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REVIEW ARTICLES

RISK FACTORS FOR INVOLUNTARY

HOSPITALISATION

Radu-Mihai Piun', Alexandru Neculai Pavel, Valentin Petre Matei’

Abstract

Involuntary hospitalisation is an important but
often controversial piece in the psychiatrist's repertoire.
There are striking variations in the rates of compulsory
hospitalisation across different countries caused by legal
and cultural aspects. The general profile of involuntarily
committed patients is, however, quite constant. Severe

psychosis, particularly positive symptoms,
previous involuntary hospitalisation, lack of insight,
violent behaviour, non-adherence to treatment and police
involvement were the main clinical features correlated
with increased risk. These patients were more likely to be
male, of non-white ethnicity, migrants and facing personal
or economic hardship.

Introduction

Involuntary hospitalisation is the process by which an
individual is, for various reasons, committed in a
psychiatric unit against his or her will in order to be
evaluated or treated. The legal grounds usually involve an
immediate danger to self or others or the clear and
immediate need for treatment, with the specifics varying
from country to country. While most patients committed
against their will do show significant clinical improvement
over time, and come to see their admission as justified and
beneficial (1), the ethical aspect of this procedure remains
controversial.

The number of involuntarily committed patients varies
widely both inter- and intra-nationally, with rates as low as
18.2 per 100,000 inhabitants in Portugal and as high as 281
per 100,000 inhabitants in Austria (2). Furthermore, some
countries are reporting increases in annual IH rates
(notably England, France, Spain and the Netherlands),
while others show a constant or descending trend (Ireland,
Sweden Denmark). A 2018 study on the topic has found
that, counterintuitively, wealthier nations with high health-
care spending tend to have higher rates of compulsory
hospital admission. However, the association was small,
and the study only includes data from high-income
countries (2). The explanation is not entirely clear, and it is
plausible that this might simply be a result of better record
keeping in these countries. It is important to keep in mind
that eastern European states have markedly different
approaches to psychiatric services, with less focus on
outpatient treatment and community interventions and a
greater emphasis on inpatient, hospital based-care. There
is also very little patient data available in these countries
due to the absence of longstanding, centralised national
registries of psychiatric patients(3).

Despite the differences in legislation and hospitalisation
rates, the profile of the involuntarily admitted patient has

numerous features that are constant across various
countries and systems. The aim of this paper is to review
available data on various factors that influence the risk on
compulsory admission and to signal the need for further
high-quality studies on the topic, particularly in Central
and East European states, in order to formulate better
strategies aimed at helping high-risk patients.

Legal framework

One might be tempted to point at the various legal
frameworks surrounding involuntary commitment as a
reasonable explanation. An important counterpoint is the
fact that states with very different legal systems might
have similar rates of involuntary admission (e.g. Portugal
and Italy), while rates in countries with similar laws may
significantly differ (e.g. Denmark and Finland) (4). A
2008 analysis by De Stefano and Ducci (5) points out that
involuntary admission rates sharply increased in the
former German Democratic Republic after reunification,
stabilizing once they reached values similar to those in
former West Germany. In England, the enactment of a
new mental health act nearly doubled the proportion of
involuntary admissions over a period of 12 years. This
increase might be attributable to paradigmatic shifts in the
patterns of mental health delivery, with a tendency
towards shorter but more frequent hospitalisations. More
abstractly, this seems to reflect a worrying phenomenon
that sees IH used as a risk-management strategy rather
than a way to help an ailing patient (6). On the other end of
the spectrum, countries such as Italy and Sweden saw a
decline in IH rates following the implementation of novel
laws.

A particular legislative aspect that seems to have a
positive impact is the mandatory involvement of a family
member or legal representative in the admission process.
States that required one such party to be present or
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immediately notified upon admission had both lower
numbers and a descending trend in involuntary
hospitalisation quotas. Other procedural factors such as
admission criteria and final decisional authority (medical
or civil) were not linked to significant variations(7).

It is clear that, while differences in legislature partially
account for the regional differences in compulsory
admission rates, they are just one facet of a highly
complex issue. Cultural and societal differences also play
a significant role in balancing the two principal roles of
psychiatry as the caretaker of the patient and the “safe-
keeper” of society. They shape both the way that the law is
written, the manner in which it is upheld and the attitude
and stigma associated with mental illness and contribute
significantly towards the regional discrepancies in IH
rates(8).

Clinical variables

In most studies on the topic, psychotic disorders account
for the largest percentage of compulsory admissions.
Compared to other those with other diagnoses, these
patients have are about twice as likely (OR = 2.18) to be
admitted against their will, with those suffering from
bipolar disorder coming in a distant second place
(OR=1.48) (9). Substance abuse is frequent in
these populations adds an additional layer to an already
complicated picture, but the data on their overall impact is
not conclusive. Some studies found a positive association
between drug usage and IH(10), while others did not find a
statistically significant correlation — (11). On the
opposite end of the spectrum, anxiety and depressive
disorders have been negatively correlated with
involuntary admission(12).

Regarding the impact of various symptom categories,
hallucinatory and delusional phenomena in particular
carry additional risk (OR = 2.19), while negative
symptoms tend to be correlated with voluntary rather than
involuntary commitment ———(9). Symptom severity
is also relevant, as studies that analysed symptom scores
found that IH patients had higher mean BPRS and PSP
scores than voluntary patients (13)(14). Lack of insight is
another significant element (15) as patients without
insight are also more prone to commit violence, and are
less likely to accept treatment (16). A 2008 study on
bipolar patients found that non-adherence to treatment 4
weeks prior to presentation was the single most important
predictor of admission status (17). Perceived potential of
harm to self or others is a frequent legal criterion for and is
strongly correlated with involuntary admission(18). Thus,
countries that do not allow hospitalisation on grounds of
risk (most notably Italy) tend to have lower quotas of
involuntary patients(2).

Another major factor is a history of IH, which predicts an
approximately twofold risk (OR 2.17) ——— (9).
Conversely, the probability of being re-hospitalised in the
year after discharge is significantly higher for
schizophrenia patients who were involuntarily admitted
(19)——20). The need for police involvement also has a
negative impact, as does being referred for commitment
by a physician who is not familiar with the case (OR 1.50)

Q).

Social and demographic factors

Male patients are more likely to be involuntarily admitted
than females (OR = 1.23) ————(9), with risk factors
such as schizophrenia, substance abuse and severe violent
behaviour having a higher prevalence amongst males(22).
Although general aggression is more common in females,
severity and perceived dangerousness are lower and
coercive measures are less likely to be applied (23). It is
worthy of note that some studies found no difference
between sexes (24) and there has been at least one large
scale study that reported higher rates of involuntary
hospitalisation amongst female patients(25).

A number studies have found that [H tend to be older than
their voluntary counterparts "(26) (27), while other found
no significant differences(25).

Race has also been linked to compulsory admission, with a
2019 meta-analysis of 71 studies conducted in high-
income, predominantly white countries concluding that
black ethnic groups were twice as likely to be
involuntarily hospitalised compared to whites (OR =2.00,
with values as high as 2,53 for black Caribbean patients),
while Asian ethnic groups also had a significantly higher
risk (OR = 1.33 for south Asian patients and 2.17 for east
Asian). Migrant status in general came with a significantly
higher probability of TH (OR =1.50) ——(28).

When analysing financial, marital and housing factors,
there is a clear link between economic and personal
hardship and IH. The unemployed, pensioners and welfare
recipients were more likely to be involuntarily committed,
with OR of 1.43, 1.41 and 1.71 respectively compared to
patients gainfully employed. Single and divorced patients
were at higher risk than their married counterparts.
Finally, homeowners were significantly less likely to be
involuntarily committed then non-owners (OR = 1.49)

— (9.

Conclusion

One must keep in mind that these findings are not
necessarily applicable to all patients and settings. Even the
recent high-quality meta-analyses on the topic only
included patients from high-income nations,
predominantly in Western Europe, Australasia and North
America. However, there are still large parts of the world
were data regarding involuntary admission remains
scarce, particularly Central and Eastern European nations.
As most countries in these regions do not keep rigorous
records of psychiatric admissions, it is difficult to infer
whether the patterns reported in more developed nations
hold true. While it is likely that some or all of the risk
factors are common, quality studies with large numbers of
patients are needed in order to draw conclusions.
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REVIEW ARTICLES

CHARACTERISTICS OF HIGH FUNCTIONAL

AUTISM IN ADULTS

Alexandra Dolfi', Catalina Tudose’

Abstract

High Functional Autism (HFA) in adults, former known as
Asperger Syndrome in DSM-1V-TR, was lately included in
the wide umbrella of autism spectrum disorders in DSM 5.
Asperger Syndrome (AS) is characterized by altered social
interactions, restricted interests and repetitive
stereotypical behavior just like other types of autism, with
the exception of good language development and normal
psychomotor and cognitive skills. (1,2)

The purpose of this article is to investigate data in current
literature about diagnosis, characteristics, functionality,
comorbidities, treatment and outcome for adults
diagnosed with AS/HFA.

Individuals diagnosed with AS have difficulties in finding a
job and/or a vocational niche which would secure a
financially stable and independent life. They also find it
harder to maintain their jobs and social relationships.
(6,10) Most of them work jobs far below their skills level as
difficulties start with the skills required for a job interview.
So, although they are qualified for the job they apply to,
they are rejected due to poor abilities to engage in
reciprocal conversation or think and quickly respond to

questions addressed during ajob interview

Autism spectrum disorders are frequently associated with
comorbidities like: hyperactivity, poor attention and
concentration, compulsions, preoccupations, sleep
problems, anxiety and fears, depressive mood, tics, etc., all
these being features of coexisting neuropsychiatric
disorders such as ADHD, affective disorders, obsessive-
compulsive disorders etc. (22)

High Functional Autism is a pathology not so well known
and often confounded with others like depression, OCD,
psychosis and/or personality disorders. The diagnosis is
complicated and an elaborate family and personal history
is needed, along with intensive testing and scales. These
individuals are precious to society due to their incredible
capacity to focus restrictively on an area of interest, so they
can have amazing performances if they are guided
accordingly. They don't need support only as children but
throughout their entire life, and the higher the rate of
support, the better the outcome.

Key words: autism, asperger, comorbidities, intellectual
disability

Introduction

High Functional Autism (HFA) in adults, former known as
Asperger Syndrome in DSM-IV-TR, was lately included
in the wide umbrella of autism spectrum disorders in DSM
5. Asperger Syndrome (AS) was first described in the
DSM-IV manual in 1994, being included in the category of
pervasive developmental disorders. It's characterized by
altered social interactions, restricted interests and
repetitive stereotypical behavior just like other types of
autism, with the exception of good language development
and normal psychomotor and cognitive skills. (1,2)
Although considered a rare disorder, epidemiological
studies show a much higher prevalence: around 0.35% in
school- age children (2). AS is a continuous and lifelong
disorder so it will evolve from childhood to adulthood,
although it's incidence and prevalence in adults are yet
unknown. (1,2) Most of the studies related to HFA/AS are
concentrated on children, and by now there is still poor
data about symptoms, evolution and comorbidities of this
disorder in adults. The terms HFA and AS are more or less
interchangeable. HFA is considered autism with normal
intelligence, while AS has autism spectrum symptoms
associated with normal to high intelligence. (3) But they
are both included in the same research groups when we talk
about high functional autism, as the difference between
this category and typical autism is the good development

of language and cognitive skills, while difficulties in
social interaction and autistic behavior are associated in
both.

Aim

The purpose of this article is to investigate data in current
literature about diagnosis, characteristics, functionality,
comorbidities, treatment and outcome for adults
diagnosed with AS/HFA. We present the most important
findings from literature relating specific lifestyle of adults
with HFA/AS, comorbid mental and physical conditions
especially neurological issues, possible problems with the
legal system, employment and social life and also the
outcomes of these adults. Future research is needed
related to all the topics above.

Diagnosis of HFA/AS in adults

Making a proper diagnosis of HFA/AS in adults is
challenging as most of the adults with this diagnosis were
included in this spectrum as children first. Although the
symptoms are about the same: intellectual and syntactical
communication abilities within the normal limits,
difficulties with pragmatic language (inability to provide
the right information at the right time, failure to use social
niceties, inability to read nonverbal cues and a tendency to
interpret the information literally) (4,5,6), they manifest
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differently in various individuals. This variation makes
the diagnosis very challenging and it can be delayed as
these individuals have strong vocabulary skills and
intellectual strengths, facts that hide other features of
autism in childhood. (7) Their lack of social skills is often
attributed to introversion, their stereotypes, restrictive and
ritualistic behaviors to ADHD, their social retraction to
depression and as they advance to adulthood, diagnoses
like schizotypal and schizoid personality disorder,
schizophrenia and/or schizo-affective disorder are
discussed. (8) Children with AS usually have a large fund
of knowledge on different topics and for teachers and
parents might not perceive other obscure changes in their
behavior, adding the fact that their social skills errors may
be perceived as having malevolent intentions behind
them, rather than deficits that need correction. (9)

In adulthood, AS can be easily hidden in an individual
with high intellectual abilities, who has good
environmental and social support, but difficulties appear
in unusual situations, especially when changes in their
routine occur. Their “normality” is disrupted when
challenges like a new job or moving home appear, when
family pressures them to get married and/or have children
or when confronted with big life decisions. Subsequently,
they will say and/or do something socially inappropriate.
(10)

Actually, the diagnosis of autism spectrum disorder is
based on DSM 5 criteria, but DSM 5 excluded AS as a
separate entity. This is what makes the diagnosis even
more complicated, as an elaborated personal and family
history plus extra tests and scales need to be applied in an
adult suspected of HFA/AS. Most of the adults included in
this spectrum have been diagnosed as children. The AAA
(Adult Asperger Assessment) scale is a good testing
instrument, and tests for central coherence, Theory of
Mind and executive functioning must be applied. (8,9,10)
Particularities of HFA/AS in adults

Longitudinal research is needed in order to study this
disorder in adults. The longest study to date was
conducted in Denmark (Larsen & Mouridsen, 1997). They
followed a cohort of 18 children who were originally
diagnosed with psychotic disorder during their first
hospitalization but they also met all the ICD-10 criteria for
autism and AS. The subjects were followed for 30 years
and their mean age at time of results was 38 years. The
conclusions stated that patients with autism had a much
poorer outcome than those with AS regarding education,
employment, social life and institutionalization. The
better outcome for AS was associated with better
intellectual and communication skills, while better
outcome for both was linked to family and environmental
support. (11) The study had many limitations primary
given the small cohort involved and the lack of a control
group.

Most of the information regarding adults with HFA/AS is
taken from their own biographies and interviews, adding
their families statements. Parents and teachers would say
about these individuals that even if they “looked normal”
and “talked normal”, they never seemed to “fit in”. Many
of these individuals describe themselves as “aliens”
and/or “outsiders”, but they never understood why they
were so different. Most of them were educationally and
socially excluded, stating that they are “living on the edge
of society” and are more vulnerable to psychological and

Romanian Journal of Psychiatry, vol. XXI, No.4, 2019

physical problems. (12)

The term Asperger syndrome was introduced in 1981 by
Wing, based on the clinical case reports of Hans Asperger
(1944). Wing studied many persons with this diagnosis,
noting that the prognosis of AS is often affected by the
occurrence of superimposed psychiatric illnesses. He
suggested that anxiety and depression found in older
adolescents and adults with AS were due to their painful
awareness that they are “different”. The outcome differs
for every individual, as it depends on the persons level and
variety of skills and temperament. Wing stated that “Good
self-care, a special ability that can be used in paid
employment, and a placid nature are needed if a person
with Asperger's syndrome is to be socially independent”.
(13,14)

Tantam, another important figure in the study of AS,
described that these individuals were considered by
psychiatrists eccentric and socially odd. Very few manage
to complete post-high school education, and even fewer
are employed. 53% of the patients studied by Tantam in
1991 were living in residential care, while 41% were
living with their parents, only 3% being able to live
independently. Tantam's concluded that despite AS being
considered a milder form of autism, it's a highly socially
disabling and troubling condition. In adolescence and
young adulthood, when social relationship are key to
almost every achievement, bring the greatest challenges
for these individuals. (15) Howlin (2000) concluded that
“although high-functioning people with autism or
Asperger syndrome may succeed well as adults, such
achievements rarely come easily”. He combined the
results of many studies involving adults with HFA and AS,
showing that most of them were living dependent or semi-
independent lives, very few were college and university
educated, and most of them were diagnosed with
psychiatric illnesses, mostly anxiety and depression
throughout their lifetime. Only 2% of the individuals were
married. (16) In another study conducted in 2004,
considered the largest systematic follow-up study of
autism in adult life, the authors concluded that the level of
intellectual functioning in childhood is one of the most
significant factors in determining adult outcome. Only
individuals with 1Q scores greater than 70 had a good
social and professional outcome. The ability to function
adequately depended also on the degree of support offered
by families, employment and social services. The verbal
and performance IQ weren't listed as prognostic
indicators. (17) Another similar study conducted in 2003
by Engstrom et al., had different results: most of the
participants lived independently, however very few were
socially and professionally adapted, and most lived alone,
while none was married. These differences could be due to
different assessment methods and selection biases, adding
the different geographical areas and interventions used
particularly in those areas. (18)

Critical areas of concern for adults with AS are
employment, comorbidities (psychical and physical),
involvement with the legal system and mortality rates.
(17,18)

Functionality in adults with HFA/AS

Individuals diagnosed with AS have difficulties in finding
a job and/or a vocational niche which would secure a
financially stable and independent life. They also find it
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harder to maintain their jobs and negotiate social
relationship. (6,10) Most of them work jobs far below
their skills level as difficulties start with the skills required
for a job interview. So, although they are qualified for the
job they apply to, they are rejected due to poor abilities to
engage in reciprocal conversation or think and quickly
respond to questions addressed during a job interview. So
they receive underpaid position and most of them are
disappointed with their employment level and
occupational status. (19) Many end their careers
prematurely, fact that leads to low self esteem and
depression. (20) Each time an adult with AS is fired, it
takes twice the time it took before to find a new job and the
pain and embarrassment increase with each dismissal.
Individuals with AS are more aware of their poor social
capacities than individuals with classical autism, the
biggest problems in maintaining employment cited by
them being: poor social communication between
employee, employer and coworkers, social skills deficit
and sensory issues. Comorbid mental and physical
conditions (sensory issues, insomnia and poor social
cognition) had the highest impact on their daily
functioning and employability skills. (18,19,20)

Although less known and discussed, violent behavior is
frequent in adults with HFA/AS. Most of them were
admitted in psychiatric hospitals with the diagnosis of
schizophrenia and later diagnosed with autism spectrum
disorders. (10) Tantam (1991 and 2000) states that the
majority of the crimes reported involving these
individuals are unusual because they are frequently
associated with the person's lack of social understanding,
rigidity and/or stereotypical behavior, or obsessional
interests. (10,15) Other studies contradict Tantam, stating
that because of the very rigid way many of these
individuals tend to keep rules and regulations, they will be
more law abiding than the general population, although
given the challenges they have with reading and
interpreting social skills they can be easily set up by other
individuals to participate and/or be accomplices to crimes
without being aware of this. Some adults have been
incarcerated because of poor problem solving due to
social cognition challenges. (21, 15)

Comorbidities in adults with HFA/AS

Autism spectrum disorders are frequently associated with
comorbidities like: hyperactivity, poor attention and
concentration, compulsions, preoccupations, sleep
problems, anxiety and fears, depressive mood, tics, etc.,
all these being features of coexisting neuropsychiatric
disorders such as ADHD, affective disorders, obsessive-
compulsive disorders etc. (22)

A study conducted in 1998 showed that the most comorbid
condition in children with AS was ADHD, while
depression was the most common comorbidity in
adolescence and adulthood. Depression, they suggested,
might be linked to coping difficulties and social stigma, or
it might result from biological and/or genetic factors
linked to the pathogenesis of AS. The rate of depression in
AS is difficult to establish as depressive symptoms can be
easily obscured by the symptoms of AS like social
withdrawals and disturbances in appetite and sleep. (23)
Berney (2004) and Tantam (2000a) reported that affective
disorders (depression, bipolar and anxiety disorders)
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frequently coexist with AS, and suicide rates are higher
than expected in the general population. (10,19) Berney
(2004) also stated that the difficulty that individuals with
AS have in identifying feelings could lead them to express
their feelings in confusing and unusual ways that might be
misinterpreted as psychosis. Impassivity might look like
blunted affect, incomplete answers can be misinterpreted
as psychotic symptoms, and thoughts expressed
concretely and simply can be misinterpreted as
hallucinations. (19)

Ozonoff (2005) applied the Minnesota Multiphasic
Personality Inventory- Second Edition (MMPI-2) and
found that individuals with HFA/AS scored higher than
control participants in topics of social isolation,
interpersonal difficulties, depressed moods and coping
deficits. (24)

Individuals with AS are reluctant to accept changes, and
they are prone to anxiety and social detachment. The
temperament patterns observed were obsessional,
passive-dependent and explosive. (25)

Ryan (1992) stated that it's also possible that individuals
who have been treated for chronic mental illnesses and
have been resistant to treatment, could have a primary
diagnosis of AS that has gone unrecognized.
Characteristics of AS like:” eccentricities, emotional
lability, anxiety, poor social functioning, repetitive
behavior and fixed habits can mimic other illnesses
including schizophrenia spectrum illness, bipolar
disorder, anxiety disorders and obsessive-compulsive
disorder.” (26)

A study conducted by Coussens, Evans and Koning
(2006) showed that young adults with AS are not satisfied
with their physical health in areas like: discomfort and
pain, dependence of medical treatment, activities of daily
living, work capacity, energy, fatigue, mobility and rest.
These issues lead to troubles in maintaining employability
due to poor work attendance. (27)

Many individuals with AS also experience sensory
disturbances like noise sensitivity, oversensitivity to touch
and difficulties with rhythm, facts that cause behavior
problems. Williams (1998), suggested that “the sensory
experiences of individuals with autism may be similar to
those that most individuals have at early stages of their
development, before they learn to interpret their senses
and cope in the world.” (28)

Tantam (1991) discovered deficits in the areas of gross-
and fine-motor skills that differentiate adults with AS
from those without AS. Clumsiness and other soft
neurological signs represent a nonspecific vulnerability
factor for AS. (15)

Sleep-disturbance patterns are common in children and
adults with AS, although it's not known if insomnia in this
population is due to AS itself, comorbid psychiatric
disorders or the two combined. Sleep disturbances may be
explained by a higher prevalence of anxiety, fear,
depression and/or social behavior problems. (29)
Impaired social learning and social awareness is one of the
hallmarks of AS, as described by Frith (2004): “an
extreme form of egocentrism with the resulting lack of
consideration for others”. (6) Although these people might
seem egocentric, egocentrism in AS is nondeliberate and
selfish less. This enhances their difficulty to form long-
term interpersonal relationships, because they are not able




to “put themselves in other person's shoes” and imagine
what their actions would look like from others'
perspectives. (1,6)

Because of lack of social skills, they tend to approach
others in an inappropriate physical or verbal manner or to
misread subtle social cues or body language. These
individuals can be often victims of sexual harassment.
(30)

Mortality rates in individuals with AS below the age of 30
are higher (2%) than in the general population (0.6%).
(31) Isager (1999) stated that mortality rate is related to
intelligence according to a U-shaped function, as both
severe intellectual disability and normal to high
intelligence being associated with a higher risk of death. In
intellectual disability death occurs mostly by physical
causes and accidents (epilepsy and neurological
disorders) while in high intelligence individuals the risk of
suicide is higher, being associated with depression and
possibly drug abuse due to their difficulties to adapt in
society. (32)

Treatment and outcome in adults with HFA/AS

The pharmacological interventions are not effective on the
underlying impairments of AS or autism, they only treat
the symptoms like anxiety, depression, agitation,
obsessions and other comorbidities. Interventions must be
education-based and adapted from the field of learning
disabilities. They should focus on turning eccentricities
into strengths and on direct teaching of information and
social skills. Methods like ABA and TEACCH are highly
used and collaborative efforts between the medical team,
psychologists, psychiatrists, social workers, family and
employers are mandatory. (33,34) The higher the
collaboration, the better the outcome.

Conclusion

High Functional Autism is a pathology not so well known
and often confounded with others like depression, OCD,
psychosis and/or personality disorders. The diagnosis is
complicated and an elaborate family and personal history
is needed, along with intensive testing and scales. These
individuals are precious to society due to their incredible
capacity to focus restrictively on an area of interest, so
they can have amazing performances if they are guided
accordingly. They don't need support only as children but
throughout their entire life and a high rate of support is the
key to a good outcome.
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LANGUAGE DEFICITS IN SCHIZOPHRENIA

Arina D Soﬁal, Maria Laded’, Catalina Tudose’

Abstract

Speech disorders, as part of schizophrenia, have
been described since its nosological differentiation, and
although research in the field of thought disorders focuses
mainly on content disorders, disorders in the formation

and expression of thoughts represent primary elements of

the disease, associating with deficits in social functioning,
cognitive deficits, and poor clinical prognosis, with
predictive potential independent of neurocognitive
factors.

Pragmatic language deficits are closely related
to neurocognition and mentalization, and have long been
considered a subcomponent of the latter. However, the
overlap between pragmatic and mentalization deficits is
not all-encompassing, pragmatic communication deficits
presenting themselves among patients with schizophrenia
even in the absence of other cognitive function deficits
(pertaining to mentalization, executive functions), and
may represent an individual deficient domain.

A review of the available literature over the last 5
years reveals that the studies reported so far mainly
address the ability of individuals to use language and

means of linguistic expression, overlooking the evaluation
of non-verbal, extralinguistic, and paralinguistic means of
communication. It also highlights the small number of
studies conducted in relation to the predictive potential of
high-level linguistic functions, including here the
understanding of humor and metaphors, as well as the
small number of standardized test batteries available for
assessing pragmatic language. Language assessment is
influenced by numerous limitations, attempts to describe
language modalities following 3 pathways: assessment of
statistical properties, assessment of linguistic production
in terms of lexical and syntactic structure, and assessment
of discourse structure. Computational methods of
language assessment, through natural language
processing and machine learning, are beginning to stand
out as promising perspective areas in understanding the
risk of developing psychosis, as well as as potential
suppliers of biomarkers, to the extent to which language
deficits would be accepted as possible biomarkers for
psychoses.

Keywords: schizophrenia, cognition, language
deficits, pragmatic deficits, Theory of Mind

Introduction:

Language disorders, as part of schizophrenia,
have been described since the latter's nosological
differentiation, Emil Kraepelin noting the similarity
between language disorganization in schizophrenia and
dream language, while Eugen Bleuler described the
loosening of associations in psychotic communication (1).
However, assessing disorganized thinking remains a
challenge in research, as the understanding of the
mechanisms responsible for this symptom is still limited
(2). Although research in the field of thought disorders in
schizophrenia focuses mainly on disorders of thought
content, disturbances in the formation and expression of
thoughts represent primary elements of the disease,
associating with deficits in social functioning, cognitive
deficits, and poor clinical prognosis (2, 3). Language
disorders encompass the two main components of
language functions - production and comprehension (3).
Despite acknowledging the importance of this type of
disorder, lack of conceptual understanding and of a grasp
on its physiological basis results in the absence of effective
means of intervention in cases where antipsychotic
treatment proves ineffective in this regard (2).

Language assessment is impaired by numerous
limitations, ranging from interviewer subjectivity, to the
restricted number of domains that can be accurately
investigated through ordinal scales, to the increased
complexity conferred by the involvement of a linguistic
expert in the research process. However, the close link

between high-ranking thought processes and language
suggests that language and speech could potentially
represent an important predictive source in mental
disorders (4). At present, too few countries in the world
have at their disposal effective and adapted means for
assessing language skills in everyday life contexts for
patients with schizophrenia (3, 5).

Pragmatic deficits are an important and specific
category of identifiable deficits in patients with
schizophrenia (6, 7), bearing an impact on
communication abilities (6, 8). Communication
difficulties may persist even if syntactic and semantic
skills remain intact (8, 9). Pragmatics are unfortunately
rarely approached in a clinical context (6).

The relationship between cognitive functions
and mentalization, on the one hand, and the understanding
and production of specific acts of communication, on the
other, is not very clear. Mentalization seems more closely
correlated with pragmatic difficulties, but the results in
this regard have varied greatly over the years. The role of
mentalization in the execution of pragmatic tasks may
vary depending on the phenomenon investigated (8).
According to studies available in the literature, results
regarding the potential of mentalization to predict the
ability to understand irony and metaphors are discrepant,
some suggesting the existence of a correlation between
mentalization and understanding irony, but not
metaphors, while others have suggested a complete lack
of correlations in this regard (10, 11).
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So far in the field of research attempts to describe
language modalities have followed 3 pathways:
assessment of statistical properties, assessment of
linguistic production in terms of lexical and syntactic
structure, and assessment of discourse structure (1, 9).

