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1.ABBREVIATIONS

DSM-5: Diagnostic and Statistical Manual of mental Disorders
XSMA: Xarxa de salut mental i addicions

EIPP: Equips d’Intervencio Precocg a la Psicosi
UHA: Unitat d’Hospitalitzacio d"Aguts

PHIMJ: Parc Hospitalari Marti i Julia

IAS: Institut d’Assisténcia Sanitaria

IdibGi: Institut d’ Investigacié Biomedica de Girona
CEIC: Comité d Etica d’Investigacié Clinica

INE: Instituto nacional de Estadistica

FEP: First Episodes of Psychosis

1Q: Intelligence quotient

CHR: Clinical High Risk

DUP: Duration of Untreated Psychosis

WHO: World Health Organization

IQR: Interquartile Range

DISC-12: Discrimination and Stigma Scale

CDSS: Calgary Depression Scale for Schizophrenia
PANSS: Positive and Negative Syndrome Scale
SUMD: Scale Unawareness of Mental Disorders
BHS: Beck’s Hopelessness Scale

BIS-11: Barratt Impulsivity Scale



2.ABSTRACT

Background: Suicide is a human tragedy, according to the WHO it Kkills
800,000 people a year, or what is the same, one person every 40 seconds. It is
one of the leading causes of death in patients who are affected by
schizophrenia spectrum disorders, in which the rate of attempted suicide ranges
from 10-50%. People who suffered schizophrenia have had suicidal ideation at
least once during their pathology, and their estimate suicide rate is
579/100,000. The highest rates were shown in recently diagnosed subjects (<5
years from diagnosis). Social stigma is the product of several processes of
labelling, stereotyping, distancing and segregation, degradation and
discrimination, which generally occur in a context of asymmetric power. Data
available indicates that perceived and experienced stigma as well as self-stigma
are phenomena concerning a high percentage of patients with schizophrenia
spectrum disorders. An average of 64.5% of patients had perceived stigma,
55.9% had experienced stigma and 49.2% reported alienation (shame) as the
most common aspect of self-stigma. This may act as a risk factor of committing
suicide in these patients but is still not well studied.

Objective: The main objective of the study is to determine the relationship of
the social stigma on suicide behaviours in patients with first episodes of
psychosis

Study Design: A cross-sectional observational study that will be carried out in
the Xarxa de Salut Mental i Addicions (XSMA) of the region of Girona between
January 2020 and January 2023

Participant: The study will be formed by patients in first episodes of psychosis
considering the diagnosis criteria of DSM-5. When the participants present a
first psychotic episode, and they are hospitalized, they will be followed by the
referring psychiatrists of the Equips d’Intervencié Precog a la Psicosi (EIPP) or
of the Unitat d'Hospitalitzacio d Aguts (UHA), of Parc Hospitalari Marti | Julia
(PHMIJ). The selection will be done chasing a consecutive no probabilistic
model.

Key words: suicide, suicidal behaviour, social stigma, schizophrenia, psychotic
episode



3.INTRODUCTION

3.1 SCHIZOPHRENIA

The term schizophrenia refers to a pathology that is characterized by presenting
positive, negative, cognitive and affective symptoms. It is a chronic and variable
disorder (1).

Schizophrenia is one of the most mysterious mental disorders and involves a
tremendous cost both in relation to human suffering and in terms of social
spending, since it is associated with a disability that interferes with both
educational and work performance (2).

It has been seen that patients with schizophrenia have more cardiometabolic
abnormalities in addition to inflammatory processes and accelerated aging,
which leads to a shortening of their life between 12-15 years (1). They are also
2 to 2.5 times more likely to die at an earlier age than the general population
(3).

We must also bear in mind that these patients suffer from stigmatization,
discrimination and violation of their human rights (3).

Epidemiology

The prevalence of schizophrenia is between 0.3-0.7% throughout life and is
higher in men (1,4). Itis estimated that it affects 21 million people worldwide (3).
It has a higher incidence in low-level population and in migrants as well as it has
been seen that in men there is more precocity in the appearance of the
pathology (1,4).

In addition to having a worse response to pharmacological treatment, they have
a worse prognosis than women. In case the negative symptoms prevail and are
of longer duration the incidence will be greater in men (1,4).

On the other hand, if what prevails is the affective clinic and with short
episodes, we will have equivalence between the two sexes and will have a
better prognosis than the previous ones (1,4).

Etiopathogenetic

Regarding the aetiopathogenesis of schizophrenia we find both genetic and
environmental factors as well as the hypothesis of dopamine and other
neurotransmitters, that of neurodevelopment and structural and functional

neuroimaging (1).



- Genetic factors: it has been seen that there is a clear component of the

pathology that is inherited, and this has more importance than the environment
(80% vs. 20%). Studies show that if there are affected relatives there is more
probability of suffering from it and it increases the greater the proximity of these
(1). If one of the parents suffers it, the probability that the offspring will also do
so is 13% and if both are the risk increases up to 20% (5).

-Environmental factors: within this group we find the date of birth, place of birth

and seasonal effects as well as infectious diseases, complications during
pregnancy and childbirth, substance abuse and stress (5).

One of the best documented risk factors is obstetric complications, which has
been found to predict worse academic performance in the offspring of patients
with schizophrenia.

The consumption of substances and more specifically that of cannabis is
another that has been well studied, and it is known that excessive consumption
of this is frequently associated with increased risk of psychosis and cognitive
impairment (6).

Other factors that we find within this group are migration, a history of sexual
abuse and head trauma (1).

-Hypothesis of dopamine and other neurotransmitters: the main hypothesis on

neurotransmitters is that of an imbalance of dopaminergic function as a primary
neurochemical alteration (1).

According to the postulates of this hypothesis, there would either be an increase
of dopamine or in the amount or sensitivity that would produce the symptoms of
schizophrenia (7). The two dopaminergic pathways to be noted would be: the
mesolimbic (projected from the ventral segmental area from the mesencephalon
to some limbic areas such as the Accumbens, which is part of the reward
circuit) where excess dopamine would produce positive symptoms (psychotic
state).

The second route would be the Mesocortical (projections from the ventral
tegmental area to the ventromedial and dorsolateral prefrontal cortex), which
has been related to the regulation of emotion and affectivity, so a deficit in this
path would result in negative symptoms and cognitive as: alteration of attention,
working memory, executive function, flexibility of thought and affectation of

social cognition (1,7).



The proof of this is that antipsychotic medications by blocking the dopaminergic
system are effective against delusions and hallucinations but have less effect
on cognitive and motivational disability (2).

It has also been shown that there are other neurotransmitters that are involved
such as glutamate and serotonin (8).

-Alteration at structural and functional level: with the use of imaging tests we

can observe certain abnormalities that occur during the disease. Even so, one
that is specific to schizophrenia has not been found, so it is not possible to
include them in the diagnosis of it.

Using functional tests such as PET and SPECT it has been observed that there
is a decrease in brain metabolism as well as in blood flow (1). MRI has shown
that there is a selective reduction in the volume of grey substance of the inferior
prefrontal cortex, hippocampus and tonsil in patients with schizophrenia. It has
also been seen that over the years there is an increase in ventricular volume
(9). There is more correlation between the abnormalities observed in imaging
tests with cognitive performance than with the severity of symptoms (10).
-Hypothesis of the neurological development: according to this hypothesis there

would be an early "injury" in the developing brain that would be the result of the
interaction of genetic and environmental factors with normal processes of
development in adolescence or in early adulthood which would be the onset of
schizophrenia (11).

It seems that these neurodevelopmental abnormalities could begin in the uterus
during pregnancy at the end of the first trimester or at the beginning of the
second. These developmental alterations lead to the activation of pathological
neuronal circuits that would lead to the apparition of symptoms in adolescence
or early adulthood (12). It seems that as the developing brain assumes new and
more complex functions the impact of the pathology of neurodevelopment would
become evident (11).

Although currently schizophrenia is not included in DSM-5 in the pathologies of

neurodevelopment, most researchers have to provide it and include it in this

group.



Clinic

Before the first episode of schizophrenia there are usually a series of prodromal
signs and symptoms for months or years that are usually diagnosed later.
During the disease, behaviour, thinking, cognitive and motor function will be
affected, as well as having a negative impact on their social and work life.

When identifying an episode, what most attracts attention is usually the
psychotic symptoms, delusions and disorganization of thought, which concludes
in extravagant behaviours that lead to the loss of contact with reality.

There is a large group of patients who will present negative symptoms that will
be the most debilitating in the long term.

The difference between positive and negative symptoms is that:

- Positive symptoms reflect the appearance of phenomena that were not

present in the past.

- Negative symptoms reflect the loss of previously acquired skills or

characteristics.

Table 1. Positive and negative symptoms:

Positive symptoms Negative symptoms ‘
Hallucinations Poverty of language and thought
Delirious ideas Thought blocks

Extravagant or disorganized behavior = Affective blunting or flattening
Catatonia Social withdrawal
Carelessness
Apathy
Anhedonia
Abulia

Diagnostic

The diagnosis of schizophrenia is done according to the diagnostic criteria of
DSM-5 and it is done by exclusion. Previously in the DSM, there were subtypes
to classify, but today are no longer used.

Table 2. Diagnostic Criteria for schizophrenia disorder. Obtained from (4).

- Two (or more) of the following symptoms, each of them presents for a

significant portion of time over a one-month period (or less if treated



successfully). At least one of them must be (1), (2), or (3):

1 Delusions.
Hallucinations.
Disorganized speech (eg. Frequent disintegration or
incoherence)

4 Very disorganized or catatonic behaviour.

Negative symptoms (eg. Diminished emotional expression or
abulia)

- For a significant portion of the time since the onset of the disorder, the level

of functioning in one or more major domains, such as work, interpersonal

relationships, or personal care, is well below the level reached before the
onset (or when it begins in infancy or adolescence, the achievement of the
expected level of interpersonal, academic, or occupational functioning fails).

- Continuous signs of the disorder persist for a minimum of six months. This

six-month period must include at least one month of symptoms (or less if

successfully treated) that meet Criterion A (e.g., active phase symptoms) and
may include periods of prodromal or residual symptoms. During these
prodromal or residual periods, signs of the disorder may be manifested only

by negative symptoms or by two or more symptoms listed in Criteria A

present in an attenuated form (e.g., bizarre beliefs, unusual perceptual

experiences).

Schizoaffective disorder and depressive or bipolar disorder with psychotic

characteristics have been excluded because

1 No major maniac or depressive episodes have occurred concurrently with
active phase symptoms.

2 If mood episodes have occurred during active phase symptoms, they
have been present for only a fraction of the total duration of the active and
residual periods of the disease.

- The disorder can't be attributed to the physiological effects of a substance

(e.g., a drug or medication) or to another medical affliction.

- If there is a history of an autism spectrum disorder or early childhood

communication disorder, the additional diagnosis of schizophrenia is only
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made as long as the delusions or hallucinations are prominent, in addition to
the other symptoms required for schizophrenia, are also present for a

minimum of one month (or less if successfully treated).

Prognostic factors

Prognostic factors are included in Table 3.
Table 3. Obtained from (1).

