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In research, based on the systematic approach of evaluating results of
complex clinical-psychopathological, psychodiagnostical investigation my-
ocardial infarction and cerebral stroke patients the clinical structure features,
regularities in the formation, development and course of somatogenic de-
pression and associated disorders on these patients was determined.

At patients with cardiac infarction in acute period the pain syndrome
is the main one, leads to severe psycho-emotional disorders. Against the
background of cognitive function preservation phobic, anxiety and depres-
sive symptoms prevail, their intensity depends on the severity of pain. Sub-
sequently, the primary psycho-emotional constituent element disappeared
and anxiety-depressive disorders developed along with hypo- and anozog-
nostical type of personal condition perception. At cerebral stroke patients
disorders of level of consciousness were primary with cognitive and asthenic
disturbances with subsequent formation of psycho-emotional disorders,
anxiety and depressive disorders with hypohondrical elements on the basis
of persistent cognitive impairments.

secondary depression, anxiety, psychotherapy, myocardial infarction, cerebral
stroke.

Ha ocHoBI cicTemHOro nigxoAy B OLiHLI pe3ynbTaTiB KOMMIEKCHUX Kii-
HiKO-MCMXOMATONONYHUNX, MCUXOAIAFHOCTUYHUX BOCAIAKEHD OCib, Wo nepe-
Hecnn IM Ta MI, 6yno BM3HaueHO OCOGNMBOCTI KNiHIYHOI CTPYKTypw,
3aKOHOMIPHOCTI GOpPMyBaHHs, PO3BUTKY Ta Nepebiry comaToreHHoi ienpecii
Ta acouiioBaHMX PO3nafiB Y AaHNX XBOPKX.

Y xBopuix 3 IM B rocTpomy nepioai NpoBigHMM € 6011bOBUA CUHAPOM,
O NPU3BOANTL [0 BUPAXKEHNX MNCMXOEMOLiNHNX po3nagis. Ha Tni 36epe-
MeHHA KOTrHITMBHUX QYHKLi npeBanioe ¢pobiuHa, TPNBOXKHO-AeNpecrBHa
CYMNTOMaTMKa, BUPAXKEHICTb AKOT 6e3nocepeHbO 3anexunTb Bif BUpaxe-
HOCTi 60/1bOBOrO CYHAPOMY. Y NOAaNbLIOMY NEPBUHHNIA MCUXOEMOLINHNIN
BiTaJIbHO 3yMOBJIEHWII KOMMOHEHT 3HUKAE, POPMYIOTbCA TPUBOXKHO-AEMNPE-
CMBHI NOPYLUEHHS, Fino- i aHO30rHOCTUYHWI TUMNW CNPUAHATTA CBOTO CTaHy.
Y nauienTis 3 Ml nepBMHHUM € NOPYLUEHHA PiBHA CBIOMOCTI 3 KOTHITUBHUMM
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i acTeHiYHUMYM NopyLIEHHAMU 3 NoAaNnbWwM GOpPMyBaHHAM NCUXOEMOLLIN-
HNX PO3NaAiB, TPUBOXKHO-AENPECUBHUX NOPYLUEHb 3 eleMeHTaMU iMOXOHA-
pu3auii Ha TNi 36epeXeHHsA KOTHITUBHUX PO3/agis.

KniouoBi cnoBa 8MOpPUHHA denpecis, mpugoed, ncuxomepanis, iHpapkm miokapda, moskosuli
iHCynem.
Pesiome Ha ocHoBe c1cTeMHOro nogxofa B OLieHKe pe3ysibTaToB KOMMIEKCHbIX

