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Mental disorders contribute significantly to
the Global Burden of Disease, as four out of
the ten diseases with the highest burden are
psychiatric. Moreover, about a quarter of the
population, develop one or more psychiatric and
behavioural disorders during their lifetime.
Unipolar depression ranges as the leading mental
disorder with respect to disability with adjusted
life years. The major psychiatric disorders like
schizophrenia and depression are found in all
cultures and result in significant disability. The
cost of mental disorders worldwide needs
receiving increasing recognition (Kastrup &
Ramos, 2007).
One could reasonably expect obesity, diabetes, or smoking to result in reduced physical
health and shorter life; but for mental illness
the link is not so intuitive. How could differences
in psychological state make such an impact on,
and impair the physical body. And yet, as countless studies are coming to show, a link does
indeed exist.
For instance, in Portugal comprehensive
information about access and patterns of use of
mental health services in Europe is lacking. In
Portugal, particularly the counsellor figure is
yet to exist – where the orders connected with
mental health eclectically, and bears an elitist
seal among them, but also where status seems
to be more essential that the patient’s health –

it has become difficult to effectively deal with
this subject. This is, of course, is not unique in
Portugal (Pinto-Coelho, 2017).
Over the past 30–40 years, general life
expectancy across the world has been rising –
from around 61 years in 1980, to around 71 in
2015 (Wang et al., 2015). The subset of the
population with a mental health disorder, however, have not benefitted from such a generous
growth (Lawrence et al., 2013); and the average
person with a mental illness can expect to live
between 10–25 years lower than the general
population (World Health Organization, n.d.;
Lawrence et al., 2013). One reason is the greater
propensity towards suicide among this population, and the primary focus has, for a long
time, been on suicide-prevention strategies. But
over 80% of early mortalities in people with
mental illness are actually a direct result of comorbid general medical conditions (Lawrence
et al., 2013). It is clear that the current care
system is failing people with a mental illness
and new solutions will need to be considered.
From the back pages of global medical reports
and the footnotes of World Health Organization
(Kolappa et al., 2013), mental illness is finally
making it into the forefront of public health
strategies. Unfortunately, much of this new wave
of attention is being directed into mental illness
as a problem of disability rather than one of
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mortality (Walker et al., 2015). It is true that
of mortalities in mental illness, psychological
symptoms are rarely the direct cause of death,
but mental illness is a significant risk factor for
many of the leading causes of death due to noncommunicable and communicable diseases worldwide (Lawrence et al., 2013). Indeed, a recent
meta-analysis of mortality in mental illness has
concluded that mental health conditions
constitute a population attributable risk (PAR)
of 14.3% and are, therefore, responsible for more
than 8 million annual deaths worldwide, ahead
of ischaemic heart disease, stroke, chronic
obstructive pulmonary disease (COPD) and
HIV/AIDS (Walker et al., 2015; World Health
Organisation [no date]).
This huge death rate is partially attributable
to an increased likelihood of people with a
mental illness developing physical health
problems. This is particularly the case in
cardiovascular disease (CVD), by far the largest
contributor to worldwide disease-related mortality, where diagnosis is as much as two and a
half times more likely for people with major
depressive disorder or schizophrenia (FrasureSmith and Lespérance, 2010; Curkendall et al.,
2004), and may yet be even higher for people
with bipolar disorder (Goldstein et al., 2009).
The risk factor for type II diabetes mellitus
(DM), responsible for 1.5 million deaths per
year, is not too far behind with anywhere
between a 1.5 to 2 times increased risk for people
with severe mental illness (Campayo et al., 2011;
Curkendall et al., 2004; Goldstein et al., 2009),
while respiratory symptoms such as chronic
bronchitis and emphysema are also far more
likely to occur in psychiatric patients than in
the general population (Himelhoch et al., 2004).
Though the link with overall cancer prevalence
is more controversial, people with schizophrenia
are at a higher risk of breast, lung and digestive
system cancers than the general population
(Robson & Gray, 2007; Spiegel & Giese-Davis,
2003).
Prevalence elevations are not only confined
to non-communicable disease, however. Mental
illness is also associated with a greater chance
of contracting many infectious diseases. By far,
the largest contributor to the global death rates
in this category is HIV/AIDS and there is
evidence to suggest that people with severe
mental illness are at as much as an eight times
increased risk of contracting the disease (Scott
and Happell, 2011; Robson & Gray, 2007;
Rosenberg et al., 2001; De Hert et al., 2011),
especially in countries where the overall preva-
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lence of blood-borne infection is low (Hughes
et al., 2016). Hepatitis B and C are also major
risks for people with a severe mental illness with
studies indicating anywhere between 5–11%
increase in incidence, and, worldwide, 20–25%
of this population are estimated to be infected
with hepatitis C (De Hert et al., 2011). Meanwhile, schizophrenia has been reported as being
so intimately linked with tuberculosis in some
parts of the world that there are dedicated wards
set up for the treatment of both conditions (De
Hert et al., 2011).
Education can also play a role. For instance,
during the past decades, the way that researchers
and educators understand and describe the
process of reading has been revolutionised. The
present article examines the current developments in reading abilities among second language
readers. The developments are further discussed
in terms of a theory of general second language
proficiency encompassing both oral and written
language. Implications on the nature of second
language reading, the database in second
language reading, text-and knowledge-driven
operations in second language reading, and
second language reading classroom factors have
been provided. Assessment of comprehension is
briefly reviewed, and recommendations are
provided for theoretical, cultural, and
educational implications (Relojo, dela Rosa, &
Pilao, 2016).
There are obviously severe underlying factors
predisposing people with severe mental illness
to diseases, but the problems also extend to
treatment and prognosis. Mental illness is both
a predictor for mortality and the severity of
symptoms arising from physical health problems.
In patients with myocardial infarction, for
example, depressive symptoms are a significant
predictor for death both at 6 and 18 months
post-event, and the risk of dying from CVD is
at least 25% higher than the background rate
for people with an anxiety disorder, personality
disorder or schizophrenia (Hennekens et al.,
2005; Roest, 2010; Moran et al., 2007) and more
than two times higher for people with bipolar
disorder (Roshanaei-Moghaddam and Katon,
2015). Patients with schizophrenia are one and
a half times more likely to die from all types of
cancer, and more than seven times from digestive
system and testicular cancers (Tran et al., 2009).
