MINISTERUL SANATATII AL REPUBLICII MOLDOVA
IP UNIVERSITATEA DE STAT DE MEDICINA SI FARMACIE
“NICOLAE TESTEMITANU”

FACULTATEA MEDICINA

CATEDRA DE SANATATE MINTALA, PSTHOLOGIE MEDICALA SI
PSIHOTERAPIE

Cu titlu de manuscris

C.Z.U.: 616.89-008-07-08(043.2)

CHIHAI, JANA

MANAGEMENTUL CLINIC AL PERSOANELOR CU TULBURARI MINTALE
SEVERE: DIAGNOSTIC, REABILITARE SI INTEGRARE PSIHOSOCIALA

Specialitatea: 321.06 Psihiatrie si narcologie

CLINICAL MANAGEMENT OF PEOPLE WITH SEVERE MENTAL DISORDERS:
DIAGNOSIS, REHABILITATION AND PSYCHOSOCIAL INTEGRATION
Specialisation: 321.06 Psychiatry and narcology

Summary of thesis of

doctor habilitatus in medical sciences

Chisinau, 2022



The thesis was developed within the Department of Mental Health, Medical Psychology and
Psychotherapy of the State University of Medicine and Pharmacy Nicolae Testemitanu from the
Republic of Moldova.

Members of the scientific specialist council:

GAVRILIUC Mihail, Chairman, dr. hab. med. sci., univ. prof.
CAR[&USU Ghenadie, Secretar, dr. hab. med. sci., univ. lecturer

NACU Anatolie, Scientific Consultant, dr. hab. med. sci., univ. prof.

Official references:
RACU Jana, dr. hab. in psychology, univ. prof., Moldova State University

CIUBARA Anamaria, PhD in medical sciences, univ. prof., Dunarea de Jos University, Galati,

Romania

MANEA Mirela, PhD in medical sciences, univ. prof.,, UMF “Carol Davila”, Bucharest,

Romania
CIOCANU Mihail, dr. hab. med. sci., prof univ., director Emergency Medicine Institute

The defence of the thesis will take place on December 21, 2022, at 2:00 p.m. during the meeting
of the Scientific Council specializing in Psychiatry and Narcology (321.06) within the Nicolae
Testemitanu State University of Medicine and Pharmacy of the Republic of Moldova (165 Stefan
cel Mare si Sfant blvd., Chisinau. MD- 2004), office 205.

The doctoral thesis and the summary can be consulted at the library of the State University of
Medicine and Pharmacy Nicolae Testemitanu from the Republic of Moldova and on the website
of ANACEC (https://www.anacec.md/)

Summary was sent on 22 November 2022

Scientific secretary of the Specialised Scientific Council
CARAUSU Ghenadie, dr. hab. med. sci., univ. lecturer

Scientific consultants:
NACU Anatolie, dr. hab. med. sci., univ. prof.

SPINEI Larisa, dr. hab. med. sci., univ. prof.

Author:
CHIHAI Jana

© Chihai, Jana, 2022






CONTENTS

CONCEPTUAL REFERENCES OF RESEARCH 5
THESIS CONTENTS 10

1. THE CONTEXT OF MENTAL HEALTH, THE EVOLUTION OF MENTAL HEALTH
SERVICES AT GLOBAL AND NATIONAL LEVELS. SEVERE MENTAL DISORDERS —
CONCEPTS AND THEORIES 10

2. RESEARCH METHODOLOGY 10

3. ANALYSIS OF THE MENTAL HEALTH SYSTEM OVER 13 YEARS: POLITICAL,
LEGISLATIVE AND ORGANIZATIONAL COURSE 12

4. THE CLINICAL-EPIDEMIOLOGICAL COURSE OF PEOPLE WITH SMD FROM
HOSPITAL AND COMMUNITY MENTAL HEALTH SERVICES 17

4.1 Analysis of the clinical-epidemiological course of people with severe mental disorders in
hospital and community mental health services in the country (detailed questionnaire) 17

4.2 Comprehensive diagnostic and functional assessment of mental health service recipients to
determine mental health service needs. (MINI) Nosological structure within studied cohort 18

4.3 Analysis of the quality of life, disability and level of self-stigma of people with SMD in
hospital versus community services, based on the recovery of people with severe mental
disorders (CANSAS, EQ-5D, WHODAS, SMISS-SF) 21

4.4 Analysis of the dynamics of quality of life, functionality and disability indicators of people
with severe mental disorders 18 months after the initiation of the pilot study (Follow-up: EQ-5D,

WHODAS si CANSAS) 22
5. PROTOCOL FOR REHABILITATION AND PSYCHOSOCIAL INTEGRATION OF

PEOPLE WITH SEVERE MENTAL DISORDERS 28
5.1 Option to reorganize mental health and community-based rehabilitation interventions for
people with SMD 28
5.2 Staging of mental health care for people with mental and behavioural disorders in the

Republic of Moldova — proposed algorithm 33
CONCLUSIONS AND RECOMMENDATIONS 37
BIBLIOGRAPHY 40

LIST OF SCIENTIFIC WORKS PUBLISHED ON THE THEME OF THE THESIS 41

ADNOTARE 47
AHHOTALIUS 48
ANNOTATION 49



CONCEPTUAL REFERENCES OF RESEARCH

Health is a state of complete physical, mental and social well-being, and not merely the
absence of disease or infirmity [11]. However, mental health (MH) remains a neglected part by the
world in efforts to improve health. People with MS suffer widespread human rights violations,
discrimination and stigmatization. Over 80% of people suffer from mental health problems,
including people with neurological diseases and substance use disorders. People living with MH
problems are also more likely to experience other physical health problems (e.g. HIV, TB, non-
communicable diseases), causing mortality 10-20 years earlier. Suicide mortality is high (nearly
800 000 deaths per year), disproportionately affecting low- and middle-income youth and older
women. MH conditions are particularly common for people affected by humanitarian crises and
other forms of adversity (e.g., sexual violence).

Most people with mental illness live in low- and middle-income countries, only a small
proportion of them have access to services, let alone adequate and evidence-based services [4, 10].
In many of these countries, bio-medically oriented hospital care is the basis of the MH service
system, which is characterized by low results in the treatment of patients [9].

The ,,severe mental disease (disorder)” (SMD) term brings together two complex concepts.
The first is defined in terms of five groups of disorders in the International Classification of
Diseases (ICD-10) [13]:

- Schizophrenic and delusional disorders;

- Mood (affective) disorders, including depressive, manic and bipolar forms;

- Neurotic disorders, including obsessive-compulsive disorders and post-traumatic stress

disorder;

- Behavioural disorders, including eating, sleep disorders and stress;

- Personality disorders of eight different types.

SMD has major consequences for both patients and their families or circle of friends. For
the person, they include suffering arising from the specific symptoms of the respective disease,
loss of independence and work capacity, as well as reduced social integration. A high level of
stigmatization of people with MH problems can lead to discrimination and diminished self-esteem.
Complex health interventions, such as the implementation of a community-based MH service
model, can be more effective and sustainable, and the intensity of care can be adjusted, if these
needs, barriers and facilitators to context-specific implementation are well understood [2, 5, 6].

The developed WHO model recommends (5 levels of care [14]) for countries to build or

transform their MH services. Deinstitutionalization and the transition to a community model of



MH services were included in Moldova's political agenda as early as 2003 (WHO Regional Office
for Europe, 2004). Community MH services are delivered in the community by a network of
primary care workers, community MH teams, social work teams and hospital workers, in
collaboration with carers, and focused on service recipients, have been shown to be beneficial to
the recovery of the beneficiaries, as they work towards recovery, leading a fulfilled life, as part of
the community and society [1, 7]. Moreover, community-based MH care has been shown to be
cost-effective, producing better outcomes at equal or lower costs [8].

Scientific novelty: To understand the level of satisfaction and quality of life of people with
SMD, how many and which patients qualify for the transition to community services, this research
is a pilot and aims to perform a complex clinical, psychological and socio-functional assessment
of patients in MH institutions from the Republic of Moldova. Until now, no research has been
carried out in this field in the Republic of Moldova, which is why the results of this research will
be even more relevant for the further improvement of the model of community services of MH in
the Republic of Moldova and the treatments applied to people with SMD.

Scientific problem approached: the importance of the quality of life and functionality of
people with SMD depending on the approaches and types of treatment applied in various MH
services.

Subject of research: patients with SMD [13].

The practical importance/impact of study:

This study is innovative because it highlights the correlation between the needs of people
with SMD, their socio-psychological functional status, applied treatments and clinical
management and psychosocial rehabilitation actions within MH services. The study established:

1. patient profile from hospital and community services;

2. highlights the profile differences;

3. help to develop effective programs and additional services within the MH services;

4. facilitating the development, reorganization and initiation of MH services;

5. development of individualized intervention plans and programs and those of
deinstitutionalization.

Research hypothesis: Quality of life, functionality and health status of the person with
SMD, is better with services provided in the community, which in turn leads to effective social
integration and maintenance of social functioning capabilities.

Purpose of research



Identifying the clinical-epidemiological and diagnostic characteristics of people with SMD,

their satisfaction, social functionality and quality of life in various MH services for the

development of a medical and psychosocial rehabilitation protocol.

Research objectives:

1.

Assessment of community and hospital MH services and analysis of the course and
evolution of political, legislative, organizational and system changes in MH in
Moldova.

Analysis of the incidence and prevalence of SMD in the Republic of Moldova during
the 2007-2020 period (full study).

Studying the clinical-epidemiological course of people with SMD from hospital and
community MH services in the country (developed questionnaire).

Comprehensive diagnostic and functional evaluation of the beneficiaries of MH
services, to determine the needs for MH services.

Analysis of the quality of life, disability and level of self-stigma of people with SMD
in hospital services compared to community services, based on recovery of people with
SMD.

Studying the dynamics of indicators of quality of life, functionality and disability of
people with SMD 18 months after the initiation of the pilot study.

