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RESUMO

Transtornos psiquidtricos e traumas na infancia sdo altamente prevalentes em mulheres
encarceradas. O fator neurotrofico derivado do cérebro (BDNF) desempenha varios papéis na
sobrevivéncia, estrutura e funcdo neuronal. Dados da literatura sugerem que ele € um
substrato neurobiol6gico que modera o impacto das adversidades na infancia na expressao
tardia de doencas mentais. Objetivou-se, neste estudo, avaliar variaveis sociodemograficas,
clinicas e neurobioldgicas em mulheres encarceradas. O primeiro artigo descreveu, através de
estudo de prevaléncia controlado, o perfil sociodemogréfico, psicopatolégico e criminal de
uma amostra de 147 mulheres pareadas em quatro grupos (hospital psiquiétrico forense,
internacéo psiquidtrica, prisdo e controle). O segundo artigo avaliou a associacéo entre o nivel
de concentracdo sérica de BDNF em mulheres com trauma na infancia (em cinco subtipos -
abuso fisico, abuso sexual, abuso emocional, negligéncia fisica e negligéncia emocional) e/ou
transtornos psiquiatricos e/ou conduta antissocial (crime), comparando-as com mulheres
saudaveis, em uma amostra consecutiva de 110 mulheres pareadas em trés grupos (forense -
doentes mentais que cometeram crimes -, clinico - internacdo psiquidtrica — e controle). Os
grupos foram avaliados por meio de questionario de dados sociodemograficos, do
Questionario sobre Traumas na Infancia e de entrevista semiestruturada diagnostica Mini
International Neuropsychiatry Interview Plus. Os niveis séricos de BDNF foram medidos
apos a entrevista. O nivel de significancia adotado na andlise estatistica foi de 5%. Os indices
de transtornos mentais e de trauma na infancia foram elevados no grupo de mulheres
encarceradas, que apresentou perfil sociodemografico, criminal e psicopatolégico
comprometido e semelhante aos ja descritos na literatura. A prevaléncia e 0s escores de abuso
emocional foram maiores nos grupos clinico e forense do que no grupo controle. Niveis mais
baixos de BDNF foram associados a abuso emocional no grupo forense, assim como a abuso
sexual no grupo controle. O uso de Carbonato de Litio foi associado a niveis mais altos de
BDNF. ApOs regressdo logistica multinomial, baixos niveis de BDNF, altos niveis de abuso
emocional e presenca de delito familiar foram considerados fatores relacionados as pacientes
do grupo clinico. Os resultados do presente estudo indicam que a presenca de transtornos
psiquiatricos e a exposicao a eventos trauméticos precoces sdo atamente prevalentes em
amostras femininas forenses, representando um grave problema de salide publica. Os achados
também permitem supor gue o ambiente ofensivo favoreca o abuso emocional na infancia, e
gue isso danifique os neurdnios (0 que € inferido por niveis baixos de BDNF), deixando as

pessoas mais vulneraveis a desfechos desfavoraveis como a doenca mental. A presenca de



delito familiar somada a presenca de abuso emocional na infancia e a presenca de baixo
BDNF propicia vulnerabilidade biolégica, com o aparecimento de doenca mental aguda, e é
possivel eshocar a hipétese de que fatores ambientais estdo modificando a expressdo
fenotipica. Os resultados deste estudo ressaltam a ideia de que o BDNF possa ser um
importante fator relacionado ao desenvolvimento de doencas e criminalidade em mulheres

vitimas de trauma infantil, tornando-se um possivel marcador bioldgico.

Palavras-chave: BDNF. Transtornos Mentais. Trauma na Infancia Mulheres
Abusadas. Crime.



ABSTRACT

Psychiatric disorders and childhood trauma are highly prevalent in female inmates.
Brain-derived neurotrophic factor (BDNF) plays a number of roles in neuronal survival,
structure and function. Data in the literature suggest that it is a neurobiological substrate that
moderates the impact of childhood adversities on the late expression of psychiatric disorders.
The objective of this study was to evaluate sociodemographic, clinical and neurobiological
variables in incarcerated women. The first article described, through a controlled prevalence
study, the sociodemographic, psychopathological and criminal profile of a sample of 147
women paired in four groups (forensic psychiatric hospital, psychiatric hospitalization, prison
and control). The second article evaluated the association between BDNF levels in women
with childhood trauma (in five subtypes - physical abuse, sexual abuse, emotional abuse,
physical neglect and emotional neglect) and/or psychiatric disorders and/or antisocial
behavior (crime), comparing them to healthy women, in a consecutive sample of 110 women
matched in three groups (forensic - mentally ill who committed crimes -, clinical - psychiatric
hospitalization - and control). The groups were evaluated through a sociodemographic
guestionnaire, as well as through the Childhood Trauma Questionnaire and the Mini
International Neuropsychiatry Interview Plus. Serum levels of BDNF were measured after the
interview. The level of significance adopted in the statistical analysis was 5%. The rates of
mental illness and childhood trauma were high in the incarcerated group, who presented an
impaired sociodemographic, criminal and psychopathological profile, similar to those already
described in the literature. The prevalence of and scores for emotional abuse were higher in
the clinical and incarcerated groups than in the control group. Lower BDNF levels were
associated with emotional abuse in the incarcerated group as well as with sexual abuse in the
control group. Lithium carbonate use was associated with higher levels of BDNF. After
multinomial logistic regression, lower levels of BDNF, higher levels of emotional abuse and
the presence of familial offense were considered factors related to the patients of the clinical
group. The results of the present study indicate that the presence of psychiatric disorders and
exposure to early traumatic events are highly prevalent in female forensic samples,
representing a serious public health problem. Based on our findings, it can be assumed that
the offending environment favors childhood emotional abuse, and that it damages the neurons
(conclusion that is inferred through low BDNF levels), leaving people more vulnerable to
poor outcomes such as mental disease. The presence of afamily offense added to the presence

of childhood emotional abuse plus the presence of low BDNF provides a biological



vulnerability with the outbreak of acute mental illness, and it is possible to sketch out the
hypothesis that environmental factors are modifying the phenotypic expression. The results of
this study underscore the idea that BDNF may be an important factor related to the
development of diseases and criminality in women who are victims of childhood trauma,

becoming a possible biological marker.

Keywords. BDNF. Mental Disorders. Child Abuse. Abused Women. Crime.
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1 INTRODUCAO

1.1 REVISAO BIBLIOGRAFICA

1.1.1 Trauma na infancia e consequéncias na vida adulta

A psicopatologia e a criminalidade resultam da interacdo de multiplos determinantes
biopsicossociais, como genéticos, bioquimicos, psicodinamicos e socioambientais, sendo
fendbmenos complexos com amplo impacto na sociedade. Contudo, a especificacéo de quais
fatores estdo implicados e como se da esta interacdo permanece incerta.

Estudos demonstraram que o longo periodo de dependéncia parental que se segue ao
nascimento é um periodo critico para a interacdo entre o genétipo de determinado individuo e
o fendtipo que ira apresentar em sua vida adulta?®, e a privagdo materna nesta etapa do
desenvolvimento tem repercussies psiquicas, neurobioldgicas e de funcionamento cerebral de
longo prazo*®°. Em primatas e humanos, a dependéncia de cuidados parentais se estende por
longos periodos, e relaciona-se com a intensa plasticidade, neurogénese e diferenciacdo
neuronal que ocorre nesta fase®’. Os eventos negativos como abuso e negligéncia nessa etapa
podem gerar aliberac8o de varios mediadores e neurotransmissores de estresse, que interagem
com 0s neurénios em desenvolvimento, causando alteracdes estruturais e funcionais, com
impacto nos processos de desenvolvimento cognitivo, emocional e fisico®*®°. A maturagdo
completa do sistema nervoso humano 0 se da no final da adolescéncia, portanto, neste
periodo, a vulnerabilidade do ser humano aos maus-tratos € maior, podendo ter um impacto
dramético.

Um corpo crescente de estudos epidemiol 6gicos e ensaios clinicos tém revelado que os
maus-tratos infantis constituem um fendmeno traumatico no desenvolvimento
neuropsicologico normal'®!! e podem gerar consequéncias prejudiciais na vida adulta a longo
prazo*®®, como transtornos mentais e encarceramento>14151617.18192021.22  yma  alta
prevaléncia de abuso infantil tem sido cada vez mais reportada em pessoas com transtornos
mentais graves™ e em populagdes carcerdrias femininas?*?°, Bodkin et al. (2019)%, por
exemplo, constataram que metade da populacdo prisional canadense experimentou abuso na
infancia.

Além de serem fatores de risco de impacto para uma gama de transtornos
mentais®??829393L e para comportamentos antissociais €/ou criminosos®, aumentando a

chance de interface com o sistema de justica criminal*®?26, com impacto até mesmo em
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termos de recidiva criminal®, maus-tratos na infancia s um problema global e que acarreta
altos custos em termos de cuidados de satide®!". Meninos e meninas de todas as idades, grupos
étnicos e niveis socioecondmicos experimentam taxas extremamente altas de abuso e
negligéncia, que estdo associadas com uma ampla variedade de problemas®*, contribuindo
substancialmente com mortalidade e morbidade infantil, e podendo promover também
comportamento agressivo, violento e criminoso em criangas vulneraveis, consequéncias que
persistem na idade adulta®. Os resultados dos abusos fisico, sexual e negligéncia sio de
origem multifatorial, dependendo da gravidade, da duracdo e da natureza do abuso, bem como
da vulnerabilidade da crianca.

As pesquisas tém revelado que o estresse e 0 trauma emocional na infancia estéo
associados a risco aumentado de virtuamente todos os transtornos mentais'®?°%, como
transtornos de humor uni e bipolar®, esquizofrenia®, psicoses®’*8, abuso de substancias
psicoativas®®®!, transtornos de personalidade?®®, transtorno de estresse pds-traumético
(TEPT)*#, transtorno obsessivo-compulsivo®, transtornos de ansiedade®, transtornos
dissociativos®, tricotilomania, fobia social e transtorno de panico*, transtorno de
somatizago™®, tentativas de suicidio e suicidio?*314, auto-mutilagbes e comportamento auto-
destrutivo®’#,  impulsividade®, violéncia®, alteragies de sono® e jogo patoldgico
(especialmente em mulheres)®?, particularmente quando os traumas sdo vivenciados no inicio
davida>.

Os estudos avaliam os impactos dos traumas na infancia nos mais diversos transtornos
mentais. A titulo exemplificativo, numerosos estudos relacionaram o trauma na infancia com
a presenca de depressio e mania>* considerando os maus-tratos como fortes fatores de risco
para a cronicidade dos transtornos de humor uni e bipolares®. Além disso, Jaworska-
Andryszewska e Rybakowski (2019)3 identificaram que pacientes com transtorno afetivo
bipolar (TAB) que tiveram experiéncias trauméticas precoces tem curso mais severo de sua
patologia. Também nesta populacdo de pacientes com transtorno de humor grave, o fato deter
sido exposto a trauma na infancia aumenta o risco de manifestacdes psicopatologicas mais
complexas, comportamentos de risco sexuais e de uso de substéncias, exposicdo a novo
trauma na idade adulta, primeira internagdo em idade mais jovem, maior nimero de tentativas
de suicidio, comorbidade com TEPT, maior utilizagdo de servicos de salde, falta de moradia,
caracteristicas psicéticas e ciclagem répida®. Abuso emocional na infancia foi associado
como fator causal de TAB na vida adulta® e abuso sexual foi considerado fator ambiental de
risco para TAB®®. Abusos sexual e fisico na infancia foram especialmente ligados a mania na

vida adulta em mulheres vitimas desses tipos de agressio®’, sendo altamente prevalentes em
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bipolares tipo | que tem em seu primeiro episddio um surto maniaco®. Experiéncias
traumaticas na infancia tém sido descritas como um dos maiores fatores de risco ambientais
para depressio na vida adulta®>%®, Além disso, pacientes deprimidos com histéria de trauma
tiveram um numero significativamente maior de comorbidades com outros transtornos
mentais do que os deprimidos sem histdria de trauma®.

Cabe salientar, também, que os estudos tém relatado que os maus-tratos na infancia
sdo um fator de risco para o desenvolvimento de tragcos antissociais de personalidade em
individuos com algumas alteragtes genéticas®®. Maus-tratos na infancia foram associados com
a maioria dos transtornos de personalidade, sendo encontradas fortes correlacdes entre os
escores totais em escala que avalia os subtipos de trauma na infancia (CTQ — Childhood
trauma questionnaire) e abuso sexual e transtornos do Cluster B, o que inclui os antissociais®.
Bierer et al. (2003)°? compreenderam que o abuso sexual e fisico foi preditor de transtorno de
personalidade antissocial (TPAS), assim como o fato de se ter ou ndo sido exposto a algum
tipo de trauma (critério dicotdmico). Ha pesquisa indicando que os maus-tratos na infancia
contribuem para a alta prevaléncia de transtornos de personalidade comérbidos em individuos
dependentes quimicos, inclusive relacionando mais especificamente o abuso e a negligéncia
fisica com o desenvolvimento de transtornos psicopéticos, com tragos antissociais e sadicos®.
Em uma pesguisa em mulheres presidiarias, aguelas que haviam sido vitimas de abuso sexual
na infancia tiveram duas vezes mais chance de ter TPAS do que as que ndo haviam sido
abusadas™.

Como visto, o trauma na infancia pode ter um impacto muito forte na salide mental da
crianca e provocar danos neuropsicoldgicos, causando disfuncdo e preuizo no
desenvolvimento cerebral, com efeitos de longo prazo, incluindo problemas na salde mental e
mudancas no funcionamento cerebral®%%’. Nesse sentido, as pesquisas recentes tém tentado
identificar os mecanismos pelos quais 0 estresse precoce causa efeito no cérebro em
desenvolvimento. Os mecanismos neurobioldgicos envolvidos no trauma na infancia incluem
os efeitos no sistema nervoso central, os fatores genéticos, os fatores epigenéticos e os efeitos
sométicos®. Com relagdo ao impacto no sistema nervoso central, o trauma precoce resulta em
liberacdo de mediadores e neurotransmissores de estresse em areas especificas do cérebro, os
guais interagem com 0s heurdnios em desenvolvimento e com as Singpses neuronais causando
anormalidades estruturais e funcionais em diversos locais (por exemplo: amigdala,
hipocampo, substéancia nigra limbica pré-frontal, cortex pré-frontal dorsolateral direito, cortex
cingulado anterior, cortex orbitofrontal, substancia branca em diversas regides, etc.)1>19%° o

que, por sua vez, pode resultar em alteragdes cognitivas, emocionais e de meméria®®®. Com
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relacdo aos fatores genéticos, eles podem predispor o aparecimento dos efeitos do trauma
interagindo com ele, predispondo a um fenétipo alterado na vida adulta, tendo sido
demonstrado o envolvimento de diversos genes, dentre eles o fator neurotréfico derivado do
cérebro (BDNF), os genes relacionados ao ciclo circadiano®®, e também o encurtamento do
teldmero relacionado ao envelhecimento e as doengas mentais®. Os mecanismos epigenéticos,
por sua vez, modificam a expressdo génica ndo produzindo mudancas na sequéncia de DNA
(especialmente com alteracdo na metilacdo), sendo que a fase precoce do desenvolvimento
representa um periodo particularmente sensivel a modificagdes epigenéticas do genomal, e o
estresse precoce pode desenvolver uma memaoria molecular que exerca efeitos de longo prazo,
podendo se constituir até em um biomarcador de fenotipos comportamentais relacionados ao
trauma na infancia®®. Os efeitos sométicos, por sua vez, incluem alteragdes endocrinoldgicas,
com modificacdo na expressdo das substancias mediadoras de edtresse e de
neurotransmissores® com efeitos negativos de hiperatividade do funcionamento do eixo
adrenal-pituitario-hipotalamico’™ que predisponha a transtornos psiquiétricos™ ", e ateracbes
em mecanismos imunolégicos e inflamatorios - trauma precoce criaria um fendtipo pro-
inflamatério que predisponha a problemas de salide na vida adulta®?%%”72, As alteragtes
descritas podem acelerar ou retardar periodos criticos do desenvolvimento cerebral, com
impacto dramético.

Aumenta-se, dessa forma, além dos transtornos psiquiatricos, o risco para outras
dificuldades emocionais a longo prazo. Experiéncias adversas e trauma na infancia tém sido
associados, em homens e mulheres em geral, com pobre salide mental e fisica®’>"3"4, prejuizo
no funcionamento psicoldgico, social, familiar e pessoal”, com comprometimento no
desempenho escolar e impacto na escolaridade atingida’®, na produtividade ao longo davida e
consequente baixa renda e desemprego (sendo grande a porcentagem de mulheres abusadas
gue recebem algum tipo de ajuda governamental ou beneficio, por exemplo), em
comportamento sexual de risco na vida adulta e no status marital (com menor indice de
casamentos)”’. Além disso, maus-tratos na infancia acarretam um importante impacto no
desenvolvimento de comportamento antissocial e agressivo na idade adulta em ambos os
sex0s’® e na probabilidade com envolvimento com o sistema criminal %2t e aumento de abuso
de substancias (drogas e alcool) na populagdo adulta em geral, em populacbes clinicas e
forenses®®7%80, Pompili et a. (2009)% também relacionaram o abuso fisico e sexual na
infancia com alguns tragos predominantes de personalidade, tais como alta irritabilidade,
raiva, impulsividade e menor tolerancia a frustracdo. A mulher que foi abusada sexualmente

na infancia estd em maior risco de estupro na vida adulta e revitimizacdo aé mesmo por
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parceiro intimo®. H& consequéncias até mesmo para a prole das mulheres afetadas, em termos
de problemas clinicos e comportamentais®®. Outros efeitos intergeracionais também sfo
detectados, como quanto mais abusos a mulher sofreu, menos ela amamenta sua prole®*, e o
aleitamento materno se sabe ser fator protetor a crianga, portanto o fato de ter sofrido abusos
esta indiretamente relacionado com o impacto a longo prazo na vida destes bebés em termos
de salde fisica e emocional.

E importante citar que experiéncias trauméticas e adversas na infancia estdio
relacionadas também com o desenvolvimento de problemas e doengas clinicas'''°, tais como
0 aumento de hospitalizacdes por doencas autoimunes, devido ao impacto que o trauma
precoce provoca nas respostas inflamatérias®™®, dor cronica®®®’, alteragdes em marcadores
para doenca cardiometabdlica’, doenca cardiovascular, diabetes mellitus, obesidade, cancer e
mortalidade precoce®86088,

Mesmo o0 abuso emocional, mais dificilmente identificado, tem sido associado a
anorexia, bulimia, encoprese e enurese, diminuicdo de resposta emocional, depressio,
inabilidade em se tornar independente, incapacidade para confiar nas pessoas, prostituicdo,
instabilidade emocional, nanismo psicoldgico, retraimento, comportamento suicida, suicidio
consumado, homicidio, entre outros?8%9 Também héa evidéncia de que o abuso emocional
esteja associado com edtratégias de enfrentamento da vida mal-adaptativas®. Foram
encontrados altos indices de memoarias relacionadas a ele, mais do que de outros tipos de
abuso®. Pittner et a. (2019)% identificaram que, para o abuso emocional, os caminhos
genéticos tém um papel muito importante na perpetracéo deste tipo de violéncia, muito além
das influéncias ambientais. Gilbert et al. (2008)* afirmam que a negligéncia é tdo ou mais
danosa que o abuso fisico e sexual em longo prazo, mas recebe menos atencéo cientifica e
publica.

Em face aos achados de associacdo entre trauma na infancia e desenvolvimento de
transtornos psiquiatricos, varios instrumentos tém sido desenvolvidos para avaliar a
ocorréncia desta condicdo. Dentre eles, o CTQ tem sido um dos mais utilizados por diversos
estudos sobre o tema®. E uma escala que avalia traumas ocorridos durante a infancia em
cinco dimensdes, quais sejam: abuso fisico, abuso emocional, negligéncia fisica, negligéncia
emocional e abuso sexual#®3%97.98.9 q CTQ (short form) foi originalmente desenvolvido
por Bernstein et al. (2003)'%, recebeu extensiva validagio em estudos prévios, tendo sido
traduzido e validado para o portugués e uso no Brasil por Grass et a. (2006)%. E um
instrumento de autoavaliaco de exposicdo a situacdes de maltrato ocorridas até os 15 anos de

idade. Em algumas circunstancias, especialmente no contexto da pesquisa, 0 escore total do
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CTQ, que varia de 25 a 125 pontos, € usado como uma medida geral do traumal®. O
instrumento é composto por 28 itens, classificaveis em uma escala Likert de 5 pontos,
originados da versio longa de 70 itens desenvolvida por Bernstein et al. (1997)1%. Ositens
gue descrevem experiéncias da infancia sdo classificados de acordo com a frequéncia com que
ocorreram: 1 - nunca, 2 - poucas vezes, 3 - as vezes, 4 - frequentemente ou 5 - sempre, sendo
formulados com experiéncias de abuso ou cuidados apropriados durante a infancia. Os itens
sdo cotados de um a cinco, de acordo com a frequéncia em gue ocorreram, com a cotacéo
invertida no caso de itens que descrevem uma infancia agradavel (2, 5, 7, 13, 19, 26 e 28).
Além de conter um indicador geral de exposicdo ao abuso infantil, que resulta da soma da
cotacdo das subescalas e um indice de negacao, o instrumento avalia a exposi¢ao aos cinco
tipos de maus-tratos mencionados. O indice de negacdo € avaliado pela existéncia de
respostas extremas aos itens 10, 16 e 22, que refletem a existéncia de uma infancia perfeital®.
Além disso, é possivel realizar analises categoricas, independentemente do escore numérico
do CTQ. E um instrumento de fécil administracio e autoaplicavel, o que facilita respostas
mais verdadeiras. O recente estudo de Liebschutz et a. (2018)1* concluiu que o CTQ é um
instrumento restrospectivo que pode ser usado também para avaliar risco futuro nas criancas
e/ou adolescentes abusados de nova exposicdo a trauma prospectivamente. Este instrumento
foi escolhido por ser considerado uma medida retrospectiva de trauma confiavel e valida para
amostras de individuos adultos e também de adolescentes, a fim de investigar fenémeno téo
impactante e complexo, considerada a importancia de se diferenciar os subtipos de trauma na
infancia e suas repercussoes.

A esse respeito, abuso emocional refere-se as agressdes verbais ao senso de dignidade
e valor da crianca e ao seu bem-estar; abuso fisico refere-se a agressdes corporais advindas de
um individuo mais velho; abuso sexual refere-se ao contato ou conduta sexual entre uma
crianca e uma pessoa mais velha; negligéncia emocional refere-se a falha dos cuidadores em
proporcionar necessidades emocionais e psicolOgicas basicas de uma crianca; negligéncia
fisica refere-se a falha dos cuidadores em proporcionar os cuidados fisicos basicos que uma
crianca necessita.

Trauma também predispde a aumento de comorbidades psiquiétricas**%% e a maior
niimero de internagdes psiquidtricas®®. A exposi¢do a multiplos traumas aumenta o risco de
consequéncias psicoldgicas’®®. Por fim, ter sofrido trauma na infancia demonstrou ter
repercussdes e impacto no tratamento de transtornos mentais, com menor resposta, por
exemplo, aos antidepressivos e estabilizadores de humor32°1% e até na resposta a psicoterapia

na idade adulta’™. Gilbert et al. (2008)* sugerem a necessidade de intervengdes precoces,
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preventivas e terapéuticas, devido ao ato peso que os maus tratos tém na vida de uma crianca,
além das consequéncias sérias e de longo prazo na vida desses individuos, sendo considerados
0s traumas, em alguns casos, como uma condicdo crbnica, salientando a necessidade de

estudos internacionais comparativos.

1.1.2 Encarceramento na vida adulta: perfisforenses femininos

A pesquisa em mulheres presidiarias mostra que o trauma na infancia na populacéo
feminina forense é muito comum?106.197.108 g e¢t3 relacionado a sérios eventos na vida adulta,
como aprisionamento®!® e diversos transtornos psiquiétricos?#46-107110.111 - incluindo
psicopatia, que € o extremo do espectro da personalidade antissocial 8112113,

A populacdo de mulheres encarceradas tem, mais frequentemente, falta de definicéo
social e vocacional, pobres habilidades sociais, conflitos nos relacionamentos sociais,
familiares e conjugais e envolve-se mais em tratamentos de saiide!'4!>, O perfil de mulheres
gue ingressam has prisdes envolve minorias étnicas, baixo grau de escolarizacéo, classe social
marginalizada e economicamente desfavorecida; além disso, essas mulheres s@0 mais
propensas a se tornarem maes solteiras, a se exporem a relaces familiares negligentes e com
pais ausentes ou encarcerados, assumindo a responsabilidade exclusiva pelo lart16117:118.119
No Brasil, o perfil predominante coincide com o descrito nos estudos internacionais,
incluindo mulheres jovens, solteiras, com baixa escolaridade, baixo status socioecondmico e
envolvimento em mercado informal de trabalho!?°1?1122 Ainda, segundo dados de pesquisas e
de organizacOes internacionais, mais de 90% dessas mulheres sdo expostas, ao longo da vida,
a uma ampla variedade de trauma e violéncia interpessoal®1%3, A populagdo carceréria
feminina também apresenta maiores taxas de abuso na infancia e de transtornos mentais que
as ndo encarceradas e do que a populacéo prisional masculina, como se vera a seguir.

Ha maior prevaléncia de doencas mentais, transtornos de personalidade e
comorbidades na populacdo carceraria guando comparada a
comunidade!!>124.125126,127.128129.130 " gendo elevada a prevaléncia de transtornos mentais nos
presidiost!. As doencas mais comuns s30 abuso ou dependéncia de substancias®®, TEPT®! e
depressio’®?. Assim, os altos indices de transtornos mentais e comorbidades na populacdo
prisional*?® podem estar associados a criminalidade! 19121124133

Estudos em mulheres condenadas confirmam esses achados, demonstrando também
um alto grau de comorbidades psicopatoldgicas nas amostras forenses!'®126129 incluindo

dependéncia de substancias - drogas e dcool - em niveis frequentemente alarmantes



22

121,134,135,136’ TEP-|-129’131’137, TPAS e depr maior 24,26,126,138,139l Um eﬂUdO braS|Ie| ro com
uma amostra representativa da populagdo carceréria no estado de S&o Paulo constatou que o
transtorno depressivo foi 0 mais prevalente nas mulheres'®®,

Nesse sentido, algumas pesqguisas revelam dados téo altos quanto uma porcentagem de
mais de 80% das mulheres presas terem pelo menos um diagndstico psiquiatrico ao longo da
vida segundo o Manual Diagnéstico e Edatistico de Transtornos Mentais (DSM-IV-
TR)106140136.141 "o 7006 fechando critérios para transtorno nos Ultimos seis meses**!. Estudo
brasileiro encontrou que 25,5% das mulheres presidiérias fecharam critérios para transtorno
mental grave'?,

Mulheres prisioneiras tém mais chance que outras populacdes femininas de ter
transtornos mentais e, comparativamente a populacéo carceréria masculing, elas tém maior
prevaléncia dessas patologiast?142. De fato, os dados apontam no sentido de a populag&o
forense feminina apresentar incidéncia de doencas psiquiatricas superior a encontrada em
homens prisioneiros!'3 bem como maiores taxas de mortes por suicidio!®®, além da
presenca de outros sintomas, como os dissociativos e de automutilaggo'®"1**, Em um
levantamento do Departamento de Justica dos Estados Unidos, por exemplo, as mulheres
apresentaram prevaléncia de 73% para doengas mentais, enquanto o indice para os homens foi
de 55%***. As encarceradas tém cinco vezes mais chance de portarem um transtorno mental
do que mulheres na populacéo em geral, acrescendo-se ser mais prevalente o uso de drogas na
populacdo forense feminina do que na masculinat?l. Por exemplo, em estudos de
prevaléncial?6136145.146147 o revisies sistemdticas'?#181%° com amostras de mulheres
encarceradas, foram encontradas: taxas de depressio variando de 12%'2* a 48,7%'%, de TPAS
variando entre 18,7%*" e 31%'%, de transtornos relacionados ao uso de drogas de 30%* a
70%%%, de transtornos relacionados ao uso de &cool entre 10% e 33%'%" e de TEPT entre
10%'° e 36%™.

Uma cléssica meta-analise que investigou 62 pesquisas em 12 paises diferentes,
englobando amostra de 23.000 presos, constatou cerca de 4% de prevaléncia de transtornos
psicoticos em mulheres, 12% de depressao maior e 42% de transtornos de personalidade,
sendo 21% de transtorno de personalidade antissocial (TPAS)'?*. Fazel e Seewald (2012)*°
verificaram, em estudo incluindo 109 amostras, com um total de 33.588 prisioneiros em 24
paises, altos niveis de morbidade psiquiatrica de prisioneiros documentada em varios paises.
Nesse estudo, encontrou-se prevaléncia de 3,9% de psicose em mulheres prisioneiras. Além

disso, a prevaléncia de depressao maior foi de 14,1% em presas do sexo feminino.
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Transtornos por uso de drogas e acool, como visto, também sao muito prevalentes na
populagio feminina forense® 12113 Uma revisio de 13 estudos com um total de 7.563
prisioneiros, avaliados quando de seu ingresso’* observou que 10 a 24% das mulheres foram
diagnosticados com abuso ou dependéncia de alcool. Nesta pesguisa, as estimativas de
prevaléncia de abuso e dependéncia de drogas variaram de 30 a 60% em mulheres presas.
Outro estudo realizado a partir de avaliagoes clinicas de rotina, efetuadas em 801 mulheres
encarceradas por ocasiao de sua admissao na prisao, indicou que 70% eram dependentes de
pelo menos uma substancia e 7,9% preencheram os critérios para abuso de substancias®. Os
traumas na infancia, por sua vez, sdo preditores de uso de substancias na idade adulta em
populagdes carcerdrias®®. Driessen et a. (2006)% mostraram que os sintomas de trauma
mediaram e predisseram a gravidade do uso de substancias, que ocorreu, muitas vezes, como
maneira de enfrentar o trauma (automedicacdo). O ato indice de transtornos por uso de
substancias psicoativas talvez se deva as altas taxas de abusos fisicos, sexuais e emocionais
encontradas nessas populagdes’8,

Somado a isso, 0 abuso na infancia foi mais frequentemente encontrado em mulheres
encarceradas do que em ndo encarceradas'®. Ha alta prevaléncia de abusos e negligéncias em
populagdes prisionais femininas®®, o que contribui para os problemas de salide mental e
dependéncia quimica nessa populagdo'®l. Além disso, as apenadas apresentam maiores
experiéncias trauméticas (incluindo abuso fisico e sexual precoce) quando comparadas as
populagdes prisionais masculinas'?®®. Estudo recente comparando a populagdo prisional
masculina com a feminina também demonstrou que as mulheres tém escores maiores no CTQ
do que os homens™,

Trauma na infancia também foi associado positiva e significativamente com prisdes
por crimes violentos, envolvimento e sofrimento de violéncias por parceiro intimo e tentativas
de suicidio e suicidio consumado!®??'*2 sendo a gravidade do comportamento suicida
proporcional a intensidade da exposicdo traumétical®. Falbo et al. (2004)*° indicou que
mulheres que sofreram abuso na infancia ou adolescéncia foram levadas a se tornar
abusadoras na vida adulta, tendo sido o trauma um marcador preditivo para transtorno de
conduta e consequente comportamento criminal. Jones et a. (2019)%' mostrou que, na
populacdo carceraria feminina, as que foram abusadas sexualmente na infancia tinham quatro
vezes mais chance de prisio na vida adulta. A pesquisa de Strickland (2008)* também
obteve como resultado uma presenca significativa de trauma na infancia em mulheres presas
por crimes sexuais. Além disso, sdo descritas proporcoes significantes de mulheres presas que

sofreram abuso sexual na infancia com comportamentos de alto risco na idade adulta, como
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trocar sexo por drogas, prostituicdo, moradia inadequada, além de condutas de risco de
contaminagdo por virus da imunodeficiéncia humana (HIV), tanto de natureza sexual, quanto
por uso de drogas'®. Nesse sentido, criangas que sofreram maus-tratos em geral, segundo
Wilson e Widom (2008)**°, apds um follow-up de 30 anos com infantes abusados (fisica,
sexual e emocionalmente), tém maior predisposicdo em ter atividade sexual antes dos 15 anos,
envolver-se em prostituicdo no inicio da vida adulta e serem HIV positivos na idade adulta
intermediérial®®, demonstrando as consequéncias a longo prazo dos maus tratos, aé mesmo
para a salde fisica, em particular comportamentos sexuais de risco (resultados que foram
especialmente significativos para mulheres).

O abuso sexual intrafamiliar na infancia esta relacionado com a prética de homicidios
e comportamentos violentos na vida adulta'®’. Além disso, mulheres que cometem crimes sob
influéncia de bebida alcodlica tém mais chance de ter sofrido abuso sexual extrafamiliar na
infancia e de perpetrar crimes violentos!. Por outro lado, poucos estudos tém investigado as
caracteristicas das mulheres ofensoras sexuais e as causas relacionadas a isso'™. Nesse
sentido, Green e Kaplan (1994)™° verificaram que mulheres presas por crimes sexuais com
criancas foram expostas a mais abuso em suas infancias do que as ndo ofensoras sexuais.
Presas abusadas sexualmente na infancia receberam com mais frequéncia tratamento em
salide mental e tiveram maior prescricdo de medicamentos psicotropicos para problemas de
gjustamento relacionados ao abuso!®.

No intuito de entender os fatores que levam a mulher ao cércere, Widom (1989Apr)16*
ja dizia que violéncia gera violéncia, entendendo que ter sido abusado ou negligenciado na
tenra idade aumenta o risco da pessoa para a delinquéncia, comportamento adulto criminoso e
atitudes criminosas violentas. Widom et al. (2006)'%? compararam populagbes de presos de
ambos 0s sexos, concluindo que o padré com que o trauma na infancia acaba por tornar a
vitima agressor € diferente em homens e mulheres, sendo este caminho mediado, nas
mulheres, muitas vezes, pelo uso problematico do alcool. A presenca de trauma na infancia e
de psicopatologia seria precedente e até estimulante do consumo de substancias em mulheres,
desencadeando condutas delitivas e, consequentemente, o carcere!'. Driessen et al. (2006)1%°
investigaram a prevaléncia de experiéncias trauméticas precoces em homens e mulheres
presos e sua associacdo com transtornos mentais e comportamento criminoso, valendo-se do
CTQ. Concluiram, entre outros pontos, que a gravidade das experiéncias traumaticas na
infancia esta associada a0 numero de transtornos dos antigos Eixos | e Il e pode ter um papel
crucial no desenvolvimento dessas desordens. Além disso, constataram que a dependéncia

guimica foi o diagndstico psiquidtrico mais prevalente, sendo o acool e as drogas usados
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como mecanismos de lidar com as frustragbes e o0s sintomas resultantes dos traumas.
Entretanto, esses recursos, por estarem associados a comportamento criminoso, podem
aumentar a violéncia do individuo e o envolvimento em delitos. Chalub e Telles (2006)%3
apontam associacdo entre transtornos de uso de substancias, aumento de atos violentos e
criminalidade. Salienta-se que estudos internacionais mostram que os crimes relacionados as
drogas sfo os mais frequentes entre prisioneiras'®.

Diversos outros estudos também vém utilizando o CTQ para a investigacdo de trauma
na infancia e outros desfechos como crime e psicopatia na vida adulta, em prisioneiras’®.
Clements-Nolle et al. (2009)*, por exemplo, concluiram que os diversos tipos de traumas, em
suas cinco dimensdes, foram frequentemente relatados nesta populacdo de mulheres, sendo o
trauma considerado um fator independente associado com tentativas de suicidio. Nesse
sentido, Chen e Gueta (2017)* analisaram uma populagdo feminina forense e encontraram
gue mais da metade apresentava ideacdo ou tentativas de suicidio, e que estas mulheres
tinham alta prevaléncia de vitimizacdo na infancia, bem como alta prevaléncia de transtornos
mentais.

O abuso sexual na infancia ¢ um fator de risco especifico para o comportamento
antissocial no sexo feminino, com efeito mais forte sobre as meninas do que sobre os
meninos®. Mulheres presas com comportamentos de automutilagdo e tentativas de suicidio
relataram taxas significativamente maiores de abuso na infancia em comparacdo com quem
ndo tem esse tipo de comportamento’*. Esses achados sugerem que mulheres abusadas
podem usar a automutilacdo como maneira de externar seus sentimentos relativos ao abuso.
Talvez 0 cometimento dos crimes que as levaram para o encarceramento sgja meramente
outra forma de “autoabuso”. H4 chance, também, de revitimiza¢ao®>1% paratodos ostipos de
maus-tratos, incluindo abuso fisico, sexual, negligéncias e violéncia doméstica na idade
adulta123'166.

O fato é que diversas pesguisas concluem que mulheres que sofreram abusos ou
negligéncia na infancia tém taxas mais altas de registros criminais, aprisionamentos, e mesmo
prisdes por crimes violentos, o que constitui um ciclo de violéncia e pode ser considerado no
contexto da transmissdo intergeracional da violéncia, as vitimas sendo transformadas em
perpetradores®671%8 - Além da influéncia de fatores de risco familiares que envolvem a
parentalidade e os maus-tratos, o relacionamento com pares delinguentes ¢ considerado
também forte preditor do comportamento feminino antissocial, como demonstrado por uma
meta-analise®. Outras variaveis que a literatura indica estarem associadas ao comportamento

antissocial feminino dizem respeito a menarca precoce e as caracteristicas individuais, que
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envolvem tracos de personalidade, temperamento, bem como a mediagao de variaveis
genéticas. Os resultados de estudos que buscam estabelecer a relagao gene versus ambiente
para a explicagao do comportamento antissocial em meninas e mulheres sao, entretanto,
incipientes e apresentam resultados contraditorios.

Os transtornos mentais, por sua vez, também podem predispor ao crime. Uma coorte
sueca de 30 anos verificou que uma mulher com transtorno mental grave tem cinco vezes
mais chance de se envolver com um delito, e € 27 vezes mais propensa a cometer um crime
violento do que uma mulher sem transtorno mental’®. Estudo recente!™ identificou que a
presenca de transtornos mentais diminui as diferencas no risco de violéncia entre homens e
mulheres. O DSM-V!”2, por sua vez, aborda que os transtornos psicéticos podem estar
associados a hogtilidade, agressdo, comportamento violento, litigioso ou problemas legais e
envolvimento criminal.

Somado aos impactantes fatores descritos até aqui esta o fato de que as estatisticas tém
revelado que a taxa de crescimento da populagdo prisiona feminina tem sido
significativamente superior a masculina na maioria dos paises, e em especial no Brasl.
Segundo dados do Ministério da Justica e Seguranca Plblical??, a populagdo prisional
feminina brasileira em junho de 2016 totalizou 42.655 presas. Houve um aumento de 656%
em relacdo ao total registrado no inicio dos anos 2000, quando menos de 6 mil mulheres se
encontravam no sistema prisional. No mesmo periodo, a populacdo prisional masculina
cresceu 293%, passando de 169 mil homens encarcerados em 2000 para 665 mil em 2016. O
Brasil encontra-se na terceira posicdo mundial entre o0s paises que mais encarceram mulheres
no mundo. A expansdo do aprisionamento de mulheres no Brasil € muito grande
comparativamente a outros paises, tendo aumentado em 455% entre os anos 2000 e 2016,
guando na Russia, por exemplo, diminuiu em 2% no mesmo periodo. Neste mesmo intervalo
de tempo, ataxa de aprisionamento de mulheres aumentou em 525% no Brasil, passando de
6,5 mulheres encarceradas para cada grupo de 100 mil mulheres no ano 2000 para 40,6
mulheres encarceradas em 2016. O Estado do Rio Grande do Sul, por sua vez, tinha um total
de 1967 presas em junho de 2016, constituindo-se na terceira maior populacdo prisional
feminina por Unidade da Federacéo.

A maior parte da populacéo carceraria feminina brasileira € composta de mulheres
jovens, negras, com ensino fundamental incompleto, solteiras, com filhos, sendo que os
crimes relacionados ao tréfico de drogas correspondem a 62% das incidéncias penais pelas
guais as mulheres presas foram condenadas ou aguardam julgamento em 2016 (3 em cada 5

mulheres que se encontram no sistema prisional respondem por crimes ligados ao tréfico)*?%.
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Os estudos internacionais coincidem com os dados do Rio Grande do Sul e do Brasil, sendo
enféticos a0 apontar o delito do tréfico como o mais frequente na populacdo carceraria
femininall’121133173 'ym estudo brasileiro descobriu que, apds o tréfico, os delitos em ordem
de frequéncia eram roubo, homicidio, furto, latrocinio e estelionato'®. Os dados do
Departamento da Justica e Seguranca Publical?? também indicam que a chance de uma presa
se suicidar € até 20 vezes maior entre a populacéo prisional, quando comparada a populacéo
brasileira total. Por outro lado, somente 8% dos funcionarios que compdem as unidades de
custddia sdo relacionados a érea da salde. Além disso, uma porcentagem dessas mulheres
encontrava-se custodiada em locais sem a estrutura prevista no modulo de salde dos
estabel ecimentos prisionais'??, ainda que haja regulamentagdo recente sobre o tema: em 2003,
Ministério da Justica e Ministério da Salde homologaram o Plano Nacional de Salde no
Sistema Penitenciario (PNSSP)#, o qual regulamentou a organizacio e 0 acesso a salide,
através do Sistema Unico de Salde (SUS), das pessoas privadas de liberdade; em janeiro de
2014, Ministério da Saude e Ministério da Justica regulamentaram a Politica Nacional de
Atencdo Integral a Salde no Sistema Prisional (PNAISP), através da Portaria I nterministerial
MS/MJ n° 01 de 02 de janeiro de 2014'7°, no ambito do SUS; e em abril de 2014, o Ministério
da Salde, por meio de normativa propria (Portaria GM/MS n° 482/2014)17, estabeleceu os
critérios minimos para o funcionamento dos servicos de sallde no sistema prisional e definiu
as normas para sua operacionalizacao e seu financiamento.

Embora as mulheres ainda sejam parte minoritéria da populacdo prisional, seu
envolvimento em comportamentos antissociais representa um problema social que vem
causando crescente preocupacdo, devido ao impacto do aprisionamento feminino sobre
individuos, familias e comunidades. Nesse sentido, estudos atuais reforgam a importancia de
modelos especificos de género para a compreensao do envolvimento de mulheres com a vida
delitiva. No entanto, apesar de as recomendagoes internacionais indicarem a necessidade de
estratégias especificas direcionadas ao plangjamento de programas para mulheres nas
prisdest?®, apenas a minoria recebe atencdo adequada as necessidades decorrentes de sua
historia de vitimizagao prévial’’ e as especificidades dos papéis de género. Conhecer melhor
as trgjetorias de vida e os fatores associados ao aprisionamento feminino podera fornecer
conhecimento sobre as necessidades pontuais de reabilitagao das mulheres encarceradas'’”.

Neste contexto, os fatores que levam um individuo a seguir uma vida saudavel ou a
desenvolver transtornos psiquiétricos diante de fatores estressores podem ser caracterizados

como fatores de vulnerabilidade e resiliéncial’®. No presente estudo, uma importante questo
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a ser contemplada é o fato de que condutas antissociais podem atuar como fatores de

resiliéncia para o desenvolvimento de transtornos psiquidtricos.

[..] caracterigticas que determinam uma fungdo de protecdo ndo sdo tragos
necessariamente desgjdveis... pais, individuos que parecem mais imunes ao estresse
freglientemente possuem um certo colorido sociopético... em termos da sua forma
auto-centrada e relacionamentos superficiais e cambiantes' ™.

A maneira através da qual os diversos fatores interagem resultando nos desfechos
posteriores é uma preocupacdo que vem de longa data, mas que ainda ndo foi suficientemente

estudada e compreendida.

1.1.3 BDNF como mediador e potencial biomarcador

Como vigto, o trauma na infancia esta associado com consequéncias nefastas na vida
adulta, tais como transtornos mentais e criminalidade. No entanto, as alteractes fisioldgicas
que medeiam as causas e 0s desfechos permanecem como um campo aberto de estudo®. Ha
um interesse crescente no estudo da associacdo de trauma na infancia e biomarcadores®®, e
inclusive vérios mediadores epigenéticos tém sido identificados'®!. Muitos estudos sugerem o
sissema de neurotrofinas como  mediador  neurobiolégico de  ateracOes
psicopatol dgicas!?182183.184.185,186,187.188  gendo 0 BDNF uma das proteinas regulatorias mais
importantes na fisiopatologia de muitos transtornos psiquiétricos®®'%, Ele pode ser usado
como um marcador geral de alteracdo na fungdo cerebral’®, e como um marcador de
neuroplasticidade!®. Alteragdes no BDNF tém sido associadas com experiéncias trauméticas
no inicio da vida e podem explicar alteragdes psicopatoldgicas na idade adulta'®. Nesse
contexto, mudancas neurobiolOgicas de longo prazo ocasionadas por traumas na infancia e
gravidade sintomatoldgica dos transtornos mentais tém sido associadas a reducdo nos niveis
de BDNF®. Alteragdes em seus niveis tém sido descritas como um dos fatores mediadores do
desenvolvimento de transtornos psiquidtricos em pessoas que sofreram traumas na infancia'8t
como se vera detalhadamente a seguir, mas mais estudos permanecem necessarios.

Os fatores neurotroficos podem ser classificados em dois grupos em relacdo as suas
acOes e mecanismos de transducdo de sinal: as familias das neurotrofinas e das citocinas, além
de uma gama de outras moléculas que também tém propriedades neurotréficas. Neurotrofinas
sdo uma familia de proteinas basicas pequenas que se ligam com alta afinidade a receptores da

familia da tirosina kinase (Trk). No hipocampo e nas estruturas de processamento das
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emogoes, a sinalizacao de BDNF/receptor de tirosina quinase B (TrkB, do inglés tyrosine
kinase receptor B) esta envolvida na inducao da potenciacao de longa duragao, o que vem
sendo considerado fundamental para os mecanismos de plasticidade sinaptica, aprendizado
celular e memoriat®®, sendo o sistema neurotrofico cerebral bastante complexo. Nesse sentido,
as neurotrofinas tem importante papel na regulagao de diversas atividades celulares, incluindo
expressao  genica, crescimento, proliferacdo, migracdo, diferenciagao, apoptose e
sobrevivéencia celular no sistema nervoso central (SNC), bem como na plasticidade sindptica e
na resposta a estimulos externos, incluindo o estresse'®. E bem conhecido o papel das
neurotrofinas — tais como o fator de crescimento neural (do inglés nerve growth fator, NGF),
o fator neurotrofico derivado do cérebro (do inglés brain-derived neurotrophic factor, BDNF),
e as neurotrofinas 3, 4, 5, 6 e 7 — na modulagio da transmissio e na plasticidade sinaptica®.
As neurotrofinas sdo sintetizadas em suas formas precursoras, como pro-neurotrofinas e
pogeriormente clivadas na sua forma madura (neurotrofinas). A disfun¢ao neuronal
subjacente aos disturbios psiquiatricos pode estar associada a alteracoes primarias nas
atividades dessas moléculas, levando a alteragoes nos circuitos corticais e na transmissao
sinapticano SNC,

O BDNF, foco deste estudo, foi, em 1982, o segundo fator da familia das neurotrofinas
a ser caracterizado'®, apdés o fator de crescimento neural, primeira neurotrofina a ser
identificada'®’, em 1951. Essas descobertas tiveram grande importancia para a elucidagao das
fungoes celulares. O BDNF ¢ uma das neurotrofinas de maior importancia e encontra-se
amplamente distribuido no SNC, sendo altamente expressado no cortex pré-frontal e no
hipocampo®®®, tendo diversas fungBes na regulagdo da sobrevivéncia, estrutura e funcdo
neuronal, incluindo um papel fundamental no desenvolvimento e funcionamento dos
neur6nios serotoninérgicos centrais, na neurogénese e neuroplasticidade!®*®, Na realidade,
dentre as neurotrofinas, 0 BDNF € o que possui maior evidéncia quanto a sua influéncia na
plasticidade sinaptica. Ele é considerado a principal neurotrofina do cérebro, sendo produzido
principalmente pela glia e pelos nicleos neuronais, tendo grande expressdo no hipocampo,
neocortex, amigdala e cerebelo. O BDNF possui implicacOes nas bases fisiopatologicas, de
progndgtico e de resposta a tratamento em diversas doencas psiquidtricas, tendo sido
reportado que ele medeia em longo prazo a adaptacdo neuronal em condigdes patoldgicas e os
principais processos que dependam de estimulo externo, como aprendizado, experiéncias e
memorias, tornando-se um potencial mediador neurobioldgico dos efeitos das experiéncias de

vida.
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O BDNF periférico tem sido amplamente utilizado em pesquisas clinicas'®®, uma vez
gue atravessa livremente a barreira hemato-encefalica e seus niveis no soro periférico estao
fortemente correlacionados com as concentragoes de BDNF encontradas no SNC?*°. Como
referido, alteracBes em seus niveis tém sido observadas em pacientes com doenca mental e em
pessoas com histérico de maus-tratos na infancia, de acordo com a literatural®-%:191:201,202.203
Ainda esta em aberto se as alteracbes do BDNF encontradas nas doencas mentais séo
primarias ou reacionais, mas ele tem sido descrito como possivel mediador entre traumas
precoces e fendtipo na vida adulta, possivelmente através de mecanismos de interacdo gene-
ambiente precoces®.

Estudos realizados nas tultimas décadas demonstram o envolvimento do BDNF na
patogéenese de varios disturbios neuropsiquiatricos — incluindo transtorno depressivo maior,
TAB, esquizofrenia, TEPT, dependéncia quimica, transtornos alimentares como a bulimia
nervosa, bem como com transtornos de personalidade como o TPAS e o borderline, e com
mecanismos de dependéncia de gratificacdo, desesperanca e
i mpul SIVI d'dde%’54’96’99’189’190’194'204’205’206’207’208’209’210’211’212.

De acordo com a literatura, BDNF diminuido foi identificado em pacientes com
esquizofrenia e episodios psicoticos, especialmente quando havia histéria de trauma na
infancia?®*2%, O recente estudo de Popovic et al. (2019)* confirma esses achados e afirma
gue o trauma na infancia em interacdo com o BDNF medeia o desenvolvimento de
esquizofrenia futura, inclusive com alteracéo de volume cortical em regides hipocampais. Em
humanos, um polimorfismo do BDNF de base unica, caracterizado pela troca de uma guanina
por uma metionina no codon 66 do BDNF (Va66Met), tem mostrado mediar o impacto dos
maus-tratos infantis na expressdo tardia de sintomas em pacientes esguizofrénicos, sugerindo
a possibilidade de interagbes gene-ambiente!®*?1%, Niveis mais baixos de BDNF também
foram descritos em pacientes suicidas®?4215 sendo o aelo Val66Met do BDNF fator
associado com maior letalidade das tentativas. A presenca deste aelo também foi
significativamente mais associada com risco de depressdo maior em pessoas que sofreram
trauma na infancia, segundo Gutierrez et al. (2015)?%. Niveis mais baixos de BDNF tém sido
associados com episadio depressivo ndo tratado?® e aumento e normalizagdo em seus niveis
quando do tratamento medicamentoso com antidepressivost®?l’, Alteragbes genéticas
relacionadas a0 BDNF também foram encontradas por Grabe et a. (2012)2 em vitimas de
trauma na infancia como moduladoras da depressdo em adultos, e por Perez-Rodriguez et al.
(2017)%8" para transtornos de personalidade como o borderline. Recente estudo encontrou

niveis mais baixos de BDNF em pacientes com TPAS, concluindo que subjaz a patogénese do
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transtorno®!. Niveis diminuidos de BDNF tém sido descritos em pacientes com transtorno
bipolar em episodio maniaco ou depressivo, em comparagao a pacientes com sintomatologia
em remissio (eutimicos) ou em grupos de controles saudaveist®3184218  gém de estarem
reduzidos em individuos com longo tempo de duragio da doenca mesmo que eutimicos*®.
Alteragoes dos niveis de BDNF vém sendo associadas a polaridade da doenga bipolar, a
exposicao repetida a episodios de humor e aos efeitos progressivos da doenca?®???, bem
como ao periodo de remissio®®??!, Ainda, as mudancas no BDNF estdo negativamente
relacionadas com a severidade dos sintomas maniacos e depressivos!®. Niveis mais baixos de
BDNF foram identificados em pacientes bipolares em comparacdo com saudaveis, com
possivel envolvimento de mecanismo de modulacdo epigenética da expressdo gendmica de
BDNFY. Niveis mais baixos de BDNF também foram constatados em populagdes com
transtornos de humor graves que foram expostas, na infancia, a algum tipo de trauma*.