Severe mental illness is also associated with
higher mortality for infectious disease including
pneumonia and influenza, which in people
suffering co-morbid bipolar disorder is around
four times more likely to result in death (Crump
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et al., 2013). Worsened symptoms including
functional impairment and reported pain have
frequently been reported in people suffering
mental illness for example in cancer (Spiegel &
Giese-Davis, 2003). Moreover, another study
(Jones et al., 2008) found that people with
schizophrenia, who were admitted to medical
and surgical wards, were found to have significantly higher rates of infections, post-operative
complications (including intensive care unit admission or death), and increased length of stay.
Importantly, the association between mental
illness and physical health is bidirectional,
resulting in a vicious cycle where either state
may foster and support the onset of the latter.
For example, new incidents of depression in
cancer patients occur for a quarter of the population while for stroke patients the rate is around
one in three (Spiegel & Giese-Davis, 2003;
Hackett et al., 2005; Raison & Miller, 2003).
In both cases, prevalence rises with severity of
the physical symptoms (Hackett et al., 2005;
Raison & Miller, 2003). Furthermore, both
asthma and COPD are significantly associated
with a high prevalence of anxiety, panic and
affective disorders (Livermore et al., 2010;
Goodwin et al., 2003) and there is significant
elevation in the rate of depression for people
infected with HIV/AIDS (Ciesla & Roberts,
2011), and for depression and anxiety disorders
in people infected with the hepatitis C virus
(O’Dwyer et al., 2005). Evidently, services
that can target the onset of mental illness in
people with physical illness as well as vice versa
will be important in tackling the problem of
reduced outcomes, overall.
It is clear that international governments and
social services need to take heed of this looming
public health crisis and implement new strategies
and services capable of breaking the cycle and
preventing early deaths. However, the global
health budget is not unlimited and therefore it
is crucial that the strategies prioritised are taken
forward, and are efficient, evidence-based, and
flexible enough to draw significant outcomes
from a variety of contexts. The only way these
three criteria can be satisfied, is through a
concrete understanding of the causes of reduced
physical health in people with mental illness.
Once these have been identified, we can have
the best crack at addressing the primary triggers.
Plainly, one of the first considerations should
be that mental illness itself may cause physical
health problems, or that some shared aetiological
factor results in both mental and physical
symptoms. One mechanism of particular interest
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in this regard is the interaction of the brain
with the endocrine system, particularly the
regulation of stress hormones (Grippo &
Johnson, 2002). Structural and molecular brain
changes associated with the progression of
depressive symptoms, for example, are known
to impair the hypothalamus’ ability to inhibit
the release of corticotrophin-releasing factor
(Grippo & Johnson, 2002; Reiche et al., 2004),
a hormone that precedes and triggers the secretion of cortisol, adrenaline and noradrenaline,
which are known stress hormones. Long-term
elevated levels of these hormones are implicated
in, among other things, metabolic dysfunction,
immune system impairment, inflammation, and
hypertension (Staufenbiel et al., 2013). Abnormal metabolism of glucose and fat, leading
to obesity, combined with hypertension, creates
a high-risk profile for CVD especially if symptoms are chronic. Meanwhile, a weakened cellmediated immune system response makes the
body more susceptible to infectious disease and
also less likely to eliminate tumour cells (Reiche
et al., 2004). Concerningly, stress may also exacerbate depressive symptoms, perhaps through
receptor desensitisation (Holsboer, 2001) or
inflammation-induced tissue damage (Miller et
al., 2009); possibly culminating in an everworsening positive feedback loop that impairs
not only psychological symptoms but also physical health. It is interesting to note that the
hypothalamic-pituitary-adrenal (HPA) axis also
functions abnormally in other mental health
conditions, potentially pointing to external stress
as a common causal factor. This is at least
supported in animal models where exposure to
chronic stress is a significant predictor not only
of affective symptoms but also immune
suppression, reduced lifespan and tumour growth
(Willner et al., 1992; Reiche et al., 2004).
Another way that the symptoms of mental
illness may play a causal role in poor physical
health is through lifestyle factors. On average,
people with a mental illness consume more
alcohol, tobacco (Szatkowski & McNeil, 2013)
and illegal drugs than equivalent mentallyhealthy populations, and they are also more
likely to engage in liberal sexual practices. While
the global use of tobacco has been declining,
for example, a similar trend is barely perceptible
in people with diagnosed mental illness (Szatkowski & McNeil, 2013), and people with schizophrenia and depression are both more likely to
smoke tobacco and consume it more heavily than
members of the general population (Dani &
Harris, 2005). Being a current tobacco-smoker
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predicts a 20% reduced life expectancy, in
addition to higher risk ratios for respiratory
disease, CVD and cancer. Consequently, it has
been estimated that close to 85% of deaths in
people with severe mental illness can be attributed to use of tobacco (De Hert et al., 2011).
Alcohol dependence is another commonly seen
co-morbid substance use disorder in people with
mental illness and is responsible for as many as
3.3 million deaths per year (World Health
Organisation [no date]). Several studies have
shown that having depression worsens alcohol
abuse behaviour, either as a result of reduced
motivation to abstain or as a form of self-medication against the depressive symptoms (Morris
et al., 2012). There is a similar pattern for narcotics, particularly cannabis and cocaine, with use
in patients with schizophrenia being not only
higher than the general population but also
likely to result in more inpatient stays (Menezes
& Mann, 1996). People with mental illness,
especially those with anxiety disorders or depression, are generally more sensitised to the
effects of stress and may actively seek out
substances which induce relaxation. Stress
sensitivity also makes cessation in drug addiction
more difficult since experiences of stress are a
common cause of relapse (Dani & Harris, 2005).
Poor nutritional quality is a common observation in people with a mental illness. For
example, people with schizophrenia are known
to have diets generally higher in fat and refined
sugar, while lower in fibre, fruits and vegetables
(De Hert et al., 2011). Exacerbating this further,
people with a mental illness are more likely to
lead sedentary lives which may be partially
attributable to social isolation acting as a barrier
for community participation. Psychiatric patients
are less likely to have a group of friends or to
engage in community activities with the consequence that they miss out on common forms of
physical exercise, as well as informal health
monitoring from connections in the community.
As a consequence of these factors, prevalence of
obesity is higher than should be expected for this
population (Scott & Happell, 2011). For example,
a study of a large cohort in the UK found that
35% of people with schizophrenia or a mood
disorder could be diagnosed as being obese; nearly
two times the rate of obesity rates is a general
pattern across the world (Scott & Happell, 2011).