Bad prognosis factors

Male

Early onset

Prolonged period of untreated illness
Severe cognitive impairment

Severe negative symptoms

Treatment

The treatment of schizophrenia is divided into two steps: the acute moment in
which the objective will be to suppress the clinic and return to the premorbid
level of functioning. For that we will use antipsychotics and the clinic which will
improve will be the positive symptoms.

The other part will be the maintenance, here the objective will be to prevent new
episodes, considering that almost half of the patients will relapse during the next
year (13). In this part of the treatment it is essential to ensure that they comply
with the guidelines and the use of prolonged-release medication could be
considered.

The pharmacological treatment will be supplemented with psychosocial
interventions such as individual psychotherapy, cognitive rehabilitation or work
in social skills both in the acute moment and in maintenance.

Early intervention in these patients is crucial and can still prevent the apparition
of the pathology in high-risk individuals and in the case of those who have
already suffered an episode it improves the results. It has been seen that there
is almost unequivocal evidence that schizophrenia patients show some degree

of cognitive impairment prior to onset of psychosis (6).
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It is recommended to start with cognitive behavioural therapy in order to monitor
the transition to psychosis and at the same time control the patient's functional
deterioration (14).

The main medications used in schizophrenia are antipsychotics. which reduce
positive symptoms but have numerous unwanted side effects (table 4) (15).

All current antipsychotics block dopamine D2 receptors with different degrees of
affinity which causes a decrease in the activity of dopaminergic neurons thus
reducing positive symptoms (1).

Currently the measures for the control of negative symptoms and cognitive
dysfunction are limited (16).

Table 4. Main side effects of antipsychotics. Obtained from: (1).

Main side effects of antipsychotics

Sedation Anticholinergic effects
Parkinsonism Dystonia

Akathisia Neuroepileptic Malignant Syndrome
Delayed dyskinesia Endocrine

Cardiac Agranulocytosis

3.2 SUICIDE

Suicide is defined as the self-inflicted death with evidence (either explicit or

implicit) that the person intended to die (17).

The latest data available (2017) in the province of Girona provided by the INE
indicate that 61 people died as a result of it, of which 77% were males (18). If
we look at the data in Catalonia 504 people committed suicide and in the whole
country 3679, of which 73% are males (18). Globally every year almost 800 000
people commit suicide, which supposes a “global” death rate of 16 per 100 000,
which equates to a death every 40 seconds. Suicide occurs throughout the
lifespan and is the second leading cause of death among 15-29 year olds
globally (19,20).

It is very difficult to find a single reason why people commit suicide. However,

most cases occur in circumstances of impulsiveness and at that time having
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access to certain means, such as firearms or pesticides, can lead to suicide
(20).

There are many factors that intervene in suicidal behaviour among which we
highlight social, cultural and psychological reasons, but the stigma associated
with both mental disorders and suicide itself leads to many not using the help
they need when feeling unable to do so. Although the evidence that many of
these deaths are preventable, suicide is not among the highest priorities of
governments and policy makers (20).

The suicide risk must be considered as a continuum that includes:

e Suicide attempt: self-injurious behaviour with a nonfatal outcome

accompanied by evidence (either explicit or implicit) that the person intended
to die.

e Aborted suicide attempt: potentially self-injurious behaviour with evidence

(either explicit or implicit) that the person intended to die but stopped the
attempt before physical damage occurred.

e Suicidal ideation: thoughts of serving as the agent of one’s own death.

Suicidal ideation may vary in seriousness depending on the specificity of
suicide plans and the degree of suicidal intent.

e Suicidal intent: subjective expectation and desire for a self-destructive act to

end in death.

o Lethality of suicidal behaviour: objective danger to life associated with a

suicide method or action. Note that lethality is distinct from and may not
always coincide with an individual’'s expectation of what is medically
dangerous.

e Deliberate self-harm: wilful self-inflicting of painful, destructive, or injurious

acts without intent to die (17).

The long-term risk in subjects with psychiatric disorders goes from 3.4% to
6.2% increasing as the number of mental disorders does (21). It is estimated
that 90% of people who committed suicide could have been diagnosable from a
mental illness, and approximately 60% of them are related to depressive
disorders. Other psychiatric conditions related to this are substance abuse,

schizophrenia and personality disorders (22).
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3.2.1 Suicide assessment
A psychiatric evaluation is the essential element of the suicide assessment

process (17). During the psychiatric evaluation the objectives will be:

1. Identify specific factors and characteristics that can modify the
consumption to be able to do so in acute and continuous interventions

2. Approach the patient to establish a safe environment both in the acute
moment and for the future treatment

3. Develop a differential diagnosis to be able to influence the treatment

planning even more.

The information required is summarized in Table 5. The evaluation will vary
depending on the place and capacity or disposition of the patient when granting
the information and the availability to access previous contacts with the patient
or other sources such as other mental health professionals medical or family
records. The sources of information can be different in addition to the patient
himself/herself, we will include the support network of the patient (family and
friends) and other health professionals who know him, he could also enter the
personal group of community residence or members of the patient's military

command .

Documenting the suicide assessment is essential. The most common is that
both the evaluation of suicide and its documentation occur after an initial
evaluation or in the cases of patients in treatment, when suicidal ideas or
behaviours arise or a dramatic and unforeseen improvement in the condition of
the patient. In the cases in which the revaluation is hospitalized, it also occurs
with changes in the level of precautions or observations, when the passes are
issued or in the evaluation for discharge. In addition to the documentation of
patient information, it is also convenient to do so with the family or other

significant people.
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Table 5. Characteristics evaluated in the psychiatric assessment of patients

with suicidal behaviour (17).

Current presentation of suicidality

(@)

(@)

(@)

Suicidal or self-harming thoughts, plans, behaviours, and intent
Specific methods considered for suicide, including their lethality and
the patient’s expectation about lethality, as well as whether firearms
are accessible

Evidence of hopelessness, impulsiveness, anhedonia, panic
attacks, or anxiety

Reasons for living and plans for the future

Alcohol or other substance use associated with the current
presentation

Thoughts, plans, or intentions of violence toward others

Psychiatric illnesses

o Current signs and symptoms of psychiatric disorders with particular
attention to mood disorders (primarily major depressive disorder or
mixed episodes), schizophrenia, substance use disorders, anxiety
disorders, and personality disorders (primarily borderline and
antisocial personality disorders)

o Previous psychiatric diagnoses and treatments, including illness
onset and course and psychiatric hospitalizations, as well as
treatment for substance use disorders

History

o Previous suicide attempts, aborted suicide attempts, or other self-
harming behaviours

o Previous or current medical diagnoses and treatments, including
surgeries or hospitalizations

o Family history of suicide or suicide attempts or a family history of

mental illness, including substance abuse

Psychosocial situation

(@)

Acute psychosocial crises and chronic psychosocial stressors,
which may include actual or perceived interpersonal losses,

financial difficulties or changes in socioeconomic status, family

15



discord, domestic violence, and past or current sexual or physical
abuse or neglect

o Employment status, living situation (including whether or not there
are infants or children in the home), and presence or absence of
external supports

o Family constellation and quality of family relationships

o Cultural or religious beliefs about death or suicide

¢ Individual strengths and vulnerabilities

o Coping skills

o Personality traits

o Pastresponses to stress

o Capacity for reality testing

o Ability to tolerate psychological pain and satisfy psychological

needs

3.2.2 Suicide and schizophrenia

Suicide is one of the leading causes of death in patients who are affected by
schizophrenia spectrum disorders, in which the rate of attempted suicide ranges
from 10-50% (23,24). Suicide ideation is a predictor of suicide and one of the
basis of the suicide prevention in schizophrenia (25). People who suffered
schizophrenia have had suicidal ideation at least once during the course of their
pathology, and their estimate suicide rate is 579/100,000 (26). Being the risk of
suicidal death during their life estimated about 5%, which is significantly higher
than the general population risk of suicide (27). The highest rates were shown
in recently diagnosed subjects (<5 years from diagnosis) (26). Compared with
the general population it has been seen relatively higher risk in younger age

groups of patients with schizophrenia (28).

In addition, suicide risk is twice as high at the onset of illness than in the later
course (29). Although these rates are higher than in general population they are
lower than others affected by another mental illness (26). A fact we should take
into account is that there has been a reduction of suicide in patients with
schizophrenia as well as in general population, but the gap between them has

increased in recent decades (30).
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Even though suicide is a cause of death in these patients there are more
common natural causes of death than unnatural, with cardiovascular disease
and cancer being the most common ones (28). However looking for the specific
causes of death in this same study it was seen that suicide was the one which
caused more deaths in males and cardiovascular disease in females (28). Even
if suicide is more common in schizophrenia the real number dying from it is low,
which shows that suicidal behaviour is independent to the main psychotic
disorder and the importance of other external risk factors. Of these we could
mention personality traits as aggression and impulsivity and gender, genetic
and environmental factors (31). Assessing suicide risk of an individual is a very
hard task in everyday work due to the compilation of factors involved in the
process of suicide and the limitations in predictors. All attempts have produced
numerous false negatives and far too many false positives to be useful in
identifying which schizophrenic patients need extraordinary suicide prevention
precautions (32). It is necessary to study to get tools which can work as
predictors to assess prevention. However few clinical suicide assessment tools

live up to reasonable expectations (33).
Risk factors of suicide in schizophrenia

The point of greatest risk of suicide in patients with schizophrenia is considered
to be during the first year of the disease (34). Most suicides occur in this period
of the disease (35). Although it must be taken into account that the risk is
considered high at any time during the course of the pathology (36). This risk is
considered to be especially high in relation to hospitalization, it is estimated that
about one third occur within the week after discharge (37) so it will be
imperative to assess the risk at admission and carry out adequate follow-up and

treatment at hospital discharge.
1- Suicide attempt

The history of suicidal behaviour is considered the main risk factor for
committing it (38) and having it significantly increases the risk in patients with
schizophrenia (39-41).
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The prevalence of the suicide attempt ranges from 20 to 40% (42) and the
methods used are more frequently violent and lethal with respect to the general

population which denotes greater intention to die (37,43).
2-Affective disorder: depression

The presence of derangement disorder is one of the leading causes of death by
suicide (44). In addition, more than half of the patients could be diagnosed with
depression at the time of suicide (41). We must bear in mind that intermittent
depressive disorders are a common comorbidity in patients with schizophrenia
(56). As a trigger for suicidal behaviour in vulnerable patients (43) and the fact
that they have a history of them presents a strong association (39).

In the prodromal phase of the disease depressive symptoms were associated
with suicidal tendencies during the next 12 months (45). These are also
associated with the risk of lifetime as well as of the present (46,47) with higher
rates both in the first episode and in future relapses of psychosis (48,49).
Therefore, early intervention on depression at this time in the pathology is
crucial to minimize ideation and attempts and thus death by suicide, since this
period is considered high risk of suicide (50).

So, it is very important to assess the symptoms of depression and in case there
is to treat it. The problem is that it can often go unnoticed because it is confused
with the negative symptoms of schizophrenia or due to neuroleptic side effects
(51).

The sense of hopelessness is an important risk factor in coexistence of
depression or in itself (48,52). Another author has found that hopelessness was
associated with suicidal ideation in people with FEP and this symptom acted

like suicide predictor (50).
3- Comorbid use of substances

Substance abuse is a common comorbidity among patients with schizophrenia,
about 50% have a disorder related to substance abuse at some time in their life

(31). Drug abuse greatly increases the risk of suicide (39).

