p=0.004),
Expressiveness (p=0.004), and Active Recreational subscales (p=0.001) according to patient’s perspective. These preliminary
findings suggest that BSFT in patients with schizophrenia appears to be effective in altering the global properties of the whole

family system, specifically cohesion, conflict, organization, and control which, in turn, have an impact on reducing patient psy-
chopathology.
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Introduction Previous literature has revealed that families of pa-
tients with schizophrenia may share common character-
istics, mainly conflict, and aggression among its mem-

Schizophrenia is a severe mental disorder with a sig-
nificant impact on patient’s level of functioning and a

severe burden on their families. It is estimated that 50—  bers.>* The parents have difficulty agreeing as a couple*
80% of patients with schizophrenia in Western countries ~ and expressing conflicting messages to the patient?
are in close contact with their relatives.! The core of “expressed emotion’, criticism, hostility, and
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emotional involvement,®® create a negative, stressful
emotional climate, which may precipitate clinical relaps-
es.>1% It is well established that the quality of the family
environment is an important factor that affects patient
symptomatology.'''* Conflictual family environments
are strongly related to greater symptom severity,'>'¢
while the way the patients perceive their family environ-
ment and poor quality of relationships may lead to in-
creases in symptom severity, and/or hospitalization.'”'®

Treatment of schizophrenia, in addition to psycho-
tropic medications and psychosocial interventions, also
includes family therapy programs. There is evidence that
family psychoeducational programs,’® behavioral fam-
ily interventions,?® family crisis intervention models,?'2?
and systemic family therapy, may help to prevent clinical
relapses in patients whose psychopathology is already
partially remitted through pharmacotherapy.?* However,
few studies in the past have examined the perception of
patients with schizophrenia of their family environment
and its characteristics.?* Under a systemic point of view,
intervening in a patient’s perception of the family char-
acteristics and relationships can alter the way the pa-
tient relates to the family, the way that family members
relate to the patient, the characteristics of the family as a
whole, the behavior of the patient and finally on symp-
tom severity.

Brief Solution Focused Therapy (BSFT) is a systemic ap-
proach that has been developed in the 1980s by Steve
de Shazer and Insoo Kim Berg. It is a brief therapeutic
approach according to which, language is the means
to understanding and shaping reality.”® If someone
changes his/her language from “problem-talking” to
“change-talking”, the reality will also change.?® While it
is very important to set a realistic goal, it is also impor-
tant for the therapist to have a good description of what
kind of life the patients can expect after they reach their
goal"¥

Therapists hold a positive, respectful, and hopeful
stance and usually give feedback, such as compliments
and homework suggestions, which focus on directing
clients towards “those aspects of their experiences and
situations that are most useful in finding solutions and
reaching their goals”? BSFT encourages clients to con-
tinue with other therapies that are helpful, for exam-
ple, to continue to take the prescribed medication or to
stay in group therapy or even to start family therapy.®
Additionally, it encourages people to highlight instances
of success in the past and future and encourages them
to focus on a solution and creating change.

To our knowledge, studies examining the effect of
BSFT on psychopathology and family characteristics of
patients with schizophrenia based on patients own per-
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ceptions are very limited and include very small sam-
ples. A case report as well as a larger (more patients)
study of patients with schizophrenia, found some effec-
tiveness in terms of distress levels, and also in encourag-
ing patients to seek information regarding their illness,
to seek social support, and eventually in enhancing their
capacity to cope with the illness.?¢?°

The main objective of the present study is to assess
the effectiveness of BSFT on (1) improving global family
characteristics, i.e., level of conflicts, family cohesion, or-
ganization, independence, and control, and (2) reducing
psychopathology measured with the Brief Psychiatric
Rating Scale in patients with schizophrenia. The primary
hypothesis is that BSFT will significantly impact patients’
perceptions of the global properties of their family, the
way they relate with other family members, and, eventu-
ally, symptom severity.