Development of a rehabilitation and psychosocial integration protocol for people with

SMD adjusted to the context of the Republic of Moldova.

The following studies are planned to achieve the aim and objectives of the research:

1. The descriptive study, according to the volume of the full sample, which will allow

for the analysis of the incidence and prevalence of SMD according to: space - urban and rural

environment, according to development regions - North, Centre, UTA Gagauzia and South of the

Republic of Moldova; timeframe - 2000-2020 period.

2. Descriptive cohort study by selective sample size. Representative sample size is 122

respondents with SMD.

3. Pilot clinical trial to evaluate the effectiveness of care provided to patients with

SMD in community centres and psychiatric hospitals

Thus, to have a comprehensive assessment in order to create a patient profile, the elaborated

research consists of several validated instruments and outcome measurements, which evaluate the

following dimensions:

Diagnosis evaluation (psychiatric medical evaluation);

Functional evaluation (social functionality, functionality in daily life, quality of life);



e Evaluation of the self-stigma level (Corrigan toolkit).

1. The evaluation questionnaire includes personal and socio-demographic data, the number
of years lived with the diagnosis, the number of hospitalizations/relapses, the treatments
used and the services received during these years;

2. Diagnosis Interview for Psychiatric Assessment - MINI International Neuropsychiatric
Interview, version 7.0.2;

3. CANSAS Social Functionality Scale - Short Camberwell Inventory for Assessment of
Needs;

4. EQ-5D Quality of Life Inventory;

5. WHO-DAS Disability Assessment Inventory;

6. SSMIS-SF Self-Stigma Of Mental Illness Scale-Short Form.

Research will be carried out in:

1. 1. In 3 psychiatric hospitals — Chisinau, Balti, Orhei — 61 patients;

2. 2.1In 3 pilot CMHC - north, centre, south - 61 patients;

Medical/psychiatric evaluation

To assess mental status, we will use the MINI International Neuropsychiatric Interview,
version 7.0.2. This version was chosen to be able to map results according to ICD-10 diagnoses.
MINI was translated into Romanian. The MINI is internationally recognized in clinical practice
and research as a diagnostic interview tool. The MINI is a clinician-administered instrument and
will be administered by trained psychiatrists and psychologists working in the RM. MINI will be
applied on paper, in the clinical service where the patient receives care.

4. Cross-sectional study to assess the quality of life of patients with severe mental
illness

EQ-5D instrument will be used to assess quality of life. The EQ-5D is a standardized
instrument used to measure health outcomes. It can be used among patient populations with low
educational attainment, in special cases when patients are mentally or physically unable to report
on their quality of life in health care, for example, due to severe intellectual disability or MH
problems (proxy version administered by caretaker). In such circumstances, the Visual Analogue
Scale shall be used. EQ-5D scores will be converted to interval-level Quality Adjusted Life Years
(QALYs) estimates. EQ-5D has 5 domains: 1- mobility, 2 - self-care, 3 - usual activities, 4 -
pain/discomfort and 5 - anxiety/depression and vertical visual analogue scale on general health
status on the same day. EQ-5D is a well-validated instrument and is available in Romanian and
Russian.

5. Cross-sectional study for assessment of psychosocial functioning in patients with SMD



To assess quality of life and care needs, we will use the Camberwell Brief Inventory of
Needs Assessment (CANSAS), which addresses 22 areas of a person's life, such as housing, food,
self-care, activities of daily living, psychotic symptoms, childcare, money, stress, physical health
and relationships. CANSAS is available in Romanian.

6. The cross-sectional study to assess the level of functionality and disability of
patients with SMD

To assess the level of functionality and disability of patients with SMD we will use the
WHO Disability Assessment Inventory (WHQO-DAS). WHO-DAS is a well-validated instrument,
available in Romanian and Russian. After the completion of this research, the WHO-DAS can be
used as a measure for routine monitoring of outcomes in MH services in the Republic of Moldova.
In the context of the present research, the WHO-DAS is useful for services as it directs care and
highlights specific areas of life/sectors with impairments (e.g., problematic areas of life). As a
patient self-report measure, the WHO-DAS can also be administered by clinicians.

7. The cross-sectional study for the evaluation of the level of self-stigma in patients with
severe mental illnesses
To assess the level of self-stigma, we will use the Self-Stigma Of Mental Illness Scale-Short Form
(SSMIS-SF), which contains 3 sections, 5 statements each. This scale is self-rating.
Sample: 133 people with SMD from
1. psychiatric hospitals - Chisinau, Balti, Orhei - 61 patients;
2. Pilot CMHCs - north, centre, south — 61 patients.

Implementation of results in practice: All proposed innovations and study results are
applied in the planning and management of community-based (CMHC) and hospital-based MH
services. The clinical-epidemiological tools and course (procedure) are applied by psychiatrists,
psychologists and social workers from MH services to select effective and appropriate
rehabilitation intervention procedures and methods, with a personalized approach to each person
with SMD.

Key words: severe mental disorders, drug and non-drug treatment, recovery, social and

family integration.



THESIS CONTENTS

1. LITERATURE REVIEW - THE CONTEXT OF MENTAL HEALTH, THE
EVOLUTION OF MENTAL HEALTH SERVICES AT GLOBAL AND NATIONAL
LEVELS. SEVERE MENTAL DISORDERS — CONCEPTS AND THEORIES

Chapter 1 is a synthesis of recent publications in the literature reflecting the problem of
SMD and their approach to clinical management. The chapter contains information on MH in an
international context. MH problems are found in all countries of the world and affect different
categories of people, regardless of age, sex, social status or living environment. The thesis
elucidates the WHO approach to Mental Health, the analysis of morbidity in the field. The impact
of mental health problems on health includes a description by analysing evidence from the past 15
years. International legislation that has contributed to changes in mental health has been described,
MH information has been listed: definitions, contemporary concepts; evidence-based mental
health rehabilitation services. for people with SMD; WHO's mental health concerns and their place
in the contemporary health system. Special attention was paid to the impact of mental health in the

context of the COVID-19 pandemic.

2. RESEARCH METHODOLOGY

The scientific problem approached in the study is: the importance of the quality of life
and functionality of people with SMD depending on the approaches and types of treatment applied
in various MH services.

Subject of research: patients with severe mental disorders [13].

Practical importance/impact of the study:

1. It will establish the profile of the patient from the hospital services as well as from the
community ones;

2. It will highlight the profile differences;

3. It will help to develop effective programs and additional services within the MH services;

4. It will facilitate the development, reorganization and initiation of MH services;

5. It will help to develop individualized intervention and deinstitutionalization plans and
programs.

Methodological basis: Research consists of several studies with various applied tools. In
addition to all evaluated patients, epidemiological, heredo-collateral and socio-demographic data

were collected based on a multidimensional questionnaire developed for people with SMD.

10



Investigation stages:
I stage:
1. Assessment of community and hospital MH services, as well as analysis of the course
and evolution of political, legislative, organizational and system changes in MH in
Moldova: September 2016 - February 2017.

2. Development of the research hypothesis: March - April 2017.

3. Analysis of the incidence and prevalence of SMD in Moldova: 2000-2020 period —
January — June 2017

4. Research design development: May-June 2017

5. Approval of study at Ethics Committee — July 2017

II stage:

6. Implementation of study: August 2018 — December 2020.

7. Research data processing: January - October 2021.

8. Development of conclusion, defence of thesis: November 2021 - May 2022.

Data processing methodology. Descriptive statistics of continuous variables included
mean, 95% CI for mean, standard deviation, median, 95% CI for median, 25th and 75th percentile,
interquartile range, minimum and maximum value, data visualization through histograms and box-
plot. The normality of data distribution was performed using the Shapiro-Wilk test. The
comparative evaluation between the studied groups (initial values and follow-up values) was
carried out by means of non-parametric tests (Mann Whitney Wilcoxon test with o = 0.05) for
repeated measurements, supplemented by the estimation of the effect size (biserial r rank test with
CI 95 %). The graphic representation in the form of a box-plot, completed by the data distribution
(violins) was made by the ggwithinstats library of the RStudio software component. Some of the
continuous indicators, such as prevalence and incidence (indicator per 10,000 population), average
assessment score, etc. was represented by means of bar graphs, in some cases by radial bar
diagram. Descriptive statistics for rank variables or nominal variables included absolute frequency,
relative frequency (%) as well as 95% II for this, the indicators being visualized through pie charts

and bar graphs. When necessary, the Pearson test was applied y* corrected for 2x2 tables.
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3. ANALYSIS OF THE MENTAL HEALTH SYSTEM OVER 13 YEARS: POLITICAL,
LEGISLATIVE AND ORGANIZATIONAL COURSE

In this chapter, the analysis of the situation and indicators of MH in the Republic of
Moldova for the 2007-2020 period was described (full study). In 2020, the prevalence of mental
and behavioural disorders in absolute numbers attests to 78,394 registered people, of which 9,378
(approx. 12%) are children up to 18 years old, presenting an alarming share of mental pathology
in children. Mental and behavioural disorders affect the population of our country, registering a
prevalence rate of 2211.3 patients per 100 thousand in 2020.

In 2020, the incidence data for mental and behavioural disorders in absolute numbers attests
to 3,809 registered persons or an incidence rate of 107.4 patients per 100 thousand, of which 752
(19.7%) are children under 18.

Prevalence and incidence have been decreasing in recent years, possibly as a result of the
implementing new mechanisms and approaches, but also possibly due to patients' fear of being on
the psychiatric record, low addressability among people with moderate and mild health problems,
and stigmatization of the problems by MH. At the same time, the number of people, especially
children affected by mental illnesses, is far from the real one due to the low addressability to MH
services. The lack of specialized services and the motivation to address involves the phenomenon
of stigmatization and insufficient knowledge for the early detection of mental pathology. In the
Republic of Moldova, there were 703 patients with autism, including 588 children under the
supervision of psychiatrists in 2020. The number of patients with autism is increasing, explained
on the one hand by the improvement of the screening and diagnosis system, at the same time a
large part of them is in medical records with other disabilities (intellectual, language disorders,
hyperactivity disorder, tics, etc.) or conditions such as epilepsy, genetic syndromes, hereditary
metabolic disorders, etc.