Regarding alcohol abuse, although data is inconclusive, there is stronger
evidence suggesting that alcohol abuse is a predictor of suicide (53).
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Alcoholism is found in one fifth of patients with schizophrenia who died from

suicide, and the highest values were found in middle-aged men (36).

Another substance that is of very frequent consumption within this group of
patients is cannabis. Above all it is related in the first episodes of the disease
and is related to a lower age of onset of non-consumers and those who abuse
alcohol (54).

The comorbidity of substance abuse could have consequences of the type of
non-compliance with medication and abandonment of treatment (55), loss of
control, economic problems and violence. In addition, it has also been related to
impulsivity and suicide (56). It has been seen that patients with severe mental
illness who had substance abuse have higher rates of anxiety, depression and
hallucinations, more days of hospitalization and more likely to present
themselves as hostile and aggressive (57). There is also association with
violent crimes and substance abuse (46).

4.- Psychosocial factors
Within the personal and social factors, we find numerous risk factors.
Cognition and education

A high 1Q has been associated with higher risk (58,59). A high level of
education as well as a high cognitive functioning are associated with higher risk
in FEP patients (24,39,50,60) which could be explained by the fact of perceiving
a greater loss due to the disease. It may be because patients with higher
education feel more stigmatized and ashamed when they develop a mental
disorder (61) and this leads to a higher suicide risk (62).

Insight

Insight, the patient's awareness of his illness and the need for treatment as well
as the consequences of the disease has been associated with a higher risk of
suicide if it is related to hopelessness (63). Although there are some authors
who point out that a good knowledge of the disease with interventions aimed at
it can reduce the risk of suicide (63). In fact, it has been seen that early
perception increases the risk but a good perception after one year (due to

psychoeducational interventions) decreases the risk, which can indicate that the
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perspective is qualitatively different at the time of diagnosis than at the year of
treatment. Early compression can lead to a negative change in self-image or
awareness of the consequences of having a mental disorder and the stigma you
carry with it (25).

Others

Adherence to treatment that is also related to disease awareness is crucial to
reduce both the risk of suicide and suicide itself (64), so the lack of adherence

is an important risk factor (39).

Social factors such as living alone or in a family and the experience of a recent
loss have also been seen to be associated with a higher risk, so having social

support such as the family is considered a protective factor (65).

In most cases, there is concern about loneliness (66), and there is more risk in
patients who are afraid of losing their social position or partner due to illness
(61). The risk of death due to an unnatural cause is reduced by up to 90% when
there is family involvement in the first contacts with mental health care services
(67). It would also be useful to be able to integrate families and caregivers into

the FEP intervention programs (60).
5.- Characteristics of the illness
Psychotic symptoms & suicide risk in schizophrenia

As previously explained, schizophrenia is a pathology characterized by its
heterogeneity and the variety in the presentation of clinical symptoms. Of these,
depression and hopelessness that, although not the predominant symptoms of

the picture, are important risk factors, as explained above.

Symptoms such as agitation or motor restlessness and how anxiety and fear of

mental breakdown (39) of depression have been associated with suicide.

Regarding the positive symptoms of schizophrenia, it has been found that the
greater the number of positive symptoms, the greater the risk of suicide (58) as

well as the association of suicide attempts in the context of hallucinations (31).
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Psychotic Symptoms in FEP and Suicide

There is no consistent evidence that negative symptoms can increase suicidal
experience in CHR (24). In fact, there are authors who point out that the most
prominent negative symptoms such as deficits in emotional expressivity may
have a diminished ability to present motivational anguish, which can reduce the
feeling of hopelessness and with increase it the suicidal ideation (50). Some
authors found that people with suicidal ideation in the prodromal phase have
more symptoms both positive and negative than those who did not present
ideation (25).

In conclusion, the risk factors in schizophrenia seem to be less related to the
typical symptoms of psychosis such as delusions and hallucinations but more to

depressives such as hopelessness and worthlessness (39).
Age of Onset

The relationship between the appearance of psychotic symptoms and the risk of
suicide is complex. A study conducted in a psychiatric unit for adolescents
indicated that most suicide attempts were from patients diagnosed with
disorders of the schizophrenia spectrum (25). Studies indicate that the age of
onset is an independent factor for suicide, with a risk that increases 1.1% per
year (60,66). People who experience a subsequent onset of psychosis have
more difficulty accepting it since psychosis interferes with their functioning and

previous careers (66).
Duration of Untreated Psychosis (DUP)

The longest DUP is one of the risk factors most frequently recovered in
schizophrenia (68). Patients from communities without FEP early detection
programs had a higher risk compared to those from "early detection
communities", which led to the conclusion that early detection would reduce
DUP and the rate of suicidal behaviours (68).

3.3 STIGMA
Stigmatization, understood as a product of several processes of labelling,
stereotyping, distancing and segregation, degradation and discrimination, which

generally occur in a context of asymmetric power (69).
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Data available indicates that perceived and experienced stigma as well as self-
stigma are phenomena concerning a high percentage of patients with
schizophrenia spectrum disorders. An average of 64.5% of patients had
perceived stigma, 55.9% actually had experienced stigma and 49.2% reported
alienation (shame) as the most common aspect of self-stigma (70).

Stigma in a mental disorder begins with the labelling of the person suffering
from the symptoms of a mental disorder. For this reason, the DSM text avoids
the use of expressions such as schizophrenic or alcoholic and uses the phrases
of an individual with schizophrenia or an individual with alcohol dependence
(71).

Human beings tend to label and classify things and people, and in many cases,
this label carries a stigma towards the person. This complex social
phenomenon that we summarize under the term stigma does not only affect
patients with a mental disorder (72). The concept is also literally applicable to
dozens of circumstances ranging from urinary incontinence, leprosy, cancer and

mental illness (73).

3.3.1 Public stigma

It is defined as the “reactions of the general public towards a group based on
the stigma on that group” (74) and that appears when society approves
negative stereotypes and discriminations towards those people such as people
affected by a disease mental and that produces person and structural

discrimination and consequently its damage.

We label different groups existing in society according to the different
characteristics they have. These characteristics may not allow its discriminatory
labelling, as is the case of having one-foot size or another, or the colour of a
car. However, others that refer to personal traits such as skin colour, sexual
orientation or economic income are often related to one's social appearance
(74).

The stigma suffered by people diagnosed with a mental illness varies
depending on each mental disorder. The social attitudes towards people with
schizophrenia are not exactly the same as those related to other syndromes or

disorders, such as anxiety or depression (47). Stigma is related to simple traits,
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which can be easily identified and related to different types of individuals that
society considers to be potentially dangerous: foreigners, sick people, criminals,
etc. Specifically, the three aspects that go together and reinforce each other in
stigma and that differ in their cognitive, emotional and behavioural aspects
stigma are (72).

a) Stereotypes, all those generally wrong beliefs, that a large part of the
population has towards a certain social group and end up conditioning the
memory and the characteristics of the individuals of the affected group. The
result that stereotypes give is that they are very easily known by society and
therefore, the population is aware "of the stereotyped group and the
expectations towards them" (74). That there is a stereotype does not mean
that everyone agrees that they are adequate or not.

b) Prejudices, emotional tendencies, normally negative, whose characteristics
are subject to stereotyped beliefs. Many times, the prejudices are tied to
people without knowledge and information that can justify what they say,
they simply rely on benevolent information thus causing a reinforcement of
negative stereotypes and consequently, they feel negative emotions towards
these people. ("It's true! All people with mental iliness are violent!") (74).

c) Discrimination, development of both positive and negative actions, which

involve social distance ("they" versus "us").

Stereotypes affect, within mental disorder, mainly people with serious mental
disorders considering, at least, in Western countries these: dangerous,
unpredictable, strange, incurable and guilty of their disease. All these ideas are
associated with concrete feelings, prejudices, fear or rejection while also
transmitting pity or piety, although most of the time maintaining distances with
people who suffer mental disorder. This distancing would lead to the third
aspect studied where there is a decrease in contact with individuals
emphasizing that they are different from us thus creating two imaginary social

groups.

Thus, when labelled, unconsciously there is a separation between "us" and
"them." This causes society to automatically understand that "we" are not the
same as "they", that is, we are different. In the case of mental illness there is a

continuous labelling since, for example, when an individual is diagnosed with
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schizophrenia and this is known for their environment, they are referred to as a
“schizophrenic” instead of referring to it as “a person suffering from
schizophrenia." However, when we take this labelling to people suffering from,
for example, cancer, the deterioration that this type of disease can entail is not
labelled nor is the person either and society will not refer to it as a
“carcinogenic” person but as a person suffering from cancer. Therefore, the
person diagnosed with cancer will remain immersed in society and
consequently will be one of "we", instead, the person suffering from
schizophrenia will become directly one of "them." With this exemplification, we
can realize that depending on the way we use our language it can end up being

a dangerous source of promoting stigma.

3.3.2 Self-stigma

Self-stigma occurs when the components of this stigmatized group turn these
negative attitudes towards themselves (74). This stigma consists of the same
elements as public stigma. At the moment that a person accepts the stereotype
that has been awarded and makes it their own, self-esteem comes into play:
“self-prejudice involves negative emotional reactions, especially low self-esteem
and negative self-efficacy” (74). In many cases, people suffering from mental
illness end up failing in what they propose because of the self-discriminatory
behaviour to which they are subjected. The self-stigma is given by the same
stigmatized group, thus, those people who suffer from mental illness are aware
of the stereotypes to which they are tied and therefore, end up thinking that they
are useless people for society. Nevertheless, there are many people who suffer
from mental iliness that are not defined by the stereotypes and prejudices that

these people suffer and consequently do not suffer from self-stigma.

Many people who are discriminated against and suffer from public
stigmatization do not experience self-stigma, while others do (75). The
determining factor of one or another situation is self-esteem: thus, on the one
hand, there are people with low self-esteem who are taken and affected by a
negative view of the mental iliness, thus causing the self-stigmatization of the
person. On the other hand, there are people with high self-esteem who suffer
from a psychiatric disability and are not affected by society's standards, which

leads to strengthening. Normally, people accept stigma because they believe it
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is justified and legitimate, appearing negative feelings that involve the
individual's belief in not being worthy of having achieved the goals of his life.
This leads to shame, social withdrawal and demoralization (72). If they consider
the public stigma as illegitimate and unfair, they will have a reaction of outrage
which leads to the strengthening of the people who aim to claim to ask for
improvements in care and better quality of services. In the special case of

mental illness, three special aspects must be included (74).

+ Differentiate the self-stigma that causes the decrease in self-esteem,
with the decrease in self-esteem that occurs in different mental disorders.

* The reaction to stigmatize depends on the severity of the psychotic
episodes.

+ The reaction to stigmatization that is given by the environment depends

on how the person with mental iliness perceives this stigma.

In addition, self-stigma and strengthening are related to the fact of making
public the mental illness that an individual may have causing a decrease in
benefits (increase in self-esteem and have less stress by not having to keep the
disease secret) and an increase in costs (social disapproval). That the person is
aware of the benefits and costs of revealing his mental iliness will lead to the
step of making his illness public to his environment or not. Society only speaks
and knows the mental iliness of violent patients, the psychically ill homeless,
refractory to treatment... while society does not know the fact that many people
in this society, such as truck drivers, secretaries, teachers, lawyers, doctors and
even politicians, suffer from a mental iliness, respond to treatment and work and

function in society successfully, like any other citizen (74).