Com relacéo ao TEPT, a literatura indica o envolvimento do BDNF na neurobiologia
do transtorno!®?, demonstrando que existem diferentes mecanismos de agio ou de respostas
compensatorias que provocam alteragcoes do BDNF, em distintas regioes do SNC, em resposta
a0 edresse agudo, e buscando-se fazer a diferenciagao dos mecanismos envolvidos no TEPT
de longa duragao. No entanto, o0s resultados encontrados anda S8o
contraditOriog*?12:222223224 A maioria desses estudos apoia a hipotese de aumento do BDNF
em resposta ao trauma recente como um mecanismo biologico compensatorio gradual frente a
exposicao ao estresse. Da mesma forma, um mecanismo similar de neuroprotegao pode estar
associado a prevencao do TEPT em individuos expostos a trauma e sem TEPT ou com
desenvolvimento parcial do transtorno, ndo olvidando que alguns dos estudos constataram
diminuicdo nos niveis de BDNF em pessoas com TEPT, e outros ndo encontraram alteracdo
relacionada. Pesguisa recente constatou que a interacéo entre trauma na infancia e BDNF
influenciou significativamente na sintomatologia do TEPT, bem como em alteracbes na
espessura cortical'®?, havendo também sugestdo de que a presenca do Val66Met em pessoas
com trauma na infancia provoque uma susceptibilidade maior ao TEPT através de maior
vulnerabilidade a ameagas e desregulacio do eixo hipotdlamo-hipéfise-adrenal .

O envolvimento do BDNF na fisiopatologia do TEPT sugere que abordagens
terapéuticas que objetivem restaurar seus niveis séricos possam ser benéficas para a
patologia®?®, bem como para o transtorno depressivo’®. Recente meta-andlise™®® confirma
resultados anteriores’®”® e descreve evidéncia no sentido de que o tratamento com
antidepressivos seja eficaz no aumento dos niveis periféricos de BDNF, com especial robustez

para 0 aumento mais rapido proporcionado pela Sertralina, ainda que os beneficios sejam



32

menores quando da presenca de abuso na infancia®. Os niveis de BDNF diminuem durante a
depressao e normalizam apos a remissdo; nesse sentido, estudo recente concluiu que o trauma
na infancia pode reduzir permanentemente a responsividade ao tratamento com
antidepressivos inibidores seletivos da recaptacdo da serotonina (ISRS), e que esse efeito
secundario a alteracdes de BNDF possa ser mais importante para o curso da depressao que o
nivel atual de BDNF?'%, O BDNF também tem papel importante na terapéutica do transtorno
bipolar?®*, e estudos prévios ja haviam indicado que estabilizadores de humor de primeira
linha tais como o Carbonato de Litio e o Valproato de Sédio aumentam os niveis de BDNF83,
O uso prolongado de psicotropicos, como, por exemplo, o Carbonato de Litio, tem sido
associado com melhora nos niveis de BDNF?%, Estudos tém sugerido que os efeitos
terapeuticos dos estabilizadores de humor e dos antidepressivos sao mediados pelos
mecanismos de indugdo do BDNF a0 seu receptor TrkB?27228, Carreadores do gendtipo
Valb6Met também apresentam respostas diferentes nos niveis do BDNF em reposta aos
tratamentos para o transtorno afetivo bipolar, e as mudancas nos niveis do BDNF interferem
na resposta ao tratamento de tais pacientes'®®,

A alteracdo do BDNF pos trauma tem sido associada em alguns estudos com alguns
gendtipos especificos, sugerindo que variantes genéticas possam explicar pelo menos
parcialmente a vulnerabilidade na plasticidade cerebral a eventos traumaticos'®+??°, Estresse
na infancia e fatores genéticos como o polimorfismo Va66Met do gene BDNF estéo
associados a um risco maior de desenvolver transtorno depressivo maior e também podem
influenciar mudancas no hipocampo??*%°, A ruptura do desenvolvimento normal secundéria a
traumas precoces tem mostrado afetar a morfologia e a funcdo do hipocampo, influenciando
as adaptagies a0 estresse®. Até mesmo populages saudaveis que tenham sido expostas a
estresse precoce apresentam niveis mais baixos de BDNF posteriormente?®®’. Foi sugerido
gue niveis baixos de BDNF periférico eram um biomarcador de atividade da doenca,
refletindo a fisiopatologia comum a transtornos de humor e esquizofrenial®?21231, O BDNF
pode se tornar um valioso biomarcador de tratamento se alteracGes precoces em seus niveis
puderem ser detectadas durante o curso da prevencdo de sofrimento psicologico relacionado a
eventos trauméaticos'®. Na mesma linha, Mandolini et a. (2019)%?, em trabalho recente de
grande impacto, afirmaram que linhas convergentes de evidéncia sugerem que o0 BDNF tem
um papel central na patogénese do transtorno afetivo bipolar, constituindo-se, assim, em um
biomarcador valido para a doenca, e que o Va66Met module a associacdo de trauma na

infancia e funcbes cognitivas e estruturais cerebrais em pacientes com bipolaridade.
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Outros resultados interessantes também foram constatados na literatura. O estudo de
van Velzen et al. (2016)*° analisou os efeitos do trauma na infancia e BDNF através do estudo
do gendtipo — BDNF Val66Met, da expressdo génica e de niveis séricos de proteina
plasmética, e o0 impacto de suas interacbes na morfologia do hipocampo, amigdala cortex
cingulado anterior (através de Ressonancia Magnética), comparando pacientes com depressao
e/ou ansiedade com controles. Identificou que o trauma na infancia foi associado com
alteracdo na morfologia cerebral (volume da amigdala e espessura do cortex menores),
mediada pelo menos em parte pelos multiplos caminhos do BDNF, sugerindo, ademais, que o
trauma na infancia impacte de maneira diferente nos carreadores do gene VaMet66 e que
possa prejudicar os efeitos neuroprotetivos do BDNF. O grupo de Bilc et al. (2018)88 também
verificou que o BDNF contribuia na susceptibilidade ao estresse, com impacto de longo prazo
na regulagdo emocional. A pesquisa de Tatham et a. (2016)'®, que avaliou trauma na
infancia e BDNF no transtorno depressivo maior, concluiu que a conectividade da substancia
branca dentro das regifes frontal e limbica é afetada pela depressdo e influenciada por
experiéncias de negligéncia e fatores de risco genéticos. Marusak et al. (2016)%’ também
identificaram alteracdo da estrutura limbica cerebral mediada por susceptibilidade genética
(BDNF) ap6s trauma na infancia, como fator de risco para desenvolvimento futuro de
transtornos psiquiétricos. Maus-tratos precoces tém sido associados com um profundo e
duradouro impacto negativo no funcionamento comportamental e emocional, induzindo
alteracBes cerebrais estruturais de longo prazo, e o estudo de van Harmelen et a. (2010)%
constatou, como consequéncia, reducdo do volume do cortex pré-frontal medial, bem como o
de Gabrys et al. (2017)%** verificou que, em pessoas com a presenca de Val66Met, a presenca
de trauma precoce estava associada com pior flexibilidade cognitiva na vida adulta. No
mesmo sentido, a literatura identifica disfuncdo cognitiva em pessoas com histéria de abuso
na infancia, e adultos jovens abusados na infancia tiveram piores resultados em avaliagdo de
funcdo executiva, 0 que poderia explicar as mais pobres habilidades de tomada de decisdo
encontradas nesta populacdo, segundo Mark et a. (2019)%°. Trauma precoce, incluindo
privacdo materna, também esta relacionado a dano e prejuizo na memaoria em funcéo de
impacto no BDNF?%,

O fato € que um corpo robusto de estudos ao longo das Ultimas décadas associa
amplamente o estresse a alteragdes no BDNF*®°. Resumidamente, dados da literatura sugerem
gue o BDNF pode ser um substrato neurobiolégico que medeia certos efeitos do ambiente na
psicopatologia e nas alteragdes cerebrais!?3°183.184.201,202.210.237.238.239 - nartjcularmente agqueles

relacionados a0 estresse!® e maus-tratos na infancia?®#204240 com papel crucia na



modulagdo da resiliéncia e vulnerabilidade a0 estresse?!, moderando o impacto das
adversidades na infancia na expressdo tardia de psicopatologia®’?°. Alteragdes em seus niveis
tém sido encontradas em diversas patologias psiquiétricas e também em pessoas que sofreram
maus-tratos na infancial®9191.201.202203242 * 4té mesmo em casos de abuso ou negligéncia
emocional*®. De fato, as influéncias emocionais do ambiente tém se mostrado um fator de
risco relevante para as alteragbes cerebrais mediadas pelo BDNF'®. Alguns estudos,
inclusive, sugerem gque o BDNF periférico possui potencial para se tornar um possivel
biomarcador de psicopatologia®®®?1%??1 inclusive na resposta ao tratamento®, e até
especificamente em situagdes pds-trauméticas®*, chegando alguns autores a propor que o
BDNF sgja um potencial biomarcador clinico para detectar os efeitos deletérios do trauma
infantil na plasticidade do cérebro humano®®. Cabe salientar que os biomarcadores sio
importantes e comuns nas diversas especialidades médicas, e poderiam ser Utels na psiquiatria
como um instrumento na tomada decisdes clinicas, pois as especificidades bioldgicas de um
paciente podem fornecer informacbes importantes sobre o diagnostico, prognégtico, ou
predizer resposta ao tratamento. Outros estudos com BDNF chegam a sugerir que um
caminho promissor possa ser o tratamento de pessoas com perfis especificos de risco baseado
na susceptibilidade genética e trauma na infancia?**, bem como o tratamento com abordagens
medicamentosas especificas (como Omega 3 e Acido Docosahexaendico) e de eventuais
transtornos presentes (antidepressivos, estabilizadores de humor, etc.) e mesmo abordagens
psicoterapéuticas (por exemplo para transtornos de personalidade) que melhorem os niveis de
BDNF e consequentemente ocasionem mudancas nas fungdes cognitivas e emocionais!®?%, e
um estudo recente constatou que até mesmo exercicios fisicos se associaram em melhora do
BDNF em pessoas com transtornos mentais graves®*®, assim como ha pesqguisas em ratos que
sofreram privacdo materna e que melhoraram seus niveis de BDNF com exercicio fisico

posterior?®,

1.2 CONSIDERACOES E JUSTIFICATIVAS

Os impactos psicopatol6gicos e psicossociais (incluindo criminais) dos maus-tratos na
infancia s@o conhecidos, mas estd em aberto um grande campo de estudo no tocante a
compreensdo sobre 0S mecanismos neurobioldgicos que medeiam as causas € 0S
desfechos!®?/2% Ha crescente aumento da preocupagdo da comunidade cientifica em
entender os fatores neurobiologicos e genéticos envolvidos na etiologia dos transtornos

mentais, onde ganha destaque o papel do trauma na infancia, como se pode ver através do
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enorme nimero de artigos sobre o tema na literatura. Além disso, devido a ata taxa de
mulheres encarceradas que sofrem de transtornos de personalidade, transtornos de uso de
substancias ou doencas mentais e, por consequéncia, tém dificuldades de adaptacdo a priséo,
muitas vezes com altos graus de impulsividade, causando problemas a todos, € crucial um
melhor entendimento desta situacdo. Este estudo se justifica, portanto, dada a relevancia dos
maus-tratos na infancia para o desenvolvimento e tratamento de muitos transtornos mentais,
ainda mais no sstema forense. Ainda, € necessario que este entendimento sgja
contextualizado em uma perspectiva de género feminino. Ndo foram encontrados em nosso
meio trabalhos com populacdo forense feminina que estudassem a associacdo dos cinco
subtipos de trauma na infancia (abuso fisico, abuso sexual, abuso emocional, negligéncia
fisica e negligéncia emocional), transtornos psiquidtricos e niveis de BDNF em mulheres do
sistema forense. Este trabalho busca, portanto, avaliar a associacdo entre o nivel de
concentracéo sérica do BDNF entre mulheres com trauma na infancia e/ou transtornos
psiquiatricos e/ou conduta antissocial, comparando-as com mulheres saudaveis. Também
buscam-se conhecer as caracteristicas sociodemograficas e diagndsticas da populacdo
estudada. Acredita-se que a presenca de traumas na infancia tenha um importante impacto no
desenvolvimento de transtornos psiquiétricos e no envolvimento criminal na vida adulta, e
gue esse processo ocorra por meio da mediacdo de marcadores bioldgicos como o BDNF.

Escolheu-se focar edte trabalho especificamente em mulheres por serem um grupo
mais vulneravel em diversos sentidos e negligenciadas na literatura em comparagdo com os
homens’®119137 ainda mais quando se fala em amostras criminais. Com esta pesquisa, busca-
se ampliar o entendimento do desenvolvimento e dos fatores mediadores de fenbmenos como
criminalidade e transtornos psiquiétricos.

A violéncia é cada vez maior em nossa sociedade, bem como o clamor publico por
seguranca, 0 que enseja maior compreensdo do complexo fendmeno da criminalidade bem
como dos transtornos mentais nesta populacd. E de extrema importancia entender a
passagem transgeracional da violéncia e a tendéncia de criancas abusadas e negligenciadas
tornarem-se abusadoras ou criminosas na vida adulta'®. A alta prevaléncia de eventos
traumaticos na infancia, a gravidade e a cronicidade dos quadros psicopatologicos que podem
decorrer destas exposicies justificam a necessidade de mais estudos sobre as bases
neurobioldgicas e caracteristicas clinicas da resposta aos traumas infantis. O entendimento de
como 0s traumas passados afetam as mulheres prisioneiras é importante para que tratamentos

e programas de reabilitacdo possam ser desenvolvidos para populacdo téo negligenciada,
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visto gue as necessidades de tratamento de sallde mental na populacéo forense feminina ndo
s30 adequadamente atendidas e devem ser aprimoradast?’.

A crescente e preocupante criminalidade?”’ e o grande aumento do nimero de
prisioneiros doentes mentais no pais podem estar associados as mudancas ocorridas no
modelo de atencdo psiquidtrica com a reforma psiquiétrica nas Ultimas décadas, que reduziu
drasticamente 0 numero de leitos psiquiatricos no pais e restringiu as internagbes
involuntarias, 0 que acarretou severa desassisténcia as pessoas mais carentes, com aumento do
nimero de moradores de rua e da criminalizacdo de doentes mentais graves, sendo a
internagdo hospitalar substituida pela carceragem!!t248249920  fato que ndo somente retira
deles seu direito de cuidados e tratamento, como também os expde a possiveis maus-tratos e
estigmatizagdo®’. Esse fendbmeno também ocorreu em outros paises, como Itdlia, Estados
Unidos e Dinamarca'’.

Os estudos nas éreas das Ciéncias Criminais e da Salde com relacdo as mulheres
aprisionadas levou a identificacdo de diversos fatores motivadores de exclusdo social, como
ter precariedade de recursos econdémicos, ser sobrerrepresentadas como vitimas de violéncia
no ambito familiar, suportar atas cargas familiares (cuidado de filhos e idosos), fazer parte de
minorias étnicas, ter pouco cuidado com a salde fisica e mental. Esses resultados levaram, no
ambito das NacGes Unidas, a salde prisional da mulher a ganhar papel de destague nas
“Regras de Bangkok” (Regras 6 a 18), que orientam internacionalmente este tema®'. Essas
estabelecem, entre outras questdes, que 0s servicos de atencdo a salde devem ser no minimo
equivalentes aos prestados em ambito comunitario (Regra 10.1), e que a prevencédo € o
tratamento devem estar orientados de acordo com especificidades de género. Destaca-se,
como exemplo, a Regra 6, que dispde sobre a avaliacdo de salide no ingresso das mulheres
nas prisdes em relacdo: as necessidades de cuidados em salide mental, incluindo TEPT, risco
de suicidio e automutilacdes; a existéncia de dependéncia de drogas; e a avaliacdo de abuso
sexual ou outras formas de violéncia de que possam ter sido vitimas antes do aprisionamento.
Sublinha-se, também, a Regra 12, que trata sobre a disponibilizacdo de programas de salde
mental atinentes as questdes de género e habilitados para o tratamento do trauma.

Apesar da existéncia de grandes avancos nos regramentos legais para a constituicdo de
equipes de atencdo béasica e de salde mental, é necessario ainda o desenvolvimento de
pesguisas e programas voltados para as necessidades especificas das mulheres reclusas. A
seguranca propria do sistema carcerario dificilmente leva em conta o histérico vitimolégico e
as especificidades do corpo e da mente femininos'’, o que torna especialmente dificil o

cuidado em sallde nos espacos prisionais, tanto em ambito nacional quanto internacional.
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A presente pesguisa se justifica, também, pelo aumento expressivo da populacéo
carcerdria femining®*139138.1392%2 “inclysive com grande aumento proporcional de mulheres
presas em comparagdo com os homens nas Ultimas décadas®®1211221%6 o que exige que a
sociedade tenha maior atengdo com essa populacdo. No Estado do Rio Grande do Sul, por
exemplo, entre 2008 e 2012, houve um aumento de 60,54% na populacdo carceraria feminina,
enquanto no Brasil o aumento foi de 46,05%'%2. Como o nimero de mulheres encarceradas
continua a crescer’®®, inclusive em taxas maiores que as masculinas'®, descrever as
caracteristicas especificas clinicas e demograficas de amostras forenses femininas € um
assunto de grande importancia, para melhor definir suas necessidades. | mporta obter descricéo
do perfil forense e comparacdo com outras populacdes femininas, bem como se deve tentar
entender as causas do comportamento criminal feminino e consequente envolvimento
crescente das mulheres com o sistema de justica®. Nesse sentido, como visto, estimula-se
gue programas de tratamento e reabilitacdo possam ser desenvolvidos, pois se sabe que o
servico oferecido a mulher aprisionada geralmente ndo inclui suas necessidades inter-
relacionais de género, trauma e doenga mental'3%2%3 ainda que literatura recente indique
diferencas de género®, e mesmo sendo estes importantes fatores associados ao
aprisionamento feminino e a reincidéncia®™*.

Pesquisar as consequéncias na vida adulta de mulheres que foram expostas a situagcdes
trauméticas na infancia pode ser uma maneira de buscar entendimento para a proposicéo de
estratégias politicas preventivas. Busca-se, ademais, atentar para a necessidade de intervencéo
precoce nas populagdes atingidas desde a infancia pelos maus-tratos®, com fulcro na
prevencdo de consequéncias ainda mais prejudiciais na vida adulta. Portanto, os fatores
associados envolvidos e mediadores nos desfechos crime/doenca mental sdo importantissimos
de serem estudados a fim de buscar, preferencialmente, opcdes de prevencdo, ou de
tratamento precoce e reabilitagdo quando for o caso®®. Inclusive ha sugestdo de investigagdo
dos subtipos de maus-tratos sofridos na infancia como um guia para o tratamento, visto que 0s
perfis de psicopatologia desenvolvida e de comportamento criminal podem sofrer impacto
diferente de acordo com quais subtipos de traumas foram vivenciados®.

Apesar de todo 0 exposto, existem poucos estudos com populacdo forense, e menos
ainda com mulheres!®>1291%; assim, a populagdo carcerdria feminina ainda esta sub-
representada na literatural®!%, Espera-se estar pontuando a necessidade as autoridades
competentes acerca de maiores investimentos em termos de prevencéo e tratamento dessas
populagdes vulneraveist?’?*® o que € um ganho, obviamente, para elas, mas, também, para

toda a sociedade, na medida em que isto podera diminuir a violéncia e a criminalidade.
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Salienta-se que o protocolo dos estudos foi aprovado no Comité de Etica em Pesquisa
(CEP) da UFCSPA — Pareceres 1110/10 e 1112/10 (ANEXO D). Ege projeto especifico €
uma continuidade destes dois citados, fazendo parte do grupo de pesquisa entéo idealizado e

coordenado pelo professor Jose Geraldo Vernet Taborda antes de seu falecimento.
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20BJETIVOS

2.1 OBJETIVO GERAL

- Avaliar a associacdo dos niveis de concentracdo serica de BDNF entre mulheres com
trauma na infancia e/ou transtornos psiquidtricos e€/ou conduta antissocial (crime),

comparando-as com mulheres saudaveis.

2.2 OBJETIVOS ESPECIFICOS

- Avaliar a associagdo entre o0s niveis de concentracdo sérica de BDNF e trauma na
infancia;

- Avaliar a associac@o entre 0s niveis de concentracdo sérica de BDNF e transtornos
psiquiatricos;

- Avaliar a associacdo entre os niveis de concentracdo sérica de BDNF e conduta
antissocial (crime);

- Avaliar a influéncia da associacéo entre os trés fatores descritos acima (trauma na
infancia, transtornos psiquiétricos e conduta antissocial) e os niveis de concentracdo sérica de
BDNF;

- Avaliar o perfil sociodemografico, psicopatologico e criminal de amostras forenses

femininas.
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3 ARTIGOS CIENTIFICOS

3.1 ARTIGO 1. “COMPARISON BETWEEN SOCIODEMOGRAPHIC, CRIMINAL AND
PSYCHOPATHOLOGICAL PROFILES OF INCARCERATED AND MENTALLY ILL
WOMEN”

O artigo foi submetido a Revista “Psychiatry Research”, tendo sido recusado. Por esta

razdo, serda submetido a “Trends in Psychiatry and Psychotherapy”.
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ABSTRACT

Female prison populations have poor socioeconomic conditions and high prevalence of
mental illness and childhood trauma. The aim of this study was to describe and compare the
sociodemographic, criminal and psychopathological profiles among different women
populations. This was a controlled study of prevalence in 147 female subjects split in four
age and education - paired groups. forensic psychiatric inpatients, prisoners, clinical
psychiatric inpatients, and healthy controls. The Mini International Neuropsychiatric
Interview (M.I.N.I PLUS), the Childhood Trauma Questionnaire (CTQ), and a
sociodemographic and criminal questionnaire were used. Data were analyzed with SPSS
18.0. Prisoners and forensic psychiatric inpatients showed significantly low income.
Forensic psychiatric inpatients showed poor education. Unemployment was significantly
higher in forensic and clinical psychiatric inpatients. Forensic and clinical samples had more
childhood trauma than controls. The presence of any psychiatric disorder was high even in
prisoners. In the forensic hospital the most prevalent diagnoses were schizophrenia and drug
addiction; in prison, antisocial personality disorder and drug addiction. Trafficking was the
most common crime in prisoners, and homicide predominated in forensic psychiatric group.
The high frequency of mental illness, childhood trauma and low socioeconomic level in the

forensic populations demands more attention for future interventions.

Keywords:

Crime

Prisoner

Abused Women

Antisocial Personality Disorder
Mental Disorders

Highlights

1. Forensic populations showed impaired socioeconomic conditions.

2. Forensic and clinical samples had more childhood trauma than controls.
3. The presence of any psychiatric disorder was high even in prisoners.

4. Thetime in confinement is an opportunity to offer treatment that cannot be wasted.
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1. Introduction

The female prison populations described in international studies consist of young
women, with low education level, single, engaged in informal labor market or unemployed,
with low income and poor housing (Audi et a., 2018; Caffarena et a., 2012; Kim et al.,
2011; Plugge et al., 2006; Villagra Lanza et al., 2011). In Brazil, the female prison
population coincides with the international profile, having young unmarried women, low
education level, low income or poverty, low social and economic status, with informal work
(Canazaro and Lima, 2010; Departamento Penitenciario Nacional, 2017; Falbo et al., 2019;
Lopes et a., 2019; Nicolau et al., 2012). The population of incarcerated women has, more
often, lack of social and vocational setting, poor social skills, presents conflicts in
interpersonal relationships and is also more involved in health care (Ginn, 2013; Santos et
al., 2016).

With respect to the more prevalent crime, studies are emphatic in pointing out drug
trafficking offense as the most frequent in the female prison population (Caffarena et al.,
2012; Departamento Penitenciario Nacional, 2017; Lambdin et al., 2018; Lopes & al., 2019;
Nestor et a., 2018; Nicolau et al., 2012). A Brazilian study found that, following trafficking,
offenses in order of frequency were robbery, murder, theft, robbery followed by death and
larceny (Lopes et al., 2019).

There is a higher prevalence of mental illnesses and personality disorders in the
prison population when compared to the community (Bebbington et al., 2017; Fazel and
Danesh, 2002; Fazel et a., 2017; Nacher et al., 2018; Santos et al., 2016) describing that the
most common diseases would be substance abuse or dependence, post-traumatic stress
disorder (PTSD) (Baranyi et a., 2018) and depression (Franke et a., 2019; Logan and
Blackburn, 2009). A Brazilian study with a representative sample of prison population in the
state of S& Paulo found as most prevalent diagnoses PTSD, depressive and anxiety
disorders with phobic symptoms; depressive disorder was the most prevalent in women
(Santos et al., 2016). Thus, the high rates of mental disorders and comorbidities on prison
population (Canazaro and Lima, 2010) may be associated to criminality (Audi et a., 2018;
Fazel and Danesh, 2002; Logan and Blackburn, 2009; Lopes et al., 2019; Nestor €t al.,
2018). Other studies in convicted women confirm these findings, also demonstrating a high
degree of comorbid psychopathologies (Landgraf et a., 2013), including dependence on
substances - drugs and alcohol — at levels often alarming (Asberg and Renk, 2012; Driessen
et a., 2006; Kim et al., 2011; Lopes et a., 2019; Proctor, 2012; Velasquez et al., 2007,
Villagra Lanza et al., 2011), PTSD (Baranyi et a., 2018; Nacher et al., 2018), Antisocial
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Personality Disorder (ASPD) and major depression, in addition of greater probability of
having suffered early trauma, including sexual and physical abuse (Bodkin et al., 2019;
Canazaro and Lima, 2010; Driessen et a., 2006; Gottlieb and Mahabirm, 2019; Lewis,
2011; Mahmood et al., 2012; Peltan and Cellucci, 2011; Wolff et al., 2011). Besides, there is
high prevalence of trauma in severely mentally ill people (Heinonen et al., 2018; Mowlds et
a., 2010) and in female prison populations (Blonigen et al., 2012; Harner and Burgess,
2011; Millay et a., 2009; Peltan and Cellucci, 2011; Walsh et a., 2011) which contributes
to the problems of mental health and chemical dependence in this population (Lopes €t al.,
2019).

More than 80% of female prisoners have, at least, one psychiatric diagnosis
according to the Diagnostic and Statistical Manual of Mental Disorders (DSM-IV-TR)
(American Psychiatry Association, 2002) of lifetime prevalence (Driessen et al., 2006;
Proctor, 2012; Velasquez et a., 2007), and 70% presents a mental disorder in the last six
months. A Brazilian study found that 25.5% of female prisoners met criteria for severe
mental disorders (Lopes et a., 2019). Convicted women are more likely than other female
populations to have mental disorders and, in comparison to the male prison population, they
have higher prevalence of these pathologies (Lopes et a., 2019). The incarcerated women
have five times more probability of presenting a mental disorder than women in the general
population, and it should be added that drug use is more prevalent in forensic female
population than in the male one (Lopes et al., 2019). For instance, in prevalence studies
(Canazaro and Lima, 2010; O’Brien €t al., 2003; Proctor, 2012; Silva et al., 2011; Tye and
Mullen, 2006) and systematic reviews (Fazel and Danesh, 2002; Fazel et a., 2006; Goff et
al., 2007) with samples of incarcerated women the following was found: rates of depression
ranging from 12% (Fazel and Danesh, 2002) to 48.7% (Canazaro and Lima, 2010), of ASPD
ranging between 18.7% (Silva et a., 2011) and 31% (O’Brien et al., 2003), disorders related
to drug use from 30% (Fazel et a., 2006) to 70% (Proctor, 2012), disorders related to
alcohol use between 10% (Fazel et a., 2006) and 33% (Silva et al., 2011), and PTSD
between 10% (Goff et a., 2007) and 36% (Tye and Mullen, 2006).

This research is justified by the significant increase in the female prison population
(Barry et al., 2019; Gottlieb and Mahabirm, 2019; Mahmood et al., 2012; Peltan and
Cellucci, 2011; Schonbrun et al., 2011), including a large proportional increase in female
prisoners compared with male in recent decades (Canazaro and Lima, 2010; Clements-Nolle
et al., 2009; Lopes et a., 2019). In the sate of Rio Grande do Sul, for example, between

2008 and 2012, there was a 60.54% increase in female prison population, while in Brazil the
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increase was of 46.05% (Departamento Penitenciario Nacional, 2017). As the number of
females incarcerated continues to grow, describing specific demographic and clinical
characteristics of forensic samples is a matter of great importance to better define their needs
(Proctor, 2012) so that treatment and rehabilitation programs can be developed, because it’s
known that the service offered to the female prison population generally does not include
their inter relational needs of gender, trauma and mental illness (Kelly et a., 2010; Maua
and Baltieri, 2012; Taborda and Bins, 2008; Walsh et al., 2011). There are few studies with
forensic population, and even less with women (Falbo et al., 2019; Kim et al., 2011; Santos
et a., 2016); thus the female prison population is still under-represented in the literature
(Driessen et a., 2006; Kelly et al., 2010; Kim et al., 2011; Landgraf et a., 2013; Millay et
al., 2009).

The purpose of this study, therefore, was to describe the sociodemographic,
psychopathological and criminal profile of forensic samples and of patients with psychiatric
disorders compared to healthy women. The main hypotheses are that the incarcerated group
may also have a high frequency of mental disorder and that the presence of childhood
traumawill be higher in patients who have committed crimes and in clinical samples.

2. Methods
2.1 Design and sampling

A controlled study of prevalence was carried out with 147 female subjects divided
into four groups. 1) forensic psychiatric inpatients in Mauricio Cardoso Forensic Psychiatric
Institute (MCFPI); 2) psychiatric inpatients in the psychiatric ward of a clinical hospital
denominated President Vargas Maternal and Infant Hospital (PVMIH); 3) female prisoners
of the Madre Pelletier Female Penitentiary (MPFP); 4) healthy controls. The group of
subjects of the forensic psychiatric institute (mentally ill who practiced crimes) served as
index for pairing the remaining groups (education and age = 3 years). All women available
in the women’s ward of the forensic psychiatric institute during the period of the study who
fulfilled inclusion criteria (being woman, having mental illness, having committed a crime,
having more than 18 years old) were selected in a consecutive way. Thus, 38 subjects were
recruited in the forensic psychiatric institute, 34 in the clinical psychiatric hospital, 37 in the
prison and 38 healthy controls. The presence of psychiatric diagnosis was defined in patients
who fulfilled the criteria through the Mini International Neuropsychiatry Interview, version
Plus (M.1.N.I. PLUS) (Amorim, 2000). The presence of ASPD diagnosis was made by the
criteria of antisocial personality module of M.1.N.I. PLUS (Amorim, 2000). Healthy controls

were selected among escorts of patients of the gynecology and pediatrics ambulatories of the



46

clinical hospital who had shown no mental disorders, diagnosis of ASPD or crimes. The
sampling was made between August, 2010 and April, 2012.
2.2 Exclusion criteria
Subjects who presented moderate or severe mental retardation clinically estimated or
impossibility of verbal communication were excluded of all groups. Specifically for healthy
control group, there were excluded patients with psychiatric or neurological diseases, use of
medication with effects on the central nervous system and those who had ever committed a
crime.
2.3 Instruments
Regarding the utilized instruments, M.I.N.I. PLUS (Amorim, 2000) is a standard
diagnostic interview compatible with DSM-IV-TR (American Psychiatry Association, 2002)
and 1CD-10 (World Health Organization, 1993) criteria; it may be used in clinical practice
and research in primary care and psychiatry. It has been validated for use in Brazil (Amorim,
2000). The intelligence quotient was estimated by clinical evaluation. Furthermore, we used
a sociodemographic data questionnaire (QSD), an instrument developed by the authors to
systematize the data collection and included also clinical psychiatric variables and related to
the crime performed. Besides that, the presence of childhood trauma was verified through
Childhood Trauma Questionnaire (CTQ), an instrument of self-assessment which evaluates
childhood trauma occurring up to 15 years old. CTQ was originally developed in 2003
(Berngtein et al., 2003) and has been translated and validated for Brazilian Portuguese in
2006 (Grassi-Oliveira et al., 2006). We performed a categorical analyses, in which subjects
who scored positive for at least 2 items in any of the five dimensions evaluated by the
instrument were considered as "traumatized”, independent of the CTQ numerical score.
2.4 Satigtical analysis
Related to data analysis, the continuous variables were described as mean (standard
deviation) when presented normal distribution, and as median (minimum-maximum) when
didn’t present normal distribution. The categorical variables were presented as absolute (n)
and relative (%) values. Normality was tested by Shapiro-Wilk test. The means were
compared among groups by analysis of variance (one-way ANOVA) followed, when
statistical significance achieved, by Scheffé’s post hoc test. The medians were compared
among groups by Kruskal-Wallis’ test, followed, when statistical significance achieved, by
Tamhane test. In order to compare categorical data between groups, Pearson chi-square test
was used. The level of significance adopted was 5%. The software used in the analyses was
the Statistical Package for Social Science (SPSS) version 18.0.
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2.5 Ethical aspects

The study protocol was approved by the Research Ethics Committee of the Federal
University of Health Sciences of Porto Alegre (Rulling n°. 1110/10 and 1112/10), and the
investigation was carried out in accordance with the 2013 revision of the Declaration of
Helsinki. It was a low-risk study, because it is restricted to the application of questionnaires.
Written informed consent was obtained for all participants. For subjects who were unable to
provide such consent, it was obtained from their legal guardians, with the assent of the
subject within the limits of their abilities. The privacy rights of human subjects were
observed. Due to the sensitive nature of the questions asked in this study, survey
respondents were assured raw data would remain confidential and would not be shared.

3. Results

Table 1 describes general characteristics and sociodemographic data of the sample.

Insert Table 1 here.

There was no significant difference between the four groups in terms of age,
education level (as would be expected, since these are the indexes used for the pairing), or
number of grade repetition. Caucasians were predominant in all groups.

Married women prevailed in the healthy control group, separated in the clinical
psychiatric inpatients, widows in the forensic psychiatric inpatients and singles in prison.
The imprisoned women had significantly more previous mates than those in the other three
groups. Individual income of clinical psychiatric inpatients and healthy control groups was
significantly higher than the income of the women in the forensic system, either from prison
or from the forensic psychiatric institute (p<0.001). The family income of clinical
psychiatric hospitalized women was higher than in the healthy control group, which in turn
was greater than the income of the forensic system women’ family (forensic psychiatric
institute and prison) (p=0.003).

Among the women of clinical psychiatric and forensic psychiatric wards there was
the greater amount of retirees, whether by disability or by age. In prison, no woman was
retired. All retirees in the control group were retired by age. Women in the four groups had
significant indices of benefits, but there was no significant difference in the analysis.

With respect to previous occupational status, in the forensic psychiatric hospital and
in the clinical psychiatric hospital it was registered the highest unemployment rates (p<
0.001): in the forensic psychiatric hospital and in the clinical psychiatric hospital
unemployment predominates; in prison employed predominates, whether formal labor or

autonomous; in healthy control group formal work or housework predominate.
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Table 2 describes the clinical and criminological data of the sample.

Insert Table 2 here.

Regarding personal history of offence, subjects of the forensic psychiatric institute
reported more frequently homicide (n=13; 34.2%), atempted murder/assault (n=9; 23.7%)
and robbery (n=7; 18.4%); prison subjects reported trafficking (n=27, 73.0%), homicide
(n=5, 13.5%) and theft (n=4; 10.8%); clinical psychiatric inpatients reported theft (n=2;
5.9%) and trafficking (n=2; 5.9%). Among relatives of subjects, the following were the most
frequent crimes. homicide (n=6; 15.8%) in the forensic psychiatric ward; traffic (n=9;
24.3%) in prison group; and theft (n=3; 8.8%) in the clinical psychiatric ward.

Regarding the duration of imprisonment, women in the forensic establishments had
times of confinement significantly higher than those of the clinical psychiatric ward
(p<0.001) and similar to each other.

In the group that comes from jail, 17 (45.9%) of investigated women was performing
some kind of work within the prison system.

Concerning the use of medications, women of both clinical and forensic psychiatric
wards used significantly more medications than prison and healthy control groups
(p<0.001). However, there was no significant difference in the use of benzodiazepines.

There was no difference related to usage of illicit psychoactive substances during
life. Of the forensic psychiatric group, 39.5% of sample had some contact with drugs, being
most of them addicted. In jail, 35.1% had contact with drugs and near totality is addicted to
them. In the clinical psychiatric ward, 23.5% had contact with drugs, with a large majority
being addicted. The most common substance on the three groups was crack cocaine.

There was not any difference regarding family history of psychiatric disorder.

Table 3 shows lifetime psychiatric diagnosis.

Insert table 3 here.

In the forensic psychiatric institute, the most common diagnostic was schizophrenia
(47% of sample), followed by illicit drug addiction (36.8%). In prison, the most common
was ASPD (32.4%); in second place came illicit drug addiction (27%). On the clinical
psychiatric ward, the most common was specific phobia (32.4%), followed by bipolar
disorder (BD) type | (29.4%).

The forensic psychiatric group showed higher prevalence of severe mental disorders
(especialy schizophrenia) and also, a high prevalence of ASPD (18.4%). This kind of

personality disorder wasn’t frequent on clinical psychiatric inpatients (5.9%), but it was very
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frequent in jail (most frequent diagnostic, 32.4%). No subject with schizophrenia or
schizoaffective disorder was found in the penitentiary.

In the forensic psychiatric ingtitute, 26.3% of respondents showed some kind of
mood disorders (MD) during life; in prison, the prevalence was 40.5%; and, on the clinical
psychiatric ward, 47.1%.

More than a quarter of the forensic psychiatric sample (26.3%) was addicted or
abuser of alcohol. In the clinical psychiatric ward, this index was 26.5% and on prison,
32.4%.

The most common anxiety disorder on the psychiatric forensic subjects was PTSD
(26.3%), followed by specific phobia (15.8%); in jail, it was specific phobia (24.3%),
followed by PTSD (18.9%); in clinical psychiatric hospitalized group, it was also specific
phobia (32.4%), and followed by obsessive-compulsive disorder (OCD) (23.5%).

Presence of comorbidities was common on all groups, being found on 73.7% of
women in the psychiatric forensic ward, 67.6% in the prison sample and 85.3% in the
clinical psychiatric inpatients.

Finally, when analyzing dichotomously the presence of any childhood trauma (even
mild) among the four groups, it was found in 35 (92.1%) of women in the forensic
psychiatric institute, in 30 (81.1%) of the prison group, in 29 (85.3%) of those in the clinical
psychiatric ward and in 25 (65.8%) of the healthy controls (X2 = 9.147; p=0.027).

4. Discussion

The forensic samples studied have shown some characteristics that resemble the ones
described in the literature, which reports poor school performance, low income and
unemployment, and high prevalence of mental illness (Caffarena et al., 2012; Canazaro and
Lima, 2010; Santos et a., 2016). In our study, forensic samples (prisoners and forensic
psychiatric inpatients) showed significantly low income. Forensic psychiatric inpatients
showed poor education. Unemployment was significantly higher in forensic and clinical
psychiatric inpatients than in prisoners and healthy women, and a high percentage of these
women was receiving some type of government assistance or benefit. In addition to the fact
that those having mental illness are the most unemployed, mental illness is also more
conducive to retirement in both clinical and forensic psychiatric groups, committing an
offense is not associated with disability retirement: what really counts is mental illness. The
fact that all the groups have also received equally social security benefits is probably due to
a bias, because there was no separation by type or benefit (including in the same group

pensions by death, by separation, sickness allowance, seclusion allowance, and all other aid,
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except retirement pensions which were analyzed separately). It is deduced that mental illness
and crime may be factors that hinder marriage and, when it happens, there are more
divorces. There is no way to know if mental disorder and crime lead to fewer spouses, or if
having a spouse protects against crime and mental disorder. The study design does not allow
us to know what comes first (reverse causality), but the fact is that controls cohabit with
their partners in greater proportion.

Confinement time of women in forensic system (prisoners and forensic psychiatric
inpatients) was significantly higher than those interned just for psychiatric treatment in the
clinical hospital, showing the large impairment that crime brings to those women lives. The
prison group, despite having a significant prevalence of mental disorders, was the least
medicated, perhaps by the absence of more serious disorders such as schizophrenia and
schizoaffective and the high rates of ASPD in this population. It also raises questions about
the adegquacy of medical and psychiatric care to their constituents, because benzodiazepines
were the only type of medication used equally between the groups.

Alcohol and illicit drug abuse and dependency did not significantly differ on three
groups and had considerable frequency, showing to be a wide public health problem that
demands attention. Prevalence on use of illicit drugs in the clinical psychiatric inpatients
subjects may happen due to a bias on this hospital sample, a reference place for chemical
addicted pregnant. Anyway, on three groups, the mostly used substance was crack cocaine,
reaffirming the spread use of this substance nowadays.

The group of the penitentiary had a lesser proportion of women who tried suicide,
maybe because they are the ones with less serious mental disorders. It is also observed that
the rate of psychiatric diagnostics throughout life was high on all groups, being significantly
higher in the forensic and clinical psychiatric inpatients groups. Mental illness was generally
more frequent in the clinical and forensic psychiatric wards, as expected. However, even in
the prison, the proportion of women with lifetime psychiatric diagnoses was elevated:
78.4%. BD type | was significantly more present on women from clinical and forensic
hospitals than in prison. Depression showed no significant difference, being present on three
groups. BD type II, less serious, was more prevalent in jail in relation to other groups.
Schizophrenia and schizoaffective disorders were more prevalent in the clinical and forensic
hospitals. No diagnosis of schizophrenia or schizoaffective disorder was made on the
penitentiary sample, showing that the most serious situations of mental pathologies on

prisoners probably are in treatment in the forensic psychiatric institute.
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The analysis of which diagnostics were more prevalent in each group brings very
interesting data. In the forensic psychiatric ingtitute the most frequent illness was
schizophrenia (almost half of the interviewed), showing that the female population of this
prison is highly compromised. In prison, the most prevalent diagnostic was ASPD, probably
result of its strong association with crime, followed by addiction to illicit drugs, and also
associated to the execution of crimes.

In the clinical psychiatric ward, the most prevalent diagnostic was specific phobia,
exactly the most prevalent psychiatric diagnosis on general population. This diagnostic,
however, was present in comorbidity with the psychiatric diagnostic that motivated the
hospitalization. The second most found diagnostic on this sample was BD type |. On the
other hand, the higher prevalence of OCD on this subjects in relation to others is attributed
to the fact that there is a psychiatric clinic on the hospital that is reference on treatment of
refractory OCD, condition that raises serious depression, suicide attempts and even
psychotic episodes. This is one of the reasons described for psychiatric hospitalization of
patients with anxiety disorders (Quarantini et al., 2011). The high incidence of psychiatric
comorbidity in the three groups confirms previous data of literature on psychiatric and
forensic samples (Audi et a., 2018; Canazaro and Lima, 2010; Logan and Blackburn, 2009;
Nacher et a., 2018).

Regarding the type of crime committed, trafficking was the most common crime in
prisoners (73%), and homicide predominated in forensic psychiatric group (34.2%). The first
result corresponds to the profile already described in the literature, that points out drug
trafficking offense as the most frequent in the female prison population (Caffarena et al.,
2012; Departamento Penitenciario Nacional, 2017; Lambdin et al., 2018; Lopes € al., 2019;
Nestor et al., 2018; Nicolau et a., 2012). The second result makes sense because the forensic
psychiatric group presents high percentage of serious mental illness as schizophrenia and
schizoaffective disorders, which may be associated to criminality, especially without
treatment.

Another relevant result is the fact that forensic and clinical samples had more
childhood trauma than healthy control, and in this way childhood trauma may be associated
with long-term repercussions as crime and mental illness.

The increase of female prisoners’ population creates the need of broader
comprehension of who this population is, with a description of forensic profile and
comparison with other female populations, as was done in this study, mainly in order to seek

prevention options, or early treatment and rehabilitation, when appropriate (Jakobowitz et
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al., 2017). The studied population is vulnerable, with low socioeconomic level, high history
of childhood trauma, high prevalence of mental illness and alcohol/drug use. Women in
forensic environment face themselves with uncountable emotional, psychological and social
problems (Bebbington et a., 2017; Jakobowitz et a., 2017). They clearly congtitute a
population at risk for health problems, including issues that may affect their children and
eventually the general population (Erickson et a., 2019). The time in confinement is an
opportunity to offer treatment and support that cannot be wasted (Ginn, 2013; Jakobowitz et
al., 2017). The prisons are till not adequate to the necessity of implementing specific
treatment programs for women in need of them (Franke et a., 2019). Society loses,
therefore, a unique opportunity to address people that, if free, probably would never join or
remain on a quality treatment. More studies should be conducted in order to map the
population, as well as further research should be carried out (Franke et al., 2019), because
literature is still scarce in this area. Regarding the limitations of the study, larger samples are
needed to confirm and generalize the findings in order to provide a solid basis for the
construction of public health policies and future programs of prevention and treatment of
this population. The search for collateral informants or legal records or medical files may be
more reliable. In addition, the memory bias can be considered as a limiting factor, since for
collecting some data the memory is used retrospectively. The data may be underestimated
and the prevalence be even higher, both of childhood trauma and psychiatric symptoms or
drug use, as many women may not have reported history of abuse (Bodkin et a., 2019;
Gottlieb and Mahabirm, 2019) or have denied involvement with drugs/alcohol for fear that
the research would prejudice them regarding their juridical status, although they have been
informed of its real purpose. A greater investment is needed in the prison system in order to
expand and qualify mental health services (Audi et al., 2018; Bebbington et a., 2017
Jakobowitz et al., 2017). Besides the obvious gain for the inmates, the criminal justice
system will benefit from investing in screening and therapeutic interventions for these
women (Franke et a., 2019; Gottlieb and Mahabirm, 2019) because there will be fewer
disciplinary episodes and violent behavior during the execution of the sentence, and perhaps
fewer recurrences after release, since they have been treated, thus protecting themselves as
well as society.
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Table 1 — Comparative sociodemographic data analysis between the 4 groups
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Age

School years
Number of
previous
partners?®
Individual
monthly income
(R$)>

Family monthly

income (R$)*"

Marital status
Single
Married
Separated
Widow

Retirement
Disability
Age

Prior

occupational

status
Never
worked
Unemployed
Formal
Autonomous
House worker

Ethnicity

Caucasian

Forensic
Psychiatric
(n=38)
Mean (SD)
39.92 (14.3)

Median(Min-Max)

4 (0-17)

1(0-4)

40 (0-860)
790 (0-
20,000)

n(%)

10 (26.3)
12 (31.6)
8 (21.1)
7 (18.4)

3(7.9)
1(2.6)

2(5.3)
13 (34.2)
5(13.2)
11 (28.9)
7(18.4)

14 (36.8)

Prison

(n=37)
Mean (SD)
39.24 (13.2)

Median(Min-Max)

5 (0-11)

2(0-4)

13 (0-545)
545 (0-2,725)

n(%)

17 (45.9)
10 (27.0)
3(8.1)
5 (13.5)

0(0)
0 (0)

4 (10.8)
3(8.1)
15 (40.5)
14 (37.8)
1(2.7)

23 (62.2)

Clinical

Psychiatric

(n=34)

Mean (SD)
39.85 (14.6)
Median(Min-Max)

5 (0-15)

1(0-7)

545 (0-1,200)
1,222 (0-20,000)

n(%)

10 (29.4)

13(38.2)

10 (29.4)
1(2.9)

4(11.8)
4(11.8)

3(8.9)
16 (47.1)
5 (14.7)

2(5.9)
8 (23.5)

24 (70.6)

Healthy
Control
(n=38)
Mean (SD)
40.58 (13.7)

Median(Min-Max)

4.5 (1-16)

1(0-4)

583.5 (0-3,000)
930 (0-5,000)

n(%)

6 (15.8)

23 (60.5)
8(21.1)
1(2.6)

0(0)
3(7.9)

0 (0)
8 (21.1)
11 (28.9)
8 (21.1)
11 (28.9)

19 (50.0)

Statistics

Fanova=0.058

Hiw=1.91

Hiw=17.5

Hiw=19.6
Hiw=13.6

X2,=27.35

X2,=14.26

X2,=44.33

P

0.98

0.59

0.001

<0.001
0.003

0.007

0.027

<0,001
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Black 11 (28.9) 9(24.3) 4 (11.8) 8(21.1) X%,=13.80 0.12
Mestizo 11 (28.9) 3(8.1) 6 (17.6) 10 (26.3)
Others 2(5.3) 2 (5.9 0(0) 1(2.6)

Lived with

Spouse 14 (37.8) 13(36.1) 12 (36.4) 24 (63.2)° X2,=7.93 0.048

Forensic Psychiatric = judicially hospitalized in Mauricio Cardoso Forensic Psychiatric Institute; Clinical Psychiatric =
hospitalized in President Vargas Maternal and Infant Hospita ; Prison = imprisoned in Madre Pdlletier Female Penitentiary;
D = standard deviation; Fanova = andysis of variance F test; min = minimum; max = maximum; Hkw = Kruskal-Wallis H
test; @ post hoc (Tamhane test) — Prison group > Forensic Psychiatric group, Clinical Psychiatric group, Healthy Control
group (p=0.001); ® post hoc (Tamhane test) - Clinical Psychiatric group = Healthy Control group > Forensic Psychiatric
group = Prison group; R$ = Brazilian reds (currency); © post hoc (Tamhane test) — Clinical Psychiatric group > Heathy
Control group > Forensic Psychiatric group = Prison group; * Exchange rate at the time of conversion (February 15, 2019):
US$1.00 = R$3.70; 2 = chi-square test. ¢ In this group they still live with partner, - indicating present condition.



Table 2 - Comparative clinical and criminological data between the 3 groups
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Age of onset of symptoms
Age of hospitalization

Duration of imprisonment
(months)?