In the primary disability structure, 3.9% are mental and behavioural disorders. There are
about 60 thousand patients on psychiatric records, half of which, i.e. 30 331 patients (85.4 per 10
thousand inhabitants) with a degree of mental disability in 2017 and who constitute the most
vulnerable section of society. Official statistical data show a number of 12 094 children with
disabilities of which 22.3% (2705 people) with mental and behavioural disabilities in 2020.
Intellectual disabilities (mental retardation) have a large share in the sphere of psychopathology,
approx. 64.7% (1750 people) according to the data for 2020 but requires specific measures of
intervention and psycho-social education.

This chapter describes mental health services at all levels: primary, secondary and tertiary

as follows:
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» the family doctor diagnoses, initially consults and treats mild and medium forms of anxiety
and depression at primary medical care level,

» the multidisciplinary treatment of medium and severe states of a MH disorder is carried
out within the CMHC;

» the acute states of MH disorders are treated on the acute beds of district hospitals;

» the long-term and performance treatment of MH disorders is carried out at the level of
psychiatric hospitals.

The evolution of changes in MH in Moldova was described in detail.

1. The post-Soviet period (1995-2000).

2. The 2000-2005 period

3. The 2005-2014 period

4. The period 2014 — 2018 — until present.

National trends in the reform of the health system in the Republic of Moldova are
elucidated by describing the "Support for the Reform of Mental Health Services in Moldova"
(MENSANA) Project which built a platform for the advancement of MH services reform in
Moldova.

In this chapter, 3 clinical audits of the CMHC were analysed: the assessment of the situation
in the clinical audit regarding the activity of the CMHC and the pilot and non-pilot PHC within
the phase I of the MENSANA project — 2018; Summary of the situation found in the 2019 clinical
audit regarding the activity of 15 CMHC and PHC in Moldova; The situation of community MH
services in 2021 within the clinical audit of 24 CMHCs and AMPs in Moldova.

In the clinical audit, hospitalizations were analysed over 3 years, in order to be able to see
the evolution of a basic indicator — the rehabilitation - of community-level services. Out of 40
CMHCs, 17 had a positive trend in PH admissions, 16 of them fluctuated in these 3 years, 2
CMHCs were without dynamics and with negative dynamics, i.e. they increased admissions.

Conclusions of the 2021 clinical audit

- The analysis of the situation in the 24 assessed CMHCs shows us the lack of specialists

within the multidisciplinary teams of the CMHCs. The available financial resources are
often insufficient to ensure a multidisciplinary approach, although the largest
proportion of the budgets is directed to payments related to labour remuneration. Under
such conditions, none of the CMHCs has the human resources stipulated in GD no. 55
of 30.01.2012 where the supply of staff would involve a composition of the
multidisciplinary team for 40 thousand inhabitants of the administrative-territorial unit

served, in accordance with WHO recommendations, as follows: psychiatrist — 1;
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psychotherapist — 1; psychologist — 1; occupational therapist (social assistant or
medical assistant) — 2; social worker — 2; psychiatric nurses - 5. In the case of teams
for children, additionally: speech therapist - 1 and physiotherapist - 1 will be added. In
the same vein, in most cases, the conditions for carrying out the activity related to the
provision of adequate spaces, the technical material base is mostly modest, which
diminishes the efficiency of the documentation and statistical record of the recuperative
process.

Out of the total 480 patients whose medical records were checked, only 36.6% could
be contacted, the biggest impediment being the lack of contact telephone numbers
indicated in the medical records, within a centre none of the 20 checked records it had
no contact phone, which makes it difficult to monitor patients and ensure continuity of
treatment.

During the discussions with patients, the need to inform them about all the services
available within the CMHC was determined. Often recovery focuses only on the
medical side, the patients not being informed about all the services available within the
CMHC and especially the activities within the day centre. Only a limited number of
patients were aware of the existence of the social worker in the centre and did not have
information regarding the possibility to benefit from the consultation by a social
worker. The psychologist's involvement in the recuperative activity also leaves much
to be desired, as situations were reported where psychological consultations were not
offered upon request, although in the majority of evaluated CMHCs there are staff and
psychologists. Also, psychologists are not fully involved in the psychodiagnostics
process, although they are trained within MENSANA activities. Certain interviewed
beneficiaries did not know about the possibility to benefit from reimbursed medicines
courtesy of the National Program, they often have to ensure their treatment from their
own resources, or the reimbursed medicines are not available according to their needs.
The informed consents in the medical records are present in the majority of CMHC
evaluations, however, not all the agreements present in the records had the signatures
of beneficiaries.

Establishing the diagnosis in CMHCs requires improvement, CMHC specialists
preferring referral to Psychiatric Hospitals for diagnosis and treatment with continuity
at community level. For these reasons, although specialists are trained in the use of the

NCP and access to information on the latest drugs is provided, often the treatments
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prescribed are a continuation of those indicated in the hospital, which only partially
correspond to the recommendations included in the NCP.

The documentation of the interventions of all specialists also registers deficiencies.
There are centres where the registers are filled-out by the psychiatrist only. The
psychologist's interventions are often not found in the medical records. The
interventions of all the members of the multidisciplinary team are only sporadically
found in the case files. In this context, evidence of the multidisciplinary approach in
the recovery process of patients with SMD is difficult.

Home visits have suffered, especially during the pandemic period, there are still centres
that do not provide this service or are limited to telephone monitoring. At the same
time, not all beneficiaries visited at home with SMD have a case file, which restricts
the validation of the performance indicator regarding home visits that provides for
visiting at least 15 beneficiaries at least 2 times per quarter with the opening of case
files and recording of progress patients for the period in question. The documentation
of home visits also leaves much to be desired, as the standardized home visit sheets
developed by MESANA are not implemented in all assessed CMHCs. Also, home visits
are not found in all patient records (registry, medical record and case file).

Referral of patients to other specialists is at satisfactory level, although adequate
monitoring is often not provided. Collaboration with social services is sporadic,
resolution of social problems is often neglected. Cooperation with the police leaves
much to be desired, since often responding to calls and evaluating recruits for
certification disrupts CMHC's core work for SMD patients.

The implementation of case files for patients with SMD is sporadic, there are centres
where case files far exceed the recommended period of 3-6 months for solving the
beneficiaries' problems, these being open and extended for periods of up to several
years, in certain cases. The formulation of recovery objectives is often superficial or
focuses predominantly on medical recovery, the psychological and social part being
omitted or described very briefly. In the case of centres where not all the specialists
who form the multidisciplinary team can be found, it becomes complicated to ensure a
multidisciplinary approach to the recuperative process.

The activity management within the centres is well defined, for the most part the
specialists know their responsibilities, however, better communication and planning of
the activities related to the day centre and the recuperative process within the sessions

is necessary, as well as their documentation.
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Recommendations following the 2021 clinical audit.

Training CMHC human resources according to requirements of GD 55 of 30.01.2012
Ensuring the necessary technical and material base for the CMHC activity

Indication of contact telephone numbers in patients' medical records for better
monitoring and to ensure continuity of treatment

Informing patients about all services provided within the CMHC

Presentation of the lists with the needs regarding the compensated drugs in optimal
terms so that the patients are insured according to the needs

More active involvement of the psychologist in the psycho-diagnostic process and the
curative process

Strengthening the capacities for establishing the diagnosis within the CMHC and
reducing the number of referrals for establishing the diagnosis to psychiatric hospitals
Implementation of informed consent for all CMHC beneficiaries

Application of national clinical protocols in diagnosis and treatment

Inclusion of patient information in registries, medical records and case files
Implementation of services provided at home by all CMHCs

Implementation of case files for patients visited at home

Use of MENSANA sheets for documenting home visits in electronic format and
including them both in the medical record and in the case file

Referral of patients to other specialists to ensure access to all medical services
necessary in the recovery process

Improving collaboration with social assistance services and more active involvement
of social workers within CMHC in the recovery process of patients

Better collaboration with the police and law enforcement agencies and the delivery of
questioning and certification services on a schedule that does not disrupt CMHC's core
work for SMD patients

Monitoring patients and ensuring continuity of treatment

Organizing the activity within the weekly meetings and documenting them

Records of consultations offered by all CMHC specialists with their inclusion in
electronic registers and patients' medical records, as well as case files if the patient has
a file

Focusing on rehabilitation activities, case management and home visits of people with

SMD to avoid relapses.
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4. THE CLINICAL-EPIDEMIOLOGICAL COURSE OF PEOPLE WITH SMD FROM
HOSPITAL AND COMMUNITY MENTAL HEALTH SERVICES

4.1. Analysis of the clinical-epidemiological course of people with severe mental
disorders in hospital and community mental health services in the country (detailed
questionnaire).

From 133 respondents, the place of residence was collected for 96 (72.2%) respondents,
37 respondents having missing values (27.8%). This moment, of course, is a limitation, since each
missing value reduces the number of respondents in the analysis and can "shift" the results in the
direction opposite to the real situation. On the other hand, it is necessary to consider the studied

contingent.

Finally, the research included 49 (51%, CI 95% [41.1-60.9]) respondents from the rural
area and 47 (49%, C195% [39.1-58.9]) respondents from urban areas. The comparative evaluation
(Fisher's Exact Test) of the relative frequencies in the management structure in the different areas
did not reveal significant differences. Instead, there is a tendency for those from the village to
indicate sleeping pills more often compared to those from the city, who, instead, showed a

tendency to have an increased value of the use of timostabilizers/anticonvulsants.

The preliminary conclusion of the pilot study — the management structure according to the
living area does not differ, at least from the data presented. To answer the question, it is necessary

to carry out larger research, of around 500 respondents.

