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HU3BKUM PIBHEM COMATHUYHOTO 3710pOB’sl. IIpoIeMOHCTpPOBAaHO — CTBHIO PA3JIMUHBIX CTpPecc-(aKTOPOB IIPH HH3KOM YpPOBHE COMATH-
pi3HHIT KOpeISILIMHMIA B3a€MO3B'SI30K  MDK OTPUMAHHMH  YECKOTO 3/I0POBbBS CTYACHTOB. IIpoieMOHCTpuUpoBaHa pasHas KOp-
MOP(OMETPUYHUMH TTOKA3HUKAMM, a TAKOX BUSABICHA NpPSIMA  PEJILMOHHAS B3aUMOCBA3b MEXAY MHOTYy4YCHHBIMH MOphOoMeTpu-
KOpENsLiiiHa 3aJIEKHICTh MDK  SIEPHO-LMTOIUIA3MATUYHUX — YECKUMH MOKA3aTelsIMK, a TakkKe OOHapy)KeHa MpsiMast KOppelIsiu-
CIIBBIAHOIICHHSM 1  JOCATHYTHM  DIBHEM BHUKOHAHHA OHHAs B3aMMOCBA3b MEXKIY SIEPHO-LIMTOIUIA3MATHYECKUM COOTHO-
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The occurrence and degree of psychiatric disonthersifestation mainly depends on the morphofunctistete of the
brain. Generally, the prevailing number of militgsgrsonnel who took part in combat operations ssiffom post traumatic
stress disorder and sustained traumatic brainyinjthre purpose of the present study was to determine ¢pertience of the
affective disorders manifestation on the brain’sphofunctional state after traumatic brain injudbnce the informed consents
were collected, 60 patients, aged 19 to 60 yeans marticipated in the combat operations and sedfdrom non-psychotic
psychiatric disorders and received in-patient meat at one of the units of the O.F. Maltsev Palt&egional Clinical
Psychiatric Hospital during the period from 20142@il6 were examined. The performed studies’ resldtaonstrate that the
manifestation degree of psychiatric disorders ddparpon the morpho-functional condition of the brdatients with post-
traumatic stress disorders and psychiatric dissrdaused by the injured brain (due to cranioceréhjtary) should receive the
compulsory comprehensive psychotropic and vastoéapy.
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Currently, Ukraine is experiencing complicated sqmblitical situation. Tens of thousands of
people have been forced to leave their homes angasarily move to other regions of our countrytlos
their houses and relatives; there are injured ast IMore and more people become combatants.
Exposure to the life-threatening events inevitdbhds to a variety of negative health-psychological
social-psychological sequelae. The clinical pictofrenental pathology in such people is represebyed
wide range of disorders of different structure ananifestation: from psychologically understandable
reactions and pre-disease states to clinicallynddfiforms of pathology, where posttraumatic stress
disorders (PTSD) and adaptation disorders (AD) giteVhe predominant number of military personnel
who took part in combat operations suffers fromaheve pathology following the traumatic brain nyju
(TBI) [1, 15, 7, 12]. However, unfortunately, thast majority of them have not been provided with
timely neurologic examination.

Recently, the incidence of traumatic brain injupstbeen increased from 25 to 80% of the total
incidence of neurological diseases. Notwithstandhmy significant achievements of the contemporary
medicine and numerous scientific studies on tlsigastraumatic brain injury is one of the leadiagses
of mortality and disability of the workable poputat in the industrialized countries. The contemppra
researchers report that traumatic brain injury satkee leading place among the causes of mortality i
young and adult population, leaving behind tumatt gascular diseases. 30 — 90% of individuals, who
sustained TBI in the form of brain concussion oiderate and severe brain contusion, suffer frormbrai
diseases [2, 10]. Following the TBI, the majorityimdividuals, as a consequence, have more or less
manifested psychiatric disorders. The delayed ra&fféo psychiatrists leads to worsening of the rakent
state and the absence of adequate and necesseializpd medical care can lead to the life-threiaign
sequelae. The mechanisms of brain damage at tleedfiimjury are well elucidated in the contemporary
scientific publications. The effect of the kinegnergy onto the skull causes acceleration- ded®lara
shift and rotation of the brain, diffuse axonaluiryj. The factors of the secondary lesions of thanbr

29
© K.V. Hryn, V.H. Hryn 2018



| SSN 2079-8334. Ceim meouyunu ma oionozii. 2018. Ne 2(64)

include bruises, cerebral edema, hydrocephalus, ssistemic complications (hypoxia/hypercapnia,
anemia, electrolyte disorders, infection, etc.)1/).

