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Xiilasa. Magalada posttravmatik stress pozuntusu olan xastalarin psixosomatik reabilitasiyas:na dair
malumat verilir; sibutlu tababatin gdstaricilarina asaslanmagla bu xastalara reabilitasion tadbirlarin tatbi-
ginin va psixosomatik yard:m:n vacibliyi asasland:r:lir. Todgigata posttravmatik stress pozuntusu (F.41.1)
diagnozu goyulmus 57 Xasto calb edilmisdir (XBT-10-a uygun olarag). 9sas grupa daxil edilmis 38 pasiyenta
psixosomatik reabilitasiya zisullar: tatbiq edilmigdir. Kontrol grupda olan 19 nafar eyni patologiyal: xasto
belo tadbir almamsd:ir. Pasiyentlorin sikayatlorinin atrafl:  oyranilmasi vasitasilo onlarin psixososial
foaliyyatinin asas istiqamatlori reabilitasiya prosesinin méxtalif marhalalorinda arasderiimesdar.

osas Vo miigayisa gruplarindan al:inmzs naticalarin méqayisasi PTSP olan pasiyentlor iigiin hazirlanmag
reabilitasiya tadbirlarinin effektivliyini tasdiq etmigdir ki, bu da asas qrupda xastalarin psixi saglaml:gin:n
daha tez barpa olunmas: va onlarda psixoloji bax:mdan geriloamo olmamas: ilo tozahiir edir.

Tadgigat:n naticalori PTSP olan xastalards apar:lan kompleks reabilitasiya tadbirlarinin klinik va psixo-
diagnostik gastaricilarina misbat tasirini sibuta yetirmigdir. Aparzimzs tadgigat isi sibut etmigsdir ki, PTSP-Ili
Xastalarda apar:lan reabilitasion tadbirlarlo garsiya qoyulan magsada ¢atmaq iigiin xastonin psixi vaziyyati,
saxsi keyfiyyatlori, sosial méhitin xiisusiyyatlori va fordi yasayws soraiti nazora alinmal:dir.
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This article highlights the issues of studying the psychosocial rehabilitation of patients with post-
traumatic stress disorder, provides findings of evidence-based medicine point of view on the need and
appropriateness of the use of rehabilitation measures and the provision of psychosocial assistance to this
category of patients.

The study involved 38 patients of the main group with post-traumatic stress disorder (F43.1) in accordance
with ICD-10 and 19 patients from the control group with a similar diagnosis, but without participation in
psychosocial rehabilitation activities. Based on a detailed study and statistical analysis of patients' complaints, a
general "bank" of the identified problems of psychosocial functioning in various spheres of activity was formed,
the most important directions in the rehabilitation process were detected. Comparison of the main and control
group results testifies in favor of the effectiveness of the developed complex system for the rehabilitation of
patients with post-traumatic stress disorder (PTSD), as evidenced by the significant predominance of the recovery
rate and the absence of patients with mental deterioration in the main group.

The results of the study carried out according to clinical and psych diagnostic indicators show the
effectiveness of the developed complex system for the rehabilitation of patients with PTSD. The research
work proves that the goal of rehabilitation work in patients with PTSD is achievable only when the activity
of the pathological process, the mental state of the patient, his personality, features of the immediate social
environment and individual standard of living are sufficiently taken into account.

58



According to modern approaches to the
problem of PTSD treatment, the link that
ensures the implementation of a complex nature
therapeutic intervention in the general structure
of psychiatric support to the greatest extent is
rehabilitation. Rehabilitation is a complex
system of state, social, economic, medical,
professional, pedagogical, psychological and
other measures aimed at preventing the
development of pathological processes that lead
to temporary or permanent disability [1].
Because of these measures, the patient
developed an active attitude to the violation of
his health and a positive perception of life,
family and society. In the modern world, the
concept of rehabilitation includes prevention,
treatment and adaptation to life and work after
illness [2]. In recent years, the interest referring
the direction "Psychosocial rehabilitation” has
grown significantly throughout the world.

Psychosocial rehabilitation is a process that
enables people suffering from mental disorders
to achieve their optimal level of independent
functioning in society. Its goal is to improve the
patient’s social skills, expanding his sensing
sphere and the circle of interpersonal
communication [3, 4].