There is emerging literature that supports the hypothesis that stigma is a
variable that contributes to suicidal tendencies (76). First, in different population
studies, it is observed that in those places where shame and low self-esteem
are lower, the number of suicides is also lower. In a qualitative study among
people with a mental disorder and a history of suicidal crises, most individuals
confirmed that stigma had caused them a worse feeling at that time. On the
other hand, according to studies, the fact that a person lives with a mental
disorder increases statistically, significantly, the possibility that the individual

suffers at some time in his life a self-injurious act. Therefore, the risk of suicides
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in these people is 4 to 25 times higher than in people who do not have any
mental disorder. In addition, there is an increase in the chances of a suicidal act
if there is comorbidity (77). Thus, suicidal behaviour is not a random behaviour,
but it has long been observed that it was related to different social,
psychological and social factors. Biological (78). This behaviour is a fatal
outcome that is associated in approximately 90% of cases with the presence of
a mental disorder (79) and that of all these 25% were in mental health
treatment. In the last year, and 40% had been treated in primary care prior to
the suicide act (80). This data suggest that the stigma and discrimination
suffered by people with mental illness "are also factors associated with suicidal

tendencies" (81).
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4 JUSTIFICATION
Suicide is a human tragedy that shows us the deep malaise that the person who
commits it is suffering, representing the only way out of an existential problem in

the face of the impossibility of finding other effective means of help (82).

The data is overwhelming, according to the WHO, suicide kills 800,000 people a
year, or what is the same one person every 40 seconds (20). In addition to the
direct cost of living, it causes numerous damage to family members and friends,

generating anxiety and feelings of guilt for an incomprehensible fact for them.

Its cost is enormous being the fourth cause in importance of loss of potential
years of life (20).

Schizophrenia is the third cause of death by suicide after affective disorders and
substance abuse and in turn suicide is one of the leading causes of death in
patients with schizophrenia (23,24,44). Especially in recently diagnosed

subjects (<5 years from diagnosis)(26) and younger patients (28).

Among the known risk factors for suicide in schizophrenia in addition to the
closeness of the diagnosis and age, we also have sex, with suicide being more
frequent in men (18). We know that drug abuse and major comorbid depressive
disorder are the main risk factors, but there is still a lot to learn in this area. In
addition, we know that suicide for doctors represents a therapeutic and
preventive failure, since about half of the victims had consulted their primary
care physician in the month prior to their death and three out of four had done

so during the previous year (83).

We also know that suicide is preventable, and it is for this reason that it is
urgent to expand our knowledge on this subject, in order to create the

necessary tools to prevent it.

Social stigma is the consequence of labelling processes, stereotypes,
distancing and culminates in segregation, degradation and discrimination (69). It
affects up to 64.5% of patients with schizophrenia (70) and may represent one
risk factor, but until now it has been insufficiently studied (84). Even so, it has
been seen that it is relevant and is related to hopelessness, loneliness and low

self-esteem (70). That is why we will carry out this study that will lay the
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foundations for the next studies generating the hypotheses that will be the guide
for future studies.

In addition, thanks to this knowledge we can not only avoid suicides, but we will
act fully on one of the factors that most affects patients with mental disorders in
general and schizophrenia, which is the feeling of exclusion. So, if we can
achieve the tools to act on social stigma, we will not only be preventing suicide
but also improve their quality of life.
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5.0BJECTIVES
5.1 MAIN OBJECTIVE
Determine the relationship of the social stigma on suicide behaviours in patients

with first episodes of psychosis

6. METHODOLOGY

6.1 STUDY DESIGN

This investigation is designed as a cross-sectional observational study. It will be
carried out in the Xarxa de Salut Mental i Addicions (XSMA) in the Girona
region (Annex 4) between January 2020 and January 2023.

6.2 STUDY POPULATION

The study will be formed by patients in first episodes of psychosis considering
the diagnosis criteria of DSM-5. When the participants present a first psychotic
episode, and they are hospitalized, they will be followed by the referring
psychiatrists of the Equips d’Intervencio Preco¢ a la Psicosi (EIPP) or of the
Unitat d"Hospitalitzacio d Aguts (UHA), of Parc Hospitalari Marti | Julia (PHMIJ).

6.3 INCLUSION AND EXCLUSION CRITERIA

6.3.1 Inclusion criteria

e First episodes of psychosis considering the criteria of the DSM-5 who are
registered in the community of Girona.

e Individual and legal tutors who agree to participate in the study by
understanding and signing the informed consent (Annex 1).

6.3.2 Exclusion criteria

¢ Individuals who have associated affective disorders established by DSM-5
criteria.

e Individuals suffering from neurodevelopmental disorders established by
DSM-5 criteria.

6.4 SAMPLE SELECTION
Participants will be selected when the referring psychiatrist of Emergencies
establishes that it is an FEP. The selection will be done following a consecutive

no probabilistic model.
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People with inclusion and exclusion criteria will be chosen to participate in the
study. They will be informed about the objective of the study. The information
document for the study (Annex 2) will be delivered. Those who want to
participate in the study, will be given the informed consent (Annex 1) to be duly
signed and will be visited for data collection.

6.5 SAMPLE SIZE

Our study population will be first episodes of psychosis. According to the data of
schizophrenia incidence in our environment, which is 15,2 per 100,000
inhabitants the annual incidence of FEP (85) in Girona region will be 115 cases
a year, taking into account that there are 761,632 inhabitants in this province

(86). So, if we accumulate 2 years of incidence, we finally have 230 cases.

761.632 x 15,2
100.000

inhabitants x 2years = 230 patients

Taking data of other studies, we know that the prevalence of stigma is 64,5%
and that the suicidal behaviour varies in a range of 20-40%. So accepting an
alpha risk of 0.05 in a bilateral contrast with 85 subjects in the first group (not
exposed) and 145 in the second (exposed), the power of the hypothesis
contrast is 100% to detect how statistically significant the difference between

0.35 of the first group and the 0.7 of the second.

6.6 STUDY VARIABLES AND DATA COLLECTION
6.6.1 Study variables

Response variable

Suicidal behaviour: confirmation of the attempt will be made by a psychiatrist
considering the item 8 of the Calgary scale. The psychiatrist of the
hospitalization unit who performs the patient’s admission (Emergency service or
UHA) will inform the referring psychiatrist about this.

Depending on whether the behaviour occurs or not, this variable will be

presented as a dichotomous qualitative variable:

e Yes: if participant answers with punctuation of 3 in the scale.

¢ No: if participant does not meet the criteria explained above.
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Explanatory variables
Explanatory variable of interest

Social stigma: The participants during the interview will be evaluated to

determine the level of social stigma they are suffering using the DISC-12 scale.

Depending on whether they are stigmatized or not, this variable will be

presented as a dichotomous qualitative variable:

e Yes: if the resultis 2 or more

e No: if the result is under 2
Other explanatory variables

Socio-economic variables: Education. Parents education and occupation. Will

be presented as politomic qualitative.

Symptoms of depression: It will be evaluated through the Calgary Scale of
depression in schizophrenia. This variable will be presented as a quantitative

discrete variable depending on the answers in the questionnaire.

Positive symptoms: they are indicators of the state of psychosis. Will be
expressed as quantitative discrete variable. They will be measured using the
PANNS scale.

Consumption of drugs: By the consumption during the last year of other drugs
such as alcohol, opiates, cocaine or amphetamines. Will be expressed as a

dichotomous qualitative variable (Yes/No).

Frequency of drug use: By the consumption of other drugs (cited above). The
variable will be expressed as qualitative ordinal, considering the following
groups: absence of consumption, daily consumption, once a week/month/year

consumption.

Insight: Measures the degree of knowledge of the disease he suffers. It will be
measured using the SUMD we will be expressed as a dichotomous qualitative

variable (Yes/No).

e Yes: if the average of the punctuation of the items is below 3.

¢ No: if the average of the punctuation of the items is 3 or above.
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Treatment adherence: Measures to what degree the patients are complying
with the prescribed therapy. It will be measured by interviewing the patient. It

will be expressed as a dichotomous qualitative variable (Yes/No).

Family support: Measures the degree of support that the patient presents with
respect to their environment. It will be valued by interview. It will be expressed

as a dichotomous qualitative variable (Yes/No).

Hopelessness: It will be measured by Beck's scale of hopelessness. It will be

expressed as a politomic qualitative variable:

e Minimal: 0-3

e Mild: 4-8

e Moderate: 9-14
e Severe: 15-20

Impulsivity: It will be measured by the Barratt impulsivity scale. We will be
expressed as a as a quantitative discrete variable.

6. 7 MEASURING INSTRUMENTS

6.7.1 Discrimination and Stigma Scale (DISC-12)

Discrimination and Stigma Scale (“2008 The INDIGO Study Group) (84) allows
a detailed evaluation of the perception of discrimination of the individual in very
specific areas of daily life. The DISC is a scale based on an interview that
assesses experiences of discrimination related to mental health (“being treated
unfairly”) in key areas of daily life and social participation that include work,
marriage, parentality, housing, leisure and religious activity. The DISC has been
designed for people with mental disorders.

This instrument is based on an interview and requires the patient to provide an
example of each question, if in doubt, to be sure of the answer. The DISC-12
scale assesses stigma and perceived and anticipated discrimination in people
with mental disorders. The instrument contains a total of 32 items and is

composed of 4 subscales:

» Unfair treatment (evaluates experiences of discrimination of the person

studied, 21 items).

32



+ Self-limitation (assesses early discrimination considering the extent to
which the individual has limited their participation in social areas, 4
items).

 Overcoming stigma (explore what strategies the patient has to deal with
stigma, 2 items).

» Positive treatment (evaluates the possibility of experiencing positive

discrimination because of your illness or treatment, 5 items).

All items are scored using a 4-point Likert scale that ranges from "nothing" to

"much." Higher scores in all or in each subscale indicate greater stigma.

6.7.2 Calgary Depression Scale for Schizophrenia (CDSS)

Calgary Depression Scale for Schizophrenia (CDSS) (87) is an instrument
specifically developed to assess the level of depression in schizophrenia, both
in the acute phase and in deficit states, while trying to distinguish it from

positive, negative and extrapyramidal symptoms that can exist.

It is a 9-item scale, focused primarily on the cognitive symptoms of depression,
with a symptomatic intensity graduation of 4 points (absent, mild, moderate,
severe). It must be administered by a clinician, after a structured interview and
requires prior standardization. For the first 8 the scale itself facilitates the
questions for exploration, while the ninth is an observational item for which no
specific questions are provided. All items incorporate operational criteria for

severity score.

It provides a total severity score of depression, which is obtained by adding the
score in each item (from 0 to 3). The scoring range is 0-27. There are no criteria
to categorize the severity of depression, being used as a continuous measure of
symptomatic intensity. It is valid for any phase of the disease.

To identify the absence / presence of depression, the authors recommend as a
cut-off point the score > or = 5. This cut-off point is considered adequate to
identify patients at high risk of presenting comorbidity of the depressive type;
However, the diagnosis of depressive disorder must be confirmed by the

relevant clinical examination.
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We will use this scale to assess the symptoms of depression and item 8

specifically for suicidal behaviour.

