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IlocranoBka mnpoOJieMH. Y4yacTb y BIHCBKOBUX OIEpalisiX BUKIHKAE
BHCOKY YaCTOTY ICHXOI€HHUX MOPYILIEHb, SIKl, Y CBOIO YEPry, MOXKYTh OYTH
MIyCKOBUM YNHHUKOM BUHUKHEHHS MCUX031B. OLlIHKA CTPYKTYpH, 0OCOOTUBOCTEM
dbopmyBaHHs, MaHiecTalli, CUMOTOMATUKH Ta TMeEpediry MCUXOTHYHUX
po3NamiB 'y KOMOATaHTIB CHPUATHME PO3pOoOIll BIAMOBIAHMX 3aXOJIB iX
MCUXOMPOPIIAKTUKY 1 JIIKYBaHHS.

@opmyJIlOBaHHST MeTHM cTaTTi. Mera - JOCHAUTH  KJIIHIYHY

CUMIITOMATHKY IIPU ICUXOTUYHUX PO3JIaJiaX Yy KOMOATaHTIB.



Buxkiaaa ocHoBHoro marepiaay. [IpoBeaeno ananiz 64 ictopiit XBopoO
KOMOATaHTIB, $IKI NEPEHECIW TICUXO03U Ta JIKYBAIUCS B TICUXIaTPUUYHUX
CTallloHapax. 3a JaHUMU MEAUYHOI JOKYMEHTallli OyJI0 JOCIII)KEHO CTPYKTYPY
MCUXOTUYHUX PO3JIaAiB, CHUMITOMATUKYy TMpu rocmitaiizamii. OOpoOky
OTPUMAaHUX JaHUX MPOBOJIUIIHU 32 KPUTEPIEM 2.

PesynbraTu ananizy 64 ictopii XBOpoO MOKa3aiau, MO y OUIBIIOCTI
Mali€HTIB-KOMOATaHTIB, $KI JIIKyBajJuCid CTalllOHAPHO B TICUXIaTPUUYHUX
yCTaHOBaX, OyJIM BUCTaBJIE€HI HACTYIHI OCHOBHI JiarHo3u: mu3odpenis (F20) —
y 28 oci6, mmzotunoni poznaau (F21) — y 4 ocib, roctpi Ta TpaH3UTOPHI
ncuxotuyHi po3naau (F23) —y 25 oci6, muzoadektuBHi poznaau (F25) —y 7
oci0. Y 38 (59,4%) xomOaTaHTIB MICUXOTUYHI PO3JIaJAN PO3TOUYHHATIHCS TOCTPO,
MiCNsA TEPEHECEHOI IICUXOTPaBMHU, TOAl SK Yy PpemTH ocid MOCTYMOBO
MOCUJIIOBAIMCSL PO3JIaid TCUXIKA 1 TOBEIIHKH, SIKI YHEMOXJIMBIIOBAIH IX
MOJabIllly BIWCHKOBY CiyxOy. Posmamum MucieHHs, MasdHi 17ei Ta
HeaJlecKBaTHUM  adekT mepeBakald B  CTPYKTYpl MCUXOMATOJOTTYHOL
CUMIITOMATHKU. Y TMpOosBaX MassuYHUX PO3NaAiB Ta aQEeKTHUBHUX PpPEAKIIIH
CIIOCTEpITaJIKCs NEePEKUBAHHS, SIK1 OyJIM OB’ s3aH1 3 BINCBKOBUMHU OTIEPAIliSIMHU,
TpaBMaMu Ta CMEPTEIbHUMM BHUMNAJKaMH oOJHONoi4aH y 47 KoMOaTaHTIB
(72,3%). KomopOigHi 10 TMCHUXOTHYHUX PO3JIAAIB OKpPEMiI CHMIOTOMHU 1
posropuyTta cumntomatuka [ITCP go mouyaTky nikyBaHHS Mana micue y 52 oci0
(81,3%).

