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Editorial

Eugenio Aguglia

Department of Clinical and Experimental Medicine, AOU Policlinico “G. Rodolico-San Marco”, 
University of Catania, Catania, Italy; President of the Italian Society of Psychopathology

Reshaping our meaning in life to cope  
with uncertainty

“You do not have to suffer to learn. But, if you don’t learn from suffering, over 
which you have no control, then your life becomes truly meaningless”.
Viktor E. Frankl

Many authors have compared the times we are living in with La Peste 
by Albert Camus  1-3. In his masterpiece, the French writer narrated the 
outbreak of a plague epidemic in the Algerian city of Oran and took it 
as an expedient to explore existential issues, such as death, love, sym-
pathy, and hope 4. Like La Peste, the COVID-19 pandemic has pushed 
human beings to reflect on their own lives. Many people have taken the 
forced isolation as an opportunity to reflect inward, explore their deep-
est fears and frustrations, and examine the uncountable challenges that 
this experience is posing and will eventually arise in the future. Like La 
Peste, COVID-19 has disclosed the fragility of human existence and the 
meaninglessness of materialistic belongings. Ultimately, it has compelled 
individuals to re-modulate their own existences.
We are now living in times of uncertainty: we are forced to live day by day 
with no possibility of long-term planning. Since the beginning of the pan-
demic, uncertainty and ambiguity have been pervasive and perceived 
at different levels: individuals are struggling between the human need of 
connecting to the other people and the peacefulness of isolation; society 
is discussing the apparent conflict between freedom and determinism; 
politics is continuously changing the rules according to the pandemic 
trends and the diffusion of new variants. Even science is uncertain. In-
deed, we are still lacking a sophisticated understanding of the COVID-19 
disease process as well as its longer-term outcomes, including quality of 
life, physical disability, and psychosocial morbidity 5,6.
The uncertainty of our times is impeding and undeniable. Although Zyg-
munt Bauman said that “Fear is the name we give to our uncertainty” 7, 
we could argue that uncertainty has a different denomination nowadays. 
In fact, fear is an emotional state that stems from situations of actual risk, 
where the causes of danger are clearly determined and perceived: fear 
of isolation, fear of contagion, fear of death. Nonetheless, our emotions 
are not always related to the tangible danger of the virus, but rather to the 
threatening atmosphere of uncertainty and ambiguity that is currently sur-
rounding our existence. Our emotion is more like a sense of restlessness, 
a sort of inexplicable internal torment. Our emotion is not fear, but rather 
anxiety, anguish.
In the attempt of annihilating this feeling of anxiety, similar to the La Peste 
scenario, today we are seeing the mise-en-scène of the most disparate 
human types, with their most peculiar and profound traits. Some individu-
als deny the existence of the virus, others are completely devoted to the 
community. Some people undermine the severity of the situation in the 
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attempt of exorcising the menace, others take advan-
tage of it to enrich themselves. The members of the an-
tivaccine moment are themselves victims of a cognitive 
dissonance  8, that is the conflict between their strong 
beliefs and the negative feedbacks and criticisms re-
ceived from the larger environment. This tension leads 
them to resolve their stress by sticking even more firmly 
to their value system and supporting public figures with 
the same ideas.
These sparse reactions and attitudes likely hide the in-
nermost necessity to find a new meaning in life. Our 
horizonless present makes the existence of many of 
us frustratingly empty, pointless, and lacking mean-
ing. However, it is important to remind that meaning in 
life represents a crucial mechanism of resilience and 
coping that helps safeguard individual psychological 
wellbeing within difficult times and stressful circum-
stances 9-11. Meaning in life may offer a sense of fulfill-

ment and purpose and can help an individual pursue 
and accomplish personally important goals 12. In times 
of uncertainty, meaningfulness may enable individuals 
to draw strengths and insights from their experiences, 
gain perspectives, and provide a pathway towards a 
worthwhile and valuable life 13.
COVID-19 should be considered as a unique opportu-
nity to reshape our meaning in life. Meaning in life may 
not only differ from one person to another but can be dif-
ferent at each period of an individual’s life. In this sense, 
Viktor Frankl, Austrian psychiatrist and Holocaust sur-
vivor, best-known for his psychological memoir “Man’s 
Search for Meaning”  14, may represent an example. 
Frankl claimed that, under any circumstances, people 
can consciously choose to act with dignity and respon-
sibility. The alternative is to just fully embrace La Peste, 
the “absurdity” of life where everything happens with no 
explanations.
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Abbas Pourshahbaz2, Shima Shakiba2
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Predicting DSM-5 Section III personality 
disorders using MMPI-2-RF in an  
Iranian non-clinical sample

SUMMARY
Objectives 
The Diagnostic and Statistical Manual of Mental Disorders, fifth edition (DSM-5) 
Section III includes an alternative model for diagnosing six personality disorders (PDs) with 
evaluating functional impairment (Criterion A) as well as 25 maladaptive personality facets 
(Criterion B). The Personality Inventory for DSM-5 1 was developed by the DSM-5 Person-
ality and Personality Disorders workgroup to assess Criterion B of this new model. The aim 
of the current study was to examine the prediction DSM-5 Section III PD trait combinations 
using the Minnesota Multiphasic Personality Inventory-2-Restructured Form (MMPI-2-RF 2); 
a frequently used measure of personality and psychopathology with a strong relation with 
contemporary models of personality. 

Methods
The sample consisted of 536 (209 men, 327 women) individuals who were recruited through 
the general population in Iran. 

Results
Hierarchical linear regression analyses indicated that the DSM-5 Section  III PD trait com-
binations could be predicted using the MMPI-2-RF in an Iranian population, with several 
divergences. 

Conclusions
As expected, the majority of hypothesized scales had the largest effect sizes in the prediction 
of Criterion  B of DSM-5 Section  III PDs. This finding has implications for assessing the 
alternative model for personality disorders (AMPD) using the MMPI-2-RF in this population.

Key words: DSM-5 Section III, MMPI-2-RF, personality disorders, maladaptive personality traits

Predicting DSM-5 Section III personality disorders using 
MMPI-2-RF in an Iranian sample
The current categorical model for personality disorders (PDs) in the Di-
agnostic and Statistical Manual of Mental Disorders, fifth edition (DSM-
5  3), includes 79 criteria for diagnosing 10 PDs. Though this model has 
persisted across versions of the DSM, the large number of diagnostic 
criteria and other underlying problems have restricted its clinical applica-
tion  4,5. For instance, in this traditional nosology, individuals who exhibit 
functional impairment but are below the diagnostic threshold of symptoms 
are either not classified by the Section II model or fall under the “catch-all” 
category of Unspecified Personality Disorder, which could be uninforma-
tive in developing treatment strategies in a clinical setting 6. Similarly, sev-
eral characteristics such as avoidance, perfectionism, and disrespect for 
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others are not well described by any of the diagnostic 
classes in the categorical model, highlighting a gap in 
the coverage of pathological personality as conceptual-
ized by this model, which probably distort the results of 
research and also undermine effective diagnosis and 
therapeutic intervention  7. When such problems are 
considered, the limitations of a categorical system of PD 
diagnosis becomes clear, leading some opponents of 
this model to disregard these PD diagnoses that might 
be helpful in a clinical setting 8.
To reduce the gap between assessment and interven-
tion and provide conditions for more effective treatment 
based on individual pathological domains, the DSM-5 
Personality and Personality Disorders workgroup pro-
posed an alternative model of diagnosing six PDs (i.e., 
antisocial, avoidant, borderline, narcissistic, obsessive-
compulsive [OCPD], and schizotypal). The crucial 
change in this revised system was emphasis on a di-
mensional approach for the assessment of symptoms 3. 
This shift towards a dimensional model helps clinicians 
present therapeutic protocols based on a specific pa-
tient’s current reality, rather than on a diagnosis created 
from aggregate patient experiences 9. The new model 
was designed to assess impairment in personality func-
tioning (Criterion A), and pathological personality traits 
(Criterion A). Criterion B of the alternative model com-
prises of twenty-five personality traits, which are classi-
fied into five broad pathological domains named Nega-
tive Affectivity, Detachment, Antagonism, Disinhibition, 
and Psychoticism. These domains strongly resemble 
the Five Factor Model (FFM 10). 
Despite maximal agreement in the utility of dimensional 
modeling, the model was relegated to DSM-5 Section III 
for future research 3. Therefore, examining the associa-
tions of this model with other personality assessment 
measures may assist in moving towards us a more valid, 
useful, and replicable model. In this study, we examined 
the capacity of the Minnesota Multiphasic Personality 
Inventory-2-Restructured Form (MMPI-2-RF  2, one of 
the most frequently applied instruments, in predicting 
DSM-5 Section III traits PDs across an Iranian nonclini-
cal sample. As the MMPI-2-RF provides useful informa-
tion on mood, adjustment, and clinical problems  2,11, 
this study would provide an integrated view of PD as-
sessment. More importantly, because of the hierarchi-
cal structure of MMPI-2-RF, which has focused on a 
dimensional approach in measuring psychopathology, 
this study would assist to better understand the validity 
of the alternative model of PDs. Furthermore, as noted, 
because of the cost-effectiveness and frequently usage 
of MMPI measures in various setting  12, knowing how 
the MMPI-2-RF assesses DM-5 Section  III PDs would 
be valuable for the utility of the MMPI-2-RF as much as 
the utility of the AMPD. Of note, as we did not exam-

ine the criterion A of AMPD, this study did not cover 
all the issues of the new model; to evaluate the DSM-5 
Section  III PDs, we exclusively focused on pathologi-
cal traits (Criterion  B). This study is especially impor-
tant in Iranian society, a country with a different cultural 
background from Western countries, which adheres to 
the collectivistic and Islamic values acquired from the 
early years through a socialization process 13. The pub-
lished researches on this area  14, showed the general 
continuity between Criterion B of DSM-5 Section III PDs 
and MMPI-2-RF scales. However, as the environmental 
factors might play an important role on presentation of 
a PD 15, more research is needed, particularly within a 
population that is drastically underrepresented in the lit-
erature. With this respect, we hypothesized that cultural 
context might also come into play such that the role of 
MMPI-2-RF scales would be influenced by sample char-
acteristics. Furthermore, applying Persian version of 
MMPI-2-RF across Iranian culture would help increase 
clinical utility of this instrument in the assessing and di-
agnosing PDs, which is flexible with cultural variation.

Methods

Participants and procedure
The sample included of 724 individuals aged 18-55 who 
were selected by a quota sampling method from gen-
eral population in Iran. The sample was recruited from 
four regions in Tehran including north, east, west, and 
south. 188 participants who had invalid profiles based 
on the guidelines provided in the MMPI-2-RF protocol 
(here defined by CNS ≥ 15, VRIN-r ≥ 80T, TRIN-r ≥ 80T, 
F-r ≥ 120T, Fp-r ≥ 100T; see 2), were excluded from the 
study. To estimate possible bias related to excluding in-
valid data, we compared the valid and full sample in 
terms of demographic characteristics, indicated no sig-
nificant differences in demographic variables between 
valid and full profiles. Of note, ethics committee approv-
al was obtained before the study was undertaken.

Measure

MMPI-2-RF
The MMPI-2-RF  2 is a 338-item self-report inventory, 
which is answered in a true–false format. This inventory 
designed to measure nine validity scales, 3 Higher-Or-
der (HO) scales, 9 Restructured Clinical (RC) scales, 
23 Specific Problems (SP) scales, two Interest scales, 
and 5 Personality Psychopathology Five (PSY-5) scales. 
Participants were administered the Persian version of 
the MMPI-2-RF, which was provided by the permission 
of University of Minnesota Press. This version indicated 
acceptable psychometric properties in previous re-
search 16. In the current study, the mean of Cronbach’s 
coefficients alpha were .79, .77, .64, and .71 for the HO, 
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RC, SP, and PSY-5 scales, respectively. Cronbach’s 
alpha for MMPI-2-RF PDs scales ranging between .56 
and .87 (average alpha =  .72).

PID-5
The PID-5 1 is a 220-item self-report inventory developed 
to assess the maladaptive personality facets of alterna-
tive model. Item responses are based on a 4-point Likert-
type scale ranging from 0 (Very False or Often False) to 
3 (Very True or Often True). It consists of 25 pathologi-
cal personality traits and five domains. The acceptable 
psychometric properties for Persian version have been 
demonstrated in previous research 17. Cronbach’s alpha 
for the PID-5 domain scales were .64 (Detachment), 
.70 (Negative Affectivity), .75 (Antagonism), .74 (Disin-
hibition), and .81 (Psychoticism). The mean Cronbach’s 
alpha for the 25 facets was .73. The DSM-5 Section III 
PDs were calculated by aggregating the PID-5 facets 
suggested for each PD (see, e.g. 18). Of note, under this 
evaluation strategy, only the traits of AMPD were consid-
ered for measuring PDs. For these scores, Cronbach’s 
alpha ranging between .60 (OCPD) and .79 (antisocial 
and borderline PDs), with an average alpha of .71.

Data analysis
Pearson correlation analyses were conducted to exam-
ine the associations between MMPI-2-RF scales as well 

as MMPI-2-RF PDs scales with DSM-5 Section III PDs. 
As a small effect size was statistically significant in the 
current study, we focused on correlations of a moderate 
(r = l.30-.49l) or large (r ≥ l.50l) effect size as meaningful 
(see 19).
We next used a series of hierarchical linear regression 
analyses to predict each of the six DSM-5 Section  III 
PDs using MMPI-2-RF scales. As noted, the traits of 
DSM-5 Section III PDs were characterized through the 
PID-5 pathological personality trait combinations. Due 
to item overlap across levels of the MMPI-2-RF hierar-
chy, the HO, RC, SP, and PSY-5 scales were entered 
separately to the regression equations. The MMPI-2-RF 
scales were entered into the regression equations step 
by step; the hypothesized MMPI-2-RF scales with at 
least medium correlations (r  ≥  l.30l) with DSM-5 Sec-
tion  III PD were entered in the first step. Of note, the 
hypothesized scales were selected based on the theo-
retical concept of DSM-5 Section III PDs constructs onto 
MMPI-2-RF scales, which has also been tested in re-
cent research 14. Our hypothesized MMPI-2-RF scales 
are listed in Table I. In the second step, we entered the 
non-hypothesized MMPI-2-RF scales with an associa-
tion greater than ••.30l, to examine whether additional 
MMPI-2-RF scales would augment the prediction of 
DSM-5 Section III PDs.

TABLE I. DSM-5 Section III personality disorders and hypothesized MMPI-2-RF scales associations.