6.7.3 Positive and Negative Syndrome Scale (PANSS)

The PANSS (88) is considered a useful test to assess severity of symptoms and
monitoring of response to treatment. It is a test consisting of 30 items that are
scored from 1-absent to 7 considerable presence. It is composed of 4
subscales.

PANSS-P-Positive (7 items)

PANSS-N-Negative (7 items)

PANSS-PG-General Psychopathology (16 items)
PANSS-C-Compound (Subtract positive negative symptoms)

> Dnh -

Development of the interview.

The patient is encouraged to talk about his iliness and his vital situation
Evaluation of exposed symptoms

Existence and severity of symptoms

> nh -

Assess areas in which the patient has been reluctant throughout the

interview, evaluating the patient's conceptual organization.

Patients with a predominance of positive or negative symptoms are categorized
using the compound:

- Positive subtype:> 0
- Negative subtype: <0

6.7.4 Scale Unawareness of Mental Disorders (SUMD)
This scale (89) assesses the awareness of the mental disorder. It is a
standardized interview that is scored through an interview with the patient.

It consists of three general items to assess the awareness of having a mental
disorder, awareness of the effects of drugs and awareness of the social
consequences of mental disorder. In addition, there are 17 items that evaluate
specific symptoms. From each item of the 17, the degree of awareness and

attribution that the patient makes of it is explored.
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Two subscales appear; the awareness of symptoms, which is the average of
the sums of the scores according to the number of items scored, and the
attribution of the symptoms, which is the average of the scores of the symptoms

that have been evaluated by having the patient awareness of them.

Five test scores are obtained, one for each scale of the three general items, one
fourth for the conscience subscale and one fifth for the attribution subscale.
Both the scores of the general items and those of the symptom scales range
between 1 and 5, so that the higher the score, the less awareness of the

disorder or incorrect attribution.

The 3 items should always be assessed, while the 17 symptoms are only
assessed if they are present. In addition, attribution should be assessed only if
the person shows total or partial awareness of the symptom, that is, if he has

scored between 1 and 3.

It is possible to say that the symptoms of which no conscience is expressed
cannot be assessed in its attribution, in this way the attribution subscale is

partially dependent on that of conscience.

6.7.5 Beck’'s Hopelessness Scale (BHS)

The BHS (90) was built to assess pessimism in patients with suicidal risk. Beck
and his collaborators built an instrument based on pessimistic statements about
the future that were selected from the descriptions made by the patients.

The scale is composed of 20 propositions definable by true or false that assess
the scope of the negative expectations regarding the immediate and long-term
future. The answers are added to give a score ranging from 0 to 20, with a cut-

off point of 9 or 10 according to the population in which it was validated.

Items that indicate hopelessness are scored with 1 point, and those that do not
indicate it are scored with 0 points. The scores provide a measure of the

severity of hopelessness:
e Minimal: 0-3
e Mild: 4-8
e Moderate: 9-14
e Severe: 15-20

35



The main objective of the scale is to measure hopelessness.

6.7.6 Barratt Impulsivity Scale (BIS-11)
The 11th version of the Barratt Impulsivity Scale (91) is one of the most widely

used instruments for the assessment of impulsivity.

The application is self-administered. It consists of 30 issues, grouped into three

subscales:

- Items Cognitive Impulsivity: 4, 7, 10, 13, 16, 19, 24 and 27
- ltems Motor Impulsivity: 2, 6, 9, 12, 15, 18, 21, 23, 26 and 29
- Unplanned impulsivity items: 1, 3, 5, 8, 11, 14, 17, 20, 22, 25, 28 and 30

Each of the questions has 4 possible answers (rarely or never, occasionally,
often and always or almost always) that score as 0-1-3-4, except for inverse
items (1, 5, 6, 7, 8, 10, 11, 13, 17, 19, 22 and 30) that do it the other way
around (4-3-1-0).

The total score is the sum of all the items and those of the subscales the sum of
those corresponding to each of them. The total score has greater value than

that of the subscales.
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7. STATISTICAL ANALYSIS

7.1 DESCRIPTIVE ANALYSES

The qualitative variables will be summarized by proportions, except the
frequency of drug use that as the quantitative variables will be summarized by
the mean, standard deviation, median and interquartile range (IQR), depending

on whether their frequency distribution is symmetric or asymmetric respectively.

The relationship between suicide and social stigma is assessed through
contingency tables. These tables will also stratify for the rest of the variables.

When the variables are quantitative, they will be categorized into quartiles.

7.2 BIVARIATE INFERENCE

The relationship between suicide, which | consider the response variable, and
stigma, considered the explanatory variable of interest, will be checked by chi-
square and Fisher's exact test if the expected frequencies in any cell were less
than 5.

These analyses will be repeated, stratifying by the rest of the variables. When
the variables are quantitative, they will be categorized into quartiles.

7.3 MULTIVARIATE ANALYSIS
The relationship between suicidal behaviour and stigma will be adjusted in a
logistic regression controlling for all other explanatory variables.
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8. WORK PLAN AND CHRONOGRAM
8.1 WORK PLAN

The study will be carried out from January 2020 to January 2023. Four annual
meetings for coordination will be programmed, in which the research team will
communicate the data obtained. The research project will be composed by the

next phases:

8.1.1 Stage 1: Preparation of the study (4 months)

The primary research will handle this first phase with the redaction of the
protocol and the presentation to the Comité de Etica de Investigacion Clinica
(CEIC).

8.1.2 Stage 2: Coordination phase (2 months)
During this phase of the study, the protocol will be presented to the rest of the
research team participants through a meeting that will aim:

e To standardize the criteria
e To design the different phases of the study

e To implement the different questionnaires.

In addition, the main researchers will designate a reference psychiatrist for each
of the centres that make up the study: UHA, EIPP Girones-Pla de I'Estany,
EIPP Garrotxa-Ripollés, EIPP Selva interior, EIPP Selva Maritima, EIPP
Garrotxa Ripolles, EIPP Alt Emporda and EIPP Baix Emporda.

These will be responsible for informing the rest of the professionals who will

participate thus ensuring a good transfer of information.

8.1.3 Stage 3: Participant’s recruitment and collection and conservation of data
(24 months)

The patients with FEP will be proposed to participate in the project by the
referring of the UHA or the different E/IPPs. They will inform the participants of
the clinical, legal and ethical aspects of the research through the information
document for the study and the informed consent forms will be given to each

participant.
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Once the patients are admitted and agree to participate in the study, they will
conduct structured interviews in which the study data will be collected, and the

resulting scales will be passed.

At the end of the follow-up in July 2022, patients will be classified into two
groups. One group will be made up of patients who have not had suicidal
behaviour and others who have. Taking this data, we will procedure to the
statistical analysis.

8.1.4 Stage 4: Statistical analysis, and final evaluation (4 months)

All data obtained from all the scales will be compared and depending on the
results of the suicidal behaviour we will make two groups in which we will
compare the difference on the social stigma taking in to account all the
cofounding variables. The results obtained will be analysed by statisticians and

finally evaluated by the main researchers of the study.

8.1.5 Phase 5: Publication and dissemination

Main researchers will write a final report and will be responsible for publishing it
in different scientific journals and exposing it in national (Congreso Nacional de
Psiquiatria) and international (CINP international meeting) congresses.

39



8.2. CHRONOGRAM

CALENDAR
STAGES TASK STAFF
Jan |Feb |Mar|Apr|May |Jun|Jul |Aug | Sep|Oct |Nov |Dec
Elaboration of the protocol Main researchers 2020
Stage 1 2021
Presentation to the CEIC All research team | 2022
Stage 2 Coordination meetings All research team |2021
2022
Referring 2020
Patients recruitment Data
Stage 3 _ psychiatrists 2021
collection

Clinic psychiatrists 2022
Statistical analysis Statisticians 2020
Stage 4 2021
Final evaluation Main researchers |2022
2020
Stage 5 | Publication and dissemination | Main researchers |2021
2022




9.ETHICAL AND LEGAL CONSIDERATIONS
This Project will be carried out in compliance with the ethical principles
established by The World Medical Association in the Declaration of Helsinki,

signed in 1964 and last revised in October 2013.

This protocol will be presented to the IdibGi's CEIC for evaluation and approval,

prior to the initiation of the investigation.

According to Ley Organica 15/1999, de 13 de Diciembre, de proteccion de
Datos de Caracter Personal and in accordance with the recent Regulation (EU)
2016/679 of the European Parliament and of the Council of 27 April 2016, the
study will guarantee the confidentiality of all the data obtained during the

investigation.

Articles included in Ley 41/2002, de 14 de Noviembre, Basica reguladora de la
autonomia del paciente y de derechos y obligaciones en materia de informacion
y documentacion clinica, will be considered and therefore, before including the
patients in the study, they will be informed of the clinical, ethical and legal

considerations and the informed consent should be given to them.

The authors declare no conflict of interests
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10. STUDY LIMITATIONS
There are some limitations that may interfere with the results of this study. They

should therefore be considered:

e The first limitation to be considered in this study is the type of study
selected, a cross-sectional observational study. For this reason, our
objective will be just generating hypothesis for future studies. To know
the true association and causality of social stigma and suicidal behaviour
we should conduct a cohort study.

e As suicidal behaviour is influenced by numerous factors that correlate
with each other in order to avoid confusion bias, we have tried to identify
all confusing variables and introduce them into our statistical analysis of
the data in order to minimize this bias. However, we cannot control the
confusing variables that we don’t know, so this could lead to confusion
bias between the relationship of suicidal behaviour and social stigma.

e We consider that depending on the observer who performs the interviews
for data collection, it may cause some subijectivity in addition to obtaining
different results. For this reason, we have chosen the psychiatrists of
each unit who will perform this test, in order to reduce this bias as much
as possible. Therefore, professionals will be instructed at the beginning
of the study to create a consensus throughout the research team.

e Regarding external validity it will be difficult for the results to be
extrapolated to other places outside of western Europe because the
health systems are very different and there is not so much social support
for patients with psychiatric disorders.

e Patients are selected according to their access to the XSMA, which
would imply a selection bias because a part of the population with FEP
would not be included and the sample would not represent the whole
population.

e In addition, the variable of social stigma cannot be obtained from
participants who have committed suicide and the lack of data is also

considered a limitation.
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11. FEASIBILITY

The XSMA of the IAS is the public network of the Girona region specialized in
mental health of the reference population (761,947 inhabitants). It is involved in
two areas: community care and hospital care. These centres will be in

permanent contact.

The study participants will be selected by the Emergency services and the EIPP
from the different areas of Girona. When these patients present a FEP, they will
be admitted to the UHA.

In order to avoid the loss of communication and to avoid mistakes as much as
possible, it is extremely important that there is good coordination between the
different services. This will be possible thanks to the database model that
XSMA works with.

In addition, we have the participation of different psychiatrists working at the
IAS, who already have a great deal of experience in this field. They will combine
their healthcare work with the active participation of this study, at no additional
cost.

Regarding the sample, according to the estimated data, we have obtained a
statistical power of 100%, which is a high figure that reinforces the result
obtained. The sample calculations have been obtained from the incidence of

FEP quantified by the Generalitat de Catalunya.

The participation of more hospitals will not be necessary, since the XSMA will
assume all the cases that may occur, as it is the reference unit of the population

of Girona.

