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koMGiHati nepeuitye cepente (1388,62+70,9pa kinbkicTio
sunaakis i Bucokum (106,15+4,34) 3a kinbkicTiO AHIB
Hemnpane3aatHocTi Ha 100po6iTHuKiB 3a mkanoro JI.€. boTkina
XapaKTepH3y€eTbCs SIK BHUIIMA 32 CepeiHid Ta BHCOKHI
BIMOBIZHO. B cTpyKTypi 3aXBOpIOBaHOCTI HAWOUIBIITY TUTOMY
Bary MalOThb 3aXBOPIOBAHHS OpPraHiB [MXaHHS, TPaBMH,
3aXBOPIOBAHHSI ~ KICTKOBO-M'5130BOi  cuctemu. IIpoBeneHi
IOCHIDKEHHS  JOBONATH  HEOOXINHICTH  BCTAHOBIICHHS
IUHAMIYHOTO HArJIAAy, MOHITOPHHTY 3a CTaHOM 3IOpOB'S
KO)KHOI'O KOHKPETHOTO MpAIiBHUKA 3 METOI CBOEYACHOIO
BUSIBJICHHSI [TOYATKOBHUX MPOSIBIB MPOQECiiIHOro 3aXBOPIOBAHHS
Ta 000B’ I3KOBOTO MPOBEACHHS BiJHOBIIOBAILHOTO JIIKYBAaHHS
3 METOI0 30EpeKeHHs Mpale3JaTHOCTI MpaliBHUKA Y CBOIN
npodecii, 10 BiKPUBAE TEPCICKTUBU JUIA MOAAIBIIUX
HAyKOBUX JOCHTiIPKeHB, CHPSIMOBAaHMX Ha pO3pOOJICHHS Ta
BIPOBADKESHHS MPOQITAKTHIHUX 3aXO0/IiB.

Kawuosi ciaoBa: ymoBH TIpaili, 3aXBOpPIOBaHICTb,
BHIOOYBaHHSA Ta TMepepoOKa 3ami3HOI pyIou, TipHHYO-
METaypriiHHi KOMILIEKC.

Crars Hagiiinua 21.05.18.

1388,62+70,9 pmeit  Herpynocmocobnoctn  Ha 100
paboraromux, kotopeii mno imkaite JI. E. Hortkuna
XapaKTepH3yeTcss KaK BBIIIE CPEIHET0 M BBICOKHMIT
COOTBETCTBEHHO. B cTpykType 3a0oneBaeMocTH HauOOIbIINI
YIeNBHBIH BeC UMEIOT OOJIE3HH OPraHOB JIBIXAHHUS, TPABMBI,
OOJIE3HH  KOCTHO-MBIIICYHOW  CHCTeMBI.  [IpoBemeHHBIE
UCCIIEI0OBaHNs JOKa3bIBAIOT HEOOXOAUMOCTh YCTAaHOBIIECHHS
JUHAMUYECKOTO HAJ30pa, MOHHUTOPHMHra 32 COCTOSHHEM
3]0pOBbSI  KKIOTO KOHKPETHOTO pAbOTHHKA C IENBI0
CBOEBPEMEHHOTO  BBIABICHHS  HAYalbHBIX  INPOSIBICHUM
npodeccHoHanbHOr0  3a00NeBaHUsT M 00SA3aTENBHOTO
MPOBEICHHUS BOCCTAHOBHUTEIBHOTO JIEUCHHS C  LEJBIO
COXpaHEHUs] TPYAOCHOCOOHOCTH pPaOOTHMKA B  CBOEH
npoeccur, YTO OTKPHIBAET IEPCHEKTUBBI I JabHEHIINX
Hay4HBIX HCCIICIOBAHMI, HAMpaBICHHBIX Ha pa3paboTKy
BHEJ]PEHUE MPODHIAKTHIECKUX MEPOIPUSITHH.