We cannot talk about access because it may be that service, but it is not indicated by the
doctor. Moreover, the comparative evaluation between the total number of medicinal and non-
medicinal "interventions" did not reveal statistically significant differences (Fisher's Exact Test, p
= 0.877), the relative values being practically identical (non-medicinal therapies were applied to
26.6% (CI 95% [18.6-35.0]) versus 24.5% (95% CI [16.8-34.2]) of the rural and urban study

population, respectively).

We can observe that the most frequently prescribed drugs are antipsychotics, which
constitute 57.4 - 59.2%, which is evident in the case of SMD, being followed by antidepressants
and tranquilizers from drug treatment (34.7% and 22.4 %), by psychologist and psychotherapist in

non-medicinal treatment (30.6% and 24.5%) in the same proportion.

Although there is a diversity of drug and non-drug treatments prescribed for people with

SMD, we could mark a hierarchical ranking for all of them, the priority being for antipsychotics
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(63.2%), tranquilizers (33.8%), antidepressants (33.1 %) and sleeping pills (24.8%). Psychological
and psychotherapeutic intervention are only on 5th and 6th respectively, with 20.3% and 19.5%,
however, this is insufficient and requires more frequent application. We can see a very low
indicator in the case of occupational therapy with only 4.5% and here we could assume that there

are no services or specialists to provide these services.

4.2. Comprehensive diagnostic and functional assessment of mental health service
recipients to determine mental health service needs. (MINI) Nosological structure within the
studied cohort

The research included 133 respondents, of whom 92 were female (69.2% (95% CI [61.0-
76.5])) and 41 male (30.8% (95% CI [23.5-39 ,0]), the differences between the mentioned values
being statistically significant (y*> = 18,797, df = 1, p = 1.454¢-05). These data do not correspond to
data from international literature, because among MDS the percentage by gender is insignificantly
different, the ratio being of 1:1.

The age of the respondents in the research tends towards the value 36 (median), the
interquartile range (IQR) being 25, which corresponds to the international literature, the onset of
the MDS disease in the environment is between 21-32 years.

Distributional analysis of the data (Shapiro Wilk test, W = 0.95139, p = 0.0001203) shows
uneven distribution, probably bimodal, with right skewness, i.e. young people predominate.
However, it draws attention to the fact that among the people for whom severe mental disorders
were detected for the first time, there are also elderly people, this fact could lead us to the
assumptions that accessibility to MH services is limited or addressability is low. All this speaks of
the insufficiency of mental health promotion and societal education in the field.

One of the objectives of the research was the analysis of the nosological structure for the
primary mental disorders detected in the research group.

Maximum value demonstrated Diagnosis [F29] all (n = 32) — Non-organic non-specific
psychosis, which constituted practically a fourth of all cases (24,1%, CI 95% [17,4-31,8]) detected.
This diagnosis is often made at the first address of a psychotic patient who does not meet the
criteria for an SMD. Next is a group of pathologies relative frequency, which exceeded 10%:
Diagnosis [F32.x] — Depressive episode - (n = 18, 13,5%, CI 95% [0,5-20,1]), Diagnosis [F20.9]
— Unspecified schizophrenia - (n = 16, 12,0%, CI 95% [7,3-18,4]), Diagnosis [F33.x] - Recurrent
depressive disorder - (n = 14, 10,5%, CI 95% [6,2-16,6]). The Diagnosis with a relative frequency

of'less than 10% [F23] — Polymorphic acute psychotic disorder without a schizophrenia symptom
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- (n=11, 8,3%, CI195% [4,5-13,9]) and Diagnosis [F25.0/F25.1] — Schizoaffective disorder -
(n=8, 6,0%, CI1 95% [2,9-11,0]).

The group of pathologies with a relative frequency of less than 5% included 15 nosological
units of which the Diagnosis [F41.1] - other anxiety disorders — was present in 5 cases (3,8%,
CI 95% [1,4-8,0]), The Diagnosis [F40.0] — of Anxiety-phobic disorders, the Diagnosis [F22.0] —
of Persistent delusional disorders — and the Diagnosis [F32.3/F33.3] — of Moderate and severe
depressive episode - with n=4 (3,0%, CI95% [1,0-7,0]), the others having an extremely
significant percentage. Diagnosis [F31.0--F31.76], Diagnosis [F31.2/31.5], Diagnosis [F43.10],
Diagnosis [F20.xx-F29] with n=3 (2,3%, CI95% [0,6-5,9]), Diagnosis [F41.0], Diagnosis
[F10.10-20], Diagnosis [F32.8] with n=2 (1,5%, CI 95% [0,3-4,7]) and Diagnosis [F31.81],
Diagnosis [F28], Diagnosis [F31.2/F31.5] withn=1 (0,8%, CI 95% [0,1-3,5]).

Part of the 10 nosological units (Diagnosis [F31.9], Diagnosis [F42], Diagnosis
[F11.1xF19.288], Diagnosis [F10.159-F19.959], Diagnosis [F31.89], Diagnosis [F32.9],
Diagnosis [F50.01-02], Diagnosis [F50.2], Diagnosis [F50.8], Diagnosis [F60.2]) were not
detected in the research, their frequency being 0. We speculate that this result can be determined
by several factors such as the low frequency in the population, some particularities of the evolution
that do not allow the person to be included in the medical system to facilitate the services from the
respective centres. This requires us to make some corrections regarding health policies to optimize
their detection.

Important to note that the same person can suffer from two or more primary mental
disorders. According to study data 85% (CI 95% [78,2-90,3) of the participants presented only one
disorder, 9,8% (CI 95% [5,6-15,7) having 2 disorders and 5,3% (CI 95% [2,4-10,1) three disorders.

Another nuance - the collected data are not enough to classify them by confidence intervals,
since the latter include the relative frequencies of "neighbouring" categories (nosological units).

The management of a patient with primary mental disorders consists of 2 sides. One side
is the drug treatment, another side is the non-drug treatment, which provides for the
adaptation/socialization of such a patient. In that study, drug treatment prevailed, with
antipsychotic drugs having the highest frequency (84 cases out of 133 respondents, 63,2%, CI 95%
[54,7-71,0]). On the second place in terms of frequency were the tranquilizers and
antidepressants, with one third of the participants benefiting from the respective treatment (33,8%,
CI95% [26,2-42,2] and 33,1%, CI 95% [25,5-41,4], respectively). Somniferous treatment was
indicated in 33 of the respondents (24,8%, CI 95% [18,1-32,6]). Psychologist and psychotherapy
showed low relative frequencies (27 and 26 cases out of 133 participants, 5-6th place by absolute

values), that is, every fifth respondent benefits from the mentioned services. As for counselling
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and occupational therapy, these were only applied to 19 patients (14.3%, 95% CI [9.1-21.0]) and
6 patients (4,5%, CI195% [1,9-9,1]), respectively. Anxiolytics (n=21, 15,8%, CI 95% [10,4-
22,7]), Nootropic (n=21, 10,5%, CI 95% [6,2-16,6]), Anticonvulsants (n =11, 8,3%, CI 95%
[4,5-13,9]), Vascular medicine (n=10, 7,5%, CI 95% [3,9-12,9]) and Cognitive (n=38, 6%,
CI95% [2,9-11,0]) compared to the mentioned drug therapies were used with frequencies close to
the frequencies of non-drug therapies. The imbalance found, even within the reformed centres,
makes us move towards harmonizing management, the optimal indicators being drug treatment:
non-drug treatment in a 1:1 ratio, the emphasis being on psychotherapy, psychological counselling
and occupational therapy.

Similar to nosological structure, y*> Pearson test performance with corrections for
continuity, the effect of biological gender for the management of a patient with MDS did not show
statistical significance, the exception being 4 cases of using Anticonvulsant treatment in women
and 7 cases in men (p < 0.05). At the same time, considering a small number that required the
given treatment, the clinical significance of the detected difference is questionable. In conclusion,
biological gender does not affect the structure of the services provided to a patient with primary
mental disorders.

Patients with SMD are people who require care from relatives or specialists in CMHCs.
The data shows that just 3,8% (CI 95% [1,4-8,0]) of the respondents live alone, the vast majority
live with their parents or spouse, 33,8% (CI 95% [26,2-42,2]) and 28,6% (CI 95% [21,4-36,6]),
respectively. Children or other persons have assumed responsibility for care in 11,3% (CI 95%
[6,7-17,5]) and 12,8% (CI 95% [7,9-19,2]). Almost 10% of the information is missing. The
information obtained is valuable in terms of supporting the people who live with the patients,
creating information programs and involving them in the socialization of the beneficiaries.

The How many times in the last year have you been hospitalized in a psychiatric
ward/hospital? question presents information regarding the availability of these persons to the
medical services, the fact that they appeared late in the sight of the respective service, on the other
hand, it can suggest information regarding the severity of the disease. Almost 2/3 of the
participants (61,7%, CI 95% [53,2-69,6]) were not hospitalized in the past year in a psychiatric
ward/hospital, 28.6% were hospitalized once (CI 95% [21,4-36,6]), 6.8% were hospitalised 2 and
3 times and more (CI 95% [3,4-12,0]) and 3,0% (CI 95% [1,0-7,0]), respectively. The last 2
categories constituted almost 10% and the fact that they were hospitalized without detecting the
diagnosis of severe mental disorders raises the question of identifying these patients through the

implementation of the MINI questionnaire.
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4.3. Analysis of the quality of life, disability and level of self-stigma of people with
SMD in hospital versus community services, based on the recovery of people with severe
mental disorders (CANSAS, EQ-5D, WHODAS, SMISS-SF)

Beneficiaries were surveyed through a series of instruments, such as EQ5D, CANSAS,
SMISS-SF, WHODAS. Part of the questionnaires were applied dynamically (follow up) over 18
months.

The SMISS-SF questionnaire, having the ability to determine the stigma of patients with
primary mental disorders in different aspects, showed the results as follows.

