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2TiyMa

[TTwYN ouvepyaaoia UeE TOV WPUXIATPO KAl TIC UTTNPECIEC
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EANITING evnuUEPWON KAl EKTTAIOEUCN YIA TN VOOO KAl TN
Oepartreia TNG

Mn karavonon TnG euong TG vOOOouU
Mn aTTOTEAECUATIKA PAPUOKA
Meiwpévn evalobnaoia Kal kpion

AT16 John Talbott oo «Schizophrenia: Breaking Down the Barriers» 1996



From Noncompliance to Collaboration

in the Treatment of Schizophrenia

Patrick W. Corrigan,
Psy.D.

Robert Paul Liberman,
M.D.

Jeremy D. Engel, B.A.

Although effective treatment for
schizophrenia is available, pa-
tients' compliance with treatment
prescriptions is notoriously poor.
The authors reframe compliance as
a collaborative relationship in
which both the patient and prac-
titioner assume responsibility for
producing a treatment regimen to
which the patient can adbere. Bar-
riers that prevent a partnership in
treatment may be related primari-
ly to treatment techniques, to char-
acteristics of the patient and bis
family, to the patient-clinician re-
lationship, or to the treatment de-
livery system. A comprebensive ap-
proach to addressing these sources
“of noncompliance includes specific
skills that can be acquired by the
patient, family members, and the

P:acti.tfane r.
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be noncompliant within the first year
of treatment, and 74 percent within
the first two years (17).

Medication compliance is unsatis-
factory even on inpatient units (18).
Van Putten and his colleagues (19)
found that inpatients’ compliance
with antipsychotic medication is as-
sociated with the subjective effect of
the drug. Sixty-two percent of
schizophrenic inpatients who be-
came dysphoric with medication ul-
timately refused further drugs, while
only 11 percent of medicated pa-
tients who were syntonic failed to
comply.

Adherence to specific treatment
plans can be closely monitored in in-
patient settings, and patients can be
prompted to take medication if they
fail to do so on their own. In addi-
tion, the close observation made
possible by the high staff-to-patient
ratios in these settings can help over-
come noncompliance among pa-
tients who have a negative subjective
response to antipsychotic drugs (20).
Even though compliance is obvious-
lv farilitared hv innarienr rrearmenr

November @ Vol. 41

While data on the compliance of
schizophrenic patients with psycho-
social programs are limited, poor ad-
herence may be inferred from
dropout rates of 18 to 40 percent
found in investigations of psycho-
social interventions (27-34). Simi-
larly, 29 percent of the patients in a
study of a vocational day treatment
program refused to join the pro-
gram, while another 32 percent
dropped out before half of the treat-
ment sessions were completed (35).

Most accounts in the literature
portray the patient’s adherence to
treatment in terms of compliance by
the patient rather than collaboration
between the patient and the clini-
cian. This representation perpet-
uates the misconceptions that ad-
herence derives primarily from cthe
patient’s motivation or resistance
and that the clinician is powerless to
affect the patient’s behavior. Rather
than wviewing the schizophrenic
patient as a passive receptacle for
treatment, the therapist can mobilize

the patient to cooperate in a partner-
lil'li'l'\ il'l rrearment :'II'II" can Ehﬂl‘P W|I'h

No. 11

1990



Table 1

Barriers to patient collaboration in treatment and corrective measures

Barrier

Corrective measure

Treatment techniques

Side effects

Complex treatment regimen

Long-term treatment

Use low-dose medication for maintenance.

Prescribe medication to treat side effects.

Titrate medication to minimum optimal dose.

Reframe side effects as signs that the drug is working,

Teach patient to keep adiary for tracking side effects.

Educate pacent about side effects and their management.

Ask patient to repeat back written and spoken instructions.

Use simple words.

Increase complexity of treatment in stepwise increments,

Enlist patient participation in creating the treatment regimen.

Use stimulus control to remind patient to take medication,

Teach family members or caregivers to mediate in reinforcing compliance.
Insticute treatment holidays.