However, studies reported thus far primarily
address the ability of individuals to use language and
means of linguistic expression, omitting the assessment of
non-verbal, extralinguistic, and paralinguistic means of
communication (8, 11), means that could merit a closer
analysis from the perspective of the potential for in-depth
understanding of the deficits that influence functioning in
patients with schizophrenia. Not only linguistic
difficulties, but also verbal / extralinguistic difficulties
form an integral part of schizophrenia spectrum disorder
symptomatology (8). Deficits in non-verbal language
comprehension have been described for at least 100 years,
but have been attributed to concrete thinking (8).

Materials and methods:

The aim of this paper was to present the state of
knowledge in the field of language deficits associated with
schizophrenia spectrum disorders, by consulting the
literature of the last 5 years. The PubMed database search
engine was used, based on the keywords schizophrenia,
cognition, language deficits, pragmatic deficits, Theory of
Mind. Of the resulting articles provided by the search,
articles available in English as well and with described
methodology involving the assessment of language
deficits as a main purpose were selected, excluding
articles and metaanalyses that only made references to
language impairment based on previously available data
from the literature, without carrying out a proper current
assessment.

Given the lack of harmonization of available
means of psychometric assessment of language functions
both in research and clinical context, a subsequent
selection based on the means of assessment used could not
be made, all studies meeting the previous criterion,
regardless of the language investigation approach, were
included. Imaging studies not associating psychometric
assessment as part of the research plan were excluded.

Results and Discussions:

The selection resulted in 17 studies published
over the course of the last 5 years, investigating language
deficits and verbal and non-verbal communication
deficits among patients with schizophrenia and, in one
case, in individuals at high risk of developing psychosis,
their impact on functionality and evolution, correlations
with other deficient domains, as well as their predictive
potential in the context of psychosis. Considering that
research published in 6 of the studies available was
conducted on English-speaking populations as their
native language, a homogenization of the means of
assessment was nevertheless noticed, through the use of
the Assessment Battery for Communication (ABaCo) (12)
to assess language and communication. Remaining
studies, conducted on populations in Europe and Asia,
used various scales developed or validated at national
level, or presented the results of the validation of a newly
developed psychometric method (7).

To start with, a Canadian study (2) suggests that
disorganized thinking could be reliably quantified in
patients with first episode psychotic disorders by
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automated syntax analysis, independent of cognitive and
functional status, launching into perspective the idea of
quantifying the loosening of logical associations
described by Bleuler across various stages of psychosis.
Connectives play the part of linking concepts and thoughts
during speech, their incorrect use determining the need for
an increased cognitive effort in order to interpret the
language and, at the same time, providing the clinical
impression of a thought disorder. The study evaluated
eight domains through standardized methods of
automated speech analysis: language impoverishment,
weakening of purpose, loosening of associations, peculiar
use of words, peculiar sentence structure, peculiar logic,
distractibility and perseverance, followed by cumulative
analysis of thought impoverishment, disorganization, and
global thought disorders (by summing up all eight areas).
The results indicated that the way in which connectives are
used may serve as an indicator of disorganized thinking,
without being associated with the overall severity of
symptoms or cognitive dysfunction. It was also noted that
thought disorganization is characterized by excessive use
of connectives, that there is an association between the
latters and positive symptoms of thought disorders and
conceptual disorganization, but that they bear no
correlation with processing speed, verbal fluency or social
functioning. (2).

Pragmatics, the ability to use language and other
means of expression to convey a certain meaning in
specific interactional contexts, has long been considered a
subcomponent of mentalization (Theory of Mind) (13),
the ability to attribute mental states to oneself and to those
surrounding oneself (10, 14). By proposing a model based
on multiple levels of language structure, we can consider
pragmatics as representing the highest level,
subordinating in a consecutive and inclusive manner
semantics, syntax, morphology, and phonology.
Mentalization has been redefined since its first description
as a concept, in 1978, to cover the full range of complexity
of'its affective and cognitive subcomponents (15), as first-
person and third-person mentalization (16), first-order and
second-order mentalization. Mentalization deficits in
schizophrenia are especially associated with difficulties in
understanding figurative language (17). Pragmatic
deficits seem to include both comprehension and
communication, especially in terms of high-ranking
syntax and semantics (6). Schizophrenia has also been
described as affecting the ability to distinguish between
the names of actions and objects, namely the distinction
between verbs and nouns (18). A unanimously accepted
notion is the need for an inferential process as a bridge
between the literal meaning of a statement and the
meaning conveyed by the speaker, this being a central
feature of human communication (14), especially evident
when using irony and figurative language, as well as in
relation to the recognition and remediation of
communication errors, to narrative production, and to
deceitful acts of communication (10, 11). Patients tend to
present progressively high difficulties starting from
simple pragmatic tasks (such as understanding and
expressing sincere acts of communication) and leading to
more complex tasks (such as understanding and
expressing acts of communication that are ironic or
intentionally misleading), difficulties which could be
explained by the degree of stress determined by the
inferential processes required in these contexts (11).
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Frith considered pragmatic deficits to be a
consequence of mentalization deficits (10), but
considering that pragmatics alone cannot explain all the
differences in performance that occur when performing
pragmatic tasks (a fact highlighted among young children
and patients with schizophrenia (10)) it is possible that the
two notions could benefits from separate individual
analysis, both theoretical and practical (14), two recent
studies reporting pragmatic deficits in the absence of
mentalization deficits in the population of schizophrenia
patients investigated (6, 8). According to the results
reported by one of these studies (6), cognition and
mentalization correlate with pragmatic understanding,
while pragmatic production is correlated only with
cognitive ability. The general level of intelligence
(reflected psychometrically through the Intelligence
Quotient) turned out to be a predictor of pragmatic
understanding, emphasizing the importance of general
cognitive functioning in relation to the inferential
processes involved in communication (6). The cognitive
component of mentalization interacts closely of course
with other areas, especially language, progressive
development of mentalization skills starting from the age
of 3 years old (17). However, pragmatic communication
deficits may be present in patients with schizophrenia
even in the absence of impairment of other cognitive
functions (such as mentalization or executive functions)
(8).

A recently published article (17) suggests that
language abnormalities identified in schizophrenia may
be due not so much to general language abilities as to
semantic and pragmatic abilities of patients, regardless of
their general level of intelligence, mentalization being one
of the components involved in understanding figurative
language, but not the only one responsible for this, the
fields of mentalization and pragmatics seeming not to
perfectly overlap (6, 10). Another study (11) supports the
previous statement, concluding that deficits in
mentalization and executive functions do not sufficiently
explain the decrease in pragmatic performance in patients
with schizophrenia. The results of this study, which
assessed the ability to understand and generate acts of
sincere, deceitful, or ironic communication, in addition to
a series of cognitive tasks involving the assessment of
executive functions and mentalization, indicated that the
increasing linear trend of difficulties identified in the level
of understanding and production of sincere, ironic or
deceitful acts of communication evaluated through both
linguistic and extralinguistic means, does not seem to be
explained by one certain set of cognitive skills (executive
functions, mentalization etc.). The multiple regression
analysis used as a statistical method in the study revealed
that attention, overall intelligence, executive functions
and processing speed do not sufficiently explain
pragmatic performance deficits, the only element with the
potential to explain the changes being mentalization. The
latter was associated with difficulties in understanding
and generating deliberately misleading acts of
communication, but could not explain the difficulties
related to ironic communication (11).

Some high-ranking linguistic functions originate
in the right cerebral hemisphere: planning and
understanding discourse, understanding humor, sarcasm,

metaphors and indirect demands, as well as generating
and interpreting emotional prosody (4). Concrete
interpretation of proverbs has been associated with
deficits in executive functions (8). Lack of understanding
of communication intent contributes to deficits in social
interaction, language disturbances being a potential
predictive marker for impairment of social and functional
abilities (8). The impossibility of understanding sarcasm
seems to affect functionality in recreational social
contexts (6). A Korean study reported, based on a battery
of tests that included a national standardized language
test, positive correlations between neurocognitive
outcomes and different aspects of language abilities in
patients with schizophrenia compared to the control group
(3). Research conducted on a population group in Japan
(19) reported the association between the perception of
irony and the ability to recognize abnormal behaviors, as
well as between understanding metaphors and
recognizing normal social behaviors, associations which
proved to be independent of one another. Another study,
conducted over a 16-month period on patients considered
to be at high risk of developing psychosis in Poland, aged
between 15 and 32 years old (5), published this year,
highlights the limited number of studies conducted
compared to the predictive potential of high-level
linguistic functions, making reference to the
understanding of humor and metaphors, as well as the
small number of standardized test batteries available for
assessing pragmatic language. The results indicated that
deficits in understanding humor and metaphors could
predict the development of psychosis among patients at
risk.

With regard to means of investigating language
modalities, Andreasen (9) investigated speech and
language disorders based on natural language,
encouraging the assessed patients to speak freely for
specified periods of time, believing that the assessment of
thought disorders can be performed without the need for
"complicated experimental procedures". She then
developed the Scale for Assessment of Thought,
Language and Communication - TLC (9), an assessment
tool composed of 18 items useful in differentiating
schizophrenia from depression in terms of language, but
not from mania initially. At the time of distinguishing
thought disorders into positive and negative symptoms,
however, the differentiation could be made in relation to
mania as well. A meta-analysis based on the contradictory
results over time regarding neuropsychological patterns
of executive language impairment in schizophrenia (20)
revealed that, while neurocognition and executive
functions correlate with both formal and positive thought
disorders and with negative thought disorders, in terms of
linguistic variables positive disorders are associated with
syntactic and semantic comprehension deficits, while
negative disorders are associated only with semantic
comprehension deficits. Another study conducted in 2019
(21) using the scale developed by Andreasen in assessing
formal thought disorders, neuropsychological domains,
and overall functionality in relation to the progression
stage of the disease reported the predictive potential of
formal thought disorders for functionality, independent of
neurocognitive factors, and also the stability along the
evolution of the disease of negative formal thought
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disorders and of abstract thinking deficits, proposing their
investigation in the future as an intermediate phenotype of
the disease.

Among the traditional means of assessment
currently being developed is a battery of tests designed by
a group of Italian researchers, The Assessment of
Pragmatic Abilities and Cognitive Substrates (APACS),
which assesses the pragmatic abilities of individuals with
communication deficits in various disorders (from
schizophrenia to neurodegenerative disorders), focusing
on two domains - speech and figurative language, through
tasks aimed at descriptive ability, text comprehension,
perception of humor, abstract thinking and generalization,
proving useful in assessing pragmatic communication and
in understanding its cognitive substrates in association
with standard neuropsychological tests (7). The results of
studies conducted so far based on the use of the scale
suggest that both cognitive and mentalization abilities
influence pragmatic understanding, but pragmatic
production depends only on cognitive abilities. Cognitive
and mentalization tasks, verbal memory, verbal fluency,
processing speed, planning were assessed, indicating that
pragmatic deficits do not overlap with other deficient
cognitive domains in more than 30% of the investigated
patients, indicating the specificity attributable to
pragmatics as an individually deficient domain (7).

Another study published in 2019 (22), on
spontaneous speech, was conducted to describe patterns
of impaired verbal fluency among patients with
schizophrenia with and without formal thought disorders,
their first-degree relatives, and in a group of healthy
controls. The results showed that, although there was no
significant differentiation in the more frequent presence of
pauses in speech among the target group, a difference
could be observed between the groups investigated by
analyzing the pauses in relation to specific syntactic
positions, offering new research horizons in the field of
verbal rhythm and flow in schizophrenia. The literature
also provides data indicating that syntactic abilities appear
to be a predictor of performance for tasks involving
representational systems in subjects with autism (14), a
spectrum of disorders analyzed by comparison with the
spectrum of schizophrenia throughout the course of time
from the perspective of mentalization.

Computational methods of language assessment,
through natural language processing and machine
learning, are beginning to stand out as promising areas of
perspective in understanding the risk of psychosis (1), as
well as as potential suppliers of biomarkers, to the extent
to which language deficits would be accepted as possible
biomarkers in psychoses (23). Language markers present
the advantage of extraction through non-invasive
assessments that consume limited financial and time
resources, and could be useful in early detection, and
assessment of treatment response and relapse risk (23).
The analysis of the relationship between cognitive
abilities, mentalization, and pragmatic skills through
machine learning, based on the possibility of representing
multivariate and non-linear relationships between
variables, defines the three as independent domains of
impairment in schizophrenia (24), language skills
distinguishing themselves as a potential differentiating
factor between healthy subjects and patients with
schizophrenia (24). The advantages of computational

Romanian Journal of Psychiatry, vol. XXI, No.4, 2019

methods of language analysis include the possibility of
automatic quantitative assessment of discourse
coherence, syntactic complexity, impoverishment of
discourse content, referential coherence, and
metaphorical language (1). Linguistic features become
much easier to track through these methods, with artificial
intelligence and natural language processing allowing the
immediate and precise extraction of linguistic elements.
The continuing development of digital technologies and
the adaptability of methods for widespread use (through
online platforms and smart device applications) can
increase the utility of these methods in understanding and
assessing the risk of psychosis from a linguistic
perspective.

Unfortunately, the evaluation of non-verbal
communication modalities (through extralinguistic and
paralinguistic means) in patients with schizophrenia tends
to be overlooked in the literature (11). A study on the
characteristics of language impairment among patients
with schizophrenia who are also completely deaf (25)
revealed (based on a small group however) the presence of
language production deficits in sign language use, by
disrupting the use of semantic classifiers, with
predominant impairment of production compared to
understanding. This pattern of impairment is different
from that reported in patients with schizophrenia without
hearing impairments, a study assessing receptive language
processing (26) having described significant syntactic
impairment of language receptivity, with intact lexical
processing, as well as the presence of correlation between
language comprehension and speech production.

Another study (8) focused on the investigation of
the relationship between cognitive abilities and pragmatic
competence expressed through linguistic and
extralinguistic means, with additional assessment of the
understanding and generation of communication acts. The
results indicated that pragmatic deficits implicitly affect
extralinguistic / non-verbal means of expression (i.e.
understanding and producing non-verbal signals), which
can contribute to difficulties in social interaction,
decreased quality of life, and impaired functionality.
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ASSESSING THE ABILITY TO RECOGNIZE FACIAL
EMOTIONS IN SCHIZOPHRENIA SPECTRUM

DISORDERS

Tiberiu C. Ionescu"’, Ionut-Stelian Popa', Citilina Tudose'”

Abstract

Objectives: The deficiency in social functionality
represents a characteristic of the patients with
schizophrenia spectrum disovders. At this time, there are
several options for defining the concept of social
functionality, all based on a multidimensional
construction based on two main elements: social skills and
social cognition. Social functionality involves
summarizing multiple areas of daily life, such as
occupation, interpersonal relationships, the ability to live
independently and last but not least, the quality of life. The
perception of facial emotions represents the individual's
ability to recognize and use emotions, ensuring the
necessary behavior in the development of interpersonal
interactions.

Methods: Given the heterogeneity of studies evaluating
the main prognostic factors associated with poor ability to
recognize facial emotions, this paper is a non-systematic
literature review that aims to answer a series of questions
such as: Do patients with schizophrenia have a real deficit
in facial recognition or is it due to a deficit in higher
cognitive function? Are these deficits specific to a

particular group of patients? Are these deficits specific to
physiognomy or is it a general deficit, which involves the
recognition of objects?

Results: In this study, several scientific papers that aim at
the deficit in facial recognition from a behavioral,
neuroimaging and psychiatric point of view were
reviewed, these deficits being widely reported in patients
with schizophrenia spectrum disorders. The results of the
analyzed studies suggest that the deficit in facial emotions
recognition is secondary to deficiencies in visual
perception, followed by deficits in the attention and
memory field. Moreover, there is research indicating a
deficit in the perception of the stimulus. Similarly,
abnormalities in eye movement during facial recognition
tasks suggest a general impairment of visual exploration.
Conclusions: People diagnosed with schizophrenia
spectrum disorders face multiple deficits in social

functionality. The medical literature presents scientific

evidence on facial recognition deficits as well as the
process of recognizing facial emotions among
schizophrenia spectrum disorders.

Keywords: schizophrenia, functionality, emotions, facial

Introduction

Schizophrenia spectrum disorders represent a
group of psychiatric pathologies characterized by
symptomatic complexity and heterogeneity, with frequent
evolution towards chronic disability in terms of social and
professional functionality. Epidemiological and family
studies have suggested an increased prevalence of various
psychiatric disorders related to schizophrenia among first-
degree relatives of patients diagnosed with schizophrenia
(1,2). The most common of these disorders is schizotypal
disorder (3). The term ,,schizotypy”, introduced by Meehl
and Rado in the 1960s, refers to a person characterized by
anhedonia, ambivalence, social aversion, dysmorphic
body disorders, qualitative and quantitative disorders in
the field of thinking and perception (4), this pathology
being defined later in DSM 111 as a schizotypal personality
disorder (5). Evidence from family studies as well as from
studies on monozygotic and dizygotic twins suggests the
existence of two clusters of schizotypal personality
disorder: a negative cluster (spontaneous speech and
bizarre behaviour, low emotional resonance, social
withdrawal) and a positive cluster (ideation with bizarre-
magical content, short term psychotic exacerbations), the
latter being associated with an increased incidence among
first degree relatives of the people with affective disorders.
The negative cluster of schizotypal personality disorder
may be an attenuated, subclinical form of schizophrenia,
with attenuated cognitive deficits and reduced brain
structural changes. The prevalence of schizotypal

personality disorder among first-degree relatives of
patients diagnosed with schizophrenia was assessed in
1995 by Kendler et. al. in the Roscommon
epidemiological study, which added to the concept of
schizophrenia spectrum other disorders (6):
schizophrenia, schizotypal and paranoid personality
disorders (related to cluster A), depressive type of
schizoaffective disorder, other non-affective psychotic
disorders (schizophreniform disorder, atypical psychotic
episode), and last but not least, affective disorders with
psychotic elements.

On the other hand, according to the Manual of
Diagnosis and Statistical Classification of Mental
Disorders 5 (DSM-5), schizophrenia spectrum disorders
and other psychotic disorders include schizophrenia,
other psychotic disorders and schizotypal (personality)
disorder (7). Clinical symptomatology includes positive
symptoms (hallucinations and delusional ideation),
negative symptoms (decreased facial expression,
avolition, alogia, anhedonia, lack of sociability),
cognitive impairment and last but not least, deeply
disorganized or abnormal motor behaviour. Both
schizophrenia and other associated pathologies are
characterized by marked social dysfunction (8).

The ability to understand and interpret the
emotions, intentions, and actions of others, often referred
to as social cognition, is important for successful social
interactions, and thus for the ability to establish
appropriate and stable relationships (9). The subjects with
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schizophrenia are impaired from social cognition point of
view (10). Over several decades, research has focused on
cognitive deficits related to the disease as a possible cause
for deficient social function (11). However, more recent
evidence indicates the usefulness of differentiating
between social and non-social cognition, with social
cognition acting as a mediator between non-social
cognition and proper functioning in the community
(12,13). The deficits in the field of social cognition are a
major component affecting social functioning.

Social cognition is generally defined as the
ability to perceive the intentions and disposition of others
in order to guide interpersonal interactions (14). In this
complex process, an essential role is played by the ability
of facial recognition.

The literature presents scientific evidence on
facial recognition deficits as well as the process of
recognizing facial emotions among schizophrenia
spectrum disorders (15). In 2013, two reviews were
published. They also evaluated the non-emotional
component of the facial recognition process in patients
with schizophrenia (16,17), concluding that these patients
have various visual analyser disorders, which associated
with spontaneous and voluntary dysprosexia can lead to
alterations in the ability of facial recognition.

People with schizophrenia spectrum disorders
suffer from a high level of social disability (18,19).
Despite the psychopharmacological progress aimed at
acute psychotic elements, most patients diagnosed with
schizophrenia have significant deficits in inter-episodic
social function, with a marked cognitive decline, with
considerable impairment in multiple areas of daily life,
such as occupation, interpersonal relationships, ability to
live independently and last but not least, quality of life.
Improving social functionality does not depend
exclusively on the control of positive symptoms
(hallucinations and delusional ideation), so a new
management represented by new pharmacological and
non-pharmacological interventions focused on increasing
social and professional reintegration is necessary.

While numerous studies have assessed
neurocognitive (non-social) deficits in schizophrenia,
exploration of social cognition in these patients has begun
relatively recent. Social cognition represents a
multidimensional concept, which includes social
interactions, perception, interpretation, and generation of
a response in relation to the intentions, mood and
behaviour of others (20,21). Emotions perception is the
ability to recognize and use emotions for social
adaptation.

Materials and methods

Given the heterogeneity of studies evaluating the
main prognostic factors associated with poor ability to
recognize facial emotions, this paper is an unsystematized
review of the literature that aims to answer a number of
questions such as: do patients with schizophrenia have a
real deficit in facial recognition or is it due to a deficit in
higher cognitive functions, such as memory, attention or
processing speed? Are these deficits specific to a
particular group of patients, such as those patients who
have positive or negative symptoms? Are these
deficiencies specific to human faces or do they represent a
general deficit, which involves the recognition of objects?
Moreover, are these secondary deficits in the lower
temporal area specific to facial recognition, namely the
fusiform gyrus, or are they caused by a deficit in the earlier
stages of visual processing? Finally, if these deficits are

real, when were they triggered during the disease?

Obtaining these responses would improve the
understanding and treatment of other deficits identified in
people diagnosed with schizophrenia spectrum disorders,
with a focus on social deficits. If these disorders do not
show a deficit in facial processing, it is important to
determine their impact on daily life and on the positive and
negative symptoms. Therefore, the main purpose of this
paper is to assess the main factors associated with the
presence of facial processing and facial emotion
processing deficit in schizophrenia spectrum disorders.

A PubMed search was performed based on the
following terms: schizophrenia, facial emotion
recognition and social functionality. Our search was
limited to articles written in English and published
between January 1,2010 and December 31,2019. Articles
that reported schizophrenia and other disorders in the
spectrum of schizophrenia were included, according to the
criteria of the ICD (22) (International Classification of
Diseases by the World Health Organization) or DSM
(Diagnostic and Statistical Manual of Mental Disorders by
the American Psychiatry Association) diagnostic system
(7,23).

Results

In this study, several scientific papers reviewing
the deficit in facial recognition were reviewed, these
deficits being widely reported in patients with
schizophrenia spectrum disorders. In general, we can
divide studies into two main domains: behavioural studies
and neuroimaging or physiological studies. Regarding
behavioural studies, in order to assess facial recognition
deficits in patients with schizophrenia, variables such as
gender, age, facial memory, facial detection and facial
exploration are monitored (eye movement monitoring
studies).

The face is the most relevant part of the body in
social inter-human relationships. When we see a face,
several types of information are extracted: the
characteristics of the face that allow us to identify the
person, sex and age, emotional state, the internal thoughts
of this person and also the object of attention of the
individual. According to the most classic model of facial
recognition proposed by Bruce and Young (1986) (24), in
the process of facial recognition there is a perception at the
basic level of sensory information, but also to a higher
level that involves the correlation of detailed information.
Specifically, they proposed that processing involves the
interaction of different functional components that are
responsible for extracting 7 facial information: pictorial,
structural, semantically derived visuals, identity specific
semantics, names expressions and speech codes. The
pictorial code provides information about the description
of an image, details about brightness, mimicry. Structural
information refers to the configuration of the face and is
therefore essential for facial recognition. This information
is needed, for example, to classify an image as a face.
According to Bruce and Young, there is a specific
structural code for familiar faces and another for unknown
faces. Visually derived semantics is limited to information
that we can extract from the initial exposure, such as age
and gender. Instead, the identity-specific semantic code
provides information about the persons, such as their
occupation, no matter if they are friends or relatives. This
type of information helps to successfully recognize a
person. The last three codes, known as the name,
expressions, and speech codes, provide information about
the person's name, facial expression and voice. Also, the
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coding of the last two codes depends on the analysis of the
shapes or positions of the facial features and the
movement of the lips and tongue.

The person identification area, part of the
associative memory that stores identity-specific semantic
codes, allows the individual to recognize people and
associate a name with a face. Finally, the cognitive system
has three main functions: (1) to store in a structured way
information that contains all the episodic memories
associated with that person, (2) make decisions based on
information stored and received from the other system,
and (3) pay direct attention to the visual form of a face, in
particular to memorize and recall familiar faces. It has
been suggested that unfamiliar and familiar faces are
processed in different ways. While unfamiliar faces are
mainly processed by structural coding and guided visual
processing, the familiar ones are processed by facial
recognition units. It has also been suggested that coding of
unknown faces may require the involvement of prosexic
function, whereas familiar faces donot (25). Atthe level of
literature, two theories are circulating, namely: familiar
faces would be identified faster than unknown faces and
the recognition of facial expressions would not be
influenced by the identity of the face. Consistent with
these hypotheses, faster reaction times were confirmed
when recognizing familiar persons compared to unknown
persons in the face of facial identification, while no
difference in reaction time was required for recognition of
facial emotions in familiar persons compared to
unfamiliar ones. However, the assumption that the face
and facial emotions recognition are independent
processes has been challenged (26). Some authors have
found that the identification of facial emotions is
influenced by irrelevant identity information (27). For
example, these studies found that reaction times for the
classification of familiar faces, were influenced by facial
expressions (28). In addition, it seems that recognizing
certain emotions associated with physiognomy could
increase recollection of faces (29).

Regarding the morphologic substrate, different
circuits with a role in both facial and emotional
recognition were noted. To better specify these circuits,
they are divided into neural circuits of the subcortical and
cortical pathways, respectively. Visual information
reaches the retina and is projected to the primary visual
cortex (V1) through the lateral geniculate nucleus (LGN),
which is divided into three layers: koniocellular,
parvocellular and magnocellular (30). At the subcortical
level, the parvocellular and magnocellular systems
strongly dominate this projection from the retina to the
cortex and project information on different layers of the
primary visual cortex. In the field of facial recognition,
one of the most important debates concerns the
'specificity’ of the stimulus represented by the human face
(face-specific hypothesis) (31,32). Some authors are in
favour of the face-specific hypothesis, a theory based on
the concept that the human face is a special type of
stimulus, processed by specific cortical areas. On the other
hand, the distributed representation model proposes that
facial recognition is transmitted through the ventral route,
specific to all objects. Convergent evidence now indicates
a multi-domain brain network involved in facial
recognition, proposing different cortical substrates related
to the different stages of the facial recognition process
(33). These indicate that early perception of the facial
features is processed in the inferior occipital gyrus (I0G).
More specifically, the occipital face area (OFA) is located
in the Brodmann areas 18 or 19 corresponding to the extra
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striate cortex (34,35). It has been suggested that OFA is
responsible for facial recognition, an intermediate process
between early visual cortex and subsequent facial
processing (36). Another important cortical structure in
this process is the superior temporal gyrus (STS), which is
also sensitive in facial recognition, especially to changes
inthe direction of gaze and expression of emotions (37).

Concerning people with schizophrenia,
numerous studies have indicated that these patients have
an impaired ability to accurately detect their own emotions
and those of others. In literature examining people with
chronically evolving schizophrenia spectrum disorders,
facial emotion recognition deficits are well established
(38-40). Deficiencies in the recognition of facial emotions
are highlighted in people at risk of developing
schizophrenia since the premorbid period (41,42) and thus
may help to identify individuals at high clinical risk of
developing a first psychotic episode (42). In addition,
deficits in the recognition of facial emotions are present at
the same degree of severity in the prodromal period,
during the first psychotic episode and in the chronic stages
of the disease (43,44). At the same time, deficits in
processing facial emotions after a first acute psychotic
episode are relatively stable over the next five years (45).
Taken together, these observations suggest that the deficits
in emotion recognition are basic features of the
schizophrenia spectrum disorders, characteristics that
precede psychotic symptoms and at the same time
contribute to their onset and maintenance (44,46).

Deficiencies in the recognition of facial
emotions in schizophrenia spectrum disorders have been
associated with poor functional outcomes, including
community (social) and occupational functioning (9,47)
and are closely related to the severity of symptoms (48).
Conclusions

Both facial and facial emotion recognition
deficits have been identified in patients with
schizophrenia and it has been suggested that there is a
close link between them (49-51). However, studies
focusing on identifying a specific deficit in the perception
of facial emotions, as well as a deficit in facial recognition
in general (e.g. identity) in patients with schizophrenia,
have indicated a generalized deficit in facial processing
(52). What remains to be clarified, however, is whether
patients with schizophrenia have a specific deficit in facial
processing or a more general deficit in sensory processing
that could have an impact on subsequent stages of facial
recognition (17).

The possibility of validating social functionality
assessment scales and in particular, tools for assessing the
ability to recognize facial emotions in patients with
schizophrenia spectrum disorders may give the clinician
the possibility of introducing standardized assessments in
the examination of the mental status, increasing the
accuracy of the diagnosis. The development of such
unbiased, standardized tools, remains a major challenge in
psychiatry, as inter-evaluator reliability is currently low,
and there is no gold standard available in assessing
disorders in the field of social functionality, which are
observed in patients with schizophrenia, as well as other
psychiatric disorders. A remarkably better prognostic is
expected in subjects without diminished facial expression,
such as those with depressive or anxiety disorders.