BucHoBKHM i nepcrneKTUBY NOJAJBIINX A0CTIIKeHb. 3A1HCHEHO aHAaIi3
MOIIMPEHOCTI Ta CTPYKTYPHU NCUXOTUUYHUX PO3IaAiB y KOMOATAHTIB 32 aHAJI30M
MEJIUYHOI JIOKyMeHTalli. JlocaipkeHo HO30J0TIYHUM CHEeKTp, MaHidecTalliio,
XapaKTePUCTUKY KIIHIYHOI CHMITOMATHUKM TNpU MU30(PpeHii i roctpux Tta

TPAaH3UTOPHHUX IICUXOTHUYHUX PO3j1adax.
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3aBEAYIONIUNA OTAEIOM MEAUKO-COIMAIbHBIX MPOOJIEM Tepanuu MCUXUYECKUX
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Ykpanna, MaxoOun Bajsentuna bopucoBHa, KaHAUJIAT MEIUIMHCKUX HAYK,
HAY4YHBIA COTPYJHUK OTAEA MCUXOCOMATUYECKOW MEIUIMHBI U IICUXOTEPAIIUH
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3aBenylomas kKapeapol NpaKkTUKKA — aHTIMKUCKOTO  si3blka  POBEHCKOro
rOCy/1apCTBEHHOIO T'YMAaHUTApPHOTO yHUBEpcurteTra, TI. PoBHO, VYkpauHna.
XapakTepucTUKAa KJIMHUYECKOH CHMITOMATHKH NPH IMCHXOTHYECKHUX
paccTpoicTBax y KOMOATAHTOB.

KuwueBble cji0Ba: TICUXOTUYECKUE PACCTPOMCTBA, KIMHUYECKAs
CUMIITOMATHKA, KOMOATaHTHI.

IlocTanoBka mpo0JieMbl. Y4acTHEe B BOCHHBIX OIEPAIUAX BBI3BIBACT
BBICOKYIO YaCTOTY IICUXOT€HHBIX HAPYUIECHH, KOTOPBIE, B CBOIO OYEPEH, MOTYT
OBITh MYCKOBBIM (PAKTOPOM BO3HUKHOBEHHUS IMCUX030B. OllEHKa CTPYKTYPBHI,
ocoOeHHocTe (opMupoBanusi, MaHu(peCcTallMU, CUMOTOMATUKU U TEUYCHUS
MICUXOTUYECKUX PACCTPONCTB y KOMOATaHTOB OyJeT CIOCOOCTBOBATH
pa3pabOTKe COOTBETCTBYIOIIUX MEP UX NICUXONPO(PUIAKTUKY U JICUCHUSI.

®opmyaupoBka meau padorbl: Llenp - uccienoBaTh KIMHAYECKYIO
CUMIITOMATHUKY MIPU NCUXOTUYECKUX PACCTPOICTBAX Y KOMOATAHTOB.

HN3n0keHne OCHOBHOrO Marepuaja. Marepuanbl ©W  METOIbI

uccnenoBanus. [lpoBenen anamu3 64 wuctopuil OoJsie3HEH KOMOATaHTOB,



MEPEHECIINX TICUXO03bl U JICUMBIIUXCS B MCUXHATPUUECKUX cTanroHapax. [lo
JAHHBIM MEJUIMHCKOW JOKYMEHTAIlMU OBbLIM HUCCIEJOBAHBI: CTPYKTypa
MICUXOTUYECKUX PACCTPOUCTB, CAMIITOMATHKA IPU rocniuTanu3anuu. O6padboTky
MOJTYYEHHBIX JaHHBIX MPOBOJUIN IO KPUTEPHIO ¥

PesynbraThl aHanuza 64 wuctopuit OoJe3HEW MOKazalid, YTO Y
OOJIBIIMHCTBA MAIIMEHTOB-KOMOATAHTOB, KOTOPHIC JICUUIIUCHh CTAallMOHAPHO B
MICUXUATPUUYECKUX YUPEKICHUSAX, ObUIM BBICTABICHBI CJIEAYIOIINE OCHOBHBIC
muarHo3el: mm3oppenuss (F20) — y 28 mnanMeHTOB, MIM30THUIUYECKUE
pacctpoiictBa (F21) — y 4 4enoBek, OCTpble U MPEXOASAIINE MCUXOTUYECKUE
pacctpoiictBa (F23) — y 25, mm3zoaddexruBubie paccrpoiictBa (F25) —y 7
nanueHToB. Y 38 (59,4%) komMOaTaHTOB IICUXOTHYECKHE pPacCTPOMCTBA
HAaYMHAIIUCh OCTPO, MOCTIE MEPEHECEHHOM MCUXOTPaBMBbI, TOT/1a KaK Y OCTaIbHbBIX
JUIl TOCTENEHHO YCWJIMBAJIUCh PACCTPONCTBA TMCUXUKH M TOBEICHUS,
MCKJIIOYAIOIINE UX NaIbHEHUIIYI0 BOCHHYIO CiIy>kK0y. PaccTpoiicTBa MbllLIeHHUS,
OpenoBble HAeHM U HeanekBaTHbIM addexkt mnpeodragaium B CTPYKType
MICUXOMATOJIOTUYECKOM CHMITOMATUKU. B TIposiBIeHUAX Ope10BBIX paCCTPOMCTB
1 apheKTUBHBIX PEAKIMI HAOII0IaINCh TIEPEKUBAHUS, KOTOPBIE OBLITN CBSI3aHBI
C BOCHHBIMH OTIEpaIUsIMU, TPABMAMHU U CMEPTEIbHBIMU CIy4asiMU OJTHOMOJIYAH
y 47 xombaTtanToB (72,3%). KomopOuiHbIe K ICUXOTUUYECKUM PacCTPONCTBAM
OTAEJbHBIE CUMIITOMBI U pa3zBepHyTas cumnromarrnka [ITCP no Havana neyenus
nMena mecto y 52 nmanueHToB (81,3%).