Rehabilitation is based on fundamental
principles such as partnership, versatility of
efforts and a unity of psychosocial and
biological methods of influence, the grading of
the applied efforts and impacts and measures
taken. The main stages are: rehabilitation
therapy, readaptation and rehabilitation [5].

The basis of all rehabilitation measures and
methods of influence is an appeal to the
patient's  personality. Correction of the
personality reaction occurs depending on the
success of the "core" package of measures
aimed at restoring (restitution) or compensation
for impaired functions [6].

There is an opinion that the problem of
rehabilitation does not exist in relation to
neuroses because psychotherapy is identical in
purpose to rehabilitation and can solve the
whole complex of rehabilitation problems [7].
However, since in actual practice patients with
neurotic disorders are helped mainly by using
only symptomatic methods, rehabilitation issues
acquire a special value and should be in the
field of doctor’s vision constantly with
protracted forms of neuroses [8].
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For the current period, medicine does not
consider psychotherapy and sociotherapy
alternatively in the rehabilitation system for
mentally ill people. They are a single complex
of psychosocial methods, joint use of which on
a clinically differentiated basis is a decisive
prerequisite for achieving effective patients
social and labor renewal and optimization of
their personal development [9,10,11]. It is
possible to speak only about a shift of emphasis
towards psychotherapy at different stages of
rehabilitation patients with PTSD.

The experience of relevant studies shows
that the use of rehabilitation programs allows
mitigating of psychopathological symptoms and
psychosocial maladjustment, restoring lost
social communication [12,13]. However, in a
significant part of cases, such patients need
long-term care of psychological and psychiatric
services, as well as more global support of
society [14].

In the transition to community-based care, it
IS important to activate the patients' relatives to
ensure their participation in the treatment and
rehabilitation, since there is the greatest load of
resocialization on the immediate environment
of patients [15].

It is known that the therapeutic goal of
therapeutic and rehabilitative work achievable
only when the pathological process activity,
mental state of the patient and his personality,
features of the immediate social environment,
its accessibility to reorganization and individual
living conditions are sufficiently taken into
account, which together determine the patient’s
real opportunities [17].

Scientific progress in this direction is
associated with an increase in the effectiveness
of using information about psychogenesis,
pathomorphism and etiopathogenetic and PTSD
clinic. This knowledge allows influencing all
etiopathogenetic links in the formation of
PTSD, thus improving the quality of reha-
bilitation and preventive measures [18].

The aim of the study was to examine the
effectiveness of the psychosocial rehabilitation

for patients with PTSD.

Materials and research methods. The study
involved 38 patients of the main group with a diagnosis of
PTSD (F43.1) according to ICD-10, treated at the Public
Institution, Poltava Regional Council "Regional center for
psychiatric support” and received complex therapy for
PTSD. All patients were interested in restoring effective



social relationships and development positive emotional
experiences that compensate for the trauma and its
consequences.

The main criteria for the patients’ inclusion into the
study were the follows:

- diagnosis of PTSD (F43.1), those, who have
previously received a course of curative measures;

- had a desire of active participation in the process of
psychosocial rehabilitation being sufficiently stable, in the
final stages of treatment and had this opportunity in terms
of mental status (cognitive state, memory, prudence),
which contributed to the acquisition of new skills during
rehabilitation process;

- adult age capable persons (from 22 to 52 years old);

The selection criteria were the follows:

- drug or alcohol abuse;

- incapacitated;

- presence of severe concomitant somatic pathology;

- absence of any other psychiatric diagnosis than
PTSD.

The control group included 19 patients with diagnosis
(F43.1). They were at the final outpatient stage of therapy.
The main and the comparison groups were homogeneous
in terms of clinical and psychopathological characteristics.