The evaluation of the intensity of psychotic
elements, of the negative symptomatology, as well as of
the evolution and prognosis of patients with schizophrenia
spectrum disorders could be objectified by developing
these standardized tools, with direct utility in clinical
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practice of evaluation, monitoring and therapeutic
conduct. Another possible involvement could be the
estimation of the onset of prodromal phases of psychiatric
disorder in high-risk patients. Monitoring the patient's
progress over time could be of major interest. In addition,
assessing the ability to recognize facial emotions in
structural and functional neuroimaging studies may reveal
the endophenotypic correlations, which may shed light on
the mechanisms underlying schizophrenia spectrum
disorders.
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RISK FACTORS FOR NON-THERAPEUTIC
ADHESION IN PATIENTS WITH SCHIZOPHRENIA

Irina Dutu*, Valentin Matei*, Catilina Tudose*

Abstract

Non-adherence is a common problem in psychiatric
practice and also an important determinant of a negative
prognosis. The main form of treatment in schizophrenia is
pharmacological. Adherence to pharmacological
treatment of patients diagnosed with schizophrenia is
between 41-50%, the consequences of this being observed
in the number of hospitalizations and relapse rate, the
evolution of the disease as well as the associated medical
COSIS.

In order to find strategies to improve adherence, it is
necessary to first assess its causal factors. This literature
review categorizes these factors in patient determinant
such as: age, symptomatology, associated comorbidities,
attitudes and subjective aspects of patients related to
illness and treatment, treatment-related factors such as

side effects, associated costs or complexity of
prescriptions; environmental factors such as lack of social
support, difficulty in accessing health systems; and
ultimately factors related to the physician, focused mainly
on the therapeutic relationship between the clinician and
the patient.

Non-adherence is usually secondary to many factors, with
the most important being an absent of insight into the
pathology, comorbid substance abuse, attitude towards
treatment and side effects associated with it. At the moment
there are multiple interventions which address improving
adherence, with varying efficacy, such as psycho-social
interventions, LAl treatment, but the most effective is to use
combined strategies.

Key words: schizophrenia, adherence, treatment.

Introduction

Schizophrenia is a severe condition with an
increased impact on quality of life and disability, with an
evolution marked by episodes of relapse and deterioration
in multiple areas such as professional, interpersonal
relationships, cognition. Its prevalence in the general
population is 0.5-1%, with an increased risk and
unfavorable prognosis in the male population'.

The main form of treatment required for patients
with this diagnosis is pharmacological treatment.

The effectiveness of psychotropic treatment in
schizophrenia in both the acute episode and the
maintenance phase was highlighted in multiple meta-
analyses. A meta-analysis comparing second-generation
antipsychotics with placebo in the acute phase of
schizophrenia shows an effect size of 0.5 (moderate effect)
with an NNT (minimum number of patients treated for a
therapeutic response) of 6.3 Another meta-analysis in
which patients stabilized on antipsychotic treatment were
randomized into two groups, one maintenance and one
switch on placebo, shows that antipsychotic significantly
reduces the one-year fall rate compared to placebo with a
NNTof3.*

Adherence to psychotropic treatment of patients
diagnosed with schizophrenia is between 41-50% °.
Adherence is defined as "the extent to which a patient's
behaviour coincides with medical recommendations" that
have been taken in collaboration by the physician and
patient’.

The current criteria for defining adherence is:
administration of less than 80% of prescribed medication

or lack of treatment for at least 7 days’.
The lack of adherence is determined by multiple

factors characteristic of the pathology such as lack of
insight into the disease, direct impact of symptoms, social
isolation, comorbidity with substance abuse, stigma and
fragmentation of mental health services.

In most cases, non-adherence is multifactorial
and it is necessary to identify causal factors and to carry
out interventions aimed at modifying them.

This article aims to review the main risk factors
of non-therapeutic adherence, commonly found in
medical practice. Depending on the individual causes of
each patient for lack of adherence, the clinician must
address various strategies. Currently, there are multiple
interventions addressed to adherence, such as
psychoeducation, psycho-social interventions, depot
treatment, each having a degree of effectiveness.
Combined strategies are recommended, centered on

individual non-adherence factors forteachirpatient’.
Classically, risk factors for non-adrence were
divided into: factors related to the patient, the
environment, physician and the treatment.”
Patientrisk factors
Socio-demographics
The age of patients is a risk factor for non-
adherence, patients at the onset of pathology may be more
resistant to the need for pharmacological treatment, while
elderly patients may have problems with the
administration, secondary to cognitive impairment or
executive function"’. Most studies include male sex ', low
socio-economic status’, as well as decreased educational

level in this category. "
General factors
Non-adherence to psychotropic treatment in the patient's

history is a risk factor for a future non-adherence
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Psychopathological symptoms

Insight and attitude towards disease and
treatment correlate with adherence to treatment. A low
disease insight also results in a low adherence to

treatment . In a study in which medical staff listed the
main causes of non-adherence, lack of insight, fear of
adverse effects of treatment, such as weight gain, and lack
of treatment effectiveness on symptomatology, were

considered the most important factors’. In general, a low
insight of the pathology does not change with
antipsychotic treatment. At present, there is evidence that
improvement of insight can be achieved through
therapeutic interventions aimed at cognitive processes,
such as metacognitive training, but more studies are still
needed. " An improvement in insight of pathology can
predispose patients to depression, feelings of futility and
suicidal ideation. Thus, the overall insight into pathology
(r=0.14), insight on mental illness (1=0.14), insight on
symptomatology (r=0.14) and the attribution of symptoms
(nature of symptoms and their potential causes,
r=0.17),were significantly correlated with depression, the
size of the effect being reduced for all insight
subcategories .

The severity of symptoms can cause low
adherence but also vice versa, a low adherence can
aggravate the symptomatology. *

Persistent positive symptoms can contribute to a
lack of adherence. Delusional ideas of poisoning or
persecution, as well as those of grandeur negatively
influence therapeutic adherence °.

In an analysis of several RCT studies, the
improvement of positive symptoms on the PANSS scale
was the most important criterion for therapeutic
adherence, regardless of the antipsychotic chosen in the
treatment. "’

Clinicians should address with patients and their
caregivers the time it takes antipsychotic to be effective,
possible side effects, their management, as well as to
monitor whether there is symptomatology characteristic
of a recurrence or therapeutic inefficiency, taking into
accounta possible change in treatment.

In the most common cases, psychotic
recurrences that may occur after discontinuation of
treatment are not immediate, so patients in clinical

remission sometimes do not notice a link between

medication and clinical improvement".

Data on negative symptoms are insufficient.
Negative symptoms are assumed to affect patients' ability
to care and their motivation to follow treatment’.

Neurocognitive symptoms are also involved in
adherence, through lack of understanding and
organization, therefore compliance behavior can be
modified"”.

Depressive symptoms are difficult to
differentiate from negative ones. These can occur during
the course of the disease. There are authors who have
found a link between the presence of depression and
anxiety and adherence to treatment’. On the other hand,
after remission of psychotic episodes, with the increase of
insight, depressive symptomatology can appear, being a
stronger relationship between them in the post-acute

phase”.

Abuse of alcohol or other substances,
comorbidities commonly found in patients diagnosed
with schizophrenia, are also risk factors for non-
adherence”.

Attitudes and subjective aspects

Psychiatric pathology stigma and negative
perceptions of disease and treatment of patients are an
impediment for treatment adherence. The idea that
treatment does not bring improvements”, or that
schizophrenia is not a severe disease’, stigma®' or the
shame of taking a treatment™ are risk factors for non-
adherence.

People with mental problems may face stigma or
false beliefs form the general population too. In a study
conducted in Switzerland in 1999 on the general
population, more than half of respondents believed at the
time, that antipsychotics had a risk of addiction. In
another study in Sweden, the attitude regarding treatment,
of the patient's closest relative was a factor for the patient's
adherence.

Environmental risk factors

Living alone”, lack of social support’ or
difficulty accessing health services™ are risk factors.
Risk factors related to the doctor

The quality of the therapeutic relationship
between the patient and the clinician and the
communication between them can influence adherence. A
disappointing therapeutic relationship with the physician’
as well as a deficient plan of the period after discharge °,
arerisk factors for non-adherence.

In a study conducted in the UK, with in-
participants diagnosed with schizophrenia, found that the
attitude of patients to treatment and the adherence they
reported, correlated with a good relationship between the
attending physician and patient. A negative attitude
towards treatment was associated with both poor insight
over pathology and the feeling of compulsion during
admission™.

A meta-analysis also emphasizes the importance
of effective communication between physician and
patient as a modifier factor of therapeutic adherence, with
a risk of non-adherence being 19 times higher in cases
where there has been poor communication between

physician and patient™. In another study, an important
aspect of communication between the doctor and the
patient diagnosed with schizophrenia, was the
involvement of patients and the desire to clarify various

topics discussed”. Patients who are more involved in the
conversation may be more concerned about treatment and
more adherent from the start. Another explanation would
be the doctor's style of communicating that can facilitate
or make it difficult for the patient to understand. An
effective style of communication of the doctor, doubles
the chances of'a good adherence from the patient .

It is important to assess the adherence to
psychotropic treatment of patients diagnosed with
schizophrenia and to create an environment in which they
feel comfortable with the disclosure of treatment follow-
up behaviour, including non-therapeutic adherence. If
non-adherence remains hidden from the clinician, the
clinician may take therapeutic decisions such as
increasing the antipsychotic dose, or changing it assuming
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it's ineffectiveness, decisions that may affect the clinical
course of the disease.

Treatment risk factors

The costs of medication and the ease with which
the patient can take possession of it should be taken into
account when choosing the treatment regimen. Thus, an
inaccessible cost of treatment, for patients with
schizophrenia, can reduce adherence.

Adverse effects of antipsychotic treatment may
cause an unfavorable attitude towards treatment, a
prospective study that included outpatients with
schizophrenia reported as the main reason for a suspected
non-adherence, fear of side effects™. Also, patients who
have a history of drug side effects, have a negative attitude
towards treatment ~’. But sometimes, patients' attitudes or
beliefs about treatment are not taken into account. In a
study of patients in the first psychotic episode, weight gain
and patients' perception of this adverse effect was
analyzed. Patients stated that not only adverse effects per
se are a reason for discontinuity of treatment, but lack of
information about disease, treatment and possible

adverse effects and what they should do if they occur™.
Thus, a patient who is given information on all these
aspects could continue treatment even if some minor side
effects occur, while a patient who has not been explained
the pathology, necessity and benefits of treatment, would
discontinue the antipsychotic more quickly when side
effects occur.

A complex treatment scheme containing both
more medications and increased frequency of doses may

cause the patient not to be adherent”. Simplification of
schemes may help in changing the patient's behavior with
treatment.

The route of treatment is a mean by which
adherence can be more easily controlled, so the
administration of intramuscular injections  depot,

decreases the rate of relapses™.

Conclusion

Non-adherence remains a problem frequently
encountered in psychiatric practice. This adversely alters
the evolution of patients with schizophrenia by increasing
the risk of relapse, decreasing quality of life and bringing a
significant increase in management costs for such
patients.

The causes of non-adherence are multiple and
may vary between patients. The most common causes are:
a low insight of disease, morbid substance abuse, attitude
to drugs and side effects of treatment.

Non-adherence strategies are necessary to
implement in medical practice and often simple steps such
as a good doctor-patient relationship and common
therapeutic decisions can facilitate both non-adherence
detection and modification.
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Abstract

INTRODUCTION Schizophrenia is a severe disorder with
a chronic, lifelong evolution. All domains of schizophrenia
symptoms (positive, negative, cognitive) are associated
with severe disability and low functionality. Being part of
the active work field could have benefits for these patients
in both quality of life and functionality, unfortunately the
employment rate in schizophrenia is rather low. It is
crucial that we identify factors associated with
unemployment in order to apply prompt interventions.
METHOD This research was conducted between
01.10.2010-01.10.2012 in The “Alexandru Obregia”
Clinical Psychiatry Hospital, Bucharest, Romania, and it
included stable schizophrenia patients. Out of these we
selected only the patients who were living in urban areas.
Symptom severity was assessed through the Positive and
Negative Symptom Scale (PANSS). Demographic, social
and occupational characteristics were collected and
presented using descriptive statistics. Categorial data was
analyzed using Chi-square test and continuous variables

were analyzed using Mann-Whitney test. Statistical
significance was considered for p values below .05.
RESULTS A sample of 95 patients with schizophrenia,
coming from urban areas were included in the study. Their
ages ranged between 19 and 60 years, with a mean age of
40.2 years (SD 10.37). Seventeen (17.9%) patients were
working at the moment of inclusion. There was a higher
proportion of patients - 77 (81.1%) that has previously
worked and 39 (49.4%) have worked for more than 5
years. Despite this, there were 62 (80.6%) that have been
unemployed for more than I year. The current employment
status was significantly associated with age and number of
admissions and was not influenced by symptom severity
(as measured through PANSS).

CONCLUSIONS There was a very low number of stable
schizophrenia patients currently employed. However,
during their lifetime numerous schizophrenia patients
previously held a job. This emphasizes the need for early
intervention in these patients in order to maintain them in
the active work field.

Introduction

Schizophrenia is a chronic psychiatric disorder
which greatly affects the social functioning and quality of
life of people afflicted by this disease. There are
approximately 21 million people worldwide diagnosed
with schizophrenia (1). The global prevalence of
schizophrenia is close to 1%, with an incidence (new cases
peryear) of 1.5 of 10000 people (2). Schizophrenia usually
develops in adolescence and early adulthood, rarely
appearing in childhood or after the age of 45. It is
considered more frequent in men compared to women
(1.4:1), age of onset in women being higher compared to
men(3) and prognosis being worse in males(4).

Since it is a severe disorder, which often appears
in early adulthood and has a chronic, usually lifelong
evolution, it also associates a great degree of disability.
Considering its worldwide prevalence, schizophrenia is
situated in the top 15 diseases according to its degree of
disability 5).

Schizophrenia has heterogenous clinical
manifestations(6). It is considered that these patients could
present multiple clinical manifestations across several
dimensions, the main being: positive, negative and
cognitive. Usually patients have varying patterns of these
symptomatic dimensions.

Positive symptoms consist of thoughts or

behaviors such as recurrent psychosis, which is
classically described as “losing contact with reality”. This
is characterized by delusions, hallucinations and
disorganized speech and behavior. Negative symptoms
are described through social withdrawal, flatten affect,
anhedonia (lack of capacity to perceive pleasure from
activities that were pleasuring in the past), lack of
initiative and energy. Cognitive symptoms are defined as
disfunctions regarding any cognitive domain (such as
attention, memory or executive functions).

Usually positive symptoms have a fluctuating
character (delusions and hallucinations can wax and
wane), although many patients can have residual positive
symptoms, unlike negative and cognitive symptoms
which have a predominantly chronic evolution and a
greater impact on overall, short and long term functioning
(7,8). Positive symptoms tend to remit when patients
receive antipsychotic treatment, unlike negative and
cognitive symptoms which have a much lower rate of
response to treatment.

Working competitively is one of the most
important aspects of a good functionality in schizophrenia
patients. Besides the objective benefits of social
reinsertion, acceptance and the financial aspects that arise
when employed, a rather big percentage of schizophrenia
patients state that working is an important and desirable
activity for them (9). Moreover, not being employed is a
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part of the stigma associated with schizophrenia, which
contributes to the reinforcement of this vicious circle(10).

Data from literature suggests a low employment
rate of schizophrenia patients. In Europe, only between 8-
35% of schizophrenia patients are employed (11).
According to another important study containing data
from European countries as well as Canada, USA,
Australia and Singapore (12) only 2.3-8.6% of
schizophrenia patients are employed. The current data
regarding the employment of schizophrenia patients come
from highly developed countries, since, at the moment, we
have few good quality studies in developing countries.

Although there are a lot of studies which present
results regarding the relationship between schizophrenia
and the workforce, these results are not always easy to
interpret. This issue arises due to the lack of standardized
methods and the high variability through which work is
assessed. It is usually not specified if the activity is in the
competitive work field or as a part of support centers
activity programs, if it is voluntary, part-time or full time,
what is the exact period of employment for the patients
etc. In addition, it is rarely specified what kind of work the
patient does and another difficult problem when it comes
to reporting data is that of women who engage in domestic
work, which impedes an accurate assessment.

There are many factors which take part in the low
level of employment of schizophrenia patients: the
manifestations of the disease, stigma, lack of specially
assigned work places for people with psychiatric
disorders, lack of specialized services for schizophrenia
patients, lack of family support etc.

Finally, being employed or not when diagnosed
with schizophrenia depends on a combination of
individual (history of previous employments, severity and
evolution of the disease), social and family factors (level
of unemployment of each country, level of discrimination,
access to welfare benefits and availability of vocational
services for people with psychiatric disorders, family
sustenance etc.) (13). Previous employment and the
presence of negative and cognitive symptoms are among
the strongest predictors of employment in patients with
schizophrenia(14,15).

The purpose of our study is to evaluate the
working status of a group of urban Romanian patients
diagnosed with chronic, stable schizophrenia. We will
also analyze some of the factors that might influence
employment status in these patients.

Materials and Method

This research was conducted between
01.10.2010-01.10.2012 in The ”Alexandru Obregia”
Clinical Psychiatry Hospital, Bucharest, Romania, and
included a total of 202 patients (16) diagnosed with
schizophrenia according to the DSM-IV-TR or ICD-10
criteria. All participants signed an informed consent. Out
of all the patients, 107 (52.97%) completed all
assessments. Out of these, we selected only the patients
who were living in urban areas (95 patients) and included
them in the analysis. Inclusion criteria were: age between
18 and 60 years, voluntary hospitalization, currently on
antipsychotic treatment and clinically stable for at least 4
weeks prior to inclusion. Patients were excluded if they
were admitted to the hospital as emergencies or had
important adjustment in their antipsychotic treatment, had

un unreliable caregiver (that could not offer information
about the patient) or had other psychiatric diagnoses such
as: mental retardation, bipolar disorder, schizo-affective
disorder, delusional disorder and substance-use disorder.
Severity of schizophrenia symptoms was assessed using
the Positive and Negative Syndrome Scale (PANSS)(17).

The Positive and Negative Syndrome Scale
(PANSS) (17) is used to assess symptom severity as well
as antipsychotic treatment efficacy. It includes 3 subscales
for evaluating positive symptoms, negative symptoms and
general pathology. Each item is scored from 1 to 7 with
higher scores reflecting more severe pathology.
Statistical analysis

Social, demographic and professional
characteristics were recorded based on personal
documents and clinical interview: gender, age, education,
number of siblings, marital status, professional status,
income source and debt. Clinical and medical variables
were assessed through clinical interview and include: age
at onset, disease duration and number of hospitalizations.
Descriptive statistics were used to characterize the
sample. Categorial data was analyzed using Chi-square
test and continuous variables were analyzed using Mann-
Whitney test. Statistical significance was considered for p
values below .05.
Results

Our analysis included 95 (60% female) patients,
with a mean age of 40.2 years (SD 10.37). Seventeen
(17.9%) patients were working at the moment of
inclusion. Categorical socio-demographic characteristics
according to occupational status (yes/no), are displayed in
Table 1.

Currently working

Yes (17, | No (78,

17.9%) 82.1%)
Gender N (%) N (%)
Female 12 21.1) 45 (78.9) n.s*
Male 5132 33 (86.8)
AgeMean (SD) 33.24 41.29 (9.80) | .005%*

(9.96)

Marital status
In a relationship 3143 18 (85.7) n.s*
Not in a relationship| 14 (18.9) 60 (81.1)
Education
e 15 (19.5) 62 (80.5) n.s*
<12 years 2 (11.1) 16 (88.9)
Children
Yes 5(2.5) 35 (87.5) n.s*
No 12 21.8) 43 (78.2)
Propriety
ownership
Personal or family 16 (24.6) 49 (75.4) n.s*
ownership
Other ownerships 1(4.5) 21 (95.5)
Chronically - 8 (100)
hospitalized
Number of persons
per room
One 12 (20.3) 47 (79.7) n.s*
Two or more 5139 31 (86.1)

Table 1. Social and demographic characteristics of the sample

Descriptive statistics about work status are presented in
Table 2. Categorical occupational characteristics are
displayed in Table 3. Clinical variables such as: age at
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disease onset, disease duration, hospitalization duration,
number of admissions and PANSS are presented in Table
4.

Category Patients (%)
Work history
Never worked 18 (18.9)
Has worked 77 (81.1)
Longest working period
5 years or less 40 (50.6)
Over 5 years 39 (49.4)
Table 2. Occupational characteristics
Currently working | P, OR (95%
(o))
Yes (17, No (78,
17.9%) 82.1%)
Previous N (%) N (%)
working places
Never worked 4 (22.2) 14 (77.8) n.s.
Have worked 13 64 (83.1) 1.407 (.399
before (16.9 4.964)
Longest
working period
5 years or less 8 (20) 32 80) n.s.
More than 5 6(16.2) | 31 @83.9 1.292 (402
years 4.154)
Time period of
unemployment*
1-5 years - 22 (28.6)
5-10 years - 16 (20.8)
More than 10 - 24 31.2)
years
Does not apply 17— 15 (195)
currently
working

Table 3. Occupational characteristics according to current
employment status
*Data offered only for the unemployed patients

Currently workin
Yes (17, No (78,
17.9%) 82.1%)
Disease onset at age 22.53 24.15 n.s**
* Mean (SD) (3.94) (4.92)
Disease duration in 10.71 17.04 n.s**
years (8.54) (9.65)
PANSS
Positive symptom sca 21.12 21.64 n.s**
(2.67) (4.05)
Negative Symptom 22.59 24.28 n.s**
Scale (3.61) (4.70)
General Pathology 45.88 46.53 n.s**
Scale (5.87) (7.05)
Total Score 89.59 92.45 n.s**
(10.02) (12.53)
Total hospitalization
days
*N (%)
Under 6 months 8 26.7 22 n.s*
(@733
6 months 2 years 309.7 28
(90.3
Over 2 years - 22 100
Number of admissio]
1-10 8 (19.5 33 035
(80.5
11 and above 1@2.9 33
97.)

Table 4. Clinical characteristics according to current
employment status

*chi-square/Fisher, ** Mann-Whitney, *** percentages are only
forthose who are not currently working
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Discussion

Our study shows that a very low percent - 17.9 of
stable, urban schizophrenia patients were employed at the
moment of the study. By contrast, in Romania, in 2012, the
employment rate in urban settings was around 58.7%(18).

According to our results, more women were
employed compared to men, a result which is not in
accordance with our country's statistics of the general
population that shows a higher employment rate for men
(66.5% compared to 52.6% in female population). The
impact of gender on employment in schizophrenia has
been debated in literature, with some results stating that
male gender is less likely to be employed (19) while other

studies (20,21) found no association between
employment status and gender. The results of our study
could be explained by the propensity of male patients to
develop a more severe form of schizophrenia compared to
women.

Our results show a significant difference between
the ages of the patients in regard to employment status,
with younger patients reporting higher employment rates
compared to older patients. Again, these are in opposition
with the unemployment data from the general population,
where a higher unemployment rate is more common in
younger persons. However, our results are to be expected
because a longer duration of disease frequently results in
more acute psychotic decompensations making the
disease more debilitating as time passes that coupled with
negative symptoms and cognitive impairment further
reduce the functionality of chronic schizophrenia patients.
It is also well possible that some patients might become
chronically unemployed or gain social security which may
reduce the chances of coming back in the active work
field.

According to the national survey of employment
in 2012 (18), education was positively associated with the
employment status, which was not seen in our analysis. It
is important, though, to keep in mind that our results could
be influenced by the small number of patients in the
compared groups. There were no differences in our sample
between the patients that did and did not work at the time
of'the study regarding marital status and living conditions,
which also may be due to the limited number of the cohort.

Avery important result of our study is that a large
number of patients with schizophrenia were employed at
some point during their lives — 81.1%. This result is of
outmost importance due to the fact that schizophrenia
patients, initially get employed and are able to work for a
period during their lifetime. The problem for this group of
patients is that later on they cannot maintain an active
working status. Obviously, this seems to be related to the
illness itself and its consequences. However, it does look
that there may be an important timeframe to intervene for
keeping patients with schizophrenia into the work field by
trying to maintain these patients employed, if possible,
maintain the jobs they already have, or offering some other
work alternatives (supported employment, etc.). The
social services can use this window of opportunity for
trying to implement some active measures for keeping the
patients with schizophrenia (at the beginning of the
disease) working after they initially got a job. There are
some cases, though, where a more severe form of the
disease acts as an impediment to maintaining an active
working status.
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Another significant result of our study is that an
important number of patients with schizophrenia have
worked over 5 years — 49.4%. There were no statistically
significant differences between their current employment
status and their work history (at 5-year cutoff). This is also
an especially important result because it shows that
chronic schizophrenia patients have the ability to maintain
a work place for a longer period of time during their
lifetime. It is also very likely that this period was before
the illness onset. However, this result indicates that a large
number of people with schizophrenia had a long work
experience that may be used in certain cases for work
replacement programs in selected individuals. However,
out of all the schizophrenia patients that worked for more
than 5 years, only 16.2% were still currently employed at
the moment of the study. Again, this result most likely
reflects the difficulties in maintaining a job after having
the onset of schizophrenia. The group that were employed
before the onset of the disorder and lost their job
consequently, may putatively represent an important
target for implementing timely measure for work
reintegration for these individuals.

The incidence of long-term unemployment,
defined as not working for at least 1 year from the total of
unemployed schizophrenia people, was very high —
80.6%. This is an alarming result because most data from
general population shows us that the longer the period of
unemployment, the lower the chance of getting rehired
(22). This should encourage social services to be more
aggressively involved with schizophrenia patients who
were employed and go on sick-leave in order to help re-
engaging this particular group of patients into the active
work field, given their high vulnerability for long term
unemployment or retirement.

From an economic standpoint, adding medical
costs of managing schizophrenia to the economic loss due
to unemployment brings a huge burden on society (23).
One possible solution would be to identify and treat
patients early-on in the onset of schizophrenia, giving
them a better overall functionality |(24) that may, in term,
give them a higher chance of getting employed, even part-
time.

A very important message of our study is that
reintegration packages should be applied immediately
after the onset of schizophrenia for patients that have been
unemployed due to the diagnosis of schizophrenia.

A good balance of the social welfare options
toward patients with schizophrenia needs to be
maintained. The advantages of sheltered employment,
such as free public transportation, and a large number of
alternative vocational programs seem to reduce the
relative attractiveness of competitive employment (25).
Moreover, uncertainty of long-term employment and the
high possibility of receiving a medical retirement plan,
could reduce motivation for searching and keeping a job.

There were no significant associations in our
study between psychiatric symptoms (positive, negative,
general) and employment. This result could be that, by
definition, our study included only stable schizophrenia
patients who did not present any recent symptom
exacerbations. Even though we did not find any
associations between employment and schizophrenia
symptoms, there are, though, many studies that
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acknowledge the unfavorable effects of positive (26),
negative (27) and cognitive (26) symptoms on work
activity.
Conclusions

A very low number of people suffering from
schizophrenia, in urban areas, are currently employed.
However, during their lifetime numerous patients with
schizophrenia have had a job. It is important to rapidly
apply active measures in order to maintain them in the
active work field in the earliest phases of the disease.
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CASE REPORT

NEUROLEPTIC MALIGNANT SYNDROME IN A
PATIENT WITH BIPOLAR DISORDER TREATED

WITH CLOZAPINE

Catilina Hogea', Alexandru N. Pavel’, Valentin P. Matei’

Abstract
We present a case of neuroleptic malignant
syndrome (NMS) in a 30-year- old patient receiving
treatment with clozapine, amisulpride and clonazepam.
NMS is a severe and rare (0,01 — 0,02%)
manifestation of antipsychotic drugs presenting symptoms
that include mental status changes, muscle rigidity,
diaphoresis, hyperthermia and autonomic dysfunction, but
also changes in the blood results such as neutropenia,

leukocytosis and - more important- serum CK elevation.
This kind of condition is more frequent in first generation
'typical’ antipsychotics than in second generation
‘atypical’ antipsychotics and less frequent in other agents
(lithium, valproate or non-neuroleptic agents that block
central dopamine pathways).

Total resolution of the symptoms is obtained in
most cases . Mortality reaches 10 — 20% in case the
condition is not recognized.

A 30-year- old man was transfered to our clinic from
another psychiatric unit presenting severe agitation,
confusion , unsystematized delusions, illogical thinking ,
partially coherent speech and absent insight. He was
diagnosed 10 years before with Bipolar Disorder, had
various treatments but noncompliant to either one except
flupenthixol decanoate administered once or twice a
month. In the previous unit care a brain CT was performed
showing no abnormalities and the suspicion of dilatative
cardiomiopathy was raised and later unconfirmed by our
specialists.