BbIBOABI M NEPCHEKTUBBI JAJIbHENIINX HCCIea0BaHuil. OCylIEeCTBICH
aHaJgu3 PacIpOCTPAHEHHOCTH M CTPYKTYPhl MCUXOTUYECKUX PACCTPOIMCTB Yy
KOMOATaHTOB € TOMOINIBIO  aHaduW3a  MEIMUIMHCKOM  JOKYMEHTAIHH.
UccnenoBanbl: HO30JOTUUECKUN CIEKTpP, MaHU(eCTalus MCUX030B, MPOBEICH
MOJAPOOHBIN CpPaBHUTEIbHBIM aHAIW3 KIWMHUYECKOM CHMIOTOMATUKU TIPH
HauOosee 4acTo BcTpeuarommxcs ncuxoszax: muzoppenun (F20), octpeix u

TPAH3UTOPHBIX ICUXOTUYECKUX paccTpoiicTBax (F23).
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Formulation of the problem. Participation in hostilities causes to a high
incidence of psychogenic disorders, which can be a reason for psychosis.
Assessment of the structure, features of the formation, the manifestation,
symptoms of psychotic disorders of combatants will contribute to the
development of appropriate measures of their psychoprophylaxis and treatment.

Analysis of recent research and publications. In conditions of local
armed conflict, combat mental trauma (pathological state of the central nervous
system of prenosological level, caused by combat stress factors) can increase
mental illnesses 3-4 times and reduce the combat capability of servicemen within
10 to 50%. World statistics shows that each fifth combatant suffers from
neuropsychiatric disorders when there is no any physical damage. According to
statistics of different countries, from 6,6% to 12,7% of military men are

discharged due to mental disorders, which is about 30% of all diseases in the



army. However, during periods of active fighting up to 15-25% of personnel
suffer from various mental disorders.

Formulating the purpose of the article. Objective: to investigate the
clinical symptomatology of psychotic disorders of combatants.

Material and methods. 64 cases of stories of combatants who underwent
psychosis and were treated in psychiatric hospitals had been analyzed. According
to the medical records there were investigated: the structure of psychotic
disorders, symptoms during hospitalization. The data obtained were processed
according to the criterion y>.

Results. The analysis of 64 medical cases showed that the majority of
combatant, who had their treatment at psychiatric hospitals, the following
diseases had been diagnosed: schizophrenia (F20) — 28 persons, schizotypical
disorders (F21) — 4 persons, acute and transient psychotic disorders (F23) — 25
persons, schizoaffective disorders (F25) — 7 persons. 38 (59,4%) patients had the
situation when psychiatric disorders began acutely after some trauma, while the
rest of the persons gradually were increased by their mental disorders and
behavior, which precluded their further military service. Thinking disorders,
delusional ideas and inadequate affect were predominated in the structure of
psychopathological symptoms. The manifestations of delusional disorders and
affective reactions were associated with military operations, injuries and
fatalities of some combatants (there are 47 combatants (72,3%)). Comorbid to
psychotic disorders were individual symptoms or advanced post-traumatic stress
disorder (PTSD) symptoms to the beginning of treatment (52 patients (81,3%).