KIMHUKO-NCUXONATONIOrNYECKNX, NCUXOANArHOCTUYECKUX NCCIIe[0BaHNI
nuu, nepeHecwunx M n MU, 6binv onpeaeneHbl 0CO6eHHOCTM KNMHUYECKON
CTPYKTYPbl, 3aKOHOMEPHOCTN GOPMUPOBAHKSA, Pa3BUTUA U TeUEHMA COMa-
TOreHHOW fenpeccui 1 acCOLMNPOBAHHBIX PACCTPOMCTB Y 3TUX 60NbHbIX. Y
605bHbIX IM B OCTpOM Neprofe BeAyLMM ABAAETCA 60M1eBON CUHAPOM, KO-
TOPbIN NPUBOANT K BblpaXXeHHbIM NCUXO3MOLMOHANIbHBIM PacCTPONCTBAM.
Ha ¢oHe coxpaHeHna KOrHUTMBHbIX GyHKUMI NpeBanupyeT dobryeckas,
TPEBOXKHO-AeNpeccrBHaAA CUMMNTOMATVKA, BblpaXKeHHOCTb KOTOPOW Hanps-
My0 3aBCUT OT BblpaxkeHHOCTY 6oneBoro cHapoma. B nocnepytoiiem nep-
BMYHbIV MCYXO3MOLIMOHANbHbIN BUTaNIbHO OOYCNOBIEHHbIN KOMMOHEHT
ncyesaet, GOPMUPYIOTCA TPEBOXKHO-AEMNPECCHBHbIE HAPYLUEHWA, TUMO- 1
AHO30MHOCTUYECKUIA TUM BOCNPUATAA CBOEFO COCTOAHNA.

Y naumneHToB ¢ MU nepBrYHbIM ABNAETCA HapyLUeHNe YPOBHA CO3HaHWA C
KOFHUTMBHbBIMY U aCTEHNYECKUMI HapyLLUEHUAMI € nocneyowmnm Gopmum-
poBaHMEM NCMXOIMOLIMOHANbHbIX PACCTPOMCTB, TPEBOXKHO-AENPECCUBHbIX
HapyLUEeHWI C SNemMeHTaM1 UMOXOHAPM3aLMN Ha GOHE COXPaHAIOLLMXCA KOT-
HUTUBHbIX PaCCTPONCTB.

KnioueBbie cnoBa 8MOpUYHAA Oenpeccus, mpesoaa, hcuxomepanus, UHpapkm mMuokapod,
M032080U UHCY/1bm.

The cardiovascular and cerebrovascular diseases are the main medical problem at the end of XX
and beginning of XXI centuries. The growth of pace of life, changes in demographics, bad habits, scientific
and technological progress, constant exposure to stress determine not only an increase of cardiovascular
and cerebrovascular pathology, but also a significant increase of mental and behavioral disorders, a special
role among which takes violations of depressive spectrum.

Herewith increase of depressive disorders is not due to endogenic forms, but due to psychogenic,
reactive, masked, mixed forms, including somatogenic which characterized by primarily somatic mani-
festations. This trend contemporary continues in the world and in Ukraine as well.

The problem of cardiovascular diseases takes a special place in the range of psychosomatic patholo-
gies [1]. It is connected with their significant incidence, also in productive age, high mortality and disability
rates. Every year cardiovascular diseases caused 4300000 deaths in Europe, in particular, there are more
than 2 million fatal cases in the European Union [2 - 5].

In Ukraine mortality associated with cardiovascular diseases occupies the first place and the hardest
complications of cardiovascular diseases are Myocardial infarction (MI) and Cerebral stroke (CS). Ml and
CS are the main causes of mortality, accounting for 55% of all fatalities [2, 4, 6].

The majority of patients (60 — 85%) with Ml and CS suffered from depressive spectrum disorder that
complicated the course of treatment, the outcomes of the disease, the recovery and rehabilitation processes
[3,4,7 - 10]. Approximately 10 — 15% of patients with depression prone to suicidal attempts [3, 4, 6, 9].

The main objects of our research.

To study clinical structure, patterns of development, pathophysiological formation mechanisms of
somatogenic depression and associated disorders in patients with Ml and CS.

To conduct comparative analysis of depressive spectrum disorders and associated disorders in Ml
and CS patients.

To create multimodal based system of psychotherapeutical correction of depressive spectrum dis-
orders and associated disorders in Ml and CS patients.

For conducting the research 120 patients were involved and they were divided into 2 supervision
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groups (60 patients with Ml and 60 patients with CS). Examination of the patients was carried out in four
stages: Stage 1 — within 28 days after Ml or CS (acute phase), Stage 2 - 3 months after the event (subacute
phase), Stage 3 — 6 months after the event (the recovery period), Stage 4 — 1 year after the event (conse-
quences period). Throughout the period of the survey on the background of basic therapy patients have
been conducted by psychotherapeutic correction and psychological support.