According to his psychopharmacological past
some of the best result were obtained with olanzapine or
amisulpride and so it was decided to start him on
olanzapine 20 mg and clonazepam 4 mg. Doses were
increased until the reach of 40 mg olanzapine, clonazepam
6 mg and were added gradually doses of amisulpride up to
800 mg. At that time little changes were observed in his
evolution and olanzapine was switched with clozapine 100
mg. After 2 days on clozapine and amisulpride the patient
condition was improving, he was less agitated but
unsystematized delusions and illogical thinking persisted
and his doses were escalated to 350 mg clozapine, 800 mg
amisulpride and 6 mg clonazepam. In the fifth day after
switching to clozapine, the patient presented fever (38.3
°C), flushes, diaphoresis without a sign of obvious
infection. No muscle rigidity or abnormal movements
were noted. His blood pressure was flucutuant (190/100
mmHg to 130/80 mmHg) and pulse elevated (102 bpm). It
was decided to stop the antipsychotics, send him to the
emergency room raising the suspicion of NMS. Blood tests
showed normal count blood cells and raised CK level (248
U/1), echocardiogram confirmed normal cardiac function

and his temperature lowered to 36.4°C. The patient was
switched on intravenous and oral hydration, 6 mg
clonazepam and close monitoring of his vital functions.

After 10 days without neuroleptic treatment in

which his symptoms improved and his serum CK levels
lowered, the patient appeared to be less cooperative,
verbally agressive towards medical staff, his speech was
incoherent and his behaviour bizarre and disruptive. It
was decided to hold the psychotropic medication and only
to manage his agitation with benzodiazepines until the CK
reach a safe level to rechallange him on neuroleptic
treatment.
When the CK level reached 159 U/l the patient was
rechallanged on clozapine 50 mg, maintaining a safe dose
of 6 mg clonazepam. Although the initial response was
good and the CK levels varied between 473 U/l and 630
U/l, after 4 days it raised again to 1825 U/I and clozapine
was stopped as a precaution although no other signs of
NMS were noted . In the next 10 days various combination
of treatment (including amisulpride 600 mg, sodium
valproate 2000 mg, levomepromazine 100 mg and
clonazepam 6 mg) failed to reduce patient's hectic
behaviour and odd beliefs and so he was added 100 mg
clozapine despitea CK level of 2181 U/1.

For the next 30 days his treatment was gradually
elevated from 400 mg amisulpride, 150 mg clozapine and
6 mg clonazepam to 1000 mg amisulpride, 700 mg
clozapine and 2 mg clonazepam, during which the patient
slowly became less agitated and delirious, more realistic
and optimist about his future and finally euthymic. CK
maintained high levels but with no other changes in blood
tests or in patient's vital functions. Before the discharge
CK was 248 U/l and hemogram showed no abnormalities;
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also, after discharge, patient's family reported normal
levels of CK and WBC and no psychotic symptoms
although they could not guarantee full compliance to the
treatment.
Discussion

The above case is an example of atypical form of
NMS in which only few characteristics were present. We
believe that in this case the Diagnostic and Statistical
Manual of Mental Disorders-5 criteria were satisfied: the
patient was exposed to a dopamine antagonist within 72
hours prior to the onset of the symptoms, he had elevated
CK levels on more than 4 measurements, hyperthemia and
autonomic instability (tachycardia, blood pressure

elevation > 25% and fluctuation > 20 mmHg above
baseline) and moreover all other possible causes were
eliminated. Lack of extrapyramidal features like rigidity
and tremor can be explained by clozapine
pharmacological profile.

Neuroleptic malignant syndrome is self-limited
in most cases if the drug is discontinued. The mean
recovery time is about 7 — 10 days in which proper
hydration must be assured. The risk of developing NMS
increases with 15 — 20% after a prior episode suggesting
an underlying vulnerability. Taking the decision to
rechallenge a patient on antipsychotics has to be carefully
assessed. In this case the gravity of his symptoms forced
us after 10 days to rechallange the patient first on
clozapine for 4 days, switching on amisulpride for the next
17 days with little response and finally on amisulpride and
clozapine. Although the doses were gradually escalated,
CK level reached a maximum of 2181 U/l, remained
constant for few days and later lowered to normal.

Romanian Journal of Psychiatry, vol. XXI, No.4, 2019

The great difficulty this case presented was the
fact we had very few details about the patient's previous
admission and that his psychopharmacological history
was not supported by medical documents. His family
recalled he was given high doses of both typical and
atypical antipsychotics without them being aware of a
prior NMS episode. Given the fact he received various
antipsychotics during the 10 years of his disorder's
evolution, clozapine seemed the most appropriate choice
in this case. A number of clozapine's side effects can be
easily managed (including neuroleptic malignant
syndrome) so that the drug doesn't need to be dicontinued
orif discontinued can be rechallanged with fewer risks.

Reviewing the main risk factors for developping
NMS, besides the use of first-generation antipsychotics,
three posibilities were taken into consideration. First,
cumulative antipsychotic doses compared to single use,
but in this case CK level increased from 773 U/l without
treatment to 1817 U/l on sodium valproate 1000 mg per
day, same level reached on clozapine or clozapine and
amisulpride. Second, rapid dose escalation which is
quoted in literature to appear in less than half of cases,
although there is no current consensus on its precise
definition. Inthe course of treatment doses were modified
depending on the intensity of the symptoms given the fact
we were dealing with a highly agitated patient that had
multiple suicide attempts and unsystematized delusions.
And third, the rapid onset of NMS got us thinking there
could have been another similar episode in his early past
that we could not confirm or unconfirm and may have
played arole in the development of the above case.
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ARTICOLE DE SINTEZA

FACTORI DE RISC PENTRU SPITALIZAREA

NEVOLUNTARA

Radu-Mihai Piun', Alexandru Neculai Pavel, Valentin Petre Matei’

Rezumat

Internarea nevoluntard este o parte esentiald,
dar controversatd a repertoriului psihiatriei. Existd
diferente regionale importante ale prevalentei acesteia,
responsabile fiind diferentele legislative si culturale dintre
tari. Totusi, profilul pacientului intrenat nevolutnar este
unul relativ stabil. Tulburdrile psihotice severe,

antecedentele de spitalizare impotriva vointei, absenta
criticii asupra bolii, comportamentul violent, neaderenta
la tratament si implicarea organelor de politie sunt
principalele trasaturi clinice corelate cu un risc crescut de
spitalizare nevoluntard. Pacientii nevoluntari sunt
predominant de sex masculin, imigranti si au situatii
personale si materiale dificile.

Introducere

Spitalizarea nevoluntara este procesul prin care o persoana
este, din varii motive, internata intr-o sectie de psihiatrie
impotriva vointei sale. Temeiul legal invocat include cel
mai adesea riscul de vatdmare a sinelui sau a celor din jur
sau necesitatea administrarii tratamentului pentru a
preveni agravarea unei stari evidente de boala psihica.
Desi majoritatea pacientilor astfel ajung sa recunoasca
necesitatea si beneficiul acestei interventii cu timpul(1), ea
ramane o problema controversata in lumea medicala.
Exista variatii regionale semnificative ale numarului anual
al pacientilor internati nevoluntar. Conform celui mai
mare studiu la nivel european, cea mai mica prevalenta se
regaseste in Portugalia (18,2 pe 100000 locuitori), in timp
ce la polul opus se afld Austria, cu de 281 de internari
nevoluntare la 100000 de locuitori(2). Exista o diferenta si
din punct de vedere al tendintelor evolutive, astfel incat
tari precum Anglia, Franta, Spania sau Olanda raporteaza
cresterea frecventei interndrilor nevoluntare, in timp ce
alte state precum Irlanda, Suedia sau Danemarca prezinta
numere constante sau in scadere. Un studiu din 2018 a
concluzionat faptul ca rata spitalizarilor nevoluntare este
mai crescuta In tarile cu produs intern brut mare, care aloca
mai multe fonduri catre bugetul serviciilor de sanatate. Cu
toate acestea, asocierea a fost relativ slaba, iar studiul nu a
inclus si tari in decurs de dezvoltare (2). O explicatie
plauzibild ar putea fi legata de simplul fapt ca aceste tari tin
evidente mai detaliate ale pacientilor psihiatrici. Prin
comparatie, datele legate de internarea nevoluntarda in
tarile est-europene sunt putine, iar centralizarea lor este
dificila din cauza lipsei unor registre nationale usor
accesibile(3).

Desi exista diferente la nivel legislativ si numeric, profilul
pacientului internat nevoluntar prezinta o serie de trasaturi
stabile. Scopul acestei lucrari este trecerea in revistd a
literaturii stiintifice pe tema factorilor de risc pentru
spitalizarea nevoluntara si de a evidentia nevoia de studii
pe aceasti temi in spatiul est-european. In final, acest lucru

ar putea pune bazele formuldrii unor strategii de
interventie mai bune pentru a ajuta pacientii cu risc inalt.

Cadrul legal

Diferentele legale si procedurale ar putea oferi o
explicatie pentru variatiile semnificative ale prevalentei.
Acest argument este preintampinat de faptul ca exista tari
cu norme legislative foarte diferite cu procente relativ
similare de interndri nevoluntare (de exemplu Portugalia
si Italia), pe cand state cu legi similare pot prezenta
diferente semnificative (spre exemplu Danemarca si
Finlanda)(4). Pe de alta parte, un studiu a evidentiat faptul
ca prevalenta internarilor nevoluntare in fosta Republica
Democratd Germand au crescut foarte mult dupa
reunificare, stabilizandu-se la valori similare cu cele din
Germania de Vest. De asemenea, schimbarea legii
sanatatii mintale engleze in 1983 a determinat de-a lungul
urmatorilor 12 ani o dublare a numarului internarilor
nevoluntare(5). Desi aceste cresteri au fost clar secundare
modificarilor legislative, ecle reflectd schimbarile
paradigmatice ce au avut loc in psihiatrie, cu tendinta
catre spitalizari mai scurte, dar mai frecvente. Intr-un sens
mai larg, acest fapt denota un fenomen ingrijorator de a
folosi internarea nevoluntara ca un mijloc de a reduce
riscul imediat la adresa societatii, adesea 1n detrimentul
bunastarii pacientului(6).

Existd si tari precum Italia sau Suedia ce au reusit
scaderea numarului de interndri nevoluntare prin
implementarea de noi legi. Un aspect punctual in acest
sens 1l reprezintd obligativitatea legald a prezentei sau
notificarii imediate a unei rude sau a unui reprezentant
legal In momentul interndrii. Alti factori procedurali
precum criteriile de internare sau autoritatea decizionala
finala (medicald sau instanta civild) nu au fost corelati cu
variatii semnificative(7).

Este clar ca diferentele regionale de cadru legal
influenteaza prevalenta internarilor nevoluntare, insa ele
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reprezintd o singurd fateta ale unei probleme foarte
complexe. Valorile sociale si normele culturale sunt cele
prin prisma cérora este aplicatd legea si cele care decid
care dintre cele doud roluri ale psihiatrului primeaza: acela
de Ingrijitor al bolnavilor sau acela de paznic al societatii

(8).

Factori clinici

In majoritatea studiilor pe aceasti temi, tulburdrile
psihotice sunt responsabile pentru cea mai mare parte a
interndrilor nevoluntare. Fatd de pacientii cu alte
diagnostice, cei cu tulburari psihotice au o sansd dubla
(OR = 2,18) de a fi internati Tmpotriva vointei, urmati la
mare distanta de cei cu tulburare afectiva bipolard (OR =
1,48) (9). Abuzul de substante este o comorbiditate
frecventa printre acesti pacienti, insd nu este clar daca
influenteaza sau nu riscul de spitalizare nevoluntara.
Anumite studii au descris o corelatie pozitiva intre cele
doua (10), in timp ce altele nu au gasit nicio asociere (11).
De partea opusa, tulburdrile de anxietate si tulburarile
depresive au fost corelate negativ cu riscul de internare
nevoluntara(12).

Din analiza detaliatd a categoriilor simptomatice reiese
faptul ca fenomenele de tip halucinator si delirant sunt
asociate cu un risc crescut de internare (OR =2,19) (9), in
timp ce simptomele negative se asociaza cu un risc scazut.
Severitatea simptomelor este corelatd cu probabilitatea de
spitalizare nevoluntara, existdind mai multe studii ce au
relevat faptul cé pacientii nevoluntari au valori medii mai
mari ale BPRS si PSP fatd de cei voluntari (13)(14).
Absenta criticii bolii este un alt element important (15),
intrucat acesti pacienti tind sd comitd mai frecvent acte
violente si au compliantd mai scazuta la tratament fata de
cei cu critica (16). O lucrare pe aceastd temd a
concluzionat faptul cd neaderenta la tratament in
saptamanile premergatoare prezentdrii este un predictor
foarte bun al internarii nevoluntare (17). Potentialul de
auto- sau heteroagresivitate este un criteriu legal frecvent
ce se coreleaza puternic cu spitalizarea nevoluntara (18).
Tarile ce nu admit acest criteriu tind sa aiba o prevalenta
mai scazutd a acestor internari(2).

Antecedentele de spitalizare nevoluntara reprezinta un alt
factor de risc major, ce dubleaza probabilitatea
internarilor viitoare (OR = 2,17) (9). Totodata, riscul de
respitalizare al acestor pacienti creste considerabil
(19)20). Alte elemente cu impact negativ sunt necesitatea
interventiei politiei si recomandarea internarii de catre un
medic ce nu cunoaste cazul (acolo unde legislatia permite
acest lucru)(21).

Factori socio-demografici

Pacientii de sex masculin prezintd o probabilitate mai
crescutd de a fi internati impotriva vointei comparativ cu
sexul feminin (OR = 1,23)(9). Factori de risc precum
schizofrenia, abuzul de substante si violenta grava au o
prevalenta mai mare in randul barbatilor(22). Desi femeile
prezinta mai frecvent comportament violent, acesta este
de obicei mai putin sever(23). Exista totusi unele studii de
amploare ce nu au raportat diferente intre sexe (24),
precum si altele in care femeile au prezentat risc mai mare
de internare(25).

Pacientii nevoluntari tind sa fie mai in varsta decat cei
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voluntari "(26)(27), Insa aceasta corelatie se regaseste in
toate studiile(25).

O meta-analizd condusa in tari dezvoltate cu populatii
majoritar albe a descris o asociere semnificativa intre rasa
si riscul de spitalizare Impotriva vointei. Astfel, pacientii
ce de rasa neagra au un risc dublu fata de cei de rasa alba
(OR = 2,00 cu valori de 2,53 pentru anumite grupuri
originare din Caraibe), iar pacientii asiatici prezinta si ei
un risc semnificativ crescut (OR = 1,33 pentru sud-asiatici
si 2,17 pentru est-asiatici). In general, imigrantii de orice
fel au o probabilitate crescutd de a fi internati nevoluntar
(OR=1,50)(28).

Dificultatile de ordin personal, locativ si financiar sunt de
asemenea asociate cu spitalizarea nevoluntara. Pacientii
fara ocupatie (OR = 1,43), pensionati (OR = 1,41) sau
asistati social (OR = 1,71) reprezintd categorii de risc,
precum si pacientii divortati si cei ce nu detin o locuinta
(OR=1,49)(27).

Concluzie

Trebuie avut in vedere faptul ca aceste concluzii sunt trase
pe baza unor studii ce includ predominant pacienti din tari
cu economii si sisteme medicale performante. Din acest
motiv, este posibil ca anumite asocieri descrise sa nu fie
valabile si In alte contexte socio-culturale. Tarile est-
europene in special ar beneficia de pe urma unor studii de
mari dimensiuni care sd ofere un punct de comparatie cu
statele vest-europene si nord-americane, sa ajute la
formularea unor strategii coerente, adaptate la nivel local
pentru a interveni si a ajuta pacientii cu risc inalt.
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ARTICOLE DE SINTEZA

CARACTERISTICILE AUTISMULUI INALT

FUNCTIONAL LAADULT

Alexandra Dolfi', Catilina Tudose’

Rezumat

Autismul Inalt Functional la adult, cunoscut in DSM-1V-
TR ca Sindrom Asperger, a fost inclus sub larga umbreld a
tulburarilor de spectru autist de catre DSM V. Sindromul
Asperger are drept caracteristici afectarea interactiunilor
sociale, un nivel restrictiv al intereselor si preocuparilor si
stereotipii comportamentale, la fel ca si celelalte tipuri de
autism, insd adaugd ca exceptie o dezvoltare bund a
limbajului si a capacitatilor cognitive si psihomotorii.
(1.2)

Scopul acestui articol este sa analizeze date din literatura
referitor la diagnosticul, caracteristicile, functionalitatea,
comorbiditdtile, tratamentul si prognosticul adultilor
diagnosticati cu sindrom Asperger/ Autism Inalt
Functional.

Indivizii diagnosticati cu Asperger au dificultati in a-si
gasi un loc de munca si/sau o nigd vocationala care sa le
asigure o viatd independenta si stabila din punct de vedere
financiar. Le este de asemenea foarte greu sa mentind un
loc de munca si relatiile sociale. (6,10) Majoritatea au
locuri de munca sub nivelul lor de pregdtire, intrucdt
dificultdtile acestora incep inca din momentul prezentarii
la interviul de angajare. Prin urmare, desi sunt calificati
pentru locul de munca pentru care aplicd, sunt respingi
datorita abilitatilor slabe de a se angaja intr-o conversatie
sau de a gandi si a raspunde repede la intrebarile adresate

la interviu.

Tulburarile de spectru autist sunt frecvent asociate cu
comorbiditati precum: hiperactivitate, capacitate scazutd
de atentie §i concentrare, compulsii, obsesii, tulburari de
somn, anxietate, depresie, ticuri, etc., toate acestea
reprezentand caracteristici ale tulburarilor neuropsihice
coexistente cu autismul precum: ADHD, tulburari
afective, tulburare obsesiv-compulsiva, etc. (22)

Autismul Inalt Functional este o patologie incd putin
cunoscutd si deseori confundata cu altele precum
depresia, tulburarea obsesiv-compulsiva, psihoza si/sau
tulburarile de personalitate. Diagnosticul este complicat
si necesita o anamnezd comprehensiva atdt a istoricului
familial cat si a celui personal al individului, pe langa
testari psihologice si aplicare de scale.

Acesti indivizi sunt valorosi pentru societate datorita
capacitatii lor incredibile de a-si directiona atentia pe o
zond specifica de interes, prin urmare acestia pot avea
performante extraordinare daca primesc sustinere
adecvata. Sustinerea nu este suficientd doar in copilarie,
ci trebuie continuatd pe parcursul intregii vieti, iar cu cdt
persoanele cu Asperger primesc un suport cdt mai
constant §i sustinut, cu atat mai favorabil va fi
prognosticul.

Cuvinte cheie: autism,
dizabilitate intelectuald

asperger, comorbiditati,

Introducere

Autismul Inalt Functional la Adult, cunoscut in DSM-IV-
TR ca Sindrom Asperger, a fost introdus ulterior sub larga
umbreld a tulburdrilor de spectru autist in DSM 5.
Sindromul Asperger a fost prima data descris in DSM-1V
in 1994, fiind inclus in categoria tulburarilor pervazive de
dezvoltare. Este caracterizat prin afectarea interactiunilor
sociale, un spectru restrans de interese si comportament
stereotip, repetitiv, la fel ca celelalte tipuri de autism, cu
exceptia mentinerii unui nivel bun al dezvoltarii limbajului
si capacitati cognitive si psihomotorii normale. (1,2) Cu
toate ca este considerata o tulburare rara, studiile
epidemiologice arata ca prevalenta acesteia este mult mai
mare: 0,35% la copiii de varsta scolard. (2) Sindromul
Asperger este o tulburare cronica si prezenta pe parcursul
intregii vieti, prin urmare va evolua ca manifestare de la
varsta copilariei catre varsta de adult, cu toate ca incidenta
si prevalenta acesteia la adult sunt Inca necunoscute. (1,2)
Majoritatea studiilor referitoare la Sd. Asperger sunt
focusate pe copii, de aceea la momentul actual avem inca
putine date despre simptome, evolutie si comorbiditatile
acestei tulburdri la adulti. Termenii Autism Inalt

Functional si Sindrom Asperger sunt mai mult sau mai
putin interschimbabili. Autismul Inalt Functional este
considerat a fi autismul cu nivel normal de inteligenta, in
timp ce Sd. Asperger cuprinde simptome din spectrul
autist asociate cu o inteligentd normala si./sau crescuta.
(3) Insa ambele categorii sunt incluse in acelasi grup de
cercetare cand scopul este studiul autismului inalt
functional, Intrucat diferenta dintre aceasta categorie si
autismul tipic este reprezentatd de buna dezvoltare a
functiilor cognitive si de limbaj, in timp ce ambele
asociaza dificultdti in interactiunea sociala si
comportament de tip autist.

Scop

Obiectivul acestui articol este sd analizeze datele prezente
in literatura curenta cu privire la diagnostic, caracteristici,
functionalitate, comorbiditati, tratament si prognostic in
ceea ce priveste adultii diagnosticati cu Sd.
Asperger/Autism Inalt Functional. Prezentim cele mai
importante date din literatura referitor la: stilul de viata al
adultilor cu acest diagnostic, afectiunile mentale si fizice
comorbide autismului, in special tulburarile neurologice,
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posibilele implicatii legale, dificultatile la angajare si in
viata sociald, precum si prognosticul acestora. Este nevoie
insa de mai multe date in ceea ce priveste toate aspectele
de mai sus, pentru a forma o imagine comprehensiva a
vietii si functionalitatii adultilor diagnosticati cu acest
sindrom.

Diagnosticul Autismului inalt Functional la adult

Un diagnostic corect este foarte dificil de obtinut intrucat
majoritatea adultilor cu acest sindrom au fost inclusi in
acest spectru Inca din copilarie. Cu toate ca simptomele
sunt aceleasi: abilitati intelectuale si de comunicare
sintacticd in limite normale, tulburdri ale limbajului
pragmatic (incapacitatea de a oferi informatia necesara la
timpul potrivit, probleme in a utiliza amabilitatile sociale,
dificultatea de a citi indicii nonverbali si tendinta la
interpretare literala a informatiei) (4,5,6), acestea au mare
variabilitate inter-individuald. Aceasta variatie face dificil
diagnosticul, acesta putand fi intarziat mai ales daca acesti
indivizi au abilitati bune de vocabular si capacitate
intelectuala ridicata, aspecte ce ascund celelalte trasaturi
ale autismului care sunt prezente inca din copilarie. (7)
Lipsa abilitatilor sociale este frecvent atribuita
introversiei, stereotipurile si comportamentele restrictive
si rituale ADHD-ului, retractia sociald depresiei, iar pe
masura avansarii in varsta, diagnostice precum tulburarea
de personalitate schizoida/schizotipald, schizofrenia
si/sau tulburarea schizo-afectiva sunt aduse in discutie. (8)
Copiii cu Sd. Asperger au o gama larga de cunostinte din
diferite domenii de interes, ceea ce face ca parintii si
profesorii sa nu perceapa alte modificari subtile in
comportamentul lor. Se adauga si faptul ca erorile lor de
interpretare in contexte sociale sunt deseori percepute ca
rau intentionate, si nu ca deficite ce necesita corectie. (9)
La varsta adulta, Sd. Asperger poate fi usor mascat la un
un mediu suportiv, insd dificultitile apar in situatii
neobisnuite, in special cand apar schimbari in rutina.
”Normalitatea” lor este afectatd cand schimbari precum
un nou loc de muncd, schimbarea locuintei, presiunile
apropiatilor de a-si intemeia o familie si/sau a avea copii
apar, sau in momentul cand sunt confruntati cu decizii
majore de viatd. Prin urmare, 1n aceste contexte vor face
sau vor spune ceva nepotrivit din punct de vedere social.
(10)

Actualmente, diagnosticul tulburdrii de spectru autist se
bazeaza pe criteriile DSM 5, 1nsa acest manual exclude
Sd. Asperger ca entitate separatd. Acest fapt face ca
diagnosticul sa se complice si mai mult, Intrucat acesta
necesita o anamnezd detaliatd atat a antecedentelor
personale catsia celor heredo-colaterale, la care se adauga
teste si scale suplimentare de diagnostic. Majoritatea
adultilor inclusi in acest spectru au fost diagnosticati n
copilarie. Scala AAA (Adult Asperger Assessment) este
un instrument bun de testare si diagnostic, Inséd trebuie
aplicate si teste pentru coerenta centrala, theory of mind si
functia executiva. (8,9,10)

Particularititile Autismului inalt Functional la adult

Este nevoie de studii longitudinale pentru a vedea evolutia
acestei tulburari la varsta adulta. Cel mai lung studiu pana
la aceastd datd, ramane cel din Danemarca (Larsen &
Mouridsen, 1997). Au urmarit o cohorta de 18 copii care
fuseserd diagnosticati initial cu tulburare psihoticd in
cursul primei lor interndri intr-un serviciu de psihiatrie,
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insd toti Intruneau criteriile ICD-10 pentru autism si
Sindrom Asperger. Subiectii au fost urmariti timp de 30 de
ani, iar media de varsta la publicarea rezultatelor a fost 38
de ani. Concluziile aratd ca pacientii cu autism au un
prognostic mult mai slab comparativ cu cei cu Asperger in
ceea ce priveste educatia, abilitatea de a se angaja, viata
sociald si institutionalizarea. Cel mai bun prognostic
pentru Sd. Asperger a fost asociat cu abilitdti bune de
comunicare si intelectuale, in timp ce un prognostic bun
pentru ambele tipuri de diagnostic a fost asociat cu un
suport bun familial si social. (11) Studiul a avut insé limite
in ceea ce priveste dimensiunea cohortei urmarite si lipsa
unui lot de control.