SMISS-SF awareness Was assessed at the level of 25 points (Median, IQR = 13), values
ranging from 0 to 45. The distribution analysis shows that the data are normally distributed, the
results of the Shapiro-Wilk test being insignificant (W = 0.98986, p = 0.4442). The SMISS-
SFAgreement component showed the same maximum and minimum value, median = 20, IQR =15,
the data distribution being almost flattened. However, the Shapiro-Wilk test was not significant
(W =0.98205, p=0.07662).

Discussion: Internalization of public stigma by people with serious mental illness can lead
to self-stigma, which damages self-esteem, self-efficacy, and empowerment. Previous research has
assessed a hierarchical model that distinguishes between stereotype awareness, agreement, self-
enforcement, and self-harm with the 40-item Self-Stigma of Mental Illness Scale (SSMIS) [3].
Future research with the SSMIS-SF should assess its sensitivity to change and its stability through
test—retest reliability.

The section about the awareness of the stereotype regarding mental illness shows us an
average of 25, the maximum being 36, and the section about agreement with stigma in MH is 20,
which also denotes a figure above the average. All this proves to us that at the community level
the stigma towards people with MH problems is quite high and requires community interventions
to reduce the phenomenon.

The section on applying self-stereotyping and self-harm is 12 and 13 which are small
numbers considering that these patients are at first contact with MH services.

Compared to the above indicators demonstrated the distribution with asymmetry to the
right with the predominance of low scores, Median 13, IQR = 14 compared to Median 12, IQR =
15, Shapiro-Wilk test W = 0.91577, p = 4.548e-07 and W = 0.86495, p = 1.158e-09, respectively.
The SMISS-SFrotaL score value, estimated at the level of 76 points (Median, IQR = 41), after the
Shapiro-Wilk test shows a normal distribution, on the other hand, the graphic analysis
demonstrates a bifocal distribution, which suggests an idea of the influence of a factor that "splits"

the estimated values into two groups.
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The next questionnaire applied was WHODAS 2.0 which helps us identify the general level
of disability, but also on certain compartments. The data obtained show a low level of difficulty,

as the disease has not yet affected their social functionality and there was no motor disability.

4.4. Analysis of the dynamics of quality of life, functionality and disability indicators
of people with severe mental disorders 18 months after the initiation of the pilot study
(Follow-up: EQ-5D, WHODAS and CANSAS)

The CANSAS and EQ5D questionnaires compared to the SMISS-SF questionnaire were

applied in dynamics. This solves one of the limitations, at the same time, considering the fact that

the given category of patients is a specific one, the follow-up information was collected only for

39 respondents. On the one hand, this is a limitation, on the other hand, it is a pilot study and

allows us to take these moments into account in the following studies.

The dynamic comparative evaluation of the CANSAS values showed a reduction in the score
(Median 36, IQR = 10 compared to 33, IQR = 11.5), the difference being significant (Wilcoxon
signed rank test, V=1520.5, p=0.01093 p = 0.6277). The effect size estimated by the biserial rank
r test = 0.48 (95% CI [0.16-0.71]) was estimated as moderate, with interpretation reserved due to
a large confidence interval. It probably takes time to change the CANSAS score even more. With
very high probability, the clinical effect is a significant one.

The comparative evaluation in the dynamics of EQ5D values showed the stability of the
score (Median 60, IQR = 30 compared to 60, IQR = 30), the difference being insignificant
(Wilcoxon signed rank test, V =280.5, p = 0.6277) (Figure 4.1.). Effect size estimated by biserial
r-rank test = -0.10 (95% CI [-0.43-0.25]), confidence interval includes 0, the effect is missing or
requires a larger batch to identify it, the effect being small. Accordingly, interpretation is reserved.
It probably takes time to change the situation even more. Based on the obtained data, the EQ5D

score was not changed dynamically, or the clinical effect is reduced.
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40-
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Before After
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Fig. 4.1. Comparative evaluation of CANSAS before and after a period of 18 months
(follow up). Boxplot, violin and jitters combination.
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Fig. 4.2. EQSD comparative evaluation before (EQ5D) and after (EQSDF) a follow-up
period.
The following elucidated data are following the 18-month evaluation of 39 patients through

the WHODAS questionnaire, which can show us whether this period spent in illness and services

provided to them worsened functionality or led to disability

Profilul initial indicatorilor Whodas

Parameters
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Fig. 4.3. Profile of patients with severe mental disorders before intervention and inclusion
in the mental health service according to the WHODAS questionnaire.
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Fig. 4.4. Profile of patients with severe mental disorders before intervention and inclusion
in the mental health service according to the WHODAS questionnaire.

The dynamic comparative evaluation of Dol values showed a reduction in the score
(Median 15, IQR = 25 compared to Median 30. IQR = 40.5), the difference being significant
(Wilcoxon signed rank test V = 520,5, p =0,003) (Figure 4.5.). The effect size estimated by the
biserial rank r test = 0.56 (95% CI [0.26-0.77]) was estimated as large, with interpretation reserved
due to a large confidence interval. It probably takes time to change the score of this parameter even

more. The clinical effect is very likely to be significant.
Vwilcoron = 520.50, p = 0.003, 712" = 0.56, Clgss, [0.26, 0.771, M paire = 39
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Fig. 4.5. Changes in the WHODAS profile in 39 patients at 18 months per section Dol.
The dynamic comparative evaluation of Do2 values showed the score at the same level
(Median 12.5, IQR =31.25 compared to Median 12.5, IQR = 40), the difference being insignificant
(Wilcoxon signed rank test V. =315.5 , p = 0.339) (Figure 4.6.). The effect size estimated by the
biserial r rank test = 0.20 (95% CI [-0.22-0.55]) was estimated as small. It probably takes time to

change the score of this parameter even more. The clinical effect is very unlikely to be significant.
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Fig. 4.6. Changes in the WHODAS profile in 39 patients at 18 months per section Do2.
The dynamic comparative evaluation of Do3 values showed the reduction of the score
(Median 0, IQR = 40 compared to Median 10, IQR = 45), the difference being insignificant
(Wilcoxon signed rank test V = 2405, p = 0.220) (Figure 4.7.). The effect size estimated by the
biserial r rank test = 0.27 (95% CI [-0.16-0.61]) was estimated as small. It probably takes time to

change the score of this parameter even more. The clinical effect is very unlikely to be significant.

Do3

Do3 Do3F
(n=39) (n=39)
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Fig. 4.7. Changes in the WHODAS profile in 39 patients at 18 months per section Do3.

The comparative evaluation in the dynamics of Do4 values showed the reduction of the

score (Median 41.67, IQR = 43.66 compared to Median 41.67, IQR = 50). the difference being
significant (Wilcoxon signed rank test V =520.5. p=0.023) (Figure 4.8.). The effect size estimated
by the biserial r-rank test = 0.48 (95% CI [0.15-0.771]) was estimated as medium, with
interpretation reserved due to a large confidence interval. It probably takes time to change the score

of this parameter even more. The clinical effect is very likely to be significant.
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Fig. 4.8. Changes in the WHODAS profile in 39 patients at 18 months per section Do4.

The dynamic comparative evaluation of Do51 values showed the reduction of the score
(Median 10, IQR = 40 compared to Median 40, IQR = 26), the difference being significant
(Wilcoxon signed rank test V = 423, p = 0.032) (Figure 4.9.). The effect size estimated by the
biserial rank r test = 0.42 (95% CI [0.05-0.69]) was estimated as medium, with interpretation
reserved due to a large confidence interval. It probably takes time to change the score of this
parameter even more. The clinical effect is very likely to be significant.

Viitooxon = 423.00, p = 0.032, 772% = 0.42, Clggs [0.05, 0.69], 1 pairs = 3¢
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Fig. 4.9. Changes in the WHODAS profile in 39 patients at 18 months per section Do51.
The dynamic comparative evaluation of Do6 values showed a reduction in the score (Median
20.83, IQR = 33.33 compared to Median 41.67, IQR = 28), the difference being significant
(Wilcoxon signed rank test.V = 554, p = 9.26e"-5) (Figures 4.10.). The effect size estimated by
the biserial r rank test = 0.76 (95% CI [0.56-0.88)] was estimated as large. It probably takes time

to change the score of this parameter even more. The clinical effect is very likely to be significant.
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Fig. 4.10. Changes in the WHODAS profile in 39 patients at 18 months per section Do6.

The dynamic comparative evaluation of st s32 values showed the reduction of the score
(Median 17.39, IQR = 19.5 compared to Median 33.7, IQR = 18) the difference being significant
(Wilcoxon signed rank test. V = 602, p = 0.003) (Figure 4.11.). The effect size estimated by the
biserial r rank test = 0.54 (95% CI [0.24-0.75)] was estimated as medium. It probably takes time

to change the score of this parameter even more. The clinical effect is very likely to be significant.
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Fig. 4.11. Changes in the WHODAS profile in 39 patients at 18 months per section

st_s32.
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Values Patientx |#| Patient x follow-up

Fig. 4.12. Baseline (pink) and 18-month follow-up (green) of patient x after intervention
and inclusion in the mental health service according to the Whodas questionnaire.

5. PROTOCOL FOR REHABILITATION AND PSYCHOSOCIAL INTEGRATION OF

PEOPLE WITH SEVERE MENTAL DISORDERS.

5.1. Option to reorganize mental health and community-based rehabilitation

interventions for people with SMD

The new options proposed below can solve the problem, especially its causes, to improve

the unsatisfactory situation in the field and to achieve the objectives set above. The number of

proposed new options was limited based on an overall analysis of financial and technical

constraints as follows:

limited financial sources within the mandatory medical assistance insurance funds;
qualified and experienced human resources concentrated in Chisinau;

primary medical care reform approved by Law no. 191 of 27.07.2018, published on
24.08.2018 in Official Gazette no. 321-332, and which is to be definitively regulated
by November 24, 2018;

the previous successful experience regarding the delimitation/separation of primary
medical care from district hospitals starting in 2008, through the creation of
autonomous FDC and HC;

the experience of successfully establishing the National Prehospital Emergency

Medical Assistance Centre in 2015, through the reorganization and merger of the
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regional stations and their dismantling (separation) from other public medical and
sanitary institutions, including the National Agency for Public Health in 2017.