As for the budget, we can add that it has been adjusted as much as possible
considering that it is an observational study and its purpose will be to generate
a hypothesis and future studies must be done to ensure the knowledge which

we want to achieve.

For all this, we consider that this study is feasible on the availability of the

sample, the professionals involved and the estimated budget.
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12. BUDGET

EXPENSES COSTS(€) ‘
Staff

Statisticians (80 x 35€/hour) 2.800€
Scales” copyright

DISC-12 0€
CDSS 0€
PANSS 0€
SUMD 0€
BHS 0€
BIS-11 0€
Material

Printing of documents 300 €
Other consumables 1.300 €

Publication and dissemination
Publication in open access journal 2.550 €

Conferences (3 investigators)

Inscription (700x3) 2.100€
Travelling (300x3) 900€
Accommodation (200x3) 600€
TOTAL 10.550€

The budget doesn’t include material such as computers and balances, which
are already available in the different services that participate in the study.

Psychiatrist and psychologist who attend the study members from the different
services of the XSMA, will not receive financial compensation for their work in
the research. In addition, the meetings that will be carried out throughout the
investigation, will take place at the UHA. For this reason, no additional costs

have been added for the rental of halls.
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15. ANNEXES
ANNEX 1. INFORMED CONSENT

CONSENTIMENT INFORMAT

Titol de I'estudi: The relationship between social stigma and suicidal behaviour

in Frist Episodes of psychosis

Jo (Nom y cognoms):

Afirmo que:

- He llegit la fulla informativa sobre I'estudi que se m "ha entregat

- He pogut fer totes les preguntes necessaries per resoldre els dubtes que
tenia respecte |'estudi

- He rebut tota la informacio necessaria sobre |'estudi

- He entés la informacié proporcionada sobre la meva participacio a
I"'estudi

- He estat informat per [linvestigador de les

implicacions i finalitats de I'estudi
- Entenc que la meva participacio és voluntaria
- Entenc que puc revocar el meu consentiment de participacio en |'estudi,
sense haver de donar justificacions i sense afectar la meva assisténcia
sanitaria
Amb tot aixo present, ACCEPTO voluntariament participar en |'estudi.

Firma del participant i tutor legal Firma de I'investigador

, de de 20
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ANNEX 2. INFORMATION DOCUMENT FOR THE STUDY

FULL D'INFORMACIO PER AL PARTICIPANT

Principals investigador: Joseba Ugedo Alzaga i Domeénec Serrano Sarbosa
Titol de I'estudi: The relationship between social stigma and suicidal behaviour

in Frist Episodes of psychosis
Benvolgut, benvolguda,

Agraim el seu interés en I'estudi el qual el convidem a participar. La seva
col-laboraci6é és de gran ajuda per a poder desenvolupar de manera adient el
projecte. A Continuacio, li exposem detalladament els motius del present
estudi, aixi com tots els detalls que necessita conéixer. Si us plau, llegeix
atentament tota la informacio, i no dubti en consultar qualsevol aspecte amb la

persona que li entrega el document quan ho consideri necessari
Generalitats del projecte

L “estudi sera dut a terme per un grup de psiquiatres de la Xarxa de Salut
Mental i Addicions de Girona, en un periode de temps aproximat de 2 anys. El
projecte de recerca ha estat valorat i aprovat pel Comité d* Etica d'Investigaci6
Clinica de I'ldibGi.

Objectius i finalitats de I'estudi

L’estudi tindra com a objectiu principal l'objectiu de l'estudi és determinar
I'efecte de I'estigma social sobre la conducta suicida en pacients amb primers

episodis de psicosi
Participacio

La seva participacio en |'estudi és totalment voluntaria. El participant és lliure
d'abandonar I'estudi si aixi ho desitja en qualsevol moment, sense necessitat
de justificacions i sense que aquesta decisido afecti a la seva assisténcia
sanitaria. La participacid en aquesta investigacio és totalment gratuita i no

s obtindra cap compensacié economica en relacio a la participacio.
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Confidencialitat i proteccié de dades

S’aplicaran las mesures per tal de garantir la confidencialitat de les seves
dades en compliment de la Llei Organica 15/1999 i el nou reglament de la Uni6
Europea 2016/679. Per aix0, les dades seran recollides i gestionades de
manera anonima i només s'utilitzaran amb fins d’investigacié. També es

garantiran els articles descrits a la Llei 14/2007 d’investigacio biomédica.
Resultats i beneficis de la investigacio

El participant esta en el seu dret de ser informat dels resultats obtinguts de la
investigacio, aixi com es respectara la seva voluntat de no ser informat en cas
que aixi ho desitgi. Els resultats derivats de la investigacid, podran beneficiar a
les persones afectades d aquest deteriorament cognitiu i serviran de base per a

futures investigacions
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ANNEX 3: MEDICAL INFORMATION FULL

FULL D'INFORMACIO MEDICA

EIPP: CODI PARTICIPANT:__

Telefons de contacte: Participant:

Mare:

Dades PERSONLAS:

Génere: [ ] Masculi
Data de naixement (DD/MM/AAAA): _ | |/

Data: _/ [/

Pare:

|:| Femeni

Etnia:[ ] Caucasica [ | Africa Negra [ | Asiatica [_] Magrebi [_]Altres

Algada(cm):

Antecedents familiars:

Pes (kg):

El seu pare o la seva mare estan diagnosticats d'un trastorn psicotic (ex:
esquizofrénia, trastorn esquizofrniforme o psicotic breu)?

Pare |:| Si
Mare [ ]Si

Antecedents patologics:

Historial médic:

|:|No
[ ] No

Antecedents toxics

De la droga que apareix a continuacio, quines ha consumit durant el darrer

any?

Alcohol: []si
Cannabis: [ ]si
Opiacis: []si
Cocaina: []si

Amfetamines: |:| Si

[ ] No
[ ] No
[ ] No
[ ] No
[ ] No
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(En cas de resposta afirmativa en la pregunta anterior) Quin ha estat el seu
consum?

Alcohol: [ ]JUn cop/dia [ ]Un cop/Setmana[ _|Un cop/mes[ _]Un cop/any
Cannabis: [ ]Un cop/dia [__]Un cop/Setmana [ ]Un cop/mes[ _JUn cop/any
Opiacis: |:|Un cop/dia |:|Un cop/Setmana |:| Un cop/mes|:|Un cop/any
Cocaina: [ ncop/dia [_]Un cop/Setmana[ | Un cop/meq JUn cop/any
Amfetamines:|:|Un cop/dia |:|Un cop/Setmana |:| Un cop/mes|:|Un cop/any

Dades sociodemografiques del PERSONALS:

Quin es el nivell maxim d’estudis que has finalitzat?

|:| Sense estudis primaris |:| Estudis secundaris |:| Titol universitari
Quina es la teva situacio laboral actual?

[ ] Enactiu [ ]Situacié d'atur [_] Feines de la llar

(En cas de que s’hagi marcat la casella anterior: en actiu) Quina ocupacio
laboral?

[ ] Director, gerent, professional universitari
|:| Ocupacions intermeédies, autonom

[ ] Treballador manual

Dades sociodemografiques dels seus PARES

Quin es el nivell maxim d’estudis finalitzats per part dels seus pares?
Pare:

|:| Sense estudis primaris |:| Estudis secundaris |:| Titol universitari
Mare:

|:| Sense estudis primaris |:| Estudis secundaris |:| Titol universitari
Quina es la situacio laboral actual dels seus pares?

Pare:

[ ] Enactiu [ ]Situacié d'atur [ | Feines de la llar

Mare:

[ ] Enactiu [ ]Situacié d'atur [ | Feines de la llar
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(En cas de que s’hagi marcat la casella anterior: en actiu) Quina ocupacié

laboral tenen els seus pares?

Pare:
|:| Director, gerent, professional universitari
|:| Ocupacions intermédies, autonom
[ ] Treballador manual

Mare:
|:| Director, gerent, professional universitari
|:| Ocupacions intermédies, autonom

|:| Treballador manual
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ANNEX 4. XARXA DE SALUT MENTAL | ADDICIONS
The Xarxa de Salut Mental i Addicions (XSMA) of the Institute d Assisténcia

Sanitaria (IAS) is the public network of the Girona regions specialized in mental

health care for the reference population (750.000 inhabitants).

This network has a total or partial hospitalization services, located in PHMIJ

(Salt) and also community care services.
Concerning to hospital care, we find:

- Unitat de Referéncia en Psiquiatria infantil i juvenil (URPIJ): Is a unit for
people under 18 years old. Is specialized in acute episodes in situations of

crisis. It has 10 beds

- Unitat d'Hospitalitzacio d'Aguts (UHA): This unit is for people over 18 years
old who have had a crisis situation, which due to its severity require an intensive

short — term treatment. It has 42 beds.
For community care, we have:

- Equips d’Intervencioé Precog en la Psicosi(EIPP): The objective of this unit is to
detect early those people who present a psychosis or risk of developing it, in
addition to carrying out a comprehensive treatment depending on the needs of

the person.

- Centres de Salut Mental Infant i Juvenil (CSMIJ): Offer specialized attention to
infants and adolescents from 0 to 18 years old with mental health problems
and/or addictions. Children and adolescents who, due to the complexity of their
disorder, need more specialized attention that cannot be resolved from the
primary care centers. Treatment includes family members while coordination

with the school and other services involved.

- Centres de Salut Mental d’Adults: They are a free public service that offers
specialized attention to people over 18 years old with psychiatric pathology
and/or behavioral disorders, from a multidisciplinary and community

perspective.

These organizations are at: Selva interior and Selva maritima, Ripollés, La

Garrotxa, Baix emporda, Alt Emporda, Gironés-Pla de I'Estany.
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ANNEX 5. BECK HOPELESSNESS SCALE

Escala de Desesperanza de Beck Verdadero Falso

1. Espero el futuro con esperanza y entusiasmo V F
2. Puedo darme por vencido, renunciar, ya que no puedo hacer \ F
mejor las cosas por mi mismo

3. Cuando las cosas van mal me alivia saber que las cosas no \% F
pueden permanecer tiempo asi

4. No puedo imaginar como sera mi vida dentro de 10 afios \% F
5. Tengo bastante tiempo para llevar a cabo las cosas que V F

quisiera poder hacer

6. En el futuro, espero conseguir lo que me pueda interesar V

7. Mi futuro me parece oscuro \% F
8. Espero mas cosas buenas de la vida que lo que la gente suele \%
conseguir por término medio

9. No logro hacer que las cosas cambien, y no existen razones V F
para creer que pueda pasar en el futuro

10. Mis pasadas experiencias me han preparado bien para el \% F
futuro

11. Todo lo que puedo ver por delante de mi es mas desagradable \% F
que agradable

12. No espero conseguir lo que realmente deseo \ F
13. Cuando miro hacia el futuro, espero que seré mas feliz de lo \% F

que soy ahora

14. Las cosas no marchan como yo quisiera \% F
15. Tengo una gran confianza en el futuro \% F
16. Nunca consigo lo que deseo, por lo que es absurdo desear \ F
cualquier cosa

17. Es muy improbable que pueda lograr una satisfaccion real en \% F
el futuro

18. El futuro me parece vago e incierto V F
19. Espero mas bien épocas buenas que malas \% F
20. No merece la pena que intente conseguir algo que desee, \ F

porque probablemente no lo lograré
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ANNEX 6. DISCRIMINATION AND STIGMA SCALE

Escala de Discriminacion y Estigma (DISC-12)
Version 03/06/09

Instrucciones para gque el entrevistador lea al paciente
{Nota al entrevistador: Por favor ulilice el siguiente parrafo para presentarle [a
escala al paciente y ofrezca una mayor explicacion si es necesario)

La discriminacion y el estigma aparecen cuando se frais & las personas de forma
injusta porque se las considera distintas a los demas. Las preguntas de esta enirevists
van dirigidas valorar coma la discriminacicn v el estigma le han afectado a usted por su
diagndstico de enfermedad mental.