KonroueBbie cioBa: ycioBus Tpyna, 3a00J1eBacMOCTb,
noObda ®  mepepaboTKa  JKEJE3HOW  pyIbl, TOpPHO-
METAJLITYy prudeCcKUil KOMIUIEKC.
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One of the most important non-specific symptomshef somatoform disorders is sleep disturbance.ekistence of
direct correlations between the intensity of paid ather unpleasant bodily sensations and the idarand intensity of sleep
disturbances has been proved. The purpose ofullgwhas to analyze the sleep function in patients sinffefrom somatoform
disorders and to develop a complex medical caresyfor such patients. 96 outpatient subjects witliagnosis of somatoform
disorder (F.45 by ICD-10) were examined. The lisRobbins symptoms was used for a clinical evatutmtHamilton Rating
Scale for Depression was used to assess the ewmlcgtate of patients. Ananalysis of the presenddraensity of sleep disorders
was conducted on the Pittsburgh Sleep Quality InBaxients received SSRI antidepressants as & basapy. Patients of the
treatment group were additionally treated with zey@am. A significant improvement in sleep qualitynfi the therapy beginning
in patients from the treatment group receiving ciomath treatment (SSRI antidepressants and cinazepaas) showed, which
correlated with a significant decrease in the igitgnof depressive symptoms in this group. The doedb use of SSRI
antidepressants and cinazepam significantly aftbetsate of reduction of sleep disorders, unpleiasamatic sensations, as well
as symptoms of mental and somatic anxiety, redtieeseverity of depressive-hypochondriac symptamproves mood and
quality of life of patients with somatoform disorde
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The work is a fragment of the research project “idatl and Psychological Consequences of Social Steexl
Information and Psychological Warfare (macro-, nosocial factors of maladaptation, mechanisms offtion, a system of
psychodiagnosis, psychocorrection, psychoprophg)gstate registration No. 0117U000371.

Physical symptoms are considered to be the primeagon why patients seek medical assistance
and consult primary medical care specialists. Haneat least 30% of physical symptoms cannot be
explained by physiological disturbances, and 20-28%atients are diagnosed with these symptoms
constantly in the course of a lifetime [5, 9, 15).INeurotic spectrumdiseases, in which somatoform
disorders are often diagnosed, belong to one afithed common causes of such state. By various a&tin
prevalence of somatoform disorders in the worl@l-&% of overall population (APA, 2004). Nowadays,
authors point at essential classification diffeemin DSM-V and ICD-10 regarding nosological categg
and diagnostic criteria when diagnoses are relatdte group of somatoform disorders [8, 16, 1§, 19
However, there are several common clinical featarasng patients, such as: the presence of persisten
long-lasting unpleasant bodily sensations of variouensity and nature in a patient, which canret b
explained by somatic causes and which come witfetfleng of anxiety and various disorders of autoim
nervous system (tachycardia, tremor, excessivepati®n, etc.), leading to lowering of social ftiooing
and deterioration of the patient’s life quality [4Dne of the most important nonspecific symptoms
belonging to the group of somatoform disordersi{clians not always give enough attention to igleep
disturbance [1, 6, 7]. Interconnection between eagphnt physical sensations and sleep disturbaooe is
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of the most important research issues during tisé giecades. In particular, it has been proveddeap
problems of various natures are observed amon@8®«d patients with chronic pain symptoms; besides,
there are direct correlation relationships betweeensity of pain or other unpleasant bodily seiosat
and sleep disturbance duration as well as its &itefR, 5, 6, 12]. Certain researches prove thspinnia
symptoms may essentially increase the risk of dhnoain syndrome development among the people who
earlier did not suffer from this disorder [6]. Angpother things that cause the abovementioned chdsge
impairment of endocrine regulation of hypothalampiitttary-adrenal system, influencing bodily
sensations and general well-being of a persona# heen proved that insomnia causes substantial
impairments primarily in cortisol and ACTH secretjon particular high level of these hormones ghhi
and in the early morning among the patients withegl disturbance as compared to the people with
satisfactory quality and duration of sleep [2, 8]. A number of studies have shown that cortisotetton
imbalance at night and in the early morning is asfue predictor of unpleasant bodily sensations,
especially pain sensations of various genesesdmguchronic pain that not always has a visibleicél
cause [17]. Therefore, high level of cortisol maydbserved both due to anxiety level growth, otagrr
along with somatoform disorders, and impairmertafisol regulation in cases of insomnia [4, 1 HuS,