DSM-5 Section III
personality disorders

MMPI-2-RF scales

HO scales RC scales SP scales PSY-5

Antisocial BXD RC3, RC4, RC9 AGG, ANP, IPP (-), 
JCP, SHY (-), SUB

AGGR-r, DISC-r

Avoidant EID RCd, RC2, RC7 AXY, DSF, MLS, NFC, 
SAV, SFD, SHY, STW

INTR-r, NEGE-r 

Borderline BXD, EID, THD RCd, RC2, RC4, RC7, 
RC9

ANP, AGG, AXY, COG, 
FML, HLP, SFD, STW, 

SUI

DISC-r, NEGE-r, 
PSYC-r 

Narcissistic BXD RC4, RC9 ACT, AGG, IPP (-), 
NFC (-), SAV (-), SFD 

(-) 

AGGR-r

Obsessive-compulsive EID RCd, RC2, RC4, RC7 COG, DSF, NFC, SAV, 
STW

NEGE-r

Schizotypal EID, THD RCd, RC2, RC6, RC8 COG, DSF, NUC, SAV INTR-r, NEGE-r, 
PSYC-r

Abbreviations. HO: Higher Order; RC: Restructured Clinical; SP: Specific Problems; PSY-5: Personality Psychopathology Five; EID: Emotional/Internalizing Dysfunction; THD: Thought 
Dysfunction; BXD: Behavioral/Externalizing Dysfunction; RCd: Demoralization; RC2: Low Positive Emotions; RC3: Cynicism; RC4: Antisocial Behavior; RC6: Ideas of Persecution; 
RC7: Dysfunctional Negative Emotions; RC8: Aberrant Experiences; RC9: Hypomanic Activation; MLS: Malaise; NUC: Neurological Complaints; COG: Cognitive Complaints; SUI: 
Suicide/Death Ideation; HLP: Hopelessness/Helplessness; SFD: Self-Doubt; NFC: Inefficacy; STW: Stress/Worry; AXY: Anxiety; ANP: Anger Proneness; BRF: Behavior-Restricting 
Fears; JCP: Juvenile Conduct Problems; SUB: Substance Abuse; AGG: Aggression; ACT: Activation; FML: Family Problems; IPP: Interpersonal Passivity; SAV: Social Avoidance; 
SHY: Shyness; DSF: Disaffiliativeness; AGGR-r: Aggressiveness; PSYC-r: Psychoticism; DISC-r: Disconstraint; NEGE-r: Neuroticism/Negative Emotionality; INTR-r: Introversion/Low 
Positive Emotionality
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Results
The final sample was composed of 536 participants, 
including 209 men and 327 women with a mean age 
of 34.19 years (SD = 9.78). 45.1% were single, 52.2% 
were married, and 2.6% were divorced. 12.9% had 
less than a diploma, 39.2% had a diploma, 26.5% had 
a bachelor’s degree, 20.3% had a master’s degree or 
higher, and 1.1% did not declare their degree.
Table  II shows the correlations between DSM-5 Sec-
tion  III PDs with MMPI-2-RF scales. Although there 
were several non-hypothesized correlations, the hy-
pothesized correlations generally showed the largest 
effect sizes. We also evaluated correlations between 
DSM-5 Section III PDs and MMPI-2-RF PDs scales. The 
findings indicated support for expected associations 
of MMPI-2-RF PDs scales with their respective DSM-5 
Section  III PDs. The exception to this pattern was the 
MMPI-2-RF OCPD scale that in addition to its respec-
tive DSM-5 Section III PDs, it unexpectedly associated 
with DSM-5 Section III avoidant and borderline PD with 
a large magnitude.
Consistent with correlation analyses, the hypothesized 
MMPI-2-RF scales generally contributed to the predic-
tion of their Section III PD counterparts. However, some 
non-hypothesized MMPI-2-RF scales accounted for a 
unique amount of variance. These results are shown in 
Table III*. 
Consistent with expectations, the majority of hypoth-
esized MMPI-2-RF scales (BXD, RC9, RC4, IPP [low], 
JCP, AGG, SUB, ANP, DISC-r, and AGGR-r) contributed 
to the prediction of antisocial PD. In the second step, 
EID, THD, RCd, COG, ACT, FML, NEGE-r, and PSYC-r 
added to the prediction of this PD, albeit the hypoth-
esized scales were generally the best predictors. For 
avoidant PD, except for SFD, the other hypothesized 
scales (EID, RCd, RC2, RC7, SAV, DSF, STW, AXY, NFC, 
MLS, SHY, NEGE-r, and INTR-r) were unique predic-
tors, reflecting internalizing problems in this PD. In the 
second step, RC3, HLP, SUI, and PSYC-r also added 
to this prediction. For borderline PD, the majority of en-
tered hypothesized scales (EID, BXD, THD, RCd, RC9, 
RC4, RC7, SFD, ANP, STW, SUI, COG, AGG, HLP, FML, 
NEGE-r, PSYC-r, and DISC-r) contributed meaningfully 
to this prediction. In the second step, ACT was added 
as a predictor of this PD. In the prediction of narcis-
sistic PD, BXD, RC9, ACT, IPP (low), and AGGR-r were 
considered in the regression models due to their mean-
ingful effect sizes. Among these meaningful scales, the 

*  To present more clarity findings, we exclusively mentioned those 
non-hypothesized scales which significantly contributed to the pre-
diction of PDs in the table. Full data are available on request from the 
authors.

RC9 was the best predictor, which accounted for 37% of 
the variance in this PD. The second steps of regression 
equations showed that THD, RC6, PSYC-r, and DISC-r 
emerged as significant contributors. In terms of OCPD, 
in the first steps of regression equations, a series of hy-
pothesized scales (EID, RC7, RCd, DSF, STW, NFC, and 
NEGE-r) contributed to the prediction of this PD. In the 
second step, THD, RC8, RC3, RC6, FML, and PSYC-r 
emerged incrementally as a significant predictor. Final-
ly, for Schizotypal PD, the first step of regression models 
indicated THD, EID, RC8, RCd, RC6, DSF, COG, PSYC-
r, and NEGE-r accounted for variance. In the second 
step, BXD, RC3, RC4, ACT, SHY, SUI, FML, and DISC-
r predicted this PD, albeit with generally smaller effect 
sizes than hypothesized scales.

Discussion
In the current study, we first aimed to examine the as-
sociations between DSM-5 Section  III PDs and MMPI-
2-RF scales. The findings showed evidence for predict-
ing traits of DSM-5 Section III using the majority of hy-
pothesized scales. We then examined the association 
between MMPI-2-RF PDs scales and DSM-5 Section III 
PDs, indicating although the expected correlations were 
generally meaningful with a strongest effect size, MMPI-
2-RF OCPD scale was not met this pattern. This finding 
is consistent with Sellbom, Waugh 20 research, and may 
be due to that fact that items with negative emotionality 
content are considered as a crucial criterion for meas-
uring MMPI-2-RF OCPD scale. Indeed, because nega-
tive emotionality is considered a prominent trait across 
several PDs, the large correlations of this MMPI-2-RF 
PD scale with other PDs (i.e., avoidant and borderline 
PDs) may be due to the content similarity. However, it 
must be emphasized that the expected correlations for 
the rest of five MMPI-2-RF PDs scales could still reflect 
the capacity of the MMPI-2-RF for direct assessment of 
DSM-5 Section III PDs.
As explained, the majority of hypothesized scales had 
the largest effect sizes in the prediction of Criterion B 
of DSM-5 Section III PDs. Our findings were generally 
consistent with previous research 21, with some excep-
tions. For instance, narcissistic PD had meaningful as-
sociations with MMPI-2-RF externalizing scales. These 
results support traits of narcissistic PD in the alterna-
tive model. However, a series MMPI-2-RF scales which 
referred to thought problems also emerged, probably 
reflecting preoccupation with fantasies of unlimited suc-
cess which clearly differ from regular thinking. Another 
possible explanation could be that thought problems 
is not considered as psychotic and pseudo-psychotic 
symptoms exclusively, and it would be also reflected 
having much different thoughts and beliefs from the rest 
of people in society, which clearly contradict the culture. 
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TABLE II. Pearson correlations between DSM-5 Section III PDs and MMPI-2-RF scales.

MMPI-2-RF Scales ASPD APD BPD NPD OCPD STPD

HO scales

EID .35 .72 .69 .13 .38 .42

THD .41 .29 .46 .37 .42 .61

BXD .64 .17 .48 .36 .20 .43

RC scales

RCd .41 .68 .73 .20 .43 .48

RC1 .22 .34 .41 .08 .19 .30

RC2 -.06 .49 .20 -.24 .06 .06

RC3 .44 .47 .52 .36 .43 .53

RC4 .55 .25 .47 .27 .21 .40

RC6 .43 .33 .47 .37 .39 .58

RC7 .41 .60 .68 .31 .47 .50

RC8 .41 .26 .46 .35 .43 .62

RC9 .59 .20 .53 .50 .34 .50

SP scales

MLS .25 .50 .48 .05 .22 .25

GIC .08 .20 .22 .01 .12 .16

HPC .17 .22 .31 .05 .12 .20

NUC .29 .30 .39 .12 .20 .33

COG .39 .46 .56 .14 .29+ .44

SUI .24 .40 .45 .06 .25 .32

HLP .28 .54 .56 .13 .32 .33

SFD .25 .50 .58 .10 .27 .31

NFC .28 .52 .51 .18 .40 .38

STW .38 .54 .61 .28 .36 .37

AXY .20 .42 .46 .16 .29 .32

ANP .43 .35 .57 .27 .21 .28

BRF .08 .26 .32 .15 .21 .22

MSF -.05 .17 .16 .01 .04 .01

JCP .41 .08 .28 .18 .08 .26

SUB .31 .08 .18 .06 .06 .15

AGG .45 .29 .47 .26 .25 .35

ACT .34 .07 .36 .36 .24 .40

FML .38 .42 .55 .27 .34 .42

IPP -.31 .05 -.12 -.32 -.20 -.19

SAV .02 .40 .04 -.07 .14 .16

SHY .19 .50 .39 .15 .33 .34

DSF .24 .47 .24 .11 .39 .38

PSY-5 scales

AGGR-r .44 .00 .22 .37 .20 .27
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With this regard, the individuals with the traits such as 
grandiosity and attention seeking would be labeled as 
unusual by Iranian people in which the attributes such 
as modesty, benevolence, and selfless are highly val-
ued. For OCPD, a range of hypothesized scales, which 
generally included MMPI-2-RF Internalizing scales, ap-
peared as significant predictors. Surprisingly, a series 
of MMPI-2-RF thought problems scales were incremen-
tally predictive of traits of DSM-5 Section III OCPD, as 
well. Similar to grandiosity, rigid perfectionism and ex-
clusion of friendships and leisure because of overwork-
ing are not particularly preferred in the collectivist cul-
ture of Iranians, and thus, could all result in increasing 
elevations on thought problems scales. We should also 
note that these results were contrary to studies in which 
DSM-5 Section II OCPD was assessed through MMPI-
2-RF scales  14,21. An explanation for the differences in 
outputs could be a fundamental difference between 
DSM-5 Section  II and Section  III in the conceptualiza-
tion of OCPD. According to meta-analytic research 5,22, 
the empirical support for predicting role of PID-5 Inti-
macy Avoidance and Restricted Affectivity facets on 
DSM-5 Section II OCPD were not found. Hence, a closer 
examination requires the presentation of pathological 
traits consistent with this PD.
For schizotypal PD, a series of hypothesized and non-
hypothesized scales emerged as significant predictors. 
The results may be due to the heterogeneous nature of 

schizotypal personality traits; schizotypal PD traits are 
clustered into PID-5 Psychoticism (Eccentricity, Percep-
tual Dysregulation, and Unusual Beliefs & Experiences) 
and Detachment (Suspiciousness, Restricted Affectiv-
ity, and Withdrawal) domains  3, which could result in 
the wide range of MMPI-2-RF associations with thought 
and internalizing nature. Of note, some of predictors re-
ferred to externalizing problems, albeit with a smaller 
effect size. We should note that among the meaningful 
predictors, a set of thought problems scales had con-
siderable elevations, reflecting the core features of this 
PD. In terms of antisocial PD, a range of MMPI-2-RF ex-
ternalizing, thought, and internalizing scales were signifi-
cant predictors of this PD, though MMPI-2-RF scales with 
an externalizing nature had the largest correlations with 
traits of DSM-5 Section III antisocial PD. Likewise, Bor-
derline PD was predicted by the majority of hypothesized 
MMPI-2-RF scales, located in all three general structures 
of psychopathology (internalizing, thought, and external-
izing dysfunctions), with internalizing scales contributing 
the largest amount of variance. Based on the viewpoint 
of some theoreticians such as Kernberg  23, all three of 
antisocial, borderline, and schizotypal PDs are consid-
ered as more severe mental disorders, accompanied by 
a large number of psychological problems, compared to 
less severe PD (i.e., OCPD) 24. Hence, the presence of a 
diverse number of predictive scales could be due a very 
high severity of these PDs. It should be underlined that 

TABLE II. continue

MMPI-2-RF Scales ASPD APD BPD NPD OCPD STPD

PSYC-r .39 .33 .46 .37 .44 .63

DISC-r .59 .10 .39 .32 .17 .40

NEGE-r .37 .56 .67 .29 .38 .40

INTR-r -.11 .39 .00 -.27 .04 .00

MMPI-2-RF PDs scales

Antisocial .68 .26 .54 .37 .28 .49

Avoidant .21 .59 .44 .13 .32 .35

Borderline .49 .61 .77 .28 .40 .50

Narcissistic .29 -.04 .04 .41 .23 .23

Obsessive-compulsive .30 .50 .54 .26 .51 .45

Schizotypal .44 .39 .53 .34 .46 .67

Abbreviations. Underlined correlations are of moderate effect sizes; bolded correlations are of large effect sizes; ASPD: Antisocial Personality Disorder; APD: Avoidant Personal-
ity Disorder; BPD: Borderline Personality Disorder; NPD: Narcissistic Personality Disorder; STPD: Schizotypal Personality Disorder; EID: Internalizing Dysfunction; THD: Thought 
Dysfunction; BXD: Externalizing Dysfunction; RCd: Demoralization; RC1: Somatic Complaints; RC2: Low Positive Emotions; RC3: Cynicism; RC4: Antisocial Behavior; RC6: Ideas 
of Persecution; RC7: Dysfunctional Negative Emotions; RC8: Aberrant Experiences; RC9: Hypomanic Activation; MLS: Malaise; GIC: Gastrointestinal Complaints; HPC: Head Pain 
Complaints; NUC: Neurological Complaints; COG: Cognitive Complaints; SUI: Suicide/Death Ideation; HLP: Hopelessness/Helplessness; SFD: Self-Doubt; NFC: Inefficacy; STW: 
Stress/Worry; AXY: Anxiety; ANP: Anger Proneness; BRF: Behavior-Restricting Fears; MSF: Multiple Specific Fears; JCP: Juvenile Conduct Problems; SUB: Substance Abuse; AGG: 
Aggression; ACT: Activation; FML: Family Problems; IPP: Interpersonal Passivity; SAV: Social Avoidance; SHY: Shyness; DSF: Disaffiliativeness; AGGR-r: Aggressiveness; PSYC-r: 
Psychoticism; DISC-r: Disconstraint; NEGE-r: Neuroticism/Negative Emotionality; INTR-r: Introversion/Low Positive Emotionality. 
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TABLE III. Hierarchical regression analyses predicting DSM-5 Section III PDs using MMPI-2-RF scales.

