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In the diagnosis of an affective
episode modern operational criteria
do not take into account the pecu-
liarities of clinical symptoms, and the
criteria for bipolar affective disorders
(BAD) do not take into account im-
portant factors such as age of on-
set, family history and course of the
disease. More reliable diagnosis can
be achieved by the introduction of
the information collected in different
categories typically used to refine
psychiatric diagnosis.

Peculiarities of clinical symptoms
were conducted at different stages
of the flow of bipolar disorder in
120 patients with bipolar disorder
(40 patients with a predominance
of depressive symptoms (F31.3—5,
F31.6), 30 patients with a predomi-
nance of manic symptoms (F31.0—2,
F31.6) 50 patients euthymic period
(F31.7). psychometric study using
a questionnaire "bipolarity index"
(G. Sachs, 2004), which allows to es-
timate in points (from 0 to 20) if the
patient has the five most character-
istic signs of BAD: 1) description of
the episode; 2) age of onset; 3) the
course of the disease; 4) the effect
of therapy; 5) heredity. It has been
revealed that the clinical heterogene-
ity indicators index bipolarity in the
first and fourth categories due to
the phase of the disease (reflected
in the outcome of the integral index
of bipolarity on separate groups).
Clinical examples of the evaluation of
patients at index bipolarity in sepa-
rate groups show that the individual
index bipolarity of the individual
patient may be too high and ultra-
low regardless of the group bar. This
scoring system takes the concept of
bipolarity with categorical planein a
continuous, largely meets the needs
of clinical practice and allows you to
improve the quality of diagnosis and
treatment of BAD.
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Knroyoei cnosa: 6inonapHuin ahekTns-
HUIA po3nag, iHaeKc 6inonApHOCTI, enisof,
MaHidecTauina, nepebir, TepaneBTNYHa Bif-
noBifib, CNaZlKOBICTb.

Mig yac piarHocTUkM adpeKTUBHOrO eni-
304y Cy4yacHi onepauioHanbHi Kputepii
He BpPaxoBYOTb 0COGMMBOCTEN KNiHIYHOT
CMMNTOMATUKKM, a KpuTepii apeKTUBHMX
po3nagiB He NpuNMaloTb A0 yBaru Taki
Ba)KNMBI YMHHUKM, AK BiK MaHidecTauii,
CMagKoBiCTb i nepebir 3aXxBOpPOBAHHA.
binbla fOCTOBIPHICTb fiarHOCTUKM MOXKe
O6yTV [OCArHYTa BBefeHHAM iHdopmauil,
3i6paHoi 3a pi3HMMM KaTeropiamu, AKi 3a-
3BMYal BUKOPUCTOBYIOTb ANA YTOYHEHHA
ncuxiaTpUyHOro fiarHosy.

BuBueHo ocob6nmMBOCTi KNiHiYHOT
CMMMTOMATUKK Ha Pi3HMX cTagiax nepebi-
ry 6inonApHoro abekTnBHOro posnagy
(BAP) y 120 nauieHTiB 3 6inonapHuM adek-
TUBHMM po3nagom (40 nmauieHTiB 3 ne-
peBa)KaHHAM AenpecuBHUX CUMNTOMIB
(F31.3—5, F31.6), 30 nauieHTiB 3 nepe-
Ba)KaHHAM MaHiaKanbHWX CMMNTOMIB
(F31.0—2, F31.6), 50 nauieHTiB B €@y TUMHO-
My nepioai (F31.7). MNcuxomeTpnyHe go-
CNigXeHHA NPOBOANIMN 3 BUKOPUCTaHHAM:
onuTyBanbHUKa «lHOeKC 6inonsApHOCTI»
(G. Sachs, 2004), akuin 0O3BONAE OLi-
HUTK B Ganax (Big 0 go 20) HasBHICTb
y nauieHTa n'ATu Hanbinbw XxapakTep-
Hux ana BAP o3Hak: 1) xapakTepucTmka
enisony; 2) Bik MaHidecTauii; 3) nepebir
xBopobu; 4) edeKT Tepanii; 5) cnagko-
BiCTb. 3a aHUMWN OOCNIOXKEHHS, KIiHiu-
Ha HeOJHOPIAHICTb NMOKa3HUKIB iHAEKCY
6inonApHOCTI B nepwin Ta yeTBepTiN
KaTeropisix obymoBneHa ¢da3ot nepebi-
ry 3aXxBOPIOBaHHA, WO MEBHUM YNHOM
BM/IMBAE i Ha NiACYMKOBUN iHTErpanbHUN
iHOeKc 6iNoNAPHOCTI Yy OKpPeMUX rpynax.
KniHiyHi npuknagn ouiHKM NauieHTIB 3a
iHOeKCOM 6inoNAPHOCTI B OKPEMIX rpymnax
[OBOAATD, WO iHAUBIAYanbHUN iHOeKC 6i-
NOMAPHOCTI KOXHOIO OKPEeMOoro natieHTa
MO>Ke OYTV 3aBUCOKUM i HAJHU3bKUM He-
3anexHo Big rpynu BAP. Taka ouiHouHa
cucTema A03BONAE NePeBOANTY MOHATTA
6inoNAPHOCTI 3 KaTeropianbHOI MAOLWMHA
B KOHTMHYanbHY, Wo 6inbLlwoio Mipoto 3a-
LLOBOJIbHAE NOTpebam KNiHIYHOI NPaKTUKN
i 4O3BONIAE NONINWNTY AKICTb [iarHOCTUKN
i Tepanii BAP.