Number of Suicide Attempts
Previous Psychiatric
Hospitalizations

Use of Psychiatric
Medications
Type of Psychiatric
Medications
SSRIs
Tryciclic
Atyipical Antipsychotic
Typical Antipsychotic
Mood stabilizers
Lithium
Benzodiazepines
Useof illicit PAS
Family History of
Psychiatric Disorder*
Suicide Attempt
Current High Risk of
Suicide
Psychiatric Hospitalization
Personal History of Offense
Family History of Offense

Forensic Prison
Psychiatric
(n=38) (n=37)
Average(SD)  Average(SD)
21.65(11.1)  27.05(13.4)
29.59 (11.6)  27.75(13.7)
Median Median
(Min-Max) (Min-Max)
16 (0.2— 17 (1-51)
221)
3 (1-10) 5(1-10)
1(0-10) 1.5(1-5)
n(%) n(%o)
36 (94.7) 16 (43.2)
5(13.2) 1(2.8)
10 (26.3) 9 (24.3)
12 (31.6) 0 (0)
29 (76.3) 0 (0)
14 (36.8) 3(8.1
6 (15.8) 1(2.7)
11 (28.9) 10 (27.8)
15 (39.5) 13(35.1)
25 (65.8) 21 (56.8)
16 (42.1) 7 (18.9)
12 (31.6) 5(13.5)
38 (100) 6 (16.2)
38 (100) 37 (100)
16 (44.4) 18 (48.6)

Clinical
Psychiatric
(n=34)
Average(SD)
26.45 (16.8)

33.68 (14.9)
Median
(Min-Max)
05(01-2)

2 (1-8)

2 (0-16)
n(%)

33(97.1)

10 (62.5)
1(3.2)
10 (45.5)
20 (64.5)
8 (25.8)
10 (32.3)
5 (16.1)
8 (23.5)

27 (79.4)
19 (55.9)

16 (47.1)
34 (100)
5 (14.7)
4(12.1)

Statistics

Fanova= 1 26
Fanovazo. 92

Hiw=53.9

Hiw—=1.88

Hiw=3.33

X2,=96.6

X2,=11.4
X2,=7.16
X2,=14.9
X2,= 49.8
X2,=8.71
X2,=10.9
X2,= 1.77
X2,=2.18

X2,= 8.75
X2,=10.5

X2,=9.49
X2,= 84.3
X2,=87.2
X2,=14.2

0.290
0.400

<0.001

0.390

0.190

<0.001

0.003
0.028
0.001
<0.001
0.013
0.004
0.410
0.337

0.068
0.005

0.009
<0.001
<0.001

0.007

Forensic Psychiatric = judicialy hospitalized in Mauricio Cardoso Forensic Psychiatric Institute; Clinical Psychiatric =
hospitalized in President Vargas Maternd and Infant Hospita ; Prison = imprisoned in Madre Pelletier Fema e Penitentiary;
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D = standard deviation; Fanova = analysis of variance F test; min = minimum; max = maximum; 2 post hoc ( Scheffé
Test): Forensic Psychiatric group = Prison group > Clinica Psychiatric group (P<0.001); Hkw = Kruska-Wallis H test; 2
= chi-square test. SSRIs = selective serotonin reuptake inhibitor. PAS = psychoactive substance ; * Caculations made
according to the n of each group according to the total positive history for family history of psychiatric disorder (Forensic
Psychiatric group=25; Prison group=21; Clinical Psychiatric group=27).



Table 3 - Comparative lifetime psychiatric diagnoses according to M.I.N.l. PLUS *
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Forensic
Psychiatric
(n=38)
n(%)
Any Psychiatric
Disorder 38 (100.0)
Depressive episode 14 (36.8)
Major depressive
disorder 1(2.6)
Bipolar Disorder typel 9(23.7)
Bipolar Disorder typell 0(0)
Any Mood Disorder 10 (26.3)
Schizophrenia 18 (47.4)
Schizoafective Disorder 3(7.9)
Chemical dependency
Alcohol 7 (18.4)
Chemical dependency
Cannabis 4(10.5)
Cocaine 2(5.2)
Crack 10 (26.3)
Others 2(5.3)
Dependence of any
illicit drug 14 (36.8)
Substance Abuse
Alcohol 3(7.9)
Substance Abuse
Cannabis 2(5.3)
Cocaine 1(2.6)
Crack 1(2.6)
Others 2(5.3)
Abuse of any illicit
drug 1(0.26)
Anxiety disorder
Panic disorder 2(5.2)
Agoraphobia 1(2.6)

Prison

(n=37)
n(%)

29 (78.4)
15 (40.5)

7 (18.9)
2 (5.4)
6 (16.2)
15 (40.5)
0(0)
0 (0)

8 (21.6)
5 (13.5)
5 (13.5)
8 (21.6)
1(2.7)
10 (27.0)
4 (10.8)
1(2.7)
0(0)
0(0)
0(0)

1(2.7)

3(8.1)
5 (13.5)

Clinical
Psychiatric
(n=34)
n(%)

34 (100.0)
23 (67.6)

6 (17.6)
10 (29.4)
0(0)
16 (47.1)
5 (14.7)
4(11.8)

8 (23.5)
4(11.8)
4(11.8)
5 (14.7)
2(5.9)
7 (20.6)
1(2.9)
0(0)
0(0)
0(0)
0(0)

0(0)

7(20.6)
7(20.6)

Statistics

X2,=16.8
X2,=7.98

X2,=5.46
X2,= 7.30
o
X2,=3.50
X2,=31.4
X2,=6.36

X2,=0.29
X2,= 0.16
X2,= 1.70
X2,=1.46
X2,=0.47
X2,=2.38
X2,= 1.62
X2,= 1.82
* %

**

**

X2,=1.07

X2,= 4.53
X2,= 6.54

<0.001
0.019

0.065
0.026
*%
0.174
<0.001
0.042

0.865

0.923

0.428

0.481

0.790

0.304

0.446

0.402

* %
* %

**

0.586

0.105
0.038
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Social Anxiety 3(7.9) 2 (5.4) 6 (17.6) X2,= 3.07 0.216
Specific Phobia 6 (15.8) 9 (24.3) 11 (32.4) X2,= 2.72 0.257
OCD 1(2.6) 1(2.7) 8 (23.5) X2,=11.29  0.004
PTSD 10 (26.3) 7 (18.9) 2(5.9) X2,=5.29 0.071
GAD 0(0) 3(8.1) 1(2.9) X2,=4.45 0.108
ADHD 5(13.2) 4(10.8) 3(8.8) X2,=9.42 0.009
ASPD 7 (18.4) 12 (32.4) 2(5.9) X2,= 8.06 0.018

*M.I.N.I.-PLUS = Mini international interview version plus. Forensic Psychiatric = judicially hospitalized in Mauricio
Cardoso Forensic Psychiatric Institute; Clinical Psychiatric = hospitaized in Presdent Vargas Maternd and Infant
Haospital; Prison = imprisoned in Madre Pelletier Female Penitentiary; 4> = chi-square test; ** it was not possible to
perform the satistical test; OCD = obsessive-compulsive disorder; PTSD = post traumatic stress disorder; GAD =
generalized anxiety disorder; ADHD = attention deficit hyperactivity disorder.
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1. Introduction

Poychiatric disorders and crimdnality resalt from the interaction of
multiphe biegeychosonial detsrminants, which makes them complex
phenomema with far-reaching impaciz on socioty. Maltreatment is a
trausatic phenomenon; whes it oceurs duidng pesropsychologieal de-
velopment, it can have harméul consequences in adult Ife {Aas e 3l
2N 6; Cameran, Bagleson, Fox, Hemsch, & Levitt, 2017; Daury-Filho,
HAnarzke, Kluwe.Schiavon, Fabres, & Graes-Oliveira, 2013; Hellmann,
Stllley, Glonbkz, & Kilem, 2018; Jewersha-Andryseowska &
Nybakowskl, 2019; Jimérez. Trevtho et al, 2017; Krischer & Seveckn,
2008; Messins & Grelfla, 2006; Tripeddi & Pettes Davis, 2013), The re-
search an imprisoned womea shows that childhood tramma {5 asso-
ciated with imprisonment amd with varow psychistric disorders
(Altintas & Bdlicl, 2018; Beck ef al., 2017; Clements-Nalle, Wolden, &
Bargmann-losche, 2009; Peltan & Cellwecd, 2011 Telles, Cardosn, &
Blank, 2016). The addence of psychlatric symptomatology & elevined
amany imcaroernted women, not oaly in comparison with the geseral
popuiation ber also in comparisen with male inmates (Dota-Panichi
et al, 2015; Telles ot ol 2015; Tripadt & Peous-Davis, 2013), Mental
disorders, in its tum, may also pradispase to the coombtosent of crimes
(Ouesdari, Fekib-Romddhare, Mrabet, & Ridha, 2018; Prince & Wald,
2018}, In this penre, a 20 years Swedish cobort found tha wemen with
severe mental disorders am fve tnes more likely to be mvolved in a2
crime, and 27 tines meve Wkely to commit vickest crime thas o woman
without 2 mental disorder (Hodgins, 1952), A secent study (Beck ot al.,
2017} ideptified that the presence of mental disordens reduces the dif-
forences in the risk of vidlence between en and women. Diagnostic
and Statieticn] Manual of Mental Disorders, Fifth Edition (American
Popckiatrie Assoclation, 2013), In Wz turk, addresses that gsychotic
disorders may he assocazed with hoszility, sggression, vialent belaviar,
ltigiows behaviar or legal problems and crimisal involvement,

Otheraiss, $ram-derived nesratrophic factor (BDNF) plays many
yoles in the regulation of meuronal survival, strocture, and Function,
Inchuding & major sole in the developmens and fmctioning of cenaral
secotenergic neurces, @ well os in seurogescsls and syasptic plasticity
(Castrén, 20005; Dosta-Pamicly et al., 2015). Daga In the Hterature sag-
#o5T that BDNF is o newrobiclogical substrate mediating certain effects
that environmenst has on psychistric Esorders wad the brein {Gane
et al. 2007; Grassi-Oveira, Swin, Lopes, Tefxmira, & Bauer, 2008;
Joworskn Andryszowska & Rybakowski, 2016; Kopouinski ot al, 2011;
Kapezimakd, Moy, Ksvor Sant'Anns & Grassd Olivetra, 2008;Milller ot al |
201 3; Past, 2007; Popovic et al,, 201%; Sakw, Malovade, & Jacob, 2016;
Simgek, Yikol, Kaplan, Uysal, & Alaca. 2015; Tramonting ot al., 2009;
van Velzem o al, 2016}, pastiealarly alterations refated 1o stress [Doita
Panichl et al, 201%; Fakoftky, Nessler, & Dualop, 2012; Zhou et al.,
2017) and childlvood abuse (d¢ Cartro-Catals et ol 2015; Grassi-
Olivetrn et al., 2008; Hemmings et al, 2013; Koy, Malan-Milles,
Abrahammi, Hommings, & Seadat, 2019), BDNV playing » erucsal rode in
modudating resflience and vulserability o swess (Kim et al, 2017), thus
moderating the tmyoct of childhood adversdties on the late expression
of mental disordens (Marusal et al, 2016; Sahu et ol 2016). Changes in
RONF lovels have been olserved in individaals who have aortain psy-
chiptric disorders or were mabtsested during childhood (Aas et al,
2014; Borvoduzal et al, 2014; Grassh-Olivelra et al., 2008; Guuémez
etal, 2015; Jeoa at ul, 2012; Kapezingdl etul., 2011; van Veleen et al |
2016), Swadies have suggested thet peripleral BDNF is a biomarker of

(Fersandes et al, 2011; Kapesioads of al, 2011;
Mandolini et al, 2019) asd reatment response {Gramle <t o, 2012),
espectally in post: traumatie sitaattons (Kim et al . M17), sosee suthars
proposing that SUNF & a blomarker of the deleterions effects of
chikihood trauma on beaim phsticity (Theleriiie ef al, 2014),

Axboughs the peychopnthologicsl, prychosocial, and forensic im:
pacts of chibdheod makreatment are knowi, & beoad feld of study his
opened for understanding the neurobtological mechaniarms that un-
derlie its canses and outcomes (Caspd et ol 2002; Miu et ol 2017;
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Nilsson, Comasco, Hodgins, Oveland, & Askand, 2014), To ar knowl-
edge, there have been no snadies atmed at determining whether the five
main subtypes of childhood trauma—childhood physal abuse (ChIPA),
chiklhood sexml abuse (ChSA), childhood emononal abuse (ChEA),
chiklbood physical peglect (Chi'N), and childhood emotional seghect
(ChEN)—are assoclated with adult psychiaric disorders, BONF levels,
asd enminality among women in the eriminal Justice system, There-
foce, the ain of this study was 10 evaluste serum BONF concenimtions
m wemen, in terns of ther asociation with a history of childhood
trnnea, joychintee disoeders, and antisccial behavior (criminality). We
belseve that the presence of childhood truma has an Nsportant mpact
on the development of psychiatric disorders and criminal involvement
om adult life, and that this process ocrurs through the mediation af
biological markers az BDNF,

2. Material and methods
21, Design and sampling

This was a eross-sectional stody invelving & consecutive saseple of
110 women, in three groups. The fist groep consisted of 38 in-
corcerated patients hospalzed at the Mawricin Cardoso Forensic
Psychintry Institate (MCFPI - forward colfed “forensic group®), & for
ensic hospital in the city of Porto Alegre, Brazil, all of whom bad at lsast
ooe psychlatric disorder and wese oriminal offenders, The group of
sublects from forensic gmup wis ised @8 index for patrieg the e
maining groups {edacation and age = 3 years). All the women avail-
able In the womes unit of foreasic hospikal who fulfilled inclusion
eriteris were selactnd, OF thie group, 17 were in safety mescure ($M), 17
I thse screering evaluation service and 4 i an indefindie legal situation,
constimong, therefore, | 3 mix of highly impaired women hospitalized
for years (someimes for decades) amd women admitted for soreening,
who stay for bess time (o tres) stmpler conditons, retamning to the pe.
nitentiary after being stabilized, or awaltiag definition of thelr kegal
status—to find out whether thedr sentence will be comverted ino a se-
curity nseusure er they will be retumed to the penitentiary, The wecend
groap was compased of 34 patients hospialiced oo the psychilawic ward
of the President Vangss Maternal and Infant Haspital (PVMIH - forward
called “cRnical psychimric group®), & geoeral hospital in the same city,
The third group wis & hwalthy caniral group, compnsisg 3§ women
with no psychiatric disorders and having exhibited o0 antscodal
(crrmanal) behator, recrutted from amang Individuals who were ac.
comparying patents at the PVMIH gynecalogy or pedistric outpatient
clinic The FDONF levels were dedermined in oaly 54 womer 18 from
the foressse group (of which 14 were in the sorting, 4 & Indefinite legal
sttuarion amd noee by security smeasure), 18 fram the clinical jepchianie
group, und 18 from the healthy comtrol group, It was not passible to
collect BONF from the local female priscn because of mstitstinal
mamons, and lor thic motive these womsen were nal included in the

study.
2.2 Exclusion criteria

Ver all groupe, the exchesion oriterin were difficudty in under
standing the questioneaires employed and isability o coammunicaie
verbally. For the healthy control group, women with psydvamic or
peuralogical dissases were eacduded as were those who took medica.
tion with effects an the cextral nervous system and those who had ever
commitied a crime,

2.3, Mstruments

We initally applied o smciodemographic questionsaire designed 10
collect data related 1o the follwing: age; ethnicicy; markal siatos; oc-
cupation; level of aducation; munber of repetitions; Hierocy; weight
hedght; sukidde attempes (number and typek family hisory of
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peychistric Sless or arime; characeristicr of any almes commiteed;
and the use of modicasions, To sowess childhood trasuna we applied the
Chikdhood Trasma Questionnalse (CTQ), @ instrument of selfassess-
ment which evalumes childhood rauma occursng up o 15 yesrs old in
five domalns: ChPA (5 items), ChSA (& hems), ChEA (5 items), (WPN (5
Mems), and CHEN (5 items). The €T (shart form), which was arginally
developed by Hernstetn, Stelm, Newcomb, o al (2003), has been
translated and validated for Bredllan Portugoese by Grassi-Olivetos,
Pezgi, amd Soein (2006), In some clreumstances, espocially in the eno-
text of rewearch, the el CYQ score, which ranges frum 25 w0 125
potng, s used a8 & gpeneral stessure of taama (Gorensteln, Wang, &
Hungerblihler, 2016), The instrument consists of 28 fems, dassifisble
on & S-point Likert seale, originacing trem the long version of 71) iteme
developed by Bersatein, Ahbuvalla, Pogge, nod Handelman (1997),
Hems describing childiond expedences are classifind arcording 1 how
often they ocewrred: 1 - never, 2 - fow times, 3 - sometmes, 4 - oftez or
5 - always, being formalaed with experfences of alwee or appropriate
care during chlldheod. The kems are quoted from one o five, sccarding
to the frequency in wiich they occurred, with the quotation reversed In
the case of items describing a pleasant childhood (2, 5,7, 13, 19, 26 and
28). In alditon o containing & geseral indicator of child absse ex-
pusentre, wivich resslts from the sum of the quotation of the subscales and
a aegation index, the Bslrwment svexses the exposure Lo the five 1ypes
of maltreatrsent mentioned. The negation index Is evaluated by the
existence of extreme responses to items 10, 16 2nd 22, which reflect the
existence of & perfect chikthood (Dias & al, 2013). In addition, in ca
tegosieul analyses, subjects who scoced pecitive for at Jeost 2 jbeomns in
any of the sbove dimensions were considered as “rasmatized”, in-
dependent of the CTQ numerical score 'We aloo used the Misl Inter.
national Nearopsychiatric nierview-Plas OMINE-Flus), a staslardized
diagnastie intesview that follows the criteria of the Diagnostc and
Statistical Mesual of Mestal Disorders, Foarth Fdition, Yext Revision
(American Prychiatric Associstion, 2000} mnd the Internationad Clagsi-
fication of Discases, 10th revision (Wosld Health Organization, 2016),
The MINI-Pius camprises modules that cover s=veral psychapatholo-
gicel conditions, indhuding Astisocial Persuanlity Disorder (ASPD). The
MINIPlas has bees trasslated w0 Pormsguese and vaSidated foe use in
Brazil (Amurim, 2000). The estimated incelligence quotiest was In-
ferred clindcally. Yo determise BONF levels, 4 mi of blood were col-
lected from each sabject by venipsmcture in 8 anticoagulant free va
cuitm (ube, The blood wes centrifuged for 10 min st 4000g, 2w the
sorum was stared o ~80 °C ungll assayed. Seram BONF was messured
with a commerdal simndwich enzyme-linked mmanosorben assay kit
(Millipors, Rillerica, MA, USA). In brief, 96.well microtiter piates were
conted for, with sumples diluted 1:100 and moshated 24 h at 4 °C, with
a stasclard BDNF cwrve of 7.8-500 p/iel. The pliutes were then washad
four times m buffer sofution, after which blotinylased mouse antl-
hwman manoclonal BDNF antibody (diluted 1:1000) was added and the
eampilex were ircutoded for 3 h af room empersture. The samples were
then washed and incubatod with & solution of streptavidin-horseradish
peraxidase conjugate (dllated 1: 1000) foe 1 & ar room (empersiure.
Substrate and gop solmica weve added, afer which BONF was quan-
tified (absorhmmce measured at 450 nm). The smndard curve deman-
strated & direct rolstionship between optical density and BDNF con-
centration. The analyses were performed ot the Moleculsr Paychiatry
Labosatary of the Porte Alegre Hospatal de Clinicas. The interviews and
the blood samples were obtained between Augest 2010 asd April 2012

2.4, Seatistical cnalyyix

Contlowous varkables were expressed as incan (standerd deviation)
when presesting normal dissribation and as median (mdnisUm-Max-
fmum) whon presenting non-normal distribution. Categorical vartobles
were expressed as absoduce and reletive values. The symmeliry of the
comtineous variables was tested using the Shapiro-Wilk test, The means
were compared between groups by Stadent's r-test and amoog groups by
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ocueway analysis of varlnce: when the diffevesce wia statistically
significant, we applied Schefiés or Tuleey's post hoc test. The medlans
were compared between groups by the Mamn-Whitney U test and
among groups by the Kmskal-Wallis test; when the difference was
statistically significant, we appliod Scheff's post hoc test. We also used
Pearson’s chi.cquare test for ndopondence, the chisquare rest with
Yates' comrection, and Pisher's exact iest Because the CTQ scorcs
showed nom-murmal distribetion, we used Spearmans correlation
coefficient 10 determine whother BDNT levels were amociated with the
five childhood wauma sutaypes (n e tree groups ander stady. The
level of significance was set at 5%. The satisical analyses were per-
formed with the 1BM SPSS Statistics software package, version 21.0
{I%M Corposation, Armonk, NY, USA),

To betier reach the objective of thix paper, we performed o mubs-
neenlal logistic regressson (MLR), which suy be more officient and
rediable 1o cbeain the probability estimation of the concerned cxposed
group. MLR is used when the dependent variable in question & cate-
gorical (it falls into any one of 3 30t of categories that cannot be ordered
In any meantngful way) mnd for which there are more than two cate
guries, MLR is a pasticulur solation to clusification problems that use a
liwwear combination of the observed features and some problem-spefic
parameters % cstimate the probabllity of cach particalur vadue of the
dependent warfable. First of all, the beakthy “contol group® was con
siderod &3 the refercnce category (“pived”) and the other 2 groups
{forensic and psycatric) were separately regressed against the pivot
outcame. Separate odds mattos (OR) weee determined for all in-
dependent wariables for cach categary of the dependent variable thes
remuined  statistically  significant after the undvariste analysis
(=< -10), with 1% enception of the reforerso ctegory, whicth wos
amitied frose the analysis The exponenital beta coefficlens repossnis
the change mn the odds of the dependent variable being in a pasticular
category visa-viz the reference category, assockaed with a one unic
clange of the correzponding independest variable, Only varsbles with
o pvale <05 and an OR > 110 of < 0.90 were considered as
statistieally and epidemiologically velovant after the MLIL

25 Fehicol sspects

The sudy protocel was approved by the Resesuch Ethics Comminee
of the Federal Unlversity of Health Sclences of Porto Alegee (Ruling noa.
111010 and 1112/10), and the Investigadion was carrled out In ac
cordunce wills the 2013 revigion of Uve Declaration of Helsinks Liwasa
Jow-rsk study, becasse It I restricted 10 the application of ques-
wonnaires ond the collection of o smndard (4-ml) Bood ssmple.
However, It has an important ethical aspect: [t dealt with individuats
who were velnerable beciuse they kad 3 menial (lines or were douhly
villnerabie because they sot only bod & menml Blaess but were also
Imprisoned, Therefore, it should be nowd that there was ne pressure
{Instizutional or otherwise) for the subjects to participate in the study;
nor was any bpe of reward offered. Written informed consent was
obtained for all participans. For subjects who were unable 10 provide
such coasent, it was obtained froes their legal guardians, with e assent
of the subject within the limime of their ahilities. Given the sentitive
nature of the questions asked In this sudy, survey respondents were
mssured that the dsts would rematn comBdential and woodd not bhe
shared,

3. Resuits

Table | describes the stindy ssemple tn terms of suciodemographic
characteratics s aspects of ariminality (See Talie 1)

In the forensic group, personal iscoese and the proportien of mar-
rled sabjects were lowes than (n the other groups, wherens the tlme of
omfinement wax lofges and (he (pessonsl snd family) history of
crimisality was meee provousced,

Tuble 2 describes the clinleal sspects of the sample. by group,
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Tubile 1
Sociodemogriphic elurastirtitics and sspects of erimimality uhm"m,
Chameterist Crosp Stk )
Iorcrox: Qieal Paychisnsck Nty Ceraed
= =) (- 34) (n = 3%)
Cozent age, meny £ 5D 3[92 + W3 3966 & 143 4058 = |87 Pasewa = 0.30 (097)
Years of schooling, medias (esle-mac) 4097 B(0-18) as(1ae) Hew = 102 (038)
Years of school sepessed, madian (mis-meax) 105 1 (0% 05 (0-13) Hew = 012 (0.99)
Porsozul incame (RF)* matise (mis-vec) 40 (0360 545 £0 - 1 208) 683 (2~ 3000) Hew = 1078 (0.000)°
Fumly tscome (R5),* modan (sle-max) T (020,000} B0 (0500 1222 -85, 000} Hew = 407 (0.13)
Coufnemene (nonthal, medion (rabs-max) 16.5 (0.2-221) 0% 03-2) WA Uy = 10680 (= 0.001)
Bitaicity, n (%)
White 14 26y 34 006 19 {5000
Dlack 11 (2899 s 8z Lhasss = 933 (3.20)
Mixed 1A o {1786 30 (283}
Ofer 160 0 {m 1028
Martul astus, » (W)
Staghs 10 (269 10 290 6388
Marmied 12(316) 13 Q8.2 2 (61.5) Thveses = 154 (202P
Dovorsed S0 10 (9.0 &(21.9)
Widowsd 8020 1429 1028
Living aleos 40108 o 126 Lheases = 1599 (0,040
Rettreenant, » (%)
Dhve 10 igge 14286) 4 7w heans = 670 (0.15)
Dus 10 disbiliny a0 LRI o
Doaefiix, o {%W) 12049 7 (20.8) 2 (31.0) Lhesao = 386 (043
Unenplayed, e (%) 1M 16 67.0) 8215 Lins = 1838
Persoaal tstecy of crtrelnalisy, n (%) 30 (108.0) S41A 010) Xhases = 921 (= O002Y
FamBy Batory of coisbanlity, » (%) 16 (#44) 2 o(158 Wheasas = 147 (0.005)"

Forvasic = hopilalized = Mauricio Cardoso Forensic Psychiatric Instinste (incarcerated women): Clinkeu) Pasclulatric = bospitaliend in Presideat Virgss Maternsd
and lafanr Hesplial (female papchistric lpatlentsl SO = stanchrnd deviation; min = mintmum; mm = maxmon Fuegs, = onalyss of vadance ¥ test;
Hey = vl Willis H tess; 105 = Brasilian reshe (enrmncy )k N/A = oot agplicable; Usey = Mann-Whitney U test; x° = chi-square test. *Exchange rate ot the time
of conversion (Jaopacy 20, 0207 US51.00 ~ RELTS, * Scheffé'y post boc test, Forensic < Healthy Control; * more married ssbjects In the Healthy Costrol group sad
e widowed subjocts in the Forensic growg; © Parensie and Clisical Prychiatric = Healthy Controd; * Forense and (lafcal Psychlinie > Healihy Conteds *
Furensie > Clinieal Paychintrie nad Feakhy Cororol; * Rerensic > Clinieal #syesiatric and Healthy Gonrrol.

including BORP levels, CTQ scoves, the varlvus types of childhood
trauma, and diggnoses of payehigtric disordars (Sew Tanle 2),

The meaa BONT devel was significantly bigher in the healthy comtrol
group than in the clinical peychiatrle growp. The sl CTQ and ChEA
domain scores were both significantly lower in the healthy control
group than in the forensic and in the clinical psychiatric groups. The
preseace of any chiddhood traums was significantly Jower in the healthy
control group thas [n the foreasic and in the elinlesl paychiatic groups,
althoogh it was quite prevalent I all three groups. The retes of CHEA
were sgnificantly Mgher in the forensic and in the clinkcal psycilatric
groupe han in the hesithy control group,

The most common diagnosts (o the forensic gsoup was schizo-
phrenia, which was significanrly less comvman in the climical peychiatric
group, as was post-traumatic stress disorder. In the dinleal peychiatric
wronlp, the most comnnon dlagidsts was bipobir disorder, followed by
apeeific plubla, Depressive epibodes were also significantly more
common in the cinical psychlatrie group, as were agaraphobis and
obsessive.compualsive disorder (OCD). I addition, the abuse of or de-
pendence on at kesst ooe psycheactive substance (PAS), Indudiag al
cohol and illeit drugy, was % commnon phenomenon in the farensic and
in the clinleal psychiatric grougs.

Teble 3 deseribes the BIWNF lewels in relation to the elimical and
criminological varkables, by grown (See Takle 3).

Amony the women dingnosed with a peychisrie disorder, BIINF
Sevels were significantly higher in the forensic group than in the dinical
psychlatric group. Among the wamen who had committed corimes,
BDNF levels were also significantly bigher ks the foremaic group thas in
the clinlcad psychilstric group. Amoog the woasen witheus a crimdaal
recard, BONF levels were significantly bigher in the control group than
In the clinical psychiatric group,

Thove was no significant difference sennag the three stady groupe in

terms of the relatonship between BONF kevels and any childhood
troums, although these was 2 tendency toward dgnificance. In the
forensic group, BONF levels were lower amotg the women with a bis
tory of ehildbood trauma, althoogh 2 ciatictical analysis conld not be
performed becaase anly one woman had no such hissory,

Talile 4 shows the relaticnship between BONF levels and the five
childkood traumma subtypes, by group (See Table 4),

In 1he healthy control group, BDNF levels were sipnificantly lower
umang the wamen who hud suffered CHEA than smong those who had
oot s the fevensic group, BONF levels were significantly dowes among
the women whe had suffered ChEA than among those who had not

Tablle 5 describes the cosrelation of BONF levels with total and
domain CTQ scoeds, by gmap (See Talils 5,

Akhough BONF levels did not coevelate sigaificantly with any CTQ
damain score in any of the groups, there was o tresd toward a negative
correlation between BUNT levels and ChSA scoees in the healthyy control
group.

Talide 6 shows multinamial regrossion analysiz rents (See Toble 6.

Persanal income presented stattstical significance for Dol groups
according to the p values, but t was not elindeally nor epddemiclogically
relevamt, since OR wers almost 1.00. Lowes levels of SDNF, higher le
wele of ChEA 3nd the poesence of fanilial offense were comsidered
focsory redated 10 the paticats of dirical psychintic grown,

We also performed analysis of these secum bevels of healn-derived
neurctrophic Bctor in relation to psychotrople drug use, by group
(excluding e control group), dats sot shown in this paper (paper in
preparation), and we found that thare was sssociation of BDNF ondy in
relaton w Lihium Carbosate (the wse of Lithium Carbonsaie was ss-
sociatad with higher BONF levels on the chinleal peychiatrie group)



70

1. Dhay de Cartro Bows, o ol traaronal Ssurmal of Taw and Prycary 77 (2000 101574
Table 2
Comparaatve tlinkeal dute of the three groups.
Croups Sasietios ()
Prerae Chokcd Prychileric Healtiy Caqetrod
e = 38) (n = 34) G~ 3
S0P (pg/ml), mean (30) 55,12 0047 4213 18D G50 (228 Fasponn = 424 (0027
10 totsl weom, mems [50) R243 (159) FL3% (21.6) FIBOLT) Favona = 7.8% (D00TY
CTQ dearmin seoees, modan (min-omas)
hiMioed Phyical Neglect R R 200 100 Fow = 386 (0.15)
Chatdbead Physical Abue 15 (1-4) 1in-o 1004) Ty = 534 (O.O7)
Claldbond Semel Abaces 114 106 104 P = 557 (0.085)
Cruildbeod lovctinmal Abaos 210 2004 101-4) Tow = 1660 (= D.ONYF
Clmbdbood Erartinmal Neghact gy 15040 104 How = 300 (L18)
Suirids sirrpte, medan (min-easx) 10 2008 NA Uy = S350 (0,30
Previcac calekde stteepr,? n (%) 16 (42.1) 10 (959) NA Khawm = 80 (0.35)
Any Chilihood traurea, n (W) = (20 30 (88.2) oy Phswe = 1594 (= 0001
Childbead Seczal Abase 13 (34.2) 12(343) 6158 Dhmme = 442 (111)
Chidhend Physioal Abaws M (6% 2 (818} 19 (%00 hewse = 161 (0.45)
Clvikdbond Rmctional Abuse M (89.5) 29 (853) 2{TN - 1259 (o0
Clehibond Miyeionl Neglert T80 24 (70 6) M {002y - 4.3 [011)
Childrcod Enctionsl Kegleer M (#2.8) I (82.4) T (N1 - 424 12)
Neobser of pocitive orainas, soan (51 461 0118 235 (149 255 [1.48) J - 523 (0064
Pamily Heary of peprhiavio diseader, » %) 5 (S e N{an - 252 (D29)
Peyehlarie disandeos, n %)
Major Dvpimecion Ticrdar 1628 61174 /A ot - (0047}
Dipirescien splede 14 (36.8) 25 (87.6) WA Lhnws = Sk (0.018)
Ripckoe Toander 91 7) 10 (29.4) A 3:- 080 0.777)
Muals opleadn 11 (359 N2 NA - 071 {09
Paslc Suseder (53 7 2.6 WA t.cm
Agoraghadla 1(26) 7 (2048 WA - (e023)
sodal phobia 3(7.9) 60178 WA Emm
Sirnqls phabls 6158 11 (32.4) WA o = 1890017y
Obamdon Compelicine Disordos 1628 8225 A - (0D
Canerd Anniety Disorder 0¢0) 1129) WA - (021
Post Trpmersatic St Diporder 10 (25.3) 2{n0} NA - (e0an
Depeedence/dbese of ury prychooctive substance 16 (42.2) 11 224) KA - 037 (0.54)
Alecha Sogeadenes ase 10 {28.3) 9 120.5) WA = 0.0) (0.0}
Dieag depandinidrese 15 (9.4) 7 130.8) WA =- 219010
Shrarphreren 18 (47.4) 54N WA e = 737 0.0
Cdemefooive (ocrder 279 40008 WA (@20
Py dooeders o) 2(59) WA Lt * (G2)
Ari-Sacial Porsommity Disorder 7 (a4 259y NA (816
Aentin UeBot/Mypersctivty Disorder 501 3 ey WA )
M mesal rexedasion 2053 2009 NA « (100}

* BEvalumied n 18 subjects per grosg; Forensic = hospitalizcd b= Maurio Cardoso fosensic Payclilagry lastitme (Jocarcerased  women); Cinicad
Peychiatrk = basplialieed In Presidlent Vacgss Maternal sod lnfure Hosploel (femude psychiotele lopatiena). SONF = bratnderived neurstrophic faonr
381 = stunceird devimtion; CTQ = chiidheod travma qestionmaine; min = mioTEem, max « Mo Fapy, « aniysis of varines ¥ et Hy, = Krokad-Wally
H test; N/A = oot sgplicable; Uy = Mana-Wastney U test; y° = ehf.square test; * Scheffés post hoe jest, Healthy Contral > Clinical Peyehiarde (p = .034); *
Schefi®s pant hee test, Healthy Comtrol =< Fooense (7 = £02) and Healthy Comerol < Clindoal Prychistric (p = 007) ‘Schefld’s past hoc 1eit, Hethy
Coogral < Forenaic (p = 00%) and Heakhy Controd < Clnlcal Pepchiatrc p = msx‘mmc(uau;c.m)mamuwr--msanl:'mm
Consral < Fosensie ssd Giniesd Pryciiluiric; * Foremsic sod Climoal Prychiarric > Nenlthy Conrok * Schefé's poas hoe tess, Forezsic > Healthy Controd (p = 006)

4. Divewszion

Secclnetly, the rawes of mental illisess snd chiklbood trasma were
high in the incarcerated group. The prevalence of and scored for ema-
tional abuse were higher b the clinkeal psychistric and fressdc group
han I the heslthy coatrol group. Lower BONV levels were associated
with emoticaal abuse in the ferersic group as well as with sexual abuse
0 the control group, Lthium carbomite tse wis sssodased with higher
levels of BONF, After multinemial logistie regression, lower devels of
BONT, ligher levels of emotionsl sbase and the presence of fam@ial
offense wory congiders] ficters relasted 10 the patients of the dinscal
pychéatric group.

#.1. Multinowial regression anvdysis

The quantatve multinomial regresion analysis Mentified laower
Sevels of BDNF as factor related to mentl lness (the lower tse BONF
Jevels are, the greater the likelhood of mestal Hloess), as well as

emotlond abuse {the higher the wcoves of eational abuse, the groater
the likelyood of mental ilness), and the presence of family hissary al
crime (the more presence of Genlly offense, the greaser the Ukelibood of
mental illnes). With regard 15 any trauma, a5 almost all have, it was
nut pessitle (o estimate. The sample size was o limiting factor for te
aralysis of sevesul of the sesules.

4.1.1, BDONF

As mxpocd, lower lewls of BONF was sssocisted with meneal 8-
ness. Changes bn their levels have boen odoerved in pationts with mestal
Ulness and k= people with a history of maltreatment in childbood, oc-
cordizg 10 the lierntwre (Ass o ol 2014; Bortoluxel ot ol 2014;
Gensat-Oliveira et ab, 2003; Gulifires o ol, 201%; Jeom et al, 2003,
Kapczingid ef al., 201 1; van Velzes et al., 2016). Meesovor, studies have
suggested that It could be 1 nearobicbogical substrote sseating cevtain
effects (hat enviroament has on psychéastric disonders and the brain
(Gama ot al, 2007; GeasslOiveirs et al, 2008; Jaworska-
Andrysrewska & Rylmbowskl, 2016; Kapeziwhd or wl, 2011;
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Table 3
Serum levels of tenin<derived nemosnphie Sactar, In relation to ciinleal and forensic variables, by groap.
Varkalde BN fpg/oell) Bartintic ()
Voreasic Clrkeal Peychlonic Heathy Convad
Any paytiine deceder, eeom = 50 (a)
Ve BRIZ + 166R1IE) CoSLEEIR LSS e] H " Mondes = 256 (002
No ) * 4058 = 2271 1018)
Crirrirssl rocond, oo & 5D [n)
Y 5812 = JA6E(IE) 3602 £ 16.78(3) ve lmtws = 212 (00460
Na » ALE6 : B85 (15) 088 4 227516) s = 217 (108)
Sutiek (p} .- Lawaes = =072 (04K) -
hildbaad trasma, mean « 5D (0
Vi S6T7 = 61300 274 = 1801019 596 = 200 11) Mascoan = 255 (600
Na ELLIS = (1) A5 = 22540 &7 2 0N (7 Fasova = 159 (0.260)
Sttt () Grsiow = =147 D16} Gasaes = ~017 (080 el = — 100 (0.20)

BINF = bruin-derived

fnctor; Focensic = hospimliznd (o Maudclo Caedoso Forensie Peypchiotry destitule (incmconecd wemen), Clasical

Paychiswric « beopitaliead in Preaddest Vieges Matomal and tnfant Bospind (Sfemale psychiauic inparients) 50 « samdard deviation; ASFD « ssibocial persanality

dis0ndes; Fauua = amalysis of vistamee ¥ (st
* Bvaluated e 18 subjecte por grup ** s siblarte 4% anly ene sabect,

Kapcalmskd, Frey, & Kaver Savt'Anme M, & Geassi-Olivelra R, 2008;
Miller ot al,, 2013; Popovic et al, 2010; Pest, 2007; Sahy ot ol., 2016;
Slmgek etal, 2015 Tramondna =t ab, 2009, wan Yoleen et al., J016),
There is no way to known, given the study design and conseguent re-
verse causality, whether lower levels of BDNF lesive the pesson mom
vulnerable 30 mental illness ar if the diseass lowers BDNE,

o the incnroerated group, it did not present significandy lower, not
being sagnificamily assoclated with orime, as hypothesized. That might
be due to the chronicity of the conditians ts the forensic group, which
could be asmcisted with bigher EDNF levels, bocanse prolanged use of
peychotropic drugs can normalize BONT levels (de Souza et al, 2011;
Elnoch e sl 2017; Gideans, Lo, Mahgoub, Kovalall, & Manoeggls,
2017; Grande et 21, 2004, Zhou e 31, 2017), wheress its known that
BONF vardations redlect more acate changes (Grande et al, 2014); and
some of the forensic group subjects had long been in oeatment and had
therefore long been exposad to the protecton tha: psychotreplc diugs
cmn pravide by incseasing BONF, Another Mypothvesis is the fact that in
the forensic sample, the BONF was obsalned |n 18 subjects, with 14

(77.7%) of the seeeening evaluation wrrvice and 4 (22.2%) of indefinite
legal sttoation (hetween the oves wio were dosed for BDNF), which
meane (hat the dinfesl profile of forensic groap is not similar @ the
clindcal psychistric inpatients one, but with tie prson subjects.
There(ore, the forensic group comsisied mainky of women who had r=.
ceatly eonve from the prison, & pepulation thut even has Hgher mtes of
ASPD, and there may be lalse repons of symproms or geyehiatric di-
agnomey 3¢ 3 means of secondary pain. In this cace, it may be that, | at
least 2 part of them, there is no really mental fness, 2od therefore the
BONF rosembles 19a1 of 1he haalthy control group.

4.1.2. Fmottonal abuse

Acconling to oue of the hypotheses of the stady, emotional abuse in
childhood was & factor associsted with mental iliness in adelthood in
women.

It was Identified that the higher the scores of emocioasl abus, the
greader the chasce of kaving meotal illness, with spproximarely S0%
more risk of (he outbreak of mental disosder in thos who hacd wach type

Toble 4
Senumt Jevels of brain-tesived mearotoghic factor, & relation to the viclous types of cill@iood s, by groug.
Type of childhend tranma BURS (pg/eel) Stsstenie (p)
Fenvae Cliniesl Peyrbisere emdtiey Cisnerod

Seninl s, tesn = 50 (n)
Ya 24.10 £ 130000 KAY = JIRAMN) 3604 = 258544%) Fapaen = 265 (0 11)
No 616+ 06 ) 4422 = 3005 (4 65H « IRX3015) Poprwa = AUT QLD
stttic (1) thmbea ™ =116 027} Sk = =145 (11.66) Ut = =254 40.022)

Taytcal e, mean xS0 00
Yo %608 + 1546 010 4RG3 + 17010 G215 « 227 (1) Faseres = (145 (11 54)
o oo o 123 (7 1591 * ITER G981 + 2052 (%) Fosgres, = B7 (1 00R)"*
Sletiste (p) s ™ =045 10.04) N * 156 (024) Tydey * —LO2(0.0%)

Ermsiossd slnw, mem = S0 (n)
You M4 = 143 06) 4261 = IR5(14) P40 + 255(10) Fasgren = 204 1014}
No &8 T 570 4182 = e e = 220 (7) Fasgren = S84 (00K
Stattus () Bdes ™ = 293 10.00) Voot = (136 (05%) Towdas * =081 (0.4%)

Thotcal soyieet, mzsm = 5D ()
Yo wmyy = 17205 M = 900N §15 « 260 Fagwa = 153 029
Mo Al = 1824 AWM = IR @as «+ 270 Fasgres = 341 100D
Sleltde (p} tadess ™ =075 0.4 e * 044 (067) lomdes « =137 1L19)

Erassoeal neglecs, mean + 50 (n)
Yo
No
Sttt ()

| AT aOn
aw s o
P ™ (153 (L37)

AR = 161 O5)
1251 + 105(%
Taatee = 111 (029)

G917 + U508
YL = 18800
Tandey * —057 (0 63)

Faporen = 258 (0100
Yt ™ AT ”“”'

BUNF = brufinderived

foctor; Porensic = hoopimlised I Mauricio Cardoso Forensic Pypchistey dnsthute (incarvermied women); Clinical

nesrotrophile
Psycivintriz « hospétalizad In Presidest Vargas Matemad asd [anfent Hospital (Semale paychiatric lnpatints) S0 = standard deviation; Fasewa = anadysis of varimce
Fm'MInlaﬂﬂmmm“%mb&mMWm"a&ymw D% *** Tukey's post hee test, Clinkcal Psychiaerc

va Healthy Coxerol p = 06); *

L

only aoe sulfest; ** noe pres@ile 1o perform Tuliey's post hoe tess,
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Tabic s
Cooelations beween cduilbood trasns guesioonatne stones and servam levels of beainrderived nesrotrophic taetor.
Variabde SONT
Foowakc Clisical Pepchiavic Viewlthy Comtral
{n =~ 185) =~ m (0= 18)
(] [ —— '_—w
10 seoew
Dvereais
Dhildhood sl s ~014 5T 003 (09%) DA% (0.06)
hildhood plywirad ahao -0 030 021 (04 030 @.12)
Dhildfvood eeestinesl sheree - 037 {00%) 03 man =020 (2.24)
Chdasod phyucsl paginc: - 022 |0.3%) ~ 003 [0.94) 029 (2.31)
Crildhand sesotineal roglect -073 4% 025 029 ~0.30 (0.47)
Toml e R ) QW0 ~0.32 (0.21)

BONF = beainderived seveotrophic fottor, Porensic = heopitalized in Mauricis Cardoso Focensic Prychistry Insitate (Incarcerated women); Clisicsl
Peychistic = hospitaleed in President Vargas Malonal and bl Hospital (femsle prychiatsls Inpatienish fueemes ™ Spearman’s comrelation coelMicient;

CT0 = Childhood Trauma OQuestianaire.

of vickence In childhood.

The associarion of childhond maltreatmenr with mental dizorders
has been studied for a long time, with striking cesults (Aas et al, 2016
Camervm ot al., 2017; Dasry Filho et al, 201 3; Grasss-Ollvetrn, 2019;
Jaworska Andryszewsin & Rybakowsk, 2019; Jménes Trevitio et al.,
2017, Ledere ef al, 2018; Messiaw & Grell, 2006), There is svidence
that ChEA & sassodated with maladapeive Hie-copisg strategins (Duury
Filbwo wt ol 2013; Price, Connor, & Allen, 2017), & well as with bealn
damage ruch ax a reducticn iz the volume of the prefroatal coctex {van
Harmelen et ak, 2010), criminality (Raloe, Breman, & Melink, 1994)
and might thersfors be mare Sarmibul than CPA oc CRSA (Goabs ot 8l
2012). A history of ChEA appears w0 be o major tisk facior for mental
ilkyess and criminality, emottonal abose being one of the more diffieutr-
toidentify types of violesce (Bisy, Panichi, & Grassl Olivelra, 2016)
Conceptunlly, ChiEA encompasses all forms of discrimination, rejecting,
disrespect, depreciation, disgaalificativn, purishment, ar waggemted
demands (I4as et al. 2016

The resultx indicate that, in the climical psychtatric group, thase
with higher BONF are less likely 10 have a high ChEA, that is, the lower
the scores of childhood emotional abwse, the hagher the SONF. This
leads to the hypothesis that huving childhosd taumn has an impact on

brain development and impacts on lower levels of BONF, Inchsding In
the long term, which = in agreement with the hiterature (Aas ot al |
2014; Aes o5 al, 2019; Bortobursi ot al, 2014 Guiifrres ot o, 200%;
Theleritis ot 2l 3014). Asother hypothesis, dess Ukely, would be that
being born with low BONF makes it more sensitive and suseeprible and
iess resilient to childhood oramma. The resulss i the chinicad psychiatric
group nko indicate that having acute mental fllness without having had
emationd] abase (o childhood s berter in the sense of the development
of menzal Blness, slaee BDNF has boen shown to be higher. On the other
hand, baving acute men@l fleess having had emotiooal atese in
childbood is very bad for RDNF,

QOur finding indicates that carly trmumsa (in thix case, ChI'A) may has
an imparant impact ia the development of magative oulcomes in the
furure, perhaps especially in mere vulsenable populattons, probably
through early gene-environment mteraction mechanisms (Hresin, Stma,
& Verons, 2013; Kavurmn ot al,, 2017), In foct, the emetional influences
af the enviremnment have been shown o be a relevant risk factor for
BONF-mediated braln alterations (Peres Rodrigues et al, 20173

In the ather subtypes of sauma probably o assoclation was found
due 20 & type Il esvor.
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and Infant Hespitl {female npacients).
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B = cxponenchel bety; paalie = leved of signicance; SDNF = bealin-derived neisutzoplic facior, * Healtby Gomtredd group Renilts in bold are significant results

(factors assockted with menial nes).
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4.1.3, Fomillal history of ortme

A third result with significance idestified that having a family of
fense leaves the person most saloerable 0 mental illness. This, together
with the other resuits, suggess that the eticlegy of peyehistric disardere
hinges on the interaction between envirommental and genetic factor.
Thix result is in accordanme with the main hypothess of the study, in
which It con te understood thet the envircament of crimes favors
emotional abuse, dither by the sbuence of the cavtaker due o being
incarcerated, or by the profile of less commitment aed ewotional cure
with the offspring, elthwr by genetic influence, which ends up damaging
the peswronal wee s brain development (which can be inferred from
low BDNF), lesving people mare vulierable, ultimately, to the deved
opment of memal ilknes.

The ssultinonial vegression allow as 1o Bxuxl that Ssmilinl history of
crmme was a factor associated only with mentad disseder. In the analysés
without multinomial regression, relatives of forensic group sebjects
presented  significanly more orfminality than &id those of clinical
psychintede sad heulthy control growp subjpcts, what was initially ex-
pected, in the way of the logic that the etiology of crime inclodes en-
virommental and genetic or milaences (Caapt =t al, 2002,
Dotta-Panichi et al,, 2015; Nilsson e al, 2014; Raine, 2013) (jut as I
was Bypothesized for mental illes), which onderszores the importance
of studying lectors that nsediste <riminality, m order b scklress tvom as
early as possible.

4.1.4. Odier consideration reganding mulinomial analysis results

lo susmary, i e clinical paychisuic group, e prisesce of = f-
mily offense added to the presesce of dyildbood wotineal alee plas
the presence of low BONF provides 2 biological valperabilicy with the
outhsak of acwte mental illness, and it is possible to skesch out the
hypothesis that emwironmental factors are medifving the phenotypic
expressiom. Hecauce of reverse causallty, however, It canoot be suid
what came befare.

BODNF is genetically determined, bur is influenced by the eavimn-
ment, Based on our findings, it can be assumed thot an offending en-
viroament fevors childlvood emotonal abuse, and that subsasgoenty
may damage neurens (which Is inferred through low BDNF levels),
leaving people mure valoerable 1o poor outcomes such as menal dis-
waee. Probably no association was found with the crime outcome be
came of the sample sian,

The explanarion of why the forensic group did not schieve the ssane
significance in the resalts of the meltnoméal inalysts is based on six
hypotheses: 1) orime and sociopathic traitz prosect against mental (k-
ness, ax 1 kind of malalaptive defenee, in the line of thought Rutter
(1985) *._ eharncteristics that bave & proective function sre sol e
vessarily destrable ks, .. becanse Individinls whe seem msore mnane
to stress often have a cortadn sociopathic bent. _* ; 2)use of medication
for kmger in the foressic group, which may improve BONF levels, as
well as cruse eventaal stabilization of the disease (Grande et al, 20014;
Tmmonrma es al., 2009); 3)presence of L doe 0 secondary gain; 4)
because they do nat conséder the sitwations a5 rauma due 10 & dilferent
sensitivity, even by the desensitization by expossre to adverse situa-
tions throughout 1ife; Ssomple size; 6)heterogencous sample.

Flnally, as can be soen, persanal Income presented sististical sig-
nificonce for bath groaps acconding to the pvaloes, but & was oot
clinically nor epidemiclogically relevant, dnoe OR were alinost 1.00,
Thus it will not be copsidered for the discussion.

4.2. Other resals

The results below did not remain with significance In the multh
nominl Joglic regression, it & belleved st by the size of the sample.
However, bocanse of their mportance and becouse they were hy-
potheses of the study, they are described below,
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4.2.1. Sociodemographic peafite and erainal Mstory

The profile of greater functional and socicesonemic Impairment
seen in our foressic and clinkcal gsychilatric gsoups resemibles that
previowsly teported for mcarceratad populations (Awd, Saatiege,
Andrade, & Franclico, 2018; Caffaroms. Stuck, Comen. Moveno, &
Hemero, 2012; Canaxaro & Argimon, 2010} and for popubsciose with
psychiatric ésorders (Telles o1 al, 2010),

As expecied, a persondd history of commality was must common i
the ferensic greup, although individanls with a criminal recond were
nee uscoonmon in the clinical paychiayie grouyp, suggesting that mental
{liness is 2 factoe that can, in scme cases, contribate 1o the commission
of crimes, as coroborated by the Neemoure (Amesican Psychlaire
Ascociatiom, 2013; Beck et al, 2017; Hodgins, 1992). The causal factors
of that assodation might mclude a back of 2ccess or poor adherence 1o
weatinent, a6 well as fatiure of the health care network 10 adeguately
meet the demand, The psychiasric reform movenent, which encourages
a reduction in the number of psychiacric bads (Taborda, Telles, & Cosma,
2013; Tullex ot al., 2016}, may also aggravate the sitvation.

