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Abstract: In recent years serious mental health issues, such as schizophrenia spectrum disorders and
bipolar disorder, have been treated in the community by community-based mental health services.
In the present study our goal was to estimate the modification in the number of hospitalizations and
duration of admissions in either psychotic patients or patients with bipolar disorder, treated by a
Mobile Mental Health Unit in the islands of Kefalonia, Zakynthos and Ithaca (MMHU-KZI). Data
were collected from a total of 108 patients with schizophrenia spectrum disorders and bipolar disorder.
For each patient comparison was made for the same time interval prior and after engagement to
treatment with the MMHU-KZI and not for the total hospitalizations that patients had in their
history. There was a statistically significant reduction (45.9%) in hospitalizations after treatment
engagement with the MMHU-KZI, as the Wilcoxon signed ranks test indicated. Furthermore, a major
decrease (54.5%) of hospitalization days was noted after treatment engagement with the unit. This
pattern of mental health provision may be beneficial for the reduction of the number and duration of
psychiatric hospitalizations. Despite the beneficial contribution of community-based mental health
units, hospital based treatment should always be available, since severe relapses are better treated in
inpatient setting.

Keywords: community-based services; hospitalizations; schizophrenia spectrum disorders; bipolar
disorder; mobile mental health units; inpatient setting

1. Introduction

The reform of mental health services has started in many countries during the last
decades. For those countries which are more economically developed there is a clear shift
from asylum-based services towards the development of community-based services. There
are some significant differences between asylum-based services and community-based
services. Briefly, in the asylum-based services social therapeutic activities are minimal or
non-existent, while at the same time rehabilitation activities are limited. On the other hand,
social therapeutic and rehabilitation activities play an important role in the treatment plan
of community-based services [1]. Furthermore, the community services work towards the
creation of a social supportive system, something that is more difficult to happen in asylums.
Finally, the asylum practices strengthen institutionalization and stigmatization, while the
opposite happens with the community-based treatment. Community Mental Health Teams
(CMHTs) are the key elements of community mental health services, representing the most
simple model of providing community care, offering all kinds of interventions. A series of
surveys and systematic reviews comparing CMHTs with other services based on hospitals,
demonstrate significant advantages for the former, although it is not yet clear to what
extent they improve the symptoms and the social functionality of the patients [2]. These
benefits are related with the reduction of hospitalizations and relapses, as well as with the
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successful coverage of people’s needs in remote and rural areas [3]. Community-based
mental health services also act as a protective factor against involuntary hospitalizations [4]
and improve the clinical picture of patients with schizophrenia spectrum disorders by
reducing their positive and negative symptoms [5]. Furthermore it has been observed that
through the cooperation with the multidisciplinary team of CMHTs, users of mental health
services show greater adherence to treatment and they feel more satisfied, declaring that
such services cover their needs more effectively [6].

Although community mental health services contribute to the treatment of mental
illnesses [7], data are limited for the majority of European countries. To date, more evidence
exists only for some high income countries [8,9]. Despite the limited number of reports on
the effectiveness of CMHTs, they seem to ensure the continuity of mental care, especially
for the treatment of psychotic disorders in the community [10].

According to a meta-analysis [11], CMHTs may affect positively not only hospitaliza-
tions, but also the financial burden both at family and at state level. In Greece, till now,
only one study has been conducted [9] that highlights the beneficial role of Mobile Mental
Health Units (the definition is given below), for the treatment of psychotic disorders in
rural areas, by reducing both patients’ admissions and length of hospitalizations.

The Greek governmental policy applying the principles of Psychiatric Reform (2716/99),
has established a number of MMHUs in remote areas of the Greek territory, islands in-
cluded [12,13]. Although all these units follow the rules of community psychiatry, there
are great differences in the operational status in terms of staffing, organization of services
etc. In the islands MMHUs are often residents’ unique option in order to receive mental
health care [10]. It has been argued that the existence of mobile mental health units offers
a wealth of benefits to people who visit them. More specifically, the content of MMHU’s
actions has been linked to a significant contribution to the mentally ill person’s health, for
example through the ability of domiciliary visits as well as through telepsychiatry, in cases of
remote areas [14,15]. Furthermore, MMHUs are responsible for the continuous prescription
and supervision of patients’ medication, since the appropriate pharmaceutical treatment is
crucial for the mental health of these patients [10].