Material and Method

Sixty-one patients were invited to participate in the
study. The majority of patients had been hospitalized
at the Psychiatric Clinic of the University Hospital of
Heraklion - Crete, with a diagnosis of schizophrenia.
Eligible patients had to be in a stable mental state during
the last trimester, i.e., no relapse or hospitalization and
no major changes in pharmacological treatment (as con-
firmed by the treating psychiatrist), in order to be able to
evaluate the additional effect of the BSFT intervention
on pharmacotherapy. Also, they had to be under regular
psychiatric care, speak Greek fluently, and demonstrate
adequate reading comprehension capacity to complete
the research tools and consent to participate in the
study. Thirty patients agreed to participate in the study
and were randomly assigned to the Intervention and
Control groups. The study protocol was approved by the
University Hospital Research Ethics Committee and all
patients provided written consent. Their clinical and so-
ciodemographic characteristics are presented in table 1.

The Family Environment Scale (FES)*® was used to assess
the global properties of the family system as the patient
perceives them and is a widely used instrument in the
field of family environment research.3'- This self-report
instrument consists of 90 true or false statements that
measure 10 family functioning characteristics (Cohesion,
Expressiveness, Conflict, Independence, Achievement
Orientation, Intellectual-Cultural Orientation, Active-
Recreational Orientation, Moral-Religious Emphasis,
and Organization and Control.>* Conceptually these
characteristics relate to three global dimensions: (1)
Relationships (the degree to which family members
are perceived to be involved with each other and how
openly positive and negative feelings are expressed), (2)
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Table 1. Clinical and sociodemographic characteristics by study
group.

Intervention Control
Group Group
Sex
Women 8 (46.7%) 4 (26.7%)
Men 7 (52.3%) 11(73.3%)
Age (mean [SD] in years) 46.8 (6.9) 47.7 (8.4)
Marital Status
Single 12 (80%) 11(73.3%)
Married 2 (13.4%) 2(13.4%)
Divorced 1 (6.3%) 2(13.4%)
Illness duration (mean [SD] 20.13 21.9
in years)
Educational level
Primary 3 (20%) 7 (46.6%)
Secondary 6 (40%) 7 (46.6%)
University 6 (40%) 1 (6.3%)
Hospitalizations
0-1 3 (20%) 1 (6.3%)
2-5 9 (60%) 7 (46.6%)
6-10 3 (20%) 7 (46.6%)
Current status
Inpatient 7 (46.6%) 7 (46.6%)
Outpatient 8 (53.4%) 8 (53.4%)
Medication
Per os 8 (53.4%) 6 (40%)
Per os & Depot 7 (46.6%) 9 (60%)
History of suicide attempts 2 (13.4%) 3 (20%)

Personal Growth (the family of origin’s goal orientation
or ways the family of origin encourages or inhibits an in-
dividual’s personal growth), and (3) System Maintenance
dimensions (the degree to which the family emphasizes
clear organization, control, structure, rules, and proce-
dures in running family life).

Schizophrenia symptom severity (positive, negative,
and affective symptoms) was assessed using the Brief
Psychiatric Rating Scale (BPRS).** The BPRS consists of 18
symptom constructs, rated by a mental health profession-
al during a 20-30-minute interview on a 1-(not present)
to 7-point (extremely severe). Both scales were complet-
ed for all patients twice: first, before the intervention for
the intervention group and upon enrollment in the study
for the control group (Time 1), and again immediately fol-
lowing the intervention (Time 2).

Following their psychiatrist’s referral, the patients
were informed about the purpose of the study and they
signed a consent form for their participation. The con-

trol group received the usual medical treatment, namely
a visit to their psychiatrist once monthly or bimonthly,
primarily focused on the assessment of their pharma-
ceutical treatment. Patients in the intervention group re-
ceived the systemic intervention consisting of 5 sessions
over three months (one every fifteen days), in addition
to the usual medical care. The pharmaceutical treatment
for both groups was administered by psychiatrists who
did not participate in the research project in any way.
There were no dropouts within the intervention group
or the control group (see figure 1).

Intervention model

The first session: According to BSFT, in the first session
special attention was paid to defining the therapeutic
goal which had to be limited and clear,?” described in
detail and in behavioral terms, be realistic and useful for
the patient, and focus on the presence or the develop-
ment of something rather than on the absence of some-
thing. In order to define the goal, six kinds of questions
are asked.

¢ Questions about pre-session change (ex: “between the
time | called you and today, what is it that is a little bit
better?”)