There is pervading culture which wants to
see lifestyle factors as unwise or irresponsible
choices, however, often the opportunities
available for people with a mental illness to
live healthier lives are limited. For many people
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with mental illness around the world, lifestyle
choices are restricted by stigma and human rights
abuses. Stigmatisation comes in three main
forms: (i) community-level stigma, (ii) purposeful discrimination from private or governing
institutions, and, (iii) discrimination as an
unintentional consequence of practice or policy
(Corrigan et al., 2004). Community-level stigma
often results when people do not understand
the cause of mental illness and how it can be
treated. Although possibly the product of innocent naivety, it can result in appalling abuses
of human rights and diminishing opportunities
for people with mental illness to lead a healthy
life, such as rural families in the Philippines
locking their relatives in cages. Purposeful
discrimination from institutions can have similarly oppressive results for example with
reduced access to employment found in countries
such as Ghana and Belize driving people below
poverty line (Drew et al., 2011). Accidental
discrimination occurs in all countries and normally results from policymakers not considering
the needs of people with mental illness when
implementing new systems. This could be, for
example, a failure to put in place support for
people with mental illness who are interested
in joining sports club or smoking cessation programmes.
One particularly pertinent source of stigma
in the quest for improved physical outcomes in
people with mental illness is access to healthcare.
Across the globe, people with psychotic disorder,
bipolar disorder and depression report difficulty
accessing medical care, and it has become
irrefutable that the rates of undiagnosed and
untreated medical problems in people with
mental illness are below the global average (De
Hert et al., 2011). At one level particularly
found in low- and middle-income countries
(LAMIC), availability of appropriate health
services is a problem, while in higher-income
countries a greater problem is the lurking stigma
or bias in practising clinicians. In LAMIC,
mental health problems are still treated with a
reduced level of urgency compared to what are
considered more pressing medical conditions such
as HIV/AIDS, malaria or tuberculosis, and in
many countries there are very few, if any, mental
health specialists available. Sparse laws addressing mental health and minimal funding mean
that mental health programmes and services are
not well-distributed across the country.
Far from being free of such problems, a
number of affluent countries where there is no
free healthcare provision also suffers from discri-
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mination in access to health services. In the US,
for instance, citizens must pay into a health
insurance package in order to make use of the
healthcare system, but people with mental health
problems are among the population to be least
likely to have a health insurance plan in place.
They are also far more likely than people in the
general population to be from a relatively low
economic background or homeless. Even in
countries with free healthcare, however, there
are implicit barriers to healthcare, namely fear
of stigmatisation or judgement, mistrust of
healthcare professionals, and reluctance to have
symptoms investigated.
A possible main cause of these artificial
barriers is a phenomenon known as diagnostic
overshadowing. Whether due to bias, intentional
stigma or a gap in training, the physical health
problems of people with mental illness are less
likely to get diagnosed accurately by medical
professionals. It is feasible that a lack of
knowledge, combined with hidden bias, could
culminate in this effect. People with a mental
health problem may not represent with the same
range of clinical symptoms or make self-reports
inconsistent with textbook diagnostic cases,
potentially as a consequence of altered
experiential states such as reduced pain threshold
or cognitive deficits (De Hert et al., 2011).
Furthermore, there may be a tendency to misattribute physical complaints as psychosomatic
symptoms (De Hert et al., 2011). It is not only
in diagnosis that people with mental illness are
let down in this regard, however. A similar
phenomenon has been shown to influence the
range of physical treatments offered to people
with mental illness. For example, in a study of
people with ischaemic heart disease, those with
co-morbid mental health illness were less likely
to be offered a revascularisation procedure (Jones
et al., 2008).
Another emerging iatrogenic contributor to
lagging physical health in people with a mental
illness is overmedication. There is growing
evidence that pharmacological antidepressants
such monoamine oxidase inhibitors and tricyclic
antidepressants and, to a lesser extent, selective
serotonin reuptake inhibitors, are cardiotoxins
(Pacher et al., 2001; Tata et al., 2005; Taylor,
2008), giving rise to such side effects as
orthostatic hypertension, arrhythmias and
myocardial infarction (De Hert et al., 2011; Tata
et al., 2005; Taylor, 2008). But perhaps even
more problematic are the side effects resulting
from treatments for psychotic disorders. Fre-
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quently used antipsychotics such as clozapine
or olanzapine can have severe metabolic side
effects and are known to be associated with
greater propensity towards obesity and type II
diabetes (Roshanaei-Moghaddam et al., 2009),
both considerable risk factors for a range of other
physical health problems. They can also
contribute to the so-called metabolic syndrome
which is extremely prevalent in people with
schizophrenia, and which results in a three to
six times increased risk of coronary heart disease
(De Hert et al., 2011). Furthermore, use of
antipsychotics is linked to the onset of extrapyramidal symptoms including tardive dyskinesia
(De Hert et al., 2011). It has been suggested
that through these side-effects and patients’
attempts to self-medicate through activation of
the dopamine system, antipsychotics contribute
to the exacerbation of smoking and illicit drugusing habits and their associated physical health
risks (Dani & Harris, 2005). In addition,
antipsychotic medications have been shown to
elevate pain thresholds which are a possible
reason for some physical health problems going
unreported for extended periods (De Hert et
al., 2011).
The reasons outlined here for lower physical
health outcomes in people with mental illness
are unlikely to paint the full picture, but they
remain both the most commonly cited and most
prevalent ideas on this topic. In summary, they
can be grouped into four main categories: (i)
physiological factors caused by or leading to
the onset of mental illness; (ii) prevalent lifestyle
factors; (iii) stigma or medical bias; and, (iv)
overmedication. With these having been
outlined, we will now move on to discuss an
alternative system of interventions which could
potentially lead to large-scale reduction in physical illness for this population.
Arguably, the most important step that will
need to be taken to raise the physical health
levels of people with mental illness is simply
raising awareness among the health profession
of the significant co-morbid risk factors for
physical health problems among this population.
Apart from enhanced mental health services there
is little that can be done to minimise the
enhanced risk of physical health problems caused
by physiological effects of the mental health
disorder. However, by being aware of these links
and monitoring mental health patients, the
physical health problems can be detected earlier,
treated earlier and prevented from worsening.
For example, the high association of major

148

2018. — ¹ 1–2 (71–72)

depression and bipolar disorders with cardiac
symptoms are well-documented. If the awareness
of this were spread among primary care clinicians
and other health professionals, they may be more
primed to look for cardiac symptoms in this
population and more likely to detect them.