To achieve the goal and implement the objectives of
this study, the following methods were used: information
and analytical, clinical anamnestic, clinical and
psychopathological, psych diagnostic, psychometric and
statistical methods of mathematical processing of the
received results. Clinical and psychopathological method
was used on the generally accepted principles of
psychiatric examination by interviewing and observation
with subsequent verification of the received data based on
the ICD-10 diagnostic criteria. Structured clinical
diagnostic interview - SCID (Structured Clinical
Interview for DSM) and diagnostic clinical scale (CAPS —
Clinical Administrated PTSD Scale) which is designed as
an attachment to the SCID to determine the level of
anxiety of PTSD symptoms and the frequency of its
occurrence were applied. Scale clinical diagnosis of
CAPS-DX according to DSM-IV criteria is a CAPS
modification according to DSM-III criteria. CAPS-DX is
a structured clinical interview based on DSM-1V, which
allows assessing the symptoms of PTSD, the duration of
the disorder, the degree of social functioning violation.
The CAPS-DX scale allows obtaining the availability
PTSD symptoms in both the current period and post psych
trauma life. Diagnostic Interview Program (DIS)
discovered information regarding the causes of difficulties
in psychosocial functioning in patients.

Research results and discussion. The
systemic nature of rehabilitation and preventive
measures supposed a combination of medical,
psychological and social interventions, taking
into account the individual determination of
their volume, timeliness, coordination and
continuity of therapeutic effects. The use of
multifaceted influences under a single therapy,
rehabilitation and prevention concept was
intended to provide a comprehensive impact

aimed at both the patient's personality and the
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correction of family, social, professional rela-
tions, as well as improving adaptive capabi-
lities. Thus, the unity of biological and social
influences on the patient was ensured, which
took into consideration the nature of the trauma,
the individual characteristics of the patient and
the social situation.

The differentiated approach made it possible
to determine the necessity for the implemen-
tation of certain measures based on the specifics
of the development of PTSD. The issue of the
group and individual forms of work ratio in
each case was solved in a differentiated manner.
Necessity to take into account gender cha-
racteristics was an important element which
meant the advantage of non-directive methods
of influence based on empathy and support.

Phasing principle provided the imple-
mentation of rehabilitation and preventive
measures at successive stages: the initial, main
and stage of preventive and supportive
measures. The duration and design of each stage
depended on the duration of the course of
PTSD, personality traits, and the use of a
particular technique to restore social bonds.
Within the bounds of a progressive nature, the
use of influences and measures provides for a
consistent and rational transition from one form
of therapeutic influence to another.

The following interventions were used for
psychosocial rehabilitation in the cource of
work with patients:

1. Psychosocial education was used in case
of insufficient patient awareness of a healthy
lifestyle, propensity to alcohol or drugs abuse.

2. Development of skills for independent
living was used when a patient with PTSD was
unable to fully self-serve and lead a normal life
without assistance.

3. Providing safe housing. In the case of
absence of a safe permanent residency, which is
necessary to achieve the goal of treatment,
assistance was provided.

4. Training of family relationships was
carried out in the absence of sufficient support
from family members, their understanding of
the nature of the disease and treatment cha-
racteristics. The development of social skills
was used for patients who were lack of social
activity (did not take part in social life).

5. Vocational rehabilitation was aimed at
enabling PTSD patients to exercise their



professional skills.

The creation of an individual personalized
program for providing the patient with complex
socio-psychological and psychiatric care was
developed in the case when the patient also
realized that he was not able to identify his
difficulties independently and adhere to the
recommendations for outpatient treatment and
the listed methods.

According to the results of the study, it can
be argued that the involvement of a multidis-
ciplinary team is optimal for the use of these
interventions for psychosocial rehabilitation
[19]. As part of the biopsychosocial model of
care for patients with PTSD, rehabilitation is
carried out by multidisciplinary teams and
consists of a psychiatrist, psychologist and
social worker. Brigade management of such
patients allowed to get a better idea of the level
of their social functioning and quality of life.
This way of working helped to identify the real
circumstances of patients' lives by obtaining
information from relatives and colleagues. In
practice, psychosocial rehabilitation should
begin with the patient's first contact with the
medical service and continue until his social and
professional status is fully restored. The reha-
bilitation program is carried out on an outpatient
basis, directly in the community and, if neces-
sary, at a day hospital. This approach is justified
in different countries and is economically
reasonable in comparison with the medical
model of providing only psychiatric care.