4.2.1.1, BDNF end crime, There are two hypotheses 1o explain why
BORF levels were sigolficeatly higher in the women who commiited
crime in the forensic group than In the wonsen who committed crime in
the psychintric group: that it s the some disease and ot the offease
that olters Use BDNF level;, and Usal erimmality and sociupathic
tendencies can somehow become protective apalnst brain damage, as
suggested by Rotter (19851 In additian, becawse mental illness i
known to alter BDNF (Grande ot al, 2014; Popovic et al, 2019),
controls were expected to show higher BONEF levels, regardiess of the
criminal record,

4.2.2. Psychiatric comorbidities

We expected 2 very memally l compromised popelation o the
incarcersted group, which was in line with the results found in the pre-
regression msalyses. We believe thet these factons dklnt remain sig
nificaives hocause of the si2e of the sample. In the farercic group, the
most commen disease was schizopheenio which is essociased with hight
damage, and they alsn chowed the highest rates of post-traumastic stress
disorder, which has been shewn to he common ia prison populations
(Golf, Rese, & Purves, 2007) s might be assoviated with thee ncressed
expasure to childhood trawma sees in such popalatioes {Dixon, Howle,
& Sturling. 2005; Detta-Panichi et al., 2015). The prevalence of ASPD In
the ferezsic group was much higher than that reported for the general
popalation (0.2-3,3%), a finding clearly assodaied with aiminality
{(American Feychinmrie Associatioa, 2000; ling & Tabhomia, 2016; Del-
Dlen, 2005; Hare & Newsann, 2009; Kerbber & Lau, 2000; Tamacea,
2015). The prevalence of ASPD has been reported to be high mmong
femade inmates (Fusel & Tasesh, 2002; Telles et al., 2016). However,
there wig o sintistically gignificani ifference heatween (he climical
paychintde end forensde groups in wrme of the prevalence of ASPD,
perhaps decause the MCFPI is not a ypkeal prison bat rather a forensic
hospital, constitutiag a keterogeneous group where, ac already ex
plained, there ae bold women in safely mesures, as well & in the
sercening 33 well as awaitmg definition of their lagal satux (10 find ouy
whether thelr sentence will be conveniad into 4 security meassre or
they will be retirned (0 the penitenitary). The high rates of atuse or
dependence on 3t least one PAS (including aleohol and dllicic drags) in
the present study qie in serewment with those previausly reparied for
female prison populations (Faxel, Balag, & Doll, 20065 Proctor, 2012
Telles et al.. 2016), substance abuse likely belng o maladaptive way of
dealing with easly stressoee. In the clindeal peychiatric group, the most
prevabent diagnosis wes spedfic phoble, which & the most prevalent
psychiatric dlagnoss in the general populaiton. The woand Mozl pre-
velent disease was bipoler disorder, which commonly keads 10 psy.
chistric hospitalizations. lesides that, It 1s noteworthy thae approxi.
mately one-third of the sumple showed abuse of or dependeace on the
PAS. Boih groups presenind significant progortions of individusis who
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had previcusly attempied suicide.

4.2.3, Childhood troums

The CTQ scores were gignificantly lower in the healthy conmrol
group than in the dinical peychistric and formnsic grougs, saggesting
thast childbood srauma is assocdated with hanmfal consequewes such as
mental iliness and criminality, Although dwe women in the healthy
control group had had less exposure 1o cildsood taama, we fownd that
a contiderable proportion of those women had sulfered childhood
trawma, demsonstrating that it is n quite common phenamenon in the
general popelation and should therefore be studied sad combated.

When we asalyzed scores for the five childbood trauma subtypes
separately, we found that the ChEA scores were significantly higher in
the fervnwic and in the clinial prychiatric groaps than in the healthy
coonol group Ga andusomial vegression, CHEA remained 2 chiddhood
trauma or assoclated with significance B the clinical psychiseric
sroup), In the ether sebitypes of trouma probabily no assoclasion was
Forind daw to a type 1 error,

The presence of ChilA was also significantly higher in the forensic
and in the clinfeal peychiaric groups thim n the healthy control group.

The dichotomaous analysés of the peesence or absewe of childhood
trausma (even mad childhood trauma) showed that it was quite conxmon
in the clisical psychiatric and in the forensic growps, belng significamly
less camunon in the healthy control group, sugpesing that chidhood
travgna Is asockated with mental lsess ard criminality. Despite that
difference, the prevalence of chikibood trimma was high (> 509) in
the bealthy control group. Owr data suppost the pereeption that child-
heoel trawma ix a relatively common plenomenon, with a prevalence of
T58M in one yeur andd 42% for the 18 ywarr that encompass chiidhood
and adolescence (Yeicher & Samason, 2013), However, some individusals
are resilient and do not develop mental illness. In addition wo peraaal
characteristics, aspects such as the incensity, frequency, and duration of
It eplsodes can be determinanis of mental iness (Mo o 2l
2016). Tn the incarcenbed group, sobstance use and the development of
antisoclal behavior can be understood a3 metadapiive responses 1o
unresolved Duumo or even, in some cases, & resilience factuey 3gaingt
the development of major psychistric dsorders, constnaing a defen-
giwn, socionatlic respoase, in agreesnent with Rutier (1985),

4.2.3.1. BONF and the presvnce of any chilfhood sooma (regurdless of
type). Although there were no significast differences among the groups
in vermix of the refationchip between BDNF levels and the presence of
any childhood trauma, there was o trend towand signficance for thase
who suffered childhood trauma have lower levels of RONF in the clinic
psychiatrie group, widdh could be clurified in a study kavelving a larger
sampbe. Among the forensic group subjeas for whum BDNF kevels were
deioomined, there was only one woman whe had no history of
childiood tawna, Therefore, & was not possible to cldoulste a
sandard dovianon and cewequently W periosn  the  azalyses
comparing those with and withoat trauma. Althouzh BDNF evels
were lower smong the forensic group subiects who had a history of
ehildhood traumas, Autisticel verificotion wis not possble, for the same
reason glven abave. Ome hypothesis is tha: childbood traumn did not
demonstmte significance because It ls an event that octusred many
years ago and that BONF reflects acute changes (Graade et ol., 2014),
although there are conflicting results s the literature, some authoms
having dememstrated daw BONF levels even many years after the
raumos (Heoedetii ot al., 2017) - and » growing body of studies
polnts ko this direction. However, it is difficult to determsine to what
degree (hat might be due o possihle confounding faciors (such as
mental lines) tsat could mask the cawse of the low BONF Sevel. In the
clinical peychiatrie grosy, the madtinomial analysss showed ssociation
of low levels of BDNF with mental (Ines.

4.2.32. BONF and CTQ. Qur analysis of the asnciaticn between BONF
Jevels and childiood trauma subtypes showed that lower BONF Jevels
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were assuclaved with ChSA In the healthy coatrol group and with CREA
in the forensic group. In the first case, & 15 interesting to suppose thag
carly ChSA negatively influenced long-term BONF Jevels (Benedetti
ov al, 2017; Stmgek ot al, 2015), regardless of confounding fackors,
becawse the healthy comtrol group subjects all tesex] negntive for
mentsl iness. Mowever, It % possthie that such women, If having
been exposed to childhood trauma, will show other repercussions not
contemplated By this stedy, swch & alterations in thewr defense
mechanions or ways of desling with the world, and even greater
vulnerablity o developlog mental Hiness, perhaps wiggered by some
new stressful life stustion, given that maltreasment (s known to have
long-term effects, inchacding mental health problems and dwnges in
heain Ausction (Grassi-Olivelmn, Kricensen, lristsin, & Conlho, 2015),
I the coatred groug, BONF behaved as wouk! le experted when sexaal
wiolence has ocourred. However, tn the clinleal psychinrre and in the
forensdic groups, there are ether factors that could skew the results, such
factory including mental iMees:, medicaton use, socopathic or ciminal
behavior, and confinessnt (Gidenns ot ul., 2017; Grasde et ul, 2014;
Grassi-Olivedra et 2., 2008: Nilssan ef al.. 2004; Wang et al, 2017:
Zhang et al, 2017). In the secand case, cur finding Indicates that casly
trauma (in this case, ChEA) may has an lmpartast impact 1 the
dovelopment of negstive oulcomes in the future, perbaps especially in
mere  vulnereble populaions,  probably throughk  eady
Feos.emironment imeraction  mechanisms (Beesin er al, 2013,
Kavurma et al, 2017), being a relevans risk factor for BONF-medlaed
train alievstions (Pere-Rodriguer =t 2l 2017), as it was written
before, Spertus, Yehuda, Woog, Halligan, and Secmoetis (2003) hod
already asscclated childbood emotionsd abuwe by wosmen with the
following consequences: aaxiety, depression, post traumunic stross
disvsder, physical symptoms, and exposure to tauma chioaghout life,
and more recendly several other consequences have been described in
the Gieratwre, for exemple risk of suicide (Sabsheapss, Luwonen,
Heintmaa, From, & Hirtala 2019)

5. Conclusions

It Is cansidered exsontial 1o seelk 1 understiend (e phenomens Chat
lead an individunl o commit crimes or to sefraln from dolng 30, even
with a focus on prevention, especially in view of the increasing violeace
m different parts af the world, Theredore, it is understood that child-
hood traums i wn mfluentisl fector that can have a serles of con-
sequences in adolt life and mighs be 2 olek factor (or paychiatric dis-
arders and crindnality, althongh the factors moderating this process
hove yet o be well emablished. Because BONF has boen studied & a
pateotial modiator of childhood tmuma consequences and as & measure
aof brsin funcidan (Kum, Wast, Cebalios, & Sunna, 2019; Sehe et al,
2016; Theleritis et 2l 2014; van Velzen ot al 2018), we choee 10
evaluase lis role I the developmens of disewses and crimtnallty in our
sudy sample, One of the major contributions of this study was the
finding thar chilldbood trauma and psychiatic disorders are both
common among incarcerated women. Women in the healthy ceatrol
group had a history of lowermtensity childhood trauma, which sug-
gests that cieldbood trauma is associoted with maladaptive responses,
bo they mentl flnese or oriminality, Lower levels of BONF, higher le-
veds of emotional abuse and the presence of Genilis] offense were
considered factors related to the patieots of the cliniesl psychiscric
group. Based oo our fndags, it oo be asumed that the offending
environment favors childhood emotional abuse, and that this demoges
the nearuns (which is ferred through Jow BONF levels), leaviog
people mare vidnerable o poor cuteames sich as meatal diseasy. The
prescace of & family offesse bdded o the presence of childhood -
ticoal atmse plus the presence of low BONF provides o hiological wul-
nerability with the outhrosk of acute mental illness, and it is possible to
siieteh oot the Ty pothests hat eovironmental factors ae modifying the
phenotyple expresgion. In this sense, Flg. 1 sepresents o conceptual
moded with the schenas of the stadied factors that are fswvolved in the
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¥iyg. 1. Concoptual modd of the fackses invelvel in the determimation of the cutcame under staldy.

Sowros: Scheme of own dabecation.

determmation of the outcomes sder study (See Fig. 1),

Parther studies of BDNF mnd other posible medintors, with larger
samples, espacially tnvolving female inmaces, are still oeeded The
importance of such stedies would be 1o ralse awareness regarding the
passibiliry of prevention during childhood, 25 well 2= to make it casier
to take advantage of possible windows of vulnerability and resifience,
reducing the risk of repervassdons in adull life, Dosides identifying these
phonomena in populatices with already cstablisdyd outesemis (o8,
imprisosment and mental (less). That could facllisate the eatifica.
thon and subsequeat treatment of these conditions. Foremsic psychia-
trists should be constantly sriving to focms sttention on the mestal
health of the prisos population

The small sample size Is an ieportant lmitation of our study, and
may be even resporsible for possible discoodant resulis in the analyzes.
Therofore, wegative resaltz should be interpreted with caution, The
reverse causality mesulting fom the design of the sy is ako con-
sidered & lmitiag factor, In the sessure bn which It Indicates associa-
thon, bt It doss met allow us to ieatify risk factos. In addition, there
was a potential memocy blas becawse some of the data, such as chiid.
Twod travama, were axsessed retrospectively. Besdces thar, the refiabdity
of mezpondenty’ responses diagnosed with ASPD s 4 bias 10 be con-
sidered. Morcover, BONF levels were assessed peripherally, and we
therefore cannot know exactly how well they correspand 1o the central

1w

pervoss sysemn bovele. Howevir, RONF b boen shown 1o cruex th
blood-brain barrier, and geeclinical suBes have democatated a strong
pesitive conelanion hetween serum and cortical BORF bevels (Karege,
Schiveald, & Clsse, 2002). In this sense, peripheral BONF bas been widely
nead in chindcnl research (Thewt of sl 2017). Regarding foreasic group,
it wae composed by wamen in mifety meastsro, in the acreesing eva-
Tuation service and in indefisite legal situation, but in BDNF analysis
there was 50 one |a safety measure, being almost the tonality from the
screealng, comoboratiog that a signdficant part was there oaly for
treatment and world retumn 10 the prisos, mflecting, therefors, the
prisun population,

To our knowiedge, this s one of the fint sudies o vestigate
BONF-grvimoament interactions in Incarcerated women, We believe
that our findings could further the development and advarcement of
research into the asodstion: wmong genotic, envircamental, sl epi-
genedic Bictors, promoting the study of BONF at the molecular Yeved, n
larges samples, and broadening the feld of research for Incarceruted
male popslations. It might also be enlightening to determine BONF
levels closer to the rammatic event in erder to refinct the changes oc-
cwuring won afer the cvent and perbags ey evolution over time
through longirodinal sudies The malyses of Hihiom carbonate and
other medications remains more speculation.
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4 CONCLUSAO

Considera-se essencial buscar a compreensdo dos fendmenos que levam o individuo a
cometer crimes ou a abster-se de fazé-lo, especialmente diante da crescente violéncia em
diferentes partes do mundo. Diante disto, entende-se que o trauma infantil € um fator influente
gue pode ter uma série de consequéncias na vida adulta e pode ser um fator de risco para
transtornos psiquiatricos e criminalidade, embora os fatores que moderam esse processo ainda
nao estejam bem estabelecidos. Em raz&o de o BDNF vir sendo estudado como um mediador
potencial das consequéncias do trauma na infancia e como uma medida da funcéo
cerebral 10189210243 " gntoy-se, nesta pesquisa, por avaliar seu papel no desenvolvimento de
doengas e criminalidade em nossa amostra de estudo. Os fendmenos descritos impactam nas
areas da Justica, Seguranca Pubica, Salde e Economia, e sua complexidade repercute em toda
a sociedade™’. Apesar disso, ainda existem poucos estudos na populagdo presididria,
especialmente na feminina.

Osresultados encontrados nos dois artigos produzidos nestatese identificaram um perfil
feminino forense clinico e sociodemografico proximo ao descrito na literatura, com presenca
de uma populacdo vulneravel. Uma das principais contribuicdes deste estudo foi o achado de
gue o trauma na infancia e os disturbios psiquidtricos sGo comuns entre as mulheres
encarceradas. As mulheres do grupo controle tinham uma histéria de trauma infantil de menor
intensidade, o que sugere que o trauma na infancia esta associado a respostas mal-adaptativas,
sejam elas doenca mental ou criminalidade.

Dados do artigo 1 demonstram que a populacdo estudada apresentou baixo nivel
socioecondmico, baixa escolaridade, baixa renda e desemprego, além de histéria de trauma
infantil, alta prevaléncia de doenca mental e uso de drogas. O tréafico foi o crime mais comum
na priséo e o homicidio predominou no hospital forense. Neste Ultimo, os diagndsticos mais
prevalentes foram esguizofrenia e dependéncia quimica; no presidio, transtorno de
personalidade antissocial e dependéncia de drogas; na internagdo clinica psiquiétrica, fobia
especifica e transtorno bipolar. Comorbidades foram comuns em todos os grupos. Além disso,
0s trés grupos estudados apresentaram significativamente mais trauma na infancia que os
controles.

No artigo 2, identificaram-se altas taxas de doenca mental e de trauma na infancia no
grupo das mulheres encarceradas. A prevaléncia e 0s escores para abuso emocional foram mais
altos nos grupos clinico e prisional do que no grupo controle. Baixos niveis de BDNF foram

associados com abuso emocional no grupo forense, bem como com abuso sexual no grupo
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controle. Carbonato de Litio foi associado com niveis mais altos de BDNF. Apds regressao
logistica multinomial, niveis mais baixos de BDNF, maiores niveis de abuso emocional e a
presenca de crime familiar foram considerados fatores relacionados as pacientes do grupo
clinico. Com base nos achados aqui descritos, pode-se supor que o ambiente ofensivo favoreca
0 abuso emocional na infancia e que isso danifique os neurénios (o que € inferido por niveis
baixos de BDNF), deixando as pessoas mais vulneraveis a desfechos desfavoraveis, como a
doencamental. A presencade delito familiar somada a presenca de abuso emocional nainfancia
e a presenca de baixo BDNF fornece uma vulnerabilidade biol6gica com o aparecimento de
doenca mental aguda, e € possivel esbocar a hipotese de que fatores ambientais estdo
modificando a expressdo fenotipica. Os resultados deste estudo ressaltam a ideia de que o
BDNF pode ser um importante fator relacionado ao desenvolvimento de doencas e
criminalidade em mulheres vitimas de trauma infantil, tornando-se um possivel marcador
biolégico.

Nossas descobertas indicam que o trauma precoce pode ter um impacto importante no
desenvolvimento de resultados negativos no futuro, talvez especialmente em populacdes mais
vulneraveis, provavel mente através de mecanismos de interacio gene-ambiente precoces>4'#8,
sendo um fator de risco relevante para alteractes cerebrais mediadas pelo BDNF¥’,

Em consondncia com van Winkel et a. (2013)%, entende-se que os achados
relacionados ao BDNF, no entanto, devem ser encarados dentro de um modelo mais amplo de
vulnerabilidade em resposta a eventos traumaticos precoces, que inclui mecanismos
neurobioldgicos e psicoldgicos. Nesse sentido, um modelo contemporaneo para a patogénese
dos transtornos mentais envolve a interacdo gene-ambiente, com predisposicdo genética,
regulacéo epigenética e efeitos ambientais. Dentre os multiplos fatores ambientais existentes,
ter experienciado trauma na infancia pode estar relacionado com a fisiopatogenia, evolucéo e
tratamento dos transtornos mentais. Este processo se da através de diversos mecanismos
neurobioldgicos. Por exemplo, a influéncia de experiéncias negativas na infancia no sissema
nervoso central pode resultar em inUmeras mudancgas estruturais e funcionais no cérebro,
incluindo alteragbes no hipocampo e na amigdala, além de efeitos poderem ser mediados por
predisposicao genética atraves da interacdo de diversos genes, mecanismos epigenéticos como
a metilacdo do DNA, bem como distirbio no exo do estresse em mecanismos imunes e
inflamatorios, e desregulagdo metabolica®. O interesse da comunidade cientifica no
entendimento sobre quais fatores sdo associados com experiéncias adversas na infancia
evidente e atual, como se pode ver aravés de diversos estudos, como o de Lang et al. (2019)%%,

gue investiga a associacdo epigenética, de teldbmero e de mudancas bioldgicas.
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Os dados referentes a populagdes prisionais femininas, corroborados pelos achados
desta pesquisa, reforcam a importancia do estudo aprofundado do tema e da necessidade de
identificacdo dos fenbmenos aqui descritos (como doencas mentais, uso e abuso de substancias
psicoativas, historia de traumas na infancia) durante o encarceramento. Nesse sentido,
apresenta-se um modelo conceitual com a esgquematizacdo dos fatores aqui estudados e

envolvidos na determinacdo dos desfechos em estudo (FIGURA 1), na pagina que segue.
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Figura1l —Modelo Conceitual dos fatores envolvidos na determinagdo dos desfechos em estudo
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A populacdo estudada € vulneravel, de nivel socioecondémico baixo, com histéria de
traumas infantis, alta prevaléncia de doenca mental e uso de drogas'**°. Os dados podem estar
subestimados e a prevaléncia ser ainda maior, tanto de trauma infantil quanto de sintomas
psiquiatricos ou uso de drogas, ja que muitas mulheres podem ndo ter relatado histéria de
abuso?®1* ou negado envolvimento com drogas/dlcool por medo de que a pesquisaprejudicasse
em relacdo a0 seu datus juridico, embora tenham sido informadas do verdadeiro propdésito.
Mulheres em ambientes forenses se deparam com inumeraveis problemas de ordem emocional,
psicoldgica e social*?"?>®, Constituem, claramente, uma populacéo de risco para problemas de
salde, incluindo questdes que podem afetar seus filhos e, eventualmente, a populacdo em
geral®®. Tal diagndstico e 0 consequente manejo evitardo piora dos quadros e aparecimento de
sintomas disruptivos, que por sua vez podem dificultar a ressocializacéo destas mulheres e
obstruir o andamento dos processos judiciais e 0 cumprimento das penast!'. O periodo de
confinamento é uma oportunidade para oferecer tratamento e apoio que ndo pode ser
desperdicado®1142%6 por outro lado, no contexto das amostras deste estudo, em recente
pesquisa®®, o confinamento também foi associado com diminuigdo dos niveis do BDNF,
podendo ser encarado com mais um fator de confusdo aos resultados, e também como maisum
fator aser levado em conta quando da analise da vulnerabilidade e fragilidade emocional desta
populacéo.

Dados os altos indices de abuso na infancia em populacfes prisioneiras, as casas
prisionais deveriam incorporar abordagens que abarquem essa problematica, e as pesquisas
devem se direcionar para um maior entendimento da associacdo dos maus-tratos na infancia
com criminalidade, bem como focar em estratégias preventivas ao abuso infantil e a mitigar
seus efeitos adversos quando for o caso®%,

Os centros penitenciérios ainda ndo se adequaram a necessidade de implantar programas
especificos de tratamento para as mulheres que deles necessitem®2, Seria importante também
gue os operadores do sistema de justica criminal tivessem treinamento na deteccdo de tal
probleméatica, visto que estudos demonstram que o0 provimento de assisténcia para
transgressores da lei mentalmente perturbados € critico'™. A sociedade perde, com isso, uma
oportunidade impar de abordar pessoas que, se livres, talvez nunca ingressassem ou
permanecessem em um tratamento de qualidade.

O aumento das populacdes carcerérias femininas cria a necessidade de uma maior
compreensdo de quem é esta populacéo, com descricdo do perfil forense e comparacdo com
outras populacdes femininas, como foi feito neste estudo. Os fatores associados envolvidos nos

desfechos crime/doenca mental sdo importantissimos de serem estudados a fim de buscar,



preferencialmente, opgdes de prevencdo?®?, ou de tratamento precoce e reabilitagdo quando for
0 casn?®. Mais estudos sfo necessarios para mapear a populagio prisional feminina.

E necessério maior investimento no sistema prisional, ampliando e qualificando os
servicos oferecidos de salide mental*'%1272%  que se consgtitui em grave problema de salde
publica. Além do ébvio ganho para as mulheres presidiarias e de ambientes forenses, o sistema
de justica criminal se beneficiara se investir em triagem e intervengdes terapéuticas para essas
mulheres'®213° pois havera menos episddios disciplinares e comportamentos violentos ao longo
da estada, e talvez menos recidivas ap0s a liberacdo, por estarem tratadas, protegendo-se a
sociedade como um todo.

Indiscutivelmente o trabalho de salde mental nos presidios precisa ressignificar a
importancia das necessidades especificas de género, com programas que levem em
consideracdo a trgjetoria de vitimizacdo e o papel central do trauma na infancia como fator
desorganizador das histérias de vida dessas mulheres. Importa, neste contexto, trabalhar o
desenvolvimento de edratégias mais assertivas para lidar com os transtornos mentais
decorrentes do trauma, a fim de evitar que se utilizem das mesmeas estratégias de enfrentamento
gue resultaram no seu proprio encarceramento. A continuidade do tratamento em salide mental
apos a liberacdo € essencial, tendo em vista que as repercussdes do trauma na infancia e as
patologias psiquiatricas requerem tratamento delongo prazo. Além disso, politicas publicas séo
imprescindiveis no tocante a oferta de alternativas de renda, emprego, profissionalizacéo,
moradia e apoio social para areinsercéo das mulheres a sociedade. Tais aspectos em conjunto
tem o intuito de minimizar o impacto de eventual doenca mental em atividade, de traumas mal
elaborados e de contextos interpessoais violentos, podendo prevenir reincidéncia criminal.

Pesquisas futuras sdo necess&rias para avaliar a associagao genética, niveis centrais e
periféricos de BDNF e padrfes epigenéticos de regulacdo genética de BDNF nessas
populacdes'®, em associacio ao estudo de fatores ambientais. Sugerem-se também amostras
maiores e avaliacdo de outros mediadores e de subtipos especificos do BDNF, como o
Va66Met, especialmente em mulheres encarceradas. Também pode-se refinar a andlise do
grupo de hospitais de custddia e tratamento diferenciando as mulheres em medida de seguranca,
comsituacdo juridicaindefinida e natriagem, e por presencade desfecho, e ndo por local. Ainda
convém a ampliacdo dos estudos paraoutras cidades, estados e paises.

|dealmente, na realidade, incentivam-se pesguisas de acompanhamento precoce, desde
ainfancia, apdso trauma, e longitudinalmente paraver aevolucéo do BDNF ao longo do tempo
e sua relacdo com os desfechos avaliados. Nesse sentido, pesquisadores detectaram niveis

aumentados de BDNF em criangas ap0s trauma, como uma tentativa de neutralizar os efeitos
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negativos do evento negativo, bem como foi identificado aumento de citocinas pro-
inflamatorias, mas sugerem-se mais estudos para analisar como estas alteragbes estéo
associadas com outras manifestacdes bioldgicas e com trajetéria de doenca posteriormente na
vida?®?, Andlises sobre os fatores de risco e vulnerabilidade devem ser realizados desde a
infancia, quando as redes neuronais ainda sdo mais maledveis e quando comecam a se cristalizar
muitas vezes os transtornos psiquiétricos®’, com seguimento longitudinal.

S80 essenciais o reconhecimento e o tratamento da psicopatologia secundéria ou
associada ao trauma, se possivel desde a infancia. Fica evidente a necessidade de intervencéo
precoce junto as criangas vitimas de maus-tratos e a suas familias'®?, para evitar exposicdo
subsequente e revitimizacdes. Prevenir abuso nainfancia e/ou instituir tratamento logo apds sua
ocorréncia podem evitar doencas mentais e crimes na vida adulta, protegendo a prépria
vitima/perpetradora e toda a sociedade. A atencédo deve ser voltada ndo somente paratraumas
fisicos e sexuais, mas para 0s emocionais, que, por serem velados, muitas vezes sd0 menos
identificados; entretanto, como se constatou neste estudo, trazem consequéncias t&o ou mais
nefastas que 0s outros.

As associacdes encontradas neste estudo sdo consistentes com estudos internacionais de
abuso na infancia e devem ser usadas para aumento da consciéncia social, prevencdo e
desenvolvimento de edratégias para lidar com esse problema, o qual pode mesmo ser
considerado de salide publica™, tal a prevaléncia e o impacto dos danos provocados®!. Mais
estudos devem ser realizados para replicar esses achados e aprofundar a investigagao™®2.

Pesquisadores™ sugeriram recentemente algumas estratégias neste sentido que podem
ser aplicadas, por exemplo, por médicos de familia. Opinam que, em nivel individual, tais
profissionais podem avaliar 0s pacientes para essas experiéncias e fornecer cuidados
informados sobre o trauma. Eles também podem educar as criangas, seus pais e cuidadores
sobre a exposicao a violéncia e experiéncias adversas na infancia. Em um nivel social, eles
podem defender meios de comunicacdo, comunidades, escolas e ambientes domésticos mais
Seguros para criancas e adolescentes. Os primeiros resultados de estudos de educacdo médica
nesta area produziram resultados promissores. Também ha sugestdo de criagdo de centros
especificos para atender trauma, dada a prevaléncia e o impacto posterior desse fendmeno.

O psiquiatra forense, por fim, deve sempre se preocupar em contribuir para a melhora
da atencdo a salde mental da populacdo prisional e, de modo especial, como descrito, da

populacdo feminina, com suas particularidades e vulnerabilidades tdo peculiares.
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ANEXQOS

ANEXO A — QUESTIONARIO DE DADOS SOCIO-DEMOGRAFICOS



QSD - Questionério de Dados Sécio-Demogréficos

Ficha de Identificacdo:

Data: / / Protocolo n°:

Nome do paciente:

Telefone:

Endereco:

Data de Nascimento: / /

Idade: Sexo: (1) Masculino (2 ) Feminino

Informacdes sobre a paciente:

Situacado conjugal: (1) casado/em unido estavel (2) separado/divorciado
(3) vilvo (4) solteiro (5) outros

Numero de companheiros prévios: (1)1 (2)2 (3) 3 (4) 4 ou mais

Escolaridade:

Anos de Estudo: N° de repeténcia escolar:

Ocupacao:

Atualmente: (1) empregado ( 2) desempregado: quantos meses?
( 3) nunca trabalhou

Renda individual (valor): Renda Familiar ( valor ):

Cor: (1 )branca (2)negra (3 )mestica (4)outra

Cor auto-declarada:

Peso: Altura:

Atualmente: (1) IPF  (2) PFMP  (3) HPV  (4) Outro:

Tempo de recluséo: (4) ndo se aplica

Mora(va) com quem: (1) sozinho (2 )com a familia ( 3 ) companheiro(a)

(4) ndo tenho residéncia (5) outra - qual:
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Histdria Psiquiatrica Pessoal e Familiar:

Histdria de doenca psiquiatrica no passado: (1) sim (2) néo

Idade de inicio dos primeiros sintomas:

Especificar:

117

Tentativas de suicidio: (1) sim (2)ndo  No. de vezes:

Especificar:

Internacdes psiquiatricas: (1 )sim (2 )ndo Motivo:

Idade da primeira internacao: No. de internagdes prévias:

Data da ultima internacgéo:

Histdria familiar de doenca psiquiatrica: (1) sim (2)nao (3) ndo sabe

Especificar:

Histdria de delito: (1) sim (2 ) ndo Qual:

Delito familiar: (1) sim (2 )ndo Qual:

Uso de medicacdes atual (quais, doses, por quanto tempo):

Histdria de uso de drogas: (1) sim (2) nédo

Especificar:

Patologias de EIXO IlI:

DUM:
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ANEXO B — CHILDHOOD TRAUMA QUESTIONNAIRE
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ANEXO C — MINI INTERNATIONAL NEUROPSY CHIATRIC INTERVIEW — PLUS



ML.LN.L. PLUS

MINI INTERNATIONAL NEUROPSYCHIATRIC INTERVIEW

Brazilian Version 5.0.0

USA: D. Sheehan, J. Janavs, R. Baker, K.Harnett-Sheehan, E. Knapp, M. Sheehan
University of South Florida - Tampa

FRANCE: Y. Lecrubier, E. Weiller, T. Hergueta, P. Amorim, L.I. Bonora, J.P. Lépine
Hopital Salpétriére - Paris

Tradugdo para o portugués (Brasil) : P. Amorim

© 1994, 1998, 2000, Sheehan DV & Lecrubier Y.

Todos os direitos sdo reservados. Este documento ndo pode ser reproduzido, todo ou em parte, ou cedido de qualquer forma,
incluindo fotocopias, nem armazenado em sistema informatico, sem a autorizagiio escrita prévia dos autores. Os pesquisadores e os
clinicos que trabalham em institui¢Ges piiblicas (como universidades, hospitais, organismos governamentais) podem fotocopiar o

M.LNL.IL para utilizacdo no contexto estrito de suas atividades clinicas e de investigacio.

ML.LN.L Plus 5.0.0 (Julho, 2002)
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Nome do(a) entrevistado(a):
Data de nascimento:
Nome do(a) entrevistador(a):

Data da entrevista:
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Numero do protocolo:

Hora de inicio da entrevista:

Hora do fim da entrevista:

Duragdo total da entrevista:

PERIODO CRITERIOS
MODULOS EXPLORADO PREENCHIDOS  DSM-IV ICD-10
A EPISODIO DEPRESSIVO MAIOR (EDM) Atual (2 semanas) m] 296.20-296.26 Unico F32.x
Passado O 296.30-296.36 Recorrente F33.x
TRANSTORNO DO HUMOR DEVIDO A CONDICAO MEDICA GERAL Atual O 293.83F06.xx
Passado O 293.83 F06.xx
TRANSTORNO DO HUMOR INDUZIDO POR SUSTANCIA Atual O 29x xxnenhum
Passado O 29x.XX nenhum
EDM COM CARACTERISTICAS MELANCOLICAS  Atual (2 semanas) O 296.20-296.26 Single F32.x
296.30-296.36 Recurrent F33.x
B TRANSTORNO DISTIMICO Atual (Ultimos 2 anos) | 300.4 F34.1
Passado O 300.4 F34.1
C  RISCO DE SUICIDIO Atual (Ultimo més O nenhum nenhum
Risco: O Baixo O Médio O Alto
D  EPISODIO MANIACO Atual O 296.00-296.06 F30.x-F31.9
Passado a 296.00-296.06 F30.x-F31.9
EPISODIO HIPOMANIACO Atual O 296.80-296.89 F31.8-
F31.9/F34.0
Passado a 296.80-296.89 F31.8-
F31.9/F34.0
EPISODIO MANIACO DEVIDO A CONDICAO MEDICA GERAL Atual a 293.83F06.30
Passado O 293.83 F06.30
EPISODIO HIPOMANIACO DEVIDO A CONDICAO MEDICA GERAL Atual | 293.83nenhum
Passado O 293.83 nenhum
EPISODIO MANIACO INDUZIDO POR SUSTANCIA Atual O 291.8-292.84 nenhum
Passado O 291.8-292.84 nenhum
EPISODIO HIPOMANIACO INDUZIDO POR SUSTANCIA Atual a 291.8-292.84
nenhum
Passado O 291.8-292.84 nenhum
E  TRANSTORNO DE PANICO Atual (Ultimo més) a 300.01/300.21 F40.01-F41.0
Vida inteira | 300.01/300.21 F40.01-F41.0
TRANSTORNO ANSIOSO COM ATAQUES DE PANICO Atual a 293.89 F06.4
DEVIDO A CONDICAO MEDICA GERAL
TRANSTORNO ANSIOSO COM ATAQUES DE PANICO
INDUZIDO POR SUSTANCIA Atual | 291.8-292.89 nenhum
F  AGORAFOBIA Atual a 300.22 F40.00
G FOBIA SOCIAL Atual (Ultimo més) | 300.23 F40.1
H FOBIA ESPECIFICA Atual | 300.29 F40.2
I  TRANSTORNO OBSSESSIVO-COMPULSIVO (TOC) Atual (Ultimo més) O 300.3 F42.8
TOC DEVIDO A CONDICAO MEDICA GERAL Atual O 293.89 F06.4
TOC INDUZIDO POR SUSTANCIA Atual O 291.8-292.89 nenhum
] TRANTORNO DE ESTRESSE POS-TRAUMATICO  Atual (Ultimo més) O 309.81 F43.1
K DEPENDENCIA DE ALCOOL (Ultimos 12 meses) a 303.9 F10.2x
DEPENDENCIA DE ALCOOL Vida inteira a 303.9 F10.2x
ABUSO DE ALCOOL (Ultimos 12 meses) O 305.00 F10.1
ABUSO DE ALCOOL Vida inteira a 305.00 F10.1
L  DEPENDENCIA DE SUBSTANCIA (Nzo alcool) (Ultimos 12 meses) O 304.00-.90/305.20-90  F11.0-F19.1
DEPENDENCIA DE SUBSTANCIA (No alcool) Vida inteira a 304.00-.90/305.20-90  F11.0-F19.1
ABUSO DE SUBSTANCIA (Nio alcool) (Ultimos 12 meses) a 304.00-.90/305.20-.90  F11.0-F19.1
M  TRANSTORNOS PSICOTICOS Vida inteira a 295.10-295.90/297.1/ F20.xx-F29
Atual a 297.3/293.81/293.82/
293.89/298.8/298.9
TRANSTORNO DO HUMOR COM
CARACTERISTICAS PSICOTICAS Vida inteira a 296.24 F32.3/F33.3
ESQUIZOFRENIA Atual a 295.10-295.60 F20.xx
Vida inteira O 295.10-295.60 F20.xx
TRANSTORNO ESQUIZOAFETIVO Atual O 295.70 F25.x
Vida inteira O 295.70 F25.x
TRANSTORNO ESQUIZOFRENIFORME Atual a 295.40 F20.8
Vida inteira ] 295.40 F20.8
TRANSTORNO PSICOTICO BREVE Atual a 298.8 F23.80-F23.81
Vida inteira | 298.8 F23.80-F23.81

M.LN.L Plus 5.0.0 (Julho, 2002)
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TRANSTORNO DELIRANTE

Atual
Vida inteira

TRANSTORNO PSICOTICO DEVIDO A CONDIGAO MEDICA GERAL Atual

Vida inteira

TRANSTORNO PSICOTICO INDUZIDO POR SUBSTANCIA

TRANSTORNO PSICOTICO SOE

TRANSTORNO DO HUMOR COM
CARACTERISTICAS PSICOTICAS
F31.X3/F31.X2/F31.X5

TRANSTORNO DO HUMOR SOE
TRANSTORNO DEPRESSIVO MAIOR COM
CARACTERISTICAS PSICOTICAS

TRANSTORNO BIPOLAR I COM
CARACTERISTICAS PSICOTICAS

TRANSTORNO BIPOLAR 1II

ANOREXIA NERVOSA
BULIMIA NERVOSA

BULIMIA NERVOSA TIPO PURGATIVO

BULIMIA NERVOSA TIPO SEM PURGACAO
ANOREXIA NERVOSA, TIPO COMPULSAO
PERIODICA PURGATIVO

ANOREXIA NERVOSA, TIPO RESTRITIVO
TRANSTORNO DE ANSIEDADE GENERALIZADA
TRANSTORNO DE ANSIEDADE GENERALIZADA
DEVIDO A CONDICAO MEDICA GERAL
TRANSTORNO DE ANSIEDADE GENERALIZADA
INDUZIDO POR SUBSTANCIA

Vida inteira
Atual
Vida inteira

Vida inteira
Vida inteira

Atual
Passado

Atual

Passado

Atual

Passado

Atual (Ultimos 3 meses)
Atual (Ultimos 3 meses)
Atual

Atual

Atual
Atual

Atual (Ultimos 6 meses)
Atual

Atual

TRANSTORNO DA PERSONALIDADE ANTI-SOCIAL Vida inteira

TRANSTORNO DE DEFICIT DE ATENCAO/
HIPERATIVIDADE (Criangas/Adolescentes)
TRANSTORNO DE DEFICIT DE ATENCAO/
HIPERATIVIDADE (Adultos)

TRANSTORNO DE AJUSTAMENTO

ALERTA

Ultimos 6 meses

Vida inteira
Atual
Atual

oo0o0 0 OO0 O 000 oooooooo oo o o gooo oooag

297.1

297.1

293 .xx

293.xx

O 291.5-292.12
291.5-292.12

298.9

298.9

296.90

296.24
296.24

296.04-296.64
296.04-296.64
296.89

296.89

307.1

307.51

307.51

307.51

307. 1
307.1

300.02
293.89

291.8-292.89
301.7

314.00/314.01
314.00/314.01

309.xx

F22.0

F22.0

F06.0-F06.2

F06.0-F06.2
nenhum
nenhum

F29

F29

F39

F33.X3
F33.X3

F31.X2/F31.X5
F31.X2/F31.X5
F31.8
F31.8
F50.0
F50.2
F50.2
F50.2

F50.0
F50.0

F41.1

F06.4

nenhum
F60.2

F90.0/F90.9/ F98.8

F90.0/F98.8

F43.xx

MESMO SE O(A) ENTREVISTADO(A) APRESENTA UM CLARO FATOR ESTRESSANTE AGRAVANDO A SINTOMATOLOGIA,
EXPLORE INICIALMENTE OS DIAGNOSTICOS DE “A -W” ACIMA. NUNCA USE O DIAGNOSTICO DE TRANSTORNO DE
AJUSTAMENTO SE OS CRITERIOS PARA QUALQUER OUTRO TRANSTORNO EXPLORADO DE “A —W” FOREM PREENCHIDOS.
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INSTRUCOES GERAIS

O M.LN.I. (DSM 1V) ¢ uma entrevista diagnostica padronizada breve que explora os principais Transtornos Psiquiatricos do Eixo I do DSM IV
(Associagdo Psiquiatrica Americana, 1994) e da CID-10 (Organizagdo Mundial da Satde - OMS, 1992). Estudos de confiabilidade e validade foram
desenvolvidos, comparando o M.ILN.I. ao SCID-P e ao CIDI (uma entrevista padronizada desenvolvida pela OMS para entrevistadores leigos). Os
resultados desses estudos mostraram que o M.L.N.I. apresenta indices de confiabilidade e de validade comparaveis aos dos instrumentos referidos, mas
que pode ser administrado em um tempo muito mais curto (média= 18.7 £ 11.6 minutos; mediana = 15 minutos). O M.LN.L pode ser utilizado por
entrevistadores clinicos, apds uma formagdo breve. Os entrevistadores ndo clinicos necessitam de uma formagao mais intensiva. O M.IN.I. Plus ¢ uma
versdo mais detalhada do M.IN.I. Sintomas imputaveis a uma causa organica ou ao uso de medicamentos, droga ou alcool ndo devem ser cotados
positivamente no M.LLN.I. O M.LLN.L. Plus tem perguntas que investigam essas questdes.

e Entrevista:
Com o objetivo de reduzir o mais possivel a duragdo da entrevista deve-se preparar o(a) entrevistado(a) para este enquadramento clinico pouco habitual,
informando que lhe serdo feitas perguntas precisas sobre os seus problemas psicologicos e que se espera dele(a) respostas “sim” ou “ndo”.

e Apresentacio:

O MINI esté dividido em médulos identificados por letras, cada um correspondendo a uma categoria diagnoéstica.

e No inicio de cada um dos médulos diagnosticos (exceto para o0 modulo Transtornos Psicoticos), uma ou varias questdes/filtros que correspondem
aos critérios principais do Transtorno sdo apresentadas num quadro com fundo acinzentado.

. No final de cada médulo, um ou varios quadros diagnésticos permite(m) ao(a) entrevistador(a) indicar se os critérios de diagndstico foram ou néo
preenchidos.

. Convencdes:

As frases escritas em “letras mintsculas” devem ser lidas “palavra por palavra” para o(a) entrevistado(a) de modo a padronizar a exploragdo de cada um
dos critérios diagnosticos.

As frases escritas em “MAIUSCULAS” niio devem ser lidas para o(a) entrevistado(a). Sio instrugdes as quais o(a) entrevistador(a) deve se referenciar
de modo a integrar os algoritmos diagndsticos ao longo de toda a entrevista.

As frases escritas em “negrito” indicam o periodo de tempo a explorar. O(a) entrevistador(a) deve 1é-las tantas vezes quanto necessario, ao longo da
exploragao dos sintomas e so levar em conta aqueles presentes durante esse periodo.

As frases escritas entre (paréntesis) sdo exemplos clinicos que descrevem o sintoma avaliado. Podem ser lidos de modo a clarificar a questdo.

Quando os termos sdo separados por uma barra ( /) o(a) entrevistador(a) deve considerar apenas o termo que corresponde ao sintoma apresentado
pelo(a) entrevistado(a) e que foi explorado anteriormente.
As respostas com uma seta sobreposta (=) indicam que um dos critérios necessarios ao estabelecimento do diagndstico explorado ndo ¢
preenchido. O(a) entrevistador(a) deve ir diretamente para o final do médulo, cotar “NAO” no(s) quadro(s) diagnostico(s) correspondente(s) e
passar ao médulo seguinte.

. Instrucdes de cotaciio :

Todas as perguntas feitas devem ser cotadas. A cotagdo faz-se a direita de cada uma das questdes, envolvendo com um circulo a resposta correspondente
do(a) entrevistado(a), seja “SIM” ou “NAO”.

O(a) entrevistador(a) deve se assegurar que cada um dos termos formulados na questo foi, de fato, considerado pelo(a) entrevistado(a) na sua resposta
(em particular, os critérios de duragdo, de frequéncia e as alternativas “e/ ou”).

Se tem questdes ou sugestdes, se deseja ser treinado(a) na utilizagdo do M.L.N.I. ou informado(a) das atualiza¢des, pode contactar:

David V Sheehan, M.D., M.B.A. Yves LECRUBIER, M.D. / Thierry HERGUETA, M.S. Patricia AMORIM, M.D., PhD
University of South Florida Inserm U302 Instituto HUMUS
Institute for Research in Psychiatry Hopital de la Salpétriére Rua 89 n° 225 Setor Sul
3515 East Fletcher Avenue 47, boulevard de I’Hopital 74093-140 — Goiania - Goias
TAMPA, FL USA 33613-4788 F. 75651 PARIS BRASIL
ph: +1 813 974 4544 FRANCE
fax: +1 813 974 4575 tel: +33 (0) 1 42 16 16 59 Tel: + 5524141 74
e-mail : _dsheehan@hsc.usf.edu fax: +33 (0) 1 45 8528 00 fax: + 552414174
e-mail : hergueta@ext.jussieu.fr e-mail: pat.amorim@terra.com.br

A. EPISODIO DEPRESSIVO MAIOR

(> SIGNIFICA: IR DIRETAMENTE AO(S) QUADRO(S) DIAGNOSTICO(S), ASSINALAR NAO EM CADA UM E PASSAR AO MODULO SEGUINTE)

PARA ENTREVISTADOS COM APARENCIA PSICOTICA ANTES DO INICIO DA ENTREVISTA, OU PARA AQUELES QUE SAO SUSPEITOS DE

APRESENTAR UMA ESQUIZOFRENIA, FAVOR ADOTAR A SEGUINTE ORDEM DE ADMINISTRAGCAO DOS MODULOS:

1) PARTE 1 DO MODULO “M” (TRANSTORNOS PSICOTICOS M1-M18).

2) MODULOS A-D (EPISODIO DEPRESSIVO MAIOR A EPISODIO (HIPO)MANIACO).
3) PARTE 2 DO MODULO ‘M’ (TRANSTORNOS PSICOTICOS M19-M23).

4) OUTROS MODULOS NA SUA SEQU}::NCIA USUAL.

SE 0 MODULO “M” JA FOI EXPLORADO E SE SINTOMAS PSICOTICOS FORAM IDENTIFICADOS (M1 A M10B), EXAMINAR, PARA
CADA RESPOSTA POSITIVA AS QUESTOES SEGUINTES, SE OS SINTOMAS DEPRESSIVOS DESCRITOS NAO SAO MELHOR

EXPLICADOS PELA PRESENCA DE UM TRANSTORNO PSICOTICO E COTAR EM FUNCAO.
M.LN.L Plus 5.0.0 (Julho, 2002)
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Al Alguma vez sentiu-se triste, desanimado(a), deprimido(a), a maior parte do dia, NAO SIM 1
quase todos os dias, durante pelo menos duas semanas ?
SE Ala=SIM:
Nas duas ultimas semanas, sentiu-se triste, desanimado(a), deprimido(a), a maior parte NAO SIM 2
do dia, quase todos os dias,?
A2 Alguma vez teve o sentimento de ndo ter mais gosto por nada, ou perdeu o interesse
e o prazer pelas coisas que lhe agradam habitualmente, quase todo o tempo, durante -
pelo menos duas semanas ? NAO SIM 3
SE Ala=SIM:
Nas duas ultimas semanas, teve o sentimento de ndo ter mais gosto por nada, ou perdeu ~
o interesse e o prazer pelas coisas que lhe agradam habitualmente, quase todo o tempo ? NAO SIM 4
. >
Ala QU A2a SAO COTADAS SIM ? NAO SIM
SE O(A) ENTREVISTADO(A) ESTA DEPRIMIDO(A) ATUALMENTE (A1b OU A2b = SIM): EXPLORAR O EPISODIO ATUAL.
SE NAO: EXPLORAR O EPISODIO PASSADO MAIS GRAVE.
A3 Durante as 2 semanas em que sentiu-se deprimido(a)/ sem interesse
pela maioria das coisas, quase todo o tempo:
Episodio Atual Episodio Passado
Seu apetite aumentou ou diminuiu, quase todos os dias ? O seu peso NAO SIM NAO SIM 5
aumentou ou diminuju sem que o tenha desejado ? (VARIACAO DE + 5% AO
LONGO DE UM MES, ISTO E, + 3,5 KG, PARA UMA PESSOA DE 65 KG)
COTAR SIM, SE RESPOSTA SIM NUM CASO OU NO OUTRO
Teve problemas de sono quase todas as noites (dificuldade de pegar NAO SIM NAO SIM 6
no sono, acordar no meio da noite ou muito cedo, dormir demais) ?
Falou ou movimentou-se mais lentamente que de costume ou pelo contrério, NAO SIM NAO SIM 7
sentiu-se agitado(a) e incapaz de ficar sentado quieto(a), quase todos os dias?
Sentiu-se a maior parte do tempo cansado(a), sem energia, quase todos os dias? NAO SIM NAO SIM 8
Sentiu-se sem valor ou culpado(a), quase todos os dias? NAO SIM NAO SIM 9
SE A3e = SIM: PEDIR UM EXEMPLO.
0 EXEMPLO CONSISTE NUMA IDEIA DELIRANTE? O NiAo O Smm
Episddio Atual Episodio Passado
Teve dificuldade de concentrar-se ou de tomar decisdes, quase todos os dias? NAO SIM NAO SIM 10
g Teve, por varias vezes, pensamentos ruins como, por exemplo, pensar N N
que seria melhor estar morto(a) ou pensar em fazer mal a si mesmo(a) ? NAO SIM NAO SIM 11
, i >
Ad HA 3 OU MAIS RESPOSTAS “SIM” EM A3 (OU 4 RESPOSTAS POSITIVAS, NAO SIM NAO SIM
SE Ala OU A2a E COTADA NAO PARA O EPISODIO PASSADO
OU SE Alb OU A2b E COTADA NAO PARA O EPISODIO ATUAL)?
VERIFICAR SE OS SINTOMAS POSITIVOS ACONTECERAM DURANTE O MESMO PERIODO DE DUAS SEMANAS.
SE A4 E COTADA NAO PARA O EPISODIO ATUAL, REEXPLORAR A3a - A3g PARA O EPISODIO PASSADO MAIS GRAVE.
X >
AS Esses problemas de depressdo lhe causaram sofrimento importante ou o(a) NAO SIM NAO SIM 12
pertubaram em casa, no trabalho / na escola ou nas suas relagdes sociais
ou necessitou ser hospitalizado(a) por causa desses problemas?
SE A5 E COTADA NAO PARA O EPISODIO ATUAL, REEXPLORAR A4 E A5 PARA O EPISODIO PASSADO MAIS GRAVE.
A6 Esses problemas de depressdo foram inteiramente causados pela perda de
uma pessoa querida (luto)? A gravidade desses problemas, sua duragao e
as dificuldades que eles provocaram foram iguais as que outros sofreriam
se estivessem na mesma situagao ?
>
UM LUTO NAO COMPLICADO FOI EXCLUIDO ? NAO SIM NAO SIM 13
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SE A6 E COTADA NAO PARA O EPISODIO ATUAL, REEXPLORAR A 4, A 5E A6 PARA O EPISODIO PASSADO MAIS GRAVE.