¢ Miracle questions (it gives a patient the opportunity to
describe what he/she wants from therapy (e.g., “sup-
pose that you are asleep and a miracle happens that
solves the problem which brought you here (pause).
When you wake up you don’t know that the miracle
has happened... (pause). What would be different tell-
ing you that a miracle has taken place?”)

¢ Expanding the exceptions (e.g., “what part of the mira-
cleis already happening?”)

Experimental Group
15 patients
Treated as usual and with
5 sessions of BSFT

Control Group
15 patients
Treated as usual

1st assessment
before the
intervention

1st assessment

2nd assessment
after the 5 sessions of 2nd assessment
BSFT 3 months later

3 months later

Figure 1. Experimental design.



e Scaling Questions (patients are asked to place them-
selves on a scale where 0 is the least desired condition,
and 10 is the most desired outcome)

e [dentifying the change (patients are asked how will
they and their environment know that a one-point
change will have occurred)

e Coping questions are made when a patient has diffi-
culty shifting into a solution-building context, e.g.,
“Given all that you say is happening in your life, what
do you do to just make it through each day?”).

By asking these kinds of questions the therapist keeps
the focus on effective solutions so the patient begins to
identify them.

Subsequent sessions: at the end of each session, the
next session is scheduled, giving patients the chance
to choose to wait 2 or 3 weeks. Each session usually
begins with the question “What is better?”, to assess
their current state and plan the next steps. At the end
of each session the therapist praises everyone and
provides further encouragement with phrases such as
‘Do more of what is working already’ or It is time to try
something different’ helps to maintain change after
the session.

Data analysis

Preliminary analyses compared the two groups on
demographic and clinical characteristics using ANOVAs
for continuous variables and the chi-square test of in-
dependence for categorical variables. The first research
question was assessed through two-way mixed ANOVAs
on each of the 10 FES subscale scores and BPRS scores
with the group as a between-subjects variable and time
(Time 1, Time 2) as the within-subjects variable. The sig-
nificance level was set at 0=0.05/11=0.0045 (Bonferroni-
adjusted for 11 tests). The second research question
evaluates the association (linear and/or quadratic) be-
tween change in BPRS score (Time 2 minus Time 1) and
corresponding changes on each of the FES subscale
scores (intervention group only). Additional analyses as-
sessed the association (linear and/or quadratic) between
family characteristics at Time 1 and intervention-related
change in psychosis symptoms.

Results
Preliminary analyses

The two groups were comparable in age (p=0.7), iliness
duration (p=0.6), sex (p=0.2), marital status (p=0.8), num-
ber of hospital admissions (p=0.2), and the BPRS score
at baseline (p=0.15). Moreover, none of the intervention
and control group patients required hospitalization or
attempted suicide during the project or required a sub-
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stantial change in the type or dose of the psychotropic
medication.

Impact of intervention

Significant interactions between Time and Group
were found on 4 FES subscales: cohesion/expressive-
ness (F[1,28]=11.28, p=0.002), conflict (F[1,28]=38.60,
p<0.001), organization (F[1,28]=10.52, p=0.003), and
control (F[1,28]=9.34, p=0.005) and on BPRS score
(F[1,28]=93.11, p<0.001). As shown in table 2, posthoc
comparisons (at Bonferroni-adjusted a=0.05/11=0.004)
confirmed that the two groups did not differ at Time 1
(p>0.2) with the exception of a marginally significant
trend for higher scores in the Intervention group on the
Conflict (p=0.075) and Active-Recreational Orientation
subscales (p=0.03). Corresponding comparisons be-
tween groups at Time 2 revealed that the Intervention
Group scored higher than the Control Group on
Cohesion (p=0.004) and Active Recreational Dimension
(p=0.001) and lower on the Conflict FES subscale
(p=0.001) and BPRS (p<0.001).