Kniouesole cnosa: 6unonspHoe adpdek-
TMBHOE PacCTPOWMCTBO, MHAEKC bunonsap-
HOCTW, 3NK1304, MaHndecTayna, TeyeHue,
TepaneBTUYECKMI OTBET, HACIeACTBEHHOCTb.

Mpwn gnarHoctke apPpekTNBHOrO 3nu-
30[la COBpeMeHHble onepauroHanbHble
KPUTEPUU He YUYMTbIBAOT OCOOGEHHOCTEN
KNUHUYECKON CUMNTOMATUKK, a KpUtepum
addeKTMBHbIX PacCTPONCTB HE NPUHUMAIOT
BO BHMMaHMe Takue BaxkHble GaKTOpbl Kak
BO3pacT MaHudecTaLmm, HacnedCcTBEHHOCTb
1 TeyeHue 3abonesaHua. bonbluaa pocro-
BEPHOCTb ANArHOCTUKY MOXET ObITb JOCTHUT-
HyTa BBefeHnem nHdopmaumm, cobpaHHom
no KaTeropusm, o6blYHO NCNOMNb3yeMbiM ANs
YTOUHEHUA MCMXMATPUYECKOrO AnarHo3a.

MN3yyeHbl 0CO6EHHOCTU KINHMYECKON
CMMMNTOMATMKM HA Pa3HbIX CTaAUAX TeueHusn
6unonspHoro apdeKTVBHOro paccTporcTBa
y 120 naumeHTOB C 6UNonApHbIM addek-
TUBHbIM paccTponctsom (40 naumeHToB
C npeobnagaHnem AenpeccuBHbIX CUMMTO-
moB (F31.3—5, F31.6), 30 naymeHTOB C Npe-
obnafjaHvem MaHMaKanbHbIX CMMMTOMOB
(F31.0—2, F31.6), 50 nayneHTOB B 3y TMHOM
nepuoge (F31.7). NMcuxomeTpnyeckoe umc-
cnepoBaHvie NMPOBOAWUAN C UCMONb30BaHU-
eM onpocHuKa «MHpeKc 6unonsapHOCTM»
(G. Sachs, 2004), KoTopbIlii NO3BONSAET OLe-
HUTb B 6annax (ot 0 go 20) Hannuue y na-
LMeHTa NATU Hambosiee xapaKTepHbIX AnA
BAP npu3sHakoB: 1) xapakTepncTuky ann3o-
fa; 2) Bo3pact maHudectaumu; 3) TeyeHne
6onesHu; 4) spdekT Tepanuu; 5) Hacnen-
CTBEHHOCTb. BbiABNEHO, UTO KNUHUYecKan
HEOLHOPOAHOCTb MOKasaTenen MHAeKca
6UNONAPHOCTM B MEPBON U 4YeTBEpPTOW
Kateropuax obycnosneHa ¢a3on TeueHuA
3aboneBaHuA (OTpaXeHO B UTOFOBOM WH-
TerpanbHOM MHAEKCe GUMNONAPHOCTA MO OT-
AenbHbIM rpynnam). KnuHnyeckme npumepbl
OLeHKM NaLMeHTOB NO MHAEKCY brnonapHo-
CTV B OTAENbHbIX rpynnax noKasblBatoT, YTo
WHANBUAYaNbHbIA MHAEKC 6UnonapHOCTH
KaX[I0ro OTAeNbHOro NnauveHTa MoXeT ObITb
C/IMIKOM BbICOKMM Y CBEPXHU3KUM He3a-
BMcMmo ot rpynnbl BAP. Takaa oueHouyHas
cucTema nepeBoanT NOHATME BUMONAPHOCTU
13 KaTeropuanbHOWN NIOCKOCTU B KOHTUHY-
anbHylo, B 6onbluei cTeneHn yqoBneTBopsa-
€T NOoTPebHOCTAM KIMHUYECKON NMPaKTUKK
1 NO3BOJIAET YNYULWNTb KauecTBO AMarHoc-
TUKKN 1 Tepanuun BAP.
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The fact that around 16 million of persons per year at
the age of 60 are incapacitated due to unipolar and bipolar
depression provides the timeliness for the problem of early
diagnosis and the choice of effective therapy for affective
disorders treatment. Affective disorders are one of the lead-
ing causes of morbidity and disability among working-age
population [1, 3].