During the rehabilitation process psychoedu-
cation was used, that had a three-stage structure
of psychoeducational work, which included
studying the patients information needs, their
close circle of communication, collecting
evidence and creating an information module,
testing and evaluating effectiveness. Parti-
cipants were provided with information on
specific topics, such as education in the field of
disease or drug therapy. The psychoeducational
approach belongs to the so-called educational
type, built on the principle of a thematic
seminar with elements of social and behavioral
training. Manifestations of alexithymia in
patients, inadequate assessment of the situation
and communicative inefficiency are all indi-
cations for psychoeducational work and for the
early (after the disappearance of acute
symptoms under the influence of biological
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therapy and psychotherapy) use of psychosocial
group work. Psychoeducational programs for
relatives increased the competence of program
participants in the treatment and care of
patients, and contributed to the emergence of
informal associations of "former" program
participants. In addition, psychoeducational
cycles contributed to the recognition of stress
factors that can aggravate the course of the
disease and helped to form strategies to
overcome them. Psychoeducational programs
set two closely related main goals:

1) the patient gets information about mental
illness, so that a correct understanding of his
condition would lead, if not to the management
of his illness and its course, then at least to the
timely recognition and control of individual
painful manifestations and symptoms.

2) "psychosocial support”, when a group of
patients is a constant source of support and at
the same time a therapeutic environment in
which patients can develop adequate skills of
behavior, communication, adaptation in difficult
situations in a safe environment. In addition,
communication needs are met through parti-
cipation in a group.

In the course of psychoeducational edu-
cation, both patients and their relatives learned
to recognize painful experiences at the very
beginning of their occurrence, to draw a line
between painful and healthy manifestations of
the psyche, to seek medical help when the first
signs of illness appeared.

In addition to increasing the volume of
knowledge and increasing confidence in the
fight against PTSD, indirect tasks were
simultaneously achieved:

« opportunities for adaptive behavior have
been improved;

« communicative skills and everyday life
skills have been improved,

* new problem-solving strategies have
appeared,;

« social success standards have increased.

It was also important that the participants
could receive important information not only
from the therapist, but also from other
participants, exchange experiences with them,
and together search for solutions to problems.
An equally significant result of the reha-
bilitation program is that it contributed to the
creation of an additional network of emotional



support.

To preserve and maintain communication
skills, self-care skills and independent living in
patients with PTSD, training programs (deve-
lopment of adequate forms of behavior, training
in communication and increasing self-con-
fidence) were used.

According to the results of the study, it was
confirmed that in the main group of patients
with PTSD on the CGI-I scale, there was a very
significant improvement in mental state - 21
(66%), significant improvement in the state - 13
(29%), minimal improvement in the state - 4
(5%), deterioration of the state was not
observed.

In the comparison group, the results on the
CGI-I scale were as follows: very significant
improvement - 2 (54%), significant impro-
vement - 2 (43%), insignificant improvement -
6 (3%), no change or deterioration - 9 (3%).

A follow-up study of the surveyed persons a
year after the comprehensive system of
rehabilitation of patients with PTSD proved the
high efficiency of 77 (89%) persons of the main
group, which was confirmed by the lack of

visits for psychiatric and psychotherapeutic
specialized help, as well as psychodynamic
observation of these patients.

Conclusions. The analysis of the effective-
ness of the developed complex system for the
rehabilitation of patients with PTSD was carried
out based on the clinical and psych diagnostic
indicators. Comparison of the results in the
main and the comparative groups testifies in
favor of the effectiveness of the developed
complex system for the rehabilitation of patients
with PTSD, as evidenced by the significant
prevalence of the recovery rate and the absence
of patients with deteriorating mental state in the
main group. According to the results of the
study, it was found that the goal of rehabili-
tation work with patients with PTSD is
achievable only when the activity of the
pathological process, the mental state of the
patient, his personality, features of the
immediate social environment, his accessibility
to sanitation and individual living conditions are
sufficiently taken into account, which taken
together determine its real possibilities.

REFERENCES

1. Shieds J. (1973) Handbook of abnormal psychology, London: Pitman medical publishing.

2.  Maruta N., Pan’ko T., Fedchenko V., Kutikov O. The role of psychotraumatization factors in formation of
anxious-phobic disorders. Proceedings of the WPA International Congress 2012 (Prague, Czech Republic,
October 17-21, 2012), Prague, Ceska a slovenska psychiatrie, p. 251.