Methods of research: clinical methods, psycho-diagnostical methods (Hamilton scale of depression
(HDRS), Beck scale of depression (BDS), Spylberger scale of personal and reactive anxiety, Mini-Mental
State Examination (MMSE), quality of life test (I. Mezzich, N. Cohen, M. Ruiperez, I. Lin, G. Yoon, 1999), sta-
tistical methods [5, 11, 12].

Dynamic of leading depressive spectrum and associated disorders in patients with Ml and CS illus-
trated on pic. 1 and pic. 2 of Supplement No1.

The obtained results demonstrated that the most frequent syndromes in Ml patients in the acute phase
were: pain (86,7%), phobic (83,3%), asthenic-anxious (43,3%) syndromes. Development and severity of panic
and phobic symptoms depend on pain syndrome severity. Asthenic symptomes in this group of patients were
part of the asthenic-anxiety, asthenia, depression (16,7%), asthenic-hypochondriac (10,0%) syndromes. Hysteria
syndrome and cognitive deficits were observed in 6,7% of cases. In 13,3% of Ml patients anozognostical attitude
to the disease manifested as appropriate response impairment, denying hospital admission and treatment,
decrease in critical assessments of their own state, complete disregard as to the severity of their condition. Dis-
orders of consciousness in their superficial form, obnubilation, were observed in 6,7% of patients.

During the second stage of our research the Ml patients demonstrated a decrease in pain (50,0%),
phobic (40,0%) and asthenic-anxiety (33,3%) syndromes. On the contrary, incidence and severity of as-
thenic-depressive (26,7%), hysterophorm (10,0%) and asthenic-hypochondriac (10,0%) syndromes in-
creased. The number of patients with cognitive impairments (10,0%) and anozognostical attitude to the
disease (16,7%) increased as well.

During the third stage of our research the most frequent were asthenic-depressive (33,3%), pain
(30,0%) syndromes, anozognostical attitude to the disease (23,3%). Asthenic-anxiety (23,3%) and phobic
(13,3%) syndromes were also frequently diagnosed in Ml patients but their intensity decreased. The inci-
dence of cognitive impairments (13,3%) increased, especially in depressed patients.

During the fourth stage of our research the incidence and severity of psychopathological syndromes
decreased after psychotherapeutic support. Thus, pain syndrome was observed in 23,3% of cases, asthenic-
depressive syndrome in 21,7% of cases, asthenic-anxiety syndrome in 13,3% of cases, phobic syndrome in
10,0% of cases and attitude to the disease in 16,7 % of cases. The incidence of cognitive impairment (10,0%),
hysteroform (10,0%) and asthenic-hypochondriac (6,7%) syndromes remained on the same level.

Altered consciousness syndrome was the primary one in all cerebral stroke patients in the acute
phase. Superficial forms of consciousness disorders, such as somnolence (10,0%), obnubilation (46,7%),
torpor (33,3%) were prevalent. 10,0% of patients developed more intensive consciousness disorders (stu-
por). Subsequently they developed cognitive disorders syndrome (83,3%) and asthenic syndrome (66,7%).
During the recovery period, on the second stage of the study, cognitive impairments intensity (66,7%),
pain syndrome (53,3%), asthenic syndrome (40,0%), anozognostical disorders (10,0%) decreased. Psycho-
emotional disorders became the main ones. Asthenic syndrome remained the basic one, developing de-
pressive (33,3%), hypochondriac (10,0%), anxious (16,7%), hysterophorm (6,7%) features.

In the third stage of the research the intensity of psycho-emotional disorders and depressive reactions
was increasing in CS patients. Pain syndrome (40,0%), asthenic-depressive syndrome (40,0%), cognitive im-
pairment syndrome (80,0%) were the main ones. The number of patients with isolated asthenic syndrome
decreased to 20,0%. Asthenic syndrome was part of the asthenic-depressive (40,0%), asthenic, anxiety
(23,3%) and asthenia-hypochondriac (16,7%) syndromes. Representation of hysterophorm syndrome at this
stage of the research was the same. Incidence of anozognostical attitude to the disease decreased to 6,7%.
Depression and anxiety correlated with the intensity of neurological deficit and its impact on quality of life.