According to statistics, the incidence of BAD in Ukraine
is at the same level as in the other developed countries.
And in the period from 2000 to 2009 it ranged from 10.1 to
10.3 cases per 100 thousand of population [2].

At the moment there are two classification models
for mental disorders — DSM-5 (Diagnostic and Statistical
Manual of mental disorders 5) and the 5th section of the
ICD-10 (International classification of diseases, 10t revision).
DSM-5 describes affective disorders (or mood disorders)
taking into account three components — affective episode
(manic, hypomanic, depressive, or mixed), the affective dis-
order and its description, i.e. the characteristics of the last
episode, or the long-term course of the disease. Affective
disorders are divided into depressive, bipolar and mood
disorders due to physical illness and substance abuse.
The description of the last episode in the DSM-5 includes
the severity, the presence of remission of psychotic symp-
toms or other clinical characteristics. It also indicates the
course of the disease, the quality of intermission, seasonal
pattern and the presence of fast phase transitions. It should
be noted that in the DSM-5 (in comparison with the previ-
ous version of the DSM-IV) it has been a reduction of the
threshold for the diagnosis of a mixed episode from having
all the criteria for depression and mania to having only three
criteria. On the one hand this change largely reflects the real
manifestations of mixed states, because all the symptoms
of mania and depression are rarely found in the real life in
their pure form. On the other hand, the formulation of such
kind of diagnosis may not have any clinical loading, the
prognostic value or may not require changes in the treat-
ment regimen [4, 5, 7].

While making the clinical assessment of BAD, in ac-
cordance with the guidelines, the special attention should
be paid to comorbidity with other disorders of 1 and 2 axis
(according to the DSM-5), family history of mental disorders,
the course of the disease, the patient’s age at the time of
onset, frequency of phase transitions, the presence of mixed
episodes and seasonality [5, 7, 8].

For example, the early age of onset correlates with
a more severe course of BAD and also with the poorer
prognosis. Searching the correlates in relation to this
indicator, Lin P-l. et al. (2006) concluded that the earlier
onset of the disorder (< 21 years) is characterized by more
frequent occurrence of comorbid alcohol and drug ad-
diction, obsessive-compulsive disorder, eating disorders,
rapid phase transitions, more episodes, suicide attempts,
etc. [9]. Earlier similar conclusions were obtained by Carter
T.D.C. et al. (2003): in their work the beginning of the disease
in individuals of < 18 years correlated with the presence of
comorbid anxiety disorders, alcohol and drug addiction,
rapid phase changing, more frequent suicidal thoughts and
suicide attempts [10]. The presence of comorbid psychiatric
disorders is diagnosed at approximately 30 % of patients
with BAD. Their presence, as demonstrated by the results
of the studies, is associated with plenty of mixed and de-
pressive episodes, suicide attempts. In addition, comorbid
psychiatric disorders are more common in individuals with
depressive manifestation of BAD [11]. The presence of fam-
ily history of BAD and major depressive disorder also has

a great prognostic value. So, the response to treatment
with lithium inversely correlated with the presence of major
depressive disorder [12] and any affective disorder [13] in
close relatives.

At the present time views on BAD extend from a pa-
thology, which is characterized by change of depressive
and manic phases, reaching more comprehensive under-
standing. Way back in the second half of the last century,
Bertelsen A. et al. (1977) have identified possible candidates
forinclusion in the bipolar spectrum on the basis of research
involving monozygotic twins: mania, depression with hypo-
mania (without considering the duration of hypomania),
depression, associated with cyclothymic and hyperthymic
temperament, recurrent (pseudounipolar) depression with
a family history of BAD, cyclic depressions that respond
to treatment with lithium and other mood stabilizers [14].
Furthermore, Akiskal H.S. and O. Pinto (1999) emphasized that
mood changes within the "soft" BADs which arise separately
from periods of alcohol and psychoactive substances abuse
should be considered as a part of the bipolar spectrum with
the development of clear criteria for their statement [15].