Based on objectives established by the WHO, the priorities of the reform of community
MH services, with the new options proposed and analysed below, continue to be oriented towards
the development of community MH services; de-institutionalization and psycho-social
rehabilitation; changing the emphasis from the hospital pole to the extra-hospital pole; transfer
from treatment to prevention of MH problems; etc.

Options are proposed to improve the service based on the multidisciplinary model of
managing mental disorders through the Flexible Assertive Community Treatment (FACT)
multidisciplinary approach, implemented in the UK, the Netherlands as well as low- and middle-
income countries such as Montenegro. This FACT model includes recovery-oriented care by
providing integrated community and hospital-based health care, applying evidence-based
medicine. The FACT model emphasizes mutual support, individual engagement, and employment
support and family-level interventions.

Following the above, the establishment of an institution called the autonomous National
Mental Health Centre (NMHC) is a common element in all options analysed below, as a separate
legal entity from the SCP, but subordinated to the Ministry of Health. Thus, a single body will be
created to promote, monitor, evaluate and develop the MH service with full powers to represent
CMHC interests.

The payment scheme for CMHC performance will be possible to implement only when
NMHC and CMHC will no longer be subordinated to other institutions (SCP and PHC
institutions). In order to pay bonuses based on the achievement of performance indicators, it is first
necessary to equalize the chances of all CMHCs and to standardize the conditions of their activity.

The autonomous NMHC and the removal of the CMHC from the subordination of the
family medicine system will ensure the active involvement of civil society and the private sector
in the development of the community MH service, which will also be supported by international
development partners.

In the aforementioned context, the 3 best new options for solving the problem are presented
below, after analysing a multitude of possible alternatives. Through the 3 new options, the
establishment of the optimal mixed organizational pyramid of the MH service, recommended by
WHO, which clearly demonstrates that the highest impact and the lowest investments are achieved

at the primary level and especially within the CMHC (Figure 5.1.)

29



High

A

FREQUENCY
OF NEED

&
g
Mental health services
through PHC
—— -
Informal Community Care

SAVIAIRG TVINUOANI

A

QUANTITY OF SERVICES NEEDED Low

Fig. 5.1. The optimal pyramid of mental health services recommended by the WHO (2007).
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Option 1. The establishment of the National Mental Health Centre as a separate legal entity
comprising all 40 Community Mental Health Centres.
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Specialised inpatient mental Outpatient mental health services and primary
health services healthcare services
Specialised exclusively Specialised community-based Primary healthcare services
mental health services mental health care integrated into general healthcare services
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Fig. 5.2. Option no. 1 for the reorganization of the mental health service in the Republic of

Moldova.

Description: The given option provides for the establishment of a NMHC independent of
the SCP, which will bring together all 42 CMHCs in the country within its framework, the latter
being separated (dismembered) from the PHC institutions.

Community specialized MH services remain to be integrated into PHC. This does not mean
organizational and/or managerial integration within PHC institutions, but more importantly
integration at the level of the referral system, i.e., all these services are provided at one level. The
national centre will be established under the Ministry of Health and will operate in the same
premises as at present. The Community Centres will be part of the National Centre, but the physical

location will remain unchanged.
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Option 2. The establishment of the National Mental Health Centre and the other 42 Community

Mental Health Centres as separate legal entities (+1 private), and the latter methodically and

organisationally subordinated to the first one.

Community specialized MH services remain to be integrated into PHC. This does not mean

organizational and/or managerial integration within primary care institutions, but more

importantly integration at the level of the referral system, i.e., all these services are provided at

one level.
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Fig. 5.3. Option no. 2 for the reorganization of the mental health service in the Republic of

Moldova.

Option no. 2 provides for the establishment of an autonomous NMHC, independent of the

SCP, and another 40 autonomous CMHC:s, the latter being separated (dismembered) from the PHC

institutions and subordinated only to the former as a methodical organizer. The national centre will

be established under the Ministry of Health and will operate in the same premises as at present.

The 40 Community Centres will be established in all the districts and municipalities of the country,
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and the founder will be the Local Public Administration of level II, the location being preserved

within the premises they occupy at the moment.

Option 3. Establishment of the National Mental Health Centre and 13 other Regional
Community Mental Health Centres as separate legal entities (+1 private) and the latter

methodically and organisationally subordinated to the first one.
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Fig. 5.4. Option no. 3 for the reorganization of the mental health service in the Republic of

Moldova.

This option given implies the establishment of an autonomous NMHC, independent of the
SCP, and 13 other autonomous regional community MH centres (RCMHC), the latter being
separated (dismembered) from the PHC institutions and subordinated only to the former as a
methodical organizer. The services remain to be integrated in the PHC but not organizationally
and/or managerially within the HC, i.e., the services are provided at one level. The 13 regional
community centres will be created analogously to the creation of psychiatric beds for acute cases

in district hospitals, and the other community centres, from districts without beds, will be part of
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the first ones. In the Balti and Chisinau municipalities, the number of inhabitants allows the
establishment of 2 and more regional community centres, respectively.

The National Centre will be established under the Ministry of Health and will operate in
the same premises as at present. And the 13 regional community centres will be established in the
districts and municipalities of the country where there are psychiatric beds and the founder will be
the Local Public Administration of level I, being kept with the location within the premises they

currently occupy.

Option 4. Status Quo — The National Mental Health Centre subordinated to the Clinical
Psychiatry Hospital, and the Community Mental Health Centres within the primary healthcare

institutions.
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Fig. 5.5 Option no. 4 for the reorganization of the mental health service in the Republic of

Moldova.

The "Status Quo" option implies keeping the current state of things, without undertaking any

organizational, financial and/or regulatory measures for the activity of NMHC and CMHC.
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5.2. Staging of mental health care for people with mental and behavioural disorders
in the Republic of Moldova — proposed algorithm.

The purpose of the proposed Algorithm is to ensure equal opportunities for access to
quality services and the protection of the rights of people with MH problems by respecting the

principle of staged provision of medical assistance in MH.
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Fig. 5.6. The path of the patient with mental and behavioural disorders in the health

system.

Outpatient mental health care will be provided by:

1) the family doctor's team (family doctor and nurse);

2) the psychiatrist;

3) members of the multidisciplinary team of Community Mental Health Centres;

4) the pre-hospital emergency medical assistance team (in the case of psychiatric and/or
medical-surgical emergencies).
Hospital assistance in mental health will be provided by the Emergency Reception Units
(hereinafter UPU) of medical institutions (hereinafter IMU), psychiatric hospitals and acute
psychiatric wards within general hospitals.
In the provision of MH services, regardless of the form of organization at the ambulatory or
hospital stage, effective communication measures and the information circuit within the MH
services system, provided by the legislative and normative acts in force regarding the
consecutiveness and integrity of the medical act, are ensured.
For the purposes of this Algorithm, the terms used mean: severe (serious) mental and behavioural
disorder is often defined by its duration and the disability it produces. These illnesses include
disorders that produce psychotic symptoms such as schizophrenia and schizoaffective disorder and

severe forms of other disorders such as major depression and bipolar disorder [12].
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Stages of providing mental healthcare

Stage I (primary):

1.  Outpatient medical assistance at stage I (primary) of people with MH problems is
provided by the FD (Family Doctor) and the pre-hospital emergency medical assistance team.

2. The medical assistance of people with MH problems granted by the FD consists of:
primary prophylaxis, screening, diagnosis, prescription of treatment in mild and medium mental
and behavioural disorders, suspicion and detection of the first psychotic episode, referral for
treatment at stage I ( secondary, specialized) or, as the case may be, at stage III (tertiary, highly
specialized) with the release of the patient referral-excerpt, clinical supervision, the issuance and
record of the medical leave certificate, as well as the organization of the referral to the Council for
the Determination of Disability and Work Capacity (CDDCM), other activities in accordance with
the provisions of national clinical protocols, medical standards and normative acts in force.

3. To ensure the continuity of the medical act, prophylaxis activities and the reduction of
the influence of risk factors, the Ministry of Health is informed about the need to assist therapeutic
indications and rehabilitation measures for patients with mental and behavioural disorders on the
list.

4. Emergency psychiatric medical assistance is provided by the pre-hospital emergency
medical assistance team and consists of medical assistance at the place of request and during
transportation to the UPU of the IMS, the general hospital, the psychiatric hospital, as well as
assisted medical transportation of persons with mental and behavioural disorders (immovable) if
necessary, in accordance with the normative acts in force.

5. FD ensures access to the specialized MH service on a scheduled basis for people with
possible mental and behavioural disorders at the psychiatrist's consultation.

Stage I1 (secondary, specialized):

1. Specialized medical assistance at stage II is provided by the multidisciplinary team within
the CMHC, including at home and the general hospital (UPU and acute care psychiatry
ward).

2. Specialized outpatient medical assistance for people with MH problems at stage I consists
in providing mental health services regarding the screening of all people who request
mental healthcare assistance, the evaluation of the mental state by the multidisciplinary
team of the CMHC, the confirmation of the diagnosis, the selection of the type of
intervention, the application of biological and psychological treatment, continuous clinical

supervision and the undertaking of psychosocial rehabilitation and socio-family integration
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measures in accordance with national clinical protocols, medical standards and normative
acts in force.

The psychiatrist has the mission of early detection of mental and behavioural disorders,
assessment of the stage and type of care required, making a joint decision with the person
with MH problems regarding the need to initiate treatment and ensuring the continuity of
treatment, maintaining the state of MH and clinical supervision, and if necessary the timely
referral of the patient to the hospital (ward) and/or to the specialized public tertiary
medical-sanitary institution, for examination and treatment in difficult cases from the
perspective of diagnosis and treatment.