The Mobile Mental Health Unit of Kefalonia, Zakynthos and Ithaca (MMHU-KZI) is
the only mobile unit in the Ionian Islands to date, providing psychosocial support and
intervention both to people with psychiatric disorders and their families.

MMHU-KZI is oriented towards the continual service provision. The constant pro-
vision of mental care is regarded substantial for the optimal outcome of chronic mental
disorders [16]. In this way it is easier to predict relapses and to intervene in time, since
strong links develop between the personnel and the patients [17]. Recent data have demon-
strated that the restriction of the continual mental health provision is associated with worse
clinical condition for the psychotic patients [18].

Having examined a previous Greek study [9], we formulated some theoritical hy-
potheses. The hypotheses that we made are the following:

Hypothesis 1 (H1). The operation of the MMHU-KZI is related positively with the reduction of
total hospital admissions (voluntary/involuntary) in patients with schizophrenia spectrum disorders
and bipolar disorder.

Hypothesis 2 (H2). The operation of the MMHU-KZI is related positively with the reduction
of involuntary hospital admissions in patients with schizophrenia spectrum disorders and bipolar
disorder.

Hypothesis 3 (H3). The operation of the MMHU-KZI is related positively with the reduction
of hospital stays (number of days) in patients with schizophrenia spectrum disorders and bipolar
disorder.

The theoretical question is whether the operation of MMHU-KZI (details about the
operation of the unit are mentioned in the follow section) has any effectiveness on the
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number of admissions and their duration for these patients. Consequently, the aim of
the present study is to assess the changes in number of admissions, as well as changes
in days of hospitalizations in patients with either schizophrenia spectrum disorders or
bipolar disorder, treated by a MMHU in the islands of Kefalonia, Zakynthos and Ithaca.
The objective of the present study is to assess the changes in number of admissions, as
well as changes in days of hospitalization in patients with either schizophrenia spectrum
disorders or bipolar disorder, treated by a MMHU in the islands of Kefalonia, Zakynthos
and Ithaca.

2. Materials and Methods
2.1. The Treatment Setting

The MMHU-KZI started to operate in 2007. MMHU-KZI had been the only Mental
Health Service in the islands of Kefalonia and Ithaka till 2008. It should be noted that these
two islands have a large number of mountainous villages, some of which are particularly
remote and difficult to access. The sample of the present study was derived exclusively
from the island of Kefalonia.

Before the establishment of the MMHU-KZI, patients from Kefalonia who suffered
from psychiatric disorders, had the choice either to visit the only private psychiatrist in the
island or to travel long distances in the mainland to get to the nearer urban center (more
often to Patra and Athens), at their own cost.

The operation of the unit is based on the principles of social and community psychiatry,
giving priority to patients with severe and chronic mental disorders. The specific popula-
tion shows greater needs and at the same time their care is much more challenging [10]. In
addition, care for other categories of mentally ill patients is not excluded. The MMHU-KZI
consists of a multidisciplinary team (adult psychiatrists, child and adolescent psychiatrists,
psychologists, social workers, nurses). This multidisciplinary team delivers comprehensive
and flexible care, covering many aspects of patients’ lives (sessions, medication, domiciliary
visits, mobilization actions, interconnection of the patient with the local community, job
opportunities, housing etc). The delivery of care is continuous, depending on patient’s
needs. The patient is primarily assisted in the management of their symptoms, while the
improvement of their functionality is the ultimate goal.