As has been seen, however, the interaction
between mental illness and physical health
conditions such as CVD is complex and consists
of many different factors. With health budgets
stretched across the globe and limitations in the
time clinicians can devote to early monitoring,
it is perhaps not feasible for all patients with a
mental health condition to attend regular health
check-ups. It is also an unnecessary commitment
for both the patient and clinician if the
individual risk profile is actually very small.
Some authors have suggested that clinicians
conduct one thorough medical examination on
first contact with the patient and use the results
of this to establish the risk and appropriate level
of future medical monitoring (De Hert et al,
2011). The suggested measures include low-cost,
low skill procedures such as taking a waist
circumference, assessing alcohol and tobacco use
and measuring blood pressure which could easily
be carried out in lower income countries, as well
as more technical processes such as determining
fasting blood levels of glucose, lipids and prolactin or taking an electrocardiogram (ECG)
which could be added to the medical examination
where budgets, skills and technology allow.
Assessing risk from these measures is a lot easier
now that there are free online calculators available for clinicians (De Hert et al., 2011).
Technology has also advanced to the point
where it is possible to screen patients’ genomes
for risk factors associated with physical disease.
Access to this technology is likely to only be
accessible to higher-income countries and even
then will be expensive; however, it offers a finer
grain of filtering for patients most at risk of
developing physical health problems who can
then have more resources put into monitoring
and interventions. Whilst genomic tests will
undoubtedly lead to more accurate results, a
useful proxy for use in lower income countries
and low-budget services elsewhere is to ask
patients about their family history of physical
health problems such as diabetes, CVD and
cancer. Once risk profiles have been calculated,
it is possible to prioritise future monitoring and
service provision and more effectively prevent
or treat physical health problems early.
Another factor that should be a trigger for
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more intensive monitoring is if the person has
recently been started on psychotropic medication
or if they have shown signs of an adverse
reaction. Given the potentially life-threatening
side-effects of common medications used in
mental illness (e.g., antidepressants and
antipsychotics), close monitoring of their
suitability and effectiveness should be a priority
in worldwide clinical practice. However, yet
again, it is unreasonable and financially unfeasible to expect clinicians to monitor all patients
on medication intensely and to expect patients
to commit to it. A better strategy is to identify
candidate patients who are at the highest risk
of developing adverse symptoms. This includes
drug-naive patients, children and adolescents as
well as those with higher baseline levels of
visceral fat and metabolic abnormalities (De
Hert et al., 2011), most of which are factors
that can be evaluated quickly and at low cost.
Another solution to limited resources is to monitor all patients started on a new pharmacological treatment intensely (e.g., every week) for
the first stage of treatment so that those patients
who are reacting adversely can be detected.
Conveniently, low cost measures such as waist
circumference are useful indicators for onset of
serious medical complications such as the metabolic syndrome so they can easily be measured
in lower income countries. If adverse effects are
detected, clinicians can decide to change the
treatment to a more appropriate medication or
consider concurrent psychological and lifestyle
interventions to reduce the need for medication
or lower its side effects.
Unfortunately, across the world, many people
with a severe mental illness only have access to
the healthcare system through mental health
services and it has been well reported that many
mental health professionals are reluctant to go
beyond their station and expertise to monitor
physical health. International guidelines to
promote physical health screening by psychiatrists have previously been produced but have
had minimal effect on practice. In this case, the
better solution might be to move to a more collaborative care (CC) approach where physical
health and mental health services are joined
together with the result that by going to one
clinic people with mental illness can see both a
mental health specialist and physical health
specialist who then communicate with each other
to coordinate care.
Psychologically-supported programmes designed specifically for people with mental illness
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that aim to reduce overeating, smoking, use of
drugs and alcohol, and promote social inclusion
and exercise. Charity and support group engagement to promote social inclusion and access to
activities. First that needs to be addressed is
the increased clinician awareness of the comorbid
risk factors for people with a mental illness.
For example, doctors should be more primed to
look for cardiac symptoms in people with
depression or bipolar disorder. Common genomic
associations between depression and risk factors
for cardiac disease could be learned by clinicians
and then applied in practice to look for risks.
Maybe regular health check-ups based on these
risks for people with a diagnosed mental health
problem. For many people with severe mental
illness, the only access to healthcare is through
the mental health team.
Though guidelines have been agreed and
published, many psychiatrists are reluctant to
go beyond their station and monitor physical
health. In addition, low cost monitoring can
include an initial profiling of genetic risk;
patients can be asked about their family history
with regards to diabetes mellitus, CVD,
hypertension and cancer. Psychologicallysupported programmes designed specifically for
people with mental illness that aim to reduce
overeating, smoking, use of drugs and alcohol,
and promote social inclusion and exercise.
Teaching and training settings can be structured to convey a message of hope and recovery
rather than on focusing on the person served in
negative terms, as belligerent, resistant, unmotivated, or disinterested. Trainers should carefully
construct ‘real-play’ experiences rather than ‘role
plays’. A real-play exercise has the trainee in
the ‘client’ seat, describing his or her own life
situation, personal values, strengths, goals, and
challenges. In contrast, in role plays, the trainee
pretends to be a ‘real client’, often portrayed in
a pejorative manner as resistant, unmotivated,
and challenging. By contrast, in well-designed
real-play situations, the trainee discovers that
many ‘problems’ or ‘issues’ experienced by
people served parallel to what they, themselves,
have experienced. Through real-play practice,
trainees come to see these difficulties and
challenges as common human nature issues, creating empathy for the people they serve. A real
play can offer a transformative learning experience (Nemec, 2015) – an experience that
creates disruption, such as facing a contradiction
in what the learner ‘knows’ to be true.
Many international guidelines for the
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monitoring of physical health measures in people
with mental illness have already been drawn up
but they are rarely implemented in clinical
practice. A more simple option is to take baseline
measures of any patient who enters into
psychiatric care and identify those at elevated
risk of diabetes or CVD. If the patient is started
on medication, it has been suggested that they
should be monitored every week for the initial
periods of treatment. This can highlight patients
who are gaining weight rapidly and prompt
medication review or alternative interventions.
Thereafter a health check every three months
can be offered to those progressing through
treatment without any significant side effects
or health risk profiles.