Majoritatea informatiilor privind adultii cu Sd. Asperger
sunt preluate din biografiile personale ale acestora si din
interviuri, la care se adaugd declaratii ale familiilor.
Parintii si profesorii spun despre acesti indivizi cd desi
aratd normal” si ”vorbesc normal”, nu par niciodata sa se
integreze in grupul celorlalti de varsta lor. Multi dintre ei
se descriu pe sine ca fiind “extraterestri/diferiti” dar nu
inteleg aproape niciodatd de unde vin aceste diferente.
Majoritatea lor sunt exclusi social si
educational/profesional si afirma cd “traiesc la marginea
societatii” si sunt mult mai vulnerabili la probleme atat
fizice, cat si de naturd psihologica. (12)

Termenul de Sd. Asperger a fost introdus in 1981 de catre
Wing, bazat pe cazurile clinice raportate de Hans Asperger
(1944). Wing a studiat multe persoane cu acest diagnostic,
notand ca prognosticul sd. Asperger este frecvent afectat
de aparitia bolilor psihice coexistente. A afirmat ca
anxietatea si depresia frecvente la adolescentii si adultii cu
sd. Asperger se datoreaza constientizarii dureroase ca sunt
diferiti. Prognosticul difera pentru fiecare individ, intrucat
este dependent de abilitatile si temperamentul fiecdruia.
Wing afirma ca ”Un nivel bun de ingrijire, sustinerea la
locul de munca si intelegerea sunt vitale pentru ca o
persoand cu Asperger sda functioneze independent”.
(13,14) Tantam, o alta figura importanta pentru studiul Sd.
Asperger, afirma ca acesti indivizi sunt frecvent vazuti de
psihiatri ca fiind excentrici si ciudati. Foarte putini reusesc
sa termine studii post-liceale sau universitare, iar Inca si
mai putini reusesc sd se angajeze. 53% din pacientii
studiati de Tantam in 1991 erau institutionalizati, 41%
locuiau cu parintii si doar 3% erau capabili sa se descurce
independent si sé locuiasca singuri. Tantam a concluzionat
ca desi Sd. Asperger este considerat o forma mai usoara de
autism, este totusi o tulburare care da o afectare sociala si
profesionald marcata creand foarte multe probleme. La
adolescent si adultul tanar, cand relatiile sociale sunt cheia
principalda a majoritatii realizérilor, acesti indivizi
intdmpind cele mai mari provocari ale vietii lor. (15)
Howlin (2000) a concluzionat ca ”desi adultii cu Asperger
pot avea succes si functiona corespunzator in societate,
aceste realizari vin rar cu usurintd, fiind nevoie de ani
intregi si de un volum foarte mare de muncd pentru a
atinge acelasi nivel ca un individ fara acest diagnostic”. A
coroborat rezultatele mai multor studii ce au inclus adulti
cu Sd. Asperger, concluziondnd ca majoritatea sunt
dependenti sau semi-independenti, foarte putini au
educatie universitara si majoritatea au fost diagnosticati
cu tulburari psihice, cel mai frecvent anxietate si depresie
de-a lungul vietii. Doar 2% erau casitoriti. (16) Intr-un alt
studiu din 2004, considerat cel mai mare studiu sistematic
de follow-up al autismului la viata adultd, autorii au
concluzionat ca nivelul de functionare intelectuald in
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copilarie este unul din cei mai semnificativi factori in
determinarea prognosticului la adult. Numai indivizii cu
scoruri QI de peste 70 au avut un prognostic bun al
functionalitatii sociale si profesionale. Abilitatea de a
functiona adecvat depinde si de gradul de suport oferit de
familie, angajator si serviciile sociale. QI-ul verbal si de
performantd nu au fost semnificative ca indicatori de
prognostic. (17) Un alt studiu similar efectuat in 2003 de
Engstrom et al., a avut rezultate diferite de cele enumerate
anterior: majoritatea participantilor traiau independent, cu
toate ca foarte putini erau adaptati din punct de vedere
sociali si profesional, majoritatea traind singuri, nefiind
niciunul casatorit. Aceste diferente ar putea fi datorate
erorilor de selectie, metodelor diferite de evaluare precum
si diferitelor tipuri de interventii medicale si/sau
psihosociale corespunzatoare zonei geografice din care
face parte individul respectiv. (18)

Cele mai aprinse subiecte de dezbatere in ceea ce priveste
adultii cu sd. Asperger il reprezinta capacitatea de a avea
un loc de munca, implicatiile legale, comorbiditatile fizice
sipsihice sirata mortalitatii. (17,18)

Functionalitatea adultilor cu Autism inalt Functional
Indivizii diagnosticati cu Asperger au mari dificultati in a-
si gasi un loc de muncd si/sau o nisa vocationald de
activitate care sa le asigure o viata independenta si sigura
din punct de vedere financiar. De asemenea le este foarte
dificil sa-si mentind locul de munca si relatiile sociale.
(6,10) Majoritatea lucreaza in functii sub nivelul lor de
pregatire intelectuald, intrucat primele dificultati apar inca
de la interviul de angajare. Prin urmare, desi sunt calificati
pentru postul la care aplica, sunt frecvent respingi datorita
abilitatilor foarte reduse de a se angaja in conversatie sau
de a gandi si raspunde rapid la intrebarile adresate la
interviu. Deci, vor primi pozitii mai prost platite si
majoritatea vor fi dezamagiti de locul de munca si statutul
ocupational. (19) Foarte multi isi dau demisia si 1si
sfarsesc prematur drumul in cariera, fapt ce duce la o stima
de sine scazuta si la depresie. (20) De fiecare data cand un
adult cu sd. Asperger este concediat, durata de timp pana
isi va gési un nou loc de muncd se va dubla, In timp ce
durerea si rusinea resimtitd se madresc cu fiecare
concediere. Indivizii cu sd. Asperger sunt mult mai
constienti de lipsa lor de abilitati sociale decat indivizii cu
autism clasic, cea mai mare problema citatd de acestia in
mentinerea locului de munca fiind: comunicarea sociala
slaba Intre angajat, angajator si colegii de munca, deficitul
de abilitati sociale si tulburarile senzoriale. Suferintele
fizice si mentale comorbide (afectarea senzoriald,
insomnia si scaderea nivelului cognitiei sociale) au cel
mai mare impact asupra functiondrii lor zilnice si a
capacitatii de a se angaja. (18,19,20)

Cu toate ca este mai putin cunoscut si discutat,
comportamentul violent este destul de des intilnit la
adultii cu sd. Asperger. Majoritatea acestora care ajung
internati intr-un spital de psihiatrie vor primi initial
diagnosticul de schizofrenie, apoi pe cel de tulburare de
spectru autist. (10) Tantam (1991 si 2000) afirma ca
majoritatea incidentelor de acest gen ce implicd acesti
indivizi se datoreaza capacitatii slabe de intelegere a
situatiilor sociale, rigiditatii si/sau comportamentului
restrictiv sau intereselor de tip obsesional. (10,15) Alte
studii contrazic afirmatiile lui Tantam spunénd ca datorita
rigiditatii extreme cu care aceste persoane tind sa respecte

regulile si rutina acestia vor fi mult mai supuse legii
comparativ cu alti indivizi; cu toate acestea ei sunt usor de
manipulat si participa fara voia lor la actiuni ilegale in
pozitia de complici, fara sa fie constienti de gravitatea
situatiei. Sunt adulti care au facut inchisoare datorita
incapacitatii de rezolvare a unor situatii administrative din
cauza cognitiei sociale reduse. (21,15)

Comorbidititile Autismului inalt Functional la adult
Tulburarile de spectru autist sunt frecvent asociate cu
comorbiditati precum: hiperactivitate, capacitate scazuta
de atentie si concentrare, compulsii, preocupari
obsesionale, tulburari de somn, anxietate, depresie, ticuri,
etc., toate acestea fiind caracteristici ale tulburarilor
neuropsihice coexistente cu autismul, precum ADHD,
tulburarile afective, tulburarea obsesiv-compulsiva, etc.
(22)

Un studiu efectuat in 1998 aratd ca cea mai frecventa
comorbiditate la copiii cu Sd. Asperger este ADHD, in
timp ce depresia este cea mai frecventa la adolescenti si
adulti. Depresia s-ar datora dificultatilor de coping si
stigmei sociale sau poate fi rezultanta factorilor biologici
si/sau genetici asociati patogeniei Sd. Asperger. Frecventa
depresiei asociate acestui sindrom este dificil de stabilit,
intrucat simptomele pot fi usor mascate de cele ale Sd.
Asperger precum retragerea sociala si tulburarile de somn
siapetit. (23)

Berney (2004) si Tantam (2000a) au stabilit ca tulburarile
afective (depresie, tulburare afectiva bipolara si anxietate)
coexistd frecvent cu Sd. Asperger, iar prevalenta
suicidului este mai ridicatd comparativ cu populatia
generala. (10,19) Berney (2004) afirma ca dificultatile pe
care indivizii cu Asperger le au in a-si identifica emotiile si
sentimentele 1i pot determina sa se exprime in moduri mai
neobisnuite, ceea ce poate duce eronat la un diagnostic de
tulburare psihotica. Impasivitatea ar putea fi confundata
cu aplatizarea afectiva, rdspunsurile incomplete
interpretate ca dezorganizare de tip psihotic si exprimarea
de tip literal, concret a gandurilor poate fi confundata cu
tulburari de perceptie. (19)

Ozonoff (2005) a aplicat Inventarul Multifazic al
Personalitatii Minnesota- Editia 2 (MMPI-2) la acest tip
de pacienti si a descoperit ca scorurile pentru izolarea
sociald, dificultati interpersonale, dispozitie depresiva si
deficit de coping sunt mult mai mari comparativ cu lotul
de control reprezentat de indivizi din populatia generala.
(24) Indivizii cu Sd. Asperger accepta foarte greu
schimbarile si sunt predispusi la anxietate si detasare
sociald. Tipurile de temperament observate au fost:
obsesional, pasiv-dependent si exploziv. (25)

Ryan (1992) a afirmat ca este posibil ca indivizii care au
fost tratati pentru tulburari psihice cronice si au fost
rezistenti la tratament, ar putea avea un diagnostic primar
de Sd. Asperger care a trecut neobservat. Caracteristici de
tip Asperger precum: “excentricitatea, labilitatea
emotionald, anxietatea, functionarea sociald redusa,
comportamentul repetitiv si obiceiurile fixe pot mima alte
tulburari precum schizofrenia, tulburarea afectiva
bipolara, tulburdri anxioase si tulburarea obsesiv-
compulsiva”. (26)

Un studiu efectuat de Coussens, Evans si Koning (2006)
arata ca adultii tineri cu Sd. Asperger nu sunt satisfacuti in
ceea ce priveste sanatatea lor fizicd in zone precum:
disconfort si durere, dependenta de tratament medical,
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activitatile vietii zilnice, capacitate de munca, energie,
mobilitate si capacitatea de relaxare. Aceste probleme duc
la dificultdti in mentinerea locului de munca datorita
absenteismului frecvent. (27) Multi indivizi cu Sd.
Asperger prezintd afectare senzorialda precum
hipersensibilitatea la sunete si atingeri, dificultati de a
percepe ritmul sunetelor si/sau al vocii, fapt care poate
determina tulburari de comportament. Williams (1998)
sugereaza ca “experientele senzoriale ale indivizilor cu
autism sunt similare celor pe care majoritatea indivizilor
le traiesc in stadii timpurii ale dezvoltarii, inainte de a
invata sa interpreteze sensul acestora si de a le integra in
lumea exterioara”. (28)

Tantam (1991) a descoperit ca deficitele la nivelul
functiilor motrice fine diferentiaza adultii cu Sd. Asperger
de cei fard acest diagnostic. "Neindemanarea” si afectarea
neurologicd find reprezintd un factor nespecific de
vulnerabilitate pentru Sd. Asperger. (15)

Tulburérile de somn sunt frecvente atat la copiii cat si la
adultii cu Sd. Asperger, cu toate ca nu se stie daca
insomnia se datoreaza sindromului in sine, tulburarilor
psihiatrice comorbide sau combinatiei acestor patologii.
Tulburarile de somn pot fi explicate prin prevalenta
crescutd a anxietatii, fricii si depresiei si/sau afectarii
comportamentului social. (29)

Afectarea invatarii abilitatilor sociale si afectarea
constiintei de sine in cadrul unui grup social sunt semne
princeps ale Sd. Asperger, descrise de Fritz (2004) ca fiind
: ”o forma extrema de egocentrism, care duce la lipsa de
consideratie pentru cei din jur”. (6) Cu toate ca aceste
persoane pot parea extrem de egocentrice, acest
egocentrism al Sd. Asperger nu este deliberat, fiind lipsit
de orice intentie maleficd, aceste persoane nefiind
constiente de faptul cd sunt egocentrice. Acest fapt
accentueaza dificultatile lor de a forma relatii
interpersonale de lunga durata, deoarece nu sunt capabili
”sa se pund in papucii celuilalt” si sd-si imagineze cum
aratd actiunile lor din perspectiva celorlalti. (1,6)

Datorita lipsei de abilitati sociale, acesti indivizi au uneori
tendinta de apropiere verbald sau fizica inadecvata si
citesc prost semnalele subtile ale limbajului corpului. Prin
urmare sunt victime frecvente ale abuzului sexual. (30)
Rata mortalitatii la persoanele sub 30 de ani cu Sd.
Asperger este mai mare (2%) decat in populatia generala
(0,6%). (31) Isager (1999) afirma ca rata mortalitatii este
strans legata de inteligentd conform unei functii In forma
de U. Astfel, atat dizabilitatea intelectuald severa cat si
inteligenta ridicatd sunt asociate cu un risc mai mare de
deces. Decesul la persoanele cu dizabilitate intelectuala
se produce 1n general prin accidente (cauze fizice precum
epilepsia si alte tulburari neurologice asociate), In timp ce
la indivizii cu inteligenta ridicata, rata de suicid este mai
mare, fiind asociatd cu depresie si posibil abuz de
substante, datorita dificultatilor de a se adapta in societate.
(32)

Tratament si prognostic in Autismul inalt Functional
la adult

Interventiile farmacologice nu sunt eficiente in ceea ce
priveste factorii etiopatogenici ai Sd. Asperger sau
autismului, acestea fiind utile doar in tratamentul
simptomelor asociate precum anxietatea, depresia,
agitatia, obsesiile si alte comorbiditati. Interventiile sunt
in majoritate de tip educational si psihologic si vin din
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zona terapiilor pentru tulburarile de invétare, fiind
adaptate pentru autism. Se focuseaza pe transformarea
excentricitatilor in puncte forte si pe invatarea directd a
informatiei si a abilitatilor sociale. Metode precum ABA si
TEACCH sunt frecvent utilizate, iar colaborarea de echipa
dintre medici, psihologi, asistenti sociali, familie si
angajatori este obligatorie. (33,34) Cu cat este mai buna
colaborarea, cu atat prognosticul va fi mai bun.

Concluzie

Autismul Inalt Functional este o patologie mai putin
cunoscuta si frecvent confundatad cu altele precum
depresia, tulburarea obsesiv-compulsiva, psihoza si/sau
tulburarile de personalitate. Diagnosticul este complicat,
necesitand un istoric detaliat al antecedentelor personale
si heterocolaterale, addugindu-se numeroase teste
psihologice si scale. Acesti indivizi sunt pretiosi in
societate, datorita capacitatii lor incredibile de a se
concentra restrictiv pe o anumita arie de interes, prin
urmare pot avea performante uimitoare dacd primesc
ghidaj si suport adecvat. Nu au nevoie de sustinere doar in
copilarie, ci aceasta trebuie sa fie continua pe parcursul
intregii lor vieti, intrucat cu cat este mai mare nivelul de
suport, cu atat prognosticul va fi mai bun.
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ARTICOLE DE SINTEZA

DEFICITELE DE LIMBAJ IN SCHIZOFRENIE

Arina D Sofia', Maria Ladea’, Catdilina Tudose’

Rezumat

Tulburarile de limbaj, ca parte componenta a
schizofreniei, au fost descrise inca de la diferentierea
nosologica a acesteia si, desi cercetarile in domeniul
tulburarilor de gandire se axeaza in special pe tulburarile
de continut, perturbarile la nivelul formarii si expresiei
gandirii reprezinta elemente de baza ale bolii, fiind
asociate cu deficite de functionare sociala, deficite
cognitive si prognostic clinic slab, cu potential predictor
independent de factorii neurocognitivi.

Deficitele pragmatice de limbaj se afla in stransa
legatura cu neurocognitia si mentalizarea, indelung fiind
considerate o subcomponentd a acesteia din urmad.
Suprapunerea dintre deficitele pragmatice si cele de
mentalizare nu este insd una totald, deficitele pragmatice
de comunicare putand fi prezente in randul pacientilor cu
schizofrenie si in absenta afectarii altor functii cognitive
(mentalizare, functii executive), putind reprezenta un
domeniu deficitar individual.

O consultare a literaturii de specialitate din
ultimii 5 ani releva faptul ca studiile raportate pana in
prezent se adreseazd in principal capacitdtii indivizilor de

utilizare a limbii si a mijloacelor de expresie lingvistica, cu
omiterea evaluarii mijloacelor non-verbale,
extralingvistice si paralingvistice de comunicare. Se
evidentiaza de asemenea numarul restrans de studii
efectuate in raport cu potentialul predictor al functiilor
lingvistice de grad inalt, incluzand aici intelegerea
umorului §i a metaforelor, precum si numarul redus de
baterii de teste standardizate disponibile pentru evaluarea
limbajului pragmatic. Evaluarea limbajului este
influentata de limitari numeroase, incercarile de descriere
ale modalitatilor de limbaj urmdnd 3 cai: evaluarea
proprietdtilor statistice, evaluarea productiei lingvistice
din punct de vedere lexical si al structurii sintactice,
precum i evaluarea structurii discursului. Metodele
computationale de evaluare ale limbajului, prin
prelucrarea limbajului natural si machine learning, incep
usor sa se distingd ca domenii de perspectivd promitdatoare
in infelegerea riscului de aparitie al psihozelor, precum §i
ca potentiali furnizori de biomarkeri, in masura acceptarii
deficitelor de limbaj ca posibili biomarkeri in psihoze.

Cuvinte cheie: schizofrenie, cognitie, deficite de
limbayj, deficite pragmatice, mentalizare

Introducere:

Tulburarile de limbaj, ca parte componentd a
schizofreniei, au fost descrise inca de la diferentierea
nosologicad a acesteia, Emil Kraepelin observand
similaritatea dintre dezorganizarea de limbaj din
schizofrenie si limbajul viselor, iar Eugen Bleuler
descriind slabirea asociatiilor logice in comunicarea
psihotica (1). Evaluarea dezorganizarii gandirii ramane
insd o provocare in cadrul cercetarii, intelegerea
mecanismelor responsabile de acest simptom fiind inca
limitata (2). Desi cercetarile in domeniul tulburarilor de
gandire din schizofrenie se axeaza in special pe tulburarile
de continut ale gandirii, perturbarile la nivelul formarii si
expresiei gandirii reprezintd elemente de baza ale bolii,
fiind asociate cu deficite de functionare sociala, deficite
cognitive si prognostic clinic slab (2, 3). Tulburarile de
limbaj vizeaza cele doud componente principale ale
functiiilor lingvistice, productia si intelegerea (3). in ciuda
recunoasterii importantei acestui tip de perturbari, lipsa
intelegerii conceptuale si a bazei fiziologice a acestora are
drept consecintd absenta unor mijloace eficiente de
interventie in cazurile in care tratamentul antipsihotic se
dovedeste ineficient in acest sens (2).

Evaluarea limbajului este influentata de limitari
numeroase, de la subiectivitatea intervievatorului, la
paleta restransa de domenii ce pot fi investigate cu precizie
prin scale ordinale, la complexitatea crescuta conferita de

implicarea unui expert lingvist in procesul de cercetare.
Legatura stransa dintre procesele de gandire de rang inalt
si limbaj sugereaza insa ca limbajul si vorbirea ar putea
reprezenta o sursd predictivd importanta in tulburarile
mintale (4). La momentul actual, prea putine state din
lume dispun de mijloace eficiente si adaptate pentru
evaluarea capacitatilor lingvistice in viata de zi cu zi
pentru pacientii cu schizofenie (3, 5).

Deficitele pragmatice reprezintd o categorie
importantd si specifica de deficite identificabile la
pacientii cu schizofrenie (6, 7), cu impact asupra
abilitatilor de comunicare (6, 8). Dificultatile de
comunicare pot persista si in cazul in care abilitatile
sintactice si semantice raman intacte (8, 9). Pragmatica
este insa rareori abordata in context clinic (6).

Relatiile dintre functiile cognitive si
mentalizare, pe de o parte, si intelegerea si productia
actelor specifice de comunicare, pe de alta, nu este foarte
clara. Mentalizarea pare mai strans corelata cu
dificultatile pragmatice, insd rezultatele in acest sens au
variat mult in decursul anilor. Rolul mentalizérii in
executarea sarcinilor pragmatice poate varia in functie de
fenomenul investigat (8). In cadrul studiilor disponibile in
literatura, rezultatele privind potentialul mentalizarii de
prezicere a capacitatii de intelegere a ironiei si a
metaforelor sunt discrepante, unele sugerand existenta
corelatiei dintre mentalizare si intelegerea ironiei, dar nu
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si a metaforelor, pe cand altele au sugerat o lipsa completa
acorelatiilor (10, 11).

Péana la momentul actual in domeniul cercetarii
incercarile de descriere ale modalitatilor de limbaj au
urmat 3 cai: evaluarea proprietatilor statistice, evaluarea
productiei lingvistice din punct de vedere lexical si al
structurii sintactice, precum si evaluarea structurii
discursului(1,9).

Studiile raportate pana la momentul actual insa
se adreseazd in mod tipic capacitdtii indivizilor de
utilizare a limbii si a mijloacelor de expresie lingvistica,
cu omiterea evaluarii mijloacelor non-verbale,
extralingvistice si paralingvistice de comunicare (8, 11),
mijloace care ar putea merita o analizd mai atentd din
perspectiva potentialului de intelegere aprofundatd a
deficitelor ce influenteaza functionarea pacientilor cu
schizofrenie. Nu doar dificultatile lingvistice, ci si cele
verbale/extralingvistice reprezintd o parte integrantd a
simptomatologiei din spectrul schizofreniei (8). Deficitele
de intelegere a limbajului non-verbal au fost descrise de
cel putin 100 de ani, fiind Insa atribuite gandirii concrete

(3).

Materiale si metode:

Scopul lucrarii de fata a fost acela de a prezenta
stadiul cunoasterii in domeniul deficitelor de limbaj
asociate tulburdrilor din spectrul schizofreniei, prin
consultarea literaturii de specialitate din ultimii 5 ani. S-a
utilizat motorul de cautare PubMed, in baza cuvintelor
cheie schizofrenie, cognitie, deficite de limbaj,
pragmaticd, mentalizare. Din articolele rezultate in urma
cautarii s-au selectionat acele articole disponibile si 1n
limba engleza si ale caror metodologie implica evaluarea
deficitelor de limbaj ca scop principal, excluzandu-se
articolele si meta-analizele care faceau referiri in acest
sens 1n baza datelor disponibile anterior din literatura, fara
aefectua o evaluare actuala propriu-zisa.

Data fiind lipsa de armonizare a mijloacelor de
evaluare psihometrica a functiilor lingvistice atit in
context de cercetare, cat si clinic, o selectie ulterioara in
baza mijloacelor evaluatorii utilizate nu a putut fi
realizata, fiind luate 1n considerare toate studiile
corespunzatoare criteriului anterior, indiferent de calea de
investigare aleasd. Au fost excluse studiile de imagistica
ce nu asociau 1n cadrul metodologiei de cercetare si
evaluare psihometrica.

Rezultate si Discutii:

Inurma selectiei au rezultat 17 studii publicate in
ultimii 5 ani, investigand deficite de limbaj si comunicare
verbald si non-verbald in randul pacientilor cu
schizofrenie si, intr-unul dintre cazuri, al indivizilor
prezentand risc inalt de dezvoltare a psihozei, impactul
acestora asupra functionalitatii si evolutiei, corelatiile cu
alte domenii deficitare, precum si potentialul predictor in
contextul psihozei. Considerand derularea cercetarilor
publicate in 6 dintre studiile disponibile pe populatii
vorbitoare de limba engleza ca limba materna s-a remarcat
totusi o omogenizare a mijloacelor de evaluare, prin
utilizarea bateriei de teste Assessment Battery for
Communication (ABaCo) (12) in evaluarea limbajului si
comunicarii. Celelalte studii, realizate pe populatii din
Europa si Asia, au utilizat scale variate elaborate sau
validate la nivel national sau au prezentat rezultatele

validarii unei metode psihometrice nou elaborate (7).

Un prim studiu canadian (2) sugereaza faptul ca
dezorganizarea gandirii ar putea fi cuantificabila fiabil la
pacientii cu tulburari psihotice la debut prin analiza
automatizata a sintaxei, independent de statusul cognitiv
si functional, lansand 1n perspectiva ideea posibilitatii
cuantificarii slabirii asociatiilor logice descrise de Bleuler
de-a lungul diferitelor stadii de psihozad. Cuvintele de
legatura au rolul de a lega concepte/ganduri in cadrul
vorbirii, la utilizarea incorectd determinand necesitatea
unui efort cognitiv crescut in vederea interpretarii
limbajului si, deopotrivd, conferind impresia clinica de
tulburare de gandire. Studiul mentionat a evaluat opt
domenii prin metode standardizate, de analiza
automatizatd a vorbirii: saracirea limbajului, pierderea
scopului, sldbirea asociatiilor logice, utilizarea particulara
a cuvintelor, structurd particulara a propozitiilor, logica
particulara, distractibilitate si perseverentd, cu analiza
prin cumulare a sardcirii gandirii, dezorganizarii si
tulburarilor globale de gandire (prin Insumarea tuturor
celor 8 domenii). Rezultatele au indicat faptul cd modul de
utilizare al cuvintelor de legaturd poate reprezenta un
indicator al dezorganizarii gandirii, nefiind asociat cu
severitatea globala a simptomelor sau a disfunctiei
cognitive. S-a mai remarcat de asemenea ca
dezorganizarea gandirii este caracterizata de utilizarea
excesiva a cuvintelor de legaturd, precum si asocierea
acestora din urma cu simptomatologia pozitiva din sfera
tulburarilor gandirii si cu dezorganizarea conceptuala, dar
nu si cu viteza de procesare, fluenta verbald sau
functionarea sociala (2).

Pragmatica, abilitatea de a utiliza limbajul si alte
mijloace expresive pentru a transmite un anume sens in
contexte interactionale specifice, a fost indelung
considerata a fi o subcomponenta a mentalizarii (Teoria
Mintii) (13), abilitatea de a atribui stari mentale propriei
persoane, precum si celor din jur (10, 14). Acceptand un
model pe niveluri multiple de structurd a limbajului,
putem considera pragmatica ca reprezentand etajul cel
mai inalt, subordonandu-i-se In maniera consecutiva si
incluziva semantica, sintaxa, morfologia, fonologia.
Mentalizarea a fost redefinita de la prima descriere a
conceptului, in 1978, pentru a acoperi intreaga paleta a
complexitdtii in subcomponente afective si cognitive (15),
mentalizare la persoana I si persoana a Ill-a (16),
mentalizare de ordinul I si de ordinul II. Deficitele de
mentalizare 1n schizofrenie se asociaza in mod special cu
dificultatile de intelegere a limbajului figurat (17).
Deficitele pragmatice par sd includa atat intelegerea, cat si
comunicarea, in special in ceea ce priveste sintaxa si
semnatica de rang 1nalt (6). De asemenea, in schizofrenie
s-a descris afectarea capacitatii de distingere intre
denumirea actiunilor si a obiectelor, mai precis distingerea
intre verbe si substantive (18). O idee unanim acceptata
este necesitatea unui proces inferential ca punte de
legatura Intre sensul literal al unui enunt si sensul conferit
de catre vorbitor, aceasta fiind o caracteristicd a
comunicdrii umane (14), evidentd 1n special in cazul
utilizarii ironiei si a limbajului figurat, precum si al
recunoasterii si remedierii erorilor de comunicare, al
productiei narative, al actelor de comunicare voit
inselatoare (10, 11). Pacientii tind sd prezinte dificultati
progresiv ridicate de la sarcini pragmatice simple (de tipul
intelegerii si exprimarii actelor de comunicare sincere) la
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sarcini mai complexe (de tipul intelegerii si exprimarii
actelor de comunicare ironice sau cu intentie voitd de a
induce in eroare), dificultati ce ar putea fi explicate prin
gradul de solicitare determinat de procesele inferentiale
necesare in aceste circumstante (11).

Frith a considerat deficitele pragmatice ca
reprezentand o consecintd a deficitelor de mentalizare
(10), dar, considerand faptul ca pragmatica in sine nu
poate explica totalitatea diferentelor de performanta ce
survin la parcurgerea sarcinilor pragmatice (fapt
evidentiat n randul copiilor mici si a pacientilor cu
schizofrenie (10)), este posibil ca cele doud notiuni sa
cunoasca beneficii la analiza separata, atat teoretica, cat si
practica (14), doua studii recente raportdnd deficite
pragmatice in absenta deficitelor de mentalizare la
pacientii cu schizofrenie investigati (6, 8). Conform
rezultatelor unuia dintre acestea (6), cognitia si
mentalizarea se coreleaza cu intelegerea pragmatica, in
timp ce productia pragmaticd este corelatd doar cu
capacitatea cognitivd. Nivelul general de inteligenta
(reflectat psihometric prin coeficientul de inteligenta) a
rezultat a fi un factor preditor pentru intelegerea
pragmatica, subliniind importanta functionarii cognitive
generale in raport cu procesele inferentiale implicate in
comunicare (6). Componenta cognitivd a mentalizarii
interationeaza desigur strans cu alte domenii, in special cu
limbajul, dezvoltarea progresiva a abilitatilor de
mentalizare incepand de la varsta de 3 ani (17). Deficitele
pragmatice de comunicare pot fi prezente insd in randul
pacientilor cu schizofrenie si in absenta afectarii altor
functii cognitive (a mentalizarii sau a functiilor executive)
(8).

Un articol publicat recent (17) sugereaza ca
anomaliile lingvistice identificate in schizofrenie s-ar
putea datora nu atat de mult abilitatilor lingvistice
generale, cat abilitatilor semantice si pragmatice ale
pacientilor, independent de nivelul general de inteligenta,
mentalizarea fiind una dintre componentele implicate in
intelegerea limbajului figurat, insd nu singura
responsabild de aceasta, domeniul mentalizarii parand a
nu se suprapune perfect cu domeniul pragmatic (6, 10). Un
alt studiu (11) vine in sprijinul afirmatiei anterioare,
concluzionand faptul ca deficitele privind mentalizarea si
functiile executive nu sunt suficiente pentru a explica
afectarea performantelor pragmatice la pacientii cu
schizofrenie. In cadrul acestuia din urmi, evaluind
capacitatea de a intelege si genera acte de comunicare
sincere, nseldtoare, ironice, pe langd o serie de sarcini
cognitive ce implicd evaluarea functiilor executive si a
mentalizarii, rezultatele au indicat faptul ca tendinta
liniard crescatoare de dificultati identificate la nivelul
intelegerii si productiei de acte de comunicare sincere,
ironice sau voit inseldtoare evaluate atat prin mijloace
lingvistice, cat si extralingvistice, nu pare a fi explicata de
un set anume de abilitdti cognitive (functii executive,
mentalizare etc.). Analiza prin regresie multipla utilizata
ca metoda n cadrul studiului a relevat faptul ca atentia,
nivelul general de inteligenta, functiile executive si viteza
de procesare nu explicd suficient deficitele de performanta
pragmatica, singurul element cu potentialul de a explica
modificarile fiind mentalizarea. Aceasta din urma s-a
asociat cu dificultati la nivelul intelegerii si generarii de
acte de comunicare voit inselatoare, insa nu a putut explica
dificultatile privind comunicarile ironice (11).