it is necessary to carry out more thorough andiléetatudy of sleep function in patients with soafatm
disorders; and if deviations are revealed, theeengcessity to apply a multidimensional approactné
treatment of such states, one of the aspects aftwhisleep management in the given patient padpulat
[5, 6, 12, 14].

The purposeof the work was to study of sleep function in gats suffering from somatoform
disorders; to develop an integrated system of na¢dare for such patients.

Materials and methods.According to the principles of clinical studies anidh due account for
ethical approaches, we examined 96 outpatientsesisbpiagnosed with somatoform disorder (F.45)
according to ICD-10 classification. Among them @&®ple (at the ages from 23 to 52, men and women)
with clinical features of sleep disturbances comfed to inclusion criteria. According to nosological
parameters 38 patients (55, 9%) were diagnosedumithifferentiated somatoform disorder (F45.1), and
30 (44, 1%) — with somatoform autonomic dysfunci{Ba5.3). According to clinical psychopathological
examination, it was established that patients efstidygroup expressed anxiety and depression.

Clinical prevalence and frequency of patients’ ctaimts is presented in Table 1. Symptoms from
the "Robbins list" were used in order to colled artegrate the data for somatoform disordsessment.
Robbins et al. [13] explored 23 symptoms associatiga functional syndromes. These symptoms are
clustered into five syndromes: pain, fatigue, aiebowel, somatic symptoms of anxiety, and somatic
symptoms of depression.

Table 1.
Frequency and prevalence of somatic symptoms amonlet patients under study
Symptoms F45.1 F45.3
N= 38 % N=30 %
Back pain 12 31.6 5 16. 7
Joint pain 10 26.3 3 10.0
Extremity pain 13 34.2 7 23.3
Headaches 21 55.3 12 40.0
Weakness 26 68.4 14 46.7
Fatigue 30 78.9 24 80.0
Sleep disturbance 38 100.0 30 100.0
Difficulty concentrating 25 65.8 14 46.7
Loss of appetite 21 55.3 8 26.7
Weight change 22 57.9 12 40.0
Restlessness 36 94.7 26 86.7
Slowdown of thinking 17 44.7 14 46.7
Chest pain 14 36.8 7 23.3
Shortness of breath 9 23.7 8 26.7
Palpitation 7 18.4 11 36.7
Dizziness 16 42.1 17 56.7
Lump in throat feeling 8 21.1 8 26.7
Numbness 7 184 6 20.0
Nausea 4 10.5 6 20.0
Diarrhea 3 7.9 5 16.7
Bloating and/or hyperperistalsis 7 18.4 12 40.0
Constipations 7 18.4 7 23.3
Abdominal pain 19 50.0 3 10.0
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As reflected by the represented data, in case differentiated somatoform disorder the most
common symptoms were pain sensations with varioaalizations, difficulties concentrating, chronic
fatigue, appetite disorders and weight changespdtients with somatoform autonomic dysfunction
complaints of autonomiccharacter prevail, partidylpalpitation, dizziness, epigastric discomforithw
chronic fatigue, concentration difficulties, intengeeling of inner restlessness. All patients hizes
disorders.