The system of diagnosis of bipolar disorder by measuring
"the index of bipolarity" was proposed at first by the direc-
tor of Harvard University G. Sachs for an extended treat-
ment program for bipolar disorder (Systematic Treatment
Enhancement Program for Bipolar Disorder (STEP-BD).
It is the epitome of a clinical diagnostic approach when
a doctor does not receive an overall score on a particular
scale as an appropriate statistical reflection of patient’s
disease state, but an individualized assessment of prob-
lems and mood of a particular patient. At the same time, in
the contrast to standardized diagnostic systems ICD-10 or
DSM-5, which emit certain diagnostic categories, the bipo-
larity index identifies a range of diagnostic signs of possible
bipolar disorder, and not only the state of hypomania [16].

The system combines 5 "dimensions" of bipolarity.
Moreover, the presence of hypomania or mania is evaluated
only in one of them. However, all other categories have the
same diagnostic value. Separate dimensions are dedicated
to: hypomania or mania (actual also in personal history); the
age of onset of the first symptoms of mood swings, clinical
features and course of the disease, therapeutic responses to
drugs (antidepressants and mood stabilizers); family history
of affective disorders and substance use. Each dimension
is assigned from 0 to 20 points (maximum possible total
of 100 points). G. Sachs’s researches have showed that the
index of bipolarity in patients with BAD reaches more than
60 points. Instead, the patients with BAD Il or other vari-
ants of this disorder (according to H.S. Akiskal, 2005) can
get a lower rate. Moreover, it can be determined by other
indicators than hypomania or mania.

The aim of the research was to study the peculiarities
of clinical symptoms at different stages of bipolar disorder
course to improve the further diagnosis, therapy and pre-
vention.

After obtaining the patient’s informed consent we
have examined 120 patients with bipolar affective disorder
(40 patients with predominance of depressive symptoms
(F31.3—5, F31.6), 30 patients with predominantly manic
symptoms (F31.0—2, F31.6), and 50 patients in euthyme
period (F31.7)).

Psychometric investigation was conducted using the
questionnaire "Index of bipolarity" (G. Sachs, 2004) in ad-
aptation of Mosolov S. N. (Mosolov S. N., Kostyukova Ye. G.,
Ushkalov A. V., 2009) for scoring typical BAD signs: descrip-
tion of the episode; age of manifestation; course of the
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disease; effect of therapy; heredity. Patients were verified
once for each indicator (Tables 1—5) for the highest score.
Mathematical processing of the results was performed using
the statistical program SPSS 16.0 for Windows.

The average age of the surveyed sample was 41.3 + 6.2 ye-
ars. The patients’ educational level (total number of years
spent on education in schools, colleges and universities) was
13.2 + 2.8 years. The duration of the current depressive/man-
ic episode before the start of this study was 2.6 + 1.6 weeks.
The duration of euthyme period was 25.8 + 9.6 weeks.

In order to determine the significance of individual clini-
cal characteristics of bipolar disorder there was conducted
categorical and average evaluation of patients’bipolar index
in three groups (BAD-D, BAD-M and BAD-E) with the help of
psychometric research.

By definition of the current episode symptoms the group
with BAD-M, of course, has received the highest scores
(table 1). 100 % of patients of this group were distributed
according to certain signs of mania/hypomania, namely:
14 (46,7 %) patients of BAD-M group had symptoms of ma-
nia in combination with increased dysphoria and irritability;
11 individuals (36.6 %) demonstrated pronounced eupho-
ria, grandiosity or expansiveness against the background

of mania; 3 individuals (10 %) had symptoms of mania as
aresult of taking antidepressants which were prescribed for
treatment of depression; 2 persons (6.7 %) with a history of
BAD had psychotic hallucinatory-paranoid episodes without
affective component.

In the BAD-D group 38 patients (95.0 %) had signs of an
episode which were appropriate for BAD: 13 persons (32.5 %)
had a typical depressive episode, 11 persons (27.5 %) had
symptoms of atypical depression (presence of at least two
symptoms of excessive sleepiness, bulimia, dysmotility or
depression after separation), 9 persons (22.5 %) had flicker-
ing symptoms of subthreshold hypomania, 3 persons (7,5 %)
with hypomania symptoms due to antidepressants use,
2 persons (5.0 %) with psychotic symptoms.In 9 persons in
the group of BAD-E according to the characteristics of the
current episode (euthyme state) (18.0 %) there were noted:
subthreshold hypomania symptoms (7 persons, 14.0 %) and
hypomanic symptoms as a result of antidepressants use
(2 persons, 4, 0 %).