Hospital psychiatric medical assistance at stage II is provided in acute psychiatric wards in
general hospitals, with free consent, and in the cases specified in point 3, with the consent
of the patient (legal representative) or without free consent in the established manner, is

moving towards stage III (tertiary, highly specialized).

Stage I1I (tertiary, highly specialized):
1.

Specialized medical assistance at stage III for people with mental and behavioural disorders
consists of providing a highly specialized form of consultative assistance, treatment and
rehabilitation of patients in ambulatory and specialized tertiary hospital conditions (Clinical
Hospital of Psychiatry, Balti Psychiatry Hospital, Orhei Psychiatry and Phthisiopneumology
Hospital).

NMHC and SCP in collaboration with the Department of Psychiatry, Narcology and Medical
Psychology of USMF "Nicolae Testemitanu", bear the responsibility of methodical support
to the structures that provide MH medical assistance at all stages, carry out monitoring,
evaluation and integration into the medical service system in mental health.

NMHC and SCP carry out quality control of the provision of medical assistance in mental
health at all stages of provision, regardless of the form of organization (under public or
private law), initiate and support scientific-practical and methodological collaborations with

other medical institutions, including abroad.
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Fig. 5.7. Stages of mental healthcare for people with mental and behavioural disorders.

CONCLUSIONS AND RECOMMENDATIONS:

1. Prevalence and incidence have been decreasing in recent years, possibly because of the
implementation of new mechanisms and approaches, but also possibly due to patients'
fear of being on the psychiatric record, low addressability among people with moderate
and mild health problems, and the stigmatization of mental health problems.

2. The lack of specialized services and the motivation to address implies the phenomenon
of stigmatization and insufficient knowledge for the early detection of mental
pathology.

3. Inthe Republic of Moldova, there are legislative and political acts in mental health, but
without a definite implementation mechanism being detected. This leads to
fragmentation of services and the formal existence of a patient referral mechanism
within mental health services.

4. Medical and social services are separated, there is no comprehensive approach to the
mental health problem, which favours the discontinuity of the process of psycho-social
rehabilitation and socio-professional inclusion.

5. The comparative analysis of the results obtained in the 3 clinical audits carried out so
far shows us a positive evolution in the provision of community services.

6. Evidence-based interventions and treatments, while capable of producing specific

outcomes, such as reduced symptomatology, decreased hospitalization, fewer relapses,
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10.

11.

12.

13.

14.

or improved employment, may vary in their compatibility with rehabilitation values

and ingredients.

Community components in health services extend the coverage of mental health
services to places where primary and specialist care services exist. They create a
continuum of care from home to primary care and then specialist psychiatric and
psychological care.

Preliminary conclusion of the pilot study — the management structure according to the
living area does not differ, at least from the data presented. To answer the question, it
is necessary to conduct a larger research with around 500 respondents.

The management of a patient with primary mental disorders consists of 2 types of
intervention: one type is drug treatment, another type is non-drug treatment, which
provides for the adaptation/socialization of such a patient.

Internalization of public stigma by people with serious mental illness can lead to self-
stigma, which damages self-esteem, self-efficacy and empowerment

At the community level, the stigma towards people with mental health problems is quite
high and requires community interventions to reduce the phenomenon.

The phasing of mental health care provided to people with mental and behavioural
disorders in the Republic of Moldova needs to be promoted based on an algorithm -
PROTOCOL FOR REHABILITATION AND PSYCHOSOCIAL INTEGRATION OF
PEOPLE WITH SEVERE MENTAL DISORDERS through the lens of the community
MH services reorganization.

The stage planning of medical care in mental health is proposed to be provided in:
Outpatient mental health care; the family doctor's team (family doctor and nurse);
psychiatrist; members of the multidisciplinary team of Community Mental Health
Centres; pre-hospital emergency medical assistance team; Hospital care.

An important role in the management and coordination of an effective mental health
system is the establishment of a National Mental Health Centre with the role of

monitoring, data collection, policy development and coordination in MH.

Recommendations for practical applicability:

A. For politicians and healthcare managers:

The phasing of mental health medical assistance given to people with mental and

behavioural disorders needs to be organized in stages: | — primary at the level of the family

doctor; II - The specialized medical assistance that is provided by the multidisciplinary
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team within the Community Mental Health Centre, including at home and the general
hospital; III - Specialized medical assistance at stage IIl of people with mental and
behavioural disorders consists in providing a highly specialized form of consultative
assistance, treatment and rehabilitation of patients in ambulatory and specialized tertiary
hospital conditions.

Improving the quality of mental health services requires assessing existing quality and
measuring and quantifying it so that comparisons can be made over time at the local, state
and cross-national levels.

By assessing and measuring quality of life and functional profile, areas of the mental health
system can be complimented and improved.

It is important to involve beneficiaries/people with mental health problems in the planning
and implementation of mental health services and to better document this process for

mental health services.

B. For clinicians

It is imperative that mental health services are delivered through the lens of rehabilitation.
The efficiency of the services provided must be evaluated by the satisfaction of the
beneficiaries and their functionality using the clinical-epidemiological evaluation method
of people with severe mental disorders in mental health services.

It is necessary to implement the clinical-epidemiological course of people with severe
mental disorders in mental health services to ensure the continuity of mental health services
at all levels.

Evidence-based interventions and treatments, while capable of producing specific
outcomes such as reduced symptomatology, decreased hospitalization, fewer relapses, or
improved employment, may vary in their compatibility with rehabilitation values and
ingredients.

C. For social workers

Compared to standard care, community-based care can reduce hospitalization and increase
community retention. Social workers by implementing occupational therapy activities,
support and social support for people with SMD in community MH services contribute to
the social integration and prevention of institutionalization.

Ongoing assessment of social functioning and case management are important tools in the

course of the person with SMD and their clinical management.
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D. For persons with SMD

Community care/services are effective in improving many indicators of functioning for
people with SMD.

Community-based care has been shown to reduce hospitalization, particularly less frequent

and shorter hospitalization, and improve global functioning, in terms of personal and social

autonomy.
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ADNOTARE

Chihai Jana
MANAGEMENTUL CLINIC AL PERSOANELOR CU TULBURARI MINTALE
SEVERE: DIAGNOSTIC, REABILITARE SI INTEGRARE PSIHOSOCIALA
Teza de doctor habilitat in stiinte medicale
Chisinau 2022

Structura tezei: introducere, 5 capitole, concluzii generale recomandari, bibliografie din 322 de
surse, 8 anexe, 146 de pagini de text de baza , 47 de figuri, 21 tabele. Rezultatele obtinute sunt
publicate si diseminate in 21 de lucrari stiintifice.

Cuvinte cheie: tulburdri mintale severe, tratament medicamentos si nemedicamentos, recuperare,
integrarea sociald si familiala.

Scopul lucrarii: Identificarea particularittilor clinico-epidemiologice, diagnostic a persoanelor
cu tulburari mintale severe, a satisfactiei, functionalitatii sociale si a calitatii vietii a acestora din
diverse servicii de sanatate mintala prestate pentru elaborarea unui protocol de reabilitare medicala
si psihosociala.

Obiectivele cercetirii: 1. Evaluare serviciilor comunitare si spitalicesti de sanatate mintala,
precum si analiza parcursului si evolutia schimbarilor politice, legislative, organizationale si de
sistem din domeniul SM in Republica Moldova. 2. Analiza incidentei si prevalentei tulburdrilor
mintale severe in Republica Moldova, perioada anilor 2007-2020. 3. Analiza parcursului clinico-
epidemiologice a persoanelor cu tulburdri mintale severe din serviciile de sdnatate mintala
spitalicesti si comunitare din tard. 4. Evaluare diagnosticd si functionald comprehensivd a
beneficiarilor de servicii de sanatate mintala, pentru a determina necesitatile in servicii de sdnatate
mintala. 5. Analiza calitatii vietii, dizabilitatii si nivelului de autostigma a persoanelor cu SMD din
serviciile spitalicesti In comparatie cu cele comunitare, bazatd pe recuperare a persoanelor cu
tulburari mintale severe. 6. Analiza dinamicii indicatorilor calittii vietii, a functionalitatii si a
dizabilitatii persoanelor cu tulburdri mintale severe la 18 luni dupa initierea studiului pilot.
7. Elaborarea unui protocol de reabilitare si integrare psihosociald a persoanelor cu tulburari
mintale severe ajustat la contextul RM.

Noutatea si originalitatea stiintificd: evaluarea complexd clinicd, psihologica si socio-
functionald a pacientilor din institutii de sanatate mintald este o componentd importantd in
managementul clinic eficient.

Rezultatele obtinute: contribuie la managementul clinic eficient al persoanelor cu SMD,
faciliteaza crearea, dezvoltarea si reorganizarea serviciilor de SM si ajuta la elaborarea planurilor
si programelor de interventie individualizate si a celor de dezinstitutionalizare pentru persoanele
cu SMD.

Semnificatia teoretica: calitatea vietii si functionalitatea persoanelor cu tulburdri mintale severe
depinde de abordarile si tipurile de tratament aplicate in diverse servicii de sanatate mintala
Valoarea aplicativa: stabilirea profilului pacientului din serviciile spitalicesti precum si din cele
comunitare; pune in evidenta diferentele de profil; ajuta la elaborarea programelor eficiente si
serviciilor aditionale din cadrul serviciilor de SM;

Implementarea rezultatelor stiintifice: este utilizatd in practica Centrelor Comunitare de
Sanatate Mintala si Spitalelor de Psihiatrie.
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AHHOTALIUS

Kuxaii Kana
KIMHNUYECKOE BEJIEHUE .JIIOI[EI71 C TAXKEJBIMUA ICUXNYECKUMHA
PACCTPOUCTBAMM: JAUATHOCTHUKA, PEABUJIMTAIIUA U
NCUXOCOUUAIIBHAS UHTEI'PALIUA
JAuccepranusi 10KTOpPa MeIMINHCKUX HAYK
Kunmunes 2022

CTpykTypa AuccepTanuu: BBEICHUE, 5 TVIaB, OOIIME BBIBOJBI M PEKOMEH AU, Oubmuorpadus
u3 322 UCTOYHUKOB, 8 MpUIOKeHUH, 146 cTpaHUIl OCHOBHOTO TE€KCTA, 47 PUCYHKOB, 21 TaOIHIIbI.
[Tony4yeHHble pe3yabTaThl OMyOJIMKOBAHbI M PACIIPOCTPAHEHBI B 21 HayYHBIX CTaTeH.