In order to assess patients’ emotional state HamiRating Scale for Depression (HRDS) [10]
was used, as it allows to clinically rate the si@yenf depression and its dynamics in the course of
treatment. Main items of the scale foresee thesassent of depressive symptoms: mood, feeling of
guilt, suicidal intentions, insomnia (including septe assessment of initial, mild and delayed
insomnias), performance capability, retardationtadign, psychic and somatic anxiety, gastrointesti
general somatic and genital symptoms, hypochondgaght loss, and assessment of the patient’atiti
view towards his/her disease. Data interpretatmoaling to HRDS scale is the following: 0-13 gsin
— normal (no depression), 14-17 points — mild degian, 18-25 points — moderate depression, more
than 25 points — severe depression.

All the patients enrolled in study were dividedoitivo groups, depending on the therapy schema:
treatment group — TG (n=36) and control group —(@&32), both equal in socio-demographic, clinical
and psychopathologic characteristics (accordinglRDS, the patients’ condition corresponded to mild
depression). TG wasconsisted of 24 patients witfiffarentiated somatoform disorder (66.7%) and 12
patients with somatoform autonomic dysfunction 838). CGwas consisted of 16 patients with
undifferentiated somatoform disorder and 16 pagievith somatoform autonomic dysfunction (50% and
50% accordingly). All patients took antidepressdntsn selective serotonin reuptake inhibitor (SSRI)
group — paroxetine in an average dose of 20 mgl@grcitalopram in an average dose of 20 mg per day
escitalopram in an average dose of 10 mg per daypatients additionally took cinazepam in a dosg of
mg at bedtime for 10 days.

Results of the study and their discussionAt baseline patients of both groups were
commensurable on clinical symptoms and averagessssast of symptoms according to HDRS, which
was 15, 44+0,27 points in the treatment group @&d1+0.22 points in the control gropp(.05).

Clinical psychopathologic patientsexamination wagied out on the'§ 7" 10", 14" and 28'
days of treatment. Assessment of patients’ emdtistage was carried out before the treatment tistia
and in dynamics — on thé'714"and 2§ days of treatment. Clinical examination of theatneent group
revealed sleep quality improvement, particularliirfg asleep and sleep duration on tieday of study.
Besides, patients from the treatment group poimedlowering of anxiety symptoms. Dynamics of
changes in the emotional state of patient popuiasa@raphically presented in fig. 1.

Analysis of finding data made it clear

) 9.63 that reduction of depression severity
day 28 m 5 according to HDRS in patients from the
treatment group after 7 days since treatment
day 14 ' 11.94 initiation was significant (15.44+0.21 to

1 ) 11.33 + 0.35p<0.05) while patients from
®Controlgiowp | yhe control group did not show significant

o 14,72 _
day m B Treatment improvements (15.31+0.22 to 14.72+0.22,

group p>0.05).
dav 0 _ 1531 Significant improvement in the
) 1544 patients from control group was revealed on
0 5 10 s 20 the 14" day of treatment (15.31%0.22 to
11.94+40.33,p<0.05). We also compared
Fig. 1. Dynamics of depressive symptoms in patieftsoth treatment depreSSion Severity according to HDRS in
and control groups according to Hamilton Scale (PR both groups on the %4and 28‘days of
treatment; the revealed data indicate significamprovement in patients from the treatment group as
compared to patients from the control group. Timeee on the 14 day the following difference in
assessment was revealed: 7.72+0.41(treatment ssjojecsus 11.94+0.33 (control subjects)0.05. On
the 28" day the difference was the following: 5.560.4@dtment group) versus 9.63+0.43 (control
group),p<0.05. Generally, improvement as compared to tii@licondition in patients from the treatment
group was 64.0%, and in patients from the controlg— 37.1% accordingly.
Presence and intensity of sleep disturbance wdieedeby The Pittsburgh Sleep Quality Index—
PSQI [3], which makes it possible to analyze gyaliluration and efficiency of sleep. It consists16f
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items, characterizing seven components: subjeci®ep quality, sleep latency, sleep duration, sleep
efficiency, sleep disturbances, use of sleepingicaéion, and daytime dysfunction. Each component is
scored 0 to 3 points with a total score of O to Raibher scores indicate worse sleep quality. Tstalre
PSQI > 5 indicates poor sleep quality and conshlerdifficulties at least in two areas or moderate
difficulties more than in three areas. Examinatwdrsleep quality index (PSQI) in our work was cadlri
out on day 0 (for screening purposes) and on tfed2§ (in order to compare total sleep index and its

separate categories). Outcome data are presentziolén?.