It is known that pathogenesis of TBI-related stk and functional alterations in the brain are
associated with mechanical factor. Under the efdéc¢he injury, hydrodynamic forces and liquor wave
affected the limbico-hypothalamic-reticular area 63, leading to multiple neurohumoral exchange-
endocrine and vegetovascular disorders. TBI trigge secondary biochemical processes of both
autodestructive and neuroprotective origin. Brajary acts directly on the membranes, ion chanokls
axons, neurons and astrocytes, as well as on tledbre¢ blood flow and brain metabolism that can
clinically be manifested by the various neuroloyidizorders, including the complete disintegratain
the brain activity. TBI induces violation of bothxymenation and perfusion of the brain. These
impairments can be global, affecting the entirarbrand local, acting in the area of the intracahior
subdural hematoma and focus of contusion. TBIl-iedudirect damage of neurons causes a massive exit
of ions and neurotransmitters into the extracellul@edium, and, at the same time, trigger the
compensatory processes, aimed at the recoverynaf and neurotransmitting balance. The excessive
flow of calcium ions into the cell occurs, followésg the edema of organelles and membranes, necrosis
or apoptosis, leading to the death of nerve c&ll}.[

The sequelae of traumatic brain injury are extrgna@rerse, which occur in 30 — 96% of cases
and depend on both the severity of the initial dgenand secondary damages, as well as the course of
recovery [5, 8]. The process can last from severamths to several years and be accompanied by the
occurrence of new neurological and neuropsycholdgsymptoms including cognitive and affective
disorders. Notably, pathophysiological cascade haf TBI patients is based on the morphological,
hemodynamic and metabolic changes [4], leadinbdaertain psychiatric disorders.

The purpose of the study was to determine the dependencefettafe disorders manifestation
on the morphofunctional condition of the brain aftaumatic brain injury.

Material and methods.Once the informed consents were collected, 60 matieombatants aged
19 to 60 years, who suffered from non-psychoticchitric disorders and received in-patient treatmen
at one of the units of the O.F. Maltsev Poltavai®&g Clinical Psychiatric Hospital during the poeti
from 2014 to 2016 were examined. During the exatiinaand treatment all examined patients were
divided into two clinical-diagnostic groups. Theedtment mode was based on the unified clinical
Protocol of the primary, secondary and tertiary iceddcare, called “The response to the severesstres
and adaptation disorders. Posttraumatic stressddisoKyiv, 2016), as well as on the current gliiges
on the diagnosis, treatment and prevention of tvabat-related medical and psychological sequelae
(Kharkiv, 2014).

30 examined individuals with psychiatric disordeesised by brain injury (following traumatic
brain injury) (F 06.32, 06.42 and 06.62 accordimghte ICD-10) were assigned into clinical GrouQ.
patients with posttraumatic stress disorder witAdit were assigned into Group |lI.

During hospitalization all patients underwent daltanamnestic, clinical- psychopathological and
laboratory study, ECG, EEG, examination by the shsts (therapist, neuroscientist, ophthalmolqgist
surgeon). CT brain, abdominal ultrasonography, éxation by the traumatologist, narcologist and othe
medical specialist upon recommendations was coeductSpecial attention was given to
psychodiagnostic method of examination, which wasdacted both by the psychiatrist and medical
psychologist. The Mississippi Scale for Combat-R&laPosttraumatic Stress Disorders (M-PTSD)
(military version) [19] was applied to all patieritsassess the manifestation of the affective égisand
the Clinical Global Impression Severity Scale ((3}Iwas used to assess the efficacy of the theespy,
well as the Clinical Global Impression Scale-Immment (CGI-I) to rate improvement in a subject's
condition [11]. The PHQ-9 scale [9] was used tayd@se the level of depression, and the GAD-7 scale
[10] was used to diagnose the level of anxiety. Whgsissippi Scale for Combat-Related Posttraumatic
Stress Disorders, PHQ-9 and GAD-7 scales were tgied: during the initial examination of patients
and following the four weeks of treatment; the (35bkcale was used twice: at the initial stage and
following the four weeks of the therapy; CGI-I sealas used following the one, two and four weeks of
the therapy.