Thus, the average value of bipolarity index according to
the signs of an episode for the studied groups respectively
was equal to: BAD-M — 15.47 points, BAD-D — 3.9 points,
BAD-E — 1.1 points.

Table 1
Distribution of patients according to the episode
Study groups
. . . BAD-D BAD-M BAD-E
Signs of the episode Points n =40 n=30 n=50

Abs. | % | Abs.| % | Abs.| %

Manic or mixed episode with a bright euphoria, grandiosity/effusiveness 20 — | — | 11 |366| — | —

Acute episode of mixed, irascible nature (symptoms of mania with dysphoria, irritability) 15 — | — | 14

46.7 | — | —

Symptoms of hypomania; mania as a result of antidepressants taking

10 3 7.5 3 [100] 2 | 40

Symptoms of subthreshold hypomania (below threshold of DSM) 9 |25 — | — 7 1140
Signs of atypical or postpartum depression ° 1M 1275 — | — | — | —
Psychotic symptoms of any genesis 2 5.0 2 6.7 | — | —
Typical MDD 2 13 [325| — | — | — | —
Total 38 [95.0| 30 [100| 9 |[18.0
The average score according the index of bipolarity 3.90 15.47 1.1

In turn, while distributing the patients according to the
age of disease onset, we did not reveal significant difference
in the average score of bipolarity index: in accordance
BAD-M — 15.00 points, BAD-D — 14.25 points, BAD-E —
14.20 points (Table 2). In all three groups the onset of the
disease mainly occurred at the age of 20—30 years.

Table 2
Distribution of patients according the age of symptoms onset

Study groups
Age of symptoms Points BAD-D BAD-M BAD-E
onset n =40 n=30 n=50
Abs. | % | Abs.| % | Abs. | %
15—19 20 5 [125] 4 |133| 6 |120
<150r20—30 15 26 |65.0| 23 [76.7| 34 |68.0
30—45 10 7 (175 2 | 67| 6 |120
> 45 5 2 |50 1 33| 4 | 80
The average score accord-
ing the index of bipolarity 14.25 15.00 14.20

Somewhat mixed picture has appeared in the analy-
sis of patients distribution by disease course and other
characteristics (Table 3). The course of the disease in
the form of current episode of mania, regardless of the
recovery degree, greatly increases the value of the in-
dex for BAD-M and keeps the group on the front page.
But inclusion of the evaluation of other characteristics
for patients with BAD indicates a significant involvement
of patients in euthyme period, even in comparison with
a group of BAD-D (index of bipolarity, respectively 6.74 vs.
5.60). Thus, the most important other factors for BAD-D
group were: recurrent (3 or more) episodes of depression
without hypomania (12 individuals, 30 %), substance use
(9 individuals, 22.5 %), as well as the presence of comorbid
anxiety disorder (7 individuals, 17.5 %). The group BAD-E,
in turn, was characterized by the large number of people
who use psychoactive substances (PAS) (18 individuals,
36.0 %) or people prone to gambling and other risk be-
haviors (7 people, 14.0 percent).
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Distribution of patients according to the course of disease and other signs fable3
Study groups
Disease course and other signs Points 2A:Dé;g E,AB3%A rB,'L\:DSg
Abs. % Abs. % Abs. %
Manic episodes separated by periods of complete recovery 20 — — 4 13.3 — —
Incomplete recovery between episodes of mania 15 — — 3 10.0 — —
Hypomania with full recovery between episodes — — — — 6.0
Substance use 9 225 5 16.7 18 36.0
Psychosis only during affective episodes 10 — — 2 6.7 — —
Financial and legal challenges against the background of mania — — 5 16.7 — —
Repeated episodes of MDD without hypomania (3 or more) 12 30.0 — — — —
Hypomania with incomplete recovery between episodes — — — — — —
Borderline personality disorder — — — — 2 4.0
Anxiety disorder s 7 17.5 — — 5 10.0
Eating disorder — — — — 2 4.0
Syndrome of hyperactivity in childhood 3 7.5 2 6.7 2 4.0
Gambling or other risky behavior with no signs of mania 2 5.0 — — 7 14.0
Premenstrual syndrome (PMS) — — 3 10.0 — —
Hyperthymic temperament 1 2.5 2 6.7 3 6.0
> 3 marriages 2 2 5.0 2 6.7 2 4.0
Change of two jobs for 2 years 2 5.0 1 33 3 6.0
2 higher educations (or other major educational projects) 2 5.0 1 33 3 6.0
The average score according the index of bipolarity 5.60 9.4 6.74