Importantly, the Intervention Group scored low-
er at post- as compared to pre-intervention in the
Conflict subscale (p<0.001; Cohen’s d=3.0), whereas
considerable, marginally significant changes were also
found in the Cohesion (p=0.01; Cohen’s d= 0.8), Active
Recreational Dimension (p=0.05; Cohen’s d=0.44), organ-
ization (p=0.01; Cohen’s d=0.63), and Control subscales
(p=0.015; Cohen’s d=0.5). In addition, the Intervention
Group scored lower on the BPRS (p<0.001; Cohen’s d=
3.3) after the 5 sessions. In contrast in the control group,
during the same time interval, FES and BPRS scores did
not change at a statistically significant level (p>0.09 in
all cases).

Predictors of response to intervention

Correlational analyses failed to reveal significant asso-
ciations between the degree of reduction in BPRS score
and clinical (illness duration, number of relapses prior to
intervention) or family function characteristics (r<0.32,
p>0.2). There was, however, a large-size, negative corre-
lation between Intellectual Cultural Orientation subscale
scores at Time 1 and the magnitude of symptom reduc-
tion between Time 1 and Time 2 (r=-0.611, p=0.015) and
a modest-size positive correlation between the Conflict
subscale score at Time 1 and BPRS reduction (r=0.413).

Discussion

This preliminary study investigated the efficacy of
BSFT in patients with schizophrenia combined with
medication, a topic that has received little systemat-
ic research.?® The main finding of the study suggests
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Table 2. Scores of the Intervention and Control groups on BPRS and each of the 10 FES subscales at Time 1 and Time 2

Time 1 Time2 P values

Group 1. Intervention 2. Control 3. Intervention 4, Control Tvs2 3vs4 2vs4 1vs3
BPRS 55.3 (10.8) 61.4(11.9) 28.8 (4.5) 62.7 (9.9) 0.1 <0.001 04  <0.001
Cohesion 34.2 (17.6) 29.8 (19.7) 47.0 (16.5) 27.3(18.2) 0.5 0.004 0.09 0.01
Expressiveness 35.7 (9.6) 34.7 (13.4) 35.5(10.2) 34.2 (13.1) 0.8 0.7 0.6 0.9
Conflict 63.5 (13.5) 53.9 (14.9) 39.5 (4.8) 53.9 (13.9) 0.075  0.001 09  <0.001
Independence 25.5 (20.4) 33.0 (13.7) 30.1 (21.5) 31.9 (13.8) 0.3 0.08 0.1 0.1
Achievement Orientation 45.3 (16.0) 46.0 (13.9) 48.2 (13.7) 45.5 (14.4) 0.8 0.07 0.7 0.2
Intellectual-Cultural Orient. 40.5 (16.4) 31.7 (11.0) 43.2 (15.7) 31.6 (11.4) 0.1 0.027 0.9 0.1
Active-Recreational Orient. 38.5 (12.9) 294 (8.4) 43.8 (11.9) 294 (8.4) 0.03 0.001 0.9 0.05
Moral-Religious Emphasis 52.3(12.2) 51.4 (13.8) 53.4(12.8) 51.0 (13.4) 0.8 0.6 0.3 0.4
Organization 51.7 (11.8) 53.6 (10.8) 58.0 (9.9) 529 (11.3) 0.7 0.2 0.1 0.01
Control 64.5 (12.9) 61.9 (10.2) 59.5 (9.6) 62.7 (9.5) 0.6 0.3 0.1 0.015

Abbreviations; FES: Family Environment Scale; BPRS: Brief Psychiatric Rating Scale. Note: Values are means (SD). Significant posthoc

tests (p<0.004) are shown in bold

that BSFT can have a positive impact on serious mental
health illnesses®’3® such as schizophrenia, at least in pa-
tients who are stable under psychotropic medication.
To our knowledge, the significance of intervening in
family characteristics via BSFT has been shown in one
other study** which also used the FES.?' Five patients
with schizophrenia and their families each received five
BSFT therapeutic sessions in combination with psycho-
tropic medication, while patients and their families in
the control group underwent standard psychiatric care.
Following the intervention, significant changes were
found in expressiveness, active-recreational orientation,
and moral-religious emphasis. The efficacy of BSFT has
also been shown in a case-study reporting reduction of
depressive and anxious symptomatology to subclinical
levels, in a patient diagnosed with paranoid schizophre-
nia. Failing to observe changes in either symptom sever-
ity or patient-rated family function characteristics over
time, in the present study, in the control group of pa-
tients receiving standard care, i.e., psychotropic medica-
tion and regular visits to their psychiatrist lends further
support to the specificity of the effects of BSFT.