p Beta p Adjusted R2 Variables entered Steps

Antisocial PD

HO scales

p < .001 .41 1

p < .001 .54 BXD

p < .001 .47 2

p < .001 .19 EID

p < .001 .15 THD

RC scales

p < .001 .46 1

p < .001 .38 RC9

p < .001 .30 RC4

.613 .02 RC3

p < .001 .48 2

p < .001 .19 RCd

SP scales

p < .001 .37 1

p < .001 -.20 IPP

p < .001 .20 JCP

p < .001 .13 SUB

.003 .13 ANP

.003 .12 AGG

p < .001 .43 2

p < .001 .21 COG

.028 .09 FML

.035 .08 ACT

PSY-5 scales

p < .001 .39 1

p < .001 .45 DISC-r

p < .001 .17 AGGR-r

p < .001 .46 2

p < .001 .21 NEGE-r

.005 .11 PSYC-r

Avoidant PD

HO scales

p < .001 .51 1

p < .001 .72 EID

RC scales

p < .001 .54 1

p < .001 .34 RC2
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TABLE III. continue

p Beta p Adjusted R2 Variables entered Steps

p < .001 .26 RCd

p < .001 .21 RC7

p < .001 .57 2

p < .001 .19 RC3

SP scales

p < .001 .59 1

p < .001 .23 SAV

p < .001 .19 DSF

p < .001 .15 STW

p < .001 .13 NFC

p < .001 .12 AXY

p < .001 .12 MLS

.006 .10 SHY

.416 .03 SFD

.002 .61 2

p < .001 .12 HLP

.003 .09 SUI

PSY-5 scales

p < .001 .47 1

p < .001 .48 NEGE-r

p < .001 .43 INTR-r

p < .001 .50 2

p < .001 .19 PSYC-r

Borderline PD

HO scales

p < .001 .62 1

p < .001 .58 EID

p < .001 .29 BXD

p < .001 .17 THD

RC scales

p < .001 .64 1

p < .001 .50 RCd

p < .001 .21 RC9

p < .001 .12 RC4

.029 .10 RC7

No significant 
predictor

SP scales

p < .001 .62 1

p < .001 .16 SFD 

p < .001 .16 ANP
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TABLE III. continue

p Beta p Adjusted R2 Variables entered Steps

p < .001 .14 SUI

p < .001 .13 COG

.002 .13 STW 

.008 .09 AGG 

.005 .10 HLP

.021 .08 FML

.372 .03 AXY

.018 .63 2

p < .001 .12 ACT

PSY-5 scales

p < .001 .53 1

p < .001 .56 NEGE-r

p < .001 .25 DISC-r

p < .001 .13 PSYC-r

Narcissistic PD

HO scales

p < .001 .13 1

p < .001 .25 BXD

p < .001 .19 2

p < .001 .28 THD

RC scales

p < .001 .25 1

p < .001 .37 RC9

.002 .27 2

.010 .12 RC6

SP scales

p < .001 .18 1

p < .001 .30 ACT

p < .001 -.24 IPP

PSY-5 scales

p < .001 .13 1

p < .001 .21 AGGR-r

p < .001 .22 2

p < .001 .25 PSYC-r

p < .001 .16 DISC-r

OCPD

HO scales

p < .001 .14 1

p < .001 .28 EID

p < .001 .24 2

p < .001 .33 THD
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TABLE III. continue

p Beta p Adjusted R2 Variables entered Steps

RC scales

p < .001 .23 1

.019 .15 RC7

.025 .13 RCd

p < .001 .30 2

p < .001 .19 RC8

p < .001 .16 RC3

.047 .09 RC6

SP scales

p < .001 .27 1

p < .001 .27 DSF

p < .001 .17 NFC

.015 .11 STW

.082 .28 2

.011 .11 FML

PSY-5 scales

p < .001 .15 1

p < .001 .23 NEGE-r

p < .001 .23 2

p < .001 .33 PSYC-r

Schizotypal PD

HO scales

p < .001 .43 1

p < .001 .46 THD

p < .001 .23 EID

p < .001 .46 2

p < .001 .20 BXD

RC scales

p < .001 .50 1

p < .001 .36 RC8

p < .001 .21 RCd

p < .001 .18 RC6

.003 .52 2

p < .001 .15 RC3

.034 .07 RC4

SP scales

p < .001 .30 1

p < .001 .23 DSF

p < .001 .16 COG

.231 .05 NUC

p < .001 .41 2
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these severe PDs could be differentiated from each other 
based on diminished and elevated levels across MMPI-
2-RF scales; for instance, as noted earlier, schizotypal 
PD showed the strongest associations with MMPI-2-RF 
thought dysfunction scales, whereas borderline and an-
tisocial PDs had their highest correlations with a set of 
internalizing and externalizing scales, respectively. 
As with all studies, this study is not without limitations. 
The most notable limitation is that we only focused on 
Criterion  B of APMD for assessment of DSM-5 Sec-
tion  III PDs, and did not examine functional impair-
ments, which were known as Criterion A. Thus, for more 
comprehensive analysis, the functional impairments 
should be examined in future research. Another limita-
tion was that we used a non-clinical sample, which it 
would some way restrict generalization of the findings 
to a clinical setting. In the light of these limitations, our 
work adds to a growing literature showing the predict-
ing role of MMPI-2-RF scales in Criterion  B of DSM-5 
Section III PDs in this Middle-East sample. The results 
could support the potential utility of MMPI-2-RF in mea-
suring DSM-5 Section III PDs.
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TABLE III. continue

p Beta p Adjusted R2 Variables entered Steps

p < .001 .25 ACT

p < .001 .14 SHY

.003 .12 SUI

.006 .12 FML

PSY-5 scales

p < .001 .41 1

p < .001 .50 PSYC-r

p < .001 .13 NEGE-r

p < .001 .46 2

p < .001 .24 DISC-r

Abbreviations. EID: Internalizing Dysfunction; THD: Thought Dysfunction; BXD: Externalizing Dysfunction; RCd: Demoralization; RC2: Low Positive Emotions; RC3: Cynicism; RC4: 
Antisocial Behavior; RC6: Ideas of Persecution; RC7: Dysfunctional Negative Emotions; RC8: Aberrant Experiences; RC9: Hypomanic Activation; MLS: Malaise; NUC: Neurological 
Complaints; COG: Cognitive Complaints; SUI: Suicide/Death Ideation; HLP: Hopelessness/Helplessness; SFD: Self-Doubt; NFC: Inefficacy; STW: Stress/Worry; AXY: Anxiety; ANP: 
Anger Proneness; JCP: Juvenile Conduct Problems; SUB: Substance Abuse; AGG: Aggression; ACT: Activation; FML: Family Problems; IPP: Interpersonal Passivity; SAV: Social 
Avoidance; SHY: Shyness; DSF: Disaffiliativeness; AGGR-r: Aggressiveness; PSYC-r: Psychoticism; DISC-r: Disconstraint; NEGE-r: Neuroticism/Negative Emotionality; INTR-r: 
Introversion/Low Positive Emotionality.
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General population attitudes in mental 
disorders: an investigatory study on 
psychiatric disorders and religion beliefs

SUMMARY
Background
The literature recognizes the importance of the relationship between religion and mental 
health. The aim of this study is to assess whether there is a greater tolerance towards other 
people with psychiatric disorders or not, according to the religious beliefs of the respondent. 
The knowledge and attitudes of the population of the provinces of Lecce and Matera in re-
lation to their religious beliefs were assessed through a cross sectional, multicentric study.

Methods
The study is observational, cross-sectional, multicenter and covered the population of the 
provinces of Lecce and Matera from May 2019 to April 2021. The validated questionnaire 
“Stigma study 2.0: Analysis of the stigmatization process towards those suffering from men-
tal disorders” was administered.

Results
A total of 642 subjects voluntarily agreed to the study. Of these, 132(20.56%) declared to be 
atheists and 510(79.44%) declared to be believers. Statistical significance is evident between 
the two groups in the sphere of “Authoritarianism”: believers show higher levels of authori-
tarian beliefs than atheists (item no.2: p = .027; item no. 3: p = .021; item no. 4: p = .003; item 
no. 5: p < .001). In the sub dimension of “Benevolence” only in item no. 2 “More tax money 
should be spent on the care and treatment of the mentally ill” the religious group is more 
convinced than the atheist group (p = .021). In the sub-dimension “Social restrictiveness”, 
all the items are significantly different between the two groups: the group of believers is more 
convinced that psychiatric patients should be more responsible and should be more involved 
in the social context. Finally, also in the fourth and last sub-dimension, the religious group 
registers a higher level of conviction on the possibility that the psychiatric patients should 
live integrated in the social fabric, in the common territory and that they do not represent any 
threat to anyone in their neighbourhood.

Conclusions
In light of the results obtained in the present study and the data available in the literature, 
it seems that the concept of religiosity/spirituality of the participants is of fundamental im-
portance in the global conception of well-being in a holistic vision of the patient with full 
respect for the beliefs and spiritual/religious practices of their patients and their families and 
caregivers.
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Background
Over the centuries, the concept of mental illness has 
undergone an important evolution, taking on different 
meanings and nuances with the passing of the ages. 
The history of mental illness is marked by a series of 
laws which, over time, have enhanced the dignity and 
protection of the subject with mental disorders. The or-
ganization and management of health care for mentally 
ill offenders who have been subjected to a restraining 
order (precautionary measure, detention and non-cus-
todial security measure) have deeply changed  1. Ac-
cording to the World Health Organization (WHO), the 
global burden of mental disorders continues to grow 
with a consequent impact on health and major social, 
human and economic aspects in all countries of the 
world. In 2001, the WHO estimated that the percentage 
of people worldwide who had been diagnosed with a 
psychiatric condition – at least once in their lifetime – 
was around 25% 2. According to the Global Burden of 
Disease Study 2017, the most recent and comprehen-
sive analysis on global epidemiological trends, mental 
disorders account for more than 14% of disability-ad-
justed life years (DALYs) 3. In 2012, the most common 
mental disorders were depression, bipolar disorder, 
schizophrenia, and anxiety disorders. These disorders 
were the cause of 12% of all disabilities and, among 
them, depression causes the greatest degree of disabil-
ity 4. The COVID-19 pandemic, in addition to the casu-
alties directly caused by the virus and its pathological 
sequelae and the residual disability from many “cured” 
conditions, has had and will have an extraordinary im-
pact on the mental health of the entire population. Be-
cause of the pandemic, data in the literature concur that 
most individuals have an increased risk of developing 
mild to moderate psychopathological symptoms and 
that some have an increased risk of developing more 
severe and disabling symptoms 5,6. The history of health 
emergencies – especially epidemic ones – teaches that 
issues related to fear, uncertainty, and stigma recur with 
high frequency, representing important obstacles to the 
implementation of timely and effective preventive and 
curative interventions for both the general population 6,7 
and particular categories of professionals  8-10. Stigma 
is a complex term that includes issues of knowledge 
(ignorance or misinformation), attitude (prejudice) and 
behavior (discrimination). In the case of mental illness, 
stigma has peculiar characteristics, analyzed in a re-
search published in Lancet 11. Mental illness stigma is 
an indelible social mark that personalizes the mentally ill 
person and is also projected onto the socio-family group 
to which they belong. It is still present today and is one 
of the main obstacles to therapy and care programs for 
psychiatric patients 12. It is important to distinguish two 
forms of stigma: “public stigma” and “self-stigma”; they 

represent a true “second disease” because of their sig-
nificant impact  13. The person affected by mental dis-
orders loses his or her identity and identifies with the 
illness. The triggering of the mechanisms that charac-
terize and constantly feed the process of stigmatization 
often has as its most severe effect the failure of the per-
son with mental disorders to seek counseling. Empirical 
studies have shown that perceived stigma is correlated 
with a more negative attitude towards seeking help and 
it is evident how discrimination increases the risk of 
poor mental wellbeing outcomes 14,15.
Perceived “public stigma” can lead individuals to avoid 
seeking help because they expect others to discrimi-
nate against and devalue psychiatric service users 16. 
“Self-stigma” can also lead individuals to avoid seeking 
help because self-stigma affects feelings of self-worth 
and self- efficacy. In addition, the relationship between 
stigma and help-seeking has gender differences. Stud-
ies consistently show that women are more likely to seek 
help for emotional issues 17 and possess more positive 
attitudes toward counseling than men  18. One of the 
most widespread prejudices about mental illness is that 
of social dangerousness, understood as the likelihood 
that a mentally ill individual will engage in self- and hete-
ro-aggressive behaviour, a prejudice that was, however, 
taken as a fundamental criterion for internment in asy-
lums, according to the 1904 Act 19. The person suffering 
from mental illness, being perceived by the community 
as a potentially violent subject, because of his disorder, 
is therefore a person to be avoided, thus fortifying the 
process of exclusion. Another widespread prejudice is 
that the mentally ill are in some way responsible for their 
disorder: they could control it but instead they give in to 
it because they are too weak to resist it. Another com-
mon prejudice is that of incurability: instead, there are 
many effective tools, both pharmacological and psy-
chotherapeutic, which allow one to recover part or all of 
one’s social and intellectual abilities, without forgetting 
that treatments are more successful the earlier the diag-
nosis is made 20. Research has shown that, among the 
general population, the implementation of a social dis-
tance towards people with mental illness is widespread. 
This distances the individual with psychological suffer-
ing even further from the start of the treatment most ap-
propriate to his clinical condition, causing a worsening 
of negative emotions and a reduction in positive ones 
with unfavorable results, such as depression, anxiety 
and low self-esteem 21,22.
According to the National Comorbidity Survey, nearly 
a quarter of people who seek help for a mental health 
problem in a given year seek it from a member of the 
clergy  23. The literature also shows that many psychi-
atric illnesses have inverse correlations with religiosity. 
With regard to physical health, religiosity correlates with 
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decreased smoking and alcohol consumption, as well 
as positively influencing heart disease and blood pres-
sure. In addition, the psychological resources provided 
by religious involvement could prevent the adverse ef-
fects of stress on one’s sense of self 24. Religious com-
mitment and participation also appear to affect longev-
ity, especially in men 25, and faith may enable members 
of religious groups to develop and maintain meaning in 
their lives and thus improve their well-being 26.
Suicide rates were found to have a negative correla-
tion with religiosity. Suicide ideology was also reduced, 
as were more disapproving attitudes toward suicidal 
behavior  27 and attending religious places, such as 
churches, was an important predictor in suicide preven-
tion. A study published in 2012 in the American Journal 
of Psychiatry highlighted the important association be-
tween religiosity and depression: the study through a 
10-year follow-up found a long-term protective effect of 
high personal importance of religion/spirituality against 
major depression, whose participants with high person-
al importance of religion/spirituality had about a quar-
ter of the risk, compared to other study participants, of 
having an episode of depression in a 10-year prospec-
tive period, as well as follow-up examinations of the 
children of depressed patients whose parents’ depres-
sion status determined the high-risk status of their off-
spring, in which those who reported a high importance 
of religion or spirituality had about one-tenth the risk of 
experiencing major depression between the ages of 
10 and 20 than those who did not  28. A negative cor-
relation between drug use and religiosity has also been 
reported. Church attendance was found to be more of 
an indicator of drug and alcohol abstinence 29. Thus, it 
has been seen that religiosity can be associated with 
better mental health, in particular it can reinforce self-
concept in a positive way and create a personal respite 
that can allow negative emotions to subside 30. A study 
conducted among a population of university students 
in Jordan showed a significant correlation between re-
ligiosity and stigma towards mental disorders  31. This 
study indicated the need to disseminate some religious 
principles to reduce stigma, such as to assume a non-
stigmatizing positive attitude towards mental disorders, 
thus recognizing the importance of the relationship be-
tween religion and mental health. In this regard, starting 
from this assumption, we want to investigate whether 
religiosity can positively influence social stigma towards 
psychiatric pathology. Therefore, the aim of this study is 
to assess whether the religious beliefs of the respond-
ent can have a greater tolerance towards other people 
with psychiatric disorders or not, evaluating through a 
cross sectional, multicenter study, the knowledge and 
attitudes of the population of the provinces of Lecce 
and Matera in relation to their religious beliefs. 

Materials and methods
The is an observational, cross-sectional, multicentric 
study and involved the population of the provinces of 
Lecce and Matera, Italy.

Recruitment criteria
It was included all the population who agreed to par-
ticipate in the study, signing the informed consent and 
having the following requirements: Age between 18 and 
80 years old, who lived in the Southern of Italy, espe-
cially in Lecce and Matera provinces. The questionnaire 
was developed through the Google Moduli function and 
disseminated through some Facebook and Instagram 
local pages in order to publicize the study and to invite 
general population to answer the questionnaire. Sub-
jects who were under and over age and those who did 
not agree to participate in the study or did not complete 
questionnaires were excluded. Each participant could 
join the survey by connecting to the local social pages. 

Operating timing
From May 2019 to April 2021.

Sampling and instruments
The questionnaire was administered to the general pop-
ulation in the Southern of Italy, especially in the prov-
inces of Lecce and Matera. The first part f the question-
naire collected socio-demographic and professional 
information, such as: sex, marital status, educational 
qualification, profession, age, religious beliefs. The sec-
ond part of the questionnaire contained the Community 
Attitudes Toward The Mentally Ill questionnaire (CAMI), 
which consisted in 40 statements concerning the de-
gree of information and sharing of mental health treat-
ments and services and the degree of acceptance and 
tolerance towards the individual with mental disorders 
in the community. Responses to each item were based 
on a 5-point Likert scale ranging from 1 (Fully agree) to 
5 (Totally disagree) 32,33. 

Data analysis
The data were collected in an Excel spreadsheet and 
processed with the SPSS program version 20. All sam-
pling characteristics were considered as categorical 
variables and presented as frequencies and percent-
ages. All the values of each CAMI item were evaluated 
according to the variable of religious belief through the 
MANOVA test.