The analysis of patient groups for therapeutic response
showed that mood stabilizers found the most efficiency in
BAD-M group after 4 weeks of therapy, and BAD-D group
showed the lowest sensitivity for such kind of therapy
Table 4). And after 12 weeks of treatment with mood stabi-
lizers the BAD-E group took first place, with no significant
difference between BAD-M and BAD-D groups. Additionally,
all three groups showed the same risk of relapse within
12 weeks after discontinuation of mood stabilizers (accord-
ingly BAD-D — 5 persons, 12.5 %; BAD-M — 4 persons,
13.3 %; BAD-E — 6 persons, 12.0 %), and almost the same
partial response to mood stabilizers (12 weeks, 2 drugs) —
accordingly BAD-D — 3 persons, 7.5 %; BAD-M — 3 persons,
10.0 %; BAD-E — 4 persons, 8.0 %. It is worth to note that

transition to the mixed state/mania was observed totally in
9 persons within 12 weeks after initiation of therapy with
antidepressants (among them in 5 patients (12.5 %) the
change of state occurred during the follow-up period in
the BAD-D group, and in 4 patients (13.3 %) in the BAD-M
group — before the beginning of the study prior to admis-
sion). Instead, the increase of dysphoria or other symptoms
under treatment with antidepressants (4 persons, 10.0 %),
resistance to such therapy (3 persons, 7.5 %) and ultrafast
response (< 1 week) on treatment with antidepressants
(2 persons, 5.0 %) was observed only in the BAD-D group.
In general, the average score on bipolarity index according
to therapeutic response was, in descending order, BAD-E —
16.10; BAD-M — 15.67; BAD-D — 12.98.

Distribution of patients according to the respond on treatment fable
Study groups
Therapeutic response Points iA:D‘;g aAB_,,,(\)A ,BTA:DS(E
Abs. % Abs. % Abs. %

Full recovery in 4 weeks of treatment by mood stabilizers 20 3 7.5 7 [233]| 16 | 120
Full recovery in 12 weeks of treatment by mood stabilizers 14 | 350 | 12 | 40.0| 23 | 46.0
Relapse within 12 weeks after discontinuation of mood stabilizers 15 5 12.5 4 133 6 12.0
Transition to the mixed state/mania within 12 weeks after initiation of therapy with
antidepressants 5 12.5 4 133 | — —
The increase of dysphoria or other symptoms under treatment with antidepressants 4 100 | — — —
Or partial response to mood stabilizers (12 weeks, 2 medications) 10 3 7.5 3 100 | 4 8.0
Or appearance/worsening of rapid change cycles induced by antidepressant therapy 1 2.5 — — 1 2.0
Resistance to therapy: no response for 3 or more antidepressants c 3 7.5 — — — —
Mania/hypomania when stopping antidepressants — — — — — —
Ultrafast response (< 1week) to therapy with antidepressant 2 2 5.0 — — — —
The average score according the index of bipolarity 12.98 15.67 16.10
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The component of bipolarity index in terms of family
history was the biggest in BAD-E group (5.06), mainly due
to the presence of 15t degree relatives (brother/sister, par-
ent, child) with a clear BAD in this group of patients, rela-
tives with clear problems with PAS/alcohol or relatives with
mental disorders primarily in the form of anxiety disorders
and recurrent episodes of depression, eating disorders

and hyperactivity syndrome (Table 5). The category "rela-
tives of 15t degree with clear problems with PAS/alcohol"
was significant for groups BAD-D (8 persons, 20.0 %) and
BAD-M (9 persons 30.0 %), "relatives of 15! degree with
anxiety disorder" — BAD-D — 5 persons (12.5 %), and
"relatives of 15t degree with eating disorder" — BAD-M
(3 persons, 10.0 %).