Unele functii lingvistice de rang inalt au sediul la
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nivelul emisferei drepte: planificarea si intelegerea
discursului, intelegerea umorului, sarcasmului,
metaforelor si a solicitarilor indirecte, precum si generarea
si interpretarea prozodiei emotionale (4). Interpretarea
concretd a proverbelor a fost asociata cu deficite la nivelul
functiilor executive (8). Deficitele de intelegere ale
intentiei de comunicare contribuie la deficitele de
interactiune sociala, tulburarile de limbaj reprezentand un
potential marker predictor pentru afectarea capacitatilor
sociale si functionale (8). Imposibilitatea de intelegere a
sarcasmului pare sa afecteze functionalitatea in contexte
sociale recreationale (6). Un studiu coreean a raportat, in
baza unei baterii de teste ce a inclus un test national
standardizat de limba, corelatii pozitive intre rezultatele
neurocognitive si diferite aspecte ale abilitatilor de limbaj
la pacienti cu schizofrenie comparativ cu lotul martor (3).
Cercetarile efectuate pe un grup populational din Japonia
(19) au raportat asocierea dintre perceperea ironiei si
capacitatea de recunoastere a comportamentelor
anormale, precum si dintre intelegerea metaforelor si
recunoasterea comportamentelor sociale normale,
asocieri independente una de cealaltd. Un alt studiu,
desfasurat pe o perioadd de 16 de luni pe pacienti
considerati a prezenta risc inalt de dezvoltare a psihozei
din Polonia, cu varste cuprinse intre 15 si 32 de ani (5),
publicat anul acesta, subliniaza numarul restrans de studii
efectuate in raport cu potentialul predictor al functiilor
lingvistice de grad inalt, ficand referire la intelegerea
umorului si a metaforelor, precum si numarul redus de
baterii de teste standardizate disponibile pentru evaluarea
limbajului pragmatic. Rezultatele au indicat faptul ca
deficitele de intelegere a umorului si a metaforelor ar
putea fi factori predictori pentru dezvoltarea psihozei in
randul pacientilor larisc.

In ceea ce priveste ciile de investigare a
modalitatilor de limbaj, Andreasen (9) a investigat
tulburarile de limbaj si gandire pe baza limbajului natural,
incurajand pacientii evaluati sa vorbeasca liber pentru
perioade determinate de timp, avand convingerea ca
evaluarea tulburarilor de gandire poate fi efectuata fara
necesitatea "unor proceduri experimentale complicate".
Aceasta a dezvoltat apoi scala de evaluare a gandirii,
limbajului si comunicarii (the Scale for Assessment of
Thought, Language and Communication — TLC) (9), un
instrument compus din 18 itemi util in diferentierea
schizofreniei de depresie prin prisma limbajului, dar nu si
de manie initial. La momentul distingerii tulburarilor de
gandire 1n simptome pozitive si negative insa,
diferentierea a putut fi efectuata si in raport cu mania. O
meta-analiza pornind de la rezultatele contradictorii de-a
lungul timpului privind modelele neuropsihologice de
afectare executiva de limbaj 1n schizofrenie (20) a aratat
faptul cd, in timp ce neurocognitia si functiile executive se
coreleaza atat cu tulburarile formale de gandire pozitive,
cat si cu cele negative, in ceea ce priveste variabilele
lingvistice tulburarile pozitive sunt asociate cu deficite de
intelegere sintacticad si semanticd, In timp ce tulburarile
negative se asociazd doar cu deficitele de intelegere
semanticd. Un alt studiu efectuat in 2019 (21) utilizdnd
scala dezvoltatd de Andreasen in evaluarea tulburarilor
formale de gandire, domeniile neuropsihologice si
functionalitatea globala in raport cu stadiul de evolutie a
bolii a raportat potentialul predictor al tulburarilor formale
de gandire pentru functionalitate independent de factorii
neurocognitivi, dar si stabilitatea de-a lungul evolutiei
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bolii a tulburdrilor formale de gandire negative si a
deficitelor de abstractizare, propunand investigarea
acestora pe viitor in calitate de fenotip intermediar al bolii.

Printre mijloacele traditionale de evaluare in curs
de dezvoltare se numara o baterie de teste elaborata de
catre un grup de cercetatori italieni, The Assessment of
Pragmatic Abilities and Cognitive Substrates (APACS),
care evalueaza abilitatile pragmatice ale indivizilor cu
deficite de comunicare in cadrul a diverse tulburari (de la
schizofrenie la tulburdri neurodegenerative), axandu-se
pe doud domenii — discursul si limbajul figurat, prin
sarcini ce vizeaza capacitatea descriptiva, de intelegere a
textului, de sesizare a umorului, de abstractizare si
generalizare, dovedindu-se utild in evaluarea comunicarii
pragmatice si in intelegerea substraturilor cognitive ale
acesteia prin asociere cu teste neuropsihologice standard
(7). Rezultatele studiilor efectuate pand acum pe baza
utilizarii scalei sugereaza cd atat abilitatile cognitive, cat si
de mentalizare influenteazd Iintelegerea pragmatica,
productia pragmatica depinzand insa doar de capacitatile
cognitive. S-au evaluat sarcini cognitive si de mentalizare,
memoria verbald, fluenta verbala, viteza de procesare,
planificarea, indicand faptul ca deficitele pragmatice nu se
suprapun celorlalte domenii cognitive deficitare la mai
mult din 30% din pacientii investigati, indicand
specificitatea atribuibild pragmaticii ca domeniu deficitar
individual (7).

Un alt studiu publicat in 2019 (22), asupra
discursului spontan, a fost efectuat pentru a descrie
tiparele de afectare a fluentei verbale in randul pacientilor
cu schizofrenie cu si fara tulburari formale de gandire, al
rudelor de gradul I, precum si al unui grup martor sanatos.
Rezultatele au aratat ca, desi nu a existat o diferentiere
semnificativa in sensul prezentei mai frecvente a pauzelor
in discurs in randul grupului tintd, o diferenta a putut fi
observata intre grupurile investigate prin analiza pauzelor
in raport cu pozitii sintactice specifice, oferind noi
orizonturi de cercetare in domeniul ritmului si fluxului
verbal in schizofrenie. Literatura ofera, in plus, date
conform carora abilitatile sintactice par a fiun predictor de
performantd pentru sarcinile ce implica sistemele
reprezentationale la subiectii cu autism (14), spectru de
tulburdri analizat prin comparatie cu spectrul
schizofreniei de-a lungul timpului din perspectiva
mentalizarii.

Metodele computationale de evaluare ale
limbajului, prin prelucrarea limbajului natural si machine
learning, incep usor sda se distingd ca domenii de
perspectiva promitatoare in intelegerea riscului de aparitie
al psihozelor (1), precum si ca potentiali furnizori de
biomarkeri, In masura acceptarii deficitelor de limbaj ca
posibili biomarkeri in psihoze (23). Markerii de limbaj au
avantajul provenientei in urma unor evaludri non-invazive
ce consuma resurse financiare si de timp reduse si ar putea
fi utili in detectia precoce, evaluarea raspunsului la
tratament si a riscului de recadere (23). Analiza relatiei
dintre abilitdtile cognitive, mentalizare si abilitatile
reprezentarii relatiilor multivariate si non-lineare dintre
variabile, defineste cele trei ca domenii independente de
afectare in schizofrenie (24), abilitatile lingvistice
distingandu-se insd ca potential factor de diferentiere intre
subiectii sanatosi si pacientii cu schizofrenie (24).
Avantajele metodelor computationale de analizd a
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limbajului includ posibilitatea evaluarii cantitative
automate a coerentei discursului, complexitatii sintactice,
sardcirii continutului discursului, coerentei referentiale,
precum si a limbajului metaforic (1). Caracteristicile
lingvistice devin prin intermediul acestor metode mult
mai usor de trasat, inteligenta artificiald si procesarea
naturald a limbajului permitand extractia imediatd si
precisd a elementelor lingvistice. Extinderea tehnologiilor
digitale si adaptabilitatea metodelor in vederea utilizarii la
scard largd (prin platforme online si aplicatii pentru
dispozitive inteligente) poate spori utilitatea acestora in
intelegerea si evaluarea riscului de psihoza din
perspectiva lingvistica.

Din pacate, evaluarea modalitatilor de
comunicare non-verbala (prin mijloace extralingvistice si
paralingvistice) la pacientii cu schizofrenie tinde sa fie
omisa in literatura de specialitate (11). Un studiu asupra
particularitatilor de afectare a limbajului in randul
pacientilor cu schizofrenie si surditate totala (25) a relevat
(pe baza unui lot restrans nsd) deficite de producere
lingvistica in contextul utilizarii limbajului semnelor, prin
perturbarea utilizarii clasificatorilor semantici, cu afectare
predominanta a productiei versus intelegere. Acest model
de afectare este diferit de cel raportat in randul pacientilor
cu schizofrenie fara tulburari de auz, un studiu evaluand
procesarea receptiva a limbajului (26) descriind afectare
semnificativa la nivel sintactic a receptivitatii limbajului,
cu procesare lexicald intactd, precum si asocieri intre
intelegerea limbajului si productia verbala.

Un alt studiu (8) s-a bazat pe investigarea relatiei
dintre abilitatile cognitive si competenta pragmatica
exprimata prin mijloace lingvistice si extralingvistice, cu
evaluarea suplimentara a Intelegerii si generarii actelor de
comunicare. Rezultatele au indicat faptul ca deficitele
pragmatice se rasfrang implicit asupra mijloacelor de
exprimare extralingvistice / non-verbale (respectiv
intelegerea si producerea semnalelor non-verbale), putand
contribui la dificultatile de interactiune sociala, scaderea
calitatii vietii si a functionalitatii.

Bibliografie:

1. C. M. Corcoran et al., 'Language as a biomarker for psychosis: A
natural language processing approach', Schizophr. Res., no. xxxx, Jun.
2020.

2. M. Mackinley, J. Chan, H. Ke, K. Dempster, and L. Palaniyappan,
'Linguistic determinants of formal thought disorder in first episode
psychosis', Early Interv. Psychiatry, no. January, pp. 1-8,2020.

3. S. J. Kim et al., 'The relationship between language ability and
cognitive function in patients with schizophrenia', Clin.
Psychopharmacol. Neurosci.,vol. 13,n0. 3, pp. 288-295, Dec. 2015.

4. B. Elvevag et al., 'An examination of the language construct in
NIMH's research domain criteria: Time for reconceptualization!', Am. J.
Med. Genet. Part B Neuropsychiatr. Genet.,vol. 171,n0. 6, pp. 904-919,
2016.

5. A. Pawelczyk, E. Lojek, N. Zurner, M. Kotlicka-Antczak, and T.
Pawetczyk, 'Higher order language impairments can predict the
transition of ultrahigh risk state to psychosis—An empirical study', Early
Interv. Psychiatry, no. January, pp. 1-14, 2020.

6. V. Bambini, G. Arcara, M. Bechi, M. Buonocore, R. Cavallaro, and M.
Bosia, 'The communicative impairment as a core feature of
schizophrenia: Frequency of pragmatic deficit, cognitive substrates, and
relation with quality of life', Compr. Psychiatry, vol. 71, pp. 106-16320,
Nov. 2016.

7. G. Arcara and V. Bambini, 'A Test for the Assessment of Pragmatic
Abilities and Cognitive Substrates (APACS): Normative Data and
Psychometric Properties', Front. Psychol.,vol.7,p. 70, Feb.2016.

8. A. Parola, L. Berardinelli, and F. M. Bosco, 'Cognitive abilities and
theory of mind in explaining communicative-pragmatic disorders in
patients with schizophrenia', Psychiatry Res., vol. 260, pp. 144-151,




Feb.2018.

9.N. C. Andreasen, 'Scale for the Assessment of Thought, Language, and
Communication (TLC)', 1986.

10. F. M. Bosco, M. Tirassa, and 1. Gabbatore, "Why pragmatics and
Theory of Mind do not (Completely) overlap', Front. Psychol.,vol. 9, no.
AUG, p. 1453, Aug.2018.

11. F. M. Bosco, L. Berardinelli, and A. Parola, 'The ability of patients
with schizophrenia to comprehend and produce sincere, deceitful, and
ironic communicative intentions: The role of theory of mind and
executive functions', Front. Psychol.,vol. 10,no. May, pp. 1-13,2019.
12. R. Angeleri, F. Bosco, I. Gabbatore, B. Bara, K. Sacco, 'Assessment
Battery for Communication (ABaCo): Normative data', Behavior
Research Methods, 44, pp. 845-861,2012.

13. D. Premack and G. Woodruff, 'Does the chimpanzee have a theory of
mind?', Behav. Brain Sci., vol. 1,no. 4, pp. 515-526, Dec. 1978.

14. H. Tager-Flusberg, 'A componential view of theory of mind: evidence
from Williams syndrome', Cognition, vol. 76,no. 1, pp. 59-90, Jul. 2000.
15. S. Nichols and S. P. Stich, Mindreading. Oxford University Press,
2003.

16. H. Wimmer and J. Perner, 'Beliefs about beliefs: representation and
constraining function of wrong beliefs in young children's understanding
of'deception.', Cognition,vol. 13,no. 1, pp. 103-28, Jan. 1983.

17. J. M. Gavilan Ibafiez and J. E. Garcia-Albea Ristol, 'Teoria de la
mente y comprension del lenguaje en la esquizofrenia', Psicothema, vol.
25,n0.4, pp. 440-445,2013.

18. S. B. Nazli, O. M. Kogak, B. Kirkici, M. Sevindik, and A. Kokurcan,
'Investigation of the processing of noun and verb words with fMRI in
patients with Schizophrenia', Noropsikiyatri Ars., vol. 57, no. 1, pp.
9-14,2020.

19. K. Fukuhara et al., 'Impaired Interpretation of Others' Behavior is

Romanian Journal of Psychiatry, vol. XXI, No.4, 2019

Associated with Difficulties in Recognizing Pragmatic Language in
Patients with Schizophrenia', J. Psycholinguist. Res., vol. 46, no. 5, pp.
1309-1318,2017.

20. E. Bora, B. Yalincetin, B. B. Akdede, and K. Alptekin,
'Neurocognitive and linguistic correlates of positive and negative formal
thought disorder: A meta-analysis', Schizophr. Res., vol. 209, pp. 2-11,
2019.

21. A. Comparelli ef al., 'The Complex Relationship among Formal
Thought Disorders, Neurocognition, and Functioning in Nonacutely Il
Schizophrenia Patients', J. Nerv. Ment. Dis., vol. 208, no. 1, pp. 48-55,
2020.

22. D. Cokal et al., 'Disturbing the rhythm of thought: Speech pausing
patterns in schizophrenia, with and without formal thought disorder',
PLoS One,vol. 14,n0.5,pp. 1-14,2019.

23. J. N. de Boer et al., 'Language in schizophrenia: relation with
diagnosis, symptomatology and white matter tracts', npj Schizophr., vol.
6,n0. 1,pp. 1-10,2020.

24.A.Parola, R. Salvini, I. Gabbatore, L. Colle, L. Berardinelli, and F. M.
Bosco, 'Pragmatics, Theory of Mind and executive functions in
schizophrenia: Disentangling the puzzle using machine learning', PLoS
One,vol. 15,n0.3, pp. 1-17,2020.

25. G. Chatzidamianos, R. A. McCarthy, M. Du Feu, J. Rossello, and P. J.
McKenna, 'Language abnormality in deaf people with schizophrenia: a
problem with classifiers', Cogn. Neuropsychiatry, vol. 23, no. 4, pp.
229-241,2018.

26. E. J. Tan, G. W. Yelland, and S. L. Rossell, 'Characterising receptive
language processing in schizophrenia using word and sentence tasks',
Cogn. Neuropsychiatry,vol.21,no. 1, pp. 14-31,2016.

skoksk

233



ARTICOLE DE SINTEZA

EVALUAREA CAPACITATII DE RECUNOASTERE A
EMOTIILOR FACIALE iN TULBURARILE DIN
SPECTRUL SCHIZOFRENIEI

Tiberiu C. Ionescu", Ionut-Stelian Popa', Citilina Tudose'”

Rezumat

Obiective: Deficitul in planul functionalitatii sociale
reprezintd o caracteristica a pacientilor cu tulburare din
spectrul schizofreniei. La acest moment exista mai multe
variante de definire a conceptului de functionalitate
sociala, toate avdnd la bazd o constructie
multidimensional ce are la baza doud elemente principale:
abilitatile sociale si cognitia sociald. Functionalitatea
sociala presupune sumarizarea a multiple domenii ale
vietii cotidiene, precum ocupatia, relatiile interpersonale,
capacitatea de a trai independent si nu in ultimul rand
calitatea vietii. Perceptia emotiilor faciale reprezinta
capacita individului de a recunoaste si utiliza emotiile,
asigurand comportamentul necesar in desfasurarea
interactiunilor interumane.

Metode: Avind in vedere heterogenitatea studiilor de
evaluare a principalilor factori de prognostic asociati
capacitatii deficitare de recunoastere a emotiilor faciale,
lucrarea de fata reprezinta un review de literaturda
nesistematizat ce isi propune sa raspundd la o serie de
Intrebari precum: Pacientii cu schizofrenie prezinta un
deficit real de recunoastere faciala sau este datorat unui
deficit al functiilor cognitive superioare? Sunt aceste
deficite specifice unui anumit grup de pacienti? Sunt

aceste deficite specifice fetelor umane sau reprezinta un
deficit general, care presupune recunoasterea obiectelor?
Rezultate: In acest studiu au fost revizuite mai multe
lucrari stiintifice ce urmaresc deficitul in recunoasterea
faciala din punct de vedere comportamental,
neuroimagistic si psihiatric, aceste deficite fiind raportate
pe scard larga la pacientii cu tulburare din spectrul
schizofreniei. Rezultatele studiilor analizate sugereaza
faptul ca deficitul recunoasterii emotiilor faciale sunt
secundare unor deficiente a perceptiei vizuale, urmate de
deficite in sfera prosexica si mnezicda. Mai mult decat atdt
exista cercetari care indica un deficit in perceptia
stimulului. In mod similar, anomalii ale miscarii ochilor in
timpul sarcinilor de recunoastere faciala sugereazda o
afectare generald a explorarii vizuale.

Concluzii: Persoanele diagnosticate cu tulburari din
spectrul schizofreniei se confrunta cu multiple deficite pe
planul functionalitatii sociale. Literatura de specialitate
prezinta dovezi stiintifice pe tema deficitelor de
recunoastere faciala precum si a procesului de
recunoastere a emotiilor faciale in randul tulburarilor din
spectrul schizofreniei.

Cuvinte cheie: schizofrenie, functionalitate, emotii,
recunoastere faciald.

Introducere

Tulburarile din spectrul schizofreniei reprezinta
un grup de patologii psihiatrice caracterizate prin
complexitatea si heterogenitatea simtomatologica, cu
evolutie frecventd spre incapacitate cronicd pe planul
functionalitatii sociale si profesionale.  Studii
epidemiologice si familiale au sugerat o prevalenta
crescutd a diferitor tulburari psihiatrice inrudite
schizofreniei in randul rudelor de gradul I ale pacientilor
cu diagnostic de schizofrenie (1,2). Cea frecventa dintre
aceste tulburdri este reprezentatd de tulburarea
schizotipald (3). Termenul de 'schizotipie', introdus de
Meehl si Rado in anii '60 face referire la o persoana
caracterizatd de anhedonie, ambivalenta, aversiune
sociala, tulburari dismorfice corporale, tulburari calitative
si cantitative in sfera gandirii si a perceptiei (4), aceasta
patologie fiind definita mai tarziu in DSM I1I ca tulburare
de personalitate schizotipala (5). Dovezi ale studiilor
familiale precum si a studiilor pe gemeni monozigoti si
dizigoti sugereaza existenta a doua clustere ale tulburarii
de personalitate schizotipale: un cluster negativ (discurs
spontan si comportament bizar, rezonanta afectiva redusa,

retragere sociald) si un cluster pozitiv (ideatie cu continut
bizar-magic, decompensari psihotice de scurtd duratd),
cel dinurma fiind asociat cu o incidenta crescuta in randul
rudelor de gradul I ale persoanelor cu tulburari afective.
Clusterul negativ al tulburarii de personalitate
schizotipald poate reprezenta o forma atenuata, subclinica
a schizofreniei, cu deficite cognitive atenuate si
modificari structurale cerebrale reduse. Prevalenta
tulburarii de personalitate schizotipald in randul rudelor
de gradul I ale pacientilor diagnosticati cu schizofrenie a
fost evaluatda in 1995 de Kendler et al. in studiul
epidemiologic Roscommon, care a adaugat conceptului
de spectrul schizofreniei si alte tulburari (6): schizofrenia,
tulburarile de personalitate schizotipala si paranoida
(aferente cluster-ului A), tulburare schizoafectiva de tip
depresiv, alte tulburari psihotice non-afective (tulburare
schizofreniforma, episod psihotic atipic) si nu 1n ultimul
rand tulburéri afective cu elemente psihotice.

Pe de alta parte conform Manualului de
Diagnostic si Clasificare Statistica a Tulburarilor Mintale
5 (DSM-5) tulburdrile din spectrul schizofreniei si alte
tulburari psihotice cuprind schizofrenia, alte tulburari
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psihotice si tulburarea (de personalitate) schizotipala (7).
Simptomatologia clinicad include simptome pozitive
(halucinatii si ideatie delirantd), simptome negative
(diminuarea expresivitatii fetei, avolitia, alogia,
anhedonia, lipsa de sociabilitate), deteriorare cognitiva si
nu in ultimul rand comportament motor profund
dezorganizat sau anormal. Atat schizofrenia cat si celelalte
patologii asociate se caracterizeaza prin disfunctionalitate
sociald marcata (8).

Capacitatea de a intelege si interpreta emotiile,
intentiile si actiunile altor persoane,
adesea mentionatd ca cognitie sociald, este importanta
pentru interactiunile sociale de succes, si, astfel, pentru a
putea stabili relatii adecvate si stabile (9). Subiectii cu
schizofrenie sunt afectati din punct de vedere al cognitiei
sociale (10). Cercetarea de-a lungul mai multor decenii s-a
concentrat asupra deficitelor cognitive legate de boala ca
posibilad cauza a afectarii functiei sociale (11). Cu toate
acestea, dovezi mai recente indica utilitatea unei
diferentieri intre cognitia sociald si cea non-sociald,
cognitia sociala actionand ca un mediator intre cognitia
non-sociala si buna functionare comunitara (12,13).
Deficitele in sfera cognitiei sociale reprezintd o
componentd principald in afectarea functionalitatii
sociale.

Cognitia sociala este definitd in general ca
abilitatea de a percepe intentiile si dispozitia celorlalti cu
scopul de a ghida interactiunile interumane (14). In acest
proces complex, unrol esential este jucat de capacitatea de
recunoastere faciala.

Literatura de specialitate prezintd dovezi
stiintifice pe tema deficitelor de recunoastere faciald
precum si a procesului de recunoastere a emotiilor faciale
in randul tulburarilor din spectrul schizofreniei (15). in
anul 2013 au fost publicate doua review-uri ce au evaluat
de asemenea componenta non-emotionald din cadrul
procesului de recunoastere faciald la pacientii cu
schizofrenie (16,17), concluzionand faptul cd acesti
pacienti prezintd diferite tulburari ale analizatorului
vizual care asociate unei disprosexii spontane si
voluntare, pot duce la alterdri ale capacitatii de
recunoastere faciala.

Persoanele cu tulburari din spectrul schizofreniei
se confrunta cu un nivel ridicat al al dizabilitatii in plan
social (18,19). In ciuda progreselor inregistrate in plan
psihofarmacologic tintite asupra elementelor psihotice
acute, majoritatea pacientilor diagnosticati cu
schizofrenie prezintd deficite semnificate in ceea ce
priveste functionalitatea sociald inter-episodica, cu un
declin cognitiv marcat, cu afectare considerabila in
multiple domenii ale vietii cotidiene, precum ocupatia,
relatiile interpersonale, capacitatea de a trai independent
si nu in ultimul rand calitatea vietii. Imbunitatirea
functionalitatii sociale nu depinde exclusiv de controlul
simptomatologiei pozitive (halucinatii si ideatie
deliranta), astfel un nou management reprezentat de noile
interventii farmacologice si non-farmacologice axat pe
crestereareinsertiei sociale si profesionale, este necesar.

In timp ce numeroase studii au evaluat deficitele
in plan neurocognitiv (non-social) din schizofrenie,
explorarea cognitiei sociale la acesti pacienti a inceput
relativ recent. Cognitia sociald reprezintd un concept
multidimensional, ce include interactiunile sociale,
perceptia, interpretarea si generarea unui raspuns in raport
cu intentiile, dispozitia si comportamentului celorlalti
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(20,21). Perceperea emotiilor reprezinta capacitatea de a
recunoaste si utiliza emotiilor in scopul adaptarii sociale.
Materiale si metode

Avand 1n vedere heterogenitatea studiilor de
evaluare a principalilor factori de prognostic asociati
capacitdtii deficitare de recunoastere a emotiilor faciale,
lucrarea de fatd reprezintd un review de literaturda
nesistematizat ce isi propune sa raspunda la o serie de
intrebari precum: pacientii cu schizofrenie prezintd un
deficit real de recunoastere faciald sau este datorat unui
deficit al functiilor cognitive superioare, cum ar fi
memoria, atentia sau viteza de procesare? Sunt aceste
deficite specifice unui anumit grup de pacienti, cum ar fi
acei pacienti care prezintd simptome pozitive sau
negative? Sunt aceste deficite specifice fetelor umane sau
reprezintd un deficit general, care presupune
recunoasterea obiectelor? Mai mult de atdt sunt aceste
deficite secundare la nivelul ariei temporale inferioare
specific recunoasterii faciale, mai exact girusul fusiform
sau sunt cauzate de un deficit in stadiile anterioare de
prelucrare vizuala? In cele din urma, in cazul in care
acestea sunt deficite reale, atunci cand au fost declansate
in cursul bolii?

Obtinerea acestor raspunsuri ar Imbunatati
intelegerea si tratamentul altor deficite prezente la
persoanele ce prezintd un diagnostic de tulburare din
spectrul schizofreniei, cu un accent deosebit pe deficitele
din sfera sociald. Daca aceste tulburdri nu prezintd un
deficit In procesarea fetei, este important sa se determine
impactul acestora asupra vietii de zi cu zi si asupra
simptomatologiei pozitive si respectiv negative. Prin
urmare, scopul principal al acestei lucrari este de a evalua
principalii factori pentru si impotriva prezentei deficitului
de procesare faciala si de procesare a emotiilor faciale in
tulburarile din spectrul schizofreniei.

S-a efectuat astfel o cautare PubMed pe baza
urmatorilor termeni: schizofrenie  si recunoasterea
emotiilor faciale si functionalitate sociala. Cautarea
noastra s-a limitat la articolele scrise in limba engleza si
publicata intre 1 ianuarie 2010 si 31 decembrie 2019. Au
fost incluse articole care au raportat schizofrenia si alte
tulburari din spectrul schizofreniei, conform criteriilor
sistemului de diagnostic ICD (Clasificarea internationala
a bolilor de catre sanatatea mondiald Organizare) (22) sau
DSM (Manual de diagnostic si statistic al tulburdrilor
mintale de American Psychiatry Association) (7,23).
Rezultate

In acest studiu au fost revizuite mai multe lucrari
stiintifice ce urmaresc deficitul in recunoasterea faciala,
aceste deficite fiind raportate pe scara larga la pacientii cu
tulburare din spectrul schizofreniei. in general, putem
imparti studiile in doud domenii principale: studii
comportamentale si studii neuroimagistice sau
fiziologice. In ceea ce priveste studiile comportamentale
de evaluare a deficitelor de recunoastere faciala la
pacientii cu schizofrenie, se urmaresc variabile precum
genul, varsta, memoria faciald, detectarea faciala si
explorarea faciald (studii de monitorizare a miscarilor
oculare).

Fata reprezinta cea mai relevanta parte a corpului
in relatiile sociale inter-umane. Cand vedem o fatd mai
multe tipuri de informatii sunt extrase: caracteristicile
fetei care ne permit sa identificam persoana respectiva,
precum si sexul si varsta, starea emotionald, gandurile
interne ale acestei persoane si, de asemenea, obiectul de
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atentie al individului. Conform celui mai clasic model de
recunoastere faciald propus de Bruce si Young (1986)
(24), In procesul de recunoastere faciala are loc o perceptie
la nivel bazal a informatiilor senzoriale pana la un nivel
superior ce presupune corelarea unor informatii detaliate.
Mai precis, ei au propus ca prelucrarea implica
interactiunea diferitelor componente functionale care sunt
responsabile pentru extragerea a 7 tipuri de informatii de
la nivelul fetei: pictoriale, structurale, vizuale derivate
semantic, semantica specifica identitatii, nume, expresie
si codurile de vorbire. Codul pictorial ofera informatii
despre descrierea unei imagini, detalii despre
luminozitate, mimica. Informatiile structurale se refera la
configuratia fetei si, prin urmare, sunt esentiale pentru
recunoasterea fetei. Aceste informatii sunt necesare, de
exemplu, pentru a clasifica o imagine drept fata. Potrivit
lui Bruce si Young, exista un cod structural specific pentru
fete familiare si altul pentru fete necunoscute. Semantica
derivata vizual se limiteaza la informatii pe care le putem
extrage din expunerea initiala, cum ar fi varsta si sexul. In
schimb, codul semantic specific identitatii ofera
informatii despre persoand, cum ar fi ocupatia acesteia,
indiferent daca este prieten sau ruda. Acest tip de
informatii ajutd la recunoasterea cu succes a unei
persoane. Ultimele trei coduri, i anume, numele, expresie
si codurile de vorbire furnizeaza informatii despre numele
persoanei, expresia faciald si respectiv vocea acesteia. De
asemenea, codificarea celor doua ultime coduri depinde
de analiza formelor sau pozitii trasaturilor faciale si
miscarea buzelor si a limbii.