Table 2
Sleep quality index value PSQI¥I+m) and its dynamics in the course of research

No. Category Basic group (n=36) Control group (n=32)

Day 0 28 day Day 0 28 day
1. General sleep quality 1.74+0.23 0.11+0.01 1.7150 1.94+0.32
2. Sleep latency 1.69+0.37 0.18+0.03 1.74+0.24 E: 0)i723)
3. Sleep duration 1.62+0.28 0.21+0.02 1.54+0.16 38086
4. Sleep efficiency 1.91+0.26 0.14+0.02 1.84+0.28 .7210.26
5. Sleep disturbances 1.3740.21 0.12+0.02 1.57+0.22 0.57+0.06
6. Use of sleeping medication 0.04+0.01 0.04+0.01 .1840.02 0.64+0.03
7. Daytime dysfunction 2.16+0.29 0.17+0.02 2.2540.3 1.04+0.17
8. Total score 10.53+0.24 0.97+0.03*.** 10.83+0.21 7.66+0.15*

Note: *<0.05- as compared to the initial value (day 0)p£b.05- as compared to the control group values

The results obtained prove the presence of slespdéirs in patients from the study groups, and
what is more, the groups were commensurable instefrquantitative and qualitative values (day (gef
quality index value (PSQIl)fortreatment group wa380.24 scores, for control group 10.83+0.21 skore
(p>0.05).35.3% of patients (24 patients) marked stiivje sleep quality as “very bad”, 58.8% of cagks (
patients) — as “fairly bad”, 5,9% (4 patients) —fdrly good”. More than half of patients (54.4%3%
patients) noted sleep latency of more than 3 heuesy night, an average sleep duration of the phatie
population was 6.2+0.25 hours. Sleep efficiency defined as a ratio of a number of hours slept to a
number of hours spent in bed; according to thiegiaty, patient population slept on average 68.4¢%6taf
time in bed. According to the conducted survey,tmosimon causes of sleep disturbances were semsatio
of pain (21.6%), cold or burning sensation (24.38hprtness of breath (26.7%), nightmares (22.7%) an
combination of symptoms when patients were not tthéingle out predominant symptoms (4.7%). At the
beginning of the research only 17.7% (12 patiewes)e taking sleeping medication (these were mainly
over-the-counter herbal medicinal products). Feetileepy and, as a consequence, low efficiencyibyf d
daytime activity was the chief complaint of paterdnd that considerably influenced the generst sta
patients. At the endpoint of the research"(88y) we observed significant improvement of sleetion
in patients from the treatment group (by 90.8%#; riasult in the control group amounted to 29.3%oas
the initial values.

Characteristics of sleeping disorders and theiadyins as a result of allocated therapy in patients
from the study groups in the course of 14 dayslaisrated in Table 3.

Table 3
Structure of sleep disorders and their on-treatmentlynamics
Treatment group Control group
Symptoms Day 0 14" day Day 0 1% day
n= 36 % n= 36 % n=32 % n=32 %
Difficulties falling asleep 36 100.0 24 66.7 32 100 20 62.5
Insomnia 36 100.0 8 22.2 32 100 24 75
Late insomnia 30 83.3 8 22.2 24 75 22 68.75

Since the early days of therapy patients from tleattent group demonstrated significant
improvement of sleep quality, and this was provedchnical psychopathological examinations. As
reflected by the represented data, patients frentrédatment group noted significant improvemerdleép
quality on the 1% day of therapy, which correlated to the significknwering of depressive symptoms
intensity in the given group.