A7 a Estava usando alguma droga ou medicamento logo antes desses problemas comegarem ?
ONio OSim

b Teve alguma doenga fisica logo antes desses problemas comegarem?
ONio OSim

NO JULGAMENTO DO CLINICO: O USO DE DROGAS/ MEDICAMENTOS OU UMA DOENCA FiSlCA E PROVAVELMENTE
A CAUSA DIRETA DA DEPRESSAO ? (FAZER PERGUNTAS ABERTAS ADIOCINAIS SE NECESSARIO).

A7 (SUMARIO): UMA CAUSA ORGANICA FOI EXCLUfDA? NAO SIM INCERTO NAO SIM INCERTO 14

SE A7 (SUMARIO) E COTADA NAO PARA O EPISODIO ATUAL, REEXPLORAR A4,A5AGE A7
PARA O EPISODIO PASSADO MAIS GRAVE.

NAO SIM

A8 COTAR SIM SE A7 (SUMARIO) = SIM OU INCERTO. . . .
Episddio Depressivo Maior

ESPECIFICAR SE O EPISODIO E ATUAL OU PASSADO.

Atual O
Passado O
NAO SIM

A9 COTAR SIM SE A7b = SIM E A7 (SUMARIO) =NAO. L i X
Episodio Depressivo Maior

ESPECIFICAR SE O EPISODIO E ATUAL OU PASSADO. devido a condicdo médica geral
Atual (]
Passado (]
NAO SIM

A10 COTAR SIM SE A7a = SIM E A7 (SUMARIO) = NAO. . . L .
Episddio Depressivo Maior induzido por

ESPECIFICAR SE O EPISODIO E ATUAL OU PASSADO. substincia
Atual O
Passsado O
CRONOLOGIA
All Que idade tinha quando, pela primeira vez, apresentou um periodo de 2 semanas ou mais em I:lidade 15

que apresentou esses problemas de depressao ?

A12  Desde que esses problemas comegaram, quantos periodos distintos de depressdo teve, que I:I 16

duraram pelo menos 2 semanas ?

B. TRANSTORNO DISTIMICO
(So preencher este item se ndo fechar critérios para Transtorno Depressivo Maior)

(= SIGNIFICA: IR DIRETAMENTE AO(S) QUADRO(S) DIAGNOSTICO(S), ASSINALAR NAO EM CADA UM E PASSAR AO MODULO SEGUINTE)

Se a sint, tologia do(a) entrevistado(a) preenche os critérios para um Episédio Depressivo Maior Atual, NAO explore Transtorno Distimico Atual, mas explore
Transtorno Distimico Passado. Assegure-se de que a Transtorno Distimico Passado explorado ndo corresponde, de fato, a um Episédio Depressivo Maior
passado e de que existe um intervalo de pelo menos 2 meses de remissdo completa entre qualquer Episodio Depressivo Maior anterior e o Transtorno Distimico
Passado. [APLICAR ESSAS REGRAS UNICAMENTE SE ESTA INTERESSADO EM EXPLORAR DEPRESSAO DUPLA.]

ESPECIFICAR O PERIODO DE TEMPO EXPLORADO ABAIXO: O  Atual
O  Passado
-
B1 Durante os ultimos 2 anos, sentiu-se triste, desanimado(a), deprimido (a), a maior parte NAO SIM 22

do tempo ? [OU, SE ESTA EXPLORANDO TRANTORNO DISTIMICO PASSADO:
"No passado, sentiu-se triste, desanimado(a), deprimido (a), a maior parte do tempo, por
um periodo de 2 anos ou mais ?”’]
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>
B2 Ao longo desse periodo, sentiu-se bem durante 2 meses ou mais ? NAO SIM 23
B3 Desde que se sente [Durante esse periodo em que se sentia]deprimido(a)
a maior parte do tempo:
a O seu apetite mudou de forma significativa ? NAO SIM 24
b Tem [teve] problemas de sono ou dorme [dormia] demais ? NAO SIM 25
¢ Sente-se [ sentia-se] cansado(a) ou sem energia ? NAO SIM 26
d  Perdeu a auto-confianga ? NAO SIM 27
e Tem [tinha] dificuldade de concentrar-se ou de tomar decisdes ? NAO SIM 28
f  Sente-se [ sentia-se] sem esperanga ? NAO SIM 29
HA PELO MENOS 2 RESPOSTAS “SIM” EM B3? NAO SIM
B4 Esses problemas causam - lhe um sofrimento importante ou perturbam de maneira B
significativa seu trabalho, suas relagdes sociais, ou outras areas importantes ? NAO SIM 30
B5  Estava usando alguma droga ou medicamento logo antes desses problemas comegarem ?
ONdo 0OSim
Teve alguma doenga fisica logo antes desses problemas comegarem?
ONdo 0OSim
NO JULGAMENTO DO CLINICO: O USO DE DROGAS/ MEDICAMENTOS OU UMA DOENCA FiSICA E PROVAVELMENTE
A CAUSA DIRETA DA DEPRESSAO ? (FAZER PERGUNTAS ABERTAS ADIOCINAIS SE NECESSARIO).
UMA CAUSA ORGANICA FOI EXCLUIDA? NAO SIM 31
) NAO SIM
B5 E COTADA SIM? )
TRANSTORNO DISTIMICO
Atual a
Passado m]
CRONOLOGIA
B6  Que idade tinha quando, pela primeira vez, teve esses problemas de depressio, I:lidade 32
continuamente, por um periodo de 2 anos ou mais ?
C. RISCO DE SUICIDIO
Durante o ultimo més:
- Pontos
Cl1 Pensou que seria melhor estar morto (a) ou desejou estar morto (a) ? NAO SIM 1
C2 Quis fazer mal a si mesmo (a) ? NAO SIM 2
C3 Pensou em suicidio ? NAO SIM 6
C4 Pensou numa maneira de se suicidar ? NAO SIM 10
C5 Tentou o suicidio ? NAO SIM 10
Ao longo da sua vida:
C6 Ja fez alguma tentativa de suicidio ? NAO SIM 4
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HA PELO MENOS UM "SIM" DE C1 A C6 ?

SE SIM, SOMAR O NUMERO TOTAL DE PONTOS DAS QUESTOES
E ESPECIFICAR O RISCO DE SUICIDIO
ATUAL COMO SE SEGUE:

COTADAS SIM DE C1 - C6

D. EPISODIO (HIPO) MANIACO

128

NAO SIM
RISCO DE SUICIDIO
ATUAL

1-5 pontos  Baixo m]
6-9 pontos Moderado O
>10 pontos Alto m]

(> SIGNIFICA: IR DIRETAMENTE AO(S) QUADRO(S) DIAGNOSTICO(S), ASSINALAR NAO EM CADA UM E PASSAR AO MODULO SEGUINTE)

PARA ENTREVISTADOS COM APARENCIA PSICOTICA ANTES DO INICIO DA ENTREVISTA, OU PARA AQUELES QUE SAO SUSPEITOS DE
APRESENTAR UMA ESQUIZOFRENIA, FAVOR ADOTAR A SEGUINTE ORDEM DE ADMINISTRACAO DOS MODULOS:

1) PARTE 1 DOMODULO “M” (TRANSTORNOS PSICOTICOS MI1-M18).

2) MODULOS A-D (EPISODIO DEPRESSIVO MAIOR A EPISODIO (HIPO)MANJIACO).
3) PARTE 2 DO MODULO ‘M’ (TRANSTORNOS PSICOTICOS M19-M23).

4) OUTROS MODULOS NA SUA SEQUENCIA USUAL.

SE O MODULO “M” JA FOI EXPLORADOE SE SINTOMAS PSICOTICOS FORAM IDENTIFICADOS (M1 A M10B), EXAMINAR, PARA
CADA RESPOSTA POSITIVA AS QUESTOES SEGUINTES, SE OS SINTOMAS DEPRESSIVOS DESCRITOS NAO SAO MELHOR

EXPLICADOS PELA PRESENCA DE UM TRANSTORNO PSICOTICO E COTAR EM FUNCAO.

D1 a Alguma vez teve um periodo em que se sentia tdo euférico(a) ou cheio(a) de energia
ou cheio(a) de si que isso lhe causou problemas, ou em que as pessoas a sua volta
pensaram que ndo estava no seu estado habitual ?

(NAO CONSIDERAR PERIODOS QUE OCORREM APENAS SOB O EFEITO DE DROGAS OU ALCOOL).

SE O(A) ENTREVISTADO(A) NAO COMPREENDE O SIGNIFICADO DE “EUFORICO(A)” OU “CHEIO (A) DE ENERGIA”, EXPLICAR DA SEGUINTE MANEIRA:
Por euforico ou cheio de energia, quero dizer estar excessivamente ativo(a), excitado(a), ter menos necessidade de dormir,
ter pensamentos rapidos, estar cheio(a) de idéias ou extremamente motivado(a) ou criativo(a) ou produtivo ou impulsivo(a).

SE Dla = SIM:
b Sente-se, atualmente, euforico (a) ou cheio (a) de energia?

D2 a Alguma vez teve um periodo em que, por varios dias, estava tdo irritavel que insultava

as pessoas, gritava ou chegava até a brigar com pessoas que ndo eram de sua familia?
Vocé ou outras pessoas achou/acharam que vocé estava mais irritdvel ou hiperreativo(a),
comparado(a) a outras pessoas, mesmo em situagdes em que isso lhe parecia justificavel ?

(NAO CONSIDERAR PERIODOS QUE OCORREM APENAS SOB O EFEITO DE DROGAS OU ALCOOL).

SE D2a = SIM:
b  Sente-se, continuamente irritavel atualmente?

Dla OU D2a SAO COTADAS “SIM” ?

NAO SIM 2

NAO SIM 3

NAO SIM 4
>

NAO SIM

D3 SE D1b OU D2b = “S~IM”: EXPLORAR O EPISODIO ATUAL
SE D1b E D2b = “NAQO” : EXPLORAR O EPISODIO MAIS GRAVE

Quando sentiu- se mais euférico(a), cheio(a) de energia ou mais irritavel :

Episédio Atual

a  Tinha a sensacgdo que podia fazer coisas que os outros seriam incapazes NAO
de fazer ou que vocé era alguém especialmente importante?
SE SIM: PEDIR UM EXEMPLO.
O EXEMPLO CONSISTE NUMA IDEIA DELIRANTE? O NAo O SmM
b Tinha menos necessidade de dormir do que costume (por ex., sentia-se ~
repousado(a) com apenas poucas horas de sono) ? NAO
¢ Falava sem parar ou tdo rapidamente que as pessoas ndo conseguiam 5
compreendé-lo(a) ? NAO
d  Os pensamentos corriam tdo rapidamente na sua cabega que nao conseguia ~
acompanha-los ? NAO

e Distraia-se com tanta facilidade que a menor interrupgio o fazia perder o fio
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Episédio Passado

SIM NAO SIM 5
SIM NAO SIM 6
SIM NAO SIM 7
SIM NAO SIM 8




daquilo que estava fazendo ou pensando ? NAO
Episodio Atual

f  Estava tao ativo(a) e agitado(a) que as outras pessoas se preocupavam

por sua causa ? NAO

g Desejava tanto fazer coisas que lhe pareciam agradaveis ou tentadoras que ndo
pensava nos riscos ou nos problemas que isso poderia causar (gastar demais,

dirigir de forma imprudente, ter uma atividade sexual pouco habitual para vocé) ? NAO

D3 (SUMARIO): HA PELO MENOS 3 RESPOSTAS "SIM" EM D3 ~
OU 4 SE D1a = “NAQ” (EPISODIO PASSADO) OU D1b = “NAQ” (EPISODIO ATUAL) ? NAO

VERIFICAR SE OS SINTOMAS POSITIVOS ACONTECERAM DURANTE O MESMO PERIODO.

SE D3 (SUMARIO) E COTADA NAO PARA O EPISODIO ATUAL, REEXPLORARD3 a-D3 g
PARA O EPISODIO PASSADO MAIS GRAVE.

D4 a Estavausando alguma droga ou medicamento logo antes desses problemas comegarem ?
ONio OSim

b  Teve alguma doenga fisica logo antes desses problemas comegarem?
ONio OSim
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SIM NAO SIM 9
Episédio Passado

SIM NAO SIM 10
SIM NAO SIM 11
>

NAO SIM

NO JULGAMENTO DO CLINICO: O USO DE DROGAS/ MEDICAMENTOS OU UMA DOENCA FiSICA E PROVAVELMENTE
A CAUSA DIRETA DA (HIPO)MANIA ? (FAZER PERGUNTAS ABERTAS ADIOCINAIS SE NECESSARIO).

D4 (SUMARIO): UMA CAUSA ORGANICA FOI EXCLUIDA? NAO SIM INCERTO

SE D4 (SUMARIO) E COTADA NAO PARA O EPISODIO ATUAL,
REEXPLORAR D 3 e D4 PARA O EPISODIO PASSADO MAIS GRAVE.

D5 Esses problemas duraram pelo menos uma semana E o (a) pertubaram NAO
em casa, no trabalho / na escola ou nas suas relagdes sociais OU

necessitou ser hospitalizado(a) por causa desses problemas?
COTAR SIM, SE SIM NUM CASO OU NO OUTRO

D6 COTAR SIM PARA EPISODIO HIEOMANiACO SE:
D3 (SUMARIO) = SIM E D4 (SUMARIO) = SIM OU INCERTO
E D5 =NAO, ENENHUMA IDEIA DELIRANTE FOI DESCRITA EM D3a.

ESPECIFICAR SE O EPISODIO E ATUAL OU PASSADO.

D7 COTAR SIM PARA EPISODIO MANfACO SE:
D3 (SUMARIO) = SIM E D4 (SUMARIO) = SIM 0U INCERTO
E D5 = SIM OU UMA IDEIA DELIRANTE FOI DESCRITA EM D3a.

ESPECIFICAR SE O EPISODIO E ATUAL OU PASSADO.

D8 COTAR SIM SE: ; _
D3 (SUMARIO) E D4b E D5 = SIM E D4 (SUMARIO) =NAO

ESPECIFICAR SE O EPISODIO E ATUAL OU PASSADO.
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Passsado O
NAO SIM
Episddio (Hipo) Maniaco devido a
condi¢do médica geral
Atual O
Passsado O
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D9 COTAR SIM SE: ) B NAO SIM
D3 (SUMARIO) E D4a E D5 =SIM E D4 (SUMARIO) =NAO
) ) Episodio (Hipo) Maniaco induzido por
ESPECIFICAR SE O EPISODIO E ATUAL OU PASSADO. substincia
Atual O
Passsado O
SE D8 OU D9 = SIM, PASSAR PARA O MODULO SEGUINTE.
SUBTIPOS
5 14
Ciclagem Rapida NAO SIM
Nos tltimos 12 meses, teve 4 ou mais episodios de euforia/ irritabilidade excessiva ou de depressio ? Ciclagem Rapida
B 15
Episodio Misto NAO SIM
ENTREVISTADO PREENCHE OS CRITERIOS PARA AMBOS — EPISODIO MANIACO E EPISODIO Episoédio Misto
DEPRESSIVO MAIOR, QUASE TODO DIA, DURANTE PELO MENOS UMA SEMANA.
~ 16
Padro Sazonal NAO SIM
O INICIO E AS REMISSOES OU MUDANCAS PARA UM EPISODIO DE Padrio Sazonal
POLARIDADE OPOSTA (EX: DE DEPRESSAO PARA (HIPO)MANIA)
OCORREM NUM PERIODO CARACTERISTICO DO ANO.
B 17
Com remissdo completa entre episodios NAO SIM
Entre os dois episodios mais recentes de euforia/ irritabilidade excessiva teve um periodo de pelo menos 2 Com remissdo completa
meses em que ndo apresentou nenhum desses problemas ? entre episodios

ASSINALAR A OPCAO QUE SE APLICA

0 EPISODIO MAIS RECENTE E MANTACO / HIPOMANIACO / MISTO / DEPRESSIVO

GRAVIDADE
X1 Leve m}
X2 Moderado m}
X3 Severo sem aspectos psicoticos m}
X4 Severo sem aspectos psicoticos m}
X5 Em remisséo parcial m}
X6 Em remissdo completa m}
CRONOLOGIA
D10 Que idade tinha quando, pela primeira vez, apresentou esses problemas de euforia / I:lidade
irritabilidade excessiva de que falamos ?
DI11 Desde que esses problemas comegaram, quantos periodos distintos de euforia / I:I

irritabilidade excessiva ja teve?

18

19

E. TRANSTORNO DE PANICO

(SIGNIFICA: IR DIRETAMENTE PARA E6, E7 E E8, ASSINALAR NAO EM CADA QUADRO DIAGNOSTICO E PASSAR AO MODULO SEGUINTE)

El a Alguma vez teve episodios repetidos durante os quais se sentiu subitamente muito ansioso(a), >
muito desconfortavel ou assustado(a), mesmo em situagdes em que a maioria das pessoas nao NAO SIM
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se sentiria assim ?

b  SE SIM: Estes episodios de ansiedade atingiam sua intensidade maxima em menos de 10 minutos? NAg SIM 2
>

E2 Alguns desses episodios stbitos de ansiedade, mesmo ha muito tempo, foram imprevisiveis NAO SIM 3
ou ocorreram sem que nada os provocasse ou sem motivo ?

E3 Ap6s um ou varios desses episodios, ja houve um periodo de pelo menos um més durante o qual NAO SIM 4
teve medo de ter outros episodios ou estava preocupado(a) com as suas possiveis consequéncias ?

E4 Durante o episédio em que se sentiu pior :
a  Teve palpitagdes ou o seu coragao bateu muito rapido ? NAO SIM 5
b Transpirou ou ficou com as méos imidas ? NAO SIM 6
c Teve tremores ou contragdes musculares ? NAO SIM 7
d  Teve dificuldade para respirar ou sentiu-se abafado(a) ? NAO SIM 8
e Teve a impressao de sufocar ou de ter um nd na garganta ? NAO SIM 9
f Sentiu dor ou aperto ou desconforto no peito ? NAO SIM 10
g  Teve nauseas, problemas de estomago ou diarréia repentina ? NAO SIM 11
h Sentiu-se tonto(a), com vertigens ou ao ponto de desmaiar ? NAO SIM 12
i Teve a impressao que as coisas a sua volta eram estranhas ou irreais ou sentiu-se NAO SIM 13

como que desligado (a) do todo ou de uma parte do seu corpo ?
j Teve medo de enlouquecer ou de perder o controle ? NAO SIM 14
k  Teve medo de morrer ? NAO SIM 15
1 Teve dorméncias ou formigamentos no corpo? NAO SIM 16
m  Teve ondas de frio ou de calor ? NAO SIM 17
E4 (SUMARIO): HA PELO MENOS 4 RESPOSTAS "SIM" EM E4 ? NAO SIM

E5 a Estavausando alguma droga ou medicamento logo antes desses problemas comegarem ?
ONio OSim

b  Teve alguma doenga fisica logo antes desses problemas comegarem?
ONio OSim

NO JULGAMENTO DO CLINICO: O USO DE DROGAS/ MEDICAMENTOS OU UMA DOENCA FISICA E PROVAVELMENTE
A CAUSA DIRETA DOS ATAQUES DE PANICO ? (FAZER PERGUNTAS ABERTAS ADIOCINAIS SE NECESSARIO).

E5 (SUMARIO): UMA CAUSA ORGANICA FOI EXCLUIDA? NAO SIM 18
SE ES (SUMARIO) = NAO, PASSAR A E9. .
E6 E3 E E4 (SUMARIO) E E5 (SUMARIO) = SIM? ) NAO SIM
TRANSTORNO DE PANICO
VIDA INTEIRA
E7 SE E6 = NAO, HA PELO MENOS UMA RESPOSTA SIM EM E4 ? NAO SIM
ATAQUES POBRES EM SINTOMAS
VIDA INTEIRA
E8 Durante o ultimo més, teve pelo menos 2 desses episddios subitos de ansiedade, ) NAO SIM 19
seguidos de um medo constante de ter outro episodio ? TRANSTORNO DE PANICO
ATUAL
(SE RESPOSTA NEGATIVA, INSISTIR NA QUESTAO, RELEMBRANDO
CADA UM DOS SINTOMAS DESCRITOS EM E4).
E9 E3 E E4 (SUMARIO) E E5b SAO COTADAS SIM NAO SIM

E E5 (SUMARIO) E COTADA NAO ?
Transtorno de Ansiedade
com ataques de panico
devido a condi¢do médica geral
ATUAL
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E10 E3 E E4 (SUMARIO) E ESa SAO COTADAS SIM
E E5 (SUMARIO) E COTADA NAO ?

CRONOLOGIA

Ell Que idade tinha quando, pela primeira vez, apresentou esses episodios subitos de
ansiedade de que falamos ?

E12 No ultimo ano, durante quantos meses teve episodios subitos de ansiedade ou medo

de ter um desses episodios ?

132

NAO SIM

Transtorno de Ansiedade
com ataques de pdnico
induzido por substincia

ATUAL

|:| idade
[ ]

20

21

F. AGORAFOBIA

F1 Alguma vez sentiu-se muito ansioso(a) ou desconfortavel em lugares ou situagdes em que
poderia ter episodios stibitos de ansiedade dos quais acabamos de falar ? OU sentiu-se muito
ansioso(a) ou desconfortavel em lugares ou situagdes dos quais é dificil escapar ou ter ajuda
como: estar numa multiddo, esperando numa fila, longe de casa ou sozinho (a) em casa,
atravessando uma ponte, dentro de um Onibus, de um carro ou de um avido?

NAO SIM

22

SE F1 =NAO, COTARNAO EM F2E F3.

F2  Sempre teve tanto medo dessas situagdes que na pratica, as evitou, sentiu um intenso
mal-estar quando as enfrentou ou procurou estar acompanhado(a) para enfrenta-las ?

F3 Atualmente teme ou evita esses lugares ou situagdes ?

SE SIM, ASSINALAR SE:

NAO SIM 23

AGORAFOBIA VIDA INTEIRA

NAO SIM 24

AGORAFOBIA ATUAL

AGORAFOBIA (F2 / F3) E COTADA SIM? F2 Ovida inteira F3 O atual

TRANSTORNO DE PANICO (E6/ ES8) ECOTADO SIM?  E6 Ovida inteira ~ E8 [ atual

F4 a E8(TRANSTORNO DE PANICO ATUAL)E COTADA SIM

E
F3 (AGORAFOBIA ATUAL) E COTADA NAO ?

b E8 (TRANSTORNO DE PANICO ATUAL) E COTADA SIM
E

F3 (AGORAFOBIA ATUAL) E COTADA SIM ?
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TRANSTORNO DE PANICO
ATUAL
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TRANSTORNO DE PANICO
ATUAL
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¢ E6 (TRANSTORNO DE PANICO VIDA INTEIRA) E COTADA NAO NAO SIM
E

F3 (AGORAFOBIA ATUAL) E COTADA SIM ? AGORAFOBIA ATUAL
sem historia
de Transtorno de Pinico

d F3 (AGORAFOBIA ATUAL) E COTADA SIM NAO SIM
E E8 (TRANSTORNO DE PANICO ATUAL) E COTADA NAO AGORAFOBIA ATUAL
sem Transtorno de Pinico Atual mas
E E6 (TRANSTORNO DE PANICO VIDA INTEIRA) E COTADA SIM ? com histéria passada

deTrantorno de Péinico

¢ F3 (AGORAFOBIA ATUAL) E COTADA SIM NAO SIM

E E7 (ATAQUES POBRES EM SINTOMAS) E COTADA NAO? AGORAFOBIA ATUAL
sem historia de ataques
pobres em sintomas

CRONOLOGIA

F5 Que idade tinha quando, pela primeira vez, comegou a temer ou evitar os lugares / I:lidade 25
as situagdes de que falamos ?

F6 No ultimo ano, durante quantos meses teve medo ou evitou de forma importante I:l 26

os lugares / as situagdes de que falamos ?

G. FOBIA SOCIAL (Transtorno de Ansiedade Social)

(> SIGNIFICA: IR DIRETAMENTE AO(S) QUADRO(S) DIAGNOSTICO(S), ASSINALAR NAO EM CADA UM E PASSAR AO MODULO SEGUINTE)

Gl Durante o tltimo més, teve medo ou sentiu-se incomodado(a) por estar no centro das atengdes, >
teve medo de ser humilhado(a) em algumas situagdes sociais, por exemplo: quando devia NAO SIM 1
falar diante de um grupo de pessoas, ou comer com outras pessoas ou em locais publicos,
ou escrever quando alguém estava olhando ?

>
G2 Acha que esse medo ¢ excessivo ou injustificado ? NAO SIM 2
G3 Tem tanto medo dessas situagdes sociais que, na pratica, as evita ou sente -)
um intenso mal-estar quando as enfrenta ? NAO SIM 3
B 4
G4 Esse medo causa-lhe um sofrimento importante ou perturba de forma significativa seu trabalho ou suas NAO SIM
relagdes sociais?
FOBIA SOCIAL
(Transtorno de Ansiedade Social)
ATUAL
SUBTIPOS
Vocé teme ou evita mais de 4 situagdes sociais ? NAO SIM
SE S_lM <X] Fobia Social (Transtorno de Ansiedade Social) Generalizada(o)
SE NAO <XI Fobia Social (Transtorno de Ansiedade Social) ndo generalizada(o)
CRONOLOGIA
G5 Que idade tinha quando, pela primeira vez, comegou a temer as situagdes sociais I:lidade 5
de que falamos ?
G6 No ultimo ano, durante quantos meses teve medo importante das as situa¢des sociais |:| 6

de que falamos ?
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H. FOBIA ESPECIFICA

(> SIGNIFICA: IR DIRETAMENTE AO(S) QUADRO(S) DIAGNOSTICO(S), ASSINALAR NAO EM CADA UM E PASSAR AO MODULO SEGUINTE)

>
H1 Durante o Gltimo més, vocé teve um medo intenso e persistente de coisas ou situagdes como NAO SIM 1
por exemplo : voar, dirigir, alturas, trovdes, animais, insetos, ver sangue, tomar inje¢ao ?
>
H2 Acha que esse medo ¢ excessivo ou injustificado ? NAO SIM 2
H3 Tem tanto medo dessas situagdes que, na pratica, as evita ou sente >
um intenso mal-estar quando as enfrenta ? NAO SIM 3
B 4
H4 Esse medo causa-lhe um sofrimento importante ou perturba de forma significativa NAO SIM
seu trabalho ou suas relagdes sociais? i
FOBIA ESPECIFICA
CRONOLOGIA ATUAL
H5 Que idade tinha quando, pela primeira vez, comegou a temer as situagdes de que falamos ? I:Iidade 5
H6 No ultimo ano, durante quantos meses teve medo importante dessas situagdes ? I:l 6
I. TRANSTORNO OBSESSIVO-COMPULSIVO (T.0.C.)
(> SIGNIFICA: IR DIRETAMENTE AO(S) QUADRO(S) DIAGNOSTICO(S), ASSINALAR NAO EM CADA UM E PASSAR AO MODULO SEGUINTE)
I Durante o ultimo més, teve, com frequéncia, pensamentos ou impulsos ou imagens desagradaveis, NAO SIM 1
inapropriados ou angustiantes que voltavam repetidamente a sua mente, mesmo nao querendo ? => passar a [4

(por exemplo, a idéia de que estava sujo(a) ou que tinha microbios ou medo de contaminar os outros
ou de agredir alguém mesmo contra a sua vontade ou de agir impulsivamente ou medo/ supersti¢ao
de ser responsavel por coisas ruins ou ainda de ser invadido por idéias/ imagens sexuais ou religiosas
repetitivas, dividas incontrolaveis ou uma necessidade de colecionar ou ordenar as coisas.)

(NAO LEVAR EM CONSIDERACAO PREOCUPACOES EXCESSIVAS COM PROBLEMAS REAIS DA VIDA COTIDIANA, NEM AS OBSESSOES
LIGADAS A PERTURBACAO DO COMPORTAMENTO ALIMENTAR, DESVIOS SEXUAIS, JOGO PATOLOGICO, ABUSO DE DROGAS OU
ALCOOL, PORQUE O(A) ENTREVISTADO(A) PODE TER PRAZER COM ESSAS EXPERIENCIAS E DESEJAR RESISTIR A ELAS APENAS

POR SUAS CONSEQUENCIAS NEGATIVAS).

2 Tentou, mas ndo conseguiu resistir a algumas dessas idéias, ignora-las ou livrar-se delas ? NAO SIM 2
=> passar a 14

13 Acha que essas idéias sdo produto de seus proprios pensamentos e que ndo lhe sdo impostas NAO SIM 3
do exterior ?
obsessdes
14 Durante o ultimo més, teve, com freqiiéncia, a necessidade de fazer certas coisas sem parar, NAO SIM 4
sem poder impedir-se de fazé-las, como lavar as maos muitas vezes, contar ou verificar as
coisas sem parar, arruma-las, coleciona-las ou fazer rituais religiosos? compulsdes
R >
13 OU 14 SAO COTADAS SIM? NAO SIM
>
15 Reconhece que essas idéias invasivas e/ou comportamentos repetitivos sdo irracionais, NAO SIM 5
absurdos(as) ou exagerados(as) ?
16 Essas idé¢ias invasivas e/ou comportamentos repetitivos perturbam de forma significativa NAO SIM 6

seu trabalho, suas atividades cotidianas, suas relagdes sociais ou tomam mais de uma hora
por dia do seu tempo ?

17 a  Estava usando alguma droga ou medicamento logo antes desses problemas comegarem ? DO Ndo O Sim
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b Teve alguma doenga fisica logo antes desses problemas comegarem? Nio O Sim

NO JULGAMENTO DO CLINICO: O USO DE DROGAS/ MEDICAMENTOS OU UMA DOENCA FISICA B PROVAVELMENTE
A CAUSA DIRETA DAS OBSESSOES/ COMPULSOES ? (FAZER PERGUNTAS ABERTAS ADIOCINAIS SE NECESSARIO).
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I7 (SUMARIO): UMA CAUSA ORGANICA FOI EXCLUIDA? NAO SIM 7
16 E I7 (SUMARIO) SAO COTADAS SIM ? NAO SIM
T.0.C. ATUAL
18 16 E17 b SAO COTADAS SIM _ NAO SIM
E 17 (SUMARIO) E COTADA NAO ?
T.0.C. ATUAL
devido a condi¢cdo médica geral
9 I6EI7a SAO COTADAS SIM_ B
E I7 (SUMARIO) E COTADA NAO ? NAO SIM
T.0.C. ATUAL
induzido por substincia
CRONOLOGIA
110 Que idade tinha quando, pela primeira vez, comegou a apresentar esses problemas de que falamos ? :Iidade 8
111 No ultimo ano, durante quantos meses teve, de forma persistente, esses problemas de que falamos ? I:I 9
J. TRANSTORNO DE ESTRESSE POS-TRAUMATICO (opcional)
(= SIGNIFICA: IR DIRETAMENTE AO(S) QUADRO(S) DIAGNO,STICO(S)7 ASSINALAR NAO EM CADA UM E PASSAR AO MODULO SEGUINTE)
J1 Alguma vez viveu ou presenciou ou teve que enfrentar um acontecimento extremamente >
traumatico, no decorrer do qual morreram pessoas ou vocé mesmo(a) e/ou outros foram NAO SIM 1
ameacados de morte ou foram gravemente feridos ou atingidos na sua integridade fisica?
EXEMPLOS DE CONTEXTOS TRAUMATICOS: ACIDENTE GRAVE, AGRESSAO, ESTUPRO, ASSALTO A MAO ARMADA,
SEQUESTRO, RAPTO, INCENDIO, DESCOBERTA DE CADAVER, MORTE SUBITA NO MEIO EM QUE VIVE, GUERRA,
CATASTROFE NATURAL...
>
2 Durante o Gltimo més, pensou freqiientemente nesse acontecimento de forma penosa ou NAO SIM 2
sonhou com ele ou freqiientemente teve a impressdo de revivé-lo?
13 Durante o ultimo més:
a  Tentou ndo pensar nesse acontecimento ou evitou tudo o que pudesse fazé-lo(a) lembrar-se dele? NAO SIM 3
b Teve dificuldades de lembrar-se exatamente do que se passou? NAO SIM 4
¢ Perdeu o interesse pelas coisas das quais gostava antes? NAO SIM 5
d  Sentiu-se desligado(a) de tudo ou teve a impresséao de se ter tornado um(a) estranho(a) ~
em relag@o aos outros? NAO SIM 6
e Teve dificuldade de sentir as coisas, como se ndo fosse mais capaz de amar? NAO SIM 7
f  Teve a impressdo de que a sua vida ndo seria nunca mais a mesma, ou que morreria mais ~
cedo do que as outras pessoas ? NAO SIM 8
>
J3 (SUMARIO): HA PELO MENOS 3 RESPOSTAS “SIM” EM J3 ? NAO SIM
J4 Durante o ultimo més:
a  Teve dificuldade de dormir ? NAO SIM 9
b  Estava particularmente irritavel, teve explosdes de raiva facilmente? NAO SIM 10
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¢ Teve dificuldades de se concentrar ? NAO SIM 11
d Estava nervoso(a), constantemente alerta? NAO SIM 12
e Ficava sobressaltado(a) por quase nada? NAO SIM 13
>
J4 (SUMARIO): HA PELO MENOS 2 RESPOSTAS “SIM” EM J4 ? NAO SIM
J5 Durante o ultimo més, esses problemas perturbaram de forma significativa seu trabalho, NAO SIM 14
suas atividades cotidianas ou suas relagdes sociais?
J5E COTADA SIM ? NAO SIM
TRANSTORNO DE ESTRESSE
POS-TRAUMATICO
ATUAL
CRONOLOGIA
J6 Que idade tinha quando, pela primeira vez, comegou a apresentar esses problemas ? I:Iidade 15
17 Desde que esses problemas comegaram, quantos periodos distintos teve, em que I:l 16
apresentou a maior parte das dificuldades das quais falamos ?
I8 No ultimo ano, durante quantos meses apresentou esses problemas de forma persistente ? I:l 17
K. ABUSO E DEPENDENCIA DE ALCOOL
(> SIGNIFICA: IR DIRETAMENTE AO(S) QUADRO(S) DIAGNOSTICO(S), ASSINALAR NAO EM CADA UM E PASSAR AO MODULO SEGUINTE)
>
K1 Nos ultimos 12 meses, em trés ou mais ocasides vocé bebeu pelo menos cinco latas de cerveja NAO SIM 1
ou uma garrafa de vinho ou trés doses de uma bebida alcoolica forte (pinga, caipirinha, vodka,
conhaque, whisky...), num periodo de trés horas ?
K2 Nos tltimos 12 meses:
a  Constatou que precisava de quantidades cada vez maiores de alcool para obter o mesmo efeito ? NAO SIM 2
b  Quando bebia menos, as suas maos tremiam, transpirava ou sentia-se agitado (a)? ~
Alguma vez bebeu uma dose para evitar esses problemas ou evitar uma ressaca? NAO SIM 3
(COTAR “SIM”, SE RESPOSTA “SIM” NUM CASO OU NO OUTRO).
¢ Quando comegava a beber, com frequéncia bebia mais do que pretendia ? NAO SIM 4
d Tentou, mas ndo conseguiu diminuir seu consumo de alcool ou parar de beber ? NAO SIM 5
e Nos dias em que bebia, passava muito tempo procurando bebida, bebendo ou se B
recuperando dos efeitos do alcool ? NAO SIM 6
f  Reduziu suas atividades (lazer, trabalho, cotidianas) ou passou menos tempo ~
com os amigos ou a familia por causa da bebida ? NAO SIM 7
g Continuou a beber mesmo sabendo que isso lhe causava problemas de saude B
ou problemas psicologicos? NAO SIM 8
HA PELO MENOS 3 RESPOSTAS "SIM" EM k2 ? b >
: NAO SIM
DEPENDENCIA DE ALCOOL
ATUAL
K3 Nos tltimos 12 meses:
a  Ficou embriagado ou de “ressaca” varias vezes, quando tinha coisas para fazer no ~
trabalho (/ na escola) ou em casa ? Isso lhe causou problemas? NAO SIM 9

(COTAR "SIM" SOMENTE SE A EMBRIAGUEZ / RESSACA CAUSOU PROBLEMAS)
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Por vérias vezes esteve sob o efeito do alcool em situagdes em que isso era fisicamente
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arriscado como dirigir, utilizar uma maquina ou um instrumento perigoso... ? NAO SIM 10
Por varias vezes teve problemas legais como uma interpelagdo ou uma condenagéo ou B
uma detengdo porque tinha bebido? NAO SIM 11
Continuou a beber mesmo sabendo que a bebida lhe causava problemas com seus ~
familiares ou com outras pessoas ? NAO SIM 12
HA PELO MENOS 1 RESPOSTA "SIM" EM K3 ? NAO SIM
ABUSO DE ALCOOL
ATUAL
K. ABUSO E DEPENDENCIA DE ALCOOL VIDA INTEIRA (Opcional)
(= SIGNIFICA: IR DIRETAMENTE AO(S) QUADRO(S) DIAGNOSTICO(S), ASSINALAR NAO EM CADA UM E PASSAR AO MODULO SEGUINTE)
=
K4 Ao longo da sua vida, em trés ou mais ocasides vocé bebeu pelo menos cinco latas de cerveja NAO SIM 13
ou uma garrafa de vinho ou trés doses de uma bebida alcodlica forte (pinga, caipirinha, vodka,
conhaque, whisky...), num periodo de trés horas ?
K5 Ao longo da sua vida:
Constatou que precisava de quantidades cada vez maiores de alcool para obter o mesmo efeito ? NAO SIM 14
Quando bebia menos, as suas maos tremiam, transpirava ou sentia-se agitado (a)? ~
Alguma vez bebeu uma dose para evitar esses problemas ou evitar uma ressaca? NAO SIM 15
(COTAR “SIM”, SERESPOSTA “SIM” NUM CASO OU NO OUTRO).
Quando comegava a beber, com frequéncia bebia mais do que pretendia ? NAO SIM 16
Tentou, mas ndo conseguiu diminuir seu consumo de alcool ou parar de beber ? NAO SIM 17
Nos dias em que bebia, passava muito tempo procurando bebida, bebendo ou se B
recuperando dos efeitos do alcool ? NAO SIM 18
Reduziu suas atividades (lazer, trabalho, cotidianas) ou passou menos tempo ~
com os amigos ou a familia por causa da bebida ? NAO SIM 19
Continuou a beber mesmo sabendo que isso lhe causava problemas de satde B
ou problemas psicologicos? NAO SIM 20
. >
HA PELO MENOS 3 RESPOSTAS "SIM" EM k5 ? NAO SIM
DEPENDENCIA DE ALCOOL
VIDA INTEIRA
K6 Ao longo da sua vida:
Ficou embriagado ou de “ressaca” vdrias vezes, quando tinha coisas para fazer no B
trabalho (/ na escola) ou em casa ? Isso lhe causou problemas? NAO SIM 21
(COTAR "SIM" SOMENTE SE A EMBRIAGUEZ / RESSACA CAUSOU PROBLEMAS)
Por vérias vezes esteve sob o efeito do alcool em situagdes em que isso era fisicamente _
arriscado como dirigir, utilizar uma maquina ou um instrumento perigoso... ? NAO SIM 22
Por vérias vezes teve problemas legais como uma interpelagdo ou uma condenagao ou ~
uma detengdo porque tinha bebido? NAO SIM 23
Continuou a beber mesmo sabendo que a bebida lhe causava problemas com seus R
familiares ou com outras pessoas ? NAO SIM 24
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HA PELO MENOS 1 RESPOSTA "SIM" EM K6 ? NAO SIM

ABUSO DE ALCOOL
VIDA INTEIRA

L. ABUSO E DEPENDENCIA DE SUBSTANCIAS PSICOATIVAS
(OUTRAS QUE O ALCOOL)

(= SIGNIFICA: IR DIRETAMENTE AO(S) QUADRO(S) DIAGNOSTICO(S), ASSINALAR NAO EM CADA UM E PASSAR AO MODULO SEGUINTE)

Agora, vou mostrar / ler para vocé, uma lista de drogas e medicamentos ( MOSTRAR / LER A LISTA DAS SUBSTANCIAS ABAIXO).

>
L1 a Alguma vez na sua vida, usou varias vezes uma destas substancias para se sentir melhor, NAO SIM
para mudar o seu estado de humor ou para ficar “ de cabega feita / chapado™?

ENVOLVER COM UM CIRCULO CADA SUBTANCIA CONSUMIDA

ESTIMULANTES : anfetaminas, “bolinha”, “rebite”, ritalina, pilulas anorexigenas ou tira-fome.

COCAINA: “coca”, po, “neve”, “branquinha”, pasta de coca, merla, crack

OPIACEOS: heroina, morfina, p6 de 6pio (Tintura de 6pio®, Elixir Paregorico®, Elixir de Dover®), codeina (Belacodid®,
Belpar®, Pambenyl®), meperidina (Dolantina®, Demerol®), propoxifeno (Algafan®, Doloxene A®), fentanil (Inoval®)
ALUCINOGENEOS: L.S.D., “4cido”, mescalina, PCP, éxtase (MDMA), cogumelos, “vegetal” (Ayhuasca, daime, hoasca),
Artane®.

SOLVENTES VOLATEIS: “cola”, éter, “langa perfume”, “cheirinho”, “lol6”

CANABINOIDES: cannabis, “erva”, maconha, “baseado”, hasish, THC, bangh, ganja, diamba, marijuana, marihuana
SEDATIVOS: Valium®, Diazepam®, Dienpax®, Somalium®, Frisium®, Psicosedin®, Lexotan®, Lorax®, Halcion®,
Frontal®, Rohypnol®, Urbanil®, Sonebon®, barbitiricos

DIVERSOS: Anabolisantes, esteroides, remédio para dormir ou para cortar o apetite sem prescrigdo médica.

Toma outras substancias?

ESPECIFICAR A(S) SUBSTANCIA (S) MAIS CONSUMIDA (8):

ESPECIFICAR A(S) SUBSTANCIA (S) A SER(EM) EXPLORADA(S) SEGUNDO OS CRITERIOS ABAIXO INDICADOS:
Assinalar
SOMENTE UMA SUBSTANCIA (OU CLASSE DE SUBSTANCIAS) QUE ESTA SENDO CONSUMIDA

SOMENTE A SUBSTANCIA (OU CLASSE DE SUBSTANCIAS) MAIS CONSUMIDA

UL

CADA SUBSTANCIA (OU CLASSE DE SUBSTANCIAS) CONSUMIDA SEPARADAMENTE
(FOTOCOPIAR L2 E L3, SE NECESSARIO).

ESPECIFICAR A SUBSTANCIA (OU CLASSE DE SUBSTANCIAS) QUE, SERA EXPLPRADA ABAIXO,
EM CASO DE USO CONCOMITANTE OU SEQUENCIAL DE VARIAS SUSTANCIAS:

L2 Considerando o seu consumo de [SUBSTANCIA OU A CLASSE DE SUBSTANCIAS SELECCIONADA],
a0 longo da sua vida:

a  Constatou que precisava de quantidades cada vez maiores de [SUBSTANCIA OU A
CLASSE DE SUBSTANCIAS SELECCIONADA] para obter 0 mesmo efeito ? NAO SIM

b Quando usava menos ou parava de consumir [SUBSTANCIA OU A CLASSE DE
SUBSTANCIAS SELECCIONADA], tinha problemas como dores, tremores, febre,
fraqueza, diarréia, nauseas, suores, aceleragdo do coragdo, dificuldade de dormir
ou, sentir-se agitado(a), ansioso (a), irritavel ou deprimido (a) )? Ou vocé tomava NAO SIM
qualquer outra coisa para evitar esses problemas ou para se sentir melhor ?
( COTAR “SIM”, SE RESPOSTA “SIM” NUM CASO OU NO OUTRO).

¢ Quando comegava a usar [SUBSTANCIA OU A CLASSE DE SUBSTANCIAS
SELECCIONADA], freqiientemente consumia mais do que pretendia ? NAO SIM

d Tentou, sem conseguir, diminuir ou parar de usar [SUBSTANCIA OU A CLASSE DE R
SUBSTANCIAS SELECCIONADA]? NAO SIM
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e Nos dias em que usava [SUBSTANCIA OU A CLASSE DE SUBSTANCIAS SELECCIONADA],
passava mais de 2 horas tentando conseguir a(s) droga(s), se drogando, ou se recuperando

dos efeitos do(a) [SUBSTANCIA OU A CLASSE DE SUBSTANCIAS SELECCIONADA], ou
ainda pensando nessas dogras ?

f  Reduziu as suas atividades (lazer, trabalho, cotidianas) ou passou menos tempo com
os amigos ou a familia por causa da(s) droga(s) ?

¢ Continuou a usar [SUBSTANCIA OU A CLASSE DE SUBSTANCIAS SELECCIONADA]

mesmo sabendo que esta(s) lhe causava(m) problemas de saude ou problemas psicologicos?

HA PELO MENOS 3 RESPOSTAS "SIM" EM L2 ?

ESPECIFICAR A(S) SUBSTANCIA(S):

L3 a  Vocé consumiu [SUBSTANCIA OU A CLASSE DE SUBSTANCIAS SELECCIONADA]
nos ultimos 12 meses ?

Considerando o seu consumo de [SUBSTANCIA OU A CLASSE DE SUBSTANCIAS SELECCIONADA],

nos ultimos 12 meses:

Constatou que precisava de quantidades cada vez maiores de [SUBSTANCIA OU A
CLASSE DE SUBSTANCIAS SELECCIONADA] para obter o mesmo efeito ?

Quando usava menos ou parava de consumir [SUBSTANCIA OU A CLASSE DE
SUBSTANCIAS SELECCIONADA], tinha problemas como dores, tremores, febre,
fraqueza, diarréia, nauseas, suores, aceleragdo do coragdo, dificuldade de dormir
ou, sentir-se agitado(a), ansioso (a), irritavel ou deprimido (a) )? Ou vocé tomava
qualquer outra coisa para evitar esses problemas ou para se sentir melhor ?
(COTAR “SIM”, SE RESPOSTA “SIM” NUM CASO OU NO OUTRO).

Quando comegava a usar [SUBSTANCIA OU A CLASSE DE SUBSTANCIAS
SELECCIONADA], freqiientemente consumia mais do que pretendia ?

Tentou, sem conseguir, diminuir ou parar de usar [SUBSTANCIA OU A CLASSE DE
SUBSTANCIAS SELECCIONADA]?

Nos dias em que usava [SUBSTANCIA OU A CLASSE DE SUBSTANCIAS SELECCIONADA],
passava mais de 2 horas tentando conseguir a(s) droga(s), se drogando, ou se recuperando

dos efeitos do(a) [SUBSTANCIA OU A CLASSE DE SUBSTANCIAS SELECCIONADA], ou
ainda pensando nessas dogras ?

Reduziu as suas atividades (lazer, trabalho, cotidianas) ou passou menos tempo com
os amigos ou a familia por causa da(s) droga(s) ?

Continuou a usar [SUBSTANCIA OU A CLASSE DE SUBSTANCIAS SELECCIONADA]

mesmo sabendo que esta(s) lhe causava(m) problemas de satide ou problemas psicoldgicos?

b HA PELO MENOS 3 RESPOSTAS "SIM" EM L3b (SUMARIO), nos tltimos 12 meses ?

L3a E L3b (SUMARIO) SAO COTADAS SIM ?

ESPECIFICAR A(S) SUBSTANCIA(S):

Considerando o seu consumo de [SUBSTANCIA OU A CLASSE DE SUBSTANCIAS SELECCIONADA],

nos ultimos 12 meses:

L4 a Por vérias vezes ficou intoxicado ou “ de cabega feita / chapado” com [SUBSTANCIA OU
CLASSE DE SUBSTANCIAS SELECCIONADA], quando tinha coisas para fazer no trabalho

(/ na escola) ou em casa ? Isso lhe causou problemas?
(COTAR "SIM" SOMENTE SE A INTOXICAGCAO CAUSOU PROBLEMAS).

b Por varias vezes esteve sob o efeito de [SUBSTANCIA OU CLASSE DE SUBSTANCIAS
SELECCIONADA] em situagdes em que isso era fisicamente arriscado como dirigir,
utilizar uma maquina ou um instrumento perigoso, etc.?
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¢ Por varias vezes teve problemas legais como uma interpelagdo ou uma condenagéo ou uma
detengdo porque tinha usado [SUBSTANCIA OU A CLASSE DE SUBSTANCIAS SELECCIONADA]? NAO SIM 11

d  Continuou a usar [SUBSTANCIA OU CLASSE DE SUBSTANCIAS SELECCIONADA]
mesmo sabendo que esta(s) droga(s) lhe causava(m) problemas com os seus familiares

ou com outras pessoas ? NAO SIM 12
HA PELO MENOS 1 "SIM" EM L4 ? NAO SIM
ESPECIFICAR A(S) SUBSTANCIA(S) : ABUSO DE SUSTANCIA(S)
ATUAL
CRONOLOGIA
L5 Que idade tinha quando, pela primeira vez, comegou a consumir [SUBSTANCIA I:lidade 13

OU CLASSE DE SUBSTANCIAS SELECCIONADA] de forma abusiva ?

M. TRANSTORNOS PSICOTICOS - Parte 1

PARA TODAS AS QUESTOES DESTE MODULO, PEDIR UM EXEMPLO EM CASO DE RESPOSTA POSITIVA. SO COTAR SIM SE OS EXEMPLOS MOSTRAM
CLARAMENTE UMA DISTORCAO DO PENSAMENTO E / OU DA PERCEPCAO OU SE SAO CULTURALMENTE INAPROPRIADOS OU DISTOANTES.
AVALIAR SE OS SINTOMAS DESCRITOS APRESENTAM OU NAO CARACTERISTICAS “BIZARRAS" E COTAR A ALTERNATIVA APROPRIADA..

DELIRIOS BIZARROS SAO AQUELES CUJO CONTEUDO £ MANIFESTAMENTE ABSURDO, IMPLAUSIVEL, INCOMPREENSIVEL E QUE NAO PODE ESTAR
BASEADO EM EXPERIENCIAS HABITUAIS DA VIDA.

ALUCINAC()ES BIZARRAS SAO VOZES QUE COMENTAM OS PENSAMENTOS OU OS ATOS DO(A) ENTREVISTADO(A) OU DUAS OU MAIS VOZES QUE
CONVERSAM ENTRE SI.

TODAS AS RESPOSTAS DO(A) ENTREVISTADO(A) DEVEM SER COTADAS NA COLUNA “A”. UTILIZAR A COLUNA “B” (JULGAMENTO
CLINICO DO/A ENTREVISTADOR/A) APENAS SE EXISTEM EVIDENCIAS CLINICAS (DURANTE A ENTREVISTA) OU EXTERNAS (POR EXEMPLO,
INFORMAGOES DA FAMILIA) DE QUE O SINTOMA ESTA PRESENTE, APESAR DE ESTAR SENDO NEGADO PELO(A) ENTREVISTADO(A).