La entrevista consta de cuafro seccicnes. Cads seccion va dirigida a anslizar comao le
han fratado o que ha hecho usted en diferentes situaciones:

1. En la primera seccion, le preguntaré sobre los momentos en los que le han
tratado injustamente por su diagnostico de enfermedad mental.

2. En la segunda seccion, le preguntaré sobre los momentos en los que usted ha
dejado de hacer cosas por temor & la resccion de los demas ante su
disgnostico de enfermedad mental.

3. En la tercera seccion, le preguntaré scbre como ha superado el estigma v la
discriminacion debidas a su diagnostice de enfermedad mental.

4. En la cuarta seccion, le preguntaré scbre los momentos en los que se le ha
tratado mejor de lo normal debido a su diagndstico de enfermedad mental.

En cada seccion de la enfrevista, le preguntsré si cada suceso: no ha ocurrido nunca

si ha ocurride alguna vez, bastantes veces o muchas veces. Tambign le pediré que

mie de algunos ejemplos schre ella.

{Nota al entrevistador: elijz ef periodo de biempo adecuado y adapfe si es
necesario el parrafo que viene a continuacion).

Para cada pregunta, por favor piense acerca de acontecimientos gue le hayan ocurmido
en cualguier epoca de su vida desde que sufre problemas de salud
mentalidurante los ultimos 12 meses/durante (especificar el periodo de tiempo).

FPOR FAVOR TENGA EN CUENTA [ gue para los estudios ASPEN e INDIGO-

Depression se operara en un pericde de 12 meses. Por ello, para cada pregunta
del DISC-12, jpiense por favor acerca de acontecimientos gue hayan ocurrido en

los pasados 12 meses (por favor especifigue el pericdo de fiempo)!

A confinuacion enconirara wna ficha con las opciones para cada respuesta que debe
utiizar & lo large de la entrevista (dé al paricipante las opciones de respuesta — ver al
final del documenta).

Escala de Discriminacion y Estigma DISC 12 € 2008 Grupo de estudio ASPEN J IKDIGO.
Contacte: Prof. Graham Thomicrofi, Institute of Psychiairy, King's College London.

Email: graham thomicroftifiop kol ac ok
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{instrucciones para gue el entrevistador lea al pacienta)
*En esta seccion me gustaria preguntarle acerca de las veces que le han fratado de

manera injusta o diferente a otras personas a causa de problemas relacionados
con la salud mental (durante los Gltimos 12 meses). En esta seccion hay 32

preguntas. Debera elegir una respuesta para cada una de 1as preguntas”.

1. iLe han tratado de forma injusta a la Munca | Alguna | Bastantes | Muchas
hora de hacer o mantener amistades? Wez VECES VECES
Mo aplicable O 0l O 0 0

D& un gjemplo:

2. | ile han tratado de forma injusta a la Munca | Alguna | Bastantes | Muchas
hora de mantener relaciones con sus l=rd WECES veces

inos? . . 2 ;

vecinos? 0 . = 0
Mo aplicable L

D& un ejemplo:

. £ Le han tratado de forma injusta Munca | Alguna | Bastantes | Muchas
cuando ha salido con glguien o en sus VEZ VECEs veces
relaciones intimas (exciuyendo el trafo 0 0 0] O

por parte de su conyuge/parsia, ya que
se cubre en la pregunta B)

Mo aplicable L

Dé un ejempla:

4. iLe han tratado de forma injusta en Munca | Alguma | Bastantes | Muchas
cuestiones relacionadas con la vez Veces WECES
a peks e 5
b.usqueda de a_lnjf_lmlenm O vivienda® 0 O 0 a
(incluyendo fa indigencia
Mo aplicable L

D& un ejempla:

Escala de Discriminacion y Estigma DISC 12 2 2008 Srupo de estudio ASPEN / INDIGO.
Contacio: Prof. Graham Thomicrofi, Institute of Psychiatry, King's College London.
Email: graham. thomicrofi@iop kd sc.uk




5. | iLe han tratado de forma injusta a lo Munca | Alguna | Bastantes | Muchas
largo de su educacion? VEZ VECES veces
{pregunte por ensefianza primaria, 0 0 [ 0
secundarna, Universidad o formacion
profesionall
Mo aplicable L

D& un gjemplo:

6. | iLle hantratado de forma injusta en Munca | Algune | Bastantes | Muchas
gsuntos relacicnados con su WEZ veces VECEs
mafrimaonio o divorcio? (incluyendo 0 ] [l [

parefas civiles, de hecho, pregunie
sobre [a habilidad para encontrar pareja
o conyuge, sobre problemas durante Ja
relacion, acuerdos de divorcio)

Mo aplicable

D& un ejemplo:

7. | iLe ha fratado de forma injusta su Munca | Alguna | Bastantes | Muchas
familia? {pregunte sobre su familia de Vez Veces Veces
prigen, padres, hermanos/as, y olros 0 0 n a

panentes, al igual gue los hijos. Se
exciuye el trato por parte def conyuge o
parefa ya gue se cubre en la pregunta
€)

Mo aplicable L

D& un gjemplo:

8. | ile han tratado de forma injusta al Munca | Alguna | Bastantes | Muchas
buscar un emplec? (esto significa la vEz VECES veces
busgueda de un trabajo a tiempo 0 0 0 [
parcial o a iempo completo
renumerada)

Mo aplicable L

D& un gjemplo:

Escala de Discriminacion y Estigma DISC 12 € 2008 Grupo de estudio ASPEN ! INDIGOD.
Contacto: Prof. Graham Thomicroft, Institute of Psychiatry, King's College London.

Email: graham thomicraft@iop kd ac.uk
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9. iLe han tratado de forma injusta & la Munca | Alguna | Bastantes | Muchas
hora de mantener un empleo? VEZ VECES VECES
Mo aplicable (0 L] O 0 O

De un ejemplo:

10. | ile= han fratado de forma injusta al Munca | Alguns | Bastantes | Muchas
utilizar el transporte publico? (pregunie VEZ veces veces
sobre la ufilizacion de abonos de - . .
transporte, el trato por parfe de H 5 2 2
pesajeros, conductores, eic)

Mo aplicable [

De un ejemplo:

11. | iLe han tratado de forma injusta ala Munca | Alguna | Bastantes | Muchas
hora de conseguir ayudas ez VECEes VECES
sociales/pensiones de discapacidad? . -

ahir O Ll L] 1
{pregunte sobre la solicitud de ayudas,
nivel de beneficios, ayuda economica)
Mo aplicable L

De un ejemplo:

12. | iLe han fratado de forma injusia en sus | Munca | Alguna | Bastantes | Muchas
practicas religiosas? (pregunte sobre VEE VECES veces
su amsten::lara la iglesia, ofros 0 0 0 0
miembros o ideres de la iglesia)

Mo aplicable L

De un gjemplo:

13. | ile han fratado de forma injusts en su | Munca | Alguna | Bastantes | Muchas
vida social? (pregunfe por su VEZ veces VECes
socializacion, afifacion a clubs focales o u ] [ s

sociedades, asislencia a eventas,
aclividades de ocio y hobbies)

Mo aplicable [

Escala de Discriminacion y Estigma DISC 12 @ 2008 Grupo de estudio ASPEMN | INDIGO.

Contacio: Prof. Graham Thomicroft, Institute of Psychiatry, King's College London.
Email: graham thomicrofifiop kol ac.uk
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D& un gjemplo;

14. | iLe ha fratado de manera injusta fa Munca | Alguna | Bastantes | Muchas
policia? (prequnte sobre cualquier WEZ veces VECEsS
contacto con la pnllcla a causa de 0 s 0 s
problemas relacionados con la salud
mental u ofras razones)

Mo aplicable L

D& un gjzmpla;

15. | ¢Le han tratado de forma injusts al Munce | Alguna | Bastantes | Muchas
acudir &l médico por problemas de VEZ yEDEs veces
saEl_.H:I_i fisica? Lpr&_gunte zobre el trato 0] 1 0 0
recibido por dentistas, enfermeras,
senicios de urgencia, etc.)

Mo aplicable L

D& un gjzmplo:

16. | iLe ha tratado de forma injusta el Munca | Alguna | Bastantes | Muchas
personal gue frabaja en salud mental? VEZ VECES VECES
(pregunte sobre el trato y el [l 0 0 0

compartamiento recibidos por parte del
personal, v por sentimientos de
desprecio y humillacion af estabiecer
confacto con el personal de salud
meantal)

Mo aplicable L

D& un gjsmplo;

Escala de Discriminacion y Estigma DISC 12 @ 2008 Grupo de estudio ASPEN [ INDIGO.

Contacio: Prof. Graham Thomicroft, Institute of Psychiatry, King's College London,
Email: graham thomicrofifioo kel acuk
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I

iLe han tratado de forma injusta en
relacion al respeto por su intimidad?
{pregunte por la infimidad en el hospital
¥ en lugares de la camunidad, por
glemplo correo privado, lamadas
telefonicas y /o antecedentes médicos o
criminales).

Mo aplicable L

Munca

Alguna
VET

Bastantes
VECES

Muchas
VECES

D& un ejemplo:

18.

iLe han tratado de forma injusta en
relacion a su seguridad personal?
{oregunte por algon posible asalto o
abuso fisico wo verbal)

Mo aplicable LI

Munca

Alguna
VET

Bastantes
VECES

Muchas
VECEE

D& un ejemplo:

19

:Le han tratado de forma injusta ala
hora de formar una familia o tener
hijos? (pregunte scbre el
comporiamisnio por parte de
profesionales de la salud, amigos v
familiares, al igual la forma en s que se
les tratt & ellos o & sus perejas durante
el embarezo o pario).

Mo aplicable O

Munca

Alguna
VET

Bastantes
VECES

Muchas
VECES

'

De un ejemplo;

20.

:Le han tratado de forma injusta en su
rol como padre/madre? [pregunte por el
comporfamisnto de ofras padres,
profesores, famifia, o personal de salud
menial)

Mo aplicable [

Munca

Alguna
VET

Bastantes
VECES

Muchas
YEDES

D& un ejemplo;

Escala de Discriminacion y Estigma DISC 12 € 2008 Grupo de estudio ASPEM [ INDIGCL.

Contacto: Prof. Graham Thornicrofi, Institute of Psychiatry, King's College London.
Email- graham thornicrofiPiop kol ac uk
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21,

iHa sido rechazado o excluide por las

perscnas gue estan al comiente de su
enfermedad mental?

Mo aplicable

Munca Algun | Bastantes | Muchas
8 weZ | veoes VEDES
O O L |

D& un ejemplao:

Escala de Discriminacion y Estigma DISC 12 8 2008 Grupo de estudio ASPEMN ! INDIGOD.