Administer medication intermittently, when symptoms of relapse occur.




Panient characteristics
Cognitive disorganization

Ignorance about dlness

Facalistic attirude

Secondary gains from psychosis

Minimize complexity of treatment regimen.

Use telephone calls, compartmentalzed pill boxes, and other stimuli o remind patient
to take medication.

Use cognitive rehabilitation techniques to improve patient thought disorder.

Teach self-monitoring techniques to patient.

Enlise caregivers'assistance in monitoring paient compliance.

Teach patient about the biomedical nature of mental lness and its relation to stress

Use cognitive restructuring techniques to enhance learning

Offer destigmatzing analogies to other diseases,

Teach patient aboutthe long-term normalizing outcomes of llness.

Use cognitive restructuring techniques to enhance change in artitude.

(sive padentincreased control in goal setting, administration of medication, and psycho-
social treatmens,

Use paradoxical interventions such as contingency contracting

Build therapeutic relationship s a lever to change.

Help the patient sample reinforcers of behaviors that compete with psychosis

Enlis significant others as mediators




P
[gnorance about benefits of Encourage family participation in psychoeducation and support groups.

treatment
Unrealistic expectations Encourage family to paricipate in psychoeduction, survival skills raining, and training in
communication and problem solving,

[f other strategies fail suggest a constructive separation of patient from the family.
Indifference Promote family education to galvanize social support for patient
[dentify reinforcers, such as decreased family chaos, to motivate family involvement.

Teach panent to improve relationship with family.




Clinician-patient relationship
Clinician believes patient has Learn about practical modes of rehabilitation,

poOr prognosis
Consult professional role models.
Ask the patient and family members about their aspirations.

Clinician has aversive inter- Obtain training in counseling skills.
personal style

Clinician ignores patient's dissatis-  Learn about the impact of side effects and how to manage them.
faction with treatment




Treatment delivery system
Aversive clinic setting Improve clinic decor and ambience.

Offer coffee or other refreshments.
Encourage clerical staff to be pleasant.

Long waits at clinic Maintain realistic appointment schedule.
Remind patient about appointments,
Lack of coordination in treatment  Use case managers and continuous treatment teams to coordinate services,
delivery system




Table 2
Skills and goals of training in medication and symprom management for chronic
schizophrenic patients

Skill

Goal

Medicarion management *
Obraining informartion abour anu-
psychotic medication

Self-administering medicarion and
evaluaring the effect of medicarion
Identifying side effects of medication

N egortiating medication issues with
health care providers

Learning about long-acting, injectible
medication *
Symptom management
Identifying warning signs of relapse

Managing warning signs
Coping with persistent symptoms

Avoiding alcohol and streer drugs

To understand how andpsychotic
drugs work, why maintenance drug
therapy is used, and whar benefits
resulr from raking medication

To learn appropriate procedures for
taking medication and evaluatng
responses to medication daily

To learn the side effects thar some-
times result from taking medication
and what can be done to alleviate
these problems

To practice ways of geting assistance
when problems occur with medica-
tion—for example, how to call the
hospital or docrtor and how to report
symproms and progress

To understand the effects of this type
of drug administration

To learn how to identify and monitor
personal warning signs wicth assis-
tance from others

To learn specific techniques for manag-
ing warning signs and to develop an
emergency plan

To learn how to recognize persistent
symproms and to use techniques for
coping with them