Results
A total of 642 subjects voluntarily joined the study. Of 
these, 132(20.56%) declared themselves to be atheists 
and 510(79.44%) declared themselves to be believers. 
For the purpose of the present study, the type of be-
lief is not of interest, but it was only necessary to know 
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whether the participants had a religious belief or not, 
regardless of the type of belief. All socio-demographic 
characteristics of participants were collected in the Ta-
ble I. 
In the Table II stigma perceived by general population 
on mental disorders were collected.
The data reported in Table  III showed how statistical 
significance was highlighted between the two groups 
in the sphere of “Authoritarianism”: believers showed 
higher levels of authoritarian beliefs than atheists (item 
no. 2: p = .027; item no. 3: p = .021; item no. 4: p = .003; 
item no. 5: p < .001). While in the sub dimension of “Be-
nevolence” only in item no. 2 “More tax money should 
be spent on the care and treatment of the mentally ill” 
the religious group was more convinced than the athe-
ist group (p =  .021). In the sub-dimension “Social re-
strictiveness” all the items were significantly different 
between the two groups: the group of believers was 
more convinced that psychiatric patients should be 
more responsible and should be more involved in the 
social context. Finally, also in the fourth and last sub-di-
mension the religious group registered a higher level of 
conviction on the possibility that the psychiatric patient 
should live integrated in the social fabric, in the com-
mon territory and that he did not represent any threat to 
anyone in his neighborhood (Tab. III).

Discussion
The present study aimed to investigate how religious be-
lief could influence the acceptability of psychiatric pa-
tients in the social network. The data recorded showed 
a high level of significance on the subject, that is: those 
who had a religious belief have a greater tolerance to-
wards psychiatric patients, imagining them more inte-
grated in their territory and in the social network.
In the literature as early as 1969, after reviewing re-
search in this area, Victor Sanua stated, “The thesis 
that religion as an institution has been instrumental in 
promoting general welfare, creativity, honesty, liberal-
ism, and other qualities are not supported by empiri-
cal data. […] there were no scientific studies showing 
that religion was capable of serving mental health” 34. In 
this regard, therefore, the importance of religious belief 
in psychiatric pathology and perceptions of it was per-
ceived, but no hard data was evinced to prove its actual 
effectiveness. Later, Larson et al.   35 also challenged 
this view by conducting systematic reviews of quanti-
tative research on religion in psychiatry. In 1986, only 
2.5% of articles delving into aspects of mental health 
included a religious variable. Six years later, they evalu-
ated all measures of religious commitment reported in 
research studies published in two leading psychiatry 
research journals from 1978 to 1989, recording 139 reli-
gious measures, examined in 35 studies. In contrast to 

Sanua’s conclusion, they found that 72% of the studies 
reported a positive relationship between religious in-
volvement and better mental health, 16% worse mental 
health, and 12% no correlation 36. For many years, the 
work of Larson and colleagues served as a state-of-the-
art review of associations between religion and mental 
health. It is therefore evident the need to give voice, 
through the dialogue between patient and physician, to 
the experience of the individual, that dimension which 
may not be immediately observable, or decipherable, 
but which represented for each individual the connec-
tive tissue on which his or her existence developed, and 
to give voice to the network of cultural and religious fac-
tors which determined the existential framework 37. 
However, there were no studies in the literature that could 
be overlapped on ours in terms of purpose and conclu-
sions, since the literature highlights the importance of 
religious beliefs for psychiatric pathology and not for 
the behavioral intentions of society towards mental pa-
thology and how these could be mitigated or not by a 
religious belief, whatever it may be. “The sore point of 
human relationality is always that which arises from the 
endless search for our identity through the confrontation 
with the other from us, identity seems to be the issue 
on the agenda, the myth that unites and divides at the 
same time. Hence the drama of the inclusion of the oth-
er from oneself, in its different conjugations, whether it 
is a subject with a different religious faith or who has be-
haviors considered not normal” 37. Therefore, our study 
turned out to be a pilot in this: religiosity could have pos-
itive effects on both the psychiatric patient and society 
in the anti- stigma struggle against psychiatric pathol-
ogy. From the present results, a significant association 
emerged between religious belief and the item no. 2, as a 
prejudice against those suffering from a mental disorder 
clearly was highlighted. In support of our study, religios-
ity has been shown to have a significant positive effect 
for prevalence, especially depressive and substance 
use disorders. In fact, from diagnosis and differentia-
tion between spiritual experiences and mental disor-
ders; and also treatment in help in behavioral research, 
compliance, mindfulness, and treatment adjuncts and 
finally outcomes, as: in recovery, suicide, and moreover 
prevention; as well as for quality of life and well-being 
of the psychiatric patient 38,39. Despite this, in 2014, par-
ticipants with Major Depressive Disorder reported more 
discrimination against certain areas of life including re-
ligious than participants with schizophrenia 40. Another 
aspect concerns prejudices and discrimination based 
on religious reasons which continued to be widespread; 
although freedom of belief and religious expression are 
today fundamental rights integrated into the European 
Convention on Human Rights. In this regard, the World 
Health Organization (WHO) has also included religiosity 
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as a dimension of quality of life 41. However, the literature 
is debated in considering religion as a beneficial fac-
tor on mental health outcomes or as an obstacle to it, 
as in the case of treatment refusal, intolerance, negativ-
ity religious coping, since several surveys have shown 
that religious values, beliefs and practices are impor-
tant concerns in addressing health care for most of the 
world population 42-44. Understanding mental illness as a 
treatable medical condition might influence stigmatizing 
beliefs, but evidence available to inform this hypothesis 
was derived exclusively from high-income countries as 
emerging from the item no. 9 of the Social Restrictive-
ness sub dimension. From a randomized study con-
ducted among the South-Western Uganda population 
it emerged that portrayals of effectively treated mental 
illness did not appear to reduce endorsement of stig-
matizing beliefs about mental illness or about persons 
with mental illness 45. In a collection of 2,800 studies 46, 
it was found a positive correlation between religion and 
spirituality and mental and physical health. From this 
point of view, therefore, it is important to consider the 
patient as a whole and take into account all the factors 
that affect mental health, including religion in the “Core 
Training Curriculum for Psychiatry” 47.

Limitations of the study
The results of the study might be considered taking into 
account some limits that mainly concern the choice of 
electronic disclosure of the questionnaire which might 
partially have
excluding people with a limited computer background. 
Furthermore, it was not always possible to compare the 
results of ours study with those already present in the 
literature, as scarce for how much it concerns the cor-
relation between religious belief and the stigma towards 
whom suffered from mental disorders.

Conclusions
In light of the results obtained in this study and the data 
available in the literature, it seems that the concept of 
religiosity/spirituality of the patient is of fundamental 
importance in the global conception of well-being in a 
holistic view of the patient with full respect for the be-

liefs and spiritual/religious practices of their patients 
and their families and caregivers. Therefore, the hope 
for future studies is to further cultivate these theoreti-
cal assumptions in the light of the World Psychiatric 
Association, which in its proposals on religion/spiritu-
ality in mental health proposes a careful consideration 
of patients’ religious beliefs and practices, as well as 
their spirituality, which should be regularly considered 
in the psychiatric history; an understanding of religion 
and spirituality and their relationship with the patient’s 
psychiatric diagnosis. These assumptions should also 
be the subject of continuing education in psychiatry 
in order to better understand the patient as a whole, 
demonstrating a broader awareness of, respect for, and 
sensitivity to spirituality and religiosity in support of the 
promotion of health and well-being 48.
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TABLE I. Sampling characteristics (n = 642).

Sampling characteristics n(%)

Sex
Female
Male

390(60.70%)
252(39.30%)

Age
31-40 years
41-50 years
51-60 years
61-70 years
> 71 years

443(69.00%)
54(8.40%)
55(8.60%)
69(10.70%)
16(2.50%)
5(0.80%)

Religion
Believer
Atheist 

510(79.40%)
132(20.60%)

Marital status
Single
Married
Cohabitant
Divorced
Widower

443(69.00%)
151(23.50%)
29(4.50%)
16(2.50%)
3(0.50%)

Educational level
Elementary
Lower average
Diploma
Degree

4(0.60%)
47(7.30%)

439(68.40%)
152(23.70%)

Job role
Student/trainee
Worker
Not employed/retired/housewife

352(50.60%)
265(41.30%)
52(8.10%)
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TABLE II. Perception of psychiatric disease.

Questions/answers N (%)

Item no. 1: In the province where you live, are there facilities to welcome people with mental disorders?
Yes
No 

509(79.30%)
133(20.70%)

Item no. 2: Do you know the name of any Mental Disorder?
Yes
No

546(85.00%)
96(15.00%)

Item no. 3: Do you think there is a difference between Mental Retardation and Mental Disorder?
Yes
No
I don’t know

557(86.80%)
28(4.40%)
57(8.90%)

Item no. 4: Can you recognize someone with a mental disorder?
Yes
No

539(84.00%)
103(16.00%)

Item no. 5: I am afraid of people with mental illness
Very unlikely
Unlikely
Uncertain
Likely
Very likely

106(16.50%)
205(31.90%)
194(30.20%)
118(18.40%)

19(3.00%)

Item no. 6: Would you have any objections to having people with mental illness in the neighborhood?
Very unlikely
Unlikely
Uncertain
Likely
Very likely

225(35.00%)
220(34.30%)
127(19.80%)

51(7.90%)
19(3.00%)

Item no. 7: Would you avoid a conversation with neighbors who have suffered from a mental illness?
Very unlikely
Unlikely
Uncertain
Likely
Very likely

300(46.70%)
224(34.90%)

62(9.70%)
37(5.80%)
19(3.00%)

Item no. 8: Would you work with someone who has a mental illness?
Very unlikely
Unlikely
Uncertain
Likely
Very likely

32(5.00%)
83(12.90%)

169(26.30%)
230(35.80%)
128(19.90%)

Item no. 9: Would you invite someone home if you know they have suffered from a mental illness?
Very unlikely
Unlikely
Uncertain
Likely
Very likely

35(5.50%)
47(7.30%)

111(17.30%)
279(43.50%)
170(26.50%)

Item no. 10: Would you be worried about visiting someone with a mental illness?
Very unlikely
Unlikely
Uncertain
Likely
Very likely

187(29.10%)
230(35.80%)
125(19.50%)
77(12.00%)
23(3.60%)
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TABLE II. continue.

Questions/answers N (%)

Item no. 11: Would you accept as a friend a person who was a psychiatric patient in the past?
Very unlikely
Unlikely
Uncertain
Likely
Very likely

22(3.40%)
31(4.80%)
94(14.60%)

262(40.80%)
233(36.30%)

Item no. 12: If someone who was a psychiatric patient in the past came to live in the apartment next to 
yours, would you greet them if you happen to meet them?
Very unlikely
Unlikely
Uncertain
Likely
Very likely

15(2.30%)
7(1.10%)

12(1.90%)
145(22.60%)
463(72.10%)

Item no. 13: If this happens to you, would you have a conversation with a neighbor who has suffered 
from a mental illness?
Very unlikely
Unlikely
Uncertain
Likely
Very likely

9(1.40%)
9(1.40%)

32(5.00%)
226(35.20%)
366(57.00%)

Item no. 14: If someone who was a psychiatric patient in the past came to live in the apartment next to 
yours, would you go and visit him?
Very unlikely
Unlikely
Uncertain
Likely
Very likely

27(4.20%)
49(7.60%)

145(22.60%)
295(46.00%)
126(19.60%)
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TABLE III. Community attitudes toward the mentally ill according to religious belief in the Southern Italian population (n = 642).

Scale/sub-dimensions
according to religious belief

Atheist 
(n = 132; 20.56%)

µ  ±  s.d.

Believer 
(n = 510; 79.44%)

µ  ±  s.d.
F p

Authoritarianism:
One of the main causes of mental illness is a lack of 
self-discipline and will power
The best way to handle the mentally ill is to keep them 
behind locked doors
There is something about the mentally ill that makes it 
easy to tell them from normal people
As soon as a person shows signs of mental 
disturbance, he should be hospitalized
Mental patients need the same kind of control and 
discipline as a young child
Mental illness is an illness like any other
The mentally ill should not be treated as outcasts of 
society
Less emphasis should be placed on protecting the 
public from the mentally ill
Mental hospitals are an outdated means of treating the 
mentally ill
Virtually anyone can become mentally ill

2.63  ±  0.98

1.42  ±  .73

2.90  ±  .85

2.13  ±  .91

2.30  ±  .93
3.06  ±  1.09

4.29  ±  1.06

2.74 ± 1.18

3.79 ± 1.15
4.04 ± .88

2.82 ± 1.02

1.60 ± .81

3.12 ± .89

2.41 ± .98

2.70 ± 1.03
3.16 ± 1.20

4.27 ± 1.03

2.90 ± 1.16

3.59 ± 1.22
4.11 ± .83

3.804

4.941

6.341

9.011

16.217
.762

.060

1.864

2.980
.679

.052

.027*

.012*

.003*

< .001*
.383

.806

.173

.085

.410

Benevolence:
The mentally ill have for too long been the subject of 
ridicule
More tax money should be spent on the care and 
treatment of the mentally ill
We need to adopt a far more tolerant attitude toward 
the mentally ill in our society
Our mental hospitals seem more like prisons than like 
places where the mentally ill can be cared for
We have a responsibility to provide the best possible 
care for the mentally ill
The mentally ill don’t deserve our sympathy
The mentally ill are a burden on society
Increased spending on mental health services is a 
waste of tax dollars
There are sufficient existing services for the mentally ill
It is best to avoid anyone who has mental problems

3.92 ± 1.02

4.06 ± .87

4.17 ± .82

3.36 ± .98

4.38 ± .85
1.32 ± .66
1.57 ± .82

1.50 ± .65
2.43 ± .80
1.72 ± .77

3.91 ± 1.02

4.24 ± .77

4.26 ± .72

3.43 ± .96

4.34 ± .73
1.43 ± .68
1.56 ± .73

1.53 ± .68
2.42 ± .80
1.76 ± .81

.000

5.321

1.561

.580

.208
2.563
.066

.226
.017*
.277

.992

.021*

.212

.447

.649
.110
.797

.635

.896

.599
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TABLE III. continue

Scale/sub-dimensions
according to religious belief

Atheist 
(n = 132; 20.56%)

µ  ±  s.d.

Believer 
(n = 510; 79.44%)

µ  ±  s.d.
F p

Social restrictiveness:
The mentally ill should not be given any responsibility
The mentally ill should be isolated from the rest of the 
community
A woman would be foolish to marry a man who has 
suffered from mental illness, even though he seems 
fully recovered
I would not want to live next door to someone who has 
been mentally ill
Anyone with a history of mental problems should be 
excluded from taking public office
The mentally ill should not be denied their individual 
rights
Mental patients should be encouraged to assume the 
responsibilities of normal life
No one has the right to exclude the mentally ill from 
their neighborhood
The mentally ill are far less of a danger than most peo-
ple suppose
Most women who were once patients in a mental hos-
pital can be trusted as babysitters

2.31  ±  .94

1.48  ±  .70

1.76  ±  .86

1.86  ±  .93

2.08  ±  .87

3.97  ±  1.23

3.97  ±  .89

4.45  ±  .79

3.79  ±  .93

3.03  ±  .82

2.51  ±  .94

1.47  ±  .68

1.90  ±  .87

1.99  ±  .94

2.30  ±  .94

4.02  ±  1.13

4.04  ±  .77

4.38 ± .80

3.72 ± .89

2.90 ± .82

4.621

.002

2.812

2.255

5.559

.212

.845

.805

.637

2.615

.007*

< .001*

.004*

.004*

.009

< .001*

.001*

.001*

.001*

.004*

Community mental health ideology: 
Residents should accept the location of mental health 
facilities in their neighborhood to serve the needs of 
the local community
The best therapy for many mental patients is to be part 
of a normal community
As far as possible, mental health services should be 
provided through community based facilities
Locating mental health services in residential neigh-
borhoods does not endanger local residents
Residents have nothing to fear from people coming in-
to their neighborhood to obtain mental health services
Mental health facilities should be kept out of residential 
neighborhoods
Local residents have good reason to resist the location 
of mental health services in their neighborhood
Having mental patients living within residential neigh-
borhoods might be good therapy but the risks to resi-
dents are too great
It is frightening to think of people with mental problems 
living in residential neighborhoods
Locating mental health facilities in a residential area 
downgrades the neighborhood 

3.99 ± .89

4.03 ± .88

4.17 ± .88

3.90 ± .99

4.08 ± .89

2.13 ± .95

2.01 ± .96

2.30 ± .95

1.84 ± .80

1.73 ± .84

4.01 ± .80

4.12 ± .75

4.17 ± .73

3.82 ± .95

3.95 ± .82

2.17 ± .89

2.18 ± .92

2.38 ± .86

1.93 ± .82

1.76 ± .77

.059

1.432

.006

.761

2.637

.185

3.486

.736

1.231

.131

<.001*

.002*

< .001*

.001*

.004*

< .001*

.005*

.001*

.002*

< .001*

*p < .05 is statistically significant.
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Involving parents in the remote diagnosis of 
Autism during the COVID-19 pandemic:  
a case study

SUMMARY
Objective
To evaluate the feasibility of remotely providing a diagnosis of autism during the Coronavirus 
Disease pandemic of 2019. 