3. Herasymenko L.O. (2018) Psihosotsial'na dezadaptatsiya (suchasni kontseptual'ni modeli) [Psychosocial
disadaptation (modern conceptual models)]. Ukrains'kii visnik psihonevrologiyi, no 1, pp. 62-65.

4.  Skrypnikov A.M., Herasymenko L.O., Isakov R.I. (2016) Psihosotsial'na dezadaptatsiya pri posttravmatichnomu
stresovomu rozladi u zhinok [Psychosocial disadaptation in post-traumatic stress disorder in women]. Poltava:
ASMI. (in Ukrainian)

5. Breslau N. Trauma and posttraumatic stress disorder in the community / N. Breslau [et al.] // Archives of General
Psychiatry. — 1998. — Ne. 55. — P. 626-632.

6. Goldberger L., Breznitz S. (2012) Handbook of stress. Theoretical and clinical aspects, New York: The Free
Press.

7. McGrath E. Women and depression: Risk factors and treatment issues / McGrath E. [et al.]. — Washington : Am.
Psychol. Ass., 1990. — 14 p.

8. Rean A., Kudashev A., Baranov A. (2002) Psihologija adaptacii lichnosti. [Psychology of personality adaptation].
Saint Petersburg : Medicinskaja pressa. (in Russian)

9. Chaban O.S., Khaustova O.0. Dezadaptatsiya lyudini v umovah suspil'noyi krizi: novi sindromi ta napryamki yih
podolannya [Maladjustment of a person in a social crisis: new syndromes and ways to overcome them]. Journal of
Psychiatry and Medical Psychology, 2009, no 3, pp. 13-21.

10. Foa E.B., Rothbaum B.O. Treating the trauma of rape Cognitive- behavioral therapy for PTSD. New York. Guilford
Press, 286 p.

11. Feldmann T.B., Bell R.A. Juror stress: identification and intervention // Bull. Am. Acad. Psychiatry. Eaw. —
1993. — Vol. 21, Ne 4, — P. 409-417.

12. Kinzie, J. D., & Leung, P. (1989). Clonidine in Cambodian patients with posttraumatic stress disorder. Journal of
Nervous and Mental Disease, 177(9), 546-550

13. Foa E.B., Davidson I.R.T., Diagnostic issues in post-traumatic stress disorder: Considerations for the DSM-IY // J.
Abnorm. Psychol. -1991. — Vol. 100, Ne 3. — P. 346 — 355.

14. Krupnick J.L., Green B.L., Miranda J. Interpersonal psychotherapy for low-income women with PTSD // Arch.

62



Gen. Psychiatry. - 2000. - Vol. 57. - P. 459-466.

15. Davidson J., Hugnes D., Blazer D., George L.K. (1991) Post-traumatic stress disorder in the community An.
epidemiological study. Psychological Medicine, 21, 713-721.

16. Horowitz M.J., Weis 0 S. Mannar C, Diagnosis of postrau-matic stress disorder//J. Nerv. Mem Dis. — 1980. -Vol.
175, Ne 5. — P. 267-268.

17. Skrypnikov A. Specific of social support and guilt, anxiety and stress in family relations in women with depressive
disorders of different genesis and psychosocial maladaptation /A. Skrypnikov, R. Isakov // Norwegian Journal of
development of the International Science. — 2019. — Ne 32, — P. 13-21.

18. Pearlin L.1. The social contexts of stress / L.1. Pearlin // Handbook of stress. Theoretical and clinical aspects / Eds.
L. Goldberger, S. Breznitz. N.Y.: The Free Press, 2012. - P. 367-379.

19. Herasymenko L. O. Psychosocial aspects of adjustment disorders in women / L. O. Herasymenko // Wiadomosci
Lekarskie. — 2020. — T. LXXIII, Ne 2. — P. 352-354.

Hcaxos P.U., I'epacumenko JI.O.