To learn the adverse effects of alcohol
and illicit drugs and the benefits of
avoiding them
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Abstract: Nonadherence with medication occurs in all chromic medical disorders. [t 15 a
particular challenge in schizophrenia due 1o the illness’s association with social isolation,
stigma, and comorbid substance misuse, plus the effect of sympiom domains on adherence,
including positive and negative symptoms, lack ol insight, depreéssion, and cognitive impainment.,
Monadherence lies on a spectrum, is often covert, and is underestimated by clinicians, but affects
more than one third of patients with schizophrénia per annuwm. It increases the risk of relapse,
rehospitalization, and self-harm, increases inpatient costs, and lowers gquality of life. It results
fromm multiple patient, climician, illness, medication, and séervice factors, but a useful distinction
1% between intentional and uninténtional nonadherence, There is no gold standard approach to
the measurement of adherence as all methods have pros and cons, Interventions 0 improve
adherence include psychoeducation and other psyvchosocial interventions, antipsyvchotic long-
acting injections, electronie reminders, service-based interventions, and financial incentives,
These overlap, all have some evidence of effectiveness, and the intervention adopred should be
tailored o the individual. Psychosocial interventions that utilize combined approaches seem more
effective than unidimensional approaches. There is increasing interest in electronic reminders
and monitoring systems to enhance adherence, eg, Short Message Service text messaging and
real-time medication monitoring linked to smart pill containers or an electronic ingestible event
marker, Financial incentives to enhance antipsychotic adherence raise ethical issues, and their
place in practice remains unclear. Simple pragmatic strategies to improve medication adherence
include shared decision-making, regular assessment of adherence, simplification of the medica-
tion regimen, ensuring that treatment is effective and that side effects are managed, and promoting
a positive therapeutic alliance and good communication between the clinician and patient. These
elements remain essential for all patients, not least for the small minority where vulnerability
and risk issue dictate that compulsory treatment is necessary to ensure adherence.
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Effect on treatment
and services

Increased:

* Hospitalization Effect on patients

* Qut-pt appointments

» * Impaired functioning
* Crigis attendances + Decreased Qol

Unrecognized N dh + Self-neglect
" onadhesrence + Sell-ham

nonadherence
* Agaression
* Unnecessary 9

medication changes + Substance misuse

. . * Vulnerability
* Incorrect diagnosis

of treatment
resistance

Persistent

symptoms

Consequences of nonadherence to antipsychotic medication.



lliness factors
= Insight
= Cognitive impairment

= Positive and negative
symptoms

= Depression

= Substance misuse

Physician/service
factors

= Therapeutic alliance
= Communication
= Ease of access

« Clinician attitudes to
medication

Medication factors
Effectiveness
Side effects
Dose frequency
Formulation
Financial cost to patient
Co-prascribed drugs an

 Facrors associated with nonadherence.

. DISCI'IEFQE plannlng Nonadherence l:umple:r.ity of rﬂgil‘l‘l-ﬂﬂ
= Communication P e ORI
between services B -
Caregiver factors Patient factors
- :-:ttimdas to medication and - Past history of adherence
P = Attitudes to medication and
= Ability to supervise/remind illness
patient about medication
- Stigma
- Stigma




NMAPAMETPOI NOY EXOYN 2ZXEZH ME THN
«ZYMMOP®Q2H»- EMMNOAIA 2TH OEPATEIA

ZXETI{OHEVEG HE TOV AOCOEVN
> H Bswpnon Tou aoBevoug yia Tnv TTAONo1 Tou, atrodoxr, OTACEIC, OTiyUA
> [lapeABouoa euTTEIpia «CUPHMOPPWONG»
ZXETI{OHEVEG HE TNV OIKOYEVEIA/ PPOVTIOTES
> 2TAOEIC ATTEVAVTI OTA APUAKA KAl 0Tn VOOO, IKAVOTNTA UTTEVOUUIONG, OTiyua
ZXETI(OHEVEG HE TNV ACOEvEIa
- Evaiobnoia, yvwolakd eAAgipata, TUTTOC CUUTITWHUATOAOYIOC
> Aldpkeia vooou, Xpron ouciwy, KatabAiyn
ZXETI(OHEVEG HE TNV AVTIYUXWOCIKN aywyn

> AvetmIOuuNTEC eVEPYEIEG, ouXVOTNTA dOONG, TPOTTOC XOpPrynong,
ATTOTEAECHATIKOTNTA