Conclusions and prospects for further research. An analysis of the
prevalence and structure of psychotic disorders in combatants on the analysis of
medical records was carried out. Investigated: nosological spectrum,
manifestation of psychoses, detailed comparative analysis of clinical symptoms
in the most common psychoses: schizophrenia (F20) and acute and transient

psychotic disorders (F23).



CHARACTERISTICS OF CLINICAL SYMPTOMS
OF PSYCHOTIC DISORDERS OF COMBATANTS

Keywords: psychotic disorders, clinical symptoms, combatants

Formulation of the problem. The problem of psychiatric disorders of
combatants: their structure, features, mechanisms of formation — is one of the
most actual and least developed issues of clinical psychiatry. Participation in
hostilities causes to a high incidence of psychogenic disorders, which can be a
reason for psychosis. Assessment of the structure, features of the formation, the
manifestation, symptoms of psychotic disorders of combatants will contribute to
the development of appropriate measures of their psychoprophylaxis and
treatment.

Analysis of recent research and publications. In conditions of local
armed conflict, combat mental trauma (pathological state of the central nervous
system of prenosological level, caused by combat stress factors) can increase
mental illnesses 3-4 times and reduce the combat capability of servicemen within
10 to 50%. World statistics shows that each fifth combatant suffers from
neuropsychiatric disorders when there is no any physical damage [1-3, 5].

According to statistics of different countries, from 6,6% to 12,7% of
military men are discharged due to mental disorders, which is about 30% of all
diseases in the army. However, during periods of active fighting up to 15-25%
of personnel suffer from various mental disorders [4, 7-9].

Ukrainian servicemen who are in the area of fighting carry a special burden
of prolonged extraordinary psycho-emotional load, which often results in signs
of psychiatric disorders, for example, post-traumatic stress disorders, disorders
of the depressive circle, which can provoke manifestations of psychotic disorders

[1,4-5].



The scientists separate acute period of mental disorders, which includes
acute and transient mental disorders of varying severity of each person. These
people haven’t previously had any psychiatric disorders, in response to
exceptional physical and psychological stress lasting several hours or days.
However, at first, when the person has treatment at the hospital it is difficult to
differentiate this psychological stress with the possible development of
schizophrenia [1, 5-8].

Features of psychotic symptoms of combatants can be caused not only by
psychogenic effects, but also by somatic pathology, injuries, and traumatic brain
injuries because of the war [7-9].

Particular attention we have to pay for studying of the symptoms of the
psychotic registry, because the military is a special contingent who need
increased social attention in a case of illness with psychosis, since the presence
of their military experience can pose a threat to the lives and health of the patients
themselves, their relatives and their social environment.

Assessment of the structure, features of the formation, manifestation,
clinical and psychopathological explications of psychotic disorders of
combatants will contribute to the development of appropriate measures of their
psychoprophylaxis and treatment.

Formulating the purpose of the article. Objective: To investigate the
characteristics of clinical symptoms of the most common psychotic disorders of
combatants.

The tasks of our research:

e to analyze the frequency of various psychotic disorders of combatants.
who were treated in a psychiatric department of the hospital;

e to study of the symptoms of the most common mental disorders of
combatants;

e to analyze of typicality and specificity of symptomatology of combatants

with psychosis.



The presentation of the main material. Material and methods of
research: 64 cases of illnesses and their treatment of combatants who had
psychosis and were treated at psychiatric hospitals were analyzed. According to
medical data, the structure of psychotic disorders, symptoms at the beginning of
inpatient treatment were investigated. Statistical analyses of empiric data was
done with the help of ¥ criterion.

Results. The analysis of the cases of illnesses and their treatment of
combatants with acute psychotic symptoms (64 male patients) who were on
inpatient treatment at psychiatric hospitals had some certain features. For
example, patients from 19 to 58 years old (59; 92,2%) were participated in our
research; the average age of the soldiers was 25-30 years old.

The results of our research showed that patients (41, 64,1%) with
secondary special education were predominant among all patients. At the same
time, 12 patients (18,8%) had higher education and only 6 respondents (9,4%)
hadn’t higher education (or it was incompleted).

The research showed that 1/3 of patients (19; 29,7%; p<0,05) had more
than 10 years of professional experience. The most amount of men (44; 68,9%;
p<0.05) have had their own families.