Methods
A child psychiatrist guided the parents’ Autism Diagnostic Observation Schedule (ADOS-2) 
administration to assess their child’s developmental delay through a video conference. 
Trained clinicians (n = 10) rated the recorded procedure. Interrater reliability for each item 
was evaluated using the kappa statistic and percent agreement.

Results
The mean percent agreement across all items was 96%, range = 85.96-100%, and mean 
weighted kappa = .81, range = .44-1. 

Conclusions
This study highlights the feasibility of providing early identification and continuous psychiat-
ric care during a pandemic lockdown.

Key words: autism, ADOS-2, module-T, inter-rater reliability, COVID-19

Introduction
The Coronavirus Disease 2019 (COVID-19) pandemic have disrupted 
access to mental health services 1. Even when diagnostic interviews are 
feasible, masks and social distancing are obstacles to evaluating social 
responses such as gestures, facial expressions and smiling. Therefore, 
the need for telepsychiatry methods of remote assessment has been rec-
ognized by clinicians worldwide.
Prior to COVID-19, studies had shown the feasibility of these approach-
es 2. The everyday use of devices such as smartphones and tablets and 
the ubiquity of wi-fi allows parents to record their child’s behavior and 
share them with clinicians, expanding the material available for making 
their clinical assessments.
Some researchers have standardized the observation of videos from different 
sources and settings such as home, schools, clinics, and even videos up-
loaded to social networks. Initially, studies focus on the identification of early 
symptoms of autism and their subtypes 3,4. More recently, the interest shifted 
towards diagnosis 5-7. Studies show that live videoconference allows clinicians 
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to guide caregivers to complete a diagnostic interview or 
remotely perform an intervention8. In order to cover the di-
agnostic needs during the lockdown period, we present a 
case study to illustrate the feasibility of remote application 
of Autism Diagnostic Observation Schedule (ADOS-2)  9, 
by the parents of a child with developmental delays.

Methods

Selection and participation
Parents concerned for their child’s development, virtu-
ally contacted a child psychiatrist during the lockdown; 
they completed an online interview to gather the medical 
and developmental history of the child as well as autism 
screening scales 10,11. As the child was 19 months and 
non-verbal, we invited parents to administer an online 
ADOS-2 (T-module) encouraging parent´s participation 
to elicit autism codable behaviors 9.

Procedure
An experienced certified child and adolescent psychia-
trist provided parents with a detailed explanation of the 
activities to perform with their child (including jointly view-
ing an illustrative video). Parents were asked to gather 
similar toys to those used in the original schedule.
Administration took place in the parents’ house and 
the session was streamed by the father using a mo-

bile smartphone. The psychiatrist guided the mother 
through the sequence of the eleven different activities 
and monitored each task. 
Ten child psychiatrists experienced in autism (median = 9, 
range = 4-30 years) received a link to the video to provide 
an independent rating. They assigned a rating of 0-3 as 
per ADOS guidelines. Raters signed a privacy statement.

Analysis
Interrater reliability for each item was evaluated using the 
kappa statistic and percent agreement  12. Comparisons 
used re-coded scores to decrease variability among raters.

Results
Percent agreement across all items’ scores averaged 
96% (range = 85.96-100%) with a corresponding aver-
age weighted kappa of .81 (range = .44-1), reflecting a 
fair to excellent agreement across items. Specifically, 9 
out of the 14 items were in perfect agreement (Tab. I).

Discussion
In this case study, we explored an alternative way of admin-
istering the ADOS-2 under extreme duress, such as the cur-
rent sanitary emergency. Our results support the parental 
administration under the instruction of a trained clinician as 
a useful alternative in exceptional circumstances such as 

TABLE I. Interrater reliability for each ADOS item. 

Domain Item Weighted kappa ASE PA

Communication

Frequency of spontaneous vocalization directed to others A2 1 0 100

Gestures A8 .44 .15 92.56

Reciprocal social interaction

Unusual eye contact B1 1 0 100

Facial expressions directed to others B4 .44 .15 92.56

Integration of gaze and other behaviors during social overtures B5 1 0 100

Shared enjoyment in interaction B6 1 0 100

Showing B12 1 0 100

Spontaneous initiation of joint attention B13 1 0 100

Response to joint attention B14 1 0 100

Quality of social overtures B15 1 0 100

Repetitive and restrictive behavior

Intonation of vocalizations and verbalizations A3 1 0 100

Unusual sensory interest in play material/person D1 .49 .10 85.96

Hand and finger movements/posturing D2 .44 .15 92.56

Unusually repetitive interests or stereotyped behaviors D5 .52 .08 80.73

Abbreviations. ASE: approximate standard error; PA: percent agreement
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the lockdown and temporary closing of outpatient services 
as a result of the COVID-19 pandemic. While agreement 
between raters was excellent for this case, the present 
study should not be a referent for any given case. Both, 
current and previous studies involving parent-child inter-
action and video evaluation have shown this is a feasible 
procedure 7,13, however, limitations need to be mentioned.
Our case showed clear autistic traits, for borderline cas-
es an in-person assessment would still be needed, even 
during an emergency. Less complex observational tools 
that allow the assessment of children’s behavior in non-
clinical environments may help in such scenarios. 
Teleconference also has challenges. Video and audio 
quality, parental ability to handle a technology or lack of 
control of what happens off-screen may complicate online 
protocols. Despite this, a clear trade-off was presented on 
by the COVID-19 pandemic and clinicians have explored 
remote assessment as an option for the diagnosis and 
treatment of ASD 14. This has also met legal issues 15.
Worldwide, there is an urgent need to implement a cost-
effective diagnostic assessment that patients with ASD 
require 8,16. Restricted mobility and access to psychiatric 
services, such as those experimented during lockdown 
response to the COVID-19 pandemic, make clear that 
assessment protocols need to be modified to include 
these situations. Our results highlight the feasibility of 
alternative models of remote diagnosis, including those 

that incorporate parent’s active participation, but also 
the need for simpler assessment tools.
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Dissociation between cognitive-behavioral 
and emotional-psychophysiological aspects 
in Eating Disorders and its pre-post treatment 
stability

SUMMARY
Objective
The present work aims to assess the effectiveness of an integrate treatment in a group of 
patients with Eating Disorders (EDs). 

Methods
15 women with an ED, who underwent a multidisciplinary treatment, were subdivided into 
two groups (Anorexia Nervosa and Bulimia Nervosa). Participants were evaluated by: Symp-
tom Questionnaire (SQ) and Psychophysiological Profile (PPP). Administration was repeated 
six months after the start of treatment and at treatment termination. 

Results
Elevated levels of anxiety, depression, somatic symptoms and hostility at the diagnostic 
phase and low levels of physiological reactivity were observed. A significant reduction in 
patient-reported depressive symptoms was detected within six months following the onset 
of treatment. Progressive improvement of anxiety and hostility was observed in the medi-
um-long term. At the physiological level, an increase in skin conductance values was ob-
served during the stress phase in the medium-long term. 

Discussion
A partial desynchronization emerged between patients’ physiological and cognitive responses. 

Key words: eating disorders, integrated treatment, dissociation, emotion regulation, clinical 
psychophysiology

Introduction
Although the use of an integrated treatment approach for various psycho-
pathologies 1 is gradually spreading in clinical settings, the majority of cur-
rent empirical researches still tends to focus attention exclusively on the 
effectiveness of a single psychoactive element utilized in the treatment. 
Secondly, the interest seems to be addressed on specific clinical popula-
tion, or to focus on the comparison of the observable effects following the 
psychotherapeutic treatment of different theoretical and methodological 
matrices. Research on the therapeutic effectiveness of various interven-
tions also raises a series of methodological problems related both to the 
choice of instruments used to assess a symptom’s course and to differing 
operational definitions of clinical improvement 2,3. 
The present study therefore endeavored to match an “outcome” research 
model aimed at analyzing the results of a treatment, to a “process” re-
search model aimed at investigating how the recovery process manifests 
itself over time  4-6. This goal was accomplished in accordance with a 
multi-dimensional approach, through the utilization of both a subjective 
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patient self-report measure and objective physiological 
indexes 7-12. In addition, this study sought to verify the 
presence of the noted phenomenon of “fractionation”, 
or division of different response channels (e.g., cogni-
tive, emotional, physical), which are not necessarily as-
sociated to a significant change in the other aspects of 
the syndrome, e.g. the physiological one 11,13-17.
In fact, clinical research has repeatedly highlighted how 
this aspect is easily found in patients with with Eating 
Disorders (ED)  1. Some reactions as the presence of 
negative emotion, difficulty in regulating emotions 18, as 
well as interceptive difficulties 19 and alexithymia 20, are 
very often associated with both Anorexia Nervosa (AN) 
and Bulimia Nervosa (BN) 4,5.
In addition, alexithymia and emotional dysregulation 
have been identified as comorbidities that can greatly 
interfere with the treatment of ED and persist even af-
ter symptoms remission 14. Furthermore, the stability of 
these factors, and the strong connection with the sta-
ble personality traits and the constitutional provisions, 
is highlight.
Specifically, individuals with BN and the AN-binge/
purge (AN-BP) subtype have been shown to have 
greater amount of negative urgency, impulsivity, and 
novelty seeking 21-24, while AN-R is characterized by a 
more hyper controlled, anxious, reward insensitive and 
rigid temperament 23,25,26. 
Finally, the observation regarding the difficulty of gen-
eralizing empirical results, obtained in the experimen-
tal studies, to the clinical reality has become acknowl-
edged 20,27,28. The samples used in empirical studies are 
often unrepresentative of the situations that therapists 
find themselves confronted within their active practices. 
Hence, the sample considered in the present article 
does not constitute an “experimental” group as much as 
a true and proper “clinical” sample, as it is comprised 
of patients treated in an outpatient context and not se-
lected “a priori” in relation to specific variables. 
The principal aim of the present study was to assess the 
effectiveness of a multidimensional treatment approach 
in a clinical population that (a) satisfies the current in-
ternational criteria for ED diagnoses, as indicated in the 
latest version of DSM 1, and (b) concurrently underwent 
both a cognitive-behavioral psychotherapy (CBT), and a 
controlled psychopharmacological support treatment. The 
therapeutic effects investigated are therefore attributable 
to an Integrated Therapy (IT) that is the combination of two 
interventions, both psychological and pharmacological.

ED and pharmacological treatments
While there is proven efficacy of antidepressant therapy 
for the short-term treatment of AN and BN, many studies 
support the role of psychotherapy, particularly CBT, in the 
treatment of these disorders 29-31. Numerous papers have 

examined the combination of pharmacotherapy and psy-
chotherapy. These studies used different antidepressants 
and different psychotherapeutic modalities, starting from 
nutritional counselling up to group and individual psycho-
therapy 29-32. Overall, CBT was more effective than antide-
pressant medication alone, and the combination of the two 
was still superior to the drug alone 33. However, it is unclear 
how much benefit comes from adding the drug to effec-
tive psychological treatment. Some studies have found 
that adding the antidepressant to psychotherapy does not 
further reduce binge eating or purging, while this combi-
nation nevertheless appears to improve symptoms such 
as anxiety, depressed mood and dietary restriction 29-31,34. 
Some authors have also compared the association of a 
drug with CBT or with individual supportive psychother-
apy, comparing the effect of combining the drug with the 
two different types of psychotherapy. The addition of some 
antidepressants seems, in some cases, to increase the ef-
fectiveness of both CBT on binge eating and depressive 
symptoms. However, the combination of the drug with CBT 
has shown greater efficacy than both treatment with the 
drug alone. It should be emphasized that the long-term 
benefits of short-term treatment protocols have only been 
demonstrated for psychotherapy and not for drug alone. 
Some studies also highlight the possibility that certain per-
sonality traits and anger levels may influence adherence 
to treatment and the drop-out rate 33,34. However, SSRIs, in 
particular fluoxetine, have some utility in the treatment of 
BN alone, but the results are much discussed and more 
research is needed. Pharmacological studies have not 
yet uniquely identified active ingredients capable of bring 
about a consistent and lasting improvement in the symp-
toms of AN. Therefore, there are no drugs approved by the 
FDA or AIFA for the treatment of AN 30-32.

Methods

Sample
All subjects of this research completed an informed 
consent and received a description of the results of the 
test administered; all the data have therefore been per-
formed in accordance with the ethical standards laid 
down in the 1964 Declaration of Helsinki. Patient’s ano-
nymity was preserved and the obtained data were used 
exclusively for scientific purposes.
The sample was comprised of 15 women between the 
ages of 15 and 23-years-old (M  =  16.6; SD  =±  5.13) 
who were suffering from an ED according to the DSM-5 
criteria 1, not directly attributable to a specific medical 
condition or endogenous pathology. The exclusion cri-
teria were severe psychiatric (i.e., psychotic symptoms, 
bipolar disorder and severe personality disorders) or 
medical comorbidities, neurological trauma or disorder, 
or drug addiction. 
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The total sample was recruited from a Clinical Psychol-
ogy section of a Child Neuro-Psychiatric Centre at the St. 
Chiara University Hospital in Pisa (Italy). No drugs treat-
ment were administered at the time of first consultation, 
with the exception of one subject who continued fluox-
etine therapy, who was previously prescribed at a dose 
of 20 mg/3/die. In the period prior to taking charge of the 
patient at the clinical psychology outpatient clinic, some 
general practitioner and two psychiatrist had prescribed 
some psych drugs. Anxiolytic therapies, with both ben-
zodiazepines and SSRIs were prescribed, generally with 
a very low compliance, but neither antipsychotic nor tri-
cyclic. All subjects were subdivided into two groups, de-
pending on whether the patients’ predominant symptoms 
adhered to the criteria proposed by the DSM-5 1 for the 
diagnosis of AN or BN. This subdivision was conducted 
specifically in reference to the symptoms and the psy-
chopathological characteristics reported by the patients 
at the time of their initial intakes by a mental health pro-
fessional. Thus, the subdivision omitted patients’ possi-
ble successive migrations toward conduct considered 
more typical of other psychopathological sub-profiles. 
For example, the conversion of the patient with a diagno-
sis of AN, Restricted-type to that of AN Purging-type was 
observed. To that end, any presence of being marked 
underweight (BN I ≤ 17.5) and of amenorrhea were con-
sidered to be particularly significant, and this made it 
possible to identify a group of AN patients (AN, n = 9) 
and a group of BN patients (BN, n = 6) (Tab. I).
All of the patients underwent a cognitive-behavioral psy-
chotherapeutic treatment as well as a pharmacological 
regime, considered appropriate for each case based 
on the prevalent symptomatology. The integrated inter-
vention lasted for no less than one year, but duration 
varied from patient to patient. Overall, in the cases in 
which the patient was particularly impaired, the therapy 
was prolonged until approximately two years after the 
end of the initial four-session evaluation phase.