From the very beginning the MMHU-KZI faced serious challenges; how to ensure the
enrollement of mental health providers (mainly of psychiatrists), to guarantee the necessary
financial resources from the Greek government and also, to cope with the stigma of mental
illness in the community. The administration of the MMHU-KZI gave from the begining
priority to the training of the personnel based on the special features of local community,
through the spirit of effective cooperation and team work (a key pillar of the unhindered
operation of CMHUs). At the same time great attention was paid to ensure the easiest
possible accessibility to the services, taking into account the diversity of citizens’ needs.
Psychiatric/psychological treatment and psychosocial support (through the spectrum of
the holistic/biopsychosocial approach of mental illness), relapse prevention and crisis
intervention are some of the MMHU-KZI main goals. At the same time, the interconnection
and cooperation with the local agents are integral parts of unit’s work, trying to form a
network within the community, so as to cover effectively and with the shortest possible
delay the needs of the residents of the Ionian islands.

2.2. Study Design

For the present study, data were collected from 239 patients’ history cases with either
schizophrenia spectrum disorders (F20–F29) or bipolar disorder (F31), according to the
ICD–10 [19]. The sample of our study included patients who had been already in treatment
with the MMHU-KZI (convenience sampling). Although, the MMHU-KZI is engaged with
all people who seek psychosocial and psychiatric treatment, we give priority to patients
with severe chronic psychiatric problems (such as psychosis and bipolar disorder), since
these groups present higher percentages of relapses and hospitalizations. According to the
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literature psychotic patients [20,21] and bipolar patients [22–24] are in a large percentage
poorly adherent with medications. This non-adherence leads very often to relapses [25]
and chronicity of symptoms. The severity of psychotic and bipolar disorders and the
vulnerability of these patients were the main reasons for focusing on them in our study.

The patients involved were in treatment from 2007 to 2021 in Argostoli-Kefalonia
(MMHU-KZI) and information about the number and duration of their hospitalizations
(before and after their cooperation with MMHU-KZI) was provided both by the patients
themselves and their caregivers. It should be mentioned that patients involved gaved
consensus for their participation, after having been informed about the exact scientific pur-
pose of the study and the anonymity of the procedure. Last but not least, all patients were
informed that no personal data would be published. The expediency and the methodology
of our study were approved by the institutional board of the unit.

Treatment engagement was defined as the regular attendance to 80% (approximately)
of the scheduled follow up appointments, according to the individual treatment plan. This
was considered as a main predisposition for inclusion in the sample. From the initial
sample, 110 cases met this criterion. Two cases with very frequent admissions (both had
over 30 admissions for the estimated period) were excluded, as they greatly differentiated
from the average of the sample, causing a distortion of the statistical evaluation. We ended
up with 108 cases, evaluated as appropriate for further study and analysis.

For the evaluation of the characteristics of the admissions before and after treatment
engagement with the MMHU-KZI, a pre-post mirror comparison design was used. This
means that for each patient comparison was made for the same time interval prior and after
engagement to treatment with the MMHU-KZI, and not for the total hospitalizations that
patients had in their history (i.e., if a patient had been for 5 years in the unit, we collected
data for 5 years before patient’s cooperation with the unit). The particular method has been
already used in the recent research field [26].

2.3. Statistical Design

Data were analyzed using the SPSS program. Categorical variables were presented
in frequencies and percentages while continuous variables were presented as mean and
standard deviation (SD). In order to decide whether the variation in the number of hospi-
talizations (pre and post the engagement with the MMHU-KZI) was statistical significant,
the Wilcoxon signed ranked test was applied. p-value < 0.05 was considered statistically
significant. The list with all the variables extracted from patients’ records is available in
Appendix A.

3. Results

Our final sample included 108 patients. 85 of them had been diagnosed with schizophre-
nia spectrum disorders (F20–F29), and 23 with bipolar disorder (F31).

The average age of patients was 52 years (SD 12.09), 49.1% were male and 50.9% female.
Most were single (53.7%), with a percentage of 19.4% being divorced or widowed. Most of
them (69.4%) lived with a caregiver, usually an elderly parent. In terms of their educational
level, half of them (50.0%) were high school graduates. The majority of patients (50.9%)
received a disability benefit, 22.2% received a state pension and only a small number of
them (9.3%) was working. Patients’ characteristics are presented in Table 1.
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Table 1. Patients’ demographic characteristics.