> [NapeABouoa gutreipia attod TN AqWn Twv QAPUAKWY, OTiYUO
ZXETI{OHEVEG HE TOV YUXIATPO/ UTINPECIEG

> [NpooBaciudoTnTa

> [leplopiouévn evouvaiobnon, ©@epaTreuTIK 2Udpaxia

> EANNTIAG emTeCnynon / ¢TWXN ETTIKOIVWVIA, OTACEIC ATTEVAVTI OTA QAPHAKA



OEPANEYTIKH ZXEZH

XapaKTNPIOTIKG TOU OeparmreuTn
- [1poodokieg
- ETmKoIVWwVIOKES OECIOTNTEC
- lNpoowTkdéTNTA
- EvouvaioBnon
- KaBodryiynon

- XapaKTnpIoTIKA TOU aoOevn

- Al01000¢ia yia TNV aTTOTEAEOUATIKOTNTA TNG BepaTtreiag
- KivnTpo
- EATTida
- Kolvwvikni UTtooTApPIEN

XapakTnpIioTIKa TnG Oepanciag - mapeéufaong
- O poAo¢ TG WuxoekTraideuong



H AZIA THZ OEPANEYTIKHZ ZXEZHZ




H OEPANEYTIKH ZXE2ZH ANAAEIKNYETAI

O atrapaiTNTOG AYVOOUMNEVOG KPIKOG
OVANECO OTO (PAPHAKO KOl TOV aoOevn

Malatee et al., Arch Psychiat Nursing, 2011
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Nonadherence with antipsychotic
medication in schizophrenia: challenges 2014
and management strategies

Interventions to improve adherence include
psychoeducation and other psychosocial interventions,
antipsychotic long-acting injections,

electronic reminders,

service-based interventions,

and financial incentives

The intervention adopted should be tailored to the individual

Combined approaches seem more effective than unidimensional approaches

Simple pragmatic strategies to improve medication adherence include
shared decision-making,

regular assessment of adherence,

simplification of the medication regimen,



Table | Methods of assessing medication adherence

Objective adherence Subjective adherence
measurement measurement
Medication container with Clinician’s view on adherence (often

electronic monitoring, eg. MEMS  based on therapeutic response and

Pill count side effects)

Biological markers Patient or key other report®
Observed intake Patient diary of medication intake
Medication possession ratio Questionnaires, eg, DAI, MARS

Medication plasma level
Electronic ingestible event

marker

Note: *Patient, case manager, other health care professional, next-of-kin, or carer
are asked to estimate the adherence of the patient.

Abbreviations: MEMS, Medication Event Monitoring System; DA, Drug Attitude
Inventory; MARS, Medication Adherence Rating Scale.



AOIol MH IKANOINOIHZHZ TQON AZOENQON
AINO TON WYXIATPO

- OEV A@PIEPWOE APKETO XPOvo (52%)
- Ogv pE KaTAaAaBe (49%)
- Ogv Hou €€Rynoe Ta eappaka (40%)
- Ogv £DWOE ONUACIa OTIGC AVNOUYXiEg Mou yia Ta eapHaka (40%)
- Ogv pME @povTIoE (39%)
- Ogv pe ogfaoTnke (32%)

- Oev €EEAafe cofapda To TTPORANUG pou (21%)

Colom F. et al., J Clin Psychiat, 2000; Adherence to long term Therapies, WHO, 2003; Masand P and Narasimhan M.
Current Clinical Pharmacology 2006; Baldessarini et al., Hum Psychopharmacol, 2008
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NMEMOIOHZEIZ TON WYXIATPON IryeQ
ANO TH «ZYMMOP®OQ2 H»

131 wuyiarpol kKai 429 aocBOeveig pe AA

NMolo MooooTO aCOevWY oag Oewpeite 0TI dEV Maipvel Oepaneia;
Antavrnon Wuyiarpwyv : 6%