Materials and procedure
The Symptom Questionnaire  35-37 was administered to 
the entire sample during the initial diagnostic phase 

(phase 1). The SQ is a tool made to evaluate the pa-
tient’s current state that enables an assessment (a) of 
the subjective level of suffering experienced by the 
patient in the past week and (b) of the different, often 
interconnected, components of the same clinical pro-
file. The questionnaire is composed of 92 dichotomous 
items, organized in four scales that assess anxiety (A), 
depression (D), somatic symptoms (S), and hostility 
(H). During administration of the questionnaire, patients 
are asked to respond to items because of how they felt 
in the past week. The SQ has been demonstrated to 
have excellent test-retest reliability, which, according to 
researchers, is due to the high consistency of the re-
sponses shown by the patients whose clinical profile 
remained invariable  35. Such observations render this 
instrument as particularly adequate, not only for the ini-
tial assessment of the patients’ complex clinical profiles, 
but, also, for monitoring the course of their self-reported 
symptoms overtime. The SQ was newly re-administered 
to each patient at a six-month follow up after the onset of 
therapy (phase 2) and upon termination (phase 3). Spe-
cifically, the therapeutic intervention terminated once 
the patient’s weight was stabilized and any compensa-
tory behaviors (e.g., abuse of laxatives or induced vom-
iting) were eliminated.
In association with the SQ, a Psychophysiological Profile 
(PPP) 38 was carried out for each of the three treatment 
phases (diagnostic phase; six-month follow up; termina-
tion). The purposes of the PPP administration were to 
gather information on the possible presence and con-
sistency of a psychophysiological impairment, as well 
as to verify the concordance of the psychophysiological 
results with the patients’ verbal reports of symptoms. The 
PPP is a psychophysiological evaluation structured in 
three phases: “rest” or baseline, stress, and recovery. In 
the baseline phase (phase b; 6 minutes), each patient is 
instructed to close his/her eyes and to remain still and re-
laxed. In the “stress” phase (phase s; 4 minutes), the pa-
tient is presented a mental task (MAT) consisting of sub-
tracting the number 13 from the number 1007 and con-
tinuing to subtract 13 from each successive result that is 
obtained. “Recovery” phase (phase r; 6 minutes) in when 
the patient is instructed to relax again. Five physiological 
parameters are recorded during each phase: skin con-
ductance (or Galvanic Skin Response, GSR), Heart Rate 
(HR) Inter Beat Interval (IBI), Heart Rate Variability (HRV), 
Peripheral Temperature (PT), and electrical potential of 
the forehead muscles (surface Electromyogram, sEMG). 

Data analysis
The SPSS.14 software was utilized to process all statisti-
cal analysis. 
The following descriptive statistics were computed:
• the median scores for the four clinical scales of the 

SQ administered in the three different treatment 

TABLE I. Description of the characteristics of the sample (age 
and type of Eating Disorder).

Sample characteristics

N. Subjects 15

AGE Range 15-23

Mean (SD) 16.6 (± 5.13)

ED AN Freq. % 60%

BN Freq % 40%
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phases (phases 1, 2, 3) for the total sample and for 
the two subgroups (AN, BN);

• the mean and the standard deviation for each psy-
chophysiological parameter recorded for each of the 
PPP’s three phases (phase b, s, r) in the three dif-
ferent treatment phases (phase 1, 2, 3) for the total 
sample and for the two subgroups (AN, BN).

One of the purpose of this study was identify possible 
significant differences in the psychopathological char-
acteristics of the two subgroups (AN, BN); for this, con-
sidering the small sample size, the following non-para-
metric statistical analyzes were conducted:
• a Mann-Whitney U test comparison of the AN and 

BN subgroups’ scores on the four clinical scales of 
the SQ that were administered during the initial diag-
nostic phase (phase 1); 

• a Mann-Whitney U test comparison of the AN and 
BN subgroups’ values for the five physiological pa-
rameters for the three phases of the PPP recorded 
during the initial diagnostic phase (phase 1).

In order to assess the course of patients’ self-reported 
symptoms and any changes in their autonomic disposition 
during treatment, the following analyses were conducted:
• a comparison among the scores obtained for each 

clinical scale of the SQ for the total sample in the 
three treatment phases (phases 1, 2, 3), using the 
Friedman and Wilcoxon test;

• for each physiological parameter, a comparison 
among the values recorded during the three treat-
ment phases (phases 1, 2, 3) with each phase of the 
PPP (phase’s b, s, r) of the total sample, using the 
Friedman and Wilcoxon statistical test.

Results
The descriptive analyses computed from total sample’s 
SQ scores during the diagnostic phase (phase 1) reveal 
that, from a clinical point of view, the values for all of 
the scales appear to be significant. Patients reported el-
evated levels of anxiety (scale A), depression (scale D), 
hostility (scale  H), and somatic symptoms (scale  S) 
(Fig. 1). However, the Mann-Whitney U test did not find 
statistically significant differences in scores for the two 
subgroups (AN and BN).
The descriptive analyses computed from the total sam-
ple’s PPP values recorded during diagnostic phase 
(phase 1), show moderately high baseline values in mus-
cle tension (sEMG > 4 µV) and rather low baseline values 
in skin conductance (GSR < 6 µS). On the other hand, 
baseline peripheral temperature (PT), and heart rate (HR) 
values did not seem to be particularly indicative. During 
the stress phase, a meager activation was observed in 
all of the patients, especially in GSR. The temperature 
appeared to be nearly constant for the entire profile and 
showed no variations during the mental stress task (MAT) 

administration. As for the last phase of the PPP, after the 
elimination of the stress stimulus, the recovery was rather 
meager, especially regarding the heart rate level. Over-
all, the mean values reported for the sample denote a 
generally low level of reactivity (Tab. II). 
From the statistical analyses conducted using the Mann-
Whitney U test, there are no statistically significant dif-
ferences that emerged between the two subgroups, AN 
and BN, for any of the psychophysiological parameters 
recorded. 
Concerning the course of the SQ self-reported symp-
toms, statistically significant reductions in anxiety, de-
pression, and hostility levels were observed for the total 
sample (Fig. 2). 
The median scores obtained from the SQ scales at the 
three-treatment assessment points have been calculat-
ed. Specifically regarding the depressive symptoms, im-
provement was already progressive and constant within 
the short-term (within six months of treatment onset). 
Significant differences were observed between the scale 
D scores obtained in the first and second SQ adminis-
trations (phases 1-2; p < .02), between the second and 
third administrations (phases 2-3; p < .05), and between 
the first and last administrations (phases 1-3; p <  .05). 
Significant reductions in self-reported anxiety and hostil-
ity levels were observed only in the medium-long term 
(more than six months after treatment onset; scale A: 
phases  2-3, p  <  .01; phases  1-3, p  <  .005; scale  H: 
phases 2-3, p < .02, phases 1-3, p < .002). No statistical-
ly significant differences were found between the scale S 
(somatic symptom) scores obtained during the three 
treatment assessment periods; nevertheless a progres-
sive decrease in these scores was observable (Tab. III). 

FIGURE 1. SQ: median scores obtained for the SQ sub-scales 
for the total sample and for the two subgroups, AN and BN.
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The mean values for each physiological parameter re-
corded in each PPP phase during the three treatment 
assessment points have been evaluated. As for the 
treatment’s effectiveness regarding the autonomic dis-
position of the patients, statistical analyses revealed a 
significant difference among GSR values recorded dur-
ing the stress phases (p < .02) (Tab. IV). In particular, it 

was possible to identify an increase in GSR levels (acti-
vation) during stress-induction. Such an increase, how-
ever, is only observable after several months of therapy. 
Statistically significant differences emerged only when 
comparing the PPP carried out at the six-month follow-
up to that recorded at termination (phases  2-3), and 
when comparing the PPP carried out a the diagnostic 
phase to that recorded at termination (phases 1-3). 

Discussion
Overall, the results of the present study seem to confirm 
the most recent experimental research regarding the ef-

FIGURE 2. SQ: median scores obtained for the total sample 
at the three treatment assessment points (diagnostic phase, 
six-month follow up, termination).

TABLE II.

Psychophysiological Profile (PPP): mean values obtained for the total sample (TOT) and for the two subgroups on four physi-
ological parameters of the three PPP phases (b: baseline; s: stress; r: recovery).

AN BN TOT

 Mean Standard Deviation Mean Standard Deviation Mean
Standard De-

viation

sEMG b (µV) 5 2 4 1 4 2

sEMG s 5.4 1.9 5.2 .8 5.4 1.5

sEMG r 4.8 1.9 4.2 .5 4.6 1.5

GSR b (µS) 2.4 1.8 4.1 2.1 3.0 2.0

GSR s 3.0 1.9 5.8 3.4 4.0 2.8

GSR r 2.7 1.8 5.0 2.8 3.5 2.4

PT b (°C) 30.8 2.2 31.5 3.3 31.1 2.5

PT s 30.71 2.14 31.51 3.36 30.99 2.54

PTr 30.77 2.17 31.29 3.53 30.96 2.61

HR b (bpm) 68 15 68 9 68 13

HR s 72 16 73 10 73 13

HR r 71 15 68 7 70 12

Abbreviations: sEMG: surface Electromyography; GSR: Galvanic Skin Response; PT: Peripheral Temperature; HR: Heart Rate

TABLE III.

Comparison of scores obtained from the SQ scales for the 
total sample during the three treatment assessment phases 
(diagnostic phase, six-month follow up, termination); non 
parametric Friedman and Wilcoxon test

Friedman 1-2 1-3 2-3

A < .002 n.s. < .005 < .01

D < .001 < .02 < .001 < .05

S n.s. n.s. n.s. n.s.

H < .005 n.s. < .005 < .02

TOT < .005 < .05 < .002 < .01

Abbreviations: A: Anxiety; D: Depression; S: Somatic Symptoms; H: Hostility
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fectiveness of CBT in the treatment of ED when it is used 
in adjunct to pharmacological treatment 39,40. Moreover, 
analyzing how the “recovery” process unfolds, it was 
possible to observe significantly reduced levels of self-
reported depression within six months of therapy onset 
as well as decreased anxiety and hostility scores within 
the first year. This short-term cognitive-level improve-
ment was observed to occur gradually and progres-
sively and was also found to extend to long-term.
At the physiological level, the only index that showed 
significant improvement involved skin conductance 
(GSR) reactivity in the stress phase. Furthermore, such 
change was found only in the medium-long term (more 
than six months after the onset of treatment). Indeed, 
meager physiological reactivity during the stress phase 
and the low GSR levels have frequently been observed 
in depressed patients, in addition to patients suffering 
from an ED 9,41. Therefore, it was possible to observe a 
partial discordance in patients’ responses to the treat-
ment: patients’ self-perceived improvement preceded 
any changes observable at the physiological level. The 
patients examined in this study showed an improvement 
in mood that seemed to precede the improvements re-
vealed through “objective” measures. This finding can 
be explained, in part, as being consistent with organic 
impairments induced by fasting and purging behaviors. 
Often, it is necessary to establish a period of rehabilita-
tion and normalization of eating behaviors before one 
can observe a normal reestablishment of the patient’s 
physiological functioning.
Similar results were found by Lachish and colleagues 42 
investigating the efficiency of cardiac function in ano-
rexic patients. Using HR and HRV, as parameters for the 
comparison between AN and controls, a significant dif-
ference was highlighted at the beginning and at the end 
of the treatment; furthermore after 24 and 36  months 
from the remission of symptoms and weight restoration 
an improvement has been described. This indicates a 
shift of sympatho-vagal balance, toward vagal tone pre-
dominance, and a reduced sympathetic tone 42. It addi-
tionally reflects a physiological adaptation to prolonged 
low energy state 43-45.

In a recent review  43 the time required for recovery of 
cardiac function was highlighted: bradycardia and HRV 
increase can be observed up to 2 years after symptom 
remission 46 as well as after 7 or even 10 years 46-48.
However, the data also seems to confirm the possi-
bility that clinical indices coming from different chan-
nels (cognitive, physiological, behavioral) are relatively 
independent. Furthermore, the tendency frequently 
found in patients suffering from EDs shows a little “ego 
dystonic awareness”, which means they have diffi-
culty recognizing their emotional states and biological 
needs 4,5,14,15,20,28,49,50.
In fact, alexithymia has been shown to be a stable trait 
in ED patients resulting in a predisposing and perpetuat-
ing factor: failure to recognize emotions and needs aris-
ing from one’s body allows for the maintenance of a low 
BMI 22. As a stable factor, alexithymia persists even after 
the reduction of depression and anxiety  51, ED behav-
iors 4, and can negatively affect the outcome of therapy 52.
It has been hypothesized that AN patients with alexithy-
mia symptoms have greater difficulty in learning new 
specific strategies to effectively deal with negative emo-
tions without the use of ED behaviors.
In fact, these behaviors in restricted AN (e.g. restriction/
hunger) and BN (e.g., bingeing and elimination behav-
iors) usually function as maladaptive strategies to regu-
late or compensate for deficits in emotion regulation 22,26.
Furthermore, some experimental research demon-
strates a tendency for females suffering from EDs to 
“exhibit” intense emotional reactions on the behavioral 
and verbal levels, despite experiencing little physiologi-
cal activation 8,9,13,53. 
Although the literature contains recent studies aimed at 
studying the emotional-psychophysiological aspects in 
ED, there is no research that has taken into considera-
tion other psychophysiological parameters than HR and 
HRV 42,43,46-48. 
In the present study, for the first time, these parameters 
were measured together with GSR, an indicator so far 
little studied 8,9,13,53-57. In fact, it is interesting to note that 
this parameter is the only one that manifests reactivity 
after the treatment. Particularly, GSR represents the ef-
ficiency of cognitive functionality and so reflects the mo-
tivational activation and the attentional processes 7. In 
light of this, the greater physiological reactivity found in 
this study following the therapeutic intervention may be, 
at least partially, interpreted as reflecting the patients’ 
learning of new cognitive strategies for processing and 
managing their emotional experiences.
Another aspect that could explain an increase in the 
GSR parameter is the remission of depressive symp-
toms: usually, the low GSR reflects the presence of cog-
nitive deficits, such as difficulty concentrating 8,9. How-
ever, further studies need to be conducted: it would be 

TABLE IV. Comparison of GSR values for the total sample dur-
ing the three treatment assessment points (diagnostic phase, 
six-month follow-up, termination) for every phase of the PPP 
(rest/baseline, stress, recovery); non parametric Friedman and 
Wilcoxon test.

Friedman 1-2 1-3 2-3

Rest/Baseline n.s.

Stress < .05 n.s. < .02 < .02

Recovery n.s.
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useful to verify if GSR could be an indicator of improved 
cognitive impairment in patients with ED  54. To date, 
there are few studies in the literature that analyze the 
stress response in patients with ED taking into account 
skin conductance, and, of these studies, many of the 
results are controversial  8,9,13,53-57, probably also due to 
the different emotional and stressful stimuli selected by 
the authors to evaluate autonomic reactivity.
In addition, monitoring the effects of any form of psycho-
therapy raises a number of problems relative to the meas-
urement criteria, decisions regarding when to carry out 
assessments, and possible generalization of the obtained 
results 2. It is by now evident that the effects of treatment 
often do not involve only variables explicitly considered by 
the clinician, but much more global issues affecting the 
individual. Measurement of therapeutic change obtained 
with the various assessment tools also requires special at-
tention in regard to the interpretation of the data collect-
ed “before and after” 2,3. In testing the effectiveness of a 
treatment, it can be useful to consider the differences be-
tween the values collected at different times or to assess 
the mean change obtained from patients belonging to the 
same diagnostic category. Although this, it is essential not 
to neglect the possible influence of patients’ initial levels of 
subjective suffering, as well as the many other variables 
that can notably differentiate between apparently similar 
psychopathological dispositions.
Experimental research has ample clarity between differ-
ent diagnostic categories and this allows for the crea-
tion of homogeneous groups of patients who are similar 
in terms of pathological features. Despite this, each indi-
vidual’s clinical profile can still hide its own idiosyncratic 
maintenance factors behind nosological definitions. 
These idiosyncrasies are explained by the specific per-
sonal history of the patient, the relationship between the 
patient and his/her “environment”, the meanings that 
the patient cognitively attaches to events, and stable 
traits of personality  2,27,28,41. Therefore, concerning the 
effectiveness assessments of different interventions, it 
becomes crucial to reconcile and integrate a more nor-
mative vision of the results with a more subjective vision 
that focuses on the peculiarities of the individual. This 
holds true both in the study of individual cases and in 
investigations of actual clinical populations 8,9,27,28.
Thus, in addition to the initial diagnostic phase, a thorough 
investigation also becomes necessary in the assessment 
of the therapeutic effects. Such an investigation does 
not focus only on the detection of single symptoms and 
the most salient dysfunctional characteristics, but aims 
to gather a true “configuration” of qualitatively different 
responses 8,9. The adoption of a multidimensional model 
of care makes it necessary to reformulate the concepts 
“recovery” or “remission” in order to consider all levels 
of analysis and their possible discordance. In fact, once 

accepted that there are frequent “splits” in individuals’ 
responses, and that there is a need for a holistic investi-
gation of each clinical case, the importance of assessing 
the true “result” of an intervention is greatly enhanced by 
the possibility of studying its “process” 4-6. In other words, 
the collection of various indices throughout the duration 
of therapy is, in itself, an excellent tool for monitoring the 
therapy’s validity, as well as for providing important infor-
mation about which aspects (i.e., cognitive, behavioral, 
physiological) respond best to treatment.
Consequently, one can deduce that there is very im-
portance of emphasizing a treatment, psychological 
pharmacological integrated or less does not dwell only 
on a general disorder profile or on self-reported symp-
toms. The previously mentioned discordance, between 
cognitive-affective, physiological and behavioral lev-
els 11,13-17,55, necessarily prompts the clinician to continue 
to monitor treatment until there is not just the absence 
of symptoms, but also an objective assurance that the 
therapeutic changes have stabilized.
Ultimately, these considerations suggest, at least in part, 
the need to “relativize” the concept of improvement and to 
consider new methodological pathways for studying dif-
ferent therapeutic interventions’ effects. This concept only 
underlines the importance, even in the psychiatric, psy-
chotherapeutic and clinical fields in general, of the need to 
obtain clinical evidence of the goodness of the treatment 
and the efficacy of the treatment itself as it is administered.