N = 108

Sex Male 53 (49.1%)
Female 55 (50.9%)

Age (mean, SD, years) 52 (SD 12.09)
Marital status Not married 58 (53.7%)

Married/Cohabited 29 (26.9%)
Divorced/Widowed 21 (19.4%)

Caregiver Living with a caregiver 75 (69.4%)
Living alone 21 (19.4%)

Living with other family members with
Severe Mental Illness (SMI) 12 (11.2%)

Education Primary 37 (34.3%)
Secondary 54 (50.0%)

Tertiary 17 (15.7%)
Employment Disability benefits 55 (50.9%)

Pension due to aging 24 (22.2%)
Unemployed 19 (17.6%)

Employed 10 (9.3%)

All patients received psychiatric care (initial interview, prescription, sessions, follow
up appointments etc), while very frequent psychosocial interventions were applied by
the central reference person (care manager), and the specialized personnel of the unit.
Psychoeducation for the caregivers (more often family members) was applied to the
93.5% of the sample. Domiciliary visits were carried out for 64.8% of the patients. Crisis
intervention was made for 64% of the patients. Domiciliary care was carried out for 25%
of the patients. The aim is for patients to comply with the medication. However, some of
them are not capable to receive the medication on their own (there is often a lack of social
context). Therefore, supervision is offered by the unit for the 54.6% of the sample. The
psychosocial interventions from the MMHU-KZI are fully presented in Table 2.

Table 2. Psychosocial interventions of the MMHU-KZI.

Psychosocial Interventions % of Patients Who Received It

Psychiatric support and pharmaceutical treatment 100%
Psychosocial support from a care manager 100%

Family psychoeducation 93.5%
Home visits 64.8%

Mobilization actions 61.1%
Interconnection with formal or informal networks 72.2%

Crisis intervention 65.7%
Home care 25%

Administration of medication 54.6%

The average duration of illness was 23.4 years (SD 12.73). The mean number of
hospitalizations during the illness was 1.63 (SD 1.99) (minimum number of hospitalizations:
0—maximum number of hospitalizations: 9). The average duration of intervention from
the MMHU-KZI was 6.73 years (SD 3.99). The patients included in the sample had 176
recorded hospitalizations, with 146 (82.9%) of them being involuntary, while the remaining
30 were voluntary (17.1%). Several important clinical features are presented in Table 3.
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Table 3. Patients’ clinical characteristics.

N = 108

Illness duration (mean, SD, years) 23.4 (SD 12.73)
Duration of follow-up

by the MMHU-KZI (mean, SD, years) 6.73 (SD 3.99)

Average number of hospitalizations
during the illness (mean, SD) 1.63 (SD 1.99)

History of alcohol/substance abuse 32 (29.6%)
Number of hospitalizations

during the illness Involuntary 146 (82.9%)

Voluntary 30 (17.1%)
Number of involuntary hospitalizations

pre-post mirror interval
Before treatment engagement

with the MMHU-KZI 51 (67.1%)

After treatment engagement
with the MMHU-KZI 25 (32.9%)

Mean days of hospitalizations
during the illness (mean, SD)

Before treatment engagement
with the MMHU-KZI 24 (SD 42.47)

After treatment engagement
with the MMHU-KZI 5 (SD 12.21)

Mean days of hospitalizations
pre-post mirror interval (mean, SD)

Before treatment engagement
with the MMHU-KZI 11 (SD 21.47)

After treatment engagement
with the MMHU-KZI 5 (SD 12.21)

Special attention should be paid to patients’ treatment before their involvement with
the MMHU-KZI; 50% (n = 54) of the patients had no treatment at all, while 47.2% (n = 51)
of them received occasional treatment at a private setting without stable therapeutic
monitoring or an integrated care plan. Only 2.8% (n = 3) of the patients were engaged in a
stable therapeutic setting before the engagement with the MMHU-KZI.