Results of the study and their discussiorDuring the initial examination all patients showbe
M-PTSD (military version) score of 98-145, indicagi about the presence of the signs of clinical
posttraumatic stress disorder; the PHQ-9 score Ma25, indicating about the presence of clinically
manifested depression; the GAD-7 score was 8-2licating about the presence of clinically manifdste
anxiety.
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During the investigation all patients received badtidividual and group psychotherapeutic
treatment according to the rehabilitation programnhilitary personnel. The outcomes of treatmemneha
been evaluated on th&, 714" and 28 days of treatment using the psychodiagnostic scalee analysis
of the findings have shown that patients from Groigad symptoms, indicating about the key affective
disorders, namely, anxiety, depressed mood, iililgbuncontrollable outbursts of anger, constant
feeling tense, lack of interest in normal actidtieas well as complaints of headache of different
localization and intensity, dizziness, tinnitus.eTimain complaint of Group Il patients was the major
changes in sleeping habits with nightmares relaiedarfare, constant obsessive thoughts, memonigs a
experiences of the psychotraumatic situation. Bielnalvand affective disorders were not the leading
morbid manifestations and were expressed far kessih patients from clinical Group |.

Pharmacotherapy was prescribed syndromologicallgaich of the two clinical groups; patients
received comprehensive treatment, including antesgants, anxiolytics, medications that improve
blood circulation and metabolism in the brain bloggssels, drugs that stimulate the biosynthesis of
structural elements of the membranes of neurons,wall as decongestants, neuroprotectives,
hepatoprotectors, antioxidants and detoxicants. ffehensive evaluation of the efficacy of therameuti
interventions was conducted in each clinical greaparately. The resulting data of the clinical ggu
using the abovementioned psychodiagnostic scalegrasented in tab. 1.

Table 1
The dynamics of the CGI-S and CGlF scales scores
Clinical groups
Groupl Groupll
CGI-S | CGH CGI-S | CGH
Weeks of the therapy
BR 4h 18t 2nd 4th BR 4h 18! nd 4th
4,37 1,54 3,88 2,34 1,75 4,64 1,35 2,08 2,04 1,48

Note. BR — base rate

The analysis of the efficacy of the similar therapsovided for the both clinical groups (table 1)
showed similar dynamics of reduction of the clihisgmptoms in two study groups, tending to more
rapid effect in patients of clinical Group Il, wigeno TBIs were detected (p<0.05). This group showed
better positive dynamics of mental status; no neeiministration of additional psychotropic drugas
required. On the contrary, patients from clinicalo@ |, suffering from the TBI-related psychiatric
disorders, showed slower dynamics of the recovdmwgt twas confirmed by the scores of the
corresponding scales; administration of supplemmgrsi@eping pills and normothymics was required.

Do

In conclusion, the manifestation gfsychiatric disordersare directly dependent on the
morphofunctional state of the brain, i.#he degree of intensity gisychiatric disorders exacerbated by
the occurrence of organic lesions of the centrales system (traumatic brain injuryiental disorders
namely affective disorders, are the integral péithe clinical presentation of the sequelae of riratic
brain injury. All patients who experienced the isrisituations, namely warfare operations, have
psychiatric disorderdPatients with post-traumatic stress disorders @sythiatricdisorders, caused by
the brain damage (following the traumatic brainuig) should be mandatory provided with
comprehensive psychotropic and vascular therapy.