Limitation
The main limitation of this study is the small sample. This 
study could be replicated by involving a larger number 
of participants. This could favor possible comparisons 
between male and female gender as well as compari-
sons between the various subtypes that characterize 
the spectrum of eating disorders, namely AN with re-
strictions, AN with binges, and BN.
Further factors, such as co-morbidities present, could 
also be considered by distinguishing any associations 
with anxiety, depressive, or obsessive disorder.
Furthermore, the evaluation of the emotional aspects 
could be enriched by tests and questionnaires aimed at 
investigating alexithymia and the capacity for emotional 
self-regulation; for example, the Toronto Alexithymia 
Scale (TAS) 52 and the Difficulties in Emotion Regulation 
Scale (DERS)  53 could prove useful for possible com-
parisons with the objective data derived from the PPP. 
Further tools could also be used for the evaluation of the 
psychophysiological structure. For instance, it is known 
that mineral and electrolyte alterations affect the func-
tion of the ANS and contribute to disturbances of the 
cardiac autonomic function. Therefore, their dosages 
could be useful to understand and better describe the 
organic compromise as well as the slowness in psycho-
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physical recovery even after the remission of symptoms. 
Finally, further studies may also examine the value of 
HRV, considering that in recent literature it is repeatedly 
reported as a very useful parameter for the diagnostic 
setting and for the description of some psychophysi-
ological impairment.
In this light, the effectiveness of a combination of therapy 
like the CBT, less or more integrated with the psychop-
harmacological one, and biofeedback training may be 
evaluated in order to improve treatment outcomes, and 
ty to obtain a good and healthy mind-body integration.
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SUMMARY
Objectives
The treatment of addiction is very complex and results from the integration of pharmacolog-
ical and psychological techniques whose end-point is generally to obtain and maintain total 
abstention from substances of abuse for the individual patient; however, this goal in clinical 
practice is often very difficult to achieve given the high psycho-behavioral dependence on 
many substances, the frequent psychiatric and poly-abuse comorbidity and the low motiva-
tion of many patients, at least at the beginning, to stop completely and definitively with one 
or more substances that often accompany them for many years or decades. Thus in recent 
times it has appeared as an idea the implementation, generally more realistic, of methods that 
imply the reduction and change of consumption, and consequently also of the physical dam-
age, associated with psychoactive substances. In this article we will deal with the methods 
that lead to this result, with practical examples where this is already applied and with possible 
ideas for the future management of some situations of frequent clinical confirmation.

Materials and methods
The work was carried out by searching on sites of scientific articles such as PubMed, Re-
searchgate and Google Scholar, by typing in keywords such as “addiction”, “harm reduction”, 
“addiction drug therapy”, as well as in paper manuals of psychiatry and psychopharmacology. 

Results and conclusions
We have found many articles, both recent and past years, of studies and data that testify that 
harm reduction is, for many subjects, a more realistic and easily achievable endpoint, both 
as an intermediate step towards complete abstention and as an objective primary, especially 
in the case of significant psychiatric comorbidity, poly-abuse or unfavorable socio-economic 
conditions and in some cases, such as for tobacco smoking or intravenous drug use, it also 
allows to reduce physical complications and public health expenditure, going for the benefit 
not only of practitioners working in mental health centers but of all branches of medicine, 
including general medical care.

Key words: damage reduction, psychoactive substances, addiction, psychopharmacology

Introduction
The consumption of psychotropic substances has played an integrated 
role in human history for millennia, but with notable differences both like 
the substances used and in the reasons for their use. The meaning of 
the assumption can be various, religious, ritualistic, self-medicating (to 
“chemically” affect a negative mood or psychic tension as in the case 
of alcohol) or for the pursuit of pleasure, as well as to improve their per-
formance (this is the case, for example, of stimulants, cocaine in the first 
place, without excluding nicotine and caffeine). Just think, for example, 
that all over the world 48% of the total adult population consumes alcohol 
at least occasionally, 33% smokes tobacco and at least 5% consumes 
illicit substances 1. In Italy the situation in recent years is not very differ-
ent; according to data from the anti-drug police department  2, in 2019 
almost 55 drug emissions and 223,541 cannabis plants were seized (with 
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a decrease of 55.7 and 57.4% from 2018), in addition 
to 59,457 doses/narcotic substances tablets (+ 74.4%). 
82% of the substances seized are cannabis products: 
the quantities of hashish and marijuana respectively, a 
difference from previous years, are substantially equiv-
alent. In Italy, there are about 550 seats and in 2019 
they assisted over 136,000 drug addicts, of which over 
65% with heroin-related problems and over 30% from 
cocaine. Alcoholic services take care of over 90,000 
patients, which however are about 10% of the total real 
number of alcoholics in Italy (which amounts to over 
800,000 patients potentially deserving of treatment) and 
over 5 million people are considered “drinkers at risk”, 
ie non-alcohol dependent but abusers and potentially 
susceptible to the development of alcohol-related phys-
ical diseases over time 3. The total abstinence does not 
always constitute a feasible or acceptable goal given 
that a strong ambivalence often prevails between the 
awareness of having to stop consuming a substance 
that compromises the state of health and the constant 
desire to seek pleasure and its gratifying effects so that 
the individual is free to make a personal choice about 
his or her modality of use of the substances themselves. 
It is therefore essential in the beginning to understand 
what the patient wants to achieve first, as well as his 
level of motivation and self-efficacy 4. It should be kept 
in mind that in this class of patients (not sufficiently 
motivated for total and immediate cessation and often 
with little family and social support) the short-term re-
lapse rates (within 6 months) are very high; this is why 
in recent years the idea of a new possible management 
model has been born that does not imply an immediate 
detachment from the subs tance but remodeling and 
review of the relationship between the employer and the 
substance itself. This is how the idea of the approach 
based on “harm reduction” was born, a model already 
in use for some substances and which seems to give 
more feasible and consolidable results in the long term 
than complete abstinence, which can in any case then 
be obtained at a later time. The management approach 
based on harm reduction implies a paradigm shift that 
sees in the first place, not the rapid and complete with-
drawal from the abused substance but a reduction in 
its frequency of use or a different way of taking it that 
results in both the overall improvement of the psycho-
physical health of the patient and an incentive for a sub-
sequent possible complete abstention. In detail, an ap-
proach of this kind involves various aspects 5,6:
• the reduction of consumption induces an improvement 

in the physical health of the subject, with a minor cumu-
lative dose and this allows to delay, slow down or avoid 
the damage, depending on the type of substance, the 
time of therapy in the history of the disease and patient-
related factors such as age and comorbidities;

• improves mental health by reducing both the psychic 
effects of chronic intoxication (eg pro-depressive 
effect of alcohol and opioids or stimulating effects 
such as insomnia, anxiety, and mania from cocaine 
or amphetamines) and episodes of acute intoxica-
tion and binge, with positive effects also on the pos-
sible psychiatric comorbidity;

• furthermore, for some substances, the passage from 
injection to enteral administration or through special 
instruments (we will see later) significantly reduces 
the risk of transmission of serious and chronic infec-
tions such as HIV and HCV, improving expectancy 
and quality of life. How damage reduction can be im-
plemented are 3: reduction of the frequency of con-
sumption, of the dose taken in a single time and, in 
the case of venous users, change of administration 
by non-injection route or by using sterile disposable 
material, properly disposed of later. We will now see in 
detail the application models currently already in use.

Materials and methods
The work was carried out by searching on some sites of 
scientific articles (PubMed, Researchgate and Google 
Scholar) by typing in keywords such as “addiction”, 
“harm reduction”, “addiction drug therapy”. Moreover, 
up-to-date paper books relating to addiction psychia-
try and psychopharmacology were used. In drafting 
the work we focused on selecting only recent articles 
or texts where harm reduction was explicitly mentioned 
as a primary or secondary endpoint, without neglecting 
however the relationship of this approach with the tradi-
tional one of maintenance with agonists and comparing 
them for specific groups of substances, evaluating both 
the potentially beneficial effects on mental health and 
physical comorbidities.

Discussion

Tobacco
Tobacco smoking remains a truly global epidemic. Wide-
spread after the discovery of America and now cultivated 
in various parts of the world, the tobacco plant (Nicotiana 
tabacum) is part of the Solanaceae family and is by far 
the most abused substance also given its high ability to 
induce psycho-addiction. To date, more than 13  million 
people smoke in Italy (ISTAT 2020 data) and where every 
year between 70 and 80 thousand die from smoking-relat-
ed diseases, mainly tumors, cardiovascular and respiratory 
diseases, and where, of the more than 40 thousand new 
diagnoses at the year of lung cancer, 85% is directly attrib-
utable to smoking. On the other hand, psychiatric patients 
tend to smoke 2-3 times more than the general population 
and, while representing a minority of it, consume alone up 
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to 44% of total cigarettes, paradoxically receiving less as-
sistance and advice to quit  7. In recent years, much has 
been done to discourage consumption, from the increase 
in cigarette prices to anti-smoking advertising campaigns 
to the creation of real anti-smoking centers, currently over 
300 throughout the country. Unfortunately, all this seems not 
to be enough and most smokers remain relatively insensi-
tive to the motivational drive to change and the data show 
it: only 30% try to quit smoking every year, and of these only 
5% become abstinent long term 8. What reasons? The most 
important is that tobacco use is both physical and behavio-
ral addiction to nicotine even though it is commonly accept-
ed as a simple habit or bad habit and there is still a great 
deal of neglect among doctors and healthcare profession-
als who only rarely offer true and their paths to their clients. 
There is no acceptable threshold dose for smoking: total 
and permanent abstention alone is the central goal in the 
management of the smoking patient, but this goal is poorly 
accepted especially by heavy smokers (up to 60 cigarettes 
a day). So the health authorities have tried to find a “middle 
way” to obtain the initial therapeutic engagement for these 
subjects and today there are two important approaches to 
harm reduction in this population 9,10:
• the exclusive switch to electronic cigarettes (e-cigs, 

now on the market for over fifteen years) or to heated 
tobacco products (IQOS, more recently introduced): 
toxicological studies have shown the reduction of ex-
posure by over 90% of the polluting particulate in sub-
jects “vapors” compared to traditional smokers and 
as regards IQOS the reduction is between 30 and 
70% depending on the chemical species involved 11-

13. The e-cigs were the first devices initially developed 
to promote the complete cessation of tobacco but 
the current guidelines are more in favor of harm re-
duction as it has not been demonstrated uniformly in 
studies that subjects who switch to ‘exclusive use of 
the e-cig always manage to stop permanently, even 
if this determines the absorption of nicotine always 
by inhalation and therefore much more similar to the 
traditional cigaretteThe IQOS, which arrived on the 
market in 2015, is a hybrid between the two as they 
contain tobacco which, however, is not burned but 
only heated up to about 350 degrees to vaporize the 
nicotine 14. According to some studies, the transition 
to the use of these new devices would make it possi-
ble to significantly reduce the incidence and mortality 
rate from cancer but to date in Italy no health policies 
are promoted in this sense, preferring the perspective 
of prohibition which is certainly effective. but unfor-
tunately poorly accessible for many at-risk groups of 
the population (including adolescents, highly addic-
tive smokers, psychiatric patients);

• the use of traditional anti-smoking drug therapies not 
to achieve total cessation but to allow a reduction in 

consumption without causing the patient to suffer ex-
cessive nicotine withdrawal symptoms between one 
cigarette and the next (this is because, given the short 
half-life of the nicotine, heavy smokers tend to light the 
next cigarette every time the nicotinemia is reduced to 
zero, especially in rapid metabolizers and in subjects 
who have developed high tolerance). Various studies 
have, for example, showing that the use of nicotine 
transdermal patches stabilizes the patient by reduc-
ing the desire to smoke overall, especially during 
nocturnal awakenings, in the morning, and in times 
of stress, improving compliance 15,16. This method al-
lows the strong smoker to perceive being able to con-
trol consumption, managing to stay a few more hours 
without the need to smoke and therefore allowing, at 
least in some, to increase their self-efficacy and fully 
bring out the will for complete cessation. The same 
goes for the other nicotine releasing pharmaceutical 
forms and also for varenicline, taking into account 
that the best results are obtained by combining two 
pharmaceutical forms for NRTs (transdermal patch 
and quick release preparations as needed) and also 
psychological support is always important because it 
maintains and improves motivation and strengthens 
the therapeutic alliance 17.

Among the new treatment strategies is the use of two 
partial agonists, varenicline and cytisine, which since 
the early 2000s has shown great promise in making 
patients quit smoking or at least in reducing the num-
ber of cigarettes. Varenicline, an alfa4 beta2 nicotinic 
cholinergic partial agonist, on the market since 2006, it 
has revolutionized the management strategy of heavy 
smokers in anti-smoking centers because it is not only 
capable of acting on withdrawal symptoms, reducing or 
canceling them, but above all capable of reducing the 
craving for tobacco, stabilizing mood and levels of anxi-
ety typically increased during smoking withdrawal 7. Ag-
onist nicotine therapies, which replace the substance 
as it is taken with smoking, release nicotine with a dif-
ferent kinetics than smoked one, which after an average 
of 8  seconds immediately reaches the CNS, instead 
with transdermal patches it is released slowly during 
24 hours. hours, giving constant nicotinemia but with-
out the positive reinforcement linked to rapid peaks and 
also rapid formulations such as oral sprays or sublin-
gual tablets, while waiting for the withdrawal symptoms, 
do not completely cancel them and do not improve the 
craving (but they can still be valid if the person is highly 
motivated and does not have a high addiction). 