More training in mental health indicators in
hospital settings and availability of psychological
support screening, engagement, education of
patients and family members, close follow-up,
and tracking of adherence and clinical outcomes
shows that many of the required skills and tasks
of care can be learned and delivered by a range
of non-specialist health workers with appropriate
training and supervision. Particular skills, such
as case finding, support of treatment adherence
and motivational coaching, follow-up tracking,
patient education, and self-management support,
turn out to be quite critical to providing effective
care. These ‘care management tasks’ or work
packages can be effectively assigned to nonspecialist health workers who are well positioned
to bring them into the community, extending
the reach of primary care. Several recent metaanalyses have concluded that Collaborative Care
(CC), the best-evaluated model for treating common mental disorders such as depression or
anxiety in primary care settings, is consistently
more effective than care as usual United Kingdom, Canada, the United States, and the
Netherlands, there is a growing evidence base
testifying to its applicability in primary care in
LAMIC.
Changes in dietary composition can have
substantial effects. Weight loss has many healthrelated benefits that are of particular importance
to (severe mental illness) SMI patients,
including a reduction in risk of diabetes mellitus
and CVD, reduction of serum triglycerides and
LDL-cholesterol concentrations, increase in
HDL-cholesterol concentrations, and reduction
in blood glucose concentrations and haemoglobin
A1c among patients with type 2 DM. However,
interventions that address nutrition, weight
management and physical activity have not
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become a routine part of psychiatric care 98.
The psychiatrist can involve the individual with
SMI in educational and psychosocial programs
that address the issues of health and wellness,
which can reduce medical comorbidities in this
population. These programmes, such as ‘The
Healthy Living’ programme, the ‘Small Changes’ strategy and the ‘Solutions for Wellness’
programme have been shown to be effective in
people with SMI.
Cessation of smoking is associated with
approximately a 50% decrease in the risk of
coronary heart disease 104, and a 75% decrease
in t he risk of high/very high 10-year
cardiovascular events 126. Therefore, SMI
patients should be strongly encouraged to stop
smoking. Moreover, treatments that work in the
general population appear to be approximately
equally effective in SMI patients. The evidence
also suggests that treating tobacco dependence
in SMI patients with stable psychiatric
conditions does not worsen mental state 133.
Finally, although staff from psychiatric hospitals
often express concerns that adopting a smokefree policy would have a negative impact on
the hospital’s treatment milieu, this is not
necessarily the case 134. Therefore, at a minimum, psychiatric professionals should assess
tobacco use in all patients, advise all tobacco
users to quit, assist patients in developing a
quit plan, and arrange follow-up 100. If
necessary and possible, patients can be referred
to a smoking cessation service, which can offer
behavioural counselling, nicotine replacement
therapy or other pharmacological interventions.
One study (Park et al., 2013) has revealed
that Spanish-supervised walking group study for
women with depression. Supervised walking was
highly cost effective at $449 (ˆ 311, 2005 prices)
per QALY gained, with a 99.9% probability of
being cost effective assuming a cost per QALY
threshold of just $865 (ˆ 600, 2003 prices).
Furthermore, in this context nurses and other
health care professionals such as physical health
and lifestyle trainers that routinely work closely
with people with mental health problems can
focus more on looking at factors that may
encourage greater sustained participation in
health-promoting activities (Park et al., 2013).
A ‘Quality and Outcomes Framework’
(QOF) governs the performance-related
component of GPs’ funding, where performance
is assessed against a number of specified targets.
This rewards GPs financially for recording every
15 months that they have advised smokers with
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schizophrenia, bipolar disorder and other
psychoses to quit or referred them to a specialist
smoking cessation adviser (Szatkowski &
McNeil, 2013)
A higher annual prevalence of advice recording was seen in smokers with schizophrenia,
schizotypal, delusional and bipolar disorders is
unsurprising, given the financial incentives to
do so, although was present in fewer than twothirds of cases despite the QOF payment
thresholds rewarding recording in up to 90% of
eligible patients. The lower proportion of consultations in which advice is recorded or cessation
medication prescribed may suggest that, given
equal opportunity to do so, GPs appear less
likely to intervene with smokers with indicators
of poor mental health compared to those without. The smoking cessation interventions which
are known to work in the general population
have also been shown to be effective in patients
with poor mental health, suggesting that primary
health-care professi onals should target
interventions towards their patients with mental
health disorders. If these professionals were to
intervene in an equal proportion of consultations
regardless of patients’ health status, smokers
with indicators of poor mental health would be
advised to quit or prescribed a cessation medication more frequently over the course of a year,
which may help to reduce the smoking prevalence and resulting health inequalities in these
vulnerable groups of patients. (Szatkowski &
McNeil, 2013)
Another aspect that should be taken into
account, considering that it is already the digital
age, is the impact of blogs on mental health
i.e., blog psychology (Relojo, 2017). It is
generally recognised that blogging started in
1994, with Links.net considered to be the first
ever blog. Since then blogs on a variety of topics
and disciplines have emerged. Undeniably, blogs
have been a functional vehicle in promoting
psychology and have been instrumental in promoting mental health. Psychology and mental
health blogs offer a wealth of information,
insight, and interesting content for their audience. The range, immediacy, and diversity of
bloggers’ voices are highly compelling; readers
are often drawn to blogs for their speed and
intimacy. In light of this, the present paper
outlines how blogs can serve as a transformative
medium to promote the discipline of psychology
and allied fields. It also provides a brief account
of psychology blogs and provides an overview
of popular blogs in the discipline. A new field
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could potentially materialise in the discipline
and this can be known as ‘blog psychology’: a
sub-branch of the discipline that attempts to
apply psychological principles and research,
including research partnership (Relojo, 2015)
in order to optimise the benefits that readers
can derive from consuming blogs. Potential
theories of blog psychology may incorporate the
readers’ perception, cognition, and humanistic
components in regards to their experience to
consuming blogs. It could also explore a range
of psychological principles involved in running
blogs.
The proportion of SMI patients not receiving
tests for assessing metabolic risk factors, even
for factors relatively simple and easy to measure,
such as obesity and blood pressure, is high
141,177,178,179,180,181. At present, neither
psychiatrists nor primary care physicians
carefully screen or monitor patients receiving
angina pectoris (AP) medication for metabolic
risk factors 173. Even after FDA (Food and
Drug Administration) and ADA (American
Diabetes Association)/APA (American Psychiatric Association) recommendations for novel
AP, the frequency of baseline glucose and lipid
testing showed little change. Several large-scale
pharmacoepidemiologic studies of individuals
initiating a novel AP (with non-psychiatric large
control groups) reported low mean baseline
metabolic testing rates, varying between 8% and
less than 30% 181,182,183 and follow-up assessments done in only 8.8% of patients. Likewise,
most children starting treatment with novel AP
do not receive recommended glucose and lipid
screening. In a related study in children receiving
AP treatment, similarly low metabolic monitoring rates were found 184.