Another important figure refers to the source of reference; 38% (n = 41) of the patients
were referred to the MMHU-KZI by their family members, 28.7% (n = 31) were referred to
the MMHU-KZI by a Health Service, 13% (n = 14) by a Welfare Service, 13.8% (n = 15) were
self-reported, while 6.5% (n = 7) were reffered to the MMHU-KZI by other sources.

The Wilcoxon signed ranks test indicated:

• A 45.9% decrease in the number of hospital admissions after treatment engagement
with the MMHU-KZI. The number of admissions was statistically lower in post engage-
ment measurements than in pre-engagement measurements (Z = −2.264, p = 0.024).

• A reduction of 54.5% in days of hospitalization, after treatment engagement with the
MMHU-KZI. Days of hospitalization per admission were statistically lower in mea-
surements in post-engagement than in pre-engagement measurements (Z = −2.009,
p = 0.045).

• Involuntary hospitalizations after MMHU-KZI involvement were decreased by 51%.
Involuntary admissions were found to be statistically lower after treatment engage-
ment with the MMHU-KZI than before ( Z = −2.599, p = 0.009).

4. Discussion

In the present study we noticed a significant reduction in hospital admissions in
patients with either schizophrenia spectrum disorders or bipolar disorder, after being
engaged in treatment with the MMHU-KZI. During the mean 6.73 years follow up period
the percentage of the admissions was decreased by 45.9%. Furthermore, for those patients
hospitalized during the follow-up period, the duration of admissions was sustainably
shorter, and specifically was reduced by 54.5%. The reduction of involuntary admissions
was also significant in the present study. After treatment engagement with the MMHU-KZI,
involuntary admissions were decreased by 51%. This finding is important, considering
the negative impact of involuntary hospitalizations on patients [27]. MMHUs being close
to the patients and their caregivers are able to recognize early signs of imminent relapses.
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This protective role of community mental health services against involuntary admissions
has also been supported by other researchers in Greece [4].

The outcomes of our study agree with those of previous foreign and Greek studies.
More specifically, a Greek study conducted in Athens demonstrated that community mental
health facilities significantly decrease the number of hospitalizations and the duration of
them [28]. Another recent study concerns the decrease of hospitalizations and length of
hospital stay in patients with schizophrenia spectrum disorders treated by the Mobile
Mental Health Unit of Ioannina and Thesprotia (MMHU I-T) [9]. Lykomitrou et al. (2021)
proposed that the expansion of flexible and alternative community-based interventions,
such as MMHUs, constitute a best practice both for obtaining higher clinical outcomes and
for facing regional inefficiencies related to population’s access to healthcare [29].

In addition, international data are inline with our outcomes, underlying the effective-
ness regarding the hospital admissions [30], while other studies demonstrated improved
clinical outcomes for patients with psychosis [31]. According to the cohraine review of
Malone et al. (2007), the usefulness of community mental health team management for
people with severe mental illnesses and personality disorders is not inferior to non-team
standard care in any important respects and is superior in promoting greater acceptance of
treatment. In addition the authors propose that it may be superior in reducing hospital
admissions and avoiding death by suicide [30]. Van Citters and Bartels in their review
found that home and community-based treatment of older adult psychiatric patients were
associated with improved and longer maintained psychiatric status [32]. Finally, in a recent
study, Castillo et al. (2019) demonstrated the effectiveness of community interventions for
improving mental health [33].

During the study period, all patients participated, were only engaged with the MMHU-
KZI (and with no other mental health service provider). Therefore, the results of the present
study are attributed to the MMHU-KZI actions, based on the principles of “community care”.

The term “community care” means that the services are close to home. The geographi-
cal distance of mental health services from patients’ residence, plays a pivotal role in the
patients’ decision to engage with these services. The closer the services are to patients the
more likely for them and their families to make use of them and get involved in programs
on a regular basis [34]. Although Kefalonia is a big mountainous island with several remote
areas, it is a relatively small community in terms of population. One of the most important
advantages of a CMHT or MMHT in a specific and relatively small community, is the ability
of the mental health professionals to focus and cover the special needs of the mentally ill
residents of this area. Even in countries with better mental health resources we find low
coverage and poor focusing [2].