An important aspect of the results of the conducéseéarch is the detection of sleep dysfunctions
in the patients with somatoform disorders as a &ayptom that is in close correlation with physical
symptoms and dysfunctions of the emotional staggatients from this group. Somatoform disorders and
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their heterogenity was presented in several medlysis reviews, and it was marked that in paratfigh
medically unexplained symptoms insomnia is morermomthan generally assumed [1, 5, 9, 19].

A comprehensive assessment of sleep in patierftssarhatoform disorders was conducted, basing
on the use of algorithm for the diagnosis of sldispurbances and psychometric scales, which alldeed
study precisely the sleep characteristics of théeepts from this group, which are: sleep qualitgep
duration, sleep efficiency, as well as subjectiaggnt’s own assessment of sleep, as recommendtoyra
in Clinical Practice Guidelines for Sleep Disordgts8,16].

Many different treatments options are now availdblereat somatoform disorders. Edwards TM.
et al. established that low dose antidepressanticaté&mh more effective for patient who fulfil the
diagnostic criteria for somatoform disorders anteddhat benzodiazepines are generally not usgful [
There may be a small improvement in sleep quality short-term use of low-dose doxepin and trazedon
compared with placebo, as prowed by Everitt HI §6Jaln another study authors focused on the task
distinguish between response and remission in inspatients taking hypnotics, however, magnituide o
effect is mediated by underlying comorbidity andithireatments, with largest measures of effeat see
primary insomnia and lowest in depression and aynfie?].

With the aim of correction sleep dysfunctions, eiglgam - a medication with a hypnotic effect —
was included in the scheme of treating patientsaddition to the generally accepted algorithm of
pharmacological therapy. According to our studyiiiys the complex therapy which included use of
antidepressants from SSRI group and cinazepam shawdigh effect in the reduction of sleep
dysfunctions, as well as a significant improvenardomatic and emotional dysfunctions in treatnunt
somatoform disorders. We obtained the effectivemgsssing cinazepam for treating comorbidity sleep
disorders in complex treatment plan for somatofdisorders. Management of sleep disorders in coplex
therapy of somatoform disorders with prescribingprmgtics are corresponds to the results of other
researchers [4, 7, 14].

The obtained results indicate the expediency @ftailkd and comprehensive examination of sleep
characteristics in patients with somatoform disorés well as give reasons to recommend the use of
benzodiazepine - cinazepam in the main schemeating somatoform disorders with sleep dysfunctions
Considering the received data it is to be notexd ldrger randomized controlled trials are needeaxbnfirm
cinazepam efficacy in treatment of somatoform daiscs.

Understanding sleep problems in somatoform disaréed their treatment is challenging,
but it will help to improve the management of soafatm disorders, increasing the quality of life
in these patients. And detail clinical and diagimstssessment is mandatory before starting the
treatment.

The research has shown that sleep disorders ahdyhigevalent in patients suffering from
somatoform disorders. Sleep dysfunctions, in paldicits quality, duration and efficiency, havehtig
correlations with affective disorders in case ahatoform disorder as well as significant mutualuahce
on clinical features and course of disease, whahalarge impact on the general well-being ofepadi
with somatoform disorders.

Combined administration of antidepressants from ISBBup and cinazepam has a significant
influence on the reduction speed of sleep disordensleasant somatic sensations, as well as synspibm
mental and somatic anxiety, and consequently deeseseverity of depressive hypochondriac symptoms,
improves patients’ mood and life quality.

This research opens the perspective for a futuigtysdf the influence of hypnotic medication on
the sleep quality, somatic and emotional symptofhtkepatients with somatoform disorders.
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Y ®OKYCI IPOBJIEMH TIOPYIIEHB CHY
Y MALIEHTIB I3 COMATO®OPMHUMHU
PO3JIAJAMU
Cxpunuikos A.M., Paxman JI.B., Mapkosa M.B.,
nuavoBuii S1.B., IlneBauyk O.1O.