The study of therapeutic and rehabilitation stri@e@f the post-traumatic stress disorders and
psychiatric disorders, caused by the brain damégewing the traumatic brain injury) is a promigin
aspect in the contemporary theoretical and prdatiealicine, since the prevalence of patients wiib t
pathology is growing rapidly, and timely deliverftbe adequate specific treatment enables prewgntin

serious and even fatal sequelae for people’s lives.
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3AJIEZKHICTD BUPAJKEHOCTI A®EKTUBHUX
PO3JIAIB BII MOP®O-®YHKIIOHAJIBHOT'O
CTAHY I'OJIOBHOI'O MO3KY IICJIsA
NMEPEHECEHOI YEPEITHO-MO3KOBO{
TPABMU
I'puns K.B., I'puns B.I'., ®enopuenxo LJI.,
IOmenko IO.IL.

HastBHICTP 1 CTyNiHb BUPaXEHOCTI IICUXIUYHHUX PO3JIAliB
Garato B 4OMY 3aJISKUTh Biji MOP(O-PYHKIIIOHATBHOIO CTaHy
TOJIOBHOTO MO3Ky. [lepeBakHa KibKiCTb OIHLIIB, SIKi IpUAMATH
y4actb y OOMOBHMX [isIX, CTp@XKHa€ HAa IOCTTPABMATHYHUN
CTPECOBUI pO3JIaj], TEPEHECIM YEPEHHOMO3KOBI TPaBMH.
BceranoBneHHsT  3aeKHOCTI  BHp@KEHOCTI  ad)eKTHUBHHX
po3iamiB Bl MOp(o-(HYHKIIOHATEHOIO CTaHy T'OJIOBHOTO
MO3KY ITiCIIs IIepEHECEeHO] YepeTHO-MO3KOBOI TPaBMHL.

3a yMOBM OTpHMaHHS iH(OpMOBaHOI 3rom OyIio
obcrexxeHo 60 mauientiB, Bikom Big 19 no 60 pokiB —
YUaCHHKIB OOMOBHX [jif, SIKI CTp&KIAIM TCHXIYHAMA
pOo3NazaMi  HENCHXOTHYHOIO — Xapakrepy 1  IPOXOIWIH
CcTaiioHapHe JIKyBaHHsS B OJHOMY 3 Binmiienb [loaraBcekol
00J1acHOI KTiHIYHOI ricuxiatprdHoi ikapHi iM. O.D. MarsiieBa
B niepiox 3 20140 2016pp. Ycim marieHTaM HPOBOIIIOCT
KOMIUICKCHE ~ KJIiHIYHe oOcTexeHHs, mnposomwiocs KT
TOJIOBHOIO MO3KY Ta IHII JIOCII/DKCHHS, OrJIimy (haxiBINiB.
Pesynbrati MpoOBENEHMX JIOCHIDKEHb JEMOHCIPYIOTh, IO
BHUP@KEHICTh TCHUXIYHMX TMOPYIICHb 3QISKHTH Big Mopdo-
(YHKIIOHAIBHOTO  CTaHy TOJIOBHOrO MO3Ky. IlopyeHHs
ncuxivHoi cdepy, a came adeKTHBHI PO3MajiH, € HEBIIUIHHOIO
CKJIAJIOBOFO YaCTUHOO KIIHIYHOI KAPTHHU HACIIJIKIB YEpEITHO-
MO3KOBUX  TpaBM. llalieHTH 3  HOCTIpaBMATHYHHMH
CTPECOBUMH ~ pO3JIZaMH Ta  IICHXIYHUMH  PO3JIajiaMH,
OOYMOBJICHUMH YILIKOJDKCHHSIM T'OJIOBHOIO MO3KY (BHACIIZIOK
YEpEITHO-MO3KOBOI  TPaBMH) TIOBHHHI B O0OB'SI3KOBOMY

MOPSIIKY OTPUMYBAaTH KOMIUIEKCHY TICHXOTPOIHY Ta CyIHHHY

Tepartio.
KirouoBi  ciioBa:  Mopdo-yHKIiOHANBHIET — CTaH
TOJIOBHOTO MO3KY, YEePEITHO-MO3KOBa TpaBMa,

MOCTTPaBMATUYHUM CTPECOBUI PO3JIazl.
Crarrs Hagivina: 24.12.17.
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3ABUCHUMOCTD BBIPA’JKEHHOCTH A®®EKTHBHBIX
PACCTPOMCTB OT MOP®O-®YHKIIMOHAJILHOI'O
COCTOSAHUA I'OJIOBHOI'O MO3T'A
MOCJIE NEPEHECEHHO# YEPEITHO-MO3IOBOM
TPABMBI
I'punb EB., 'punb BI'., ®enopuenxo U.JL.,
IOmenko I0.I1.