IICUXOCOHUUAJIBHAS PEABUJIMTALIUA HIAODUMEHTOB C IOCTTPABMATHYECKHUM
CTPECCOBBIM PACCTPOMCTBOM

Kadgheopa ncuxuampuu, napkonozauu u MeOUyuHcKo ncuxonroeuu
Tlonmasckozo 2ocyoapcmeenno2o yHugepcumema, Yxpauna

Pe3tome. B craThe OCBEIIAIOTCS BOIPOCHl W3YyUYSHHs IICUXOCOIHMAIBHON peabWinuTaluy MalreHTOB
MMOCTTpaBMaTHYeCKUM cTpeccoBbM pacctporictBoMm (IITCP), mpuBomsaTcs naHHBIE C TOYKH 3pEHHS
JIOKa3aTeIbHOW MEAWIMHBI O HEOOXOOUMOCTH U LENIeCO00Pa3sHOCTH NPUMEHEHHs peaOWINTaIMOHHBIX
MEPONPUATHNA U OKA3aHMSI ICUXOCOLIMAIILHOM IOMOIIM JAHHOM KaTEerOpUM ITALIUEHTOB.

B nanmHOM HccnenoBaHMM TNPUHUMANM ydacTHe 57 NalMEeHTOB, KOTOPBIM YCTAaHOBJIEH JHAarHo3
MMOCTTpaBMaTHYECKOTo cTrpeccoBoro paccrpoiictBa (F43.1) B coorBerctBun ¢ MKbB-10, 38 mamuenTtam
OCHOBHOM TPyYIIBI OblIa OKa3aHa MMOMOIb IICUXOCOUATIBHBIMHA PEAOMIUTAIIMOHHBIMUA MEpPOTpHATHsIMA. 19
MAIMEeHTOB KOHTPOJBHOW TPYIIBl C aHAJOTMYHBIM JWAarHo3oM, HE INpPUHUMAIN YydacTHE€ B TaKuX
MeponpuiaTusax. Ha ocHOBaHMM NeTanbHOTO M3YYEHHS] M CTAaTUCTHYECKOIO aHajlu3a Xajo0 HauueHTOB
chopMupoBaH OOLIMI «OaHK» BBIABICHHOW MPOOJIEMATHKH IICHUXOCOIMAIBHOTO0 (PYHKIIMOHMPOBAHHS B
pa3NMYHBIX cdepax AEATEILHOCTH, BBIIEICHHl OCHOBHBIE Haubojiee Ba)KHBIE HANpPAaBICHUS B
peabmwintannoHHoM mpouecce. ComocTaBieHHE PE3yJbTATOB B OCHOBHOM TIpyNIE M TPYIIE CPaBHEHUS
CBHJIETENLCTBYIOT B MOJIB3Yy 3((EKTUBHOCTH pa3pabOTaHHONW KOMIUIEKCHOW CHCTEMBI peadHIMTALNN
narueHToB ¢ [ITCP, o0 4eM CBUAETENLCTBYET AOCTOBEpHOE MpeodiaaHue IMOoKa3aTelsl BBI3JOPOBICHHUS U
OTCYTCTBHE MAIlIUEHTOB C ICUXWYECKUM YXYALIEHUEM B OCHOBHOM IpyTIIIE.

Pe3ynbprathl NpOBEAEHHOIO MCCIENOBAHUS CBUAETENBCTBYIOT 00 3¢ ¢eKTHBHOCTH pa3paboTaHHOM
KOMIUIEKCHOH cucTeMbl peabuiurtaiuu naiueHToB ¢ [ITCP, koTopwlii NPOBOAMJICS Ha OCHOBaHUU
KIMHUYECKUX ¥ TICHXOJMAarHOCTUYECKUX TMoka3zareneld. [lpoBeneHHas wuccienoBartelbckas —paboTa
JIOKa3bIBaeT, YTO Leb peadminTaunoHHol padoTs! y nauneHToB ¢ [ITCP noctwxuma ToabKo TOraa, Korua B
JOCTaTOYHOW CTEMEHH YYUTHIBAETCS aKTUBHOCTh MATOJIOTMYECKOTO IIpOIlecca, MCUXMYECKOE COCTOSIHHE
OOJIEHOTO, €r0 JIMYHOCTh, OCOOCHHOCTH HEMOCPEICTBEHHOTO COIMAILHOTO OKPY)KEHUsI U UHIUBHyaIbHbIC
YKU3HEHHBIE YCIIOBHSI.
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