Contacto: Prof, Graham Thornicroft, [nstitute of Psychiatry, King's College London.
Email: graham thomicrofificp kol ac.uk
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sy ieciommes para Que ef srdrevishidlod e al e ien fe)

“En esha sA00I00 M Qustans preguniaris sobre jas vecss que ha evitado hacer
cosas amportantes parn VO por bernor & G reacokdn de oiras pErsonos anks por so
diagnastico de enfermedad mental Hay 4 preguntas =n =ste secoon, por favar
=ija una respuesta para cada ura de eflas”.

22. | iHe evitedo Vi, poScRar ermpied o Hunza Rlpun | Baswamos | Muthat
ca s e s disgndslicn de anfermedsd B eED | e T
TR = o | o O

bio molcakl= [

[l n apampl;

23, | oHe evilada V. agludian o s0icks Hunsa | Alpun | Baclanias | Muohds
formaciin SUperion A cauaa de suU el | ek e
dSagrdadco e enlarenadad maniai? u — - 0

Po aphcaitie [

Oe un epempla;

24, | cHe envilada Vi 1erer una relacan Murea | Algun | Baswnies | Mushas
inira B causn de 5u dagndeico de Rz | weoes T
erdamradnd maial? , - oy

- u L O
fo aphcakie O
s

25, | ¢ He ecullado o eelondica 4 olreg MHursa Algun | Bastames | Muochak
personas sl diagndsiico de anformediad BeE | weoes o
Rl i = o |o =
Hio molcable (2

De un sempla; i

Esoala de Dot cion v Esdgma DISC 137 8 2008 Gropo oo ashudin ASPEN INDMGD.
Corimcio. Prof Oesham Themized, Invale of Paychiatry, Hing's Collsps Londan

Eralt Jraran T omOonagioz 0 at A
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(Insirucciones para gue el entrevistador lea al pacienia)

“En esta seccion me gustaria preguntare sobre ejemplos de superacion
relacionados con el estigma vy 1a discriminacion debidos a su diagnostico de
enfermedad mental (durante los Glimos 12 meses).
Hay 2 preguntas en esta seccion, por favor elija una respuesta para cada una de

profesionales de afrontamiento conira
€l estigma y la discriminacion?

Mo aplicable L1

ellas.

26. | iHa hecho amigtades con gente fuera Munca flgun | Bastantes | Muchas
de los servicios de salud mental? B vez | weces WEoes
Mo aplicable (1 L1 [] O O

De un ejemplo:

[27. iLe ha sido posible emplear sus Munca Algun | Bastantes | Muchas
habilidades personales o las técnicas 8 ver |weces Weres
gue le hayan ensenado los W Ol ] O

Dé un ejemplo:

(Instrucciones para gue ef entrevisfador lea al pacienia)

“En esta seccion me gustaria preguntarle sobre las veces en las que le han tratado de
forma mas positiva por su diagnostico de enfermedad mental. El ser tratado de
forma mas positiva significa cualquier ocasion en que le hayan dado un trato especial.
Me gustaria saber si ha recibide algun trato favorable en comparacion a como era
tratado antes de desarrollar su problema de salud mental o en comparacion a como
son tratadas las personas sin ningln diagnostico por enfermedad mental, (durante los
ultimos 12 meses),

Hay 5 prequntas en esta seccion, por favor elija una respuesta para cada una de
ellaz.”

28. | ilLe ha tratado su familia de forma mas | Munca fAlgun | Bastantes | Muchas
positiva? (Incluya familia de origen, 8 vez |weces veces
hijos, parientes, conyuge).

5 " L | O O
Mo aplicable L

D& un ejemplo:

Escala de Discriminacion y Estigma ISC 12 € 2008 Grupo de estudio ASPEN FINDIGO.
Contacto: Prof. Graham Thomicnoft, Institute of Psychiatry, King's College Londeon,

Email: graham thomicrofi@iop ko ac uk
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29. | iSe le ha tratado de forma mas positiva | Munca Algun | Bastantes | Muchas
al solicitar ayudas socialesipensiones aver |wveces veces
de discapacidad? 0 0 0 ]

Mo aplicable LI

Dé un ejemplo:

30. | iSe le ha tratado de forma mas positiva | Nunca Algun | Bastantes | Muchas
al solicitar alojamienta? 8 WEZ | weces VECES
Mo aplicable [ L L1 O i)

Dé un ejemplo:;

31. | iSele ha fratado de forma mas positiva | Munca | Algun | Bastantes | Muchas
en sus aclividades religiosas? aver |veces VECES
Mo aplicable [ U El O O

De un ejemplo:

32 | i5e le ha tratado de forma mas positiva | Munca Algun | Bastantes | Muchas
en =u empleo? (pregunte en la 8 VEZ | veces VEDES
bisqueda de emplen, en el 0 O [ 0
mantenimiento del puesio de frabajo,
efc)

Mo aplicable L]

Dé un ejemplo:

Escala de Discriminacion y Estigma DISC 12 2 2008 Grupo de estudio ASPEN ! INDIGO.

Contacio: Prof. Graham Thornicroft, Institute of Psychiatry, King's College London.
Email: graham thomicrafti@iop ke acuk
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ANNEX 7. CALGARY DEPRESSION SCALE FOR SCHIZOPHRENIA
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ANNEX 8 POSITIVE AND NEGATIVE SYNDROME SCALE

1. Delirics 1 ? 1 'l 5 ] ¥
2. Desorganbacian conceptual 1 2 3 1 5 8 7
1 Akrmaciones 1 2 3 i 5 & i
i Excitaciin 1 2 3 4 5 ] 7
5 Grandiosidad 1 2 ‘3 4 5 B 7
& Simpicari/perjuicio 1 2 1 4 5 ] ¥
7. Histiliclsd 1 ] a 1 5. 8 7
Errala pasitiva (FANSS-F) Pumt i direcra: Perrentit
1. Embotmicnin dfecibo 1 2 1 i 5 & 7
2. Retraimiento emncinnal ] 2 - d 5 & H
3. Cantacio pobre i ] ] 4 5 L T
L Eeiraimienio sxcial i ] 1 4 5 ] X
5. Persamienio ahsiracio 1 2 3 4 5 8 7
&. Fhiider d a camersscdon 1 2 3 4 5 & T
7. Persamiemio esterentipato 1 z 3 i 5 (] T
Evcarla aegativa (PANSS-N) Purd i direda: Prremit:
1 r 4 5 i 3 L T
Freala compiresta (PUNSS-0) Pumérariom dinerra: Percemint
L Preccupacion somatica 1 2 3 i 5 [ 7
2 Ansisda] ] 2 3 4 5 & T
1 Sentimirnios de oalpa 1 2 3 A 5 I 7
4. Tensicn malora i 2 -3 d 5 & b ]
5 Marersmos/posiuras 1 4 -3 4 5 L 7
& Depresian 1 2 3 4 5 [ T
7. Enlentecinmesio motor 1 x 5 4 3 ] T
& Falta dr colaboracin 1 2 [] 4 5 [ 7
9. Persamirnios mussales i 2 -3 l 5 & 7
10. Desarienfacian 1 ] ] 4 5 [ 7
11 Adencivn deficiente i ] ] 4§ 5 ] F
12 Asmsencia de insighl i o 3 4 5 8 7
1% Trashornes de | volicion i ] [] 4 5 & T
1k Conirol deficienie de los mpulsos i 2 3 4 5 ] T
15 Ensimismaments ] 2 5 4 5 & T
16. Evitacion social activa 1 2 3 i i ] T
Prirapatelogts generz! (PANSS-IG) Pumwacisn directa: Prereemiit
1 2 3 Fl 5 & g
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ANNEX 9 UNAWARENESS OF MENTAL DISORDERS

I Concienria de poseer un trastornn

2 Cancienda sobre los efectos de la medbcacion

L Conciencia de bis comsecuencias sociabes del trasiormo menitad

Puntuacidn iotal de los 3 items:

b, Atribucdn de by alurinsciones a b enfenme dad

Hh. ll I
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ANNEX 10: BARRATT IMPULSIVITY SCALE

dngtrarisnes; Las personas son diferentes en cuanko a b forma en que se comportan v pleman en distinias situzciones. Esta e uma
prueba para medic dgunas de la formas en qee wied adia v pieea. No == deiengz demasiado tiempo e ninguna de bs
oraciomes. Bespanda rapida v honesiamente. (Entrevistador: Lea caifa oracicn al resporelients v mangue b mmfestacon. 5 b
persana no entiende b pregunta, plantéels de ta forma gue eté entre parentesish.

Raramente A Sempres
i A i)

1. Manifice mix tareas con ooideeds

£, lagn las ross sin pensaris

3. Casi nunoa me oo [as oosas a pecho
{0 me perturba oon filidad)

1. Mlis pensamienins poeden tener gran velocklad
(iengo pensamientos e van muy répida en mi menle)

5. Flanifiro més viajes con antelacion

. Sy una persona am suboronimal

1. Me concentro ron facilidad (se me hace fidl coneentrarme)

K. Ahorra enn regnlaridad

8. 52 me hace dificl estar quirtn'a por brgos perindos de tempo

10 Pienso las o coidadosamen e

11 Mantfiro para tener un trafajo fijo {me eduern por seguar
que dendre dinern pars pagar por mis gasios)

(oo (ojojnojojioic (o (oo

1L Diigin bas roeas sin penear ke

11 Me gusia pensar sobre problemas complicadns
(me gasta pensar sobre peoblemnas comglejos

1L Cambia de trahago frecuentemenie (no me queda en ¢l mismo
trabaja por largas periodos de tiengpo)

15, Actin impulshamente

16 e abarrrn ron facilidd iratandn de resabver problemeas en o mente
{me aburre pensar &n algn por demastado tiempo)

17. Visita al médicn y al dentista con regubaridad

18. Hagn las ooz en el momenio que = e poureen

19 Soy una persona que piers sin distraene (puedo enfiocar o menks
ey ona vnla cosa par muacha tiempod

2. Cambdn de vivienda 2 menodo (me mudo on frecuencia
oo me gusta sivir e mismo sitio por mocho Hempo§

2] Compro coms impalshaments

22 Yo terming jo e empiezo

231 Caming yme muesn con mpide:

2L Resurhn b problemas experimentanda (reseten los problamas
tralanda urn posdbie smlocan y viendo s fncioos)

25, Gasio efrecthvo o en crédiio mas de o que gano
[gasto mis de lo que gann)

P8 Jablo rapido

1. Tengp pensumientis exiradios cuando estoy pensndn
(a veres iengo pensamiznios irrekevantes cuandn pienso)

ZH Me imieresa mas el presente que o futuro

20 e siento ireuieinta en dases o charlas {me sienlo inguielo/a = i=ngo
que air a algaien hablar porun lagn periedn de Hempol

i R i o i o S O o e I i o i O o i i S f o o o
oo oo |go (o |oooa (o oo oo o |[ojg |[goojooojc |a (ja)ja

oo oo |oo (O |(ojojoo |[o |[oojo (oo |o |[Oojo joojojojojojo (o (oo

oo (oo (oo | jojojojo |0 j[onjo g o

30 Manifiro para o Fuburo (e imteresa mas el et que el presente)
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