There is a vicious cycle between mental illness
and physical illness. Having a mental illness
increases the chances of developing a physical
illness and vice-versa. Greater monitoring,
understanding and interventions can help reduce
the severity of the physical symptoms but it
seems the best way to break the cycle is to create
more mentally-friendly communities. As what
has been illustrated on this discourse, mental
health is co-morbid with substance abuse – either
drug abuse or sexual abuse. Also, there is a
greater likelihood that of alcohol dependence
among people with psychiatric disorders compared to the general population. Essentially,
some individuals with mental health issues may
find it challenging to engage with primary care
services, whereas some do not consider their
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substance use as a problem and are therefore
uncooperative to access specialist substance
misuse services. Hence, one of the interventions
that could be utilised to address this is promoting
a culture change among mental health key
persons, such as mental health nurses and
assistant psychologists. A pre-requisite to
working effectively with people with substance
use issues is to create a non-judgemental and
collaborative relationship. Also, involved people
should work in partnership with substance
misuse services to build referral pathways and
treatment options that are accessible and tailored
to the needs of different individuals with mental
health problems.
Interventions that target specific groups or
that are tailored to the individual, taking into
account the participant’s age, gender, socioeconomic status, cultural background, health
status, barriers to activity, and fitness level,
are more effective in increasing levels of physical
activity than more generic interventions. It could
be argued that physical health is reduced for
people with mental illness because the disease
is detected later. People with a mental illness
may not seek medical help because of stigma,
misattributing symptoms or abnormal sensory
experience e.g. reduced pain thresholds.
Mental health and physical health are so
interlinked, maybe it is unhelpful to think of
them as two separate entities and just focus on
promoting health in general. The reintegration
of psychiatric care and general somatic services,
with an ultimate goal of providing optimal
services to this vulnerable patient population,
seems to represent one of the most important
challenges for psychiatric care today. Integrated
treatment programmes in which medical providers are supported to treat common mental
health problems offer a chance to treat ‘the
whole patient’, an approach that is more patientcentred and often more effective than an
approach in which mental health, acute and
chronic physical health, reproductive health, and
chronic pain problems are each addressed in a
different ‘silo’ without effective communication
between providers. Second, integrated care programmes that can address patients’ mental health
needs in the context of general or other specialised health care settings are often more attractive to patients and family members who are
concerned about the stigma that is still associated
with mental and substance abuse disorders and
the treatment settings that specialise on caring
for individuals with severe mental disorders.
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ÀÍÎÒÀÖ²ß
Ðåëîäæî Äåí³ñ.
Âèì³ðè âäîñêîíàëåííÿ ô³çè÷íîãî çäîðîâ’ÿ ó ëþäåé ç
ðîçóìîâèìè âàäàìè.
Ó ñòàòò³ àíàë³çóþòüñÿ ðåçóëüòàòè íåùîäàâíî çä³éñíåíîãî ìåòààíàë³çó ñìåðòíîñò³ ñåðåä ïàö³ºíò³â ³ç ïñèõ³÷íèìè çàõâîðþâàííÿìè, ÿêèé ïîêàçóº, ùî ñòàí ïñèõ³÷íîãî çäîðîâ’ÿ óòðèìóº 14,3% ðèçèêó, à îòæå â³äïîâ³äàº
çà ïîíàä 8 ìëí. ùîð³÷íèõ âèïàäê³â ñìåðò³ â óñüîìó ñâ³ò³,
ùî ïåðåâåðøóº âèïàäêè ³øåì³÷íî¿ õâîðîáè ñåðöÿ,
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³íñóëüòó, õðîí³÷íîãî îáñòðóêòèâíîãî çàõâîðþâàííÿ
ëåãåí³â òà Â²Ë / ÑÍ²Ä. Äîâåäåíî, ùî öåé âåëè÷åçíèé
ð³âåíü ñìåðòíîñò³ ÷àñòêîâî çóìîâëåíèé ï³äâèùåíîþ
éìîâ³ðí³ñòþ òîãî, ùî ëþäè ³ç ïñèõ³÷íèìè çàõâîðþâàííÿìè ñàì³ ñòâîðþþòü ïðîáëåìè äëÿ âëàñíîãî ô³çè÷íîãî çäîðîâ’ÿ. Îñîáëèâî öå ñòîñóºòüñÿ ñåðöåâî-ñóäèííèõ
çàõâîðþâàíü, ùî íà ñüîãîäí³øí³é äåíü º íàéá³ëüøèì
äæåðåëîì ñìåðòíîñò³ ó ñâ³ò³, ïîâ’ÿçàíî¿ ç õâîðîáàìè,
äå ä³àãíîñòèêà äåïðåñèâíîãî ðîçëàäó àáî øèçîôðåí³¿
çóñòð³÷àºòüñÿ â äâà ç ïîëîâèíîþ ðàçè ÷àñò³øå òà ìîæå
áóòè ùå âèùîþ ó ëþäåé ç á³ïîëÿðíèì ðîçëàäîì. Ó äîñë³äæåíí³ àðãóìåíòîâàíà âèíÿòêîâà ðîëü ì³æíàðîäíèõ
óðÿä³â òà ñîö³àëüíèõ ñëóæá, ÿêèì ñë³ä ïðèñëóõàòèñÿ
äî ö³º¿ ãîñòðî¿ êðèçè çäîðîâ’ÿ ãðîìàäÿí òà âïðîâàäæóâàòè íîâ³ ñòðàòåã³¿ ³ ïîñëóãè, çäàòí³ ïîäîëàòè âêàçàíèé
ðóéí³âíèé öèêë ³ çàïîá³ãàòè ðàíí³ì ñìåðòÿì. Îäíàê
ãëîáàëüíèé áþäæåò íà îõîðîíó çäîðîâ’ÿ º îáìåæåíèì,
³ òîìó âàæëèâî, ùîá ñòðàòåã³¿, íà ÿê³ ïîøèðþþòüñÿ
ïð³îðèòåòè, áóëè á óñå æ òàêè âïðîâàäæåí³ òà åôåêòèâí³, çàñíîâàí³ íà áåçñóìí³âíèõ äîêàçàõ ³ äîñòàòíüî
ãíó÷ê³, ùîá çàëó÷èòè çíà÷í³ íàäõîäæåííÿ ç ð³çíèõ
êîíòåêñò³â ñîö³àëüíî-åêîíîì³÷íîãî æèòòÿ. ªäèíèé
ñïîñ³á çàäîâîëüíèòè ö³ êðèòåð³¿ – êîíêðåòíå ðîçóì³ííÿ
ïðè÷èí çíèæåííÿ ô³çè÷íîãî çäîðîâ’ÿ ëþäåé ³ç ïñèõ³÷íèìè çàõâîðþâàííÿìè. Ïñèõ³÷íå òà ô³çè÷íå çäîðîâ’ÿ –
öå íàñò³ëüêè âçàºìîïîâ’ÿçàí³ ñêëàäíèêè, ùî íåáàæàíî
äóìàòè ïðî íèõ ÿê ïðî äâà îêðåì³ ñóá’ºêòè, à ïîòð³áíî
çîñåðåäæóâàòèñü íà ï³äâèùåíí³ çäîðîâ’ÿ îêðåìî¿
ëþäèíè â ö³ëîìó. Ðå³íòåãðàö³ÿ ïñèõ³àòðè÷íî¿ äîïîìîãè
òà ä³ÿëüíîñò³ çàãàëüíîñîìàòè÷íèõ ñëóæá ç ìåòîþ íàäàííÿ îïòèìàëüíèõ ïîñëóã äëÿ ö³º¿ âðàçëèâî¿ êàòåãîð³¿
íàñåëåííÿ (ïàö³ºíò³â), çäàºòüñÿ, º îäí³ºþ ç íàéâàæëèâ³øèõ ïðîáëåì ïñèõ³àòðè÷íî¿ äîïîìîãè ñüîãîäåííÿ.