OmHuM 13 HaWBaXIMBIMMX  Hecnmenu(idHUX
CHUMIITOMIB TPYIIH COMAaTO(OPMHHUX PO3JIAMIB € MIOPYIICHHS
cHy. JloBeneHO iCHYBaHS NPSAMHUX KOPEJALIHHUX 3B’ S3KIB
MDK IHTEHCHUBHICTIO OONBOBHMX Ta IHIIMX HENPUEMHHX
TUIECHUX BIXYYTTIB 1 TPHBAIICTIO Ta IHTCHCHBHICTIO
MOpYIIeHb CHY. MeTOol HOCTipKeHHs OyJio BUBYECHHS
GyHKLIT CHY y XBOPHX, LIO CTPAXKAAIOTh Ha COMAaTO(POPMHI
po3nanu Ta po3poOka KOMIIEKCHOI CHCTEMH MEAWYHOL
JONOMOTH  TaKkUM  IaIli€HTaM. O6cTexeHo 96
aMOyJIaTOPHUX TALI€HTIB, 3 AiarHO30M - COMaTO(QOPMHUIL
posnany (F.45 3a MKX-10). [lns wiiHiYHOT OLIHKA
CHMITOMATHKH  BHKOPHCTaHO  IEPENiK  CHMIITOMIB
Po06iHca, misi OIIHKM EMOLIHHOTO CTaHy MAalli€HTiB
3acTocoBaHo mikany genpecii M. Hamilton (Hamilton
Rating Scale for Depression — HRD&)ani3 nasiBHOCTI T2
iHTCHCHBHOCTI ~ MOpYIIEHb  CHY  IPOBOJHMBCSA  3a

B ®OKYCE IPOBJEMbI HAPYIIEHUI CHA

Y NAHUMEHTOB C COMATO®OPMHBIMHU
PACCTPOMCTBAMHA
CxpunnuxoB A.M., Paxman JI.B., MapkoBa M.B.,
nuaessiii 5.B., [LieBauyk O.10.

OmHrM ¥3 BaXHEHIIMX HECHENU(PHIECKHX CHMIITOMOB
TPYHITBl COMaTO(OPMHBIX PACCTPONCTB SIBISACTCS HAPYIICHHE CHA.
JloKa3aHO CyIIECTBOBAHME IIPSIMBIX KOPPEISIMMOHHBIX —CBSI3CH
MEX/y HHTEHCHBHOCTBIO OOJIEBBIX U IPYTHX HENPHATHBIX TEIECHBIX
OLIyIIEHHA ¥  HPOAODKUTEIBHOCTBI0 W MHTCHCHBHOCTBHIO
HapyuieHuit CHa. Llenbio uccnenoBanus ObUIO HM3yueHUE (YHKIMU
cHa y OOJBHBIX, CTPAAAIOIINX COMAaTO(OPMHBIMU PACCTPOHCTBA H
pa3paboTKa KOMIUIEKCHOI CHCTEMbl MEAUIIMHCKOM MOMOIIH TaKUM
nanueHTaM. OOcienoBaHo 96 amOymaTOpHBIX MAlIEHTOB C
MarHo3oM - comarodopmuoe paccrpoiictso (F.45cormacao MKB-
10). Jis KIMHUYECKOH OLEHKH CHUMITOMATHKH HCIOJIb30BAHO
HepedeHb CUMITOMOB PoOOMHCaA, JUIT OIEHKH SMOIMOHAIBEHOIO
COCTOSIHMSI TAMEHTOB MPUMEHsUIACh  IIKaja Jenpeccud M.
Hamilton (Hamilton Rating Scale for Depression -, ananus
HJINYUS W WHTCHCHBHOCTH HapyIICHWH CHA IPOBOAWICS IO
IMutrcOyprekoMy uHaekcy kadecrBa cHa - PSQI (The Pittsburgh

ITitcOyp3pkuM iHmexcoM sikocti cHy - PSQI (The Pittsburgh Sleep Quality Index)bosbHble OCHOBHOW W KOHTPOJIBHOW TPYIII