Agora vou fazer-lhe algumas perguntas sobre experiéncias pouco comuns ou estranhas que algumas pessoas podem ter.
COLUNA A COLUNA B

Resposta do(a) entrevistado(a) Julgamento clinico do/a
entrevistador/a (se necessario)

N BIZARRO BIZARRO
M1 a Alguma vez acreditou que alguém o espionava ou estava NAO SIM SIM SIM  SIM 1
conspirando contra vocé ou tentando lhe fazer mal ?
b  SE SIM: Atualmente acredita nisso ? NAO SIM SIM SIM  SIM 2
NOTE: PECA EXEMPLOS PARA EXCLUIR FATOS REAIS. > M6 >M6
M2 a Alguma vez acreditou que alguém podia ler ou ouvir os seus NAO SIM SIM 3
pensamentos ou que vocé podia ler ou ouvir os pensamentos
de outra (s) pessoa (s) ?
b  SE SIM: Atualmente acredita nisso ? NAO SIM SIM 4
>M6 >M6
M3 a Alguma vez acreditou que alguém ou alguma forga exterior NAO SIM SIM SIM  SIM 5
colocava, dentro da sua cabeca, pensamentos estranhos que
ndo eram os seus ou o(a) fazia agir de forma diferente do seu
jeito habitual? Alguma vez acreditou que estava possuido(a)?
CLINICO: PEDIR EXEMPLOS E DESCONSIDERAR 0 QUE NAO FOR PSICOTICO.
b  SE SIM: Atualmente acredita nisso ? NAO SIM SIM SIM  SIM 6
>M6 >Mé6
M4 a Alguma vez acreditou que estava recebendo mensagens NAO SIM SIM SIM  SIM 7

especiais através da televisdo, do radio ou do jornal ou teve
a impressao de que alguém que ndo conhecia pessoalmente
estava particularmente interessado em vocé?
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b SE SIM: Atualmente acredita nisso ? NAO SIM SIM
>M6
M5 a Alguma vez teve idéias que os seus familiares ou amigos NAO SIM SIM

achavam estranhas ou fora da realidade e que eles ndo
compartilhavam com vocé ? PEDIR UM EXEMPLO.
COTAR “SIM” APENAS SE O(A) ENTREVISTADO(A) APRESENTA CLARAMENTE
IDEIAS DELIRANTES HIPOCONDRIACAS OU DE POSSESSAO, DE CULPA , DE RUINA,
DE GRANDEZA OU OUTRAS NAO EXPLORADAS PELAS QUESTOES DE M1 A M4.

b SE SIM : Atualmente eles acham suas idéias estranhas ? NAO SIM SIM

COLUNA A (ENTREVISTADO/A)

BIZARRO
M6 a Alguma vez ouviu coisas que outras pessoas nao NAO SIM
podiam ouvir, como, por exemplo, vozes?
COTAR “SIM BIZARRO” UNICAMENTE SE O(A) ENTREVISTADO(A)
RESPONDE SIM A QUESTAO:
Estas vozes comentavam os seus pensamentos ou
atos ou ouvia duas ou mais vozes falando entre elas? SIM
b SE SIM : Ouviu essas coisas/vozes no tltimo més? NAO SIM SIM
COTAR “SIM BIZARRO” SE O(A) ENTREVISTADO(A) OUVE VOZES >M8

QUE COMENTAM SEUS PENSAMENTOS OU ATOS OU DUAS OU
MAIS VOZES QUE CONVERSAM ENTRE SI.

M7 a Alguma vez viu alguma coisa ou alguém que outras pessoas NAO SIM
presentes ndo podiam ver, isto é, teve visdes quando estava
completamente acordado?
COTAR “SIM” SE AS VISOES SAO CULTURALMENTE INAPROPRIADAS.

b SE SIM: Teve essas visdes no ultimo més ? NAO SIM
JULGAMENTO DO CLINICO

M8 b ATUALMENTE O(A) ENTREVISTADO(A) APRESENTA UM DISCURSO CLARAMENTE INCOERENTE OU
DESORGANIZADO OU APRESENTA UMA PERDA EVIDENTE DAS ASSOCIACOES ?

M9 b ATUALMENTE O(A) ENTREYISTADO(A) APRESENTA UM COMPORTAMENTO CLARAMENTE
DESORGANIZADO OU CATATONICO?

M10 bOS SINTOMAS NEGATIVOS TIPICAMENTE ESQUIZOFRENICOS (EMBOTAMENTO AFETIVO,
POBREZA DO DISCURSO, FALTA DE ENERGIA OU DE INTERESSE PARA INICIAR OU
TERMINAR AS ATIVIDADES) SAO PROEMINENTES DURANTE A ENTREVISTA?

M11 aHA PELO MENOS UM “SIM” DE M1 A M10b?
SE M11a =NAO 9 PASSAR PARA O MODULO SEGUINTE.

Mllb

OS'UNICOS SINTOMAS PRESENTES SAO AQUELES IDENTIFICADOS PELO
CLINICO DE M1 A M7 (COLUNA B) E DE M8b A M10b ?

SE SIM, ESPECIFICAR SE O ULTIMO EPISODIO E ATUAL (PELO MENOS UMA QUESTAO “b”
COTADA “SIM” DE M1 A M10b) E/OU VIDA INTEIRA (QUALQUER
QUESTAO COTADA “SIM” DE M1 A M10b) E PASSAR PARA O MODULO SEGUINTE.

SE NAO, CONTINUAR.

ALERTA: SE PELO MENOS UMA QUESTAO~ “b”= SIM: COTAR Mllc E M11d.
SE TODAS AS QUESTOES “b=NAO : COTAR APENAS M11d.

M.LN.L Plus 5.0.0 (Julho, 2002)

141

SIM  SIM 8
>M6
SIM  SIM 9
SIM  SIM 10
COLUNA B (ENTREVISTADOR/A)
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disponiveis no momento
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Milc NAO SIM
DE M1 A M10b: HA UMA OU MAIS QUESTOES "b" = SIM BIZARR0"? Critério A da Critério A da
ou , N N Esquizofrenia Esquizofrenia
HA DUAS OU MAIS QUESTOES "b" = SIM MAS NAO " SIM BIZARRO0"? NAO preenchido preenchido
ATUAL ATUAL
Mild ) . NAO SIM
DE M1 A M7: HA UMA OU MAIS QUESTOES "a" = SIM BIZARR0"?
ou . - ~ Critério A da Critério A da
HA DUAS OU MAIS QUESTOES "a" = SIM MAS NAO " SIM BIZARR0"? Esquizofrenia Esquizofrenia
(VERIFICAR QUE OS SINTOMAS OCORRERAM NO MESMO PERIODO) NAO preenchido preenchido
oU Mile ECOTADA “SIM” ? VIDA INTEIRA VIDA INTEIRA
M12 aEstava usando alguma droga ou medicamento logo antes desses problemas comegarem ? ONio OSim
b  Teve alguma doenga fisica logo antes desses problemas comegarem? ONio OSim

¢ NOJULGAMENTO DO CLINICO: O USO DE DROGAS/ MEDICAMENTOS OU UMA DOENCA F!'SICA E PROVAVELMENTE

A CAUSA DIRETA DA PSICOSE ? (FAZER PERGUNTAS ABERTAS ADIOCINAIS SE NECESSARIO). ONio 0OSim
d UMA CAUSA ORGANICA FOI EXCLUIDA?? NAO SIM INCERTO21
SE M12d =NAO: COTAR M~13 (a, b) E PASSAR PARA O MODULO SEGUINTE
SE M12d = SIM: COTAR NAO EM M13 (a, b) E PASSAR A M14 .
SE M12d = INCERTO: COTAR INCERTO EM M13 (a, b) E PASSAR A M14
M13a -
) B 5 ) NAO SIM 22
Mi2d E COTADA NAO DEVIDO A UMA CONDICAO MEDICA GERAL (M12b = SIM) ? )
’ ) ) TRANTORNO PSICOTICO
SE SIM, ESPECIFICAR SE O ULTIMO EPISODIO E: devido a condi¢iio médica geral
Atual O
ATUAL (PELO MENOS UMA QUESTAO “b” COTADA “SIM” DE M1 A M10b) Vida inteira O
E/OU VIDA INTEIRA (QUALQUER QUESTAO COTADA “SIM” DE M1 A M10b) Incerto O
M13b -
; ~ . NAO SIM 23
Mi2d E COTADA NAO DEVIDO AO USO DE SUBTANCIA (M12a = SIM) ? )
) ) ) TRANTORNO PSICOTICO
SE SIM, ESPECIFICAR SE O ULTIMO EPISODIO E: induzido por substincia
Atual O
ATUAL (PELO MENOS UMA QUESTAO “b” COTADA “SIM” DE M1 A M10b) Vida inteira O
E/OU VIDA INTEIRA (QUALQUER QUESTAO COTADA “SIM” DE M1 A M10b) Incerto O
M14 Quanto tempo durou o periodo mais longo em que teve essas crengas/experiéncias? 24
SE <1 DIA, PASSAR PARA O MODULO SEGUINTE.
M15 aDurante ou depois desse (de um desees) periodo(s) em teve essas crengas/experiéncias, NAO SIM 25
vocé teve dificuldades para trabalhar, ou dificuldades para se relacionar com as pessoas
ou dificuldades para cuidar de si mesmo(a) ?
b SE SIM : Quanto tempo duraram essas dificuldades? 26
SE > 6 MESES, PASSAR PARA M16.
¢ Vocé foi tratado(a) com medicamentos ou foi hospitalizado(a) por causa dessas NAO SIM 27
crengas/experiéncias, ou das dificuldades / problemas que elas causaram?
d SE SIM : Quanto tempo durou esse tratamento com medicamentos / a hospitaliza¢do 28
mais longa por causa desses problemas ?
M16 aO(A) ENTREVISTADO(A) DESCREVE UM FUNCIONAMENTO DETERIORADO NAO SIM 29
(M15a =SIM) OU FOI TRATADO / HOSPITALIZADO POR PSICOSE (M15¢ = SIM).
b JULGAMENTO DO CLINICO: CONSIDERANDO SUA EXPERIENCIA, A DISFUNCAO 1 ausente
CAUSADA PELA PSICOSE, AO LONGO DA VIDA DO(A) ENTREVISTADO(A) E: 2 leve 30
3 moderada
4  severa
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M17 QUAL E A DURACAO TOTAL DA PSICOSE, CONSIDERANDO A FASE ATIVA 1 > 1 dia a <l més 31
(M14) E AS DIFICULDADES ASSOCIADAS (M15b) E O TRATAMENTO 2 O >1 més a <6 meses
PSIQUIATRICO (M15d)? 3 O > 6 meses
CRONOLOGIA
Mi8a Que idade tinha quando, pela primeira vez, teve essas crengas/experiéncias pouco comuns ? I:I idade 32
B Desde o comego desses problemas, quantos episodios distintos em que apresentou essas I:I 33

crengas/experiéncias, ja teve ?

TRANTORNOS PSICOTICOS - PARTE 2
DIAGNOSTICO DIFERENCIAL ENTRE TRANSTORNOS PSICOTICOS E DO HUMOR

COTAR AS QUESTOES M19 A M23 UNICAMENTE:

- SEO(A) ENTREVISTADO(A) DESCREVE PELO MENOS UM SINTOMA PSICOTICO (M11a=SIM E Ml11b = NAO),
NAO EXPLICADO POR UMA CAUSA ORGANICA (M12d = SIM OU INCERTO);

- APOS A ADMINISTRACAO DOS MODULOS ‘A” (EDM) E “D” (EPISODIO (HIPO)MANIACO)

MI19 a O(A) ENTREVISTADO(A) PREENCHE OS CRITERIOS PARA UM EPISODIO NAO SIM
DEPRESSIVO MAIOR ATUAL OU PASSADO (QUESTAO A8 = SIM) ?
b SESIM: QUESTAO A1 (HUMOR DEPRESSIVO) E COTADA SIM ? NAO SIM
¢ O(A) ENTREVISTADO(A) PREENCHE OS CRITERIOS PARA UM EPISODIO NAO SIM
MANIACO ATUAL OU PASSADO (QUESTAO D7 = SIM)?
d  M19a0U M19c E COTADA SIM? NAO SIM
{

PARAR. Passar a M24

NOTA: VERIFICAR QUE AS RESPOSTAS AS QUESTOES M20 A M23 ESTAO DE ACORDO COM AS DATAS DOS
EPISODIOS PSICOTICO (M11c¢ E M11d), DEPRESSIVO (A8) E MANIACO (D7), JA EXPLORADOS. EM CASO
DE DISCREPANCIAS, REEXPLORAR A SEQUENCIA DOS TRANSTORNOS, TENDO COMO REFERENCIA EVENTOS MARCANTES DE VIDA E
COTAR M20 A M23 EM FUNCAO.

M20 Vocé relatou ter apresentado periodos em que se sentia [ deprimido(a) / eufoérico(a) /
irritado(a) / TERMO DO(A) ENTREVISTADO(A)] e periodos em que teve [ CITAR
AS RESPOSTAS POSITIVAS EM COLUNA “A” DE M1 A M7]. Quando apresentava NAO SIM 34
essas crengas/ experiéncias, sentia-se, a0 mesmo tempo, [ deprimido(a) / euférico(a) / N
irritado(a) / TERMO DO(A) ENTREVISTADO(A)] ? PARAR. Passar a M24
M21 Essas crencas/ experiéncias que descreveu (DAR EXEMPLOS SE NECESSARIO) aconteceram
exclusivamente durante o(s) periodo(s) em que se sentia, quase todo tempo, [ deprimido(a) / NAO SIM 35

euforico(a) / irritado(a) / TERMO DO(A) ENTREVISTADO(A)] ?
PARAR. Passar a M24

M22 Vocé ja teve essas crengas/ experiéncias durante 2 semanas ou mais, quando ndo se sentia _
[ deprimido(a) / euférico(a) / irritado(a) / TERMO DO(A) ENTREVISTADO (A)] ? NAO SIM 36
{
PARAR. Passar a M24
M23 O que durou mais tempo: as crengas / experiéncias ou os episodios em que se sentiu
[ deprimido(a) / euforico(a) / irritado(a) / TERMO DO(A) ENTREVISTADO (A)] ? 1 O humor 37

2 O crengas/ experiéncias
3 0O mesma duragido

M24 AO FINAL DA ENTREVISTA, PASSAR AOS ALGORITMOS PARA OS TRANSTORNOS PSICOTICOS E DO HUMOR.
CONSULTE OS ITENS Ml1a E M11b:
SE O CRITERIO “A” DA ESQUIZOFRENIA FOI PREENCHIDO (M11¢ E/OU M11d=SIM) AN ALGORITMOS DIAGNOSTICOS 1

SE O CRITERIO “A” DA ESQUIZOFRENIA NAO FOI PREENCHIDO (M11¢ E/OU M11d = NAO ) N ALGORITMOS DIAGNOSTICOS 11
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PARA OS TRANSTORNOS DO HUMOR MALGORITMOS DIAGNOSTICOS 111

N. ANOREXIA NERVOSA

(> SIGNIFICA: IR DIRETAMENTE AO(S) QUADRO(S) DIAGNOSTICO(S), ASSINALAR NAO EM CADA UM E PASSAR AO MODULO SEGUINTE)

Nl a Qual ¢ asua altura ? O0Ocm.
b Nos ultimos 3 meses, qual foi seu peso mais baixo ? O0O0Okgs.
>
O PESO DO(A) ENTREVISTADO(A) E INFERIOR AO LIMITE CRITICO NAO SIM

INDICADO PARA A SUA ALTURA ? (Ver TABELA DE CORRESPONDENCIA ABAIXO).

Durante os tltimos 3 meses:

2>
N2  Tentou ndo engordar , embora pesasse pouco ? NAO SIM 1
>
N3  Teve medo de ganhar peso ou de engordar demais, mesmo estando abaixo do seu peso normal ? NAO SIM 2
N4 a Achou que era muito gordo(a) ou pensou que uma parte do seu corpo era muito gorda ? NAO SIM 3
b Suaopinido sobre si mesmo(a) ou a sua auto-estima foram muito influenciadas pelo seu ~
peso ou por suas formas corporais ? NAO SIM 4
¢ Achou que o seu peso era normal ou até excessivo ? NAO SIM 5
>
N5 HA PELO MENOS 1 "SIM" EM N4 ? NAO SIM
N6 APENAS PARA AS MULHERES: Nos ultimos trés meses sua menstruagao nao veio -)
quando normalmente deveria ter vindo ( na auséncia de uma gravidez) ? NAO SIM 6
" >
PARA AS MULHERES: N5 E N6 SAO COTADAS "SIM" ? NAO SIM
PARA OS HOMENS: N5 E COTADA "SIM" ?
ANOREXIA NERVOSA
ATUAL
CRONOLOGIA
N7 Que idade tinha quando, pela primeira vez, apresentou esses problemas de peso I:lidade 7
que acabamos de falar ?
N8 Desde que esses problemas de comegaram, quantos periodos distintos teve, em que I:l 8
apresentou a maior parte das dificuldades das quais falamos ?
N9 No ultimo ano, durante quantos meses apresentou esses problemas de peso, de I:l 9
forma persistente ?
TABELA DE CORRESPONDENCIA ALTURA - LIMITE CRIiTICO DE PESO (SEM SAPATOS, SEM ROUPA)
Mulheres altura/ peso
cm 145 147 150 152 155 158 160 163 165 168 170 173 175 178
kgs 38 39 39 40 41 42 43 44 45 46 47 49 50 51
Homens altura/ peso
cm 155 156 160 163 165 168 170 173 175 178 180 183 185 188 191
kgs 47 48 49 50 51 51 52 53 54 55 56 57 58 59 61

Os limites de peso acima correspondem a uma redugdo de 15% em relagdo ao peso normal, segundo o género, como requerido pelo DSM-IV. Essa tabela reflete pesos
15% menores que o limite inferior do intervalo da distribui¢do normal da Tabela de Peso da Metropolitan Life Insurance.

O. BULIMIA NERVOSA

(2 SIGNIFICA: IR DIRETAMENTE AO(S) QUADRO(S) DIAGNOSTICO(S), ASSINALAR NAO EM CADA UM E PASSAR AO MODULO SEGUINTE)

0Ol Nos ultimos 3 meses, teve crises de “comer descontroladamente” durante as quais ingeriu NAO SIM 10
quantidades enormes de alimentos num espago de tempo limitado, isto €, em menos de 2 horas?
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>
02 Nos ultimos 3 meses, teve crises de “comer descontroladamente” pelo menos 2 vezes por semana ? NAO SIM 11
>
03 Durante essas crises de “comer descontroladamente” tem a impressao de nao poder parar de NAO SIM 12
comer ou de ndo poder limitar a quantidade de alimento que come ?
04 Para evitar engordar depois das crises de “comer descontroladamente”, faz coisas como provocar >
o vomito, dietas rigorosas, praticar exercicios fisicos importantes, tomar laxantes, diuréticos ou NAO SIM 13
medicamentos para tirar a fome ?
05 Sua opinido sobre si mesmo(a) ou a sua auto-estima sdo muito influenciadas pelo seu peso -)~
ou pelas suas formas corporais ? NAO SIM 14
06 O (A) ENTREVISTADO(A) APRESENTA UMA ANOREXIA NERVOSA (QUESTAO N6=SIM)? NAO SIM 15
J
passar a O8
o7 Estas crises de “comer descontroladamente” ocorrem sempre que o seu peso ¢ inferior a Kgs ? NAO SIM 16
[RETOMAR 0 PESO CRITICO DO(A) ENTREVISTADO(A) EM FUNCAO DA SUA ALTURA E SEXO NA TABELA
DO MODULO “N” (ANOREXIA NERVOSA)]
08 05 E COTADA "SIM" E 07 COTADA “NAO” (OU NAO COTADA)? NAO SIM
BULIMIA NERVOSA

ATUAL

CRONOLOGIA
09 Que idade tinha quando, pela primeira vez, apresentou crises de comer descontroladamente ? I:l anos 17
010 Desde que esses problemas de comegaram, quantos periodos distintos teve, em que |:| 18
apresentou crises de comer descontroladamente ?
Ol11 No ultimo ano, durante quantos meses apresentou crises de comer descontroladamente ? I:I 19
012 SUBTIPOS DE BULIMIA NERVOSA B 20
NAO SIM
Apbs comer descontroladamente, regularmente faz coisas como provocar vomitos, ou tomar laxantes,
diuréticos ou fazer lavagem instestinal (enemas) para perder peso? Tipo Tipo
~ sem purgagdo purgativo
[NO TIPO NAO-PURGATIVO O(A) ENTREVISTADO(A) UTILIZA-SE DE OUTROS
COMPORTAMENTOS BULIMIA NERVOSA
COMPENSATORIOS NAO PURGATIVOS COMO 0 JEJUM OU EXERCICIOS EXAUSTIVOS].
SUBTIPOS DE ANOREXIA NERVOSA -
NAO SIM 21
Tipo Compulsdo Periddica / Purgativo
ANOREXIA NERVOSA
07 E o012 SAO COTADAS SIM? Tipﬂ Compulsdo Perio'dica/Purgativo
ATUAL
Tipo Restritivo _ 22
NAO SIM
Para perder peso, vocé regularmente faz jejum ou faz exercicios exaustivos, mas ndo  usa métodos como
provocar vomitos, ou fazer uso indevido de laxantes, diuréticos ANOREXIA NERVOSA
ou lavagem instestinal (enemas) ? Tipo Restritivo
ATUAL

P. TRANSTORNO DE ANSIEDADE GENERALIZADA

(> SIGNIFICA: IR DIRETAMENTE AO(S) QUADRO(S) DIAGNOSTICO(S), ASSINALAR NAO EM CADA UM E PASSAR AO MODULO SEGUINTE)

Pl a Durante os tltimos 6 meses, sentiu-se excessivamente preocupado (a), inquieto (a), ansioso (a)
com relagdo a varios problemas da vida cotidiana ( trabalho / escola, casa, familiares / amigos),
ou teve a impressdo ou lhe disseram que se preocupava demais com tudo ?

b Teve essas preocupagdes quase todos os dias ?
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A ANSIEDADE DO(A) ENTREVISTADO(A) E RESTRITA OU MELHOR EXPLICADA POR QUALQUER OUTRO >
TRANSTORNO PSIQUIATRICO JA EXPLORADO ATE AQUI ? NAO SIM 3
>
P2 Tem dificuldade em controlar essas preocupagdes (/ essa ansiedade) ou ela (s) o(a) NAO SIM 4

impede(m) de se concentrar no que tem que fazer?

P3 DE P3a A P3f COTAR “NAQ” 0S SINTOMAS QUE OCORREM APENAS NO CONTEXTO
DOS TRANSTORNOS JA EXPLORADOS ANTERIORMENTE:

Nos ultimos 6 meses, quando se sentia excessivamente preocupado(a), inquieto(a), ansioso(a),
quase todo o tempo:

a  Sentia —se agitado(a), tenso(a), com os nervos a flor da pele? NAO SIM 5
b Tinha os musculos tensos? NAO SIM 6
¢ Sentia-se cansado (a), fraco(a) ou facilmente exausto(a)? NAO SIM 7
d Tinha dificuldade para se concentrar ou tinha esquecimentos / “branco na mente” ? NAO SIM 8
e Sentia-se particularmente irritavel ? NAO SIM 9
f  Tinha problemas de sono (dificuldade de pegar no sono, acordar no meio da noite ou NAO SIM 10
muito cedo, dormir demais)?
P3 (SUMARIO): HA PELO MENOS 3 RESPOSTAS “SIM” EM P3 ? Nzo SIM
P4 Esses problemas de ansiedade lhe causaram sofrimento importante ou perturbaram de >
forma significativa seu trabalho, suas atividades cotidianas ou suas relagdes sociais? NAO SIM 11

P5 a Estavausando alguma droga ou medicamento logo antes desses problemas comegarem ? ONio OSim
b Teve alguma doenga fisica logo antes desses problemas comegarem? ONio OSim

NO JULGAMENTO DO CLINICO: O USO DE DROGAS/ MEDICAMENTOS OU UMA DOENCA FiSICA E PROVAVELMENTE
A CAUSA DIRETA DA ANSIEDADE GENERALIZADA ? (FAZER PERGUNTAS ABERTAS ADIOCINAIS SE NECESSARIO).

P5 (SUMARIO): UMA CAUSA ORGANICA FOI EXCLUIDA? NAO SIM 12

P5 (SUMARIO) E COTADA SIM ? NAO SIM

TRANSTORNO DE ANSIEDADE
GENERALIZADA ATUAL

P6 P5 (SUMARIO) E COTADA NAOE P5 b E COTADA SIM ? NAO SIM

TRANSTORNO DE ANSIEDADE
GENERALIZADA ATUAL
devido a condi¢do médica geral

P7 P5 (SUMARIO) E COTADA NAO E P5 a E COTADA SIM ? NO YES
TRANSTORNO DE ANSIEDADE
GENERALIZADA ATUAL
induzido por substincia
CRONOLOGIA
P8 Que idade tinha quando, pela primeira vez, apresentou essas preocupagdes excessivas/ I:Iidade 13

esses problemas de ansiedade ?

P9 No ultimo ano, durante quantos meses apresentou essas preocupagdes excessivas / |:| 14

esses problemas de ansiedade, de forma persistente ?
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Q. TRANSTORNO DA PERSONALIDADE ANTI-SOCIAL (opcional)

(> SIGNIFICA: IR DIRETAMENTE AO(S) QUADRO(S) DIAGNOSTICO(S), ASSINALAR NAO EM CADA UM E PASSAR AO MODULO SEGUINTE)

Q1 Antes dos 15 anos:
a  Freqiientemente faltou a escola ou passou a noite fora de casa ?
b  Freqiientemente mentiu, passou a perna/ enganou os outros ou roubou ?
¢ Provocou, ameagou ou intimidou os outros ?
d  Destruiu ou incendiou coisas de propdsito ?
e  Machucou animais ou pessoas de propdsito ?
f  Forgou alguém a ter relagdes sexuais com vocé?
HA PELO MENOS 2 RESPOSTAS “SIM” EM Q1?

NAS QUESTOES ABAIXO, NAO COTAR “SIM” SE OS COMPORTAMENTOS DESCRITOS
ACONTECEM UNICAMENTE EM CONTEXTOS POLITICOS OU RELIGIOSOS ESPECIFICOS.

Q2 Depois dos 15 anos:

a  Freqiientemente teve comportamentos que os outros achavam irresponsaveis, como
ndo pagar as dividas, agir impulsivamente ou ndo querer trabalhar para se sustentar?

b Fez coisas ilegais (mesmo que ndo tenha sido preso), como destruir a propriedade
dos outros, roubar, vender droga ou cometer um crime?

¢ Freqiientemente foi violento fisicamente, inclusive com seu(sua) companheiro (a)
ou seus filhos ?

d Freqiientemente mentiu, passou a perna ou enganou 0s outros para obter dinheiro
ou prazer ou mentiu apenas para se divertir ?

e  Expds pessoas a perigos sem se preocupar com elas?

f  Nao sentiu nenhuma culpa depois de ter mentido, ferido, maltratado ou roubado alguém,
ou destruido a propriedade alheia ?
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HA PELO MENOS 3 RESPOSTAS "SIM" EM Q2 ?

NAO SIM 1
NAO SIM 2
NAO SIM 3
NAO SIM 4
NAO SIM 5
NAO SIM 6
>

NAO SIM

NAO SIM 7
NAO SIM 8
NAO SIM 9
NAO SIM 10
NAO SIM 11
NAO SIM 12

NAO SIM

TRANSTORNO DA PERSONALIDADE

ANTISOCIAL VIDA INTEIRA

TRANSTORNO DE DEFICIT DE ATENCAO / HIPERATIVIDADE

(Adulto)

(> SIGNIFICA: IR DIRETAMENTE AO(S) QUADRO(S) DIAGNOSTICO(S), ASSINALAR NAO EM CADA UM E PASSAR AO MODULO SEGUINTE)

Quando crianca:
W5 a Eraativo(a), inquieto(a), agitado(a), impaciente, estava sempre “a todo vapor” ?
b Era desatento(a) e se destraia com facilidade ?
¢ Eraincapaz de se concentrar na escola ou quando fazia tarefas de casa ?
d Naio conseguia terminar as coisas como tarefas escolares, projetos, etc ?
e Tinha o estopim curto, era irritdvel ou tendia a ser explosivo(a) ?
f  As coisas tinham que ser repetidas varias vezes para vocé para que as fizesse ?

¢ Tendia a ser impulsivo(a) sem pensar nas consequéncias ?
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h  Tinha dificuldades de esperar a sua vez, precisando sempre ser o(a) primeiro(a) ?
i Se metia em brigas ou aborrecia/ incomodava outras criangas ?
j  Teve reclamagdes da escola sobre seu comportamento ?

W5 (SUMARIO): HA 6 OU MAIS QUESTOES COTADAS SIM EM W5?

w6 Alguns desses problemas de agitagdo ou de falta de atengdo de que falamos
comegaram antes dos 7 anos de idade ?

Enquanto adulto:
W7 a Ainda é muito distraido (a) ?

b E intrometido(a), ou diz coisas para amigos, ou no trabalho ou em casa, das quais se
arrempende depois?

¢ E impulsivo(a), ainda que tendo melhor controle do que quando era crianga ?

d Ainda ¢ muito inquieto(a), agitado(a), impaciente, esta sempre “a mil por hora”,
ainda que tendo melhor controle do que quando era crianga ?

e Ainda ¢ irritavel e fica muito enraivecido(a) sem necessidade ?

f  Ainda ¢ impulsivo(a), por exemplo, tende a gastar mais dinheiro do que realmente deveria ?
g Tem dificuldades de organizar seu trabalho?

h  Tem dificuldades de se organizar mesmo fora do seu trabalho?

i E subempregado(a) ou trabalha aquem de suas possibilidades ?

j Nao tem o éxito/ o sucesso que corresponde as expectativas que as pessoas tém em relagdo
as suas habilidades / capacidades ?

k  Mudou de emprego ou foi demitido(a) mais frequentemente que outras pessoas ?
1 Sua (seu) companheira (0) queixa-se de sua falta de atengdo em relagdo a ela(e) e/ou a familia ?
m  Se divorciou duas ou mais vezes, ou trocou de parceiro(a)s mais frequentemente que outras pessoas ?
n Sente-se as vezes como se estivesse numa neblina, ou como uma TV com chuvisco ou fora de foco?
W7 (SUMARIO): HA 9 OU MAIS QUESTOES COTADAS SIM EM W72
w38 Esses comportamentos lhe causaram problemas em duas ou mais das seguintes situagdes:

na escola, no trabalho, em casa, ou com seus amigos ou familiares ?

W8 E COTADA SIM ?
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NAO SIM 28
NAO SIM 29
NAO SIM 30
>
NAO SIM
>
NAO SIM 31
NAO SIM 32
NAO SIM 33
NAO SIM 34
NAO SIM 35
NAO SIM 36
NAO SIM 37
NAO SIM 38
NAO SIM 39
NAO SIM 40
NAO SIM 41
NAO SIM 42
NAO SIM 43
NAO SIM 44
NAO SIM 45
>
NAO SIM
>
NAO SIM 46
NAO SIM

TRANSTORNO DE DEFICIT DE
ATENCAO/ HIPERATIVIDADE
(ADULTO)

ATUAL

X. TRANSTORNO DE AJUSTAMENTO

(= SIGNIFICA: IR DIRETAMENTE AO(S) QUADRO(S) DIAGNOSTICO(S), ASSINALAR NAO EM CADA UM E PASSAR AO MODULO SEGUINTE)

MESMO SE UM FATOR ESTRESSANTE ESTA PRESENTE OU DESENCADEOU O(S) TRANSTORNO(S) DO(A) ENTREVISTADO(A),

NUNCA USE O DIAGNOSTICO DE TRANSTORNO DE AJUSTAMENTO EM PRESENCA DE QUALQUER OUTRO TRANSTORNO

PSIQUIATRICO. PULAR O MODULO TRANSTORNO DE AJUSTAMENTO SE OS SINTOMAS DO(A) ENTREVISTADO(A) ~
PREENCHEM OS CRITERIOS PARA QUALQUER TRANSTORNO DO EIXO 1 OU CORRESPONDEM A UMA MERA EXACERBACAO

DE UM TRANSTORNO DO EIXO I OU II PRE-EXISTENTE.

X1 Tem apresentado problemas emocionais ou de comportamento decorrentes de algum fato
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ou situagdo de vida muito estressante ? [EXEMPLOS: ansiedade, depressao, queixas fisicas,
comportamentos desviantes (brigas, dirigir perigosamente, vandalismo, faltar as aulas,
desrespeitar os direitos dos outros, fazer coisas ilegais)].

>
X2 Esses problemas emocionais ou de comportamento comegaram durante os 3 meses que NAO SIM 2
se seguiram ao fato ou a situagdo de vida estressante de que falou ?
2>
X3 a Esses problemas emocionais ou de comportamento o(a) perturbam mais do que se poderia esperar ? NAO SIM 3
b Esses problemas emocionais ou de comportamento o(a) perturbam no seu trabalho, na escola, >
nas suas atividades cotidianas ou nas suas relagdes sociais ? NAO SIM 4
X4 Esses problemas emocionais ou de comportamento foram inteiramente causados pela perda de
uma pessoa querida (luto)?A gravidade desses problemas, sua duragdo e as dificuldades que eles
provocaram foram iguais ao que outros sofreriam se estivessem na mesma situagao ?
>
UM LUTO NAO COMPLICADO FOI EXCLUIDO ? NAO SIM 5
>
X5 Esses problemas emocionais ou de comportamento persistiram durante mais de 6 meses depois NAO SIM 6
que esse fato / situagdo de vida estressante terminou ? (SE O FATO / SITUACAO ESTRESSANTE
AINDA ESTA PRESENTE COTAR NAO).
OS SEGUINTES SINTOMAS EMOCIONAIS / DE COMPORTAMENTO ESTAO PRESENTES ?
ASSINALAR TUDO QUE
QUALIFICADORES: FOR APROPRIADO
A Depressio, crises de choro, desesperanga. O
B Ansiedade, nervosismo, agitagdo, preocupagdes. O
C Comportamentos desviantes (brigas, dirigir perigosamente, vandalismo, faltar as aulas, O
desrespeitar os direitos dos outros, fazer coisas ilegais)
D Problemas no trabalho, na escola, queixas fisicas, retraimento social. O
SE ASSINALADOS:
* Somente A, cotar Transtorno de Ajustamento com humor depressivo (309.0)
*  Somente B, cotar Transtorno de Ajustamento com ansiedade (309.24)
*  Somente C, cotar Transtorno de Ajustamento com perturbagéo da conduta (309.3)
* Somente A e B, cotar Transtorno de Ajustamento misto de ansiedade e depressio (309.28)
* Ce (A ou B), cotar Transtorno do Ajustamento com perturbagdo mista das emogdes e conduta (309.4)
+  Somente D, cotar Transtorno do Ajustamento Inespecificado (309.9)
SE X5 =NAO, COTAR SIM E ESPECIFICAR OS QUALIFICADORES NAO SIM
TRANSTORNO DE AJUSTAMENTO
com
(qualificadores)
RELACAO DE DIAGNOSTICOS DSM-IV/CID-10 - CODIGOS PARA DIAGNOSTICOS DO M.LN.L
Transtorno Depressivo Maior Fobia Social (Tr. de Ansiedade Social)
Episodio Unico/F32.x 300.23/F40.1
296.20/F32.9 inespecificado Fobia Especifica
296.21/F32.0 leve 300.29/F40.2
296.22/F32.1 moderado Transtorno Obsessivo-compulsivo
296.23/F32.2 severo sem aspectos psicoticos 300.30/F42.8
296.24/F32.3 severo com aspectos psicoticos Transtorno de Ansiedade Generalizada
296.25/F32.4 em remissdo parcial 300.02/F41.1
296.26/F32.4 em remissdo completa Abuso / Dependéncia de Substancias
Episédio Recorrente/F33.x 303.90/F10.2x Dependéncia do Alcool
296.30/F33.9 inespecificado 305.00/F10.1 Abuso do Alcool
296.31/F33.0 leve 305.20/F12.1 Abuso de Cannabis
296.32/F33.1 moderado 305.30/F16.1 Abuso de alucindgenos
296.33/F33.2 severo sem aspectos psicoticos 305.40/F13.1 Abuso de Sedativos, Hypnoticos
296.34/F33.3 severo com aspectos psicoticos ou Ansioliticos
296.35/F33.4 em remissdo parcial 305.50/F11.1 Abuso de opidides
296.36/F33.4 em remissdo completa 305.60/F14.1 Abuso de cocaina
Transtorno Distimico 305.70/F15.1 Abuso de anfetaminas
300.4/F34.1 305.90/F15.00 Intoxicagdo por cafeina
Mania 305.90/F18.1 Abuso de inalantes
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Tr. Bipolar I, Episédio Maniaco unico /F30.x 305.90/ Abuso de outras substincias
296.00 inespecificado F19.00-F19.1 Abuso
296.01/F30.1 leve 305.90/F19.1 Abuso de Fenciclidina
296.02/F30.1 moderado Transtornos Psicoéticos
296.03/F30.1 severo sem aspectos psicoticos 295.10/F20.1x Esquizofrenia, Tipo Disorganizado
296.04/F30.2 severo com aspectos psicoticos 295.20/F20.2x Esquizofrenia, Tipo Catatonico
296.05/F30.8 em remissdo parcial 295.30/F20.0x Esquizofrenia, Tipo Paranoide
296.06/F30.8 em remissdo completa 295.40/F20.8 Transtorno Esquizofreniforme
Tr. Bipolar I, Episédio Mais Recente: Maniaco /F31.x 295.60/F20.5x Esquizofrenia, Tipo Residual
296.40/F31.0 Hipomaniaco 295.70/F25.x Transtorno Esquizoafetivo
296.40 inespecificado 295.90/F20.3x Esquizofrenia, Tipo Indiferenciado
296.41/F31.1 leve 297.10/F22.0 Transtorno Delirante
296.42/F31.1 moderado 297.30/F24 Transtorno Psicotico Compartilhado
296.43/F31.1 severo sem aspectos psicoticos
296.44/F31.2 severo com aspectos psicoticos 293.81/F06.2 Transtorno Psicético devido a........
296.45/F31.7 em remissdo parcial (indicar a condi¢do médica geral)
296.46/F31.7 em remissdo completa com Delirios
Tr. Bipolar I, Episédio Mais Recente: Depressivo /F31.x 293.82/F06.0  Transtorno Psicético devido a......
296.50 inespecificado (indicar a condi¢ao médica geral)
296.51/F31.3 leve com Alucinagdes
296.52/F31.3 moderado 293.89/F06.4 Transtorno Ansioso devido a........
296.53/F31.4 severo sem aspectos psicoticos (indicar a condi¢@o médica geral)
296.54/F31.5 severo com aspectos psicoticos 293.89/F06.x Transtorno Catatonico devido a.....
296.55/F31.7 em remissdo parcial (indicar a condi¢ao médica geral)
296.56/F31.7 em remissdo completa
Tr. Bipolar 1, Episédio Mais Recente: Misto /F31.x 298.80/F23.xx Transtorno Psicotico Breve
296.60 inespecificado 298.90/F29 Transtorno Psicotico SOE
296.61/F31.3 leve
296.62/F31.3 moderado Anorexia Nervosa
296.63/F31.4 severo sem aspectos psicoticos 307.10/F50.0
296.64/F31.5 severo com aspectos psicoticos Bulimia Nervosa
296.65/F31.7 em remissao parcial 307.51/F50.2
296.66/F31.7 em remissdo completa Transtorno de Estresse Pos-Traumatico
296.70/F31.9 Tr. Bipolar I, Episodio Mais Recente: Inespecificado 309.81/F43.1
296.80/F31.9 Tr. Bipolar I, SOE Risco de Suicidio
296.89/F31.8 Tr. Bipolar II Nenhum cddigo alocado
Transtorno da Personalidade Anti-social
Transtorno do Pinico/F40.01 301.70/F60.2
300.01/F41.0 Sem Agorafobia Transtornos Somatoformes
300.21/F40.01 Com Agorafobia 300.81/F45.0 Transtorno de Somatizagdo
Agoraphobia 300.70/F45.2 Hipocondria
300.22/F40.00 Sem historia de Transtorno de Panico 300.70/F45.2 Transtorno Dismorfico Corporal
Transtornos Dolorosos
307.80/F45.4 Transtorno Doloroso associado com fatores psicologicos
307.89/F45.4 Transtorno Doloroso associado com fatores psicoldgicos e com uma condi¢do médica geral

Transtorno da Conduta
312.80/F91.8
Transtornos de Déficit de Atenciio/ Hiperatividade
314.01/F90.0 Transtorno de Déficit de Atengao/ Hiperatividade, Tipo Combinado

314.00/F98.8 Transtorno de Déficit de Atengao/ Hiperatividade, Tipo Predominantemente Desatento

314.01/F90.0 Transtorno de Déficit de Atengao/ Hiperatividade, Tipo Predominantemente Hiperativo-impulsivo
Transtornos de Ajustamento

309.00/F43.20 Transtorno de Ajustamento com humor depressivo

309.24/F43.28 Transtorno de Ajustamento com ansiedade

309.28/F43.22 Transtorno de Ajustamento misto de ansiedade e depressao

309.30/F43.24 Transtorno de Ajustamento, com perturbagdo da conduta

309.40/F43.25 Transtorno de Ajustamento, com perturbagao mista das emogdes e conduta

309.90/F43.9 Transtorno de Ajustamento, sem especificagido

Transtorno Disférico Pré-menstrual
Nenhum cédigo alocado

CRITERIOS PARA EXCLUIR OUTROS TRANSTORNOS DO EIXO I
[Em caso de comorbidade, o seguinte algoritmo (ou hierarquia de transtornos baseada no DSM-IV) pode ser usada para reduzir o nimero de transtornos comorbidos
aqueles provavelmente mais significativos clinicamente.]

Questio Sim Nao
Os sintomas de X sdo exclusivamente restritos a, ou melhor explicados por Y, Z? [} [m]

Se o diagnostico X foi feito, faga a pergunta acima, inserindo o diagnostico X na coluna 1, e os diagnosticos Y, Z correspondentes na coluna 2

Em qualquer situaciio em que:
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Diagnéstico X esta presente, manté-lo

A Episodio Depressivo Maior
(EDM)

- Q =2 = g O w

o

= Q0 Zz zZz - R

=)

Transtorno Distimico

Risco de Suicidio

Episodio (Hipo)Maniaco
Transtorno de Panico
Agoraphobia

Fobia Social

Fobia Especifica
Obsessive-Compulsive Disorder
Tr. de Estresse Pos-Traumatico
Abuso/ Dependéncia de alcool
Abuso/ Dependéncia de Drogas
(Nao-alcool)

Transtorno Psicético

Anorexia Nervosa

Bulimia Nervosa

Tr. Ansiedade Generalizada

Tr. Personalidade Anti-social

a menos que o transtorno
seja exclusivamente
restrito a , ou melhor

explicado pelo(s)

diagnostico(s) Y, Z,etc

Tr. de Déficit de Atencao/ " "

Hiperatividade (TDAH)

X  Transtorno de Ajustamento
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Diagnoésticos Y, Z, ete.

Episodios Hipomaniaco, maniaco e misto, Tr. Esquizoafetivo, Tr. Esquizofre-

niforme, Tr. Delirante, Tr. Psicotico ndo especificado

EDM ou Mania

Pode coexistir com qualquer Transtorno do eixo I

EDM ocorrendo na mesma semana = episodio misto

Fobia Social e Especifica, TOC ou Tr. de Estresse Pos-Traumatico
Fobia Social e Especifica, TOC ou Tr. de Estresse Pos-Traumatico
Tr. Panico ou Agorafobia

Tr. Panico ou Agorafobia, ou TOC ou Tr. de Estresse Pos-Traumatico
Qualquer outro transtorno do eixo I

Agorafobia

Pode coexistir com qualquer Transtorno do eixo I

Pode coexistir com qualquer Transtorno do eixo I

Pode coexistir com qualquer Transtorno do eixo I

Pode coexistir com qualquer Transtorno do eixo I

Pode coexistir com qualquer Transtorno do eixo I

EDM, Distimia, Mania, Tr. Psicético, Tr. Panico, Fobia Social e Especifica,
TOC, Tr. de Estresse Pos-Traumatico, Tr. Ansioso

Tr. Psicotico, Mania

Tr. Psicotico, Mania, EDM, Tr. Ansioso, Tr. da Conduta

Qualquer transtorno do eixo I
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TRANSTORNOS PSICOTICOS: ALGORITMOS DIAGNOSTICOS |

Fazer um circulo na alternativa diagndstica apropriada e especificar se o Transtorno é Atual (M11c = SIM) e/ou Vida Inteira
(M11d = SIM). Um diagnéstico positivo exclui todos os outros. Se o critério A da Esquizofrenia n&o foi preenchido atualmente
(M11c = NAO), mas esta presente ao longo da vida (M11d = SIM), os diagndsticos Atual e Vida Inteira poderéo ser diferentes.

Critério “A” da Esquizofrenia Preenchido
(M11c E /OU M11d = SIM)

Sintomas psicéticos e afetivos Sintomas psicéticos e afetivos Sintomas psicéticos e afetivos
sempre juntos nunca juntos as vezes juntos
M21 = SIM M19d = NAO M21 = NAO
ou ou E
M22 = NAO M20 = NAO M22 = SIM
* 1
“TRANSTORNO-DO HUMOR - Sintc;r::aasmp::(a:i(;ticos Sintomas afetivos dur?m mais
."com’aspectos. psicéticos’. .’ M23 = 2 ou mesma duragao
.................................... M23=10U M23 =3
Passar aos Algoritmos Diagndsticos I |
para os Transtornos do Humor: item 2a I I — I —
M19C = NAO M19c = NAO
M19c = SIM E E B
M19b = SIM M19b = NAO
"TRANSTORNO -
. .E.SQUIZ.QAFETIV.O. et
'Ata_ai-'-:;:;|:|.-. .
1" Vida Inteira .-
| | |
Duracio da Psicose Duracio da Psicose Duracéo da Psicose
<1 més > 6 meses > 1 to < 6 meses
M17 =1 M17=3 M17 =2
Disfungio Disfungéo I - - - -
Ausente Presente Disfuncao Disfungéo
M16a = NAO M16a = SIM Ausente Presente
= M16a = NAO M16a = SIM
E M16b+—1 ou M1$>1 E M16b <2 OU M16b >3
' 'I"RANSTORNQ' BSICOTICC TRANSTORNO PSICOTICO SdE L ZESQU'?QFREN."} o
E el e SRR\ {11: |
"'A’taa[-: '-:-El-. ........ AR it [
.................. -Vida Intéira D L T,
(L Vida thteira.
TRANSTORNO DO HUMOR SOE.
........... Vida Inteira . ...
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TRANSTORNOS PSICOTICOS : ALGORITMOS DIAGNOSTICOS II

Fazer um circulo na alternativa apropriada e especificar se o Transtorno é Atual (M11c = NAO) e/ou Vida Inteira (M11d = NAO).
Um diagnéstico positivo exclui todos os outros. Se o critério A da Esquizofrenia n&o foi preenchido atualmente (M11c = NAO),
mas esta presente ao longo da vida (M11d = SIM), os diagndsticos Atual e Vida Inteira poderao ser diferentes.

Criterio “A” da Esquizofrenia NAO Preenchido
(M11c E/OU M11d = NAO)

Sintomas psicéticos e afetivos Sintomas psicéticos e‘afetivos Sintomas psicéticos e afetivos
sempre juntos nunca juntos as vezes juntos
M21_ = SIM M1QgJ NAO M21E= NAO
M22_ = NAO M20 = NAO M22 = SIM
v , |
. TRANSTORNQ-DO-HUMOR - _- , —— . — .
........... wan e Sintomas psicéticos Sintomas psicéticos duram mais
cqmaspectqs pSICOtlcos . duram mais ou mesma duragio
M23 =2 = =
Passar aos Algoritmos Diagndsticos IlI: M23=10OU M23=3
para os Transtornos do Humor: item 21
Duragdo <1 més Duragio >1 més
M17 =1 M17=2 OU M17=3
O sintoma psicético é uma O sintoma psicético é uma
alucinagao auditiva ou visual idéia delirante nao-bizarra
(M6 OU M7 = SIM) (M10U M4 OU M5 = SIM)
Disfungdo Ausente Disfuncéao Presente T'RANSTORNO DELIRANT .
M16a = NAO M16a = SIM A
E M16b =1 OU M16b=2,30u4 ST R
+ AU B B Vida Infeira - 1 - -
TRANSTORNO PSICOTICO- - -
JBREVE. ...l
oAl R
. Vidainteira 7]
TRANSTORNOQ-PSICOTICO SOE
o Ataal
[0+ VidaInteira .
.TRANSTORNO DO HUMOR-SOE
. VidadInteira -t te LTl ‘
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TRANSTORNOS DO HUMOR : ALGORITMOS DIAGNOSTICOS IIT

Consultar os Modulos: A [Episodio Depressivo Maior]
D [Episédio (Hipo)Maniaco]
M [Transtornos Psicéticos]

155

MODULO M: Diagnéstico diferencial entre Transtornos Psicéticos e do Humor

1 a M20 =NAO ? NAO SIM
b M21=NAO EM22=SIM? NAO SIM = COTAR NAO EM 2¢, 2d E 2e
c M21 = SIM OU M22=NAO? NAO SIM
MODULOS A e D:
2 a  UMA IDEIA DELIRANTE FOI IDENTIFICADA EM A3e? Nio O Sim O
b UMA IDEIA DELIRANTE FOI IDENTIFICADA EM D3a? Nio O Sim O

¢ A8 =SIM (Episodio Depressivo Maior presente)
E
D6 e D7 = NAO (Episodios Hipomaniaco e Maniaco ausentes)?

Especificar: B
SEM Aspectos Psicoticos (AP): SE 1a =SIM E 2a = NAO

COM Aspectos Psicoticos (AP): SE 1¢ = SIM OU 2a = SIM

Especificar se o episédio depressivo é Atual ou Passado
(Questao A8)

d D7 =SIM (Episoédio Maniaco presente)?

Especificar: B B
SEM Aspectos Psicoticos (AP): SE 1a=SIM E [2a = NAO E 2b = NAO]
COM Aspectos Psicoticos (AP): SE 1¢ = SIM OU[2a = SIM OU 2b = SIM]

Especificar se o episédio de humor mais recente é Atual ou Passado
(Questoes A8 ou D6 ou D7)

e A8 =SIM (Episodio Depressivo Maior presente)
E
D6 = SIM (Episddio Hipoaniaco presente)?
E
D7 = NAO (Episédio Maniaco ausente)?

Especificar se o episodio de humor mais recente ¢ Atual ou Passado
(Questoes A8 ou D6)

M.LN.L Plus 5.0.0 (Julho, 2002)

NAO SIM
TRANSTORNO DEPRESSIVO
MAIOR
Sem AP |
Com AP O
Atual O
Passado O
NAO SIM
TRANSTORNO BIPOLAR I
Sem AP (|
Com AP O
Atual m}
Passado m}
NAO SIM
TRANSTORNO BIPOLAR 11
Atual O
Passado O
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ANEXO

MINI PLUS DSM-IV 5.0.0 - versao brasileira
Avaliagao dos Transtornos Psicéticos (TP) e do Humor (TH)
Ficha de conclus&o diagnostica

NOME DO(A) ENTREVISTADO(A):
NUMERO DO PROTOCOLO:
DATA DA ENTREVISTA :

NOME DO(A) ENTREVISTADOR(A):

1. DIAGNOSTICO(S) DSM-IV GERADO(S) PELO MINI PLUS

Assinalar o que for pertinente. Consultar os médulos M, A e D, os algoritmos diagndsticos I, Il e Ill e a questéo 2 da ficha de conclusdo diagndstica
(diagnéstico atual corrigido de TP).