The results of the analysis of 64 cases of illnesses and their treatment
showed that inpatients at psychiatric hospitals had been diagnosed with the
following diagnoses: schizophrenia (F20) — 28 persons (43,75%), schizotypical
disorders (F21) — 4 persons (6,25%), acute and transient psychotic disorders
(F23) — 1n 25 patients (39,1%), schizoaffective disorders (F25) — 7 respondents
(10,9%) patients.

38 patients (59,4%) had psychotic disorders which had begun acutely after
some trauma, while the rest of the patients had had disorders of the psyche and
behavior which had begun gradually. The last made it impossible for them to

continue their military service.



Some features of premorbid were observed in a case when patients had
schizophrenia: selectivity of communication, limited emotional attachments (29
patients (45,3%)); often in premorbid there had been a special affection for one
of the relatives and rejection of others — such patients there were 25 (39,1%).

The most significant provoking manifestation of acute psychosis were
mental traumas, such as emotional deprivation. In such kinds of situations the
patients lost the usual for them support, which led to the development of alarming
symptoms, to uncertainty and experience of danger. This, at first, gave risen
psychogenic problems, and then some procedural anxiety, suspicion and
hallucinatory-dreamy symptoms.

Because inpatient combatants were most often diagnosed with
schizophrenia — 44% of respondents, and patients who had acute and transient
psychotic disorders — 39% of them, a comparative analysis of symptoms of them
was done.

The analysis of the main groups of patients with psychotic disorders
showed that at the stage of hospitalization and before the effects of treatment
with psychotropic drugs patients had symptoms of a psychotic circle: disorders
of contact, disorders of thinking, emotional and volitional disorders, motor and
behavioral ones. The main symptoms and their frequency are shown in Tables 1-
3.

Table 1.

Disorders of contact, general state of patients at the movement of

hospitalization
Patients with Patients with acute and
schizophrenia (F20) transient psychotic disorders
Symptoms (F23)
N =28
N=25
amount % Amount %




Sleep disorders 23 82,1 18 72,0
Autism 12 42,8 4 28,0
Negativism 8 28,6 3 12,0
Indifference n 21 75,0%* 9 36,0*
appearance,

carelessness

Confusion 8 28,6* 16 64,0*
Motor 15 53,6* 3 12,0%*
Inhibition

e — P <0,05, according to the criterion y>.

As we can see from the results of Table 1, patients with schizophrenia had
motor inhibition, indifference to their appearance, they were characterized by
carelessness, whereas the state of confusion had prevailed in a case of acute and

transient psychotic disorders, such differences in symptomatology we’ll show by

Fig. 1.




90

80 -
70 l\ A\

60 AN N\ o

O\ e N\
" SOS / N

X

30 AN / = .

i 4 ¥
20 =~

10 o~

Autism
Negativism
Indifference in
appearance,
carelessness
Confusion

/
Motor inhibition / \0

Sleep disorders

—eo—schizophrenia —m— acute and transient psychotic disorders

Fig. 1. Frequency (in %) of a number of symptoms in a case of schizophrenia

(F20) and acute and transient psychotic disorders (F23)

It should be noted that motor disorders of patients were unstable: motor
inhibition was alternated with periods of unmotivated psychomotor excitation,
with elements of aggression in expressions and behavior of respondents.

Patients with schizophrenia in the period before the beginning of their
treatment with the help of psychotropic drugs also more often had: periodic
arousal, unmotivated aggression, and in the process of communication we often
noted their emotional impoverishment, lack of syntonity in emotional responses
(Table 2, Fig. 2).

The most amount of patients had a bad (lowered) mood, such as 78,6%
patients with schizophrenia and 68% of patients with acute and transient
psychotic disorders. Unmotivated depressive state was more commonly observed
in a case of patients with schizophrenia: patients did not explain the cause of this
mood, whereas respondents with acute and transient psychotic disorders
explained the real events they had experienced during the fighting or due to

deteriorating of relationships with relatives.




Table 2.

Emotional disorders of patients at the moment of hospitalization

Symptoms Patients with Patients with acute and
schizophrenia (F20) transient psychotic disorders
(F23) N=25
N =28

amount % amount %
Fear, anxiety 18 64,3 12 48,0
Low mood 22 78,6 17 68,0
Excitation 18 64,3 8 36,0
Aggression 12 42,8 7 28,0
Mood swings 20 71,4 19 76,0
Emotional 20 71,4%** 7 28,0%*
impoverishment

** — P <0,01, according to the criterion y>.
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Fig. 2. Frequency (in %) of symptoms of emotional disorders in cases of

schizophrenia (F20) and acute and transient psychotic disorders (F23)



Emotional disorders of patients with psychosis were different. As we can
see from Table 2, low mood was combined with other disorders. Patients with
schizophrenia often had: emotions of fear, increased anxiety. Their emotions
were often “detached” from the statements and suggestions of these patients.
Emotions were unmotivated, while patients with acute and transient psychotic
disorders more often expressed fear and anxiety when they described their state.