Table 5
Distribution of patients by family history
Study groups
Family history Points 2A:DA;(E)) E,AB;(\)A ?72[)55
Abs. % Abs. % Abs. %
1%t degree relatives (brother/sister, parent, child) with a clear BAD 20 — — — — 2 4.0
2"d degree relatives with a clear BAD 15 1 2.5 — — — —
15t degree relatives with recurrent MDD and individual symptoms of BAD 2 5.0 1 3.3 4 8.0
15t degree relatives with recurrent MDD or schizoaffective disorder 10 — — 1 33 1 2.0
Any other relative with MDD and individual symptoms of BAD 4 10.0 3 10.0 6 12.0
15t degree relatives with clear problems with PAS/alcohol 5 8 20.0 9 30.0 11 22.0
15t degree relatives with recurrent episodes of depression 2 5.0 2 6.7 2 4.0
with anxiety disorder 5 5 12.5 2 6.7 7 17.0
with eating disorder 1 2.5 3 10.0 2 4.0
with hyperactivity syndrome — — — — 3 6.0
Total 23 57.5 21 70.0 38 76.0
The average score according the index of bipolarity 3.53 3.8 5.06

The clinical heterogeneity of bipolarity index indica-
tors in the first and fourth categories is associated with the
disease phase that in some way affects the final integral
bipolarity index in separate groups (BAD-M group — 59.34;
BAD -E group — 43.2; BAD-D group — 40. 26). Moreover, in
the BAD-M group there are more patients with bipolar disor-
der of first rather than of second type. However, the clinical
examples of patients’assessment by bipolarity index in some
groups prove that the individual index of bipolarity for each
individual patient may be too high and ultra-low regardless
of group. For each indicator (Table 1—5) patients were veri-
fied one time for the biggest score, even in the presence
of several factors. For example, in the BAD-D group — the
patient M. with the first postpartum depression (5 points) in
18 (20 points); depression; with episodes of alcohol abuse
against the background of depression (10 points); agitation
while taking antidepressants (10 points); and a sister, who
suffers BAD (20 points) with no signs of mania/hypomania
gets 65 points. In the BAD-M group — patient K. in the
manic state with dysphoria (15 points), onset at 32 years
(10 points), prone to risky behavior (5 points), relapse
within 12 weeks after discontinuation of mood stabilizers
(15 points), patient’s mother was treated about the anxiety
disorder (2 points) — total score 47 points.

While diagnosing affective episode, the modern opera-
tional criteria do not take into account the nature of the
clinical symptoms, and criteria for affective disorders do not
take into account important factors, such as age of onset,
family history and disease course. The greater accuracy of
diagnosis can be achieved by the introduction of informa-
tion collected in different categories that are typically used
for more accurate psychiatric diagnosis. This can be achieved
by using the bipolarity index (G. Sachs, 2004), which allows
us to estimate, by the points (from 0 to 20), the presence

of five most typical signs of BAD in patient: 1) description
of the episode; 2) age of manifestation; 3) disease course;
4) the effect of therapy; 5) heredity. According to our data,
the clinical heterogeneity of bipolarity index indicators in
the first and fourth categories is associated with the disease
phase that in some way affects the final integral bipolarity
index in separate groups (BAD-M group — 59.34; BAD-E
group — 43.2; BAD-D group — 40.26). Moreover, in the
BAD-M group there are more patients with bipolar disorder
of first rather than of second type. However, the clinical ex-
amples of patients’ assessment by bipolarity index in some
groups prove that the individual index of bipolarity for each
individual patient may be too high and ultra-low regardless
of group. This evaluation system transfers the concept of
bipolarity from categorical to continual plane that largely
meets the needs of clinical practice and can improve the
quality of diagnosis and treatment of BAD.
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OCOBJINBOCTI KJIIHIYHOTIO NMEPEBITY HEBPACTEHII
Y XBOPUX 3 PIBHUMU KOHCTUTYLUIOHAJIbBHUMU COMATOTUNMAMU