Aria de identificare a persoanei, parte a
memoriei asociative care stocheazd coduri semantice
specifice identitatii, permite individului sa recunoasca
persoane si s asocieze un nume cu o fata. In cele din urma,
sistemul cognitiv are in principal trei functii: (1) pentru a
stoca in mod structurat informatii care contin toate
amintirile episodice asociate respectivei persoane; (2) sa
ia decizii pe baza informatiilor stocate si primite de la
celalalt sistem; si (3) sd acorde o atentie directd formei
vizuale a unei fete, In special pentru a memora si aminti
fete familiare. S-a sugerat ca fetele nefamiliare si cele
familiare sunt prelucrate in moduri diferite. in timp ce
fetele nefamiliare sunt in principal prelucrate prin
codificare structurald si prelucrare vizuald dirijata, cele
familiale sunt prelucrate prin unitati de recunoastere
faciald. De asemenea, s-a sugerat faptul ca codificarea
fetelor necunoscute ar putea necesita implicarea functiei
prosexice, in timp ce fetele familiare nu necesita (25). La
nivelul literaturii de specialitate se vehiculeazd doua
teorii, si anume: fetele familiare ar fi cunoscute mai repede
decat fetele necunoscute iar recunoasterea expresiilor
faciale nu ar fi influentatd de identitatea fetei. In acord cu
aceste ipoteze, s-au confirmat timpi de reactie mai rapizi
pentru a se a recunoaste persoane familiare comparativ cu
persoanele necunoscute in sarcina de identificare faciala,
in timp ce nici o diferentd in timpul necesar de reactie
pentru recunoasterea emotiilor faciale la persoanele
familiare comparativ cu cele nefamiliare. Cu toate
acestea, presupunerea ca recunoasterea fetei si emotiilor
faciale sunt procese independente a fost contestata (26).
Unii autori au descoperit ca identificarea emotiilor faciale
este influentatd de informatiile irelevante privind
identitatea (27). De exemplu, aceste studii au constatat ca
timpii de reactie pentru clasificarea fetelor familiare au

fost influentate de expresii faciale (28). In plus, se pare ci
recunoasterea anumitor emotii asociate fizionomiei ar
putea creste memoria pentru fete (29).

In ceea ce priveste substratul morfologic, s-au
remarcat diferite circuite cu rol in recunoasterea atat
faciala cat si a emotiilor faciale. Pentru a specifica mai
bine aceste circuite se divid in circuite neuronale ale céilor
subcorticale respectiv ale cdilor corticale. Informatiile
vizuale ajung la retind si sunt proiectate la nivelul cortexul
vizual primar (V1) prin nucleul geniculat lateral (LGN),
care este impartit 1n trei straturi: koniocelular,
parvocelular si magnocelular (30). La nivel subcortical,
sistemele parvocelulare si magnocelulare domina
puternic aceastd proiectie de la retind la cortex si
proiecteaza informatii pe diferite straturi ale cortexului
vizual primar. In domeniul de recunoastere faciali, una
dintre cele mai importante dezbaterile se referd la
"specificitatea" stimulului reprezentat de fatd umana
(face-specific hypothesis) (31,32). Unii autorii Inclina in
favoarea ipotezei face-specific, teoric ce are la baza
conceptul cd fata umana reprezintd un tip special de
stimul, prelucrat de arii corticale specifice. Pe de alta
parte, modelul de reprezentare distribuitd propune ca
recunoasterea faciald este transmisd pe calea ventrala,
specifica tuturor obiectelor. Dovezi convergente indica
acum o retea cerebrald cu multiple domenii implicate in
recunoasterea faciald, propunand diferite substraturi
corticale legate de diferite etapele ale procesului de
recunoastere faciald (33). Acestea indica faptul ca
perceptia timpurie a aspectelor faciale este procesata in
girul occipital inferior (IOG). Mai exact, occipital face
area (OFA) este situatd in zonele Brodmann 18 sau 19
corespunzatoare cortexului extrastriat (34,35). S-a sugerat
faptul ca OFA este responsabild pentru recunoasterea
faciala, proces intermediar intre cortexul vizual timpuriu
si prelucrarea ulterioard a fetei (36). Alta structura
corticala importanta 1n acest proces este girusul temporal
superior (STS), care este, de asemenea, sensibil in
recunoasterea faciala in special asupra schimbarilor in
directia privirii si a expresiei emotiilor (37).

In ceea ce priveste persoanele ce suferia de
schizofrenie, numeroase studii au indicat faptul ca acesti
pacienti prezintd o alterare a capacitatii de a detecta cu
precizie emotiile personale si a ale celorlalti. In literatura
de specialitate ce examineaza persoanele cu tulburari din
spectru al schizofreniei cu evolutie cronica, deficitele de
recunoastere a emotiilor faciale sunt bine stabilite
(38—40). Deficitul de recunoastere a emotiilor faciale este
evidentiat la persoanele cu risc ridicat de a dezvolta
schizofrenie inca din perioada premorbida (41,42) putand
astfel ajuta la identificarea indivizilor cu risc clinic ridicat
pentru a dezvolta un prim episod psihotic (42). In plus,
aceste deficite sunt prezente la acelasi grad de severitate in
perioada prodromald, 1n timpul primului episod psihotic
si in fazele cronice de evolutie a bolii (43,44). In acelasi
timp deficitele de procesare a emotiilor faciale dupa un
prim episod psihotic acut sunt relativ stabile in urmatorii
cinci ani (45). Luate Impreund, aceste observatii
sugereaza ca deficitele de recunoastere a emotiilor sunt
caracteristici de bazd ale tulburarilor din spectru
schizofreniei, caracteristici ce preced simptomele
psihotice si tot odatd contribuie la declansarea si
mentinerea lor (44,46).

Deficitele de recunoastere a emotiilor faciale in
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tulburarile din spectrul schizofreniei au fost asociate cu
rezultate functionale slabe, inclusiv functionarea in
colectivitate (sociald) si profesionala (9,47) fiind strans
legate de severitatea simptomelor (48).

Concluzii

Atat deficitele de recunoastere faciald, cat si
recunoasterea emotiilor faciale au fost identificate la
pacientii cu schizofrenie si s-a sugerat faptul ca existd o
stransa legatura intre ele (49-51). Cu toate acestea,
studiile axate pe identificarea faptului cd pacientii cu
schizofrenie prezintd un deficit specific in perceperea
emotiilor faciale precum si un deficit al recunoasterii
fetelor in general (de exemplu, identitatea) indica spre un
deficit generalizat in procesarea faciala (52). Ce raméane
de clarificat, cu toate acestea, este dacd pacientii cu
schizofrenie prezintd un deficit specific in procesarea
fetelor sau un deficit mai general in prelucrarea senzoriala
care ar putea avea un impact asupra etapelor ulterioare ale
recunoasterii faciale (17).

Posibilitatea validarii unor scale de evaluare a
functionalitatii sociale si In special a unor instrumente de
apreciere a capacitatii de recunoastere a emotiilor faciale
la pacientii cu tulburare din spectrul schizofreniei ar putea
oferi clinicianului posibilitatea introducerii unor evaluari
standardizate in examinarea statusului mental, cu
cresterea secundara a consistentei diagnosticului clinic al
acestor tulburari. Elaborarea unor astfel de instrumente
obiective, standardizate rdméane o provocare majora in
domeniul psihiatriei, deoarece fiabilitatea inter-evaluator
este in prezent scazutd, si nu existd un gold standard
disponibil pentru a evalua tulburarile din sfera
functionalitatii sociale la pacientii cu schizofrenie,
precum si la alti pacienti psihiatrici. Performanta
remarcabil mai buna este de asteptat la subiectii fara
expresie faciald diminuati, cum ar fi la pacienti cu
tulburare depresiva sau anxioasa.

Evaluarea intensitatii elementelor psihotice, a
simptomatologiei negative precum si a evolutiei si
prognosticului pacientilor cu tulburare din spectrul
schizofreniei ar putea fi obiectivatd prin dezvoltarea
acestor instrumente standardizate, cu utilitate directd in
practica clinicd de evaluare, monitorizare si conduitd
terapeutica. O altd posibild implicare ar putea fi
reprezentata de estimarea momentului de debut din fazele
prodromale a tulburdrii psihiatrice la pacientii cu risc
ridicat. Urmarirea progresului afectarii pacientului in timp
ar putea fi de un interes major. in plus, evaluarea
capacitatii de recunoastere a emotiilor faciale in studiile
de neuroimagistica structurale si functionale pot sa
dezviluie corelatiile endofenotipice, ce pot face lumina
asupra mecanismelor ce stau la baza tulburdrilor din
spectrul schizofreniei.
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ARTICOLE DE SINTEZA

FACTORI DE RISC PENTRU NON-ADERENTA
TERAPEUTICA LA PACIENTII CU SCHIZOFRENIE

Irina Dutu*, Valentin Matei*, Catailina Tudose*

Rezumat:

Non-aderenta terapeutici este o problema
frecvent intalnita in practica psihiatrica ce determind un
prognostic negativ. Principala forma de tratament al
schizofreniei este reprezentata de tratamentul
farmacologic. Aderenta la tratamentul farmacologic al
pacientilor diagnosticati cu schizofrenie este intre 41-
50%, urmarile acestui procent observindu-se in numdrul
de recaderi si reinternari, evolutia bolii cdt si in costurile
medicale asociate.

Pentru a gasi strategii de imbunatdatire a aderentei este
necesard in primul rand o evaluare a factorilor cauzatori
ai acesteia. Prezentul review al literaturii de specialitate,
imparte factorii determinanti ai non-aderentei in factori
legati de pacient precum vdrsta, simptomatologia,
comorbiditatile asociate, atitudinile si aspectele

subiective ale pacientilor legate de boala si tratament,
factori legati de tratament precum efectele secundare,
costurile asociate sau scheme complexe, factori ce tin de
mediu cum ar fi lipsa unui suport social sau dificultatile
Intalnite in accesarea sistemelor de sanatate si in ultimul
rand factori ce tin de medic, centrati in principal pe relatia
terapeutica dintre clinician §i pacient.

Non-aderenta este de obicei secundara unui cumul de
factori, cei mai importanti fiind o critica absentd asupra
patologiei, abuzul comorbid de substante, atitudinea fata
de tratament precum i efectele secundare asociate cu
acesta. La momentul actual exista multiple interventii
adresate aderentei, cu eficacitate variatd, precum
interventii psiho-sociale, tratament depot, fiind insd
recomandate strategii combinate pentru un rezultat optim.
Cuvinte cheie: schizofrenie, tratament, aderentd

Introducere

Schizofrenia reprezinta o afectiune severa, cu un
impact crescut asupra calitatii vietii si dizabilitatii, cu o
evolutie marcata de episoade de recadere si deteriorare in
multiple domenii precum cel profesional, al relatiilor
interpersonale, cognitiv. Prevalenta acesteia in populatia
generald este de 0.5-1%, cu un risc crescut si prognostic
nefavorabil in populatia masculina "

Principala formd de tratament necesara
pacientilor cu acest diagnostic este reprezentata de
tratamentul farmacologic.

Eficacitatea tratamentului psihotrop in
schizofrenie atat in episodul acut cat si in faza de mentinere
a fost evidentiat in multiple meta-analize. O meta analiza
ce compara antipsihoticele de generatie a doua cu placebo,
in faza acuta a schizofreniei, aratd o dimensiune a efectului
de 0,5 (efect moderat) cu un NNT (numar minim de
pacienti tratati pentru a obtine un raspuns terapeutic) de 6.3
O alta meta analiza in care pacientii stabilizati pe tratament
antipsihotic au fost randomizati in doud grupuri, unul de
mentinere si unul de switch pe placebo, aratd ca
antipsihoticul reduce semnificativ rata recaderii la un an
fata de placebo cuun NNT de 3°

Aderenta la tratamentul psihotrop al pacientilor
diagnosticati cu schizofrenie este intre 41-50%'. Aderenta
este definitd ca ,,masura in care comportamentul unui
pacient coincide cu recomandarile medicale” ce au fost
luate in colaborare de citre medic si pacient”.

Criteriile actuale de definire a non-aderentei sunt:
administrarea de mai putin de 80% din medicatia prescrisa
sau lipsa tratamentului pentru cel putin 7 zile'.

Lipsa aderentei este determinatd de multipli
factori caracteristici patologiei precum lipsa criticii bolii,
impactul direct al simptomelor, izolarea sociala,
comorbiditatea cu abuzul de substante, stigma si
fragmentarea serviciilor de sanatate mintala.

De cele mai multe ori, non-aderenta este
multifactoriald, fiind necesara identificarea factorilor

cauzali si realizarea de interventii menite modificarii
acestora.

Prezentul articol are ca scop trecerea in revista a
principalilor factori de risc ai non-aderentei terapeutice,
frecvent intalnitd in practica medicala. In functie de
cauzele individuale fiecarui pacient pentru lipsa aderentei
clinicianul trebuie sa abordeze strategii variate. La
momentul actual, existd multiple interventii adresate
aderentei, precum psihoeducatie, interventii psiho-
sociale, tratament antipsihotic depot, fiecare avand un
grad de eficacitate. Sunt recomandate strategii combinate,
centrate pe factorii non-aderentei individuali fiecarui
pacient’.

Clasic, factorii de risc pentru non-aderentd au
fost Tmpartiti 1n: factori ce tin de pacient, de mediu, de
medic si de tratament.”

Factoriderisc ce tin de pacient
Socio-demografici

Varsta pacientilor reprezintd un factor de risc
pentru non-aderenta, pacientii aflati la debutul patologiei
pot fi mai reticenti asupra nevoii de tratament
farmacologic, pe cand pacientii varstnici pot avea
probleme cu administrarea tratamentului secundar
afectdrii cognitive sau a functiei executive. '’ .Cele mai
multe studii incadreaza sexul masculin’, statusul socio-
economic redus’, precum si nivelul educational diminuat
in aceasti categorie."

Factori generali

Non-aderenta la tratamentul psihotrop in
istoricul pacientului reprezinta un factor de risc pentru o
viitoare non-aderenti’.

Simptome psihopatologice

Insightul si atitudinea fata de boala si tratament
se coreleazd cu aderenta la tratament. O criticd a bolii
scazutd determind si o aderentd scdzuta la tratament “,
Intr-un studiu in care personalul medical a enumerat
principalii cauzatori ai non-aderentei, lipsa insightului,
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teama de efectele adverse ale tratamentului, precum
cresterea 1n greutate, si lipsa eficientei tratamentului
asupra simptomatologiei, au fost considerati cei mai
importanti factori’. In general, o critica scizutd asupra
patologiei nu se modifica cu tratamentul antipsihotic. La
momentul actual existd dovezi cd se poate realiza
imbunatatirea insightului prin interventii terapeutice ce
vizeaza procesele cognitive, precum trainingul
metacognitiv, fiind totusi necesare mai multe studii”. O
imbunatatire a criticii asupra patologiei poate predispune
pacientii la depresie, sentimente de inutilitate si ideatie
suicidara. Astfel, insightul global asupra patologiei
(r=0.14), insightul asupra bolii psihice(r=0.14), insightul
asupra simptomatologiei (r=0.14) si atribuirea
simptomelor (natura simptomelor si potentialele lor
cauze, 1=0.17), au fost corelate semnificativ cu depresia,
dimensiunea efectului fiind redusa pentru toate
subcategoriile de insight .

Severitatea simptomelor poate determina
aderenta scazuta dar si invers, o aderentd scazuta poate
agrava simptomatologia. "

Simptomele pozitive persistente pot contribui la
o lipsa de aderentd. Ideile delirante de otravire sau
persecutie, precum si cele de grandoare scad aderenta
terapeutica’.

Intr-o analiza a mai multor studii de tip RCT,
ameliorarea simptomelor pozitive pe scala PANSS a fost
cel mai important criteriu pentru aderenta terapeutica,
indiferent de antipsihoticul ales in tratament."”

Clinicienii ar trebui sa abordeze in discutiile cu
pacientii si apartindtorii acestora, timpul necesar
antipsihoticului pentru a fi eficient, posibilele efecte
secundare, managementul acestora, precum si sa
urmareasca dacd existd simptomatologie caracteristica
unei recaderi sau unei ineficiente terapeutice, luand in
considerare o posibild schimbare a tratamentului.

in cele mai frecvente cazuri, recaderile psihotice
ce pot aparea dupa intreruperea tratamentului nu sunt
imediate, astfel pacientii in remisiune clinicd uneori nu
observd o legatura intre medicatie si imbunatatirea
clinicd".

Datele despre simptomele negative sunt
insuficiente. Se presupune cd simptomele negative
afecteaza capacitatea pacientilor de a se ingriji si
motivatia acestora de a urma tratamentul’.

Simptomele neurocognitive sunt implicate si ele
in aderentd, astfel prin deficitele de intelegere si de
organizare, comportamentul de compliantd poate fi
modificat'’.

Simptomele depresive sunt dificil de diferentiat
fatd de cele negative. Acestea pot aparea pe parcursul
bolii, existand autori care au gasit o legatura intre prezenta
depresiei si a anxietitii si aderenta la tratament’. Pe de altd
parte, dupd remisiunea episoadelor psihotice, o datd cu
cresterea insightului poate aparea simptomatologia
depresiva, existand o relatie mai puternica Intre acestea in
faza post-acuta’”.

Abuzul de alcool sau alte substante,
comorbiditati frecvent intdlnite la pacientii diagnosticati
cu schizofrenie, reprezinta de asemenea factori de risc
pentrunon-aderenti .

Atitudini si aspecte subiective

Stigma fata de patologia psihiatrica si perceptiile
negative fatd de boald si tratament ale pacientilor,
reprezintd un impediment pentru aderenta

medicamentoasa. Ideea ca tratamentul nu aduce
A “, w,r + 20 - . . - -9
imbunatatiri ~, sau ca schizofrenia nu este o boala severa ,

stigma *' sau rusinea de a lua un tratament* sunt factori de
risc pentru non-aderenta.

Stigma fata de persoanele cu afectiuni psihiatrice
si credinte false este prezenta si in populatia generala. Intr-
un studiu efectuat in Elvetia in 1999 pe populatia generala,
mai mult de jumaitate din respondenti credeau la
momentul respectiv ca antipsihoticele au risc de
dependenta. Intr-un alt studiu din Suedia, atitudinea celui
mai apropiat apartinator al pacientului cu schizofrenie fata
de tratament, era un factor pentru aderenta pacientului.
Factori de risc ce tin de mediul inconjurator

Locuitul singur *, lipsa unui suport social * sau
dificultatea de a accesa serviciile de sanatate™ sunt factori
derisc.

Factoriderisc ce tin de medic

Calitatea relatiei terapeutice dintre pacient si
clinician si comunicarea dintre acestia, poate influenta
aderenta. O relatie terapeutica dezamagitoare cu medical
curant ° precum si un plan deficitar al perioadei de dupi
externare’, constituie factori de risc pentru non-aderenta.

Un studiu efectuat in Marea Britanie, cu
participanti diagnosticati cu schizofrenie, internati, a gasit
ca atitudinea pacientilor fatd de tratament si aderenta
raportatd de ei se corela cu o relatie bund dintre medical
curant si pacient. O atitudine negativa fata de tratament era
asociatd atat cu o criticd absenta asupra patologiei, cat si
cu sentimentul de constrangere pe parcursul internarii- .

De asemenea, o meta-analizd subliniaza
importanta unei comunicari eficiente dintre medic si
pacient ca factor modificator al aderentei terapeutice,
riscul de non-aderenta fiind de 19 ori mai mare In cazurile
in care a existat o comunicare defectuoasa intre medic si
pacient **. Intr-un alt studiu, un aspect important al
comunicarii dintre medic si pacientul diagnosticat cu
schizofrenie, a fost implicarea pacientilor si dorinta de a
clarifica diverse teme discutate ”. Se poate ca pacientii
care sunt mai implicati In conversatie sa fie din start mai
preocupati de tratament si mai aderenti. O alta explicatie
ar fi stilul medicului de a comunica ce poate facilita sau
ingreuna intelegerea de catre pacient. Un stil eficient de
comunicare al medicului, dubleaza sansele unei aderente
bune din partea pacientului .

Este importanta evaluarea aderentei la
tratamentul psihotrop a pacientilor diagnosticati cu
schizofrenie si crearea unui mediu in care acestia sa se
simta confortabil cu dezvaluirea comportamentului de
urmare al tratamentului, inclusiv cu non-aderenta
terapeutica. Dacd non-aderenta ramane ascunsa
clinicianului, acesta poate lua decizii terapeutice precum
cresterea dozei antipsihoticului, sau schimbarea acestuia
presupunand ca este ineficient, decizii ce pot afecta
evolutia clinicaabolii.

Factoriderisc ce tin de tratament

Costurile medicatiei si usurinta cu care pacientul
poate intra in posesia acesteia trebuiesc luate in
considerare atunci cand se alege schema terapeutica.
Astfel, un cost inaccesibil al tratamentului, pentru
pacientii cu schizofrenie, poate reduce aderenta.

Efectele adverse ale tratamentului antipsihotic
pot determina o atitudine nefavorabila fata de tratament,
un studiu prospectiv ce a inclus pacienti cu schizofrenie
din ambulatoriu a raportat ca principal motiv pentru o

presupusi non-aderenta, teama de efectele secundare *
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De asemenea, pacientii care au istoric de reactii adverse
medicamentoase, au o atitudine negativd asupra

tratamentului ”’. Dar, uneori, atitudinile sau credintele
pacientilor despre boald si tratament, nu sunt luate in
considerare. Intr-un studiu cu pacienti aflati la prim episod
psihotic, cresterea In greutate si perceptia pacientilor
despre acest efect advers a fost analizata. Pacientii acuza
ca nu doar efectele adverse per se sunt un motiv pentru
discontinuitatea tratamentului, ci lipsa informatiilor
legate de boala, tratament si posibilele efecte adverse si

despre ce ar trebui sa facd in caz cd acestea apar”. Astfel,
un pacient caruia 1i sunt oferite informatii despre toate
aceste aspecte, ar putea continua tratamentul chiar daca
apar anumite efecte secundare minore, pe cand un pacient
caruia nu i s-a explicat patologia, necesitatea si beneficiile
unui tratament, ar intrerupe mai rapid antipsihoticul la
aparitia efectelor secundare.

O schemad de tratament complexa care contine
atat mai multe medicamente cét si o frecventa crescuta a

dozelor, poate determina pacientul si nu fie aderent .
Simplificarea schemelor poate reprezenta un ajutor in
modificarea comportamentului pacientului fata de
tratament.

Calea de administrare a tratamentului este un
mijloc prin care se poate controla mai usor aderenta, astfel
administrarea injectiilor intramusculare depot, scade rata
recaderilor”.

Concluzie

Non-aderenta ramane o problemad frecvent
intdlnita in practica psihiatricd. Aceasta modifica
nefavorabil evolutia pacientilor cu schizofrenie prin
cresterea riscului de recadere, scaderea calitatii vietii si
aduce o crestere semnificativa a costurilor de management
pentru astfel de pacienti.

Cauzele non-aderentei sunt multiple si pot varia
intre pacienti. Cele mai frecvente cauze sunt: o critica
asupra bolii scazuta, abuzul comorbid de substante,
atitudinea fata de medicamente si efectele secundare ale
tratamentului.

Strategii de adresare a non-aderentei sunt necesar
de implementat in practica medicala si deseori pasi simpli
precum o relatie medic-pacient buna si decizii terapeutice
luate In comun, pot facilita atat detectarea non-aderentei
catsimodificarea acesteia.
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OCUPAREA FORTEI DE MUNCA LA PACIENTII CU
SCHIZOFRENIE, STABILI, DIN MEDIUL URBAN
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Rezumat

INTRODUCERE Schizofrenia este o tulburare severd, cu
o evolutie cronicd, pe tot parcursul vietii. Toate
simptomele intdlnite in schizofrenie (pozitive, negative,
cognitive) sunt asociate cu o afectare severd Si
functionalitate scazuta. Fiind un domeniu de cercetare
activ ar putea exista beneficii pentru acesti pacienti, atdt
in calitatea vietii cdt §i in functionalitate, rata de ocupare a
fortei de munca in schizofrenie fiind, din pdcate, destul de
scazuta. Este esential sa identificam factorii asociati
somajului pentru a aplica interventii prompte.

METODA Aceastd cercetare a fost efectuatd in perioada
01.10.2010-01.10.2012 incluzdnd pacienti cu schizofrenie
stabili, internati in Spitalul Clinic de Psihiatrie
"Alexandru Obregia" —  Bucuresti, Romdnia. Dintre
acestia am selectat doar pacientii care locuiau in zonele
urbane. Severitatea simptomelor a fost evaluatda prin
scala simptomelor pozitive si negative (PANSS).
Caracteristicile demografice, sociale si profesionale au
fost colectate si prezentate utilizdnd statistici descriptive.
Datele categoriele au fost analizate folosind testul Chi-
square si variabilele continue au fost analizate folosind

testul Mann-Whitney. Semnificatia statistica a fost luata in
considerare pentru valorile p sub 0,05.

REZULTATE Un esantion de 95 de pacienti cu
schizofrenie, care provin din zone urbane, au fost inclusi
in studiu. Varstele lor auvariat intre 19 si 60 de ani, cu o
varsta medie de 40,2 ani (DS 10.37). Saptesprezece
(17,9%) pacienti lucrau la momentul includerii in studiu.
A existat o proportie mai mare de pacienti - 77 (81,1%))
care au lucrat anterior si 39 (49,4%)) au lucrat mai mult
de 5 ani. In ciuda acestui fapt, au existat 62 (80,6%) care
au fost someri pentru mai mult de un an. Statutul actual de
ocupare a fortei de munca a fost asociat in mod
semnificativ cu varsta si numarul de interndri si nu a fost
influentat de severitatea simptomelor (mdsurata prin
PANSS).

CONCLUZII A existat un numadr foarte mic de pacienti cu
schizofrenie stabili, angajati in prezent. Cu toate acestea,
in timpul vietii lor, numerosi pacienti cu schizofrenie au
avut anterior un loc de munca. Acest lucru subliniaza
necesitatea interventiei timpurii la acesti pacienti pentru
a-i mentine in domeniul activ al muncii.

Introducere

Schizofrenia este o tulburare psihica cronica care
afecteaza foarte mult functionalitatea sociald si calitatea
vietii persoanclor afectate de aceastd boala. Exista
aproximativ 21 de milioane de persoane din intreaga lume
diagnosticate cu schizofrenie (OMS, 2018). Prevalenta
globala a schizofreniei este de aproape 1%, cu o incidenta
(cazurinoipe an) de 1,5 din 10000 de persoane (McGrath,
Saha, Chant, & Welham, 2008). Schizofrenia se manifesta
de obicei n adolescenta si la varsta adulta timpurie, rareori
aparand in copildrie sau dupa varsta de 45 de ani. Este
consideratd mai frecventd la barbati comparativ cu femeile
(1.4:1), varsta debutului la femei fiind mai mare in
comparatie cu barbatii (Abel, Drake, & Goldstein, 2010)
si prognosticul fiind mai rdu la barbati  (Grossman,
Harrow, Rosen, Faull, & Strauss, 2008).

Deoarece este o tulburare severd, care apare
adesea la maturitate timpurie si are o evolutie cronica, de
obicei pe tot parcursul vietii, asociaza, de asemenea, un
grad mare de disabilitate. Avand 1n vedere prevalenta sa la
nivel mondial, schizofrenia este —situata in top 15 boli in
functie de gradul de disabilitate (Vos etal.,2017).

Schizofrenia are manifestari clinice heterogene
(Kahnetal., 2015). Se considera ca acesti pacienti ar putea
prezenta mai multe manifestari clinice in mai multe
dimensiuni, principalele fiind dimensiunea pozitiva,

negativa si cognitiva. De obicei, pacientii au diferite tipare
ale acestor dimensiuni.

Simptomele pozitive constau in ganduri sau
comportamente, cum ar fi psihoza recurentd, care este
descrisda in mod clasic ca pierderea contactului cu
realitatea. Acest lucru se caracterizeaza prin iluzii,
halucinatii si discurs si comportament dezorganizate.
Simptomele negative sunt descrise prin retragere sociala,
aplatizare afectiva, anhedonie (lipsa capacitatii de a
percepe placerea din activitati care au fost placute in
trecut), lipsa de initiativd si de energie. Simptomele
cognitive sunt definite ca afectari in ceea ce priveste orice
domeniu cognitiv (cum ar fi atentia, memoria sau functiile
executive).