KiroueBbie ciaoBa: Tspkenble ncuxuueckue paccrpoiictsa (TIIP), MeaukameHTo3HOE U
HEMEIMKaMEHTO3HOE JIeUEHUE, peadriInTalus, cCouraibHas U ceMelHask HHTerpaiysl.

Llesqb padoThI: BHISIBICHHE KIMHUKO-3ITHIEMHOIIOTHIECKIX 0COOCHHOCTEH, IMAarHOCTHKA JIUIL C
TIIP, ynoBIeTBOPEHHOCTb, COLMATIbHAS (PYHKIIMOHAIBHOCTh W Kaue€CTBO JKU3HU B PA3JIMYHBIX
yCIyrax ICUXHYECKOTO 310POBbs I Pa3pabOTKH MPOTOKOIA MEAUITUHCKON 1 TICUXOCOLUAIbHOM
peadbuuTauu.

3agauu uccaenoBanus: 1. OueHka OOUIMHHBIX U OOJBHUYHBIX CITY>KO OXpaHbl MCUXUYECKOTO
3I0pOBBS, a TaKK€ aHaJIM3 XO0Ja U DBOJIOLNMM TOJIMTHYECKHX, 3aKOHOAATENbHBIX,
OpPraHM3allMOHHBIX M CHCTEMHBIX M3MEHEHMH B oOjacTu ncuxudeckoro 3a0poBbs (I13) B
Pecnybnmuke Mongosa. 2. Ananus 3aboneBaeMoctu U pacnpoctpaneHHocTH TIIP B PecnyOmuke
Moposa, 2007-2020 rr. 3. AHanu3 KIMHUKO-3IUJAEMHoONOrndeckoro teueHus nui ¢ TIIP B
CTallMOHAPHBIX M BHEOOJNBHUYHBIX ciayxk0ax oxpanbl I3 crtpansl. 4. KommekcHas
JMarHOCTUYeCKass W (YHKLIMOHAJbHAS OIICHKA MOJydYaresiel YCIyr MCUXUYECKOTO 3I0POBbS C
LEJIBIO0 OIpeesieHs] MoTpeOHOCTel B yciyrax. 5. AHaiu3 KauecTBa XU3HH, MHBAJUIHOCTU H
ypoBHs camocTurmaruzanuu jtoneit ¢ TIIP B 601bHUYHBIX CiTy:k0ax MO CPABHEHHUIO C TAKOBBIMH
B OOIIMHHBIX, OCHOBaHHbBIE Ha peadunuTanuu monei ¢ TIIP. 6. Ananu3 qTuHaAMHUKU MOKa3aTesen
KauecTBa JKU3HU, (DYHKIMOHAIBHBIX BO3MOXHOCTeH M uHBajuaHocTu Jui ¢ TIIP uepe3 18
MECSIEB MOCe Havyasla MWIOTHOTO HccienoBanus. 7. Pa3paboTka mpoTokona peadmiInTauu u
IICUXOcoLUanbHON uHTerpanuu moneu ¢ TIIP, agantupoBanHoro K yciosusm PM.

Hay4yHasi HOBM3Ha M OPUTMHAJIBHOCTb: KOMIUJIEKCHASI KIIMHUKO-TICUXOJIOTMU€ECKasi ¥ COLIMATIbHO-
(GyHKLIMOHATIbHAS OICHKA IMAlMEHTOB B TCUXUATPUYECKHUX YUPEKACHUSX SBISCTCS Ba)KHBIM
KOMIIOHEHTOM 3((EKTUBHOTO KIIMHUYECKOTO BEICHUS.

Pe3yabTarhl Hccaeq0BaHusi: criocoOCTByeT 3((GEKTUBHOMY KIMHHUYECKOMY BEIACHHUIO JIIOICH C
TIIP, obneryaer co3maHue, pa3BUTHE W peopraHuzanuio ciayx0 I3, a Taxke mnomoraer
pa3pabarbiBaTh WHAMBHIYaJbHbIE W JIEMHCTUTYLHOHAIM3UPOBAHHBIC IUIAHBI U TPOTPAMMBI
BMemarenscTBa s atoneu ¢ TIIP.

TeopeTuyeckasi 3HAYUMOCTb: Ka4yeCTBO XHM3HH M pPabOTOCHOCOOHOCTH JHUI[ C TKEIBIMU
IICUXUUYECKUMH PacCTPOMCTBAMHU 3aBHCST OT IMOJAXOJOB M BUJOB JIEUEHMs], NPUMEHSEMBIX B
Pa3NIUYHBIX CIIYKO0AaX OXPaHbI ICUXUYECKOTO 3J0POBBS.

IIpakTHyeckasi HeHHOCTb: YCTAaHOBJICHHE MPOQWIA MalMeHTa Kak B OOJbHUYHBIX, TaK U B
00IIEeCTBEHHBIX CITyX0ax; BBIACISACT pa3anuus npouieii; oMok B pa3padoTke 3PPeKTUBHBIX
IIPOrpaMM U JIONOJHUTENBHBIX YCIyT B paMKax cepBucoB M3;

BHeapeHue Hay4yHbIX Ppe3yJbTAaTOB: HCIONB3YyeTCS B TPAKTHKE OOIIMHHBIX IICHTPOB
MICUXUYECKOTO 37I0POBbS M ICUXUATPUIECKUX OOJILHUIIL.
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ANNOTATION

Chihai Jana
CLINICAL MANAGEMENT OF PEOPLE WITH SEVERE MENTAL DISORDERS:
DIAGNOSIS, REHABILITATION AND PSYCHOSOCIAL INTEGRATION
Thesis of doctor habilitatus in medical sciences
Chisinau 2022

Thesis structure: Introduction, 5 chapters, general conclusions and recommendations,
bibliography of 322 sources, 8 annexes, 146 pages of basic text, 47 figures, 21 tables. The obtained
results are published and disseminated in 21 scientific papers.

Keywords: Severe mental disorders, drug and non-drug treatment, recovery, social and family
integration.

Aim of the thesis: Identification of clinical-epidemiological features, diagnosis of people with
severe mental disorders, satisfaction, social functionality and quality of life in various mental
health services provided for the development of a medical and psychosocial rehabilitation
protocol.

Research objectives: 1. Evaluation of community and hospital mental health services, as well as
the analysis of the course and evolution of political, legislative, organizational and system changes
in the field of MS in the Republic of Moldova. 2. Analysis of the incidence and prevalence of
severe mental disorders in the Republic of Moldova, 2007-2020. 3. Analysis of the clinical-
epidemiological course of people with severe mental disorders in hospital and community mental
health services in the country. 4. Comprehensive diagnostic and functional evaluation of the
beneficiaries of mental health services, in order to determine the needs in mental health services.
5. Analysis of the quality of life, disability and level of self-stigma of people with MSDs in hospital
services compared to those in the community, based on the recovery of people with severe mental
disorders. 6. Analysis of the dynamics of indicators of quality of life, functionality and disability
of people with severe mental disorders at 18 months after the start of the pilot study.
7. Development of a protocol for rehabilitation and psychosocial integration of people with severe
mental disorders adjusted to the context of the Republic of Moldova.

Novelty and scientific originality: The complex clinical, psychological and socio-functional
evaluation of patients in mental health institutions is an important component in effective clinical
management.

Research results: Contributes to the efficient clinical management of people with MSDs,
facilitates the creation, development and reorganization of MS services and helps to develop
individualized and deinstitutionalized intervention plans and programs for people with MSDs.
Theoretical significance: The quality of life and functionality of people with severe mental
disorders depends on the approaches and types of treatment applied in various mental health
services

Applicative value: Establishing the profile of the patient from the hospital services as well as from
the community ones; highlights profile differences; assist in the development of effective programs
and additional services within MS services;

Implementation of scientific results: It is used in the practice of Community Mental Health
Centres and Psychiatric Hospitals.
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Abbreviation

SMD
ROMHP

MENSANA

Clinical Audit

CMHC
PHC
CPH
MHLSP
MoH
MLSP

SDC
MINI
EQ-5D
SMISS-SF
WHODAS

CANSAS
SAMHSA
NSDUH
CDPD
NMHC
FACT
ACT
FAOAM
PPP

LIST OF ABBREVIATIONS

Full form

Severe Mental Disorder

Recovery Oriented Mental Health Program

"MENSANA" Project - Support for the Reform of Mental Health Services
in Moldova", financed by the Swiss Cooperation Office

Comprehensive evaluation of mental health services

Community Mental Healthcare Centre

Primary Healthcare

Clinical Psychiatry Hospital

Ministry of Health, Labour and Social Protection of the Republic of Moldova
Ministry of Healthcare

Ministry of Labour and Social Protection of the Republic of the Republic of
Moldova

Swiss Development Cooperation Agency in Moldova

MINI International Neuropsychiatric Interview, Version 7.0.2.

Tool to assess quality of life

Self-Stigma of Mental Illness Scale-Short Form

The World Health Organisation Disability Assessment Schedule (WHODAS
2.0)

Camberwell Short Inventory for Needs Assessment (CANSAS)

Substance Abuse and Mental Healthcare Services Administration

National Survey on Drug Use and Health

Rights of Persons with Disabilities

National Mental Healthcare Centre

Flexible Assertive Community Treatment

Assertive Community Treatment

Mandatory Healthcare Insurance Funds

Public Policy Proposal
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