TRANSTORNOS PSICOTICOS (codigo) VIDAINTEIRA Mgl Atual corrigido
. Esquizofrenia (295.1-295.6) O O O
e Transtorno Esquizofreniforme (295.4) O O O
e Transtorno Esquizoafetivo (295.7) O O O
e TP Breve (295.8) O O
e Transtorno Delirante (297.1) O ]
e TP devido a condigdo médica geral (293.81-82) | O
e TP induzido por substancia(s) (291.5; 292.11-12) O ]
e TP sem outra especificagdo (298.9) O ]
TRANSTORNOS DO HUMOR (cédigo)
e Transtorno Depressivo Maior (296.20-36) O O

0O com aspectos psicoticos (296.24; 296.34)
0 sem aspectos psicoticos
e Transtorno Bipolar tipo | (296.0x; 296.4x-5x-6x-7) | ]
0 com aspectos psicoticos (296.04-44-54-64)
0 sem aspectos psicoticos

e Transtorno Bipolar tipo Il (296.89) O a
e  THsem outra especificacdo (296.9) |
e THdevido & condi¢do médica geral (293.83) O O

0 Episodio Depressivo Maior
0 Episodio Hipomaniaco
0 Episddio Maniaco
e THinduzido por substancia(s) (291.8; 292.84) O a
0 Episodio Depressivo Maior
0 Episédio Hipomaniaco
0 Episédio Maniaco

2. DIAGNOSTICO CORRIGIDO DE TRANSTORNO PSICOTICO ATUAL

O MINI Plus gerou um diagndstico Vida Inteira de Esquizofrenia ou de Transtorno Esquizofreniforme ou de Transtorno Esquizoafetivo, mas o diagnastico
atual correspondente ¢ diferente porque o critério A da Esquizofrenia ndo foi preenchido no momento atual (M11c = NAQ)?

0 NAO 0 siM

SE SIM: O TP atual identificado é uma expressao sintoméatica atenuada (fase residual) do TP diagnosticado ao longo da vida ? O NAO
O siM

SE SIM: Assinalar, na coluna correspondente do quadro de diagnésticos ( pagina anterior), o
“diagndstico atual corrigido”
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3. DIAGNOSTICO ATUAL PRINCIPAL

Em caso de multiplos diagnésticos do MINI Plus, anotar aqui o diagndstico atual principal:

4. DUVIDAS DIAGNOSTICAS

(a) Existe duvida sobre a presenga de causa(s) organica(s) que podem explicar :
o(s) episodio(s) psicotico(s) (M12d) ? ONAO Osim

o(s) episodio(s) depressivo(s) (A7 sumario) ? ONAO OsIiMm

o(s) episadio(s) (hipo)maniaco(s) (D4 sumario) ? O NAO O SIM

SE SIM: Anotar as razdes da(s) duvida(s) e sua(s) hipotese(s) diagnostica(s), se existentes:

(b) Anotar outros pontos de duvida da entrevista, se existentes:

5. DIAGNOSTICO(S) CLINICO(S) DO(A) ENTREVISTADOR(A)
(a) Existe um diagnéstico provisdrio de “TP sem outra especificagdo” porque o(a) entrevistado(a) ndo descreveu nenhum SX psicético,
mas vocé identificou algum(ns) durante a entrevista (M11b = SIM) ? O NAO O siM

SE SIM: Anotar seu diagnéstico pessoal correspondente e uma breve justificativa:

(b) Existem SX psicéticos descritos e observados, mas com duragao inferior a 1 dia (M14) ?
O NAO O Sim

SE SIM: Anotar seu diagndstico pessoal correspondente e uma breve justificativa:

(c) Ha diagnostico(s) do MINI Plus com ofs) qual(is) vocé ndo concorda ? O NAO O SIM

SE SIM: Anotar brevemente as razdes dessa(s) discordancia(s), bem como seu(s)
diagnéstico(s) pessoal(is) correspondente(s), precisando o diagndstico atual principal:

6. OUTRAS OBSERVAGOES

Anote aqui outras informagdes importantes, em particular fatores que tenham eventualmente prejudicado a avaliagéo diagnéstica através do MINI
Plus (dificuldades de aplicagdo da entrevista, particularidades clinicas do/a entrevistado/a...)

M.LN.L Plus 5.0.0 (Julho, 2002)
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ANEXO D — PARECERES DO COMITE DE ETICA EM PESQUISA DA UFCSPA



Parecer Consubstanciado de Projeto de Pesquisa

Titulo do Projeto: Transtorno de humor e conduta anti-social em mulheres: avaliagio de
trauma de infancia

| Pesquisador Responsavel : José Geraldo Vernet Taborda Parecer 1112/10 ]
| Data da Versdo | |Cadastro 585/10 | | Data do Parecer 10/06/2010 |
| Grupo e Area Tematica Classificacio utilizada pela CONEP ]
Objetivos do Projeto

Geral:: Avaliar a associacio entre eventos de vida trauméticos entre individuos: saudaveis,
com psicopatologia, com conduta anti-social e com psicopatologia e conduta anti-social.

Sumario do Projeto

Comentarios sobre os iteas de
Estudo realizado em: Hospital Presidente Vargas, Instituto Psiquidtrico
Forense e Penitenclana Feminina Madre Pelietier.

[Introdugao | Adequada l

Comentérios sobre a Introdugdo

[Objetivos | Adequados e
Comontarios sobre os Objetivos

P
Total 120 Local

:

l%

§
§

5 ;Fl%’;

Adequagao as Normas e Diretrizes Sim
Comentérios sobre os itens de Pacientes @ Métodos
A amostra é composta de presidiarias, pacientes psiquiatricas e outros.

C Adequado
Data de Iniclo prevista JAN 2010
Data de término prevista 2011
Orgamento Adequado
Fonte de financliamento extermna Outras fontes

Pagina 1-2



Comaentanos sobre o Cronograma @ o Orgamento

Comentarios sobre ss Reforéncias Bibllograficas

Recomendacgiio

l Aprovar |

Comentarios Gerais sobre o Projeto

Apds andlise do projeto acima descrito, recomenda-se aprovar. O projeto esta de
acordo com as exigéncias, em seus aspectos éticos e metodologicos, das Diretrizes
e Normas, especialmente as Resolugdes 196/96, 251/97, 292/99, 346/05, 347/05 e

complementares do Conselho Nacional de Salde.

Pégina 2-2
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Parecer Consubstanciado de Projeto de Pesquisa

Titulo do Projeto: Transtorno de humor ¢ conduta anti-social em mulheres: avaliagio de
impulsividade, estilos defensivos e niveis de concentragio de BDNF

| Pesquisador Responséavel: José Geraldo Vemet Taborda  Parecer 1110/10

]

[Data da Versso | [Cadastro: 586

| | Data do Parecer: 10/06/2010

| Grupo e Area Temitica  Classificagdo utilizada pela CONEP

psicopatologia @ conduta anti-social.

Objetivos do Projeto: Avaliar a associagéio entre impulsividade e alteragbes séricas do BDNF
entre individuos: saudaveis, com psicopatologia, com conduta anti-social e com

| Sumario do Projeto

A(bquﬂdo

Adequados

Adequado

N&o necessita

ﬁ

Adequadas

Comantérios sobre o itens de identificagho
Estudo realizado em: Laboratério de Psiquiainia Molecular do HCPA,

Hospital Presidente Vargas, Institulo Psiquistrico Forense e Panitencidna

Feminina Madre P: .
Introd

| Adequada
Comentirios sobre 5 Introdugio
| Objetives | Adequados
Comentarios sobre o5 Objetivos
[Pacientes e Métodos
Delineamento ado

MWM anti
Selegao dos individuos participantes Adeguada

Critérios de inclusio @ exclusio Adequados
Relagio risco- beneficio mQuada
u-o dn plma» N&o utiliza
de uso de drogas (wash out) | Nao utiikzs
Monitoramente da seguranga e dados Adequado
Avaliagao dos dados Adequada - quantitativa
WIM a
Termo de Consentimento Adaguado
Adowok Normas o mo Sim

Comentérios sobre os itens de Pacientes e Métodos
A amostra & composta de presidiirias, pacientes peiquiitricas e outros
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Comaentérios Gerals sobre o Projeto <1
Apés andlise do projeto acima descrito, recomenda-se aprovar. O projeto esta de
acordo com as exigéncias, em seus aspectos éticos e metodolégicos, das Diretrizes

e Normas, especiaimente as Resolugdes 196/96, 251/97, 292/99, 346/05, 347/05
e complementares do Conselho Nacional de Saide.
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GUIDE FOR AUTHORS

Rapid publication is a priority; hence, authors are requested to pay close attention to the following
instructions for the submission of manuscripts to the journal Psychiatry Research.

Preparation of manuscripts

Title page. The Title page should include the author byline, with names of authors on the same line(s).
Superscript letters (a, b, c), not numerals, should be used to key institutional affiliation (if all authors are in
the same department, the superscript letter should be omitted); an asterisk should be entered to designate
the corresponding author. Underneath the byline, institutional affiliations should be listed (department,
institution, city, state or province (if applicable) and country. Funding information should not be included on
the title page but should instead be given following the Discussion section.In an asterisked Corresponding
Author footnote at the bottom of the title page, telephone/fax numbers and e-mail address of the
corresponding author should be provided; e-mail addresses, if desired, may also be provided for the co-
authors (or co-corresponding author, if applicable).

Abstract. The Abstract should be 150-200 words for full-length articles and 100 words for short
communications (formally known as Brief Communications), summarizing the aims of the study, the
methods used, the results and the major conclusions. Do not include a summary at the end of the article.
Note that Psychiatry Research does not use the structured abstract style; do not include bold- faced
headings within the abstract. The Abstract should be a single paragraph. Do not include detailed statistics or
p-values in the abstract; simply say “significant “or “non-significant”.

The abstract should be followed by up to seven key words which accord with the indexing conventions of
Index Medicus. Note that the keywords should not duplicate words used in the title of the article, which will
be automatically indexed.

Text. Although exceptions will be considered, manuscripts should not exceed 5000 words, and shorter
manuscripts (e.g., 3000 words) are preferred. Each article should contain the following major headings:
Introduction (preceded by arabic number 1.), Methods (preceded by number 2.), Results (preceded by
number 3.), Discussion (preceded by number 4.), Acknowledgment (optional section following the
discussion, which should not be preceded by a numeral), and References (should not be preceded by a
numeral).

Subheadings should follow the numbering system used in the major heading; for example, the subheading
"Subjects" within the Methods section should be flush left on a separate line and designated 2.1., the
subheading "Procedures" should be designated 2.2., etc.

Lower level headings, if required, should also be numbered (e.g., "2.1.1. Patients." as a lower order heading
under "2.1. Subjects."). Only the first letter of the first word of each heading should be capitalized.

The use of abbreviations within the text should be minimized, and each abbreviation, when introduced, must
be defined and used consistently thereafter. Systeme International measurements should be used. For
products or instruments (do not abbreviate) used in the research reported, provide the name, city and
country of the supplier in parentheses. All tables and figures must be referred to in the text.

Manuscript categories

Research Articles. Although exceptions will be considered, manuscripts should not exceed 5000 words,
and shorter manuscripts (e.g., 3000 words) are preferred. Each article should contain the following major
headings: Introduction (preceded by arabic number 1.), Methods (preceded by number 2.), Results
(preceded by number 3.), Discussion (preceded by number 4.), Acknowledgment (optional section following
the discussion, which should not be preceded by a numeral), and References (should not be preceded by a
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numeral). Subheadings should follow the numbering system used in the major heading; for
example, the subheading "Subjects" within the Methods section should be flush left on a separate line and
designated 2.1., the subheading "Procedures" should be designated 2.2., etc. Lower level headings, if
required, should also be numbered (e.g., "2.1.1. Patients." as a lower order heading under "2.1.Subjects.").
Only the first letter of the first word of each heading should be capitalized.

Short communications. Short communications (formally called Brief reports) should not exceed 1500
words, including a 100-word abstract, 3 keywords, text, and references plus 1 table or 1 figure.

Case reports. Case reports will only be considered as Correspondence (see following instructions.)

CorrespondenceCorrespondence items (formally Letters to the Editor) should be 750-1000 words or less.
It should not include a title page, abstract or key words. Authors' names and affiliations should be listed at
the end of the letter, along with the corresponding author's email address. There should be no more than 5
references, and no tables or figures.

Manuscript categories

Conflict of interest. All authors are requested to disclose any actual or potential conflict of interest
including any financial, personal or other relationships with other people or organizations within three (3)
years of beginning the work submitted that could inappropriately influence, or be perceived to influence,
their work. Examples of potential conflicts of interest that should be disclosed include employment,
consultancies, stock ownership (except for personal investment purposes equal to the lesser of one percent
(1%) or USD 5000), honoraria, paid expert testimony, patent applications, registrations, and grants. If
there are no conflicts of interest, authors should state that there are none.

Abbreviations. Define abbreviations at their first occurrence in the article. Abbreviations should be defined
when they first occur in the abstract, in the text, and also in tables and figure legends. Once an abbreviation
has been introduced in the main body of the text, it should be used throughout.

Statistical reporting. Statistical reporting should be complete, including at a minimum name of statistical
test, test value, degrees of freedom where appropriate, and p-value. Italic font should be used for n (sample
size) and statistical terms, e.g., t, r, F, U, p.

Submission of manuscripts

Psychiatry Research proceeds totally online via an electronic submission system. In case you do not have an
Internet connection, please contact the Managing Editor for alternative instructions. By accessing the online
submission at https://www.evise.com/profile/api/navigate/PSY you will be guided stepwise through the
creation and uploading of the various files. Authors will be requested to direct the manuscripts to the most
appropriate Section/Category of research to assist in editor assignment.

NOTE TO AUTHORS: Psychiatry Research has a separate section to which neuroimaging-related articles
should be submitted. All articles about MRI, PET, fMRI, SPECT, MEG and topographic EEG should be
submitted to the Neuroimaging Section: http://ees.elsevier.com/psyn Authors may email queries
concerning the submission process or journal procedures to the Managing Editor of Psychiatry Research:
Diane Smedberg (dlsmedberg@gmail.com).

Submission checklist

You can use this list to carry out a final check of your submission before you send it to the journal for
review. Please check the relevant section in this Guide for Authors for more details.

Ensure that the following items are present:

One author has been designated as the corresponding author with contact details:
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¢ E-mail address
o Full postal address

All necessary files have been uploaded:
Manuscript:

¢ Include keyword

¢ All figures (include relevant captions)

o All tables (including titles, description, footnotes)

e Ensure all figure and table citations in the text match the files provided
¢ Indicate clearly if color should be used for any figures in print
Graphical Abstracts / Highlights files (where applicable)

Supplemental files (where applicable)

Further considerations

e Manuscript has been 'spell checked' and 'grammar checked'

¢ All references mentioned in the Reference List are cited in the text, and vice versa

e Permission has been obtained for use of copyrighted material from other sources (including the Internet)
e A competing interests statement is provided, even if the authors have no competing interests to declare
¢ Journal policies detailed in this guide have been reviewed

o Referee suggestions and contact details provided, based on journal requirements

For further information, visit our Support Center.
BEFORE YOU BEGIN

Ethics in publishing
Please see our information pages on Ethics in publishing and Ethical guidelines for journal publication.

Studies in humans and animals

If the work involves the use of human subjects, the author should ensure that the work described has been
carried out in accordance with The Code of Ethics of the World Medical Association (Declaration of Helsinki)
for experiments involving humans. The manuscript should be in line with the Recommendations for the
Conduct, Reporting, Editing and Publication of Scholarly Work in Medical Journals and aim for the inclusion
of representative human populations (sex, age and ethnicity) as per those recommendations. The terms sex
and gender should be used correctly.

Authors should include a statement in the manuscript that informed consent was obtained for
experimentation with human subjects. The privacy rights of human subjects must always be observed.

All animal experiments should comply with the ARRIVE guidelines and should be carried out in accordance
with the U.K. Animals (Scientific Procedures) Act, 1986 and associated guidelines, EU Directive 2010/63/EU
for animal experiments, or the National Institutes of Health guide for the care and use of Laboratory animals
(NIH Publications No. 8023, revised 1978) and the authors should clearly indicate in the manuscript that
such guidelines have been followed. The sex of animals must be indicated, and where appropriate, the
influence (or association) of sex on the results of the study.

Declaration of interest

All authors must disclose any financial and personal relationships with other people or organizations that
could inappropriately influence (bias) their work. Examples of potential competing interests include
employment, consultancies, stock ownership, honoraria, paid expert testimony, patent
applications/registrations, and grants or other funding. Authors must disclose any interests in two places: 1.
A summary declaration of interest statement in the title page file (if double-blind) or the manuscript file (if
single-blind). If there are no interests to declare then please state this: 'Declarations of interest: none'. This
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summary statement will be ultimately published if the article is accepted. 2. Detailed disclosures as
part of a separate Declaration of Interest form, which forms part of the journal's official records. It is
important for potential interests to be declared in both places and that the information matches. More
information.

Submission declaration and verification

Submission of an article implies that the work described has not been published previously (except in the
form of an abstract, a published lecture or academic thesis, see 'Multiple, redundant or concurrent
publication' for more information), that it is not under consideration for publication elsewhere, that its
publication is approved by all authors and tacitly or explicitly by the responsible authorities where the work
was carried out, and that, if accepted, it will not be published elsewhere in the same form, in English or in
any other language, including electronically without the written consent of the copyright- holder. To verify
originality, your article may be checked by the originality detection service Crossref Similarity Check.

Preprints

Please note that preprints can be shared anywhere at any time, in line with Elsevier's sharing policy.
Sharing your preprints e.g. on a preprint server will not count as prior publication (see 'Multiple, redundant
or concurrent publication' for more information).

Use of inclusive language

Inclusive language acknowledges diversity, conveys respect to all people, is sensitive to differences, and
promotes equal opportunities. Articles should make no assumptions about the beliefs or commitments of
any reader, should contain nothing which might imply that one individual is superior to another on the
grounds of race, sex, culture or any other characteristic, and should use inclusive language throughout.
Authors should ensure that writing is free from bias, for instance by using 'he or she', 'his/her' instead of
'he' or 'his', and by making use of job titles that are free of stereotyping (e.g. 'chairperson' instead of
'chairman’ and 'flight attendant’ instead of 'stewardess').

Changes to authorship

Authors are expected to consider carefully the list and order of authors before submitting their manuscript
and provide the definitive list of authors at the time of the original submission. Any addition, deletion or
rearrangement of author names in the authorship list should be made only before the manuscript has been
accepted and only if approved by the journal Editor. To request such a change, the Editor must receive the
following from the corresponding author: (a) the reason for the change in author list and (b) written
confirmation (e-mail, letter) from all authors that they agree with the addition, removal or rearrangement.
In the case of addition or removal of authors, this includes confirmation from the author being added or
removed.

Only in exceptional circumstances will the Editor consider the addition, deletion or rearrangement of authors
after the manuscript has been accepted. While the Editor considers the request, publication of the
manuscript will be suspended. If the manuscript has already been published in an online issue, any requests
approved by the Editor will result in a corrigendum.

Copyright

Upon acceptance of an article, authors will be asked to complete a 'Journal Publishing Agreement' (see more
information on this). An e-mail will be sent to the corresponding author confirming receipt of the manuscript
together with a 'Journal Publishing Agreement' form or a link to the online version of this agreement.

Subscribers may reproduce tables of contents or prepare lists of articles including abstracts for internal
circulation within their institutions. Permission of the Publisher is required for resale or distribution outside
the institution and for all other derivative works, including compilations and translations. If excerpts from
other copyrighted works are included, the author(s) must obtain written permission from the copyright
owners and credit the source(s) in the article. Elsevier has preprinted forms for use by authors in these
cases.

For gold open access articles: Upon acceptance of an article, authors will be asked to complete an 'Exclusive
License Agreement' (more information). Permitted third party reuse of gold open access articles is
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determined by the author's choice of user license.

Author rights
As an author you (or your employer or institution) have certain rights to reuse your work. More information.

Elsevier supports responsible sharing
Find out how you can share your research published in Elsevier journals.

Role of the funding source

You are requested to identify who provided financial support for the conduct of the research and/or
preparation of the article and to briefly describe the role of the sponsor(s), if any, in study design; in the
collection, analysis and interpretation of data; in the writing of the report; and in the decision to submit the
article for publication. If the funding source(s) had no such involvement then this should be stated.

Funding body agreements and policies

Elsevier has established a number of agreements with funding bodies which allow authors to comply with
their funder's open access policies. Some funding bodies will reimburse the author for the gold open access
publication fee. Details of existing agreements are available online.

After acceptance, open access papers will be published under a noncommercial license. For authors
requiring a commercial CC BY license, you can apply after your manuscript is accepted for publication.

Open access

This journal offers authors a choice in publishing their research:

Subscription

¢ Articles are made available to subscribers as well as developing countries and patient groups through our
universal access programs.

¢ No open access publication fee payable by authors.

e The Author is entitled to post the accepted manuscript in their institution's repository and make this public
after an embargo period (known as green Open Access). The published journal article cannot be shared
publicly, for example on ResearchGate or Academia.edu, to ensure the sustainability of peer- reviewed
research in journal publications. The embargo period for this journal can be found below.

Gold open access

¢ Articles are freely available to both subscribers and the wider public with permitted reuse.

e A gold open access publication fee is payable by authors or on their behalf, e.g. by their research funder
or institution.

Regardless of how you choose to publish your article, the journal will apply the same peer review criteria
and acceptance standards.

For gold open access articles, permitted third party (re)use is defined by the following Creative Commons
user licenses:

Creative Commons Attribution-NonCommercial-NoDerivs (CC BY-NC-ND)

For non-commercial purposes, lets others distribute and copy the article, and to include in a collective work
(such as an anthology), as long as they credit the author(s) and provided they do not alter or modify the
article.

The gold open access publication fee for this journal is USD 2900, excluding taxes. Learn more about
Elsevier's pricing policy: https://www.elsevier.com/openaccesspricing.

Green open access

Authors can share their research in a variety of different ways and Elsevier has a number of green open
access options available. We recommend authors see our open access page for further information. Authors
can also self-archive their manuscripts immediately and enable public access from their institution's
repository after an embargo period. This is the version that has been accepted for publication and which
typically includes author-incorporated changes suggested during submission, peer review and in editor-
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author communications. Embargo period: For subscription articles, an appropriate amount of time is
needed for journals to deliver value to subscribing customers before an article becomes freely available to
the public. This is the embargo period and it begins from the date the article is formally published online in
its final and fully citable form. Find out more.

This journal has an embargo period of 12 months.

Elsevier Researcher Academy

Researcher Academy is a free e-learning platform designed to support early and mid-career researchers
throughout their research journey. The "Learn" environment at Researcher Academy offers several
interactive modules, webinars, downloadable guides and resources to guide you through the process of
writing for research and going through peer review. Feel free to use these free resources to improve your
submission and navigate the publication process with ease.

Language (usage and editing services)

Please write your text in good English (American or British usage is accepted, but not a mixture of these).
Authors who feel their English language manuscript may require editing to eliminate possible grammatical or
spelling errors and to conform to correct scientific English may wish to use the English Language Editing
service available from Elsevier's WebShop.

Submission

Our online submission system guides you stepwise through the process of entering your article details and
uploading your files. The system converts your article files to a single PDF file used in the peer-review
process. Editable files (e.g., Word, LaTeX) are required to typeset your article for final publication. All
correspondence, including notification of the Editor's decision and requests for revision, is sent by e-mail.

Submit your article
Please submit your article via https://www.evise.com/profile/api/navigate/PSY.

Referees

Please submit the names and institutional e-mail addresses of several potential referees. For more details,
visit our Support site. Note that the editor retains the sole right to decide whether or not the suggested
reviewers are used.

Please submit, with the manuscript, the names, addresses and e-mail addresses of five potential referees.
Note that the editor retains the sole right to decide whether or not the suggested reviewers are used.

Editorial Policy

Submitted manuscripts will be reviewed anonymously by at least two referees. Should a revised manuscript
be required by the editors, the authors are requested to resubmit their revised manuscript to the journal
within 6 months time. Studies on humans submitted to the journal must comply with the principles laid
down in the Declaration of Helsinki (Br Med J 1964; 2: 177-178). The editors retain the right to reject
papers on the grounds that, in their opinion, the ethical justification is questionable. Manuscripts may be
edited to improve clarity and expression.

Manuscripts that are not published and that are not resubmitted in revised form will be destroyed within 1
year of the date of submission.

PREPARATION

Peer review

This journal operates a single blind review process. All contributions will be initially assessed by the editor
for suitability for the journal. Papers deemed suitable are then typically sent to a minimum of two
independent expert reviewers to assess the scientific quality of the paper. The Editor is responsible for the
final decision regarding acceptance or rejection of articles. The Editor's decision is final. More information on
types of peer review.

Use of word processing software
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It is important that the file be saved in the native format of the word processor used. The text

should be in single-column format. Keep the layout of the text as simple as possible. Most formatting codes
will be removed and replaced on processing the article. In particular, do not use the word processor's
options to justify text or to hyphenate words. However, do use bold face, italics, subscripts, superscripts etc.
When preparing tables, if you are using a table grid, use only one grid for each individual table and not a
grid for each row. If no grid is used, use tabs, not spaces, to align columns. The electronic text should be
prepared in a way very similar to that of conventional manuscripts (see also the Guide to Publishing with
Elsevier). Note that source files of figures, tables and text graphics will be required whether or not you
embed your figures in the text. See also the section on Electronic artwork.

To avoid unnecessary errors you are strongly advised to use the 'spell-check' and 'grammar-check' functions
of your word processor.

Article structure

Subdivision - numbered sections

Divide your article into clearly defined and numbered sections. Subsections should be numbered 1.1 (then
1.1.1, 1.1.2, ...), 1.2, etc. (the abstract is not included in section numbering). Use this numbering also for
internal cross-referencing: do not just refer to 'the text'. Any subsection may be given a brief heading. Each
heading should appear on its own separate line.

Essential title page information

o Title. Concise and informative. Titles are often used in information-retrieval systems. Avoid abbreviations
and formulae where possible

o Author names and affiliations. Please clearly indicate the given name(s) and family name(s) of each
author and check that all names are accurately spelled. You can add your name between parentheses in
your own script behind the English transliteration. Present the authors' affiliation addresses (where the
actual work was done) below the names. Indicate all affiliations with a lower- case superscript letter
immediately after the author's name and in front of the appropriate address. Provide the full postal address
of each affiliation, including the country name and, if available, the e-mail address of each author.

e Corresponding author. Clearly indicate who will handle correspondence at all stages of refereeing and
publication, also post-publication. This responsibility includes answering any future queries about
Methodology and Materials. Ensure that the e-mail address is given and that contact details are kept
up to date by the corresponding author.

e Present/permanent address. If an author has moved since the work described in the article was done,
or was visiting at the time, a 'Present address' (or 'Permanent address') may be indicated as a footnote to
that author's name. The address at which the author actually did the work must be retained as the main,
affiliation address. Superscript Arabic numerals are used for such footnotes.

Highlights

Highlights are mandatory for this journal. They consist of a short collection of bullet points that convey the
core findings of the article and should be submitted in a separate editable file in the online submission
system. Please use 'Highlights' in the file name and include 3 to 5 bullet points (maximum 85 characters,
including spaces, per bullet point). You can view example Highlights on our information site.

Abstract

A concise and factual abstract is required. The abstract should state briefly the purpose of the research, the
principal results and major conclusions. An abstract is often presented separately from the article, so it must
be able to stand alone. For this reason, References should be avoided, but if essential, then cite the
author(s) and year(s). Also, non-standard or uncommon abbreviations should be avoided, but if essential
they must be defined at their first mention in the abstract itself.

Graphical abstract

Although a graphical abstract is optional, its use is encouraged as it draws more attention to the online
article.

The graphical abstract should summarize the contents of the article in a concise, pictorial form designed to
capture the attention of a wide readership. Graphical abstracts should be submitted as a separate file in the
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online submission system. Image size: Please provide an image with a minimum of 531 x 1328
pixels (h x w) or proportionally more. The image should be readable at a size of 5 x 13 cm using a regular
screen resolution of 96 dpi. Preferred file types: TIFF, EPS, PDF or MS Office files. You can view Example
Graphical Abstracts on our information site.
Authors can make use of Elsevier's Illustration Services to ensure the best presentation of their images and
in accordance with all technical requirements.

Keywords

Immediately after the abstract, provide a maximum of 20 keywords, using American spelling and avoiding
general and plural terms and multiple concepts (avoid, for example, 'and’, 'of'). Do not repeat words found
in the title of the manuscript. Be sparing with abbreviations: only abbreviations firmly established in the
field may be eligible. These keywords will be used for indexing purposes.

Abbreviations

Define abbreviations that are not standard in this field in a footnote to be placed on the first page of the
article. Such abbreviations that are unavoidable in the abstract must be defined at their first mention there,
as well as in the footnote. Ensure consistency of abbreviations throughout the article.

In the abstract, define all abbreviations so that electronic searches for commonly used abbreviations or the
full name can be successful. Avoid abbreviations unique to the current article so as to widen the circle of
readers. We recognize that many abbreviations or acronyms may be more familiar to the reader than the
full name. However abbreviations and acronyms used by relatively few other published reports or
abbreviations with several alternatate meanings in data base searches should always be spelled out
throughout the report.

Acknowledgements

Collate acknowledgements in a separate section at the end of the article before the references and do not,
therefore, include them on the title page, as a footnote to the title or otherwise. List here those individuals
who provided help during the research (e.g., providing language help, writing assistance or proof reading
the article, etc.).

Formatting of funding sources
List funding sources in this standard way to facilitate compliance to funder's requirements:

Funding: This work was supported by the National Institutes of Health [grant numbers xxxx, yyyy]; the Bill
& Melinda Gates Foundation, Seattle, WA [grant number zzzz]; and the United States Institutes of Peace
[grant number aaaa].

It is not necessary to include detailed descriptions on the program or type of grants and awards. When
funding is from a block grant or other resources available to a university, college, or other research
institution, submit the name of the institute or organization that provided the funding.

If no funding has been provided for the research, please include the following sentence:

This research did not receive any specific grant from funding agencies in the public, commercial, or not-for-
profit sectors.

Footnotes

Footnotes should be used sparingly. Number them consecutively throughout the article. Many word
processors can build footnotes into the text, and this feature may be used. Otherwise, please indicate the
position of footnotes in the text and list the footnotes themselves separately at the end of the article. Do not
include footnotes in the Reference list.

Artwork
Electronic artwork
General points
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¢ Make sure you use uniform lettering and sizing of your original artwork
e Embed the used fonts if the application provides that option.
¢ Aim to use the following fonts in your illustrations: Arial, Courier, Times New Roman, Symbol, or use fonts
that look similar.
* Number the illustrations according to their sequence in the text.
¢ Use a logical naming convention for your artwork files.
¢ Provide captions to illustrations separately.
¢ Size the illustrations close to the desired dimensions of the published version.
e Submit each illustration as a separate file.
A detailed guide on electronic artwork is available.
You are urged to visit this site; some excerpts from the detailed information are given here.
Formats
If your electronic artwork is created in a Microsoft Office application (Word, PowerPoint, Excel) then please
supply 'as is' in the native document format.
Regardless of the application used other than Microsoft Office, when your electronic artwork is finalized,
please 'Save as' or convert the images to one of the following formats (note the resolution requirements for
line drawings, halftones, and line/halftone combinations given below):
EPS (or PDF): Vector drawings, embed all used fonts.
TIFF (or JPEG): Color or grayscale photographs (halftones), keep to a minimum of 300 dpi.
TIFF (or JPEG): Bitmapped (pure black & white pixels) line drawings, keep to a minimum of 1000 dpi.
TIFF (or JPEG): Combinations bitmapped line/half-tone (color or grayscale), keep to a minimum of 500 dpi.
Please do not:
e Supply files that are optimized for screen use (e.g., GIF, BMP, PICT, WPG); these typically have a low
number of pixels and limited set of colors;
o Supply files that are too low in resolution;
e Submit graphics that are disproportionately large for the content.

Color artwork

Please make sure that artwork files are in an acceptable format (TIFF (or JPEG), EPS (or PDF), or MS Office
files) and with the correct resolution. If, together with your accepted article, you submit usable color figures
then Elsevier will ensure, at no additional charge, that these figures will appear in color online (e.g.,
ScienceDirect and other sites) regardless of whether or not these illustrations are reproduced in color in the
printed version. For color reproduction in print, you will receive information regarding the costs
from Elsevier after receipt of your accepted article. Please indicate your preference for color: in print
or online only. Further information on the preparation of electronic artwork.

Illustration services

Elsevier's WebShop offers Illustration Services to authors preparing to submit a manuscript but concerned
about the quality of the images accompanying their article. Elsevier's expert illustrators can produce
scientific, technical and medical-style images, as well as a full range of charts, tables and graphs. Image
'polishing' is also available, where our illustrators take your image(s) and improve them to a professional
standard. Please visit the website to find out more.

Tables

Please submit tables as editable text and not as images. Tables can be placed either next to the relevant
text in the article, or on separate page(s) at the end. Number tables consecutively in accordance with their
appearance in the text and place any table notes below the table body. Be sparing in the use of tables and
ensure that the data presented in them do not duplicate results described elsewhere in the article. Please
avoid using vertical rules and shading in table cells.

References

Reference links

Increased discoverability of research and high quality peer review are ensured by online links to the sources
cited. In order to allow us to create links to abstracting and indexing services, such as Scopus, CrossRef and
PubMed, please ensure that data provided in the references are correct. Please note that incorrect
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surnames, journal/book titles, publication year and pagination may prevent link creation. When
copying references, please be careful as they may already contain errors. Use of the DOI is highly
encouraged.

A DOI is guaranteed never to change, so you can use it as a permanent link to any electronic article. An
example of a citation using DOI for an article not yet in an issue is: VanDecar J.C., Russo R.M., James D.E.,
Ambeh W.B., Franke M. (2003). Aseismic continuation of the Lesser Antilles slab beneath northeastern
Venezuela. Journal of Geophysical Research, https://doi.org/10.1029/2001]JB000884. Please note the
format of such citations should be in the same style as all other references in the paper.

Web references

As a minimum, the full URL should be given and the date when the reference was last accessed. Any further
information, if known (DOI, author names, dates, reference to a source publication, etc.), should also be
given.

Web references can be listed separately (e.g., after the reference list) under a different heading if
desired, or can be included in the reference list.

Data references

This journal encourages you to cite underlying or relevant datasets in your manuscript by citing them in
your text and including a data reference in your Reference List. Data references should include the following
elements: author name(s), dataset title, data repository, version (where available), year, and global
persistent identifier. Add [dataset] immediately before the reference so we can properly identify it as a data
reference. The [dataset] identifier will not appear in your published article.

Reference management software

Most Elsevier journals have their reference template available in many of the most popular reference
management software products. These include all products that support Citation Style Language styles, such
as Mendeley. Using citation plug-ins from these products, authors only need to select the appropriate
journal template when preparing their article, after which citations and bibliographies will be automatically
formatted in the journal's style. If no template is yet available for this journal, please follow the format of
the sample references and citations as shown in this Guide. If you use reference management software,
please ensure that you remove all field codes before submitting the electronic manuscript. More information
on how to remove field codes from different reference management software.

Users of Mendeley Desktop can easily install the reference style for this journal by clicking the following link:
http://open.mendeley.com/use-citation-style/psychiatry-research

When preparing your manuscript, you will then be able to select this style using the Mendeley plug- ins for
Microsoft Word or LibreOffice.

Reference style

Text: All citations in the text should refer to:

1. Single author: the author's name (without initials, unless there is ambiguity) and the year of publication;
2. Two authors: both authors' names and the year of publication;

3. Three or more authors: first author's name followed by ‘et al.' and the year of publication. Citations may
be made directly (or parenthetically). Groups of references can be listed either first alphabetically, then
chronologically, or vice versa.

Examples: 'as demonstrated (Allan, 2000a, 2000b, 1999; Allan and Jones, 1999).... Or, as demonstrated
(Jones, 1999; Allan, 2000)... Kramer et al. (2010) have recently shown ...

List: References should be arranged first alphabetically and then further sorted chronologically if necessary.
More than one reference from the same author(s) in the same year must be identified by the letters 'a’, 'b’,
'c', etc., placed after the year of publication.

Examples:

Reference to a journal publication:

Van der Geer, J., Hanraads, J.A.J., Lupton, R.A., 2010. The art of writing a scientific article. J. Sci. Commun.
163, 51-59. https://doi.org/10.1016/j.5¢.2010.00372.
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Reference to a journal publication with an article number:

Van der Geer, J., Hanraads, J.A.J., Lupton, R.A., 2018. The art of writing a scientific article. Heliyon. 19,
e€00205. https://doi.org/10.1016/j.heliyon.2018.e00205.

Reference to a book:

Strunk Jr., W., White, E.B., 2000. The Elements of Style, fourth ed. Longman, New York.

Reference to a chapter in an edited book:Mettam, G.R., Adams, L.B., 2009. How to prepare an electronic
version of your article, in: Jones, B.S., Smith , R.Z. (Eds.), Introduction to the Electronic Age. E-Publishing
Inc., New York, pp. 281-304.

Reference to a website:

Cancer Research UK, 1975. Cancer statistics reports for the UK. http://www.cancerresearchuk.org/
aboutcancer/statistics/cancerstatsreport/ (accessed 13 March 2003).

Reference to a dataset:

[dataset] Oguro, M., Imahiro, S., Saito, S., Nakashizuka, T., 2015. Mortality data for Japanese oak wilt
disease and surrounding forest compositions. Mendeley Data, v1. https://doi.org/10.17632/ xwj98nb39r.1.

Video

Elsevier accepts video material and animation sequences to support and enhance your scientific research.
Authors who have video or animation files that they wish to submit with their article are strongly
encouraged to include links to these within the body of the article. This can be done in the same way as a
figure or table by referring to the video or animation content and noting in the body text where it should be
placed. All submitted files should be properly labeled so that they directly relate to the video file's content. .
In order to ensure that your video or animation material is directly usable, please provide the file in one of
our recommended file formats with a preferred maximum size of 150 MB per file, 1 GB in total. Video and
animation files supplied will be published online in the electronic version of your article in Elsevier Web
products, including ScienceDirect. Please supply 'stills' with your files: you can choose any frame from the
video or animation or make a separate image. These will be used instead of standard icons and will
personalize the link to your video data. For more detailed instructions please visit our video instruction
pages. Note: since video and animation cannot be embedded in the print version of the journal, please
provide text for both the electronic and the print version for the portions of the article that refer to this
content.

Data visualization

Include interactive data visualizations in your publication and let your readers interact and engage more
closely with your research. Follow the instructions here to find out about available data visualization options
and how to include them with your article.

Supplementary material

Supplementary material such as applications, images and sound clips, can be published with your article to
enhance it. Submitted supplementary items are published exactly as they are received (Excel or PowerPoint
files will appear as such online). Please submit your material together with the article and supply a concise,
descriptive caption for each supplementary file. If you wish to make changes to supplementary material
during any stage of the process, please make sure to provide an updated file. Do not annotate any

corrections on a previous version. Please switch off the 'Track Changes' option in Microsoft Office files as
these will appear in the published version.

Research data

This journal encourages and enables you to share data that supports your research publication where
appropriate, and enables you to interlink the data with your published articles. Research data refers to the
results of observations or experimentation that validate research findings. To facilitate reproducibility and
data reuse, this journal also encourages you to share your software, code, models, algorithms, protocols,
methods and other useful materials related to the project.

Below are a number of ways in which you can associate data with your article or make a statement about
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the availability of your data when submitting your manuscript. If you are sharing data in one of
these ways, you are encouraged to cite the data in your manuscript and reference list. Please refer to the
"References" section for more information about data citation. For more information on depositing, sharing
and using research data and other relevant research materials, visit the research data page.

Data linking

If you have made your research data available in a data repository, you can link your article directly to the
dataset. Elsevier collaborates with a number of repositories to link articles on ScienceDirect with relevant
repositories, giving readers access to underlying data that gives them a better understanding of the
research described.

There are different ways to link your datasets to your article. When available, you can directly link your
dataset to your article by providing the relevant information in the submission system. For more
information, visit the database linking page.

For supported data repositories a repository banner will automatically appear next to your published article
on ScienceDirect.

In addition, you can link to relevant data or entities through identifiers within the text of your manuscript,
using the following format: Database: xxxx (e.g., TAIR: AT1G01020; CCDC: 734053; PDB: 1XFN).

Mendeley Data

This journal supports Mendeley Data, enabling you to deposit any research data (including raw and
processed data, video, code, software, algorithms, protocols, and methods) associated with your manuscript
in a free-to-use, open access repository. During the submission process, after uploading your manuscript,
you will have the opportunity to upload your relevant datasets directly to Mendeley Data. The datasets will
be listed and directly accessible to readers next to your published article online.

For more information, visit the Mendeley Data for journals page.

Data statement

To foster transparency, we encourage you to state the availability of your data in your submission. This may
be a requirement of your funding body or institution. If your data is unavailable to access or unsuitable to
post, you will have the opportunity to indicate why during the submission process, for example by stating
that the research data is confidential. The statement will appear with your published article on
ScienceDirect. For more information, visit the Data Statement page.

AFTER ACCEPTANCE

Online proof correction

Corresponding authors will receive an e-mail with a link to our online proofing system, allowing annotation
and correction of proofs online. The environment is similar to MS Word: in addition to editing text, you can
also comment on figures/tables and answer questions from the Copy Editor. Web-based proofing provides a
faster and less error-prone process by allowing you to directly type your corrections, eliminating the
potential introduction of errors.

If preferred, you can still choose to annotate and upload your edits on the PDF version. All instructions for
proofing will be given in the e-mail we send to authors, including alternative methods to the online version
and PDF.

We will do everything possible to get your article published quickly and accurately. Please use this proof only
for checking the typesetting, editing, completeness and correctness of the text, tables and figures.
Significant changes to the article as accepted for publication will only be considered at this stage with
permission from the Editor. It is important to ensure that all corrections are sent back to us in one
communication. Please check carefully before replying, as inclusion of any subsequent corrections cannot be
guaranteed. Proofreading is solely your responsibility.

Offprints
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The corresponding author will, at no cost, receive a customized Share Link providing 50 days free
access to the final published version of the article on ScienceDirect. The Share Link can be used for sharing
the article via any communication channel, including email and social media. For an extra charge, paper
offprints can be ordered via the offprint order form which is sent once the article is accepted for publication.
Both corresponding and co-authors may order offprints at any time via
Elsevier's Webshop. Corresponding authors who have published their article gold open access do not receive
a Share Link as their final published version of the article is available open access on ScienceDirect and can
be shared through the article DOI link.

AUTHOR INQUIRIES

Visit the Elsevier Support Center to find the answers you need. Here you will find everything from
Frequently Asked Questions to ways to get in touch.You can also check the status of your submitted article
or find out when your accepted article will be published.

© Copyright 2018 Elsevier | https://www.elsevier.com
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Helena Bins <helenabins@gmail.com>

Successfully received: submission Comparison between
sociodemographic, criminal and psychopathological profiles of
incarcerated and mentally ill women for Psychiatry Research

Psychiatry Research <EviseSupport@elsevier.com> 8 de novembro dezzoq(l)i
Responder a: psy-journal@elsevier.com

Para: helenabins@gmail.com

This message was sent automatically. Please do not reply.

Ref: PSY_2019 2103

Title: Comparison between sociodemographic, criminal and psychopathological profiles
of incarcerated and mentally ill women

Journal: Psychiatry Research

Dear Dr. Dias de Castro Bins,

Thank you for submitting your manuscript for consideration for publication in Psychiatry
Research. Your submission was received in good order.

To track the status of your manuscript, please log into

EVISEe at: http://www.evise.com/evise/faces/pages/navigation/NavController.jspx?JRN
L_ACR=PSY and locate your submission under the header 'My Submissions with
Journal' on your 'My Author Tasks' view.

Thank you for submitting your work to this journal.
Kind regards,
Psychiatry Research

Have questions or need assistance?

For further assistance, please visit our Customer Support site. Here you can search for
solutions on a range of topics, find answers to frequently asked questions, and learn
more about EVISEe via interactive tutorials. You can also talk 24/5 to our customer
support team by phone and 24/7 by live chat and email.

Copyright © 2018 Elsevier B.V. | Privacy Policy

Elsevier B.V., Radarweg 29, 1043 NX Amsterdam, The Netherlands, Reg. No.
33156677.
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2100 Grmail - Your manuscdips. PSY_2019_2 103, has not been accepled

M Gmall Helena Bins <helenabins@gmall,com>

;c;ur manuscript, PSY_261§_2103, has not baoin a;optad

Lynn E. DelLisi, MD (Psychiatry Research) <EviseSupporti@elsavier com> 23 de makp de 2020 23:01

Responder a. delisi76@aol.com
Para helenabins@gmal com

Bitpsc/ ‘el google com'mail'n 0ik=cdd 268 a8 viewsptaneme heall& permma g id=rom g-{ %34 1667535050560 18 shin pl=ms g-I57.3A 166753 5005006404 1 000

Ref: PSY_2018_2103

Title: Comparison betwean soclodemographic, criminal and psychopathological profiles of incarcarated and mentally ill
women

Journal: Psychiatry Research

Dear Dr. Dias de Castro Bins,

Thank you for submitting your manuscript to Psychistry Research. | regret to inform you that reviewers have advised
against pubdlishing your manuscrpt, and we must therefore reject it

Sorry It tock $0 long to come to this decision. We had troudle finding reviewers for this paper.

Please refer to the comments listed at the end of this fetter for details of why | reached this decision

We appraciate your submitting your manuscriph 1o this journal and for giving us the opportunity to consider your work.
Kind regards,

Lynn E. DeLisi, MD
Editor-in-Chier
Psychiatry Research

Comments from the editors and reviewers:
-Reviewer 1

- Thare are two main limitations with the current paper
First, the question is not sufficeently justified. | cannot see why clinicians or researchers are Interested in differences
between forensic psychiatric patients and priscaers {and heaithy confrois). The decision to send someone to one of these
institutions is based on legal norms, not on differences in the MiN| or childhood trauma.
Second, the numbers are quite small for the farge number of comparisons, and therefore chance findings are Hkely.

Some additionsl commants that might help the authors:

Authors should consider having the manuscript proofread by a translator; 2s the current language quaiity s low.

. Consider rephrasing titie by using more inclusive terminology and thus removing the term 'mentally il women.' We
suggest the following new title: “Comparison between socicdemographic, criminal and psychopathological profiles of
women in comectional and mental health facliities”

Most of the introduction is redundant and should be considerably shortened. Authors should regroup key ideas in
paragraph and avoid using the same references multiple times. The focus of each paragraph should be dear to the reader
within the first santence,

: The added value of the study should be dearly stated at the end of the introduction: e.g. most studies focus on
samples onginating from high-income countries, and this study adds to the literature by examining a Brazilian sample,

for the non-parametric data, authors should report the Inter-quartiie range rather than the minimum and
maximum,

V2
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' There Is a consitency Issue in the reporting of childhood trauma. The authors refer to either the presence or
absence of ‘raumatisation’ (according o a score exceeding '27) In section 2.3, but then refer to a ‘mild’ level of
‘raumatisation’ in the results section.

5 Authors should define and specify the type of ‘trafficking’ from the start of the manuscript. Eventually It Is clear that
they mean "drug trafficking,” but this should be explicitly menticned earfer.

: Authors should support thelr ciaim of a plausible association between ‘chikdhood trauma and long-term
repercussions as crime and mental lliness’ with key references.

The self-report nature of some assessments shoukd be clearly stated in the limitations,

Have questions or need assistance?

For further assistance, please visit our Customer Support site. Here you can search for solutions on & range of topics, find
answers to frequently asked questions, and leam more about EVISE® via interactive tutarials, You can also talk 24/5 to
our customer support teem by phone and 24/7 by live chat and email.

Caopyright © 2018 Elsevier BV | Privacy Palicy
Elsevier B.V., Radarweg 29, 1043 NX Amsterdam, The Nethsrlanads, Reg. No, 33156677
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21412/2020 TRENDS - lastrsctions 1o aatho
' I \ ends INSTRUCTIONS TO AUTHORS
L mmm
in Py v 2l Pochotherapy ore: Gts
ISSN 2237-6089 printed version &nd.me:Lmnmn

ISSN 22380019 version online

Scope and policy

Aims and scope

Trends In Psychiatry and Psychotherapy is a peer-reviewed,
multidisciplinary journal that assures rapid publication of current and
original research papers and authoritative reviews produced by expert
national and intemational bodies. The journal covers the broad spectrum
of clinical psychiatry and basic sclence, with a focus on the interaction
between experimental and clinical research. Other types of articles whose
primary focus is to help translate fundamental discoveries from basic
science into the reality of clinical psychiatric practice will also be
considered (see types of articles accepted below). These may include
papers on psychological processes and behavior, neuropsychology,
psychopharmacology, clinical neuroscience, psychotherapy, and other
areas of relevance to one or more aspects of psychopathology and
psychiatry,

The journal is published quarterly and Is the official scientific publication
of Associacio de Psiquiatria do Rio Grande do Sul (APRS, Brazil). The
journal is fully open access (www.scielo. br/trends), and there are no
publication fees. The journal’s manuscript submission web site is avaliable
at htto://mc04 manuscriptcentral.com/trends-scielo. These instructions

are based on the Recommendations for the Conduct, Reporting, Editing,
and Publication of Scholarly. published by the
International Committee of Medical Journal Editors (ICMJE).

Language
All manuscripts should be submitted in English. Only manuscripts written
in clear and understandable language will be sent to peer review.

Peer review process

Manuscripts submitted to Trends in Psychiatry and Psychotherapy are
initially screened for plagiarism (built-in tool available in the submission
system) and evaluated with regard to conformity with the journal’s scope
and editorial line. If the paper Is in accordance with the journal’s editorial
policies and with the present Instructions for Authors, it will be submitted
to review by at least two reviewers selected by the editors; the reviewers
remain anonymous throughout the review process. Within 60 days, the
authors are informed of either the acceptance, rejection, or need for
revisions In the article, as raquested by the Editorial Board. A decision
letter and the reviewers’ comments are emailed to the authors. Authors
are requested to return revised manuscripts within 30 days and to
provide a letter with detalled responses to each of the reviewers’
comments. Failure to re-submit the article within 30 days will cause the
paper to be withdrawn from the submission system. Revised manuscripts
are sent back to raviewers for reassessment, At this time, a new decision
Is made, for either the acceptance, rejection, or need for additional
revisions. Based on the reviewers’ comments, the editors make the final
decision,

Advertising
Commercial advertisements are accepted for analysis but will not be
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Juxtaposed with editorial content. The Editors and APRS reserve the right
to refuse any print and online advertisements that will be considered
inappropriate or that do not comply with existing regutatory standards.

Corrections and retractions

Errors of fact detected after publication will be handled as recommended
by the ICMIE (http://www. lcmig.oral). Briefly, a corrigendum will be
published, along with a corrected version of the article detailing the
corrections made (the original version will indicate the existence of a
more recent, corrected version). Articles containing errors serious enough
to invalidate a paper's results and conclusions wlll be retracted.

Manuscript preparation

Types of articles accepted

1) Editoriais: Critical and thorough comments written by the editors
and/or invited authors with renowned experience In the topic being
addressed.

2) Trends: Articles published in this section present criticism or address
controversies in a trendy topic. These articles are generally invited, but
interested contributers are encouragad to contact the Editor.

3) Original Articles: These articles present original research data and
should contain all the necessary relevant information so as to enable the
reader to repeat the experiment and evaluate results and conclusions.
Original articies should include the following sections: Introduction,
Methed, Results, Discussion, Conclusion, and other subtities, when
necessary, The research should have been conducted in accordance with
the Helsinkl Declaration, and the authors should clearly describe, in the
Methods section, the existence and use of an informed consent form, as
well as approval of the study protocol by the ethics committee of the
institution where the study was carriad out (or compliance with
Institutional and national standards for the care and use of laboratory
animals, where applicable). These articles should be up te 4,000 words
fong and should contain no more than six tables or figures. These
manuscripts should include a structured abstract with no more than 250
words and subtitles that reflect the text structure.