MpayuarikoéoTnra 1 34% TWwWV aoBsvwv SRAwoav oT1 dev
Tmaipvouv Tn Ogpaneia Toug

(Baldessarini et al., Hum Psychopharmacol, 2008)
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HETAKIVNION dmé TNV damAn mapoxn
EVNHEPWONG OE HIA OAOKANPWHEVN
EKTTAIOEUTIKN] KAl WUXO0OEPATTEUTIKN

MAAT@OPHO TOU Vva aAAalelr TN
CUHUTTEPIPOPA...uuus-s






2TIFMA: OPIZMOz

«EVTOova HMEIWTIKOG XUAPAKTNPICHOG TIOU
a1rodIiOETOI OE KATTOIOV KOl O1TrO TOV OTroio

gival TOAU OUOKOAO va amaAAayei, Tou
OTEPEI TO OIKAIWMA TNG TTANPOUS KOIVWVIKAG
a1TodOXNG KOl TOV aVOYKA{El VO KPUWEL TNV
aiTia TTOU TTPOKOAEI OuUTH TNV

AVTIMETWITION.»

(Goffman 1963)
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2TIFMA KAI NOZOAOTrIA

2& OIAQPOPES ETTOXEC KOl KOIVWVIEG, TTOIKIAO ATAV TO
OUMTITWHOTO KOl Ol VOOOI TTOU TOUG Eixav atrodolei
MEIWTIKOI XOPOKTNPIOHOI.

“ZTiypartidovrav”’ dlaTtapaxéc peE “opatd onuadia’

Qupuartiwon Kapkivog
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Tooecg AECelC...

" Tooec I10TOPIEC, MO TIAVTA O I0I0C
TTPWTAYWVIOTNC. O MIOOUEVOC, 0

aTTORANTOC, 0 XTIKIQOOUEVOC, 0
ETTIKIVOUVOG, O PUTTAPOC, O aKaBapTtog, o
OTIVMOTIONEVOC, 0 LUOAEUEVOC, 0

QAMNOPTWAOC, O  vekpolwvTavoc, 0
KATAPOMEVOC, O ATTOOIOTTOMTIAIOC TPAYOC,
O BPWWMIKOC, O EKAUTOGC, O avwuaAog, O
BPWUEPOC, O Trapiac, o atolAnTog, o
AWPROC.. TOOO COOEPA AECEWV KI OPWC OEV

(ODTAN/CL \/OY VinNnersect T dnARA TNy AatiAaQcioy



= O WHO kai n WPA €xouv XOpPOKTNPIOElI TO OTIYNO WG
«HEYIOTN TMPOKANON» YIA TIG UTTNPECIES WUXIKAG

uyeiag
(WHO 2001, WPA 2004)

* To KOIVWVIKO OTiyMa aTroTEAEI TO BACIKOTEPO EHTTIOOIO
OTNV TMAPOXN EMAPKOUC WYUXIATPIKNG PPOVTIOAG
KOl TNV TTOPOXN AamMOTEAECHATIKNG Oepaneiag

(WHO 2001, Sartorius 2002)

" AVOOKOTTNON EPEUVWYV KOTAOEIKVUEI TTWG TO OTIYMO
ammoteAei  Paocikd6 gumoédio orTnv avaliTnon
BonOBsiac.

(Clement et al., 2015)
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«Ymdapyouv mAéov amrodeileig yia TNV TOSIKNA emidpaon Tou
OTiYMOTOG TTOU OUVOOEUEI TIG YUXIKEG VOOOUG...
‘ETo1, apkeToi aoBeveic amro@euyouv va {ntrjoouv Bondsia.»

H TaptréAa Tou «puxao0evoug» KAVEl TO ATOMO va KAOUOTEPEI TRV
ETTICKEWPN OTOV £I0IKO YIO HAVEG, XPOVIA I ETT° AOPIOTOV, KATI TTOU ME TN
oEIPA TOU KOOUOTEPEI ONUAVTIKA TN BepaTreia.