Comparison of symptoms of emotional disorders shows that the absence
of emotional impoverishment in a great degree was more characterized patients
with schizophrenia, as well as cognitive disorders, that is clearly shown in Table.
3 and Fig. 3.

Table 3.

Disorders of perception, thinking and speech of patients with psychoses

Symptoms Patients with Patients with acute and
schizophrenia (F20) transient psychotic
disorders (F23) N=25
N =28
amount % amount %
Voices in patient’s 21 75,0%* 8 32,0%*
head
False recognitions 5 17,6* 12 48,0*
Interruption of 26 02,9%* 12 48,0%**
thoughts
Ideas of influences 23 82,1%* 9 36,0%**
on thoughts
Looming 21 75,0% 12 48,0*
persecution
Non-critical 26 02,9%* 14 56,0%*
thinking




Poverty of speech 25 89,3* 16 32,0%*

Neologisms 23 82,1%* 11 44,0**

* — P <0,05, ** — P <0,01 according to the criterion ¥>.

Probably more often such symptoms as: “voices in someone’s head”,
“interruption of thoughts”, “ideas of influences on thoughts”, “looming
persecution”, “poverty of speech” and “neologisms” had patients with a diagnosis
of “schizophrenia”, while “false recognitions” and a state of confusion more often

had  patients with acute and transient psychotic  disorders.
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Fig. 3. Frequency (in %) of symptoms of cognitive disorders in cases of

schizophrenia (F20) and acute and transient psychotic disorders (F23)

In a case of acute and transient psychotic disorders under the influence of
mental trauma, psychotic disorders became polymorphic and variable in nature,
coexisted with neurotic symptoms. But in a case of schizophrenia the symptoms
did not go beyond the hallucinatory-mare registry, there was only the inclusion
of psychogenic changes. Manifestations of endogenous psychosis have become

more classic.



Hallucinations in a case of acute and transient psychotic disorders have
often been associated with people and events which have done psychologically
injured effect on patients. Their delusional production has also reflected the
content of psychotrauma.

The pathoplastic effect of psychotrauma, which was determined at the
stage of initiation schizophrenic psychosis, had decreased or stopped completely.
The result of this was in falling out the psycho-traumatic event from the storyline
of psychotic experiences. The most amount of patients have had endoreactive
psychosis until its complete reduction. In these cases, as the endogenous attacks
have progressed, both in a case of endoreactive, independent and pathoplastic
variants of endogenous and psychogenic disorders, there was a
psychopathological “shift” towards a typical disorder of a particular form of
psychosis.

Thus, the analysis of the symptoms in cases of schizophrenia (F20) and
acute and transient psychotic disorders (F23) showed that some patients who had
been diagnosed with F23 after treatment because of re-hospitalization were
marked with F20. But during the first psychotic period they had been more made
“softer” diagnosis, and that had reduced the level of stigmatization of patients and
could facilitate their social adaptation for a certain period of time.

Among the symptoms of all 64 patients with psychosis disorders of
thinking were dominated. These disorders were different: in content, by their
form, violations of abstract thinking, there were observed stereotyped statements,
lack of judgment and criticism of their own statements. Inadequacy of thinking
was combined with inadequacy of behavior, emotional and volitional disorders.

Thinking disorders were also combined with depressive circle symptoms
(39 (60,9%) patients), maniacally similar affect was only observed in 15,6% (10
patients), and psychopathic symptoms had 19 respondents (29,7%).

The content of delusional thinking disorders and affective reactions was

related to military operations, injuries and deaths during military operations in



72,3% cases (47 military men with various psychotic disorders). Comorbid to
psychotic disorders, some symptoms and widespread symptoms of PTSD before
the beginning of treatment were in 81,3% of cases (52 people).