Çàïðîïîíîâàí³ ³íòåãðîâàí³ ïðîãðàìè ë³êóâàííÿ, çà
äîïîìîãîþ ÿêèõ ìåäè÷í³ çàêëàäè ï³äòðèìóþòü
çäîëàííÿ ñï³ëüíèõ ïðîáëåì ïñèõ³÷íîãî çäîðîâ’ÿ, äàþòü
øàíñ çðåàë³çîâóâàòè êîìïëåêñíèé ï³äõ³ä äî çäîðîâ’ÿ
ïàö³ºíòà, ÿêèé îð³ºíòîâàíèé íà éîãî îñîáèñò³ñòü ³
÷àñòî á³ëüø åôåêòèâíèé, í³æ äèôåðåíö³éîâàíèé ï³äõ³ä,
êîëè ïñèõ³÷íå, ô³çè÷íå ³ ðåïðîäóêòèâíå çäîðîâ’ÿ òà
õðîí³÷í³ ïðîáëåìè ç áîëåì âèð³øóþòüñÿ â ð³çíèõ
êîíòåêñòàõ æèòòºä³ÿëüíîñò³ ëþäñüêîãî îðãàí³çìó áåç
åôåêòèâíîãî ñï³ëêóâàííÿ ì³æ ïðåäñòàâíèêàìè ð³çíèõ
ìåäè÷íèõ çàêëàä³â.
Êëþ÷îâ³ ñëîâà: ïñèõ³÷í³ ðîçëàäè, ïñèõ³÷í³ çàõâîðþâàííÿ, ñìåðòí³ñòü, ô³çè÷íå çäîðîâ’ÿ, øèçîôðåí³ÿ,
äåïðåñ³ÿ, ðàê.

ISSN 2523-4099 (Online)
ISSN 1810-2131 (Print)

Ïñèõîëîã³ß
³ ñóñï³ëüñòâî

ANNOTATION
Relojo Dennis.
Dimentions of improvement: The physical health of people
with mental illness.
The article analyzes a recent meta-analysis of mortality
in mental illness, which has concluded that mental health
conditions constitute a population attributable risk (PAR)
of 14.3% and are, therefore, responsible for more than 8
million annual deaths worldwide, ahead of ischaemic heart
disease, stroke, chronic obstructive pulmonary disease
(CORP) and HIV/AIDS. It is proved that this huge death
rate is partially attributable to an increased likelihood of
people with a mental illness developing physical health
problems. This is particularly the case in cardiovascular
disease (CVD), by far the largest contributor to worldwide
disease-related mortality, where diagnosis is as much as
two and a half times more likely for people with major
depressive disorder or schizophrenia, and may yet be even
higher for people with bipolar disorder. It is clear that
international governments and social services need to take
heed of this looming public health crisis and implement
new strategies and services capable of breaking the cycle
and preventing early deaths. However, the global health
budget is not unlimited and therefore it is crucial that the
strategies prioritised are taken forward, and are efficient,
evidence-based, and flexible enough to draw significant
outcomes from a variety of contexts. The only way these
three criteria can be satisfied, is through a concrete
understanding of the causes of reduced physical health in
people with mental illness. Mental health and physical
health are so interlinked, maybe it is unhelpful to think of
them as two separate entities and just focus on promoting
health in general. The reintegration of psychiatric care and
general somatic services, with an ultimate goal of providing
optimal services to this vulnerable patient population,
seems to represent one of the most important challenges
for psychiatric care today. Integrated treatment programmes in which medical providers are supported to treat
common mental health problems offer a chance to treat
‘the whole patient’, an approach that is more patientcentred and often more effective than an approach in which
mental health, acute and chronic physical health,
reproductive health, and chronic pain problems are each
addressed in a different ‘silo’ without effective communication between providers.
Key words: mental disorders, mental illness, mortality,
physical health, schizophrenia, depression, cancer.
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Tetiana Honcharuk (Cholach), Nadiya Dzhugla
ETHNOPSYCHOLOGICAL INTENTIONS OF COMPREHENSION
OF UKRAINIANS IN THE PHILOSOPHY OF BOHDAN TSYMBALISTYI
Àêòóàëüí³ñòü òåìè äîñë³äæåííÿ. Ï³äâèùåíèé ³íòåðåñ äî åòíîïñèõîëîã³÷íèõ ïðîáëåì
ñüîãîäí³, ÿê â³äîìî, ïîâ’ÿçàíèé ç³ çì³íàìè ó
ñîö³àëüíî-ïîë³òè÷í³é àòìîñôåð³ ñó÷àñíîñò³ òà
³äåéíîþ êðèçîþ, ùî ¿¿ ïåðåæèâàº óêðà¿íñüêå
ñóñï³ëüñòâî ó ð³çíèõ ñôåðàõ ³ ãàëóçÿõ ïîâñÿêäåííÿ. Ñàìå çàâäÿêè âðàõóâàííþ â ïóáë³÷íîìó
óïðàâë³íí³ ïñèõîëîã³÷íèõ îñîáëèâîñòåé óêðà¿íö³â â³äáóâàºòüñÿ ïðîöåñ ïîºäíàííÿ òðàäèö³é
òà ³ííîâàö³é, â³ò÷èçíÿíîãî òà ³íîçåìíîãî äîñâ³äó äåðæàâîòâîðåííÿ. Ç öèì, âëàñíå, é ïîâ’ÿçàíà çíà÷óù³ñòü ïðîïîíîâàíîãî äîñë³äæåííÿ.