(Clement et al., Psychological Medicine, 2015
“What is the impact of mental health-related stigma on help-seeking?
A systematic review of quantitative and qualitative studies”)



2TPATHIIKEZ IN'A THN
KATAMNMOAEMHZzH TOY 2TIFMATOZ

Evnuépwon
AlapapTupia

EkTtraidoguon

Etra@n pe Tov puxikad aocBevin

2uvnyopia

(Warner 2000, Corrigan & Lundin 2001, Corrigan et al. 2005)
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ABSTRACT
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Barrier

Delayed treatment seeking for people experiencing symptoms of mental illness is common despite
available mental healthcare. Poor outcomes are assodated with untreated mental illness and caregivers
may eventually need to seek help on the service user's be half. More attention has recently focused on the
role of stigma in delayed treatment seeking. This study aimed to establish the frequency of stigma- and
non-stigma-related treatment barrers reported by 202 service users and 80 caregivers; to compare
treatment barriers reported by service users and caregivers; and to investigate demographic predictors
of reporting stigma-related treatment barriers. The profile of treatment barriers differed between service
users and caregivers. Service users were more likely to report stigma-related treatment barriers than
caregivers across all stigma-related items. Service users who were female, had a diagnosis of
schizophrenia or with GCSEs (UK qualifications usually obtained at age 16) were significantly more
likely to report stigma-related treatment barrers. Caregivers who were female or of Black ethnicities
were significantly more likely to report stigma-related treatment barrers. Multifaceted approaches are
needed to reduce barriers to treatment seeking for both service users and caregivers, with anti-stigma
interventions being of particular importance for the former group.

@ 2015 Elsevier Ireland Ltd. All rights reserved.




ABSTRACT

Delayed treatment seeking for people experiencing symptoms of mental illness is common despite
available mental healthcare. Poor outcomes are associated with untreated mental illness and caregivers
may eventually need to seek help on the service user's behalf. More attention has recently focused on the
role of stigma in delayed treatment seeking., This study aimed to establish the frequency of stigma- and
non-stigma-related treatment barriers reported by 202 service users and 80 caregivers; to compare

treatment barriers reported by service users and caregivers; and to investigate demographic predictors
of reporting stigma-related treatment barriers. The profile of treatment barriers differed between service

users and caregivers, Service users were more likely to report stigma-related treatment barriers than
caregivers across all stigma-related items. Service users who were female, had a diagnosis of
schizophrenia or with GCSEs (UK qualifications usually obtained at age 16) were significantly more
likely to report stigma-related treatment barriers, Caregivers who were female or of Black ethnicities
were significantly more likely to report stigma-related treatment barriers. Multifaceted approaches are

needed to reduce barriers to treatment seeking for both service users and caregivers, with anti-stigma
interventions being of particular importance for the former group.
© 2015 Elsevier Ireland Ltd. All rights reserved.
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A systematic review of the implementation
of recommended psychological interventions
for schizophrenia: Rates, barriers, and
improvement strategies

Paul Ince, Gillian Haddock® and Sara Tai

School of Psychological Sciences and Clinical Psychology Deparument, Manchester
Mental Health and Social Care Trust, University of Manchester, UK

Purpose. A systematic review of the litemature exploring if the UK. recommendations
for psydhological interventions for schizophrenia were being met was carried cut. Rates
of implementation for cognitve behavioural therapy (CBT) and family intervention {Fl1)
were compared. The barriers againstimplementaton and desoibed stoategies aimed at
improving implementation were reviewed.

Methods. A literature search of electronic bibliography databases (Pspchinfo, Medline,
Pubmed, AMED, CINHAL, and EMBASE), reference and citation lists, the Evaluation and
Reviewof NICE Implementation (ERMIE) database, a manual search of Clinical Psychology
Forum, govermmen@l reports, charity, and service user group reports was conducted.
Results. Twenty-six articles met the inclusion criteria, | | provided da@m on implemen-
tation rates, |3 explored the barrers toimplementation, and 10 gave information about
improvement strategies. Rates of implementation varied from 4% vo 100% for CBET and
0% to 53% for Fl, and studies varied in the methodology used and quality of the articles.
Freviously reported barriers to implementation were found, with organisational barriers
being most commonly followed by barriers met by staff members and service users.
Implementation strategies discovered included training paclages for CBT, Fl, and
psychosocial interventions as well as empirical evidence suggestng methods for
engagement with service users.