Haymuare ¥ creneHb BBIPXKEHHOCTH NICHXHYECKHX PACCTPOHCTB
BO MHOIOM 3aBUCHT OT MOP(HO-(YHKIMOHAIBHOTO — COCTOSHHS
rosioBHOro mo3ra. Ilomgassromee komdecTBo OOMIIOB, TPUHUMABILIIX
ydacTue B 0OEBBIX [JEHCTBMAX, CTpagaeT IOCTTPaBMATHUIECKIM
CTPECCOBBIM ~ PAcCTPOMCTBOM, — IEPEHECIIMX  YEpPEITHO-MO3TOBbIE
TpPaBMBL. YCTaHOBJICHHE 3aBHCHMOCTU BBIPOKEHHOCTH a()(heKTHBHBIX
PaccTpoicTB 0T MOpP(O-(QYHKIMOHATBHOIO COCTOSIHUSI  TOJIOBHOTO
MO3ra [OCJIe IEPEHECEHHO YepertHO-MO3roBoil TpaBMsL. IIpu ycioBun
TONTyYeHHsT MH(POPMUPOBAHHOTO coryiacks ObUH oOcrnenoBanbl 60
TarKeHToB B Bopacte ot 1910 60ter — yuacTHUKN OOEBBIX IEHCTBHIA,
KOTOpbIE cTpajam TICHXUYECKUMH paccTpoiicTBamMu
HETICHUXOTHYECKOTO XapaKTepa M MPOXOMIN CTAlMOHAPHOE JIEUEHNE B
omHoM u3 otaenenuii IlonTaBckoil  0ONMAacTHOM — KIMHMYECKOH
nicuxuaTpraeckor comsHuIe! nM. A.D. Mansiiesa B nepuox ¢ 2014mo
20161r. Beem mampieHTaM NPOBOIIOCH KOMIUIEKCHOE KITHHIYECKOE
obcnenoBanve, KT ronoBHOrO Mo3ra M Jpyrde HCCIICIOBAHWS,
OCMOTpBI CHELMAINCTOB. Pe3ynbTaThl NPOBEIEHHBIX HCCIIEIOBAHMI
TOKa3bIBAIOT, YTO BBIPHKEHHOCT TCHUXMUECKHX HApyILIECHHI 3aBHCUT
or  MOp(o-pYHKIMOHAIBHOTO ~ COCTOSIHMSL ~ TOJIOBHOTO — MO3ra.
Hapymienne mncuxuueckoii  cheppl, a umeHHo —apdexTHBHbIC
paccTpoiicTBa, — SIBISIIOTCS  HEOTHEMJIEMOM  COCTABHOW — UacThIO
KIMHIYECKOH KApTUHBI TIOCIEACTBHM YEpEITHO-MO3IOBBIX TPAaBM.
IMarweHTHI ¢ MOCTTPaBMATHYECKIMI CTPECCOBBIMI PACCTPOHCTBAMH U
TICHXMYECKHMH  PACCTPOHCTBAMH, OOYCIIOBJICHHBIMH TIOBPEKIICHIEM
TOJIOBHOT'O MO3ra (BCIICCTBHH YEPEITHO-MO3MOBO TPABMBI) JIOJDKHBI B
00S3aTeNIEHOM  TOPSIIKE TOJTydaTh KOMIUIEKCHYIO HCHXOTPOIHYIO
COCYIHCTYIO TEPAMuIO.

KiroueBble ciioBa:  Mop(ho-)YHKIMOHAIBHOE — COCTOSIHEE
TOJIOBHOIO MO3Ta, YEPEITHO-MO3IOBas TPaBMa, IOCTTPABMATHYECKOE
CTPECCOBOE PacCTPONCTBO.
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