A secondary finding of the present study is that the re-
duction in symptom severity (observed solely in the in-
tervention group) was paralleled by concomitant chang-
es in self-rated family function characteristics. Thus, the
reduction of “conflict” and improvement of self-rated
cohesion in the family following BSFT, were related to
the reduction of psychopathology at the patient level.
The small sample size and the lack of additional longi-
tudinal measurements on the key study variables (FES
subscales and BPRS) render any inferences regarding

causality untenable. One possibility is that the systemic
intervention directly impacted several patient-reported
family function characteristics, mitigating psychopatho-
logical processes (and symptom severity). This notion
is consistent with previous reports that patients with
schizophrenia, who experience high levels of criticism
from relatives, experience more severe positive symp-
toms.'®4% Moreover, the risk of relapse for patients with
schizophrenia who live in highly expressed emotion en-
vironments (criticism is one of the three characteristics
of expressed emotion)*' is more than double compared
to patients who live in low-expressed emotion environ-
ments.*? It is also well established that Global Properties
of the family system, i.e., conflict and cohesion, are relat-
ed to the onset and/or relapse of patients with schizo-
phrenia.® Specifically, patients who report poor levels of
cohesion in their family have greater symptomatology,*
whereas patients who report greater levels of family
cohesion feel less distressed,’ and high levels of fami-
ly cohesion seem to protect against psychosis.** Within
the systemic framework, however, bidirectional causal-
ity may also take place, whereby a reduction in psychi-
atric symptoms can further change patient perception
regarding their family characteristics.

Regardless of the direction of effects that took place
during the intervention period, the associations found
between global family properties and BPRS score sug-
gest that patients who benefited most from the inter-
vention were those who experienced greater family dys-
function at baseline (as indicated by higher self-rated
conflict and lower intellectual cultural orientation). An
important component of the BSFT therapeutic method



is that the patients with schizophrenia were encouraged
to express themselves and talk more about solutions
for their difficulties than for the difficulties per se. Any
problems resulting from the illness “were externalized”,
giving patients the opportunity to use available resourc-
es and better manage such problems. This is consistent
with bidirectional causality between psychopathology
and functionality in several aspects of family life. On the
other hand, the control group receiving standard care,
did not experience changes in family environment char-
acteristics or symptom severity. This is an indirect indi-
cation that any changes in the intervention group were
due to the BSFT sessions which when added to medica-
tion and social treatment modalities, can further reduce
the psychopathology score and improve the family cli-
mate.

Finally, we did not observe any significant changes in
the BPRS score in the control group between baseline
and follow-up. Possible explanations are the very short
follow-up period (3 months) and the fact that all partici-
pants were psychiatrically stable and regularly followed
up by their physicians for at least one 3 months prior to
inclusion in the study.

A crucial limitation concerns the small size of the
two groups, which renders the generalization of the
results problematic and limits the statistical power of
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2uvtoun Eotiacpévn otn Avon Ogpamneia otn oxi{oppéveia:
Mia MPOKATAPKTIKNA HEAETN TWV OIKOYEVEIAKWV
XAPAKTNPIOTIKWYVY Kal TnG Yuxomaboloyiag

EAévn I. AiBaliwTn,’ Mavayiwtng Zipog,? Mapia Mmndota,? AAé€avdpoc N. Bydvtlag?

"Yuxiatpikry KAwvikn, Mavemotnuiaké leviké Noookoueio HpakAgiou Kpritng, Kontn,
2Tunua Yuxiatpiknig, latpikn ZxoAn, Mavemotriuio Kpritng, HpdkAsio, Koritn

IZTOPIKO APOPOY: MapaAripbnke 27 lavouapiou 2022/AvabewpriBnke 12 Mdiou 2022/AnpoactelBnke Alodiktuakd 19 louhiou 2022