De obicei, simptomele pozitive au un caracter
fluctuant (iluzii si halucinatii pot creste si scade in
intensitate), desi multi pacienti pot avea simptome
pozitive reziduale, spre deosebire de simptome negative si
cognitive, care au o evolutie predominant cronica si un
impact mai mare asupra functionarii  globale, pe termen
scurt si lung (Fenton & McGlashan, 1991; Verde, 1996).
Simptomele pozitive tind sd se remita atunci cand pacientii
primesc tratament antipsihotic, spre deosebire de
simptomele negative si cognitive care au o ratd mult mai
mica de raspuns la tratament.

Lucrul competitiv este unul dintre cele mai
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importante aspecte ale unei bune functionalitati la
pacientii cu schizofrenie. Pe langa beneficiile obiective
ale reinsertiei sociale, acceptarii si aspectului financiar
care apar atunci cand sunt angajati, un procent destul de
mare de pacienti cu schizofrenie afirma ca munca este o
activitate importanta si de dorit pentru ei (Secker
Patience Seebohm, Jenny, 2001). Mai mult decét atat,
lipsa unui loc de munca este o parte a stigmatizarii asociate
cu schizofrenia, care contribuie la consolidarea acestui
cerc vicios (Boardman, Grove, Perkins, & Shepherd,
2003).

Datele din literatura de specialitate sugereaza o
ratd scizutd de angajare a pacientilor cu schizofrenie. In
Europa, numai intre 8-35% dintrepacientii cu schizofrenie
sunt angajati (Gaite et al., 2002). Potrivit unui alt studiu
important care contine date din tarile europene, precum si
Canada, SUA, Australia si Singapore (Jonsdottir &
Waghorn, 2015) doar 2,3-8,6% dintre pacientii cu
schizofrenie sunt angajati. Datele actuale privind
angajarea pacientilor cu schizofrenie provin din tari foarte
dezvoltate, deoarece, in prezent, avem putine studii de
buna calitate in tarile in curs de dezvoltare.

Desi existd o multime de studii care prezintd
rezultate in ceea ce priveste relatia dintre schizofrenie si
forta de munca, aceste rezultate nu sunt intotdeauna usor
de interpretat. Aceastd problema apare din cauza lipsei
metodelor standardizate si a variabilitatii ridicate prin care
se evalueaza activitatea. De obicei, nu se specifica daca
activitatea se afla in domeniul de lucru competitiv sau ca
parte a programelor de activitate ale centrelor de sprijin,
daca este voluntara, part-time sau cu norma intreaga, care
este perioada exacta de angajare pentru pacienti etc. in
plus, rareori se specifica ce fel de munca face pacientul sio
alta problema dificild atunci cand vine vorba de raportarea
datelor este cea a femeilor care se angajeaza in munca de
tip casnic, ceea ce Impiedica o evaluare exacta.

Existd multi factori care contribuie la nivelul
scazut de ocupare a fortei de munca a pacientilor cu
schizofrenie: manifestarile bolii, stigmatizarea, lipsa
locurilor de munca special alocate pentru persoanele cu
tulburari psihice, lipsa serviciilor specializate pentru
pacientii cu schizofrenie, lipsa sprijinului familial etc.

In cele din urmi, angajarea sau lipsa acesteia
atunci cand pacientul este diagnosticat cu schizofrenie
depinde de o combinatie de factori personali (antecedente
de ocupare a fortei de munca anterioare, severitatea si
evolutia bolii),sociali si familiali (nivelul somajului din
fiecare tara, nivelul discrimindrii, accesul la prestatii
sociale si disponibilitatea serviciilor profesionale pentru
persoanele cu tulburari psihice, intretinerea familiei etc.)
(Bouwmans, de Sonneville, Mulder, & Hakkaart-van
Roijen, 2015). Prezenta unui loc de muncd anterior
precum si a simptomelor negative si cognitive sunt printre
cei mai puternici predictori de ocupare a fortei de munca la
pacientii cu schizofrenie (Cook & Razzano, 2000;
Marwaha & Johnson, 2004).

Scopul studiului nostru este de a evalua statusul
ocupational al unui grup de pacienti romani din mediul
urban diagnosticati cu schizofrenie cronica, stabila. Vom
analiza, de asemenea, unii dintre factorii care ar putea
influenta statutul de ocupare a fortei de munca la acesti
pacienti.

Materiale si metode
Cercetarea a fost efectuata in perioada

Romanian Journal of Psychiatry, vol. XXI, No.4, 2019

01.10.2010-01.10.2012 la Spitalul Clinic de Psihiatrie
"Alexandru Obregia", Bucuresti, Romania, si a inclus un
numar total de 202 pacienti (Nica, Marian, & Sirbu, 2013)
diagnosticati cu schizofrenie conform criteriilor DSM-1V-
TR sau ICD-10. Toti participantii au semnat consimtamant
informat. Din totalul pacientilor, 107 (52,97%)au
completat toate evaludrile. Dintre acestia, am selectat doar
pacientii care locuiau in mediul urban (95 de pacienti) si i-
am inclus in analiza. Criteriile de includere au fost: varsta
cuprinsd Intre 18 si 60 de ani, spitalizarea voluntara, in
prezent in tratament antipsihotic si stabil clinic timp de cel
putin 4 saptamani inainte de includere. Pacientii au fost
exclusi dacd au fost internati in spital ca urgente sau au
avut o ajustare importanta a tratamentului antipsihotic, au
avut un Ingrijitor nefiabil (care nu a putut oferi informatii
despre pacient) sau au avut alte diagnostice psihiatrice, ar
fi: retard mintal, tulburare bipolard, tulburare schizo-
afectiva, tulburare deliranta si tulburari de utilizare a
substantelor. Severitatea simptomelor schizofreniei a fost
evaluatd utilizand Scala simptomelore pozitiv si negative
(PANSS) (Kay, Fiszbein, & Opler, 1987)..

Scala simptomelor pozitive si negative (PANSS)
(Kay et al., 1987) este utilizatd pentru evaluarea
severitatii simptomelor, precum si a eficacitatii
tratamentului antipsihotic. Acesta include 3 subscale
pentru evaluarea simptomelor pozitive, negative si
patologia generala. Fiecare element este marcatdela 11a7
cu scoruri mai mari care reflecta patologia mai severa.
Analiza statistica

Caracteristicile sociale, demografice si
profesionale au fost inregistrate pe baza documentelor
personale si a interviului clinic: sex, varsta, educatie,
numarul de frati, starea civild, statutul profesional, sursa
de venit si datoria. Variabilele clinice si medicale au fost
evaluate prin interviu clinic si includ: varsta la debut,
durata bolii si numarul de spitalizari. Statisticile
descriptive au fost utilizate pentru a caracteriza
esantionul. Datele categoriale au fost analizate folosind
testul Chi-square si variabilele continue au fost analizate
folosind testul Mann-Whitney. Semnificatia statisticd a
fost luatd in considerare pentru valorile p sub 0,05.
Rezultatele

Analiza Noastra a inclus 95 (60% pacienti de sex
feminin) de pacienti, cu o varsta medie de 40,2 ani (DS
10,37). Saptesprezece (17,9%) pacienti lucrau la
momentul includerii. Caracteristicile socio-demografice
categorice in functie de statutul profesional (da/nu) sunt
prezentate in Tabelul 1. Statisticile descriptive despre
statusul profesional sunt prezentate in Tabelul 2.
Caracteristicile profesionale categorice sunt prezentate in
tabelul 3. Variabilele clinice ar fi: varsta la debutul bolii,
durata bolii, durata spitalizarii, numarul de internari si
PANSS sunt prezentate in Tabelul 4.

Discutii

Studiul nostru arata ca un procent foarte scazut -
17,9 dintre pacientii cu schizofrenie stabili, din mediul
urban, au fost angajati la momentul studiului. in schimb, in
Romania, 1n 2012, rata de ocupare a fortei de munca in
mediul urban a fost de aproximativ 58,7% (Pres & Europa,
2020).

Conform rezultatelor noastre, au fost angajate
mai multe femei comparativ cu barbati, rezultat care nu
este In conformitate cu statisticile tarii noastre privind
populatia generala, care arata o ratd mai mare de ocupare a
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fortei de muncd pentru barbati (66,5% fata de 52,6% in
populatia feminind). Impactul genului asupra ocuparii
fortei de munca in schizofrenie a fost dezbatut inliteratura,
unele rezultate declarand ca sexul masculin este mai putin
probabil sa fie angajat (McCreadie, 1982), intimp cealte
studii  (Kirsh et al., 1997; Mowbray, Bybee, Harris, &
McCrohan, 1995) nu a gésit nici o asociere intre statutul
de ocupare a fortei de munca si sex. Rezultatele studiului
nostru ar putea fi explicate prin inclinatia pacientilor de
sex masculin de a dezvolta o formd mai severd de
schizofrenie in comparatie cu femeile.

Rezultatele noastre arata o diferenta
semnificativa intre varstele pacientilor in ceea ce priveste
statutul de ocupare a fortei de munca, pacientii mai tineri
raportand rate mai mari de ocupare a fortei de munca in
comparatie cu pacientii mai in varstd. Din nou, acestea
sunt in opozitie cu datele privind somajul din partea
populatiei generale, unde o ratd mai mare a somajului este
mai frecventa la persoanele mai tinere. Cu toate acestea,
rezultatele noastre sunt de asteptat, deoarece o durata mai
lunga a bolii se asociaza frecvent cu decompensari
psihotice, ce fac boala mai debilitantd cu trecerea
timpului, Impreuna cu simptome negative si tulburarile
cognitive ce reduc in continuare functionalitatea
pacientilor cu schizofrenie cronica. De asemenea, este
foarte posibil ca unii pacienti sa devind someri cronici sau
sd obtind asigurari sociale, ceea ce poate reduce sansele de
areveni in domeniul muncii active.

Conform sondajului national privind ocuparea
fortei de muncé din 2012 (Pres & Europa, 2020),educatia a
fost asociata In mod pozitiv cu statutul de ocupare a fortei
de munca, lucru ce nu a fost observat in analiza noastra.
Este important, totusi, sd retineti cd rezultatele noastre ar
putea fi influentate de numarul mic de pacienti in
grupurile comparate. Nu au existat diferente in esantionul
nostru privind pacientii care au lucrat si nu au lucrat la
momentul studiului, starea civila si conditiile de viata,
care se poate datora, de asemenea, numarului limitat de
cohorta.

Un rezultat foarte important al studiului nostru
este ca un numar mare de pacienti cu schizofrenie au fost
angajati la un moment dat in timpul vietii lor — 81,1%.
Acest rezultat este de o importantd deosebitd datoritd
faptului ca pacientii cu schizofrenie, initial s-au angajat si
au fost capabili sd lucreze pentru o perioadd in timpul
vietii lor. Problema pentru acest grup de pacienti este ca
mai tarziu nu pot mentine un statut activ de lucru. Evident,
acest lucru pare a fi legate de boala in sine si consecintele
sale. Cu toate acestea, se pare cd ar putea exista un
interval de timp important pentru a interveni pentru
mentinerea pacientilor cu schizofrenie in campul de
munca prin incercarea de a mentine acesti pacienti
angajati, daca este posibil, sa mentind locurile de munca
pe care le au deja, sau oferind alte alternative de lucru
(ocuparea fortei de munca sprijinite, etc). Serviciile
sociale pot folosi aceasta fereastra de oportunitate pentru a
incerca sa puna in aplicare unele masuri active pentru
mentinerea pacientilor cu schizofrenie (la inceputul bolii)
in campul de lucru dupa ce au primit initial un loc de
munca. Exista totusi unele cazuri, in cazul in care o forma
mai severd a bolii este un impediment pentru mentinerea
unui statut de lucru activ.
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Un alt rezultat semnificativ al studiului nostru
este cd un numar important de pacienti cu schizofrenie au
lucrat peste 5 ani — 49,4%. Nu au existat diferente
semnificative din punct de vedere statistic intre statutul lor
actual de ocupare a fortei de muncd si istoricul lor
profesional (la o reducere de 5 ani). Acesta este, de
asemenea, un rezultat deosebit de important, deoarece
aratd ca pacientii cu schizofrenie cronica au capacitatea de
amentine un loc de munca pentru o perioadd mai lunga de
timp 1n timpul vietii lor. De asemenea, este foarte probabil
ca aceasta perioada sa fi fost inainte de debutul bolii. Cu
toate acestea, acest rezultat indica faptul ca un numar mare
de persoane cu schizofrenie au avut o experienta lunga de
lucru, experienta care poate fi utilizatd In anumite cazuri
pentru programe de Inlocuire de lucru la anumite
persoane. Cu toate acestea, dintre toti pacientii cu
schizofrenie care au lucrat mai mult de 5 ani, doar 16,2%
erau incd angajati in prezent in momentul studiului. Din
nou, acest rezultat reflectd cel mai probabil dificultatile in
mentinerea unui loc de munca dupa debutul schizofreniei.
Grupul care a fost angajat nainte de debutul tulburarii si
si-a pierdut locul de muncd, in consecintd, poate
reprezenta In mod putativ un obiectiv important pentru
punerea in aplicare in timp util unor masuri pentru
reintegrarea muncii pentru aceste persoane.

Incidenta somajului pe termen lung, definita ca
nelucrand timp de cel putin 1 an din totalul somerilor cu
schizofrenie, a fost foarte mare — 80,6%. Acesta este un
rezultat alarmant, deoarece majoritatea datelor din
populatia generala ne arata cd, cu cat perioada somajului
este mai lungd, cu atat sunt mai mici sansele de a fi
reangajati (Ue, 2014). Acest lucru ar trebui sa incurajeze
serviciile sociale s fie mai agresiv implicate cu pacientii
cu schizofrenie care au fost angajati si au plecat in
concediu medical pentru a ajuta la reintegrarea acestui
grup special de pacienti iIn domeniul muncii active, avand
in vedere vulnerabilitatea lor ridicatd pentru somaj sau
pensionarea pe termen lung.

Din punct de vedere economic, adaugarea
costurilor medicale de gestionare a schizofreniei Ia
pierderea economica din cauza somajului aduce o povara
uriasd asupra societatii (Rinaldi et al., 2010). O solutie
posibila ar fi identificarea si tratarea pacientilor la debutul
schizofreniei, oferindu-le o functionalitate —generala mai
buna (Melle et al., 2005), care poate, pe termen lung, sa le
dea o sansda mai mare de a se angaja, chiar cu jumatate de
norma.

Un mesaj foarte important al studiului nostru este
ca pachetele de reintegrare trebuie aplicate imediat dupa
debutul schizofreniei pentru pacientii care au fost someri
din cauza acestui diagnostic.

Un bun echilibru al optiunilor de asistenta
sociala fata de pacientii cu schizofrenie trebuie mentinut.
Avantajele ocuparii fortei de munca protejate, cum ar fi
transportul public gratuit, precum si un numar mare de
programe profesionale alternative par sd reducd
atractivitatea ocupdrii fortei de muncad competitive
(Latimer et al., 2006) . In plus, incertitudinea privind
ocuparea fortei de munca pe termen lung si posibilitatea
ridicatd de a primi un plan de pensionare medicala ar putea
reduce motivatia pentru cautarea si mentinerea unui loc de
munca.
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Nu au existat asocieri semnificative in studiul in prezent, de lucru P, OR (1i

nostru intre simptomele psihiatrice (pozitive, negative, 95%)
generale) si ocuparea fortei de munca. Acest rezultat ar Da (17, Nr.(78,
putea fi deoarece, prin definitie, studiul nostru a inclus 17,9%) 82,1%)
doar pacientii cu schizofrenie stabila care nu au prezentat Locuri de munci N (%) N (%)
nici o exacerbare a simptomatologiei recent. Chiar daci nu anterioare :

P - A - < N-a lucrat 4(222) 14 (77.8) Neculai.
am gasit nici o asociere intre ocuparea fortei de munca si L

. . . e L niciodata inainte 1.407 (.399-
simptomeschizofrenice, exista, multe studii care recunosc A lucrat inainte de | 13 (169) | 64 (83.1) 4.964)
efectele nefavorabile ale simptomelor pozitive (Mcgurk Cea mai lunga } }

& M;l.tzer, 2000), negative (Lysaker & Bell, 1'9'95)” si perioadi de
cognitive (Mcgurk & Meltzer, 2000) asupra activitatii de lucru
lucru. S ani sau mai 8 (20) 32 (80) Neculai.
Concluzii putin 1.292 (.402-
Un numar foarte mic de persoane care sufera de Mai mult de 5 ani 6(16.2) 31(83.8) 4.154)
schizofrenie, In zonele urbane, sunt In prezent angajate. Perioada de timp
Cu toate acestea, in timpul vietii lor numerosi pacienti cu a somajului*
schizofrenie au avut un loc de munca. Este important si se 1-5 ani - 22 (28.6)
aplice rapid masuri active pentru a ii mentine in domeniul 5-10 ani - 16 (20.8)
muncii active in primele faze ale bolii. gfl?l mult de 10 - 24 (31.2)
Nu se aplica 17-1n 15 (19.5)
in prezent, de lucru prezent de
Da (17, Nr.(78, lucru
17,9%) 82,1%) T ‘. A‘_
Gen N (%) N (%) Tabelul 3. Caracterlsttc.tle pereSfonale in functie de statutul
— actual de ocupare a fortei de muncad

Sex feminin 2@l 45 (789) ns* *Date oferite numai pentru pacientii someri

Sex masculin 5(13.2) 33 (86.8) o

Media varstei (SD) 33.24 (9.96) 41.29 L005**

9.80) in prezent, de lucru

Starea civila Da (17, Nr.(78,

Intr-o relatie 3(14.3) 18 (85.7) n.s* 17,9%) 82,1%)

Nu sunt intr-o relatie. 14 (18.9) 60 (81.1) Debutul bolii la 22.53 24.15 (4.92) n.s**

Educaﬁe varsta (3 94)

>12 ani 15 (19.5) 62(80.5) | ns* * Medie (SD)

<12 ani 2(11.1) 16 (88.9) Durata bolii in ani 10.71 17.04 (9.65) n.s**

Copii - (8.54)

Da 5125 | 35(875) | ns* PATSS, (In) 1 3 TP _

Nu 12 21.8) 13 (782) Is)gziili s;mptome or 5 .67) .64 (4.05) n.s

Statutul de proprietar Scala simptomelor 2259 | 2428470) | ne

Propnet.aFe E)ersonala 16 (24.6) 49 (75.4) n.s* negative (3.61)

sau farmhala} Scala generala de 45.88 46.53 (7.05) n.s**

Alte QIeptun de 1(4.5) 21 (95.5) patologie (5.87)

proprietate Scor total 89.59 92.45 (12.53) n.s**

Spitalizat cronic - 8 (100) (10.02)

Numir de persoane Total zile de

per camera spitalizare

Unul 12 (20.3) 47 (79.7) n.s* *N (%)

Doud sau mai multe 5(13.9) 31 (86.1) Sub 6 luni 8(26.7) 22 (73.3) n.s*
Tabelul 1. Caracteristicile sociale si demografice ale 6 luni —2 ant 30.7) 28 (90.3)
esantionului Peste 2 ani - 22 (100)

Numérul de
internari

Categorie Pacienti (%) 1-10 8(19.5) 33 (80.5) 0.035*

Tstorical muncii 11 si peste 1(2.9) 33(97.1)

— Tabelul 4. Caracteristicile clinice in functie de statutul actual de

N-a lucrat niciodata 18(189) ocupare a forei de munca

A lucrat 778L1) * chi—pdtrjat / Fisher, *i" Mann-Whitney, *** procente sunt doar

pentru cei care nu sunt in prezent de lucru

Ceamai lungd perioada de lucru
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CAZ CLINIC

SINDROM NEUROLEPTIC MALIGN LA UN
PACIENT CU TULBURARE AFECTIVA 5
BIPOLARA IN TRATAMENT CU CLOZAPINA

Catalina Hogea', Alexandru N. Pavel’, Valentin P. Matei’

Rezumat

Va prezentam un caz de sindrom neuroleptic malign
(SNM) al unui pacient in varsta de 30 de ani in tratament
cu clozapind, amisulprid si clonazepam.

SNM reprezintd o manifestare rard si severd
(0,01-0,02%) a tratamentului cu antipsihotice §i include
simptome ca alterarea starii de constientd, rigiditate
musculard, diaforezd, hipertermie §i disfunctie a
sistemului nervos vegetativ dar si modificari paraclince
ale probelor biologice ca neutropenie, leucocitoza si cel

mai important, nivel crescut al creatinkinazei (CK). Acest
sindrom este mai frecvent in cazul administrarii
antipsihoticelor ,, tipice” comparativ cu antipsihoticele de
generatia a doua (sau ,,atipice”) si mult mai rar in cazul
altor agenti farmacologici (litiu, valproat sau alti agenti
non-neuroleptici blocanti ai cdilor dopaminergice).
Remisiunea completa a simptomelor este
obtinutd in majoritatea cazurilor, insd mortalitatea atinge
10-20% in cazul in care sindromul nu este depistat.

Un pacient in varsta de 30 de ani este transferat in clinica
noastra din cadrul unui alt spital de psihiatrie prezentand
agitatie psihomotorie severa, confuzie, delir
nesistematizat, dezorganizare conceptuala, discurs partial
incoerent si insight absent. A fost diagnosticat in urma cu
10 ani cu tulburare afectivd bipolara urmand diverse
tratamente dar nefiind compliant la niciunul cu exceptia
fluanxolului decanoat administrat o data sau de doua ori
lunar. In unitatea de unde a fost transferat s-a efectuat un
computer tomograf cerebral (CT) cu rezultat normal,
ridicandu-se suspiciunea unei cardiomiopatii dilatative
infirmata de specialistii nostri.

Conform istoricului psihofarmacologic cele mai
bune rezultate au fost obtinute cu olanzapind sau
amisulprid, astfel s-a optat pentru 20 mg olanzapina si 4
mg de clonazepam. Dozele au fost crescute pana la 40 mg
olanzapind, 6 mg clonazepam la care s-a adaugat
amisulprid in doze crescatoare pana la 800 mg. La acel
moment s-au observat mici imbunatatiri in evolutie, astfel
s-a decis schimbarea olanzapinei cu clozapind 100 mg.
Dupa 2 zile starea pacientului s-a imbunatatit, agitatia
psihomotorie s-a diminuat dar ideile delirante si
dezorganizarea conceptuald au persistat astfel incat s-a
decis cresterea dozei la 350 mg de clozapina, 800 mg
amisulprid si 6 mg clonazepam. In cea de-a 5-a zi de la
schimbarea pe clozapind pacientul a prezentat febra (38,3
°C), eritem si diaforeza fara semne evidente de infectie. Nu
au fost remarcate migcdri anormale sau rigiditate
musculara. Tensiunea arteriala avea caracter oscilant (intre
190/100 mmHg si 130/80 mmHg) si alura ventriculara era
situatd spre limita superioara (102 bpm). S-a decis
intreruperea antipsihoticelor si trimiterea pacientului in
unitatea de primiri urgente cu suspiciune de SNM.
Analizele de laborator au ardtat hemograma cu valori

normale cu CK crescut (248 U/I), ecocardiograma a
confirmat functia cardiacd normald si temperatura s-a
redus pana la 36,4 °C. Pacientul a fost hidratat oral si
intravenos, i s-au administrat 6 mg clonazepam si a ramas
sub supraveghere pentru monitorizarea functiilor vitale.

Dupa 10 zile fara tratament neuroleptic in care
simptomele s-au remis si nivelul CK a scazut, pacientul a
devenit necooperant, heteroagresiv verbal fata de
personalul medical, avand discurs incoerent si
comportament bizar si agresiv. S-a decis neinitierea
medicatiei antipsihotice si tratarea agitatiei cu
benzodiazepine pana lanormalizarea CK.

Cand valoarea CK a atins 159 U/l pacientuluiis-a
reinceput clozapina (50 mg) cu mentinerea celor 6 mg de
clonazepam. Desi raspunsul initial a fost favorabil iar
nivelurile de CK au variat intre 473 U/I si 630 U/I, dupa 4
zile acesta a crescut la 1825 U/I iar clozapina a fost oprita
preventiv desi nu au fost observate simptome ale SNM. in
urmatoarele 10 zile au fost incercate diverse optiuni de
tratament (incluzand 600 mg amisulprid, valproat de sodiu
2000 mg, levomepromazin 100 mg si clonazepam 6 mg) ce
au esuat in a reduce comportamentul agresiv si ideile
delirante astfel incat s-a decis introducerea a 100 mg
clozapina desi CK aveaunnivel de 2181 U/I.

Pe parcursul a 30 de zile tratamentul sau a fost
crescut de la 400 mg amisulprid, 150 mg clozapina si 6 mg
clonazepam la 1000 mg amisulprid, 700 mg clozapina si
reducerea clonazepamului la 2 mg, timp in care pacientul a
avut o evolutie lent progresivd cu reducerea ideilor
delirante, ancorare in prezent, cdpatind o atitudine
optimista si ajungand in final la eutimie. CK-ul ardmasla o
valoare ridicata dar fara alte modificari pe testele
paraclinice sau la nivelul semnelor vitale. Inaintea
externdrii CK-ul pacientului era de 248 U/l iar hemograma
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nu a aratat modificari, desi, dupa externare, familia
pacientului ne-a raportat niveluri normale de CK si
leucocite si absenta simptomelor psihotice desi nu au
putut afirma o compliantd completd a pacientului la
tratamentul ambulatoriu.

Discutie

Cazul prezentat anterior reprezintd un exemplu
atipic de SNM in care doar unele simptome au fost
prezente. In acest caz sustinem ci au fost indeplinite
criteriile DSM 5 pentru SNM: pacientul a fost expus laun
antagonist dopaminergic cu 72 ore Inainte de debutul
simptomelor, a avut niveluri crescute de CK la mai multe
de 4 masuratori, hipertermie si instabilitate a sistemului
nervos vegetativ (tahicardie, cresterea tensiunii arteriale
cu mai mult de 25% si fluctuatii cu cel putin 20 mmHg
peste valoarea primei masuratori) si, in plus, au fost
eliminate toate cauzele ce ar putea determina aceste
simptome. Lipsa semnelor extrapiramidale precum
rigiditatea musculard sau tremorul poate fi explicata de
profilul farmacologic al clozapinei.

Sindromul neuroleptic malign este auto-limitat
in majoritatea cazurilor dacd medicatia neuroleptica este
intrerupta. Timpul mediu de recuperare este de 7-10 zile in
care trebuie asiguratd o hidratare corectd. Riscul de a
dezvolta SNM creste cu aproximativ 15-20% daca
pacientul a mai prezentat un episod in antecedente,
sugerand o vulnerabilitate subiacenta. Decizia de a
reincepe un antipsihotic trebuie analizata atent. In acest
caz, severitatea simptomelor ne-a determinat, dupa numai
10 zile, sa reincepem tratamentul cu clozapina pentru 4
zile, sa schimbam apoi cu amisulprid urmatoarele 17 zile
curaspuns slab si apoi sa optam pentru combinarea celor 2
antipsihotice. Desi dozele au fost crescute lent, nivelul
CK-ului a atins o valoare maxima de 2181 U/I, ramanand

constant cateva zile si apoi descrescand catre limitele
normalului.

Dificultatea acestui caz a constat In minoritatea
detaliilor pe care le-am avut despre internarea precedenta
si faptul ca istoricul psihofarmacologic nu a fost confirmat
de documente medicale. Familia a afirmat ca i-au fost
administrate doze mari atdt de antipsihotice tipice cat si
atipice fara a prezenta semne de SNM. Datorita faptului ca
a primit multiple antipsihotice in ultimii 10 ani, clozapina
a fost optiunea de electie in acest caz. Efectele adverse ale
clozapinei pot fi usor manageriate (inclusiv SNM) astfel
incat medicamentul nu trebuie Intrerupt sau daca este
necesara oprirea se poate Incerca un nou trial prezentand
mai putine riscuri.

Rezumand principalii factori de risc pentru
SNM, pe langa folosirea antipsihoticelor de prima
dozele cumulate de antipsihotic comparativ cu dozarea
unicd, insa in acest caz nivelul CK a crescutde la 773 U/l 1a
1817 U/l in absenta tratamentului neuroleptic, cu 1000 mg
de valproat de sodiu pe zi, acelasi nivel atins cu clozapina
sau clozapina si amisulprid. Cea de-a doua posibilitate a
fost reprezentata de cresterea rapida a dozei, documentata
in literatura ca aparand la mai putin de jumatate din totalul
cazurilor, desi nu existd in prezent un consens asupra
definirii acestui concept. Pe parcursul tratamentului
dozele au fost modificate in concordanta cu intensitatea
simptomelor, dat fiind faptul cd aveam un pacient cu
agitatie psihomotorie marcatd, cu multiple tentative de
suicid si delir nesistematizat. A treia posibilitate, debutul
rapid al SNM ne-a facut sd considerdm posibilitatea
existentei unui episod similar in antecedente care nu a
putut fi confirmat sau infirmat si care ar fi putut influenta
evolutia acestui caz.
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