b. B. Muxatinos, E. B. JlecHasa

OCOBEHHOCTU KIIMHNYECKOTIO TEYEHUA HEBPACTEHUI
Y BOJIbHbIX C PA3JINYHbIMUA KOHCTUTYLUUOHAJIbHBIMU COMATOTUNMAMMU

B. V. Mykhaylov, E. V. Lisova

FEATURES OF CLINICAL COURSE IN PATIENTS WITH NEURASTHENIA

DIFFERENT CONSTITUTIONAL SOMATOTYPE

Hocnig»eHo 0cobnnBOCTI KNiHIYHOrO
nepebiry HeBpacTeHii y XBOPUX 3 Pi3HUMN
KOHCTUTYLiOHaNbHUMM COMaTOTUMaMU.
OueBUAHOIO € CXUNBbHICTb A0 dikcaLii XBo-
poro y neBHi ¢asi HeBpacTeHii B 3anex-
HOCTI Bifj NOrO KOHCTUTYLIiOHaNbHOro CO-
MaToTuny. HasBHicTb y feakunx obcTtexe-
HUX NPefCTaBHUKIB MEBHMX COMATOTUNIB
pi3HUX pa3 HeBpacTeHii, 6e3 xapakTepHoi
ANA uboro comatoTuny dikcauii Ha NeBHiNn
¢da3i 3axBOpIOBaHHA, MOACHIETbCA CTY-
NneHem BUCHAXXeHHA MOro KoMMeHcaTop-
HOro pecypcy 3 MANHOM Yacy. BuasneHo
B3aEMO3B'A30K KOHCTUTYLLIOHaNbHOTO CO-
MaToTMMNYy Ta 0CcobnMBOCTEN KNiHIYHOTO
nepebiry Ta dopmyBaHHA HeBpacTeHii,
IO MOXK/TMBO 3aBAAKM aganTaLiiHO-KOM-
NeHCaTOPHNM MOX/TMBOCTAM Ta cneuundili
KOHKPETHOrO KOHCTUTYLiOHaNbHOro THny.

Knro4osi cnoea: HeNCUXOTUYHI PO3-
napun, HeBpacCTeHifA, KOHCTUTYLiOHaNbHi
comaTtoTunm

WNccnepoBaHbl 0COGEHHOCTU KIUHMYEC-
KOro TeueHUs HeBPacTeHUM Y GOSbHBIX C pas-
JINYHBIMUA KOHCTUTYLIMOHAIbHBIMU COMATOTM-
namu. OuYeBMHa CKIOHHOCTb K puKcauum
60nbHOTO B OnpeaeneHHol da3e HeBpacTeHUN
B 3aBYICUMOCTY OT €r0 KOHCTUTYLIVIOHANIbHOTO
comaToTuna. Hannume y HekoTopbix obcne-
[OBaHHbIX NpefcTaBuTeNell onpeaeneHHbIX
COMATOTUMNOB Pa3nYHbIX Gpa3 HEBPACTEHUN,
6e3 XapaKTepHOIA ANiA 3TOro comaToTuna Gpurik-
cauuv Ha onpepeneHHon ¢pase 3aboneBaHus,
06DbACHAETCA CTEMNEHbI0 UCTOLLEHNS Ero KOM-
MeHCaTOPHOTro pecypca C TeUEHNEM BPEMEHM.
BbisfiBNneHa B3aMOCBA3b KOHCTUTYLIMOHANIbHO-
ro COMaToOTMMNa Y OCOBEHHOCTEN KAVHUYEC-
Koro TeueHus 1 GopmMnpoBaHMs HEBPACTEHUY,
BO3MOXHO 6narofapsa ajantaurioHHO-KOM-
MeHCATOPHbIM BO3MOXHOCTAM 1 cneyndrike
KOHKPETHOIo KOHCTUTYLIMOHANIbHOTO Tu1Ma.

Kniouessle ciio8a: HeNcMxoTn4eckmne pac-
CTPOWCTBA, HEBPACTEHNSA, KOHCTUTYLIMOHASb-
Hble COMaTOTUMbI

Studies of clinical course in pa-
tients with neurasthenia different
constitutional somatotype. Evidently,
there is a tendency to commit the
patient to a particular phase of neur-
asthenia according to its constitu-
tional somatotype. Having surveyed
some members of certain somatotype
different phases of neurasthenia, no
representative of the somatotype
fixation on a particular phase of the
disease, due to the degree of deple-
tion of compensatory resource over
time. The interrelation somatotype
and constitutional peculiarities of clini-
cal course and form of neurasthenia,
which is possible thanks to adaptive-
compensatory features and specifics
of a particular constitutional type.

Keywords: nonpsychotic disor-
ders, neurasthenia, constitutional
somatotype

B ocTaHHi gecATMNITTA B YCbOMY CBITi BenvKa yBara
npuainAaeTbca npobnemam NCUXiYHOro 340POB’SA, WO B Nep-
Ly yepry o6yMOBIEHO 1X LWMPOKOIO MOLINPEHICTIO | MEANKO-
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couianbHMMM Hacnigkamu. 3a AaHuMun BcecBiTHbOT ncuxiaT-
PVYHOI acouiauii, oAHa YBEPTb HaceneHHA BCiX KpaiH CBITy
B MEBHUN MOMEHT XUTTA NEePEHOCUTb Ti UM iHWI po3naan
ncmxiky. NowmnpeHictb NCUXiYHUX po3nagiB B YKpaiHi cTa-
HOBUTD 2,6 % HaceneHHA. Taknii BUCOKMI piBEHb NaLi€HTIB,
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