Àíàë³ç äîñë³äæåíü ³ ïóáë³êàö³é ç äàíî¿
ïðîáëåìè. Ùå äîíåäàâíà âñ³ ôåíîìåíè ïîâåä³íêè ëþäåé çâîäèëèñÿ äî ïðÿìîãî â³äîáðàæåííÿ
åêîíîì³÷íî¿ íåîáõ³äíîñò³. Âïåðøå âèâ÷åííÿ
îñîáëèâîñòåé îêðåìèõ åòí³÷íèõ ãðóï çä³éñíþâàëà øêîëà ïñèõîëîã³¿ íàðîä³â ó Í³ìå÷÷èí³
â ñåðåäèí³ XIX ñò. Íà äóìêó ¿¿ ïðåäñòàâíèê³â
Ì. Ëàöàðóñà (1824–1903) òà Ã. Øïåéòàëÿ
(1823–1899) óñ³ ³íäèâ³äè, ÿê³ íàëåæàòü äî
îäíîãî çàãàëó, âèð³çíÿþòüñÿ îäíàêîâèì íàðîäíèì äóõîì, òîáòî ñâîºþ ïñèõ³÷íîþ ñõîæ³ñòþ (ñàìîñâ³äîì³ñòþ, åòí³÷íîþ ³äåíòè÷í³ñòþ). Âîäíî÷àñ â³äîìèé í³ìåöüêèé ô³ëîñîô
². Ãåðäåð (1744–1803) âèâ÷àâ “äóõ íàðîäó”
ÿê ùîñü áåçò³ëåñíå, íå ðîçð³çíÿþ÷è éîãî ç
ïîíÿòòÿì “äóøà íàðîäó” òà “íàðîäíèé õàðàêòåð”. Äóøó â³í ðîçãëÿäàâ íàð³âí³ ç ³íøèìè
îçíàêàìè íàðîäó: ìîâîþ, çâè÷àÿìè, òðàäèö³ÿìè òà ³í., ââàæàþ÷è, ùî ¿¿ ìîæíà ï³çíàòè
çà äîïîìîãîþ óñíî¿ íàðîäíî¿ òâîð÷îñò³, äå ñâ³ò

ôàíòàç³¿ ÿêíàéêðàùå â³äîáðàæàº äóøåâíó
îðãàí³çàö³þ. Çàãàëîì öåé ìèñëèòåëü ï³äêðåñëþâàâ çàëåæí³ñòü ïñèõ³÷íèõ êîìïîíåíò³â â³ä
êë³ìàòó, ëàíäøàôòó, ñïîñîáó æèòòÿ, âèõîâàííÿ, ³ñòîð³¿ òà ñóñï³ëüíîãî óñòðîþ.
Ã.Â.Ô. Ãå´åëü (1770–1831) ó ïðàö³ “Ôåíîìåíîëîã³ÿ äóõó” çàóâàæóâàâ, ùî “äóõ íàðîäó”
çàäàºòüñÿ íàäïðèðîäíîþ ñèëîþ ³ ðîçêðèâàºòüñÿ ÷åðåç ñóñï³ëüíèé ðîçâèòîê, ìàº ïåâíó
âèçíà÷åí³ñòü, çóìîâëþºòüñÿ ðîçâèòêîì ñâ³òîâîãî äóõó. Êð³ì òîãî, çàâäÿêè íàðîäíîìó äóõó
â êîæíîãî åòíîñó ç’ÿâëÿºòüñÿ âëàñíèé ñâ³ò,
ñâîÿ êóëüòóðà, ðåë³ã³ÿ, çâè÷à¿, ùî é âèçíà÷àþòü ñâîºð³äíèé äåðæàâíèé ëàä, çàêîíè,
ïîâåä³íêó ëþäåé, ¿õ äîëþ òà ³ñòîð³þ. Ïðîÿâîì
àáñîëþòíîãî äóõó, ÿêèé ³ñíóº â³äîêðåìëåíî
â³ä îá’ºêòèâíî¿ îñíîâè æèòòÿ êîæíî¿ ñï³ëüíîñò³, íà ïåðåêîíàííÿ öüîãî ãåí³ÿ ô³ëîñîôñüêî¿ äóìêè, º íàö³îíàëüíèé õàðàêòåð ÿê ñîö³àëüíå ÿâèùå, êîòðå ñïðè÷èíåíå ñîö³îêóëüòóðíèìè, ïðèðîäíèìè ³ ãåîãðàô³÷íèìè ÷èííèêàìè é êîòðå â³äð³çíÿºòüñÿ â³ä òåìïåðàìåíòó,
îñê³ëüêè â³í ïîâ’ÿçàíèé ³ç ñîö³ºòàëüíîþ ïñèõ³êîþ íàðîäó, òîä³ ÿê äðóãèé – ³ç âíóòð³øí³ì
ñâ³òîì îêðåìîãî ³íäèâ³äà. Ó öüîìó êîíòåêñò³
â³í âèâ÷àâ òàêîæ õàðàêòåðè ºâðîïåéñüêèõ
íàðîä³â, íàãîëîøóþ÷è íå ëèøå íà ¿õ â³äì³íí³ñòü, àëå é íà ñõîæ³ñòü. Òàê, äîñë³äæóþ÷è
ðèñè íàö³îíàëüíîãî õàðàêòåðó âèä³ëÿâ çäàòí³ñòü äî ³íòåëåêòóàëüíîãî ñïðèéìàííÿ ñâ³òó,
ñõèëüí³ñòü äî êîíñåðâàòèçìó òà äîòðèìàííÿ
òðàäèö³é. Ñó÷àñí³ æ äîñë³äíèêè á³ëüøå ñõèëÿ-
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