Another important issue, that the present study disclosed, was the insufficiency of the
therapeutic treatment setting for the mentally ill in Kefalonia, Zakynthos and Ithaca before
the establishment of the MMHU-KZI. This finding could be attributed to the absence of
Mental Health Services in the area before the establishment of the MMHU and also to the
fear of stigmatization on behalf of the patients and their families. Stigmatization against
the mentally ill remains a major obstacle for them to seek psychological support by using
mental health services [35]. MMHU-KZI has taken many actions in order to minimize
such discriminations. Our modus operandi in MMHU-KZI is firmly oriented toward the
continuity of care, a principle which is vital for the effective approach of chronic and serious
mental illnesses [16]. Recent data support that the absence of continual provision of mental
health services for the psychotic patients, leads to poorer outcomes [18].

Biopsychosocial model is the basic operational principle for MMHUs. According to
the biopsychosocial model the patient should always be approached through the somatic,
psychological, familiar and societal spectrum. Family focus therapy and psychoeduca-
tion are important components of a successful therapy and long-lasting remission. In
one randomised controlled study, remitted bipolar patients whose relatives attended psy-
choeducation groups, had longer remissions than patients whose relatives did not attend
similar sessions [36]. In a second study, bipolar patients whose caregivers attended 12–15
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family education sessions, showed significant decreases in symptoms of depression, espe-
cially when caregivers showed mood improvement as well [37]. Thus, adjunctive family
interventions have the potential to lengthen periods of stability and alleviate residual
symptoms [38]. Providing health services on a domiciliary basis is critical for MMHUs.
In a recent study, regular visits at home are related with better treatment involvement for
adult psychotic patients [39]. In addition, Okumura et al. (2018) concluded that follow
up visits after hospitalization could be helpful for seriously affected patients, since they
reduce the probability for subsequent readmission [40].

The present study demonstrated a noteworthy decrease in the number of hospital
admissions and the duration of hospitalizations in patients with either schizophrenia
spectrum disorders or bipolar disorder that cooperated with the MMHU-KZI. Although the
community mental case model contributes to the wellbeing of the mentally ill, it is almost
impossible to eliminate psychiatric admissions. Acute episodes and serious relapses could
occasionally happen, regardless of our dedicated work, making an admission inevitable.
Community care is not a panacea, therefore a comprehensive mental health system should
include both community and hospital based care [41].

4.1. Strengths and Limitations

The sample of the study consisted of people with schizophrenia spectrum disorders
and bipolar disorder, who received comprehensive care from the MMHU-KZI on a system-
atic basis. The results obtained, enrich the knowledge of the scientific community dealing
with such issues in two ways. First, they reinforce the existing literature regarding the
approach and treatment of people with psychosis and bipolar disorder and their families.
Furthermore, secondly, they highlight the importance and effectiveness that characterize
the Case Management model in practice, elements that are limited in the literature. In the
present study the ability to examine the long-term effects of commitment to treatment,
drove to the conclusion that the cooperation and commitment with the MMHU-KZI has
affected considerably both the number of hospitalizations as well as the duration of the
hospitalizations.

One of the major limitations of our study was that it was not possible to compare the
Case Management model with any other approach and treatment for people with psychosis
and bipolar disorder. Consequently, the absence of the control group prevent us from
determining the course of the treatment outcomes of such patients under different treatment
settings. However, it is important to emphasize, that our main goal was to demonstrate
the improvement of the clinical condition of these patients, and not to compare different
treatment approaches.

Finally, the results may not be generalized to other patients with same mental disor-
ders, who live in different districts. This happens, as the MMHU-KZI is organised in order
to cover the specific needs of the residents of the Ionian Islands. Although, all MMHUs
in Greece operate emphasizing on the principles of social and community psychiatry,
there are differences in their operational status. In order to extract safe conclusions about
the effectiveness of MMHUs in Greece, the conduction of similar researches by different
MMHUs would be useful.