NEPIAHWH

H oikoyevelakn Bepamneia éxel Bpedei va ival amOTEAECUATIKN OTNV AVTIMETWTTION TNG OXI{0PPEVELAG KAl cupTTEpIAapBaveTal
oTtic S1ebveic katevBuvTApleG 0dnyiec we Bepameia ekAoynC. AVOOKOTIOEIC EPELVWV KATOAYOUV OTL N OIKOYEVELAKN Bepa-
meia umopei va cUUPBAAEL 0TN HEIWON TWV UTTOTPOTIWV TNG VOOOU, OTAV TA CUPTITWHATA Eival O UQECN UTIO QAPPAKEUTIKN
aywyn, L€ TN PEIWON OIKOYEVEIOKWY TTAPAYOVTWY TTOU cuvdEovTal e TNV UTTOTPOTTH. O OKOTTOC TNG MAPoUoag HEAETNG ATAV
va e€eTaoTel N amoteAeopaTIKOTNTA TNG Z0UVTOUNG, EoTiaopévng otn Avon, Ogpaneiag (BSFT) oe aoBeveic pe oxil{oppévela,
eoTialovtag otnv emidépaon aAAAywWV O€ OIKOYEVEIAKA XOPAKTNPIOTIKA, OTIWE N CUVOXK], Ol GUYKPOUUTELG, N opydvwaon Kal o
€\eyxog, otn Baputnta NG Yuxomaboloyiag. MeAetriBnkav 30 acBevei pe oxi{o@pévela, ol omoiol KataveurBnkav Tuxaia
otnVv opdda mapéuBaong Kat oTnv opdda eAéyxou. H oudda mapéupaonc §éxOnke tn BSFT ev n opdda eAéyxou ouvéxioe
pe Tn ouvnOn Bepameia. H BSFT gival pia YuyxoBepameuTiki pooéyylon mou e0TIAlel 0To péANOV, evBappUVEL TOUG aoBeveig
va «UIAoLV yia aAhayr» avti va «giAolv yia To PORBANUa» Kal ETONG Yl OTIYMEG TTOU €XOUV KATAQEPEL UIa EMITUXN AUON.
MpaypatomoiBnkav 5 cuvedpieg o SlAcTNUA 3 PNVWV. Ta OIKOYEVEIAKA XAPAKTNPIOTIKA, CUUOWVA UE TOuG acBeveig, alo-
AoyriBnkav pe Tn Family Environment Scale (FES) kat n yuyxomaBoloyia pe to epyaleio Brief Psychiatric Rating Scale (BPRS). Ot
SU0 ouddec bev SiEpepav oTnV NAIKIA, To GUAO, TOV APIOUO TWV LTTOTPOTIWY, TOV APIBUSG VoonAelwy Kal ot Babuoloyia otnv
KAipaka BPRS katd tnv évapén tng HEAETNG. XTO TENOG TNG MAPEUPBACNG, CUYKPLTIKA UE TO onueio évapéng, mapatnenOnke
peiwon tng Babuoloyiag otnv KAipaka BPRS (p<0,001), evi) otnv opdda eAéyxou dev mapatnernbnkav oTATIOTIKA ONUAVTIKEG
aANay£EG CUYKPITIKA HE TNV évapén TnG MEAETNG. Emiong, peTd TNV mapéufacn, otnv opdada mapéufBaong, Kat GUYKPITIKA UE TNV
évapén kat tTnv opdada eAéyxou, onUEIWONKE Peiwon Tou emméSou ouyKpouoewv (p=0,001), kat abénon TNG CUVOXNG KAl TNG
EKQPAOTIKOTNTAC (p=0,004) KaBw¢ Kal Tou MpocavaTtoAlopol ot dpdon (p=0,001) cUUPEWVA UE TNV EKTIUNGCN TWV ACOEVWV.
MapdAAnAa, autd Ta TPOKATAPKTIKA EVPAUOTA CUVIGTOUV OTI N BSFT pumopei va cupAalel otnv aAAayr Twv ISIOTHTWY TOU Ol-
KOYEVEIOKOU CUGTAMATOG KAl CUYKEKPIUEVA TNG GUVOXIG, TWV CUYKPOUCEWY, TNG 0pYyAvwaong Kal TOU EAEYXOU, KAl EV TENEL OTN
Ueiwon Tng Yuxomaboloyiag Tou aoBevouc.
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