4) Brief Communications: Orlginal but shorter manuscripts, with
preliminary results or results of immaediate relevance. These
communications should be up to 1,500 words long and should include
only one table or figure. The text should be divided into the following
sections: Introduction, Method, Results, and Discussion. These articles
should contain a structured abstract with no more than 200 words and
subtitles that reflect the text structure,

5) Review Articles: Systematic and updated reviews about issues
considered to be relevant for the journal’s editorial line, These articles are
aimed at reviewing and critically assessing the knowledge available on a
specific topic, Including comments on other authors’ studies, They should
be up to 4,000 words long, and the number of tables and figures should
not exceed a total of six. There |s not a fixed text structure for these
articles, but they should be accompanied by a structured abstract with no
more than 250 words and subtities that reflect the text structure,

6) Letters to the Editors: These are limited to comments on papers
published in the journal, Texts should be brief, with no more than 500
words. Only one table and one figure are allowed.

Preparing the manuscript

1. General principles

The text of articles reporting original research should be divided into
Introduction, Methods, Results, and Discussion sections, but subheadings
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within these sections may be needed to further organize their content.
Other types of articles, such as meta-analyses, may require different
formats, while narrative reviews and editorials may have less structured
or unstructured formats. All pages should be numbered. Electronic
formats have created opportunities for adding details or sections, layering
Information, cross-linking, or extracting portions of articles in electronic
versions. Supplementary electronic-only material should be submitted and
sent for peer review simultaneously with the primary manuscript,

2. Autharship and Acknowledgments
The ICMIE recommends that authorship be based on the following four
criteria:

» Substantial contributions to the conception or design of the work; or
the acquisition, analysis, or Interpretation of data for the work; AND

+ Drafting the work or revising it critically for important intellectual
content; AND

+ Final approval of the version to be published; AND

= Agreement to be accountable for all aspects of the work in ensuring
that questicns related to the accuracy or integrity of any part of the
work are appropriately investigated and resoived.

In addition to being accountable for the parts of the work he or she has
done, an author should be able to identify which co-authors are
responsible for specific other parts of the work. In addition, authors
should have confidence in the integrity of the contributions of their co-
authors. The corresponding author takes primary responsibility for
communication with the journal during the manuscript submission, peer
review, and publication process.

All those designated as authors should meet all four criteria for
authorship, and all who mest the four criteria should be identified as
authors. It is the collective responsibility of the authors to determine that
all people named as authors meet all four criteria. Those who do not meet
all four criteria should be acknowledged.

The Acknowledgments section should disclose any sources of financial
support received by the study. In addition, this section should
acknowledge people, groups or institutions which have made Important
contributions to the study but do not meet the criteria for authorship
(e.g., technical assistance, statistical analysis, writing, etc.).

3. Reporting guidelines

Reporting guidelines have been developed for different study designs;
examples indude CONSORT for randomized trials, STROBE for
observational studies, PRISMA for systematic reviews and meta-analyses,
and STARD for studies of diagnostic accuracy, Authors are encouraged to
follow these guidelines. Moreover, authors of review manuscripts are
encouraged to describe the methods used for locating, selecting,
extracting, and synthesizing data; this is mandatory for systematic
reviews.

Randomized clinical trials. Trands in Psychiatry and Psychotherapy will
only accept for publication clinical trials that have been registered in
Clinical Trials Reqistries. The registration number will be disclosed at the
end of the abstract. In the text, whenever a registration number is
available, authors should list that number the first time they use a trial
acronym to refer to the trial they are reporting or to other trials that they
mention in the manuscript.

4. Manuscript sections
The following are general requirements for reporting within sections of all
study designs and manuscript formats.
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Title Page
General information about an article and Its authors Is presented on a
manuscript title page. This page should inciude the articie title, author
information, any disclaimers, sources of support, word count, and the
number of tables and figures. Detailed instructions are provided below,

1) Article title. The title should provide a distilled description of the
complete article and should Include information that, along with the
Abstract, will make electronic retrieval of the articie sensitive and specific.
Whenever deemed appropriate, information about the study design
should be a part of the title (particularly important for randomized trials
and systematic reviews and meta-analyses).

2) A short title of ne more than 50 characters should be provided.

3) Author information should include full names typed exactly as they
should appear in print, emalils, and main affiliation{s). The name of the
department(s) and institution(s) or organization(s) where the work should
be attributed should be specified.

4) The corresponding author should be identified, and a full mailing
address (including ZIP code), telephone and fax numbers, and an email
address should be provided,

5) Source(s) of support, These include grants, equipment, drugs, and/or
other support that facilitated conduct of the work described in the article
or the writing of the article itself. Any relevant roje of the funder In the
study should be disclaimed. Studles that have received no financial
support should Indicate so.

6) Conflict of interest declaration. Conflict of interest information for each
author needs to be part of the manuscript. A general statement should be
included In the titie page, attesting to the existence (or non-existence) of
any conflicts of interest concerning the publication of the article. In
addition, all authors are required to fill and submit an ICMJIE conflict of

Interest disclosyre form (one for each author) at the time of submission.

7) Articles based on academlc theses or dissertations, or previously
presented at scientific meetings, should disclose this on the title page.
Please provide as many detalls as possible (e.g., the tite of the origina!
work, year, name of institution/venue/event, etc.).

8) A word count for the paper’s text, excluding the abstract,
acknowledgments, tables, figure legends, and references, should be
provided,

9) The date of the last literature review performed by the authors on the
manuscript topic should be informed,

Abstract

Abstracts should be no longer than 250 words, The abstract should
provide the context or background for the study and should state the
study's purpose, basic procedures (selection of study participants,
settings, measurements, analytical methods), main findings (giving
specific effect sizes and their statistical and clinical significance, if
possible), and principal conclusions. It should emphasize new and
important aspects of the study or observations, note important
limitations, and not overinterpret findings. Because abstracts are the only
substantive portion of the article indexed in many electronic databases,
and the only portion many readers read, authors need to ensure that they
accurately reflect the content of the article. For clinical trials, the clinical
trial registration number will be disclosed at the end of the abstract,
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Keywords

Following the abstract, three to six keywords should be provided in
accordance with the Medical Subject Headings (MeSH,

bttpaliwyewe. nim.nih,gov/mesh/meshhome. htinl). If possible, a Brazilian
Portuguese translation of the abstract (resumo) and keywords (palavras-
chave) should aiso be provided; in this case, the palavras-chave should
be compliant with the DeCS database (DeCS - Descritores em Cléncias da
Sadde, fittp://decs.bvs. bi/).

Statlistical analysis

Describe statistical methods with enough detail to enable a
knowledgeable reader with access to the original data to judge its
appropriateness for the study and to verify the reported results. When
possible, quantify findings and present them with appropriate indicators
of measurement error or uncertainty (such as confidence intervals). Avoid
relying solely on statistical hypothesis testing, such as p values, which Ffail
to convey important information about effect size and precision of
estimates. References for the design of the study and statistical methods
should be to standard works when possible (with pages stated). Define
statistical terms, abbreviations, and symbols. Specify the statistical
software package and version used. Distinguish prespecified from
exploratory analyses, including subgroup analiyses.

For additional guidance on how to prepare each section of the main text,

please refer to the Recommendations.

References

Authors should provide direct references to original research sources
whenever possible. Although referances to review articles can be an
efficient way to guide readers to a body of literature, review articles do
not always reflect original work accurately. Dn the other hand, extensive
lists of references to original work on a topic can use excessive space. Do
not use conference abstracts as references; they can be cited in the text,
in parentheses. References to papers accepted but not yet published
should be designated as “in press.” Information from manuscripts
submitted but not accepted should be cited in the text as "unpublished
observations” with written permission from the source. Avoid citing a
"personal communication” unless it provides essential information not
avallable from a public source, in which case the name of the person and
date of communication should be cited in parentheses In the text. The
accuracy of references is the responsihility of the authors,

References should be numbered consecutively in the order in which they
are first mentioned in the text. Identify references In text, tables, and
legends by superscript Arabic numerals. Referances cited only in tables or
figure legends should be numbered In accordance with the sequenca
established by the first identification in the text of the particular table or
figure,

References should be listed at the end of the article according to their
order of citation in the text and should comply with the style set foml\ in
the NLM's [nternational Committee of Medical Journal Editors (ICMIE
Recommendations for the Conduct Regorting, Editing_and Publication of

Scholarly. ple References webpage. The
titles of journals should be abbreviated according to the style used for
MEDLINE (www.ncbi.nim.nih.gov/nimcatalog/journals). These resources
are regularly updated as new media develop, and currently include
guidance for print documents; unpublished material; audio and visual
media; material on CD-ROM, DVD, or disk; and material on the Internet.
Please consult published issues for style details. An EndNote style can
aiso be downloaded from the Instructions & Forms section at our
submission web site (hito://mc04.manuscriptcentral.com/trends-scielo).
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Journal article example: Halpern SD, Ubel PA, Caplan AL. Saolid-organ
transplantation In HIV-infected patients. N Engl J Med. 2002;347:284-7,

Tables

Tables should complement, not duplicate Information contained in the
text. They should not exceed 30,000 characters (including spaces); larger
tables may be considered if the authors justify their need. Tables should
not be submitted as images, but should be created using specific word
processor tools. Do not underline or draw lines inside the tables. Do not
Insert spaces to separate columns. Number tables consecutively in the
order of their first citation in the text using Arabic numerals and supply a
title for each.

Titles in tables should be short but self-explanatory, containing
Information that allows readers to understand the table's content without
having to go back to the text. Be sure that each table is cited in the text.
Give each column a short or an abbreviated heading. Authors shouid
place explanatory matter in footnotes, not In the heading. Explain all
nonstandard abbreviations in footnotes, and use symbols to explain
Information if needed (*, t, +, §, ||, 1, **, 11, etc.). Identify statistical
measures of variations, such as standard deviation and standard ermor of
the mean.

If you use data from ancther published or unpublished source, obtain
permission and acknowledge that source fully,

Additional tables containing backup data too extensive to publish in print
may be appropriate for publication in the electronic version of the journal,
as supplementary online material, or made available to readers directly
by the authors. An appropriate statement should be added to the text to
inform readers that this additional information Is available and where it is
located. Submit such tables for consideration with the paper so that they
will be available to the peer reviewers.

Figures

Digital images of manuscript Hustrations (all referred to as “Figure™)
should be submitted in a suitable format for print publication (preferably
Lif, with a minimum resolution of 300 dpi). Letters, numbers, and
symbols on figures should be clear and consistent throughout, and large
enough to remain legible when the figure is reduced for publication,
Figures should be made as self-explanatory as possible. Titles and
detailed explanations belong in the legends, not on the illustrations
themselves.

Figures should be numbered consecutively according to the order in which
they have been cited in the text, If a figure has been published
previously, acknowledge the original source and submit written
permission from the copyright holder to reproduce it. Permission is
required Irrespective of authorship or publisher except for documents in
the public domain. Photographs should not allow patient identification.

In the manuscript, legends for illustrations should be on a separate page,
with Arabic numerals corresponding to the illustrations. When symbols,
arrows, numbers, or letters are used to identify parts of the illustrations,
identify and explain each one clearly In the legend.

5. Units of Measurement

Measurements of length, height, weight, and volume should be reported
in metric units (meter, kdogram, or liter) or their decimal muitiples.
Temperatures should be in degrees Celsius, Blood pressures shouild be In
millimeters of mercury.

6. Abbreviations and symbols
Use only standard abbrevistions; use of nonstandard abbreviations can be
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confusing to readers. Avoid abbreviations in the titie of the manuscript.
The spelied-out abbreviation followed by the abbreviation in parenthesis
should be used on first mention untess the abbreviation is a standard unit
of measurement,

7. Drugs
Drugs should be referred to by their generic name only.

Sending the manuscripts

Manuscripts submitted to Trends in Psychiatry and Psychotherapy should
not have been published elsewhare in whole or In part and should not
have been or be submitted simultanecusly for publication in any other
journal(s). Previcus presentation of the manuscript as abstract or poster
at sclentific meetings (conferances, workshops, etc.) is allowed, but
should be informed on the title page.

Submissions to Trends should be made using the ScholarOne Manuscripts
online system, available at hittp://mc04.manuscriptcentral.com/trends-
sclelo. Registration (login and password) is required on first access, prior
to submission.

The submission system has several required fields and also some optional
flelds. One of the required fields is related to the indication of potential
reviewers for the submitted manuscript. Authors should inform the name,
emall address and affiliation of five preferred reviewers, i.e., experts in
the field who do not have conflicts of Interest that may iImpede them from
revising the authors’ work (for example, indicated reviewers should not
be from the same institutions as authors). The final decision on the
reviewers assigned for each manuscript lies with the editors.

All manuscripts should be accompanied by ICMJE conflict of Interest
disclosure forms for each author. A cover letter including the following
information is also recommended,

« A full statement to the editor about all submissions and previous
reports that might be regarded as redundant publication of the
same or very similar work, Any such work should be referred to
specifically and referenced In the new paper. Coples of such
material should be included with the submitted paper to help the
editor address the situation.

+ A statement of financial or other relationships that might lead to a
conflict of interest, if that information Is not included in the
manuscript itseif.

« A statement on authorship. 1t is the collective responsibility of the
authors to determine that all people named as authors meet all
authorship criteria. All authors should have read and approved the
version submitted.

+ Contact information for the corresponding author, if that
information is not included in the manuscript itseif,

The letter or form should give any additional information that may be
helpful to the editor, such as the type or format of article that the
manuscript represents. If the manuscript has been submitted previously
to ancther journal, it is helpful to Include the previous editor’s and
reviewers’ comments with the submitted manuscript, along with the
authors’ responses to those comments. Editors encourage authors to
submit these previous communications. Doing so may expedite the review
process and encourages transparency and sharing of expertise.

The manuscript must also be accompanied by permission to reproduce
previously published material, use previously published illustrations,
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report information about Identifiable persons, or to acknowledge peopie
for their contributions.

For system support and information on the status of submitted

manuscripts, please contact Denise Arend at Lrends denise@gmall.com.
For general information about the journal, please contact the editorial

office at trends@aprs.org.br.
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ISSN: 0160-2527

DESCRIPTION

The International Joumnal of Law and Psychiatry is intended to provide a multi-disciplinary forum for
the exchange of ideas and information among professionals concerned with the interface of law and
psychiatry. There is a growing awareness of the need for exploring the fundamental goals of both
the legal and psychiatric systems and the social implications of their interaction. The journal seeks
to enhance understanding and cooperation In the field through the varied approaches represented,
not only by law and psychiatry, but also by the soclal sciences and related disciplines. The Editors and
Publisher wish to encourage a dialogue among the experts from different countries whose diverse
legal cultures afford interesting and challenging alternatives to existing theories and practices. Priority
will therefore be given to articles which are orlented to a comparative or international perspective.
The journal will publish significant conceptual contributions on contemporary issues as well as serve
in the rapid dissemination of important and relevant research findings.

The views expressed in this journal do not necessarlly reflect those of the editors.

Benefits to authors

We also provide many author benefits, such as free PDFs, a liberal copyright policy, special discounts
on Elsevier publications and much mare. Please click here for more information on our author services.

Piease see our Guide for Authors for information on articie submission. If you require any further
information or help, please visit our Support Center

IMPACT FACTOR
2018: 1.191 ® Clarivate Analytics Journal Citation Reports 2019

AUTHOR INFORMATION PACK 22 Aug 2019 www.elsevier.comy/locate/ijlawpsy 1




ABSTRACTING AND INDEXING

196

Current Contents

PsycINFO

Adolescent Mental Health Abstracts
Current Contents - Social & Behavioral Sciences
Sociological Abstracts

Social Sclences Citation Index
Research Alert

ASSIA

Computer Contents

Criminal Justice Abstracts

Current Law Index

Embase

Leg Cont

Leg Per

PubMed/Mediine

Scopus

H.W. Wilson

EDITORIAL BOARD

Editor-in-Chief
Brendan Kelly, Tnnity College Dublin Faculty of Kealth Sciences, Dublin, Ireland

Founding Editor
David Welsstub, University of Montreal Faculty of Medicine, Canada

Associate Editors

Eric Drogin, Harvard Medical Schoo!, Department of Psychiatry, Hingham, United States
Bernadette McSherry, University of Melbourne, Melbourne Saocial Equity Institute, Cariton, Austratia
Mary Donnelly, University Coliege Cork National University of Ireland, Cork Ireland

Editorial Advisory Board

Virginia Aldige Hiday, North Carolina State Unjversity, United States

Jhilam Biswas, Harvard Medical School, Brigham and Woman's Hospital, United States
Terry Carnay, University of Sydnay, Australlia

Gavin Davidson, Queen's University Balfast, United Kingdom

Helen Farrell, Harvard Medical School, Bath Israel Deaconess Medical Center, United States
Alan Felthous, Saint Louis University Schod! of Medicine, United States

Andrei Golenkov, Chuvash State University, Russian Federation

Thomas Gutheil, Harvard Medical School, United States
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GUIDE FOR AUTHORS

INTRODUCTION

Submission checklist
You can use this list to carry out a final check of your submission before you send it to the journal for
review. Please check the relevant section in this Guide for Authors for more detalls,

All papers in DLP must be written for an international audience, whether you are a natlve English
speaker or not, please ensure you use clear English language when writing your article.

BEFORE YOU BEGIN
Ethics in publishing
Please see our information pages on Ethics in publishing and Ethical guidelines for journal publication,

Human and animal rights

If the work Involves the use of animal or human subjects, the author should ensure that
the work described has been carried out in accordance with The Code of Fthics of the World
Medical Association (Declaration of Helsinkl) for experiments involving humans http://www.wma.net/
en/30publications/10policies/b3/Iindex.html; EU Directive 2010/63/EU for animal experiments
http://ec.europa.eu/environment/chemicals/lab_animals/legisiation_en.htm; Uniform Requirements
for manuscripts submitted to Blomedical journals http://www.icmje.org. Authors should include a
statement in the manuscript that informed consent was obtained for experimentation with human
subjects. The privacy rights of human subjects must always be observed.

Declaration of interest

All authors must disclose any financial and personal relationships with other people or organizations
that could inappropriately influence (blas) thelr work. Examples of potential competing interests
include employment, consultancies, stock ownership, honoraria, pald expert testimony, patent
applications/registrations, and grants or other funding. Authors must disclose a2ny interests in two
places: 1. A summary declaration of interest statement in the title page file (If double-blind) or the
manuscript file (If single-biind). Ifthere are no Interests to declare then please state this: '‘Declarations
of Interest: none’. This summary statement will be uitimately published if the article s accepted.
2. Detalled disclosures as part of a separate Declaration of Interest form, which forms part of the
Joumnal's official records. It is important for potential interests to be declared In both places and that
the Information matches. More Information,

Submission declaration and verification

Submission of an article implies that the work described has not been published previously (except in
the form of an abstract, a published lecture or academic thesis, see "Multiple, redundant or concurrent
publication' for more Information), that it is not under consideration for publication elsewhere, that
its publication is approved by all authors and tacitly or explicitly by the responsible authorities where
the work was carried out, and that, If accepted, it will not be published elsewhere In the same form, in
English or In any other language, including electronically without the written consent of the copyright-
holder. To verify originality, your article may be checked by the originality detection service Crossref
Similarity Checlk.

Preprints

Please note that preprints can be shared anywhere at any time, In line with Elsevier's sharing policy.
Sharing your preprints e.g. on a preprint server will not count as prior publication (see "Muitiple,
redundant or concurrent publication’ for more Information).

Use of inclusive language

Inclusive language acknowledges diversity, conveys respect to all people, is sensitive to differences,
and promotes equal opportunities. Articles should make no assumptions about the bellefs or
commitments of any reader, should contain nothing which might imply that one individual is superior
to another on the grounds of race, sex, culture or any other characteristic, and should use inclusive
language throughout. Authors should ensure that writing is free from bias, for instance by using 'he
or she', "his/her' instead of *he' or 'his', and by making use of job titles that are free of stereotyping
(e.g. 'chairperson’ Instead of 'chairman’ and 'flight attendant’ instead of 'stewardess’).
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Changes to authorship

Authors are expected to consider carefully the list and order of authors before submitting their
manuscript and provide the definitive list of authors at the time of the original submission. Any
addition, deletion or rearrangement of author names in the authorship list should be made only
before the manuscript has been accepted and only If approved by the journal Editor. To request such
a change, the Editor must receive the following from the corresponding autheor: (2) the reason
for the change in author list and (b) written confirmation (e-mail, letter) from all authors that they
agree with the addition, removal or rearrangement. In the case of addition or removal of authors,
this includes confirmation from the author being added or removed.

Only in exceptional circumstances will the Editor consider the addition, deletion or rearrangement of
authors after the manuscript has been accepted. While the Editor considers the request, publication
of the manuscript will be suspended. If the manuscript has already been published in an online Issue,
any requests approved by the Editor will result in a corrigendum.

Article transfer service

This journal is part of our Article Transfer Service. This means that If the Editor feels your article is
moere sultable in one of our other participating journals, then you may be asked to consider transferring
the article to one of those, If you agree, your article will be transferred automatically on your behalf
with no need to reformat. Please note that your articde will be reviewed again by the new journal.
More information.

Copyright

Upon acceptance of an article, authors will be asked to complete a ‘Journal Publishing Agreement’ (see
mare information on this). An e-mail will be sent to the corresponding author confirming receipt of
the manuscript together with a "Journal Publishing Agreament’ form or a link to the online version
of this agreament.

Subscribers may reproduce tables of contents or prepare lists of articles Including abstracts for internal
circulation within their institutions. Permission of tha Publisher is required for resale or distribution
outside the Institution and for all other derivative works, Including compilations and transtations. 1If
excerpts from other copyrighted works are included, the author(s) must obtain written permission
from the copyright owners and credit the source(s) in the article. Eisevier has preprinted forms for
use by authors in these cases.

For gold open access articles: Upon acceptance of an article, authors will be asked to complete an
'Exclusive License Agreement’ (more Information). Permitted third party reuse of gold open access
articles is determined by the author's choice of user license.

Author rights
As an author you (or your employer or institution) have certain rights to reuse your work. More
information,

Elsevier supports responsible sharing
Find out how you can share your research published in Elsevier journals.,

Role of the funding source

You are requested to identify who provided financial support for the conduct of the research and/or
preparation of the article and to briefly describe the role of the sponsor(s), if any, in study design; in
the collection, analysis and interpretation of data; in the writing of the report; and in the decision to
submit the article for publication. If the funding source(s) had no such Involvement then this should
be stated.

Funding body agreements and policies

Elsevier has established a number of agreements with funding bodies which allow authors to comply

with their funder's open access policies. Some funding bodies will reimburse the author for the gold
open access publication fee, Details of existing agreements are available oniine.

Open access
This journal offers authors a cholce In publishing their research:

Subscription
« Articles are made available to subscribers as well as developing countries and patient groups through
our universal access programs.
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« No open access publication fee payable by authors,

* The Author is entitled to post the accepted manuscript in their Institution's repository and make this
public after an embargo period (known as green Open Access). The publishad journal article cannot be
shared publicly, for example on ResearchGate or Academia.edu, to ensure the sustainability of peer-
reviewed research in journal publications. The embargo period for this journal can be found below.
Gold open access

= Articles are freely available to both subscribers and the wider public with permitted reuse.

« A gold open access publication fee is payable by authors or on thelr behalf, e.9. by their research
funder or institution.

Regardiess of how you choose to publish your article, the journal will apply the same peer review
criterla and acceptance standards.

For gold open accass articles, permitted third party (re)use Is defined by the foilowing Creative
Commons user licenses:

Creative Commons Attribution (CC BY)

Lets others distribute and copy the article, create extracts, abstracts, and other revised versions,
adaptations or derivative works of or from an article (such as a translation), include in a collective
work (such as an anthology), text or data mine the article, even for commercial purpases, as long
as they credit the author(s), do not represent the author as endorsing their adaptation of the article,
and do not modify the article in such a way as to damage the author's honor or reputation.

Creative Commons Attribution-NonCommercial-NoDerivs {CC BY-NC-ND)

For non-commercial purpeses, lets others distribute and copy the article, and to include in a collective
work (such as an anthology), as long as they credit the author(s) and provided they do not alter or
modify the article.

The gold open access publication fee for this journal is USD 2050, excluding taxes. Learn more about
Elsevier's pricing policy: https://www.elsevier.com/openaccesspricing.

Green open access

Authors can share their research in a variety of different ways and Elsevier has a number of green open
access options available. We recommend authors see our open access page for further information.
Authors can also self-archive their manuscripts Immediately and enable public access from their
institution’s repository after an embargo period, This & the version that has been accepted for
publication and which typically includes author-incorporated changes suggested during submission,
peer review and in editor-author communications. Embarga period: For subscription articles, an
appropriate amount of time is needed for journak to deliver value to subscribing customers before
an article becomes freely available to the public. This is the embargo period and it begins from the
date the article is formally published online in its final and fully citable farm. Find out more,

This journal has an embargao period of 24 months.

Elsevier Researcher Academy

Researcher Academy is a free e-learning platform designed to support eary and mid-career
researchers throughout their research journey. The "Learn” environment at Researcher Academy
offers several interactive modules, webinars, downloadable guides and resources to guide you through
the process of writing for research and going through peer review. Feel free to use these free resources
to improve your submission and navigate the publication process with ease.

Language (usage and editing services)

Please write your text in good English (American or British usage is accepted, but not a mixture of
these). Authors who feel their English language manuscript may require editing to eliminate possible
grammatical or spelling errors and to conform to correct scientific English may wish to use the English
Language Editing service available from Elsevier's WebShop.

Submission

Our online submission system guides you stepwise through the process of entering your article
details and uploading your files. The system converts your article flles to a single POF file used in
the peer-review process. Editable files (e.g., Word, LaTeX) are required to typeset your article for
final publication. Al correspondence, including notification of the Editor's decision and requests for
revision, Is sent by e-mail
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Submit your article
Please submit your article via here

Additional Information

The Journal follows the guidelines of the Publication Manual of the American Psychological Association
(5th edition, 1994, Washington, DC: APA). Use this manual while preparing your manuscript. The
following are also useful for reference: Webster's The New International or New Collegiate dictionaries
for spelling and hyphenation (Merrlam-Webster Inc,, Springfield, MA), and The Merriam-Webster
Dictionary of English Usage for grammar (Merriam-Webster Inc.,, Springfield, MA ).

PREPARATION

Peer review

This Journal operates a single dblind review process. All contributions will be initially assessed by the
editor for suitability for the journal. Papers deemed suitable are then typically sent te a minimum of
two Independent expert reviewers to assess the scientific quality of the paper. The Editor is responsible
for the final decision regarding acceptance or rejection of articles. The Editor's decision is final. More
Information on types of peer review.

Use of word processing software

It is important that the file be saved In the native format of the word processor used. The text
should be In single-column format. Keep the layout of the text as simple as possible. Most formatting
codes will be removed and replaced on processing the article. In particular, do not use the word
procassor's options to justify text or to hyphenate words. However, do use bold face, Italics, subscripts,
superscripts etc. When preparing tables, If you are using a table grid, use only one grid for each
individual table and not a grid for each row. If no grid is used, use tabs, not spaces, to align columns.
The electronic text should be prepared in a way very similar to that of conventlonal manuscripts (see
also the Guide to Publishing with Elsevier). Note that source files of figures, tables and text graphics
will be required whether or not you embed your figures in the text. See also the section on Electronic
artwork,

To avoid unnecessary errors you are strongly advised to use the 'spell-check’ and 'grammar-check'
functions of your word processor,

Article structure

Subdivision - numbered sections

Dwivide your article Into clearfy defined and numbered sections. Subsections should be numbered
1.1 (then 1.1.1, 1,1.2, ...), 1.2, etc. (the abstract is not included in section numbering). Use this
numbering also for Internal cross-referencing: do not just refer to ‘the text'. Any subsection may be
glven a brief heading. Each heading should appear on its own separate line.

introduction
State the objectives of the work and provide an adequate background, avoiding a detailed literature
survey or a summary of the results,

Material and methods

Provide sufficient details to allow the work to be reproduced by an Independent researcher. Methods
that are already published should be summarized, and indicated by a reference. If quoting directly
from a previously published method, use quotation marks and alsa cite the source, Any modifications
to existing methods should also be described,

Theory/calculation

A Theory section should extend, not repeat, the background to the article already dealt with in the
Introduction and lay the foundation for further work. In contrast, a Calkulation section represents a
practical development from a theoretical basis.

Results
Results should be clear and concise.

Discussion
This should explore the significance of the results of the work, not repeat them. A combined Results
and Discussion section is often appropriate. Avoid extensive citations and discussion of published
literature.

Conclusions
The main conclusions of the study may be presented in a short Conclusions section, which may stand
alone or form a subsection of a Discussion or Results and Discussion section,
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Appendices

If there is more than one appendix, they should be identified as A, B, etc. Formulae and eguations In
appendices should be glven separate numbering: Eq. (A.1), Eq. (A.2), etc.; In a subsequent appendix,
Eq. (B.1) and so on. Similarly for tables and figures: Table A.1; Fig. A.1, etc.

Essential title page information

* Title. Concise and informative. Titles are often used In Information-retrieval systems. Avoid
abbreviations and formulae where possible,

* Author names and affillations. Please clearly Indicate the given name(s) and family name(s)
of each author and check that all names are accurately spelled. You can add your name between
parentheses in your own script behind the English transliteration, Present the authors' affiliation
addresses (where the actual work was done) below the names. Indicate all affiliations with a lower-
case superscript letter Immediately after the author’s name and In front of the appropriate address.
Provide the full postal address of each affiliation, Including the country name and, if available, the
e-mall address of each author.

= Corresponding author. Clearly indicate who will handle correspondence at all stages of refereeing
and publication, also post-publication. This responsibility incudes answering any future queries about
Methodology and Materials. Ensure that the e-mail address is given and that contact details
are kept up to date by the corresponding author,

* Present/permanent address, 1f an author has moved since the work described in the article was
done, or was visiting at the time, a ‘Present address’ (or 'Permanent address’) may be indicated as
a footnote to that author’s name, The address at which the author actually did the work must be
retained as the main, affiliation address. Superscript Arabic numerals are used for such footnotes.

Abstract

A concise and factual abstract is required. The abstract should state briefly the purpose of the
research, the principal results and major conclusions. An abstract is often presented separately from
the article, so it must be able to stand alone. For this reason, References should be avoided, but If
essential, then cite the authar(s) and year(s). Also, nan-standard or uncommon abbreviations should
be avoided, but If essential they must be defined at their first mention in the abstract itself.

Keywords

Immediately after the abstract, provide a maximum of & keywords, using American spelling and
avoiding general and plural terms and multipie concepts (avoid, for exampie, ‘and’, "of"). Be sparing
with abbreviations: only abbreviations firmly established in the field may be eligible. These keywords
will be used for indexing purposes.

Abbreviations

Define abbreviations that are not standard in this field in a footnote to be placed on the first page
of the article. Such abbreviations that are unavoidable in the abstract must be defined at their first
mention there, as well as in the footnote. Ensure consistency of abbreviations throughout the article.

Acknowrledgements

Collate acknowledgements in & separate section at the end of the articie before the references and do
not, therefore, include them on the title page, as a footnote to the title or otherwlse. List here those
individuats who provided help during the research (e.g., providing language help, writing assistance
or proof reading the article, etc.).

Formatting of funding sources
List funding sources in this standard way to facilitate compliance to funder's requirements:

Funding: This work was supported by the National Institutes of Health [grant numbers xxox, yyyyl;
the Bill & Melinda Gates Foundation, Seattle, WA [grant number zz2z]; and the United States Institutes
of Peace [grant number aaaa].

It is not necessary to incude detailed descriptions on the program or type of grants and awards. When
funding is from a block grant or other resources available to a university, college, or other research
institution, submit the name of the institute or organization that provided the funding.

If no funding has been provided for the research, please include the following sentence:

This research did not receive any specific grant from funding agencies in the public, commercial, or
not-for-profit sectors.
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Math formulae

Please submit math equations as editable text and not as Images. Present simple formulae in
line with normal text where possible and use the solidus (/} instead of a horizontal line for small
fractional terms, e.g., X/Y. In principle, variables are to be presented In Italics. Powers of e are often
more conveniently denoted by exp. Number consecutively any equations that have to be displayed
separately from the text (if referred to explicitly in the text).

Footnotes

Footnotes should be used sparingly, Number them consecutively throughout the articie. Many word
processors can build footnotes into the text, and this feature may be used. Otherwise, please indicate
the poslition of footnotes in the text and fist the footnotes themselves separately at the end of the
article. Do not include footnotes in the Reference list.

Artwork

Electronic artwork

General points

* Make sure you use uniform lettering and sizing of your original artwork.

» Embed the used fonts if the application provides that option,

* Aim to use the following fonts in your lllustrations: Arial, Courler, Times New Roman, Symbol, or
use fonts that look similar.

« Number the illustrations according to their sequence In the text.

* Use a logical naming convention for your artwork files.

= Proviie captions to illustrations separately.

« Size the illustrations close to the desired dimensions of the published version.

« Submit each illustration as a separate file.

A detailed guide on electronic artwork Is avallable.

You are urged to visit this site; some excerpts from the detailed information are given here.
Formats

If your electrenic artwork is created in a Microsoft Office application (Word, PowerPoint, Excel) then
please supply 'as is' in the native document format.

Regardless of the application used other than Microsoft Office, when your electronic artwork Is
finalized, please 'Save as' or convert the images to one of the following formats (note the resolution
requirements for line drawings, halftones, and line/halftone combinations given below):

EPS (or PDF): Vector drawings, embed all used fonts.

TIFF (or JPEG): Color or grayscale photegraphs (halftones), keep to a minimum of 300 dpi.

TIFF (or JPEG): Bitmapped (pure black & white pixels) line drawings, keep to a minimum of 1000 dpl.
TIFF {or JPEG): Combinations bitmapped line/half-tone {color or grayscale), keep to a minimum of
500 dpl.

Please do not:

* Supply files that are optimized for screen use (e.g., GIF, BMP, PICT, WPG); these typiczily have a
low number of pixels and limited set of colors;

» Supply files that are too low in resolution;

* Submit graphics that are disproportionately large for the content.

Color artwork

Please make sure that artwork files are in an acceptable format (TIFF (or JPEG), EPS (or PDF), or
MS Office files) and with the correct resolution. If, together with your accepted article, you submit
usable color figures then Elsevier will ensure, 3t no additional charge, that these figures will appear
in color onfine (e.q., ScienceDirect and other sites) regardless of whether or not these |llustrations
are reproduced in color in the printed version. For color reproduction in print, you will receive
information regarding the costs from Elsevier after receipt of your accepted article. Please
Indicate your preference for color: In print or online only. Further information on the preparation of
elactronic artwork.

Figure captions

Ensure that each lllustration has a caption. Supply captions separately, not attached to the figure. A
caption should comprise a brief title (not on the figure itself) and a description of the illustration. Keep
text in the illustrations themselves to a minimum but explain all symbols and abbreviations used.
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Tables

Please submit tables as editable text and not as Images. Tables can be placed either next to the
relevant text in the article, or on separate page(s) at the end. Number tables consecutively in
accordance with their appearance in the text and place any table notes below the table body. Be
sparing In the use of tables and ensure that the data presented in them do not duplicate results
described elsewhere in the article. Please avoid using vertical rules and shading In table cells.

Referonces

Citation in text

Please ensure that every reference cited In the text Is also present In the reference list (and vice
versa). Any references cited in the abstract must be given in full. Unpublished resuits and personal
communications are not recommended in the reference list, but may be mentioned In the text, If these
references are Included In the reference list they should follow the standard reference style of the
journal and should include a substitution of the publication date with either "Unpublished results’ or
‘Personal communication'. Citation of a reference as ‘In press' implies that the itam has been accepted
for publication.

Web references

As a minimum, the full URL should be glven and the date when the reference was last accessed. Any
further Information, If known (DOI, author names, dates, reference to a source publication, etc.),
should also be given. Web references can be listed separately (e.g., after the reference list) under a
different heading if desired, or can be Included In the reference list.

Date references

This journal encourages you to cite underlying or relevant datasets in your manuscript by citing them
in your text and Including a data reference in your Reference List. Data references should Include the
following elements: author name(s), dataset title, data repository, version (where available), year,
and global persistent Identifier. Add [dataset] immediately before the reference so we can properly
identify it as a data reference. The [dataset] identifier will not appear In your published article,

References in a special Issue
Please ensure that the words "this issue' are added to any references In the list (and any citations in
the text) to other articles Iin the same Special Issue.

Reference management software

Most Elsevier journals have their reference template available in many of the most popular reference
management software products. These Include all products that support Citation Style Language
styles, such as Mendeley. Using citation plug-ins from these products, authors only need to select
the appropriate journal template when preparing their article, after which citations and bibkographies
will be automatically formatted in the journal's style. If no template is yet available for this journal,
please follow the format of the sample references and citations as shown in this Guide, If you use
reference management software, please ensure that you remove all field codes before submitting
the electronic manuscript, More information on how to remove field codes from different reference
management software.

Users of Mendeley Desktop can easily Install the reference style for this joumal by dicking the following
link:

http://open.mendeley.com/use-citation-style/international-journal-of-law-and-psychiatry

When preparing your manuscript, you will then be able to select this style using the Mendeley plug-
ins for Microsoft Word or LibreOffice.

Reference styie

Text: Citatiens in the text should foliow the referencing style used by the American Psycholegical
Asscciation. You are referred to the Publication Manual of the American Psychological Association,
Sixth Edition, ISBN 978-1-4338-0561-5, copies of which may be orderad online or APA Order Dept.,
P.O.B. 2710, Hyattsville, MD 20784, USA or APA, 3 Henrietta Street, London, WC3E 8LU, UK.

List: references should be arranged first alphabetically and then further sorted chronologically if
necessary. More than one reference from the same author(s) in the same year must be identified by
the letters 'a", 'b’, 'c', etc., placed after the year of publication.

Examples:

Reference to a journal publication:

Van der Geer, ], Hanraads, J. A, 1., & Lupton, R. A. (2010). The art of writing a sdentific article.
Journal of Scientific Communications, 163, 51-59. https://dol.org/10.1016/4.5¢.2010.00372,
Referance to a joumnal publication with an article number:
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Van der Geer, J., Hanraads, J. A, J,, & Lupton, R. A. {2018). The art of writing a sclentific article,
Hellyon, 19, 00205, https://doi.org/10.1016/).hellyon.2018.e00205.

Reference to a book:

S;runk, W., I, & White, E. B. (2000). The elements of style. (4th ed.). New York: Longman, {Chapter
4).

Reference to a chapter in an edited book:

Mettam, G. R., & Adams, L. B. (2009), How to prepare an electronic version of your article, In B. S.
Jones, & R. Z. Smith (Eds.), Introduction to the electronic age (pp. 281-304). New York: E-Publishing
Inc.

Reference to a website;

Cancer Resoarch UK. Cancer statistics reports for the UK, (2003). http://www.cancerresearchuk.org/
aboutcancer/statistics/cancerstatsreport/ Accessed 13 March 2003.

Reference to a dataset:

{dataset] Oguro, M., Imahiro, S., Saito, S., Nakashizuka, T. (2015). Mortality data for Japanese
oak wilt disease and surrounding forest compositions. Mendeley Data, v1, htps://doi.org/10.17632/
xwj98nb39r.1.

Reference to a conference paper or poster presentation:

Engle, EK. Cash, T.F, & Jarry, J.L. (2009, November). The Body Image Behaviours Inventory-3;
Develepment and validation of the Body Image Compulsive Actions and Body Image Avoidance Scales.,
Poster session presentation at the meeting of the Association for Behavioural and Cognitive Theraples,
New York, NY,

Video

Elsevier accepts video material and animation sequences to support and enhance your scientific
research. Authors who have video or animation files that they wish to submit with their articie are
strongly encouraged to include links to these within the body of the article. This can be done in the
same way as a figure or table by referring to the video or animation content and noting in the body
text where It should be placed, All submitted files should be properly iabeled so that they directly
relate to the video file's content. . In order ta ensure that your video or animation material Is directly
usable, please provide the file In one of our recommended file formats with a preferred maximum
size of 150 MB per file, 1 GB in total, Video and animation files supplied will be published online In
the electronic version of your article in Elsevier Web products, including ScienceDirect. Please supply
'stills’ with your files: you can choose any frame from the video or animation or make a separate
image. These will be used instead of standard icons and will personalize the link to your video data. For
more detailed instructions please visit our video instruction pages. Note: since videc and animation
cannot be embedded in the print version of the journal, please provide text for both the electronic
and the print version for the portions of the article that refer to this content.

Data visvalization

Include interactive data visualizations in your publication and let your readers Interact and engage
more closely with your research. Follow the instructions here to find out aboul available data
visualization options and how to include them with your article.

Supplementary material

Supplementary material such as applications, Images and sound clips, can be published with your
article to enhance it. Submitted supplementary items are published exactly as they are received (Excel
or PowerPoint files will appear as such online). Please submit your matenal together with the article
and supply a concise, descriptive caption for each supplementary file. If you wish to make changes to
supplementary material during any stage of the process, please make sure to provide an updated file,
Do not annotate any corrections on a previous version. Please switch off the Track Changes' option
in Microsoft Office files as these will appear in the published version.

Research data

This journal encourages and enables you to share data that supports your research publication
where appropriate, and enables you to interlink the data with your published articles. Research data
refers to the results of observations or experimentation that validate research findings. To facilitate
reproducibility and data reuse, this journal also encourages you to share your software, code, models,
algorithms, protocols, methods and other useful materials related to the project.
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Below are a number of ways In which you can associate data with your article or make a statement
about the availability of your data when submitting your manuscript. If you are sharing data in one of
these ways, you are encouraged to cite the data in your manuscript and reference list. Please refer to
the "References” section for more information about data citation. For more information on depositing,
sharing and using research data and other relevant research materials, visit the research data page.

Data linking

If you have made your research data available In a data repusitory, you can link your article directly to
the dataset. Elsevier collaborates with a number of repositories to link articles on ScienceDirect with
relevant repositories, giving readers access to underlying data that gives them a better understanding
of the research described.

There are different ways to link your datasets to your article. When available, you can directly link
your dataset to your article by providing the relevant information In the submission system. For more
information, visit the database linking page.

For supported data repoesitories a repository banner will automatically appear next to your published
article on ScienceDirect.

In addition, you can link to relevant data or entities through identifiers within the text of your
manuscript, using the following format: Database: xxxx (2.g., TAIR: AT1G01020; CCDC: 734053;
PDB: 1XFN).

Mendeley Data

This journal supports Mendeley Data, enabling you to deposit any research data (including raw and
processed data, video, code, software, algorithms, protocols, and methods) associated with your
manuscript in a free-to-use, open access repository. During the submission process, after uploading
your manuscript, you will have the opportunity to upload your relevant datasets directly to Mendeley
Data. The datasets will be listed and directly accessible to readers next to your published article online,

For more information, visit the Mendeley Data for journals page.

Data in Brief

You have the option of converting any or all parts of your supplementary or additional raw data into
one or multiple data articles, a new kind of article that houses and describes your data. Data articles
ensure that your dala is actively reviewed, curated, formatted, indexed, glven a DOI and publicly
available to all upon publication. You are encouraged to submit your article for Dats in Brief as an
additional item directly alongside the revised version of your manuscript. If your research article is
accepted, your data articie will automatically be transferred over to Date in Brief where it will be
editorially reviewead and published in the open access data journal, Data in Brief. Please note an open
access fee of 600 USD is payable for publication in Data in Brief, Full details can be found on the Data
in Brief website. Please use this tamplate Lo write your Data in Brief,

Data statement

To foster transparency, we encourage you to state the availability of your data in your submission.
This may be a requireament of your funding body or institution. If your data Is unavallable to access
or unsuitable to post, you will have the opportunity to indicate why during the submission process,
for example by stating that the research data Is confidential. The statement will appear with your
published article on ScienceDirect. For more information, visit the Data Statement page.

AFTER ACCEPTANCE

Online proof correction

Corresponding authors will receive an e-mall with a link to our online proofing system, allowing
annotation and correction of proofs online. The environment is similar to MS Word: in addition to
editing text, you can also comment on figures/tabies and answer questions from the Copy Editor.
Web-based proofing provkles a faster and less error-prone process by allowing you to directly type
your corrections, eliminating the potential introduction of errors.

If preferred, you can still choose to annotate and upload your edits on the PDF version. All instructions
for proofing will be given in the e-mail we send to authors, including altermnative methods to the online
version and PDF,
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We will do everything possible to get your article published quickly and accurately. Please use this
proof only for checking the typesetting, editing, completeness and correctness of the text, tables and
figures. Significant changes to the article as accepted for publication will only be considered at this
stage with permission from the Editor. It is important to ensure that all corrections are sent back
to us in one communication. Please check carefully before replying, as inclusion of any subsequent
corrections cannot be guaranteed. Proofreading is solely your responsibility.

Offprints

The corresponding author will, at no cost, recelve a customized Share Link providing 50 days free
access to the final published version of the article on ScienceDirect. The Share Link can be used for
sharing the article via any communication chanpel, Including email and social media. For an extra
charge, paper offprints can be ordered via the offprint order form which is sent once the article Is
accepted for publication. Both corresponding and co-authors may order offprints at any time via
Elsevier's Webshop. Corresponding authors who have published their article gold open access do
not receive a Share Link as their final published version of the article Is available open access on
SclenceDirect and can be shared through the article DOI link.

AUTHOR INQUIRIES

Visit the Eisevier Support Center to find the answers you need. Here you will find everything from
Frequently Asked Questions to ways to get in touch.

You can also check the status of your submitted article or find out when your accepted article will
be published.

2 Copyright 2018 Elsavier | https://www, elsevier.com
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Responder a: ijip.journal@elseviercom
Para: Helenz Dias de Castro Bins Bins <helenabins@gmail com>

*This &s an automated massage *

Manuscript Number. [JLP-D-20-D0042

Childhood trauma, psychiatric disorders, and criminality in women: associations with serum levels of brain-derived
neuretrephic factor

Dear Mrs, Bins,

Your above referenced submission has been assigned a manuscript number: WLP-D-20-00042.

To track the status of your manuscript, please log In as an author at https /Avww editorialmanager. comiijigd, and navigate
to the "Submissions Being Processed” foider,

Thank you for submitting your work te this journal

Kind regards,
international Journal of Law and Psychiatry

Mare information and support
You will find mformation relevant for you as an author on Eisavier's Author Hub- hitps:/Awww eisevier com/authors.

FAQ: How can | reset a forgotien password? hitps /isemvice elsevier.convapplanswarsidetail/a_id/28452/
supporthub/pubsshing/xw/editorial+manager/

For further assistance, please visit our customer service sde hitps.//service elsavier comfapphomesupporthub/
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Track your article [IJLP_101574] accepted in International Journal of Law and
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Elsevier - Article Status <Adticle_Status@elseviercom> S de maio de 2020 0614
Para: helenabins@gmail.com

Please nota this 15 a system ganerated amail from an unmanned mailbox.
If you have any queries we really want to hear from
you via our 24/7 support at htip://help.elsavier.com

Article téle: Chilechood trauma, psychiatric dsorders, and criminality In women: associaticns with serum levels of brain-
derived neuratrophic factor

Reference: IULP_101574

Journal title: International Joumal of Law and Psychiatry

Article Number: 101574

Carresponding author. Mrs. Helena Diss de Castro Bins Bins

Firet suthor: Dr. Helena Dias de Castro Bins Bins

Dear Mrs. Bins,

Your artcle Childhood trauma, psychiatric disorders, and cniminality in women: associations with serum levels of brain-
derivad neuratrephic @aclor will ba publishad in Interational Journal of Law and Psychiatry.

To track the status of your srticle throughout the pubicaticn process, please use our article tracking service:
hitps j/suthors elsevier comiracking/amicie/details do7aid=1015748jid=I)LP&sumame=8ins
Fer help with article tracking: http:/heip efsevier.com/applanswers/detaiva_id/S0

Yours sincerely,
Elsevier Author Support

HAVE A QUERY?
We have 24/7 support to answar all of your queries quickly.
hitp:/Mmelp. alsevier com

UNRIVALLED dssemination for your work

When your article is pubished it is made accessible 1o more than 15 milion monthly unigue users of ScisncaDiract,
ranging from scienfists, researchers, healthcare professionals and students. This ensures that your paper reaches the
right audience, wherever they may be on the globe, and that your research makes the greatest impact possible

> Find new research yourself at; www.sciencedirect.com

SENDER INFORMATION

This ¢-mail has been sent to you frém Elsevier Limited, The Boulevard, Langford Lane, Kidlington, Oxford, OX5 1GE,
Untted Kingdom, To ensure aeilvery to your inbox (nol bulk or junk folders), please add Article_Status@elsevier.com to
your address book or sale senders list

PRIVACY PCLICY
Please read cur privacy policy.

hitp:\www alsevier com/privacypolicy

Htpers /mail soogke. comy madl w0 MR —eJdI6RTMME view =t Recurch-slli permmugui=mug- {43 A 16653 IRRAMSASTTi& smop =meg F7 3A 166593 IRR22I0565773 2



23122020 Guses) - Traek yoer asticle [ULP_101574] accopted in Intermaticon] Jowrmal of Law asd Peyehiary i

[T-120-20150414)

Rt sl poaghe eom misd nOTR=A@GRTBAE View=piinemch=all8 permmsgil=msg [RIA 166593 188249056577 R simpl=mmsg- (%34 164559 1892430845773 2



23712020

M Gmail

Gl - Shose your mtiode [P 101574 puldished in Letorastional Souznsl of Law and Payohiatry

Share your article [IJLP_101574] published in International Journal of Law and

212

Helena Bins <helenabins@gmail.com>
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Elsevier - Article Status <Article_Stetus@elseviercom>

Pars; helenabina@gmall.com

ELSEVIER
Share your article!

Dear Mrs. de Castro Bins,

We are pleased to let you know that the final version of your
article Chiidhood traume, psychialne disorders, and criminalty
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naurotrophic factor is now available online, contalning full
biblicgraphic details,

To heip you access and share this work, we have croated a ﬁ
Share Link - a personalzed URL providing 50 days' free \)‘

access to your article. Anyone clicking on this link before July
08, 2020 will be taken directly to the final version of your article
on ScienceDirect, which they are welcome to read or download,
No sign up, registration or fees are requived.

Your personalized Share Link:
hitps://authors.elsevier.com/a/1 b5LKaR% 7TE%7ETy4p

Click on the wons balow to share with your network:
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f ¥V in A&

We encourage you to use this Share Link to download a copy of the article for your own archive.
The URL is also a quick and easy way to share your work with colleagues, ce-authors and friende,
And you are welcome to add the Share Link to your homepage or social media profiles, such as
Facebook and Twitter.

You can find out more about Share Links on Elsevies.com

Did you know, as an author, you can use your article for a wide range of scholarly, non-commarcal
purposes, and share and post your article online in a varety of wsys? For more information visit
www elsevier com/sharing-articles.
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Publishing Lab

Do you have ideas on how we can improve the author exparnence? Sign up for he Elsevier Publishing
Lab and help us devalop our publishing innovations!
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Please do not raply to this automated messege.
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Doutorado intitulada “Trauma na infancla, transtornos psiquidtricos e
conduta antissocial em mulheres: avallagdo dos nivels de concentragdo
sérica de BONF™ no dia 13/08/2019 junto ac Programa de Pés-Graduagéo em
Ciéncias da Salide da Universidade Fedaral de Ciéncias da Salde de Porto
Alegre, sendo considerada aprovada. Apés a homologagio da Tese de
Doutorado receberé o titulo de Doutora em Ciéncias da Salde: Epidemiologia e
Métodos Diagnésticos.,

Porto Alegre, 13 de agosto de 2019.

CGiovana Maria Roth Lopes
Secretéria Executiva
PPG Ciéncias da Sa(ide - UFCSPA
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