4.2. Implications for Care

The MMHUs model seems to correspond to the needs of the residents in insular areas.
Patients in such regions may be cut-off for other mental health services either due to the
absence of such facilities in their districts, or due to socioeconomic issues [42].

Continuity of care is a basic pillar for the effective treatment of either schizophrenia
spectrum disorders or bipolar disorder. However it is not always possible to ensure this
continuity, especially when MMHUs operate in a context of significant “discontinuities”.
A potential problem is the lack of specialized personnel, especially psychiatrists, since
working in remote and insular areas is not an alluring option for them. Another crucial
factor is the difficulty to secure the necessary funding for the unhindered operation of
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MMHUs. As far as the MMHU-KZI is concerned, there was a long period of economic
uncertainty and underfunding that created severe insecurity for the existence of the unit
(specifically during the years 2011–2017). In addition, the economic crisis of the past
decade has largely impeded the necessary financial support of health services by the Greek
state [43]. Such adversities cause serious problems to the unhindered operation of MMHUs
and demoralize the personnel.

The difficulties in receiving proper mental health care in rural and remote areas
have been emphasized both in international and Greek literature [28]. Along with the
aforementioned constraints, the non-existence of a psychiatric department in Kefalonia,
Zakynthos and Ithaca is a harsh reality, differentiating the work load of the specific MMHU
from other MMHUs in Greece. For example, in the case of hospitalizations the procedure
becomes even more complicated and time consuming for the patients and their relatives.
Furthermore, of course, bureaucracy and waste of time may be disastrous for the patient.
Under these conditions, the personnel of MMHUs must always be alert for all possible
adversities, deprived of the necessary interconnection and cooperation with a specialized
psychiatric hospital department.

5. Conclusions

The findings of this study are in accordance with the findings of a previous Greek
study [9]. The MMHU mediated treatment of patients with either schizophrenia spectrum
disorders or bipolar disorder in remote areas may be both feasible and effective. MMHUs
contribute to the decrease of hospitalizations and of their duration. Community-based
mental health approach may be the most suitable model in providing reliable services to
the severe psychologically affected residents in rural areas and islands of Greece. However,
more studies are necessary in order to examine thoroughly all the parameters of this topic.
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Appendix A. List of Variables Extracted from Patients’ Records

• Patients’ demographic characteristics

– Sex
– Age
– Age group
– Marital status
– Educational level
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– Employment status
– Caregiver

• Patients’ clinical characteristics

– Diagnosis
– Diagnostic group
– Onset of disease
– Duration of disease
– History of alcohol - substance abuse

• Cooperation history with MMHU-KZI

– Reference
– Treatment before MMHU-KZI
– Date of monitoring start
– Date of monitoring interruption
– Monitoring period (years)
– Therapeutic continuity

• Psychosocial interventions

– Psychiatric support and pharmaceutical treatment
– Home visits
– Family psychoeducation
– Mobilization actions
– Interconnection with formal/informal networks
– Crisis intervention
– Home care
– Supervision/administration of medication

• Total Hospitalizations

– Total involuntary hospitalizations
– Total voluntary hospitalizations
– Total days of hospitalization before MMHU-KZI monitoring
– Total days of hospitalization during MMHU-KZI monitoring
– Total hospitalizations before MMHU-KZI monitoring
– Total hospitalizations after MMHU-KZI monitoring

• Hospitalizations for the pre - post MMHU-KZI monitoring mirror interval

– Hospitalizations before MMHU-KZI monitoring (Mirror interval)
– Hospitalizations after MMHU-KZI monitoring (Mirror interval)
– Days of hospitalization before MMHU-KZI monitoring (Mirror interval)
– Days of hospitalization during follow-up by MMHU-KZI monitoring (Mirror

interval)
– Involuntary hospitalizations before MMHU-KZI monitoring (mirror interval)
– Involuntary hospitalizations after MMHU-KZI monitoring (mirror interval)
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