Situation of emotional deprivation (62,5%) played a significant role in the
formation of psychotic disorders. In situations where it was the loss of a close
friend or a colleague, firstly affective shocks appeared, after them in a few days
there was psychogenic depression, and then there were observed affective and
delusional psychoses with polymorphic symptoms or psychoses with inverse
maniacal affect and paraffin delusions.

In 15,6% cases (10 patients) there was an inadequate paradoxical reaction
to the situation of life threat, manifested by maniacal affect and expansive
delirium, when patients spoke about their special purpose in the fight against the
enemy, in the creation of new means, devices that will make a person immortal,
when they planned to make all the humanity happy.

Mixed affective state was often a reflection of variable in the intensity of
psychologically traumatic circumstances. Some patients explained their “rise” in
a state of maniacal affect, as a divine uplift that, according to the patients, kept
them from inevitable death during the fighting.

According to the results of our research, we have to fix and note probable
difficulties of microsocial and social adaptation of sick combatants. Although
about 70% of sick men had a family (44; 68,9%), only half of them (34; 53,1%)
wanted to continue to live in their families, and 27 (42,1%) of patients complained
on difficult relationships with family members.

According to professional adaptation, it should be noted that only 32
patients (50%) had a positive social outlook after hospital discharge, and another
16 among them (25,0%) were recommended to have the 3rd group of disability.
This factor shows us further difficulties in social adaptation of 75% of combatants

with psychosis.



Therefore, speaking about the difficulties of family and professional
adaptation of combatants who have suffered of psychosis, we have to emphasize
that social and psychological rehabilitation at the place of their residence, the
creation of special programs for such patients, is of particular importance for
them.

Conclusions and prospects for further research.

1. The prevalence and the structure of psychotic disorders of combatants
treated at the hospital were analyzed. Psychoses of these patients were the most
often presented by such diagnoses: schizophrenia — 28 patients (43,75%), acute
and transient psychotic disorders — 25 respondents (39,1%); schizoaffective
disorders (F25) — 7 ones (10,9%), schizotypical disorders (F21) — 4 patients
(6,25%).

2. The manifestation of such a disease was acute in 59,4% cases (38 patients)
after psychotic trauma, while the rest of the individuals gradually had disorders
of the psyche and behavior that made it impossible for them to continue military
service.

3. At the time of hospitalization at the hospital, all patients had emotional and
volitional disorders and disorders of thinking: in a content, in a form, abstract
thinking disorders, stereotypical statements, lack of judgment, criticism of their
own statements and suggestions.

4. Thinking disorders were combined with affective disorders of the
depressive circle (39 patients (60,9%)), maniacal affect took a place in 15,6% of
cases (10 patients), psychopathic symptoms had 19 respondents (29,7%).

5. The symptoms in a case of schizophrenia (F20) and acute and transient
psychotic disorders (F23) were differed, mainly at the level of the explication of
cognitive sphere. In a case of schizophrenia symptoms (such as “voices in the
head”, interruptions of thoughts, ideas of influence on thoughts, delusions of
persecution, non-critical thinking, poverty of speech and neologisms) were more

often to be observed. We have to emphasize that false recognition on the



background of the state of confusion took a place more often when patients were
confused and when respondents had transient psychotic disorders.

6. Individual symptoms which were comorbid to psychotic disorders and
widespread symptoms of PTSD till the beginning of the treatment took a place in
81.3% of cases (52 people). Difficulties in relations with family and friends were
noted by the majority of patients, and in 75% of cases there was a decrease of the
level of capacity of their professional activity, which indicated the importance of
continuing the social and psychological rehabilitation of such a contingent of
patients after hospital discharge.

Perspectives for further researches are related with a detailed study of
clinical and psychopathological phenomenology and comorbidity of psychotic
disorders of combatants using a wide range of psychodiagnostic techniques.

The similarity of the clinical picture of the most common psychosis of
combatants indicated a possible change in the diagnosis of "acute and transient
psychotic disorders (F23)" of some patients with the diagnosis of "schizophrenia
(F20)" with further exacerbation of the disease and deepening social
disadaptation of these patients.

Our research points out the importance of further follow-up researches with
the aim to develop recommendations for correct diagnosis and for appropriate
treatment and rehabilitation. The presence of additional psycho-traumatic factors
requires the use of specific approaches to psychological correction and
psychotherapy in the process of rehabilitation.

Based on these empirical researches, we plan to develop individualized
approaches to prevention, treatment and rehabilitation of psychotic disorders of

sick military personnel who have suffered by a psychotic episode.
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