Alcohol
The use of alcohol is attested in all cultures since ancient 
times and occurs along a continuum ranging from epi-
sodic and very moderate use to heavy, sporadic, or daily 
consumption, which can give rise to serious forms of ad-
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diction and associated somatic pictures 18. Consumption 
patterns vary considerably from individual to individual 
but overall in recent years we have witnessed a change 
in them in Western society, passing from the more clas-
sic, “Mediterranean” one, ie mainly low or medium alco-
holic beverages and during meals or in any case in con-
vivial situations, to the “Nordic” one, with the prevalent 
use of medium-high alcohol drinks, often between meals 
and with the specific aim of researching psychoactive 
effects rather than the pleasure of associated taste; 
among young people, it is now fashionable to consume 
with binge modality, ie six or more alcoholic units in a 
short period for the pure search for a “high”, especially 
by associating other psychoactive substances such as 
caffeine in energy drinks and psychostimulants  19. The 
DSM-V reformulated the diagnostic criteria for alcohol-
ism by linking both actual addiction and abuse under the 
term “alcohol use disorder” (AUD). Alcohol can cause 
damage to various organs and systems and 70% of pa-
tients with alcohol-related diseases are social drinkers 
and not alcoholics, which represents only about 5% of 
the population. 35-40% have a risky consumption and it 
is precisely among these that most of the subjects who 
will develop related physical problems, on average after 
a latency of 10-30 years from the first contact with the 
substance, must be sought. Even in the case of AUD, 
the treatment aims to obtain abstention from consump-
tion but we know it to be very difficult: it is, in its natural 
history, a rather resistant disorder to treatment, generally 
with many relapses with a strong psycho stimulus, physi-
cal to the resumption of consumption due to the mes-
encephalic neurobiological changes, patients have an 
intense reactivity to environmental stimuli and emotions. 
Episodic consumption typically begins in adolescence 
and is a common habit and generally decreases from 
around the age of 30. Of consumers at risk, about a third 
continue towards addiction while the majority maintain or 
reduce their income 20,21. Of the alcoholics, without treat-
ment, most have a strong tendency to progress and, after 
the rare periods of abstention, most, due to sensitization, 
return to their original consumption in a short time. Of the 
subjects attending a comprehensive treatment program, 
45% achieve long-term abstinence, 35% have a remitting-
relapsing path, and 20% show a progression of damage. 
The highest risk is recorded during the first 3 months of 
the program (70-80%). With a view to harm reduction, 
as previously explained for tobacco, starting from 2013 
the authorities approved the marketing of a new drug, 
nalmefene, a class C drug obtainable with a standard re-
peatable prescription and marketed in 17-milligram tab-
lets. This drug has some peculiarities compared to the 
others in use: it was in fact designed to be prescribed 
for the reduction of consumption in adult patients with al-
cohol dependence who have a high-risk intake but with-

out physical symptoms of suspension and who do not 
require immediate interventions. detoxification, together 
with ongoing psychosocial support, aimed at adherence 
to treatment and reduction of alcohol consumption, only 
in patients who continue to have a high-risk drinking level 
two weeks after the initial assessment  7. This is a very 
different goal from the classic one which instead pro-
vides for the rapid achievement of complete abstention 
from alcohol consumption and was designed for abusive 
patients, especially in binge mode, not immediately will-
ing to stop drinking completely but who need (and who 
are willing) to reduce consumption. The dosage is also 
particular: in fact, nalmefene is taken as needed: the pa-
tient must take a tablet, preferably 1-2 hours before the 
scheduled time for alcohol consumption, every day when 
he perceives the risk of consuming alcohol. If the patient 
has started drinking alcohol without taking the drug, he 
should take one tablet as soon as possible. The maxi-
mum daily dose is one tablet (higher dosages have not 
shown additional benefits in preclinical studies). The use 
of drugs that modulate the opioid system in the treatment 
of alcoholism is not a new concept: naltrexone (NTX), an 
antagonist on endogenous opioid receptors, has already 
been approved for some time (1994) to manage alcohol 
dependence. as it reduces the pleasure associated with 
the consumption of drinks and the craving associated 
with abstention  22,23. However, while the NTX also indi-
cates the maintenance of opioid abstinence, nalmefene 
is specific for alcoholism as it reduces the reinforcing ef-
fects of alcohol and has a particular action profile. Al-
though it is a selective ligand of opioid receptors, it is not 
a pure antagonist like naltrexone but rather a modulator, 
with different factions in the various receptor subtypes (it 
is the antagonist on mu and delta receptors and partial 
agonist on kappa receptors) 8. It also has a long half-life 
and the data from preclinical and clinical studies and the 
literature do not suggest any form of addiction or abuse 
potential. The patient who takes nalmefene reports a re-
duced need for alcohol and above all a clear reduction of 
binge episodes and an easier non-problematic absten-
tion. However, these are patients who do not need imme-
diate detoxification, for whom traditional drugs and pro-
tocols remain valid, but who still deserve a reduction in 
intake that is not easily obtainable without other pharma-
cological support. Nalmefene is contraindicated in pa-
tients who are taking opioids or who have recently used 
them or with current or recent addiction as it can trigger 
a withdrawal crisis in these subjects. However, it can also 
be used in patients with non-advanced liver disease.

Illicit substances
The use of illicit substances has seen, since the 1980s, 
an epidemiological change, with a reduction in the 
consumption of opioids (primarily heroin) and a pro-
gressive increase in the use of natural and synthetic 
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stimulants. This phenomenon is attributable to social 
and cultural factors but also related to the availability 
of the substances themselves and their characteris-
tics: heroin depresses nervous functions, inducing se-
dation, drowsiness, lethargy, and severe physical and 
mental dependence, as well as various typical somatic 
complications opioids; stimulants, on the other hand, 
activate mental functions resulting in euphoria, disinhi-
bition, greater fatigue resistance and increased perfor-
mance and for these reasons they are often used by 
adolescents and by a segment of the population that 
is also well integrated socially and in contexts of poly-
abuse, especially together with alcohol 9,10. But one of 
the most characteristic factors is that heroin gives the 
typical feelings of gratification especially if administered 
by injection and most heroin addicts self-administer the 
substance intravenously several times a day given its 
short half-life. However, this entails various physical 
consequences, first of all, the high risk of transmission 
of blood infections such as HIV, HCV, and HBV due to 
the exchange of syringes between potentially infected 
people, as well as that of undergoing vascular compli-
cations such as phlebitis and embolic diseases caused 
by contaminants present in the substance. However, it 
must be said that this practice is not exclusive to heroin: 
stimulant substances such as cocaine, amphetamines, 
ketamine can also be injected (remember the classic 
combination of heroin and cocaine, known as “speed-
ball”). The use of non-sterile injecting practices was the 
main determinant in the 80s and 90s which contribut-
ed to the spread of the infections mentioned above in 
this population and still today, albeit to a much lesser 
extent, remains a significant social scourge  24. For all 
these substances there is no acceptable threshold 
dose and the final goal remains complete and definitive 
detoxification but, in a significant percentage of cases, 
due to the lifestyle, the addictive environment, and the 
associated complications, it is not possible to achieve 
sufficient adherence to treatment and patients relapse 
after a short time or will never go to a SerT. Thus, since 
the late 1980s, an attempt has been made to answer 
a question: can drug addicts learn how to use drugs 
responsibly, if not by stopping their consumption, at 
least by adapting it to avoid the most dramatic conse-
quences? The strategic solution would therefore not be 
to use all the energy in an attempt to fully recover drug 
addicts but to learn to live with the phenomenon and 
promote, as much as possible, strategies to reduce 
the harm related to consumption  9,25. Thus, especially 
abroad, operating models have been applied aimed at 
least reducing the damage related to the methods of re-
cruitment, moving to legal administration under medical 
supervision. In particular, three interventions already in 
use should be remembered 26:

• the distribution of sterile syringes via mobile units;
• the opening of centers for controlled consumption 

and information on the responsible use of drugs;
• the controlled distribution of heroin.
Such programs have already spread in Europe (in the 
Netherlands, for example, since 1984, in Denmark and 
Great Britain since 1986, and Switzerland since 1998). 
These policies do not in themselves imply the princi-
ple of legalization, although many promoters of these 
models are also in favor of it for some substances as it 
would lead to an increase in the quality of the drug with 
a decrease in the impurities contained and a reduction 
in the price of substances and related phenomena such 
as crime and prostitution. Since the discovery of HIV 
and HCV viruses, both in the 1980s and of their mode of 
transmission, the distribution of free sterile material (sy-
ringes, tampons, water) to drug addicts has begun in the 
first place, encouraging their return. from these, used 
syringes for their correct disposal. Even today there are 
“low-threshold services”, organized mainly in mobile 
street units and first reception centers and represented 
by volunteers who implement this distribution of sterile 
material in the places preferentially frequented by these 
people also through regional projects  27,28. The effects 
of these measures were immediately positive: in Italy, 
the prevalence of HIV infection among drug addicts fell 
from 60% in 1986 to values of about 3% in recent years 
(up to the 1990s, with the availability of HAART, caused 
rapid spread and death within 1-3 years from the infec-
tion). The same applies to HCV, albeit with less dramatic 
results: the seroprevalence of the infection among drug 
addicts up to the 1990s was very high, close to 100%, 
being much more contagious per syringe than HIV  7 
and it can also be transmitted simply by sharing other 
used instruments other than syringes such as filters. 
Today, also thanks to the new direct-acting antivirals, 
mortality has decreased sharply and new infections are 
reducing over time 7. Concerning the controlled distri-
bution of substances in Switzerland on 13 May 1992, 
the Federal Council ruled in favor of the controlled ex-
perimental distribution of heroin to seriously addicted 
drug users. Today, this therapeutic approach is part of 
everyday life in Switzerland. In total there are 21 centers 
distributed throughout the territory; the DiaMo Narcotis 
laboratory in Thun produces every year, under strict su-
pervision, between 200 and 300 kilos of diamorphine, 
the pharmaceutical form of heroin. According to various 
sources, crime related to drug dealing has reduced as 
drug addicts are no longer forced to commit crimes to 
obtain the doses, each of them is considered a patient 
and covered by the health insurance fund, subjected 
to medical treatment and psychological assistance. In 
Italy to date, low-threshold units have been a reality for 
many years but, as regards the controlled distribution of 
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substances for serious and recurrent cases, there are 
neither interventions already approved of this type nor 
short-term legislative proposals that provide for such 
methods of management, even if the heroin problem is 
far from solved. Finally, it should be remembered that 
also the use of a partial agonist drug, varenicline, which 
has contributed a lot to increase the percentage of sub-
jects who are able to obtain abstinence or a reduction 
in the consumption of illicit opioids thanks to some of 
its particular characteristics. An example of the utility of 
buprenorphine in the management of heroin withdraw-
al, which has accompanied methadone in an almost 
similar way in terms of efficacy, even if still fairly little 
prescribed. A disadvantage concerns its formulation in 
sublingual tablets as some heroin addicts have started 
over the years, after having solubilized the tablets in wa-
ter, to inject them into a vein. For this reason, today there 
is a tablet formulation that combines buprenorphine and 
naloxone: this opioid antagonist is not active orally as it 
is not absorbed but, if injected into a vein, it reaches the 
brain where it rapidly antagonizes the effects of opioids 
and also, in subjects addicted, often triggers withdraw-
al symptoms 11. This aspect is not possible instead with 
methadone, a complete agonist, often used directly in 
the vein with the risk of both overdose and venous or 
arterial puncture injuries such as phlebitis and moreo-
ver it is a syrup in a sugar solution, associated with an 
increased risk of diabetes and metabolic problems.

Benzodiazepines
Benzodiazepine abuse (BDZ) is a major problem in all 
care settings, both inpatient and outpatient, and all of 
these compounds have abusive properties, albeit with 
differences in half-life and hypnotic and anxiolytic po-
tency. It is estimated that in Italy the users of these com-
pounds are about one in 10 adults and that over 3 mil-
lion people are “long term users”, therefore off-label. 
Unfortunately 40 to 80% of these subjects have a de-
pendence on these drugs 29,30. Abusers are usually of-
fered as a strategy or with a slow dosage or, in the case 
of short half-life drugs such as triazolam, alprazolam, or 
lorazepam, switching to long half-life compounds, com-
plete agonists such as diazepam or lorazepam. clon-
azepam, with the same logic of switching from heroin 
to methadone, stabilizing plasma concentrations and 
reducing interdose withdrawal symptoms and allowing 
for easier downsizing. In recent years, however, a new 
technique has taken hold for high dose abusers (over 
50  milligrams of diazepam-equivalent per day for at 
least 6 months) based on the use of flumazenil as a slow 
subcutaneous infusion for one week of hospitalization, 
associated with prophylaxis. antiepileptic 31. Flumazenil, 
BDZ receptor antagonist, if administered not as a rapid 
bolus but as a slow infusion acts as a partial agonist 
allowing the restoration of the dysregulated GABA-A 

receptors in chronic BDZ abuse, restoring their normal 
function and restoring the original sensitivity that such 
patients they had lost over time 7,12. Currently in Italy this 
treatment is carried out only by the addiction medicine 
department of the Verona Polyclinic 13.

Conclusions
The problem of managing addictions remains a huge 
but poorly represented public health issue to date in Ita-
ly, despite the data indicating an increase in consump-
tion, especially among the under-30s. Various strate-
gies have been adopted to cope with this problem and 
among these a leading role sees those that imply the re-
duction of harm for those subjects with important addic-
tive behaviors and not immediately willing or able to stop 
their consumption especially for psycho-concurrent so-
cial events 14. The goal of harm reduction services is not 
the abstention from substance use, as that of traditional 
care services (although abstention is obviously a desir-
able but not immediately necessary development). The 
operators who deal with this meet people in the places 
of consumption and The relationship between opera-
tors and consumers is informal, with a non-judgmental 
approach because the primary objective is to prevent 
people from dying, avoid the transmission of diseases 
and prevent social damage. They also play a control 
role that benefits everyone and contain the health costs 
of any hospitalization and treatment for diseases such 
as hepatitis C or HIV and are a tool to hook the unde-
clared, which would not turn to the Sert. Various have 
been described, both for legal and illegal substances 
(the latter above all for their mode of intake) but to date, 
unlike the scenario of other European countries, Italy 
does not have health policies aimed in this direction, 
involving on the one hand the presence of centers that 
work very well and take care of over 136 thousand pa-
tients followed over time but a large number of potential 
patients continue to escape health control, endangering 
their health and that of others due to the spread of infec-
tions serious 15.
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Dall’universo dell’autismo allo spettro della 
catatonia 
by Liliana Dell’Osso and Giulia Amatori 

(FrancoAngeli, Milano 2022)

Recent scientific literature has highlighted the importance of spectrum 
approaches for optimizing the diagnosis and treatment of mental disor-
ders. The application of the spectrum model provides a more realistic 
representation of clinical syndromes, including recognition of subclinical, 
prodromal, and subthreshold symptoms, which are essential for early di-
agnosis and prevention. Within this framework, the autism spectrum has 
been described as a trans-nosographic dimension, a matrix of vulner-
ability that represents the starting point for the development of various 
psychopathological trajectories 1.
Dall’universo dell’autismo allo spettro della catatonia (“From the universe 
of autism to the spectrum of catatonia”) by Professor Liliana Dell’Osso and 
her student Giulia Amatori, explores in detail the possible pathological 
trajectory that originates from the autism spectrum and culminates in one 
of the most severe manifestations of mental disorder: catatonia.
The psychopathological vulnerability associated with the autism spectrum 
is attributed, in particular, to the intense propensity to ruminate about trau-
matic events, functioning as a process of endless re-experiencing with dys-
regulation of emotions and vital functions. A process that, perpetrated over 
time, is likely to lead to a clinical picture comparable to that seen in border-
line personality disorder, a mosaic of psychopathological dimensions asso-
ciated with the frequent removal, reprocessing and exploitation of trauma. 
In the absence of adequate psychopharmacological treatment, the last 
stage of the illness trajectory described in the book, could then be charac-
terized by the full-blown, or subthreshold, manifestations of catatonia. 
From this point of view, the authors propose three dimensional assess-
ment tools developed at the psychiatric clinic of Pisa, in order to facilitate 
the recognition of subthreshold symptomatology and prevent the devel-
opment of potentially preventable mental disorders. The questionnaires 
reported in the book are the Adult Autism Subthreshold Spectrum (AdAS 
Spectrum) for the autism spectrum, the Trauma and Loss Spectrum Self-
Report (TALS-SR) for the trauma and loss spectrum and, finally, the Cat-
atonia Spectrum (CS), a recently formulated questionnaire designed to 
investigate the symptoms of the catatonic spectrum: a concept advanced 
by the DSM-5 itself with the introduction of the category “catatonia without 
specification”.
The psychopathological trajectory described by the authors is also en-
riched with emblematic clinical cases, able to improve the understanding 
of the different stages of mental illness. 
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