Sleep Quality Index). XBopi oCHOBHOI Ta KOHTPOJIBHOL
rpyn otpuMyBaim aHTHAaenpecantn 3 rpymu CI33C.
IMamieHTH OCHOBHOI TpYIH JOAATKOBO OTPHMYBAJIH
[UHa3enaM. Y MauieHTiB OCHOBHOI IPYIH, SIKi OTPHMYBaJIN
koMmOiHOBaHe JikyBaHHs antuuenpecantamu CI33C Ta
[[Ha3ernaMoM OyJI0 BUSIBJICHO 3HAYHE MOKPAIIEHHS SKOCTI
CHy 3 TMepmux [JIHIB Teparil, sKe KOpeIoBaIo i3
JOCTOBIPHUM 3HM)KEHHSIM 1HTCHCHBHOCTI JCTIPECHBHOT
CHUMIITOMATHKH B AaHii rpymi. KomOiHoBaHe 3acTOCyBaHHS
anTHaenpecanTiB 3 rpymu CI33C Ta nmHazemamy icTOTHO
BIUIUBA€ Ha IIBUJKICTh pEAyKWil poO3TaiiB  CHY,
HENPHEMHHUX COMaTHYHMX BiIYYTTIB, 8 TAKOX CHMIITOMIB
MCUXIYHOT i COMATHYHOI TPUBOTH, 3MEHIIYE BUPAXKEHICTh

JICTIPECHUBHO-IIOXOHJPHYHOT ~ CHMIITOMATHKH,  CIIpHUSIE
MOKPAIIEHHIO HACTPOIO Ta SIKOCTI JKUTTSI MALliEHTIB.
KnarwuoBi  caoBa:  comatodopmHuii  posnag,

JIeTPEeCHBHA CHMITOMATHKA, TIOPYIICHHS CHY
Cratta Hagiiinuia 27.12.18p.

nomydanu antugenpeccantsl u3 rpymmel CHO3C B kauectBe
6azucHoro nedeHws. [TarueHTsl OCHOBHOM IPyTIBI JOTIOTHUTETEHO
HNOJIyJaJIi  [MHa3emaM. Y IIalMeHTOB OCHOBHOM  TpPYIIIHL,
MOJIy4aBIIMX KOMOMHHPOBAHHOE JICUCHHWE aHTHACTIPECCAHTAMU
CHUO3C u uunHazenamMoM  ObUIO OOHApY)KEHO 3HAYUTEIILHOE
yIIydllleHHe KadyecTBa CHa C IEPBBIX JHEH Tepamuu, KOTopoe
KOPPENUPOBATIO C JOCTOBEPHBIM CHIDKEHHEM HHTEHCUBHOCTU
JIeNPECCUBHOM CUMITOMATHKH B JTAaHHOM rpymnie.
KomOnHIpOBaHHOE MPHMEHEHWE AHTHICHIPECCAHTOB W3 TPYIIIHI
CHO3C 1 upHa3enama CyniecTBEHHO BIHAET Ha CKOPOCTh PEIyKIIUH
PaccTpOICTB CHA, HEMPUATHBIX COMATHIECKUX OIIYIIEHHUH, a TaKkxKe
CHMIITOMOB IICHXHYECKOH M COMATHUYECKOI TPEBOTH, YMEHBIIAET
BBIPQKEHHOCTb  JICIPECCHUBHO-UMTOXOHIPUYECKOH CHMIITOMATHUKH,
CIIOCOOCTBYET YJIy4IIEHHMIO HACTPOSHWS U KayecTBa IKU3HU
MAIMEHTOB.
KiroueBble cioBa:  comatoopMHBIE
JIETPECCHBHAS] CHMIITOMATHKA, HAPYIIIEHNS CHA
Penenzent Connnk I'.T.

paccTpoiicTsa,

152

DOl:



