1
264


[image: image1.jpg]Methodological development of practical classes for higher education fpplicants,
OPP “Medicine”, 4" year, Faculty of Medicine.

Education discipline “Psychiatry, narcology”
Approved:

Meeting of the Department of Psychiatry, Narcology, Medical Psychology and
Psychotherapy of the Odessa National Medical University

Protocol Nel dated August 28, 2023

5
Head of the department Men OPRYA

Developers:

Doctor of Medicine, Professor of the Department of Psychiatry, Narcology,
Medical Psychology and Psychotherapy Y.V. Oprya

Cand.med.sci., Associate professor of the Department of Psychiatry, Narcology,
Medical Psychology and Psychotherapy Chernova T.M.

Cand.med.sci., Associate professor of the Department of Psychiatry, Narcology,
Medical Psychology and Psychotherapy Goryachev P.I.

Cand.med.sci., Associate professor of the Department of Psychiatry, Narcology,
Medical Psychology and Psychotherapy Donets O.Yu.

Cand.med.sci., Associate professor of the Department of Psychiatry, Narcology,
Medical Psychology and Psychotherapy Voloshchuk D.A.
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1. Aims: to demonstrate the particular structure of mental health services and to achieve domestic psychiatry as a component of the World Psychiatric Service.

2. Educational targets: As a result of studying educational material on this topic trainees should know:

• Subject and tasks of Psychiatry, story development.

• Methods of care to patients with mental disorders.

• Features of the structure of a psychiatric hospital and dispensary.

• Principles of care for the mentally ill

• The concept of psychopathological symptom, syndrome and disease, psychiatric disorders registers

Know:

• The methods of psychiatric research.

• The classification of mental disorders

3. Educational aim: the example of achievements of domestic psychiatry form students a sense of pride and national dignity.

4. Teaching time: 1 hours. (90 minutes).

5. Location of employment: Department

6. Educational material support:

• classrooms

- Framed audience

• Equipment

- Stands for tables

• Equipment

• illustrative material
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Text lecture

Among the disciplines of clinical psychiatry occupies a special place. Through integration properties and changes to emergency historical period it examines both body and soul, and the social environment, which in any way affects the psychic and often leads to mental disorders.

But before you reach the current level, psychiatry has come a long and difficult path. Accepted provide theological, meta¬physical and becoming materialistic psychiatric periods of history, which to some extent characterize the level of socio-economic development of society, its culture and ideology. According to the views and ideas about the nature of mental illness at one time or the time used different methods of tratement
But scientifically substantiated latest treatments only in the last 30 years, have been widely used as psychopharmatherapy and social approaches in psychiatry.

Modern trends in psychiatry characterized civilized humane attitude and tolerance of the mentally ill, the observance of their legitimate rights .Company psychiatric service provides maximum approximation domiciliary care of patients, the minimum isolation from their families, patient and physician partnership. It is also important to combine efforts to provide medical and social assistance to government agencies and national organisations.

A special role in the diagnosis and treatment of patients belonging outpatient mental health services. Usually most of the patients begins and ends outpatient treatment and only a small part of them - 10% - needs statsionary treatment. By hospitalized psychiatric clinic, main way, patients with severe mental disorders.

The basic principles of mental health care in modern conditions include:

• most outpatient mental development network;

• Integration somatic and mental health services;

• maximum approximation to patient care;

• intensification of treatment using modern biological methods and psyhofarmpreparativ;

• increasing the role of personal health-oriented dyagnostic approaches;

• Minimum insulation from mentally ill environment and mitigate the social consequences mentally diseases;

• continuity of  mantal treatment networks, as well as other institutions and organizations involved in the protection of mental health;

• widespread introduction of psychiatric practice social forms and methods of treatment, assistance  their social status and personal;

• the rights and freedoms of persons with mental disorders;

• psychohygienic and take preventive measures. Adherence to these principles enables a holistic system of measures relating to the main requirements of mental health care.

Providing psychiatric care to patients stationary, ambulatory and semi or intermediate, psychiatric institutions. This single set different profile, and content of psychiatric institutions. These can be: psychiatric hospitals, dispensaries (regional, city and regions), specialized centers (national, regional, city and district), neuropsychiatric and psychosomatic departments and offices as part of wide municipal and district hospitals and clinics; day-care and medical-industrial workshops at psychiatric hospitals, centers, clinics that are functioning as intermediaries for medical diagnostic and rehabilitating process between inpatient and outpatient mental institutions. In addition, the issue of mental health services in developing scientific and research institutes, university departments mental medical institutions.

Inpatient care provided to mentally ill mental hospitals, centers, inpatient dyspansery, neuropsychiatric and psychosomatic departments fixed at regional, city and district hospitals, as well as neuropsychiatric boarding the Ministry social protection and some other departments .

Every psychiatric hospital assigned to separate areas has a radius corresponding service and is designed for a certain number of patients, optimal size of modern hospitals reaches 800-1000 beds. As in hospitals in general, the structure of the psychiatric clinic includes admission and a variety of therapeutic and diagnostic department and auxiliary parts. Depending on the age and sex of patients, the course and stages of mental illness, nosology specificity mental disorders and specific tasks and functions that determine health authorities, medical department to distribute general specialized. In turn, they includes facilities for adults and children, men and women, and in the niche - herontopsyhiatryc, somatopsyhiatryc, epileptic for forensic psychiatric assessment, compulsory treatment, infections, tuberculosis, hospital, rehabilitation, psychosomatic and al. In addition, the profile compartment can be determined on the basis of which method provides the advantage there – medicamency biological or social. Usually the department has patients of the same sex. However, in some clinics in one department are both men and women. Specialization and branches is as follows: medical-diagnostic department (for per-guilty cases); Branch active treatment (for patients with acute exacerbation of recurrent disease, requiring active treatment, mostly drug-biological methods);

Department of social care (for patients with chronic psychosis who need support and, social and psychological rehabilitation). In addition, there are also other specialized branches. In the psychiatric hospitals and substance abuse can open clinics from the hospital or substance abuse clinic or the relevant department. All the patients who are treated in hospital depends of their mental and physical condition along with drug-biological treatment prescribed appropriate treatment, namely restrictive; observe differentiated; open; semi (day care) or partial hospitalization.

Daily appoints psychiatrist in receiving departments. His disposition must record in medical documentation. From the profile you periodically review taking into account the patient, further independent medical directions. Within the department patients are placed in wards differentiated. Moving them without extreme need not. This allows you to avoid possible excesses during psychomotor agitation or when patients attempt to commit or neighbors some harm (suicide, aggression, and so homotsyd. Al.).

Modern psychiatric hospital must have a solid medical and diagnostic facilities, new medical equipment but also domestic and adequate housing to patients feel comfortable. Traditional psychiatric recently attributes as special devices, lattice, locks, etc. should be avoided. The internal layout of the premises, including chambers and clinic and diagnostic facilities, their furnishings should not be different equipment from conventional hospitals. In addition, it would be good to each psychiatric clinic had a club, sports halls, playgrounds, tennis courts, park, places of worship, a complex of shops and cafes, community service and service v. Al. Internal Regulations for patients and visitors should be based on the principles of partnership, mutual respect for rights and freedoms.

In recent decades the tendency to so-called de-institutionalization (maximum output of patients outside hospitals), bringing the size of psychiatric hospitals 300-500 beds. Ensure that artificial means of limiting patients. Clinics are not seen as a place of isolation of the patient, and temporary stay in treatment. the wards designed for no more than 1-3 persons, with all utilities and landline division plan no more than 20-30 beds, day hospital, rest rooms, special rooms for entertainment and leisure.

An essential part of measures to restore the status social patients in psychiatric hospitals should be psychotherapeutic effects and legal services. It should strive to length of stay of patients in hospital an average of two weeks is limited. Then they home for outpatient therapy or semi treatment center or mental health day care in the community. Very few patients require special attention and observation, their behavior in order to promptly arrest the aggravation ill. Patients with acute psychotic symptoms have mainly restrictive regime and medication. They are in some wards under the supervision of medical staff.

In psychiatry the concept of ambulance and emergency care often overlap and are mostly theoretical, because it is difficult to determine in advance the steps brigade "first mental aid " which arrived on a call. Tactics psychiatrist in place depends primarily on the specific situation and psychosomatic condition of the patient and his behavior. Usually requiring immediate intervention psychiatrist, patients in a state of psychomotor agitation of various etiologies impulsyv and harassment; with dizziness; during acute hallucinations and paranoia; depression accompanied by fear and suicidal tendencies; in a state of dysphoria. Such patients provide first aid by introducing drug (psychopharmacological) drugs that relieve attack, and admitted them to a psychiatric institution.

Hospitalization in major cities provide mental health care teams consisting of mental doctor, paramedic, nurse (nursing sister) and driver. In regional centers conduct its general brigade "first aid" in the direction of psychiatrists or nevropato¬lohiv. In rural areas, this function is performed by the district therapists, medical assistants or nurses or medical and health centers obstetrics.

Involuntary or forced hospitalization as conducting emergency psychiatric care without the consent of the patient or his legal representatives by the medical personnel, and the - with the police. This happens when there is irrefutable signs of mental disorder, because of which the patient is antisocial, that is dangerous to themselves and the environment. But mental disorders should be unquestionable and actions and statements of the patient, ie facts. Only this gives grounds for detention.

So, to perform the necessary actions, above all in the interests of the mentally ill, need medical criteria to ambulance hospitalization (apparent mental disorder) consistent with limitations or psychological (the patient is dangerous to himself or environment). It should be stressed that solving the issue of emergency hospitalization, the doctor has no right to question when assessing the clear signs of psychotic symptoms and dangers of reality patient. It is important notmistake. Only the real situation, the facts, the threat confirmed objectively, can be the basis for concrete action medical staff. In case of neglect of these rules may be unjustified violation of rights and freedoms of all its consequences both for the patient and for those who unwittingly limits of the law.

Under current law, forcibly hospitalized person without the consent of himself or the legal representatives (relatives, guardian) during the day should be examined by the commission of three psychiatrists. That's collective resolve the question of whether further stay of the patient in a psychiatric hospital. If necessary, continue to improve the treatment of mental state, as the chief doctor (head of department) inform the patient and his relatives. If the patient is significant mental illness, but only some differences and it is not dangerous, as some symptoms of mental disorders do not affect his behavior and he no refuses treatment, it must write from hospital under patronage: psychiatrist or other health providers in the community. Emergency hospitalization in a psychiatric hospital can not be a person intoxicated intoxication or drug (except for psychotic state).

Most acute psychotic states may occur when endogenic (schizophrenia, manic-depressive psychosis) exogenic (due to infection, trauma, intoxication), psychogenic (reactive state), age, vascular and organic psychosis and epilepsy. In addition, acute psychotic condition is sometimes the result of severe complications of childbirth and the post-operative period, serious physical illness, and so on. Al. The most effective treatment of  psychomotor agitation docked using psychotropic drugs, mainly neuroleptics in combination with tranquilizers. But depending on the etiology and type of excitement can also be used antidepressants and anticonvulsants like.

Among the most common are psychomotor excitation, hallucinatory-paranoid, delirious, amentyvne, catatonic, hebefrenichne, epileptic, psychotic, manic, depre¬syvne, agitated depression and others.

During the emergency hospitalization of the patient may need to forcibly administered medicines. And above all you must first offer it voluntarily take medications to take to give yourself to the hospital. When the patient refuse should be holding him by the shoulders and elbows, lay on the bed and put intramuscular injection preparations. During the escort vehicle to keep the patient on both sides of the shoulders and arms. Continuing to keep, put him on a stretcher and taken to the receiving department. In the most egregious cases of hospitalization deals brigade "first aid" with police.

In the psychiatric hospital hospitalized patients with acute mental disorders or chronic course of the disease in the acute stage, while inpatient mental hospital, psychiatric centers or departments of general hospitals treat most patients with non-psychotic mental character. This pathology is due to various physical ailments. Here and treat patients with psychosis, not requiring umovaa stay in a psychiatric institution. Usually they come alone or according to their relatives.

Create a psychiatric departments composed of district and general hospitals justified. This is one step towards convergence of General Psychiatry somatic medicine The mentioned fact has important socio-reabilitation importance, because in a normal hospital patients virtually of society, are common human contact with family and friends, which increases efecive treatment. The organization of such offices at 30-60 beds - an important task inpatient psychiatric care.

The interest spread to outpatient mental health care continues to grow worldwide. This modern requirements for treatment of mental disorders. In addition to economic benefits equally important to keep

On social status, not to lose the connection with society, ie family, neighbors and staff.

The task of providing outpatient mental health care confer on mental hospital, neuropsychiatric department of wide hospitals and polyclinics domiciliary patients.

Depending on the catchment population of the regional, district, municipal or inter dispensary and clinic are stationary units, day hospital treatment and industrial workshops.

The main functions of dispensary service is to identify and record the mentally ill, medical consultation, orhanization  methodical, social reabilitatsiyniyi preventive and some other activities. Each clinic assigned to a specific area, which, in turn, divided into separate sections for medical care of adult and child population. The district psychiatrist at the station performs the full amount of medical diagnostic and preventive work in accordance with applicable regulations. Responsible for timely identification, assessment or review primary patients taking them for clinical and consultative accounting treatment, in particular, for support. Patients who are registered need bed monitor them. Additionally, the physician performs and measures of social and labor and legal content, the recovery of the social functions of the patient.

In recent years in psychiatric dyspansery accounting and monitoring of patients made significant changes. Gained more weight issues of democratization and human rights and freedoms. But remain unchanged task main dispensary work - everyday care about the fate of patients with severe course of disease, especially of those in the disease state has committed an offense and those who because of mental illness may commit antisocial actions.

The district psychiatrist, some attention has focused on working with the rehabilitation of patients and patronage case as one of the forms of rehabilitation and maintenance of the patient at home (collective patronage).

Patronage is one of the oldest patients to adapt to life outside the hospital. He now continues significant role. Patronage drawn between psyhiatrych¬noyu institution, on the one hand, and natural or legal persons (family, business, collective work) - on the other, an agreement for a specified period. The agreement indicates the duties to provide care and treatment and financial support of both parties.

Medical and industrial workshops (LAN unit) function as institutions for rehabilitation work (work therapy) patients trudo¬voho training, mastering new profession or temporary employment. There are the rights of self-financing or in special equipment, have a certain number of jobs. Work therapy administered to patients for medical doctors and provide specially trained for this trudinstruktory and craftsmen under the guidance of a doctor and nurse treatment and employment workshops together with social workers. They control the treatment work. Equally important in the outpatient treatment of patients play a day-care at psychiatric clinics or hospitals, including general physical. This is one of system that provides continuous and consistent hospitals patients with psychotic disorders in mild and with non-psychotic states. While in conventional social environment, patients at his appointed time come hospital then return home. Treated to improvement state or recovery.

Psychiatric and cabinets are composed of regional poliklinic or without mental hospital - in the district hospital. The district serves as the psychiatrist part psychiatric and neuropsychiatric clinic directly to the main hospital doctor or clinic. Organizational and methodical management of city and district mental hospital, offices and cabinets through regional mental hospital, dispensary department oblpsyhlikaren or central city mental hospital - in big cities.

In rural areas, some psychiatric help has significants as serviced territory larger radius and less population density. Centre for mental health care in the area is related neuropsychiatric department or office district hospital. Directly involved in the detection of psychiatric patients, taking them into account and medical care are rural district doctors. They serve a purpose region psychiatrist and are monitoring the sick. At the district psychiatrist to decide whether the social and employment reabi¬litatsiyi patients, and if necessary, transfer to disability likuvan¬nya maintenance organization, carrying out appropriate care and psychological measures.

According to current trends in the treatment of mentally ill recovery of their personal and social status by means of rehabilitation. Rehabilitation focused on early and effective treatment of patients prevention their disability, timely and effective return of the sick and the disabled into society, to work. Be-lyke importance restore social ties lost during illness. This is possible under the law to use chynno¬ho, complex of medical, social, economic, psychological, pedagogical, low character.

Forms and rehabilitation methods varied. This different Forms and rehabilitation methods varied. This different therapeutic regimes bodied and psychotherapy, physiotherapy, and (art therapy) spetsi¬alni methods of social activation of patients (self-organization, self-service), career guidance, personal and collective forms of patronage and others.

In international practice, there are three stages of rehabilitation: medical, professional and social. Clear distinction between them, but each stage must be addressed with specific tasks with the ultimate goal - the restoration of the individual and the elimination of social exclusion. In medical stage rehabilitation try to eliminate productive psychopathological symptoms and prevent hospitalism (the so-called hospital dementia), disability and social defficiency. Professional stage involves fixing therapeutic effect and rehabilitation and social ties. Social rehabilitation phase method direct the maximum recovery of public patient and ensuring social adaptation and work
To solve these problems is impossible without a clear individual integrated psychiatric rehabilitation program, adopted for a psychiatric institution, city, district, region. The program should take into account the contingent of patients, socio-economic and demographic factors, structure and functions of institutions psyhiatrychno¬ho orientation, employment, the relevant legislation of local authorities regarding employment.

For the implementation of the program at psychiatric institutions and administrative bodies establish special units that provide have analysis, coordination and monitoring of program implementation.

In carrying out the rehabilitation of the main role belongs to the doctor, so when developing his rehabilitation program should take into account the personality, profession and the interests of the patient, the features of the disease, clinical and socio-labor forecast and more.

The effectiveness of rehabilitation evaluated by clinical and psychological, social, employment and socio-economic cryteriya. Important indicators cover rehabilitation, disability structure, indications for rehospitalizatsiyi, efficient use of hospital beds, employment and so sick. etc

Significant contribution to the world of psychiatry made leading psychiatrists Ukraine. Victor P. Protopopov (1880-1957) at the end of the distinction in 1906 of the Military Medical Academy in Peterburg was left V.M.Bekhterev at the Department of Psychiatry, in 1909 defended his doctoral thesis "On spoluchnoruhovi response to sound stimuli, "which explained the new method of studying conditioned reflexes in the motor area. Exploring the physical features in manic-depressive psychosis, he identified sympatykotonichni disorder that was named triad Protopopov (1920). For the treatment of psychosis phase maniac he later suggested lumbar novocaine blockade

In 1923 V.P. Protopopov moved to Kharkov, where Medical Institute organized the Department of Psychiatry and Institute staff at Psyhonevrology - Department of Psychiatry and higher nervous activity. He was the organizer and director Ukraine Research Institute of Clinical Psychiatry and Mental Health social which was reformed in the mental Academy. Also active in the largest reorganization of the Kharkiv hospital ( "Saburov giving"). Since 1944. and the end of life VP Protopopov worked in Kiev, where made department of psychiatry and pathology of higher nervous activity in the Academy of Sciences of Ukraine. He was elected an academician. Since 1945 headed the department of psychiatry at the Kiev Institute development doctors.

V.P. Protopopov kept two major scientific abstracts:

1) psychosis is a pathology of higher nervous activity; 2) psychosis - the disease is not only the brain but also the entire body. He formulated the concept of coordinated biochemical pathogenesis of schizophrenia.

Based on the concept of weakness of the nervous system in schizophrenia, V.P. Protopopov developed the principles and methods of treatment of security, substantiated and brought ill treatment of schizophrenia sleep. Based on data toxic products of protein metabolism and somatic disorders in these patients suggested a complex biological methods of treatment of this disease. V.P. Protopopov made a great contribution to the development of mental health care, seeking psychiatric services in each area. He has published nearly 150 scientific papers, prepared 11 doctors and 25 kandy¬dativ sciences.

Eugene O. Popov (1899-1961) graduated Harkivs¬kyy Medical Institute, served as Deputy Director of Research Ukrainian neuropsychiatric instytu¬tu. Since 1938 Head of the Department of Psychiatry r.- Kharkiv in¬stytutu postgraduate r.- 1951 Head of the Department of Psychiatry and Moscow Medical Institute. With 1946r.- corresponding member and since 1957 member of the Academy r.- medica-tion Sciences. Major works E.A .Popov: "delirium and insomnia" (1934), "Materials for the clinic and pathogenesis hallucinations" (1949), "The problem of the pathogenesis of schizophrenia" (1957). They demonstrate the wide range of his scientific interests, E. Popov suggested hallucinatiry theory, method pharmacodynamic experiment and so on A.l.Yakov Pavlovich Frumkin (1902-1978), a student of  P.B. Gannushkin, from 1932 to 1975. Head of the Department of Psychiatry of the Kiev Medical Institute. OOBohomolets. Doktors¬ku defended his thesis "On the types of epileptic dementia" (1932). Engaged in the development of topical issues of theory and practice of clinical psychiatry, psychiatric methodology diagnos epilepsy, schizophrenia, infectious diseases and mental patology the elderly and others. Y.P. Frumkin is the author of over 150 scientific papers, which was first described clinical such thing as "undetermined type of passion" (schizophrenia) :, "correspondence principle". Detailed clinical forms of epilepsy and epileptic dementia types, clinical atherosclerotic hallucinosis, "should be mechanisms in psychopathology symptoms", "severe psychopathic condition", "Frumkin triad" (schizophrenia). He has published a number of monographs and textbooks, such as: "Psychiatric terminology '(1939)," Short differential diagnosis of some forms psy¬hichnyh diseases "(1951)," Teaching Atlas of Psychiatry "(1963, in collaboration with GL Voronkov ) "Psychiatry. Tables and schemes "(1977, co-authors - GL Voronkov, ID Shevchuk);

"Trace effects in clinical psychopathology" (1978, co - SM Livshits). Under the leadership of YP Frumkin made 9 doctoral and 38 master's theses.

Joseph Adamovich Polischuk (1907-1978) from 1934 to 1941 commited responsibilities of senior scientific collaborator Ukraine Research neuropsychiatric institute and assistant chair of the Kharkov Medical Institute. Since 1944 he worked as an assistant professor at the Kiev Institute of improving doctors at the Department of Psychiatry. After the death of Professor V.P.Protopopov J. Alexander Polishchuk was a head for 24 years in this department. His research devoted biochemical, immunological and genetic aspects of etiology, pathogenesis and treatment of schizophrenia and psychosis Bipolar

Patients with schizophrenia J. Alexander Polishchuk (1938) found protein metabolism that lead to preeclampsia. To eliminate the latter proposed a detoxification therapy and sodium hiposulfinom unitiol. The first (1956) introduced the concept hipoenerhizmu for schizophrenia and hiperenerhizm - for bipolar psychosis. Developed landfill inheritance hypothesis of schizophrenia. Since biochemical position he described these symptoms: intoxication of endogenous and exogenous types;

breach of oxidative processes; nutritional deficiency; endocrine autonomic regulation. For each of these syndromes his proposed methods and the correlation violations.

J. Alexander Polishchuk has authored over 110 scientific papers. He wrote 4 books: "Biochemical syndromes in psychiatry" (1967), "Atlas pilot study for mental Man" (1968), "Schizophrenia" (1979), "Clinical Psychiatry Genetic" (1981) 
George L. Voronkov (1923-1992)  veteran of World War I victory parade in Redplace in Moscow. In 1953 he graduated from Kyiv Medical Institute. From 1953 to 1992 worked at this institute: , then an assistant professor, and from 1975 to 1991 r.- head of the department of psychiatry. For 18 years he was chief psychiatrist and chairman of problem commission Ministry of psychiatry Ojo, public health and the Academy of Medical Sciences. In 1972 he defended his doctoral thesis

"The problem of debuts and diagnosis of epilepsy." Described risk factors concerning epilepsy (epileptic radicals), a special form of epilepsy - cefalholepsy. By direction of his research include: other forms of psychosis; alcoholism; symptomatic mental disorders; organization of mental health care. He is the author of almost 100 scientific works, among them - " Atlas Psychiatry" (1962, co – Y.P. Frumkin); "Psychiatry. Tables and charts" (1977, co-authors – Y.P. Frumkin, I.D. Shevchuk). Under his editorship was published "Handbook of psychiatrist" (1990). Winner of the Prize. Acad. V.P. Protopopov (1990).

Since the 50s of XX century. psychopharmatherapy begins the era that marked the widespread introduction of medicinal preparations the designated groups. This followed the study of neurotransmitters in schizophrenia, manic-depressive psychosis and other mental illnesses. Since then changed manifestations of schizophrenia, epilepsy, manic-depressive psychosis and other mental illnesses, which was called pathomorphosis. They began to actively pursue research on deciphering the structure of genes that cause psychosis. This will facilitate the development of treatments.

In recent decades, in addition to the above so-called classic problems of psychiatry, the priority was to study neuropsychiatric consequences of harmful environmental impacts and renaissance personality oriented approaches (psychoanalitic, behavioral, etc.), the development of the renowned signs which was suspended in 30- years.

By 1922, the Department of Psychiatry was organically linked with the department of neurology, had general management departments, general clinical base for teaching and research.

The first lecturer of Psychiatry from 1905 to 1913 m. A disciple of Academician Bekhterev Nikolai Popov. His zmenyv Professor Vladimir Nikolaevich Obraztsov, who headed the department from 1913 to 1922

The teaching of psychiatry was limited to small lectures, demonstrations that ilyustruvalysya part of patients. For practical card with mentally ill students conducted guided tours to the city psychiatric hospital. Addition to the teaching of psychiatry were private - dotsentski courses announced privat - docent BI Vorotynsky entitled "Selected departments of clinical psychiatry" and privat - docent V. Rudnev "The course of mental illness on the basis of common neuroses."

Lectures Professor N.M.Popova very popular among students and doctors. These lectures given in the form of 2-volumes of the textbook.

"Fundamentals of general psychopathology" (1921) and "Fundamentals of private psychopathology" (1921).

K 20 - the years are a division of neurology and psychiatry. In 1922 the independent Department of Psychiatry, headed by the chief doctor of the hospital Professor Anatoly Dmitrievich Kotsovskyy, and in 1923 - Professor Eugene A. Shevalov - student Acad. V.N. Spondylitis. Following the example of his teacher E.A. Shevalov inextricably combined teaching, research, clinical work with an active social and organizational activities. Early efforts Shevalev E.A. was significantly expanded ambulans at the Department of Psychiatry. Parsing outpatients became the main link students with practical card psychiatry. Then in January 1927, opened the Psychiatric Clinic Medical Institute. The house was placed on the 50 patients chamber equipped auditorium, museum, laboratory and training rooms for students.

Professor E.A. Shevalov actively participated in the organization of specialized psychiatric care to patients in neuroses structure created neuropsychiatric clinic and Lermontov resort.

On the initiative of E.A. Shevalova was read at the Department of Psychology elective course.

In January 1935 was created parallel to the department - Department of Psychiatry, Faculty of Pediatrics, led by Professor Leo Arikovych Myrelzon.

Professor EA Shevalovym was brought up a large galaxy of brilliant students who have made a significant contribution to science and practice. Among them, Professor L.A. Myrelzon, Y.M. Kalashnyk, A.M. Haletskyy, A. Poznań, associate Yakov Kogan, E.A. Perelmuter, assistants A.A. Shirokov, I. B . Goldstein, L.Y. Saussure - Velikanov.

The main scientific direction of the department was studying the structure of psychiatric mental disorders, clinical manifestations research and development of treatment and rehabilitation of patients with marginal neuro - mental disorders, epilepsy.

The most significant research professor EA Shevalova began to work: "On paralohichne thinking", "thinking aloud about in mental illness," "On the resistance psychosis", "The belated reactivity" and others.

After liberation of Odessa from fascist invaders resumed active scientific - educational and medical work in a psychiatric clinic. Parallel psychiatry department was merged with the main psychiatry and teaching students of all faculties focused on one base.

In May 1946, died Professor E.A. Shevalov. The head of the Department of Psychiatry Professor Leo was approved Arikovych Myrelzon.

Professor L.A. Myrelzon was not only versatile successor of his teacher but also deepened and developed the scientific, educational and clinical work of the department.

The department, with the active participation of associate professor Yakov Kogan, long before modern setting goals for teaching - methodical work at the university, widely used methodological development workshops, educational system was introduced tables. On the initiative of Professor L. Myrelzona was again resumed lectures on medical psychology.

Professor L.A. Myrelzon managed to unite members of the Department and the regional psychiatric hospital in a single creative team for joint scientific and medical work. Clinic staff were scheduled to hold consultations in hospital units. Jointly conducted research into the etiology, pathogenesis and treatment of various mental disorders. As a result of joint work were gathered rich clinical material that was the content of the collection, the department issued in 1959 under the name "The issue of Clinical Psychiatry."

Professor L.A. Myrelzon and his staff characterized the breadth of scientific interest. Much attention is paid to the study of complex mechanisms compulsive phenomena. It was possible to reveal the mechanisms of pathogenesis

compulsive disorder with an understanding of the role thalamo - hypothalamic region acts as a switch and the impact of interoceptive stimuli on higher nervous activity and at the same time the reverse effect on the cortex dientsefalnuyu area.

Many worked as professor L.A. Myrelzon and his collaborators on the study clinic of mental illness that occur after closed trauma of the skull. Been described mental disorders after traumatic brain injury in subacute, late, and remote periods.

The greatest scientific importance rating professor L.A. Myrelzonom affective disorders and interpretation of the author on the pathogenesis of delirium at the closed cranial trauma.

Under the direction of Professor L. Myrelzon were examined and treated a significant number of veterans of World War II, who underwent a closed skull trauma.

Much attention is paid to the study clinic for schizophrenia. Were published interesting data describing the breach of higher nervous activity in the schizophrenic process psychopathological structure deceptions of perception. Professor L.A. Myrelzonom and his staff studied various rational therapies for schizophrenia, including therapeutic drug-resistant forms.

Professor L.A. Myrelzon made a significant contribution to the study clinic vascular psychoses especially episodic disorders of consciousness hypertension. They developed important diagnostic criteria for psychotic disorders in cerebral atherosclerosis and hypertension.

At the same time, considerable attention was paid by the department study various aspects of aging and rheumatic psychoses.

The department is constantly engaged in the study of general problems Mental Health and psychoprophylaxis actively promoted a healthy lifestyle.

Professor L.A. Myrelzon prepared and trained a large number of students from the staff of the department and practitioners. From his school came prof. A.N. Kornetov, prof. Karl B. Nazarov, prof. A.L. Neduva Assoc. P.G. Nikyforova, V.Y. Volgin, L. Lebedev, k. M. N. LG. Kodynets, E.N. Shevalova, V.G. Poltava, L.A. Food, Assam. I.M. Biloozerova.

After L.A.Myrelzon professor went to the head rest. Department in 1969 was elected professor. K.V. Mosketi that continue to become the best scientific and pedagogical traditions of their predecessors. Professor K.V. Mosketi continued to study the therapeutic efficacy biotykiv (lithium, chromium, cobalt, nickel, etc.). This period of scientific activity is characterized by wide integration of leading scientific institutions of the city. Odessa Medical Institute and departments. The most successful was long and joint research work with the Department of Internal Medicine Propaedeutics, which was headed by Professor Alexander C. Levin.

For 10 years, conducted the study therapeutic effects of lithium and cobalt salts in cardiovascular disease. Research findings in numerous publications guidelines.

In addition, the professor KV Mosketi was a supervisor and advisor to many postgraduate students from different clinical departments

(Therapy, surgery, obstetrics and gynecology), which is used to study the therapeutic efficacy biotykiv.

Promoting scientific achievements in the field of biologically active substances Prof. K.V. Mosketi stimulated scientific thought doctors and scientists stimulated the search for new biologically active natural substances synthesis of specific drugs, finding new applications biotoks.

Creatively developing the position put forward by Academician GI Markelov, the hierarchy of regulatory mechanisms in the life of the whole organism in health and disease, the department staff conducted research on the pathogenesis and choosing the optimal treatment of epilepsy, schizophrenia, affective psychosis, alcoholism, alcoholic psychosis and drug addiction . Unique results were obtained in an experimental model of catatonic syndrome. Based on the scientific data developed innovative ways to treat alcoholism and drug addiction.

Since 1976 the department staff is fully focused on studying the problems of alcoholism and drug addiction. The study of the epidemiology of alcoholism in the south of Ukraine, clinical features and dynamics of different professional groups allowed to develop new methods of prevention of the disease and its effects in the offspring.

The result of consistent efforts of department staff to integrate scientific research was the creation in 1983 at the Regional Psychiatric Hospital № 1 scientific - medical - educational association "Brain". In the creative staff association "brain" which included members of Physico - Chemical Institute of Sciences of Ukraine, the medical school and hospital (which at that time was headed by V.S. Bitenskyy).

As a result of research team Department issued 7 inventions, 12 rationalization proposals, prepared and published 3 books, 5 guidelines.

There was a significant improvement of the educational process. Expanded training base, increased levels of technical support teaching. Have been widely implemented hardware monitoring of student learning.

Professor K.V. Mosketi disturbed problem postgraduate training and re-training of psychiatrists and drug treatment. To improve the efficiency of the process in 1983 on his initiative was organized by the Department of Child and Adolescent neuropsychiatrist from FUV of Addiction, led by Professor S..B Aksent'yev.

Expanded clinical base of the department. There was a consolidation of department staff for various clinical departments for medical and advisory work.

Professor K.V. Mosketi and staff of the department regularly conducted enlightenment work among the active population and southern Ukraine.

Significant professional and social activities of Professor K.V. Mosketi found appreciated by the Soviet government. He was awarded by the Presidium of the Supreme Soviet of the Ukrainian SSR.

Professor K.V. Mosketi generously shared his scientific ideas and thoughts with students actively supported them in creative endeavors, assisted in the choice of research direction. Under his leadership,

was the creative development of students: Professor V.S. Bitenskyy, associate professor V.V. Sushko, k. m. n. V. Karchevskoho, A.N. Mohovikova, V.N. Karpiak, O. Donets A.G. Godlewski, Al. V.D. Vysotsky.

In 1990, Prof. K.V. Mosketi leave management department, stressing the scientific and educational work.

The head of the department was elected assistant professor V.Y. Volgin. Under the leadership of J. Volgin continued research. Significantly expanded and deepened learning activities by deepening the exchange of medical psychology and teaching of social psychology. There was a further improvement of educational - methodical activity of the department. Department staff prepared and published guides for students.

In January 1993, merged the two departments of psychiatry. The head of the department was elected Professor VS Bitenskyy. Combining departments helped to create a single system of teaching Psychiatry and Addiction students, doctors - interns and doctors - cadets, based on the principles of consistency and relationship.

The department developed a new scientific direction - clinical retseptorolohiya. Widely held -psyhichnyh the pathogenesis of nervous disorders in various mental diseases in neurotransmitter levels. On this subject performed 3 doctoral and 5 PhD theses, published 4 books.

Improved and developed the activities of the creative association "Brain headed by Professor V.S. Bitenskyy. On the basis of the association is to study pathogenic obґruntovannosti development of new psychotropic drugs, their experimental and clinical study.

Scientific achievements of the department were reported at numerous international conferences and congresses in many countries in Europe, America and Asia. Head of Department, Professor V.S. Bitenskyy elected member of the European Psychiatric Association (Strasbourg, 04.1995r.), A member of the American Association of drug treatment (U.S Avstyn, Texas, 01.1995 g.), Chief expert on neuroscience at GAN Ukraine (Kyiv, 02. 1994), a member of the editorial boards of the journals "Review of psychiatry and medical psychology. Bekhterev" (Saint - Petersburg), "The issue of Addiction" (Moscow), "Journal of psychiatry and psychology" (Donetsk).

Constantly improving and developing educational - methodical work of the department. To improve the quality of students prepared for publication lectures on psychiatry, a system test control output, Rubizhne and final level of students' knowledge.

Department staff characterizes high social activity - Professor VS Bitenskyy headed the Odessa Regional Association of Psychiatrists, Odessa Regional Committee of the International Movement "Physicians for Prevention of Nuclear War."

Being considerable work on the prevention of mental disorders among young people. On the problems of drug addiction and AIDS Professor V.S. Bitenskym is a special column on regional television and regional press. Associate Professor V.A. Pahmurnym is a special column on regional television "Mental health of the nation."

The department in 1999 issued two scientific magazine "Journal of Mental Health" (chief editor - z.d.n.t. Professor V.S.Bitenskyy) and "Journal of Psychiatry and psychopharmatherapy" (editors - with .d.n.t., Professor and Academician V.S. Bitenskyy Andronati S.A.).

On the initiative of the department conducted a monthly meeting of the discussion club on topical issues of modern psychiatry, which gathers psychiatrists area. Since 1999, in Odessa, under the auspices of the department conducted an annual scientific conference "Shevalovski reading", approved by the Ministry of Health as a country.

"General principles of treatment, rehabilitation and expertise of mental diseases and disorders"
Contents and Methods of classes:

Actuality, professional orientation.

Psychiatric help is based on principles of justice, humanity, respect for human rights and citizen volunteerism, availability, and according to the current level of scientific knowledge, necessary and sufficient measures of treatment with minimal social and legal restrictions (Article 4. Law of Ukraine On Psychiatric Care). Mentally ill people are often not aware of their illness and may constitute a danger for themselves and for the environment. Therefore the urgency of psychiatric care are often contradictory wishes of the patient. In such cases, action regulated medical articles of the Law of Ukraine On psychiatric assistance.

 Interdyspline integration:

1. Preliminary courses that provide learning:

• Social Care

• Health Organisation

2. The following disciplines provided by this discipline:

• Neurology

• Psychiatry

The content of lessons:

Article 4. Principles of psychiatric care.

Psychiatric help is based on principles of justice, humanity, respect for human rights and citizen volunteerism, availability, and according to the current level of scientific knowledge, necessary and sufficient measures of treatment with minimal social and legal constraints.

Article 5. State guarantees to provide psychiatric care and social protection of persons with mental disorders

Article 7. mental disorder diagnosis and treatment of persons suffering from mental disorder

Methods of diagnosis and treatment and medicines authorized by the Ministry of Health of Ukraine, used only for diagnostic and therapeutic purposes according to the nature of mental disorders and may not be appointed to punish a person who suffers from a mental disorder, or for the benefit of others.

It is prohibited to determine the mental health of individuals and to establish the diagnosis of mental disorders without a psychiatric examination of a person, except in cases of forensic psychiatric examination posthumously.

Article 8. Ensuring the safety of psychiatric care and prevent dangerous act on the part of persons suffering from mental disorders.

Psychiatric care is provided in the most cramped conditions that ensure the safety of persons and other persons in the observance of the rights and legitimate interests of the person who provided psychiatric help. Measures of physical restraints and (or) isolation of persons suffering from mental disorder in the provision of psychiatric care applied to it under the constant supervision of a psychiatrist or other health care worker, who is the owner of a psychiatric institution or authorized body is responsible for the provision of mental health care and apply only in cases forms and the time when all other legal actions impossible to prevent persons who are immediate danger to him or others. On the forms and the application of physical restraints and (or) isolation is recorded in the medical records. Measures of physical restraints and (or) insulation used in accordance with the rules laid down by the Ministry of Health of Ukraine.

Police are required to assist medical staff at their request, in the case of psychiatric care in compulsory manner and ensure safe conditions for access etc. 
Plan and organizational structure of classes:
	№№ 
	The main stages of employment, their functions and content
	Learning objectives
	Tools and training materials that control
	methodological support of lessons visibility, control of knowledge of students
	Period (in%) of the per-genertic second time employment

	1
	2
	3
	4
	5
	6

	1.
	Preparatory stage:
· Organization of sessions and setting educational goals

· Control of the rising level of knowledge

·  Willingness of interns to perceptions rd material currently second lesson - teach inter-bers of psychiatrists memory psi hiatryci providing assis-tance
	· Interns teach basic principles of psychiatrists to provide psihiatryic assis-tance

· - To acquaint future psi hiatrists of them with guarantees on Secured Lock psychiatric help and so-cial protection of persons who suffer-tion with mental disorders

· - Examine summarized tench, diagnosis and treatment of mental state persons suffering from mental disorder

· - Learn the basics of legislation on secured-of-class security provided mental health care and the prevention of the dangero-act with him for the ku-persons-guard give mental disorders
	Equipment classes, tables, pictures, slides, methodical.

Control:

- interview

-Test Task of

- Situational tasks 


	Methodological developments

Challenges

Question

Tests
	15%

	2.
	The main stage:

• Individual work with patients

· • Discussion of the clinical picture, diagnosis and treatment policy
	
	
	
	75%

	3.
	Final stage:

• Control and correction level of professional skills and abilities

• Solving situational problems

• Summarizing lessons

· • The challenge for the next lesson
	
	
	
	10%


Question

What state guarantees to provide psychiatric care and social protection of persons with mental disorders

Under what standards a diagnosis of mental disorder?

Reason for the methods used for diagnosis and treatment and medicines authorized by the Ministry of Health of Ukraine?

Who is the procedure for determining the mental state of the person's health and diagnosis of mental disorder

In some cases, the measures of physical restraint and (or isolation) CCA-like suffering from a mental disorder?

Who controls the physical restrictions and measures (or isolation) CCA-like suffering from mental disorder in providing psychological help her?
"Abnormalities of sensations and perception"
	Discipline
	Have to know and do

	Anatomy
	Anatomical structure of view (structure eye and transparent environment of the eye; sloi retinal eye "sticks", "cones", associative and ganglion neurons, the course of the second pair of cranial nerves partial perhrest in visual chiasm, lateral kolinchaste body, pulvinar, chotyryholmiya lower hillocks and zenychnyy reflex, the progress of connected routes / optical radiation / from geniculate body to the occipital lobe cortex, linking the upper lateral retina tiei same side / opposite and therefore the view of / through the white matter of fate tim'yanoi lower field viddilmy 17 / Sypeyz duhyz / and paths that connect lower-lateral retina tiei same side / opposite and therefore the view of / through the white matter of the temporal destiny arrogant divisions field 17 / Iiipdyai duhyz /; displaying visual disorders pathways second tract at different levels in a typical fallout of sight); Hearing (structure and embryogenesis outer ear and ear canal, the structure and embryogenesis cavity and bones of the middle ear; strktura Kortieva authority vestibulyarna and timpanichna cavity, perilimfa and endolymph, Reysnerova and bazilyarna membrane "hair" cells, bipolar neurons, vestibular system, sakula and utrikula, pivkolovydni channels; course 8 pairs of cranial nerves, the location of auditory and vestibulyarnyh nuclei in the lateral lower Varolievomu bridge at perhodi to oblong brain, medial kolinchaste body, crossing pathways in the lateral lemnisku, upper hillocks chotyryholmiya, primary and associative auditory areas in the cerebral vyskovoi fate brain equivalence primary auditory regions of both hemispheres of the brain, to obtain the same number of axons core auditory nerves on both sides of the body); taste (bipolar and peripheral neurons ix location in vkusovyh papilla; progress pathways of taste sensations from the tongue through pereednih 2/3 Spohsia • utrapu relating to mandibulyarnoi trophic nerve branches, and by taste sensations from the posterior third - through the branch 9 pairs; pysieyz DPO. subcortical integrative center of taste); obanyannya (structure Bow cavity etmoidalna and inshi bone mucosa, the lack of specific types of receptors and generally accepted theory sense of smell, bipolar neurons in the submucosal layers, multiple axons perforuyuchi etmoidalnu bone, : ohiyz, mamilyarni cells, forniks , hippocampus, amygdala, and poyasnna hipokampalna gyrus and inshi structures that form the "obanyatelnyy brain" and circle Paypetsa); taktilna, pain and temperature sensitivity (sensitivity pereferiynoi types of receptors: Meissner corpuscles and Pachinievi receptors hair follicles; transmitting fiber types: type A fast-alpha and A-beta, or slow type C neurons in primary

korintsya rear ganglia; secondary Nero in point. Rhorhiyz posterior horns of the spinal cord; crosse in front komisuri at the same level and in