Conclusions. Rates of implementation for CBT and Fl are s6ll below recommended
levels with wide variation of rates found. This suggest inequalities in the provision of
psychological interventions for schizophrenia are still present. Previously identified
barriers to implemen@tion were confirmed Attempted implementation strategies have
been met with modest success.

Practitioner points

= Inequalides in the provision of psychological therapies for schizophrenia persist.

» Good quality cognitive behavioural therapy and Fl training do not ensure implementation.
# Collaboration atall levels of healthcare is needed for effectve implementation.
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Stigma as a barrier to recovery from mental illness
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Advances in neuroscience, technology and research so-
phistication hawve greatly imncreased understanding of
meantal illnesses and improved the treatment of these
disorders. Howewver, there are also importamt psychoso-
cial aspects of mental illness that play a significamt role in
recovery from these conditions. One set of these factors
involves the prejudice and discrimination, often referred
to as ‘stigma’, faced by people when others learn that
they have been diagnosed with, and/or treated for, a
mental disorder.

There is a long history of research docoment ing unfavor-
able public opimdons about mental illesses, There is also
recent reseamch that demonstrates that soch megative
attitudes have been slow to chamge., Pescosolido and her
colleapunes [1] wsed the 20068 General Social Soarvey to
examdrme contemporary public attitodes towarnd mental
illmesses in the TUSA, Survev results rewvealed several
widespread negative attitodes aboot mental illnesses.
For example, 47% of respondents indicated that they would
be mmwilling: to work on a job with someomne with depres-
sion; 2% expressed unwillingoess to work with a person
withh schizophrema. In addition, a strong tendency to
assodate mental illmess with viclence was apparent.
One-third indicated a belief that those with major depres-
sion were likely to be violent towand others; B05% expected
viglence from someone with schizophrema. Furthermore,
the researchers found relatively little changre when they
comparsd the 2006 results with those obtamed from the
same survey dome 10 vears earber. Fear of those with a
peywhiatric disorder and a reluctance to engage them
social activities remaimed, despite the many Enown efforts
to mprove public understamding: that occurred durimgs the
decade between survevs.

Survey and attitede findings, however, do not capture
the actual expernence of people with mental illnesses. An
mureasing: nomber of stodies have attempted to document
those hfe experiences, amd soch stodies verify that stipma
15 a sigmficant ongomgz obstade to recovery. Surveyving
over 1400 people with mental illness diagmnoses abowut their
experiences of stigma, and followinge ap with inte rviews of
100 of the survey respondents, Wahl [5] foumsd many com-
mon and troubling: expenences. Social rejection, for exam-
ple, was a frequently reported occurrence . Individnal s with
mental illnesses reported that others avwided them once
their peychiatne disorder or mental health treatment was
disclosed. Friemds, thev said, stopped calling, neighl=ors’
wisits decreased amd social invvitations dechned, all contrib-
utitgr toan mereased sense of =olation and alienation from
their commumities. Furthbermore, Thornicrmoft and has col-
leagues [6] established that these knnds of experience occur
worldwide. Using a standardized survev instroment, these
researchers found comsistent stipma experiences across
27 countries. The most common area of problematic
experience involved making amd keepingr friends, amd
nepgotiatings sexual or intimate relationshaps.