In the fourth stage of the research against the background of psychotherapeutic correction, the in-
tensity of psycho-emotional disorders and depressive reactions remained unchanged against cognitive
impairments, although quantification of major syndromes decreased. So, asthenic-depressive syndrome
was observed in 33,3% of patients, asthenic-anxiety in 23,3% of patients, asthenic-hypochondriacin 13,3%
of patients, phobic syndrome in 16,7% of patients, anozognostical disorders in 5,0% of patients. At this
stage of the study the incidence of cognitive impairment comprised 73,3%. A decrease in cognitive im-
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Table 1. Multimodal psychotherapeutic correction system in Ml and CS patients.

Stages ATM Orientation of | Methods of | The numbers
psychotherapy | psychotherapy and forms of
sessions
Diagnostical | Examination  of  the | Diagnostic Personal — | 5 — 7 sessions
patients personality orientated, rational, | during 2
CBT weeks
Adapta- Setting  psychological, | Mostly Rational, 2 - 3
tional emotional contact with |symptomatically, Inderect, individual and
the patient; Trust | Partially - | CBT 2 — 3 group
formation to the doctor; |pathogenical sessions
Adequate treatment, During 2
positive  attitude  to weeks
psychotherapeutic
process
Medical Achievement of positive | Mostly For MI patients- | § - 6
dynamics of the patients | pathogenical, rational, personal — | individual and
emotional state, learning | Partially — | orientated, @ CBT | 8 — 12 group
and transformation | symptomatically| Autogenic (AT). sessions
personal reactions of the For CS patients — | During 9
patient, his relations hypnosuggestive, weeks
system, scale experience cognitive training,
of illness and its social AT, CBT
significance, correction
psycho-emotional
disorders of the patient
Final Consolidating process of | Mostly AT, rational, | 3 - 5
therapeutic results, skills | preventive, personal — | individual and
of psychological self- | Partially — | orientated, self —|6 — 7 group
regulation, correction of | pathogenical hypnosuggestive, sessions
the system of life goals, cognitive training, | During 8
values, attitude to the CBT weeks
disease
Psycho- Consolidating Mostly AT, rational, | 6 - 12
preventive therapeutically process preventive, personal — | individual and
Partially — | orientated, 6 — 12 group
pathogenical cognitive training, | sessions
CBT During 6
month

pairment syndrome representation was associated with the reduction in the incidence and severity of
psycho-emotional disorders.
The multimodal based system of psychotherapeutical correction of somatogenic depression de-
pressive and associated disorders in Ml and CS patients were developed (tabl. 1).
For MI patients this system includes personal - oriented, rational, and autogenic-training therapy,
for cerebral stroke patients — hypnosuggestive, cognitive-behavioral therapy, cognitive and autogenic-

training therapy.

Conclusion. The proposed system demonstrated a significant improvement in 80,0% of Ml pa-

tients and 77 % of CS patients, a partial improvement in 10,0% of Ml patients and in 13,0% of CS patients.
The main conclusion of our research is that among Ml patients in acute period the pain syndrome is

the main one, leads to severe psycho-emotional disorders. Against the background of cognitive function
preservation phobic, anxiety and depressive symptoms prevail, their intensity depends on the severity of
pain. Subsequently, the primary psycho-emotional constituent element disappeared and anxiety-depressive
disorders developed along with hypo- and anozognostical type of personal condition perception.

KAPOIONOrIA

131




100% M Disorders of consciousness

90% M Pain

80% W Fobic

70% M Astpenao-hypachondria
60% M Astpeno-depressive
50% W Astpena-anxiety

40% M Hysteroform

Cognitive disterbances

30%
20%
10%

0%

1stage 2 stage 3 stage 4 stage

Pic. 1. Dynamic of leading depressive spectrum and associated disorders in patients with Ml..
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Pic. 2. Dynamic of leading depressive spectrum and associated disorders in patients with CS.

In CS patients consciousness level disorders are the primary ones with cognitive and asthenic dis-
orders with subsequent formation of psycho-emotional disorders, anxiety and depressive disorders with
hypochondriac features against the background of persistent cognitive impairments.
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