Wahl's survey respondents also reported being devalaed
amd diminished onee their mental disorder was kooes
The v described how others o lomgrer placed the same value
on thelr opimons or their alilities, treated them as less
competent and relegated them to less important roles at
home and work. Stromg: opimions or emotions were nnheed-
ed and mmstead assumed to be smply mamfestations of
opndtive Impairment or emotional loss of control as a
result of psychiatric illness. Thornicmoft [7] has desceribed
how care providers often discourapge those with mental
llesses from pursuing emplovment or education with
well-intended protectiveness that nevertheless comeeys a
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Advances Iin neuroscience, technology and
research sophistication have greatly increased
understanding of mental illnesses and
improved the treatment of these disorders.
However, there are also important
psychosocial aspects of mental illness that
play a significant role in recovery from
these conditions.
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Stigma of Mental Illness-1: Clinical Reflections

Amresh Shrivastava®, Megan Jolmston™=, Yves Bureau™**

ABSTRACT

Although the quality and effechiveness of mental health treatrnents and services haove
mmproved greatly over the past 50 years, therapeutic revolutions in psychnairy have not
yet beent able to reduce stigma. Stigma is a risk factor leading to negative mental health
outcomes. It is responsible for freatment seeking delays and reduces the ikelithood that a
mentally ill patient will receive adequate care. It i1s evident that delay due to stigma can
have devastating consequerices. This review wnll discuss the causes and consequenices
of stigma related to mental illness.

Key Woxds: Barniers; Compliance; Intervention; Psychosis; Sclhnzophrenia; Stigma;
Treaftment

Introduction

Although the quality and effectiveness of mental health treatmnents and
services have improved greatly over the past 50 years, therapeutic revolutions
in psychiatry have not yvet been able to reduce stigma. Stigma is universally
experienced, isoclates people and delays treatment of mental illness, which in
turn causes great social and economic burden.

A study from India showed that the duration of untreated illness from first psychotic
illness o neuroleptic treatment in schizophrenia was 796 weeks (Tirupati et al., 200457T),




NMAPAMETPOI NOY AIEYKOAYNOYN TH
OEPAINNEIA THZ 2 XIZODOPENEIAZ

DapHAKEUTIK OgpaTreia Kol WUXOKOIVWVIKESG TTOPEMPRACEIS, OAICOTIKN
TIPOOCEYYION

ESaTropikeuon AWV TWV TTAPEXOHEVWYV UTTNPECIWYV

MeyioTommoinon TnG €MMAOKNG TOU aO00Oevn) Kol CEBAOCHOS OTIG
TTPOTINNCEIS KAl TIG ETTIAOYEG TOU

YTTNPECIEG TTOU TTAPEXOVTAI OTNV KOIVOTNTA

EvioXuon Twv SUVATOTATWYV - EKTAIGEUON OTIC BESIOTNTEG
Tpomomoinon Tou mePIBAAAOVTOG KAl OTHPIEN

2UVEPYOOIia ME TNV OIKOYEVEIA

KolvwVIKN UTTOOTAPISN KOl KATATIOAEHNON TOU OTiyHATOG

(Amo: Anthony, Cohen, Farkas, 1990, us rporrorroinon)
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T0 YUplspd ThG TAATNG,
0 X0G TNG Woetdq TTOU

KAELVEL.
Khelye



AKOun adlafata elval...

AUTI) TNV 0PPWOTIX OEV TNV VIKNoay mote. Aev gyel
poapuoako. Ekel €fw eywvav  MOAUTPAUUATIEC,
petpnoav mAnyec mouv oev T yvwpllov kol Ogv
néepav va TI¢ ylxTpePouv. Badleg, KOPTEPES, LE
UTTOAIKO  apuakt. Kotvouplo @opuoKl, oaviknto.
Kodapioe 10 owua tou¢ uo ot addot ndedav uia
Kadapan OlPOPETIKT), TEAEIWTIKI), VO EYEL TUVOPQ
ouykekplueva, odtaBara. Aev Bpednke diaBatriplo

yLo qUTO TA guvopa. Akoun adtaBata ival.
(aro to omiadopuAldo tou BiBAiov «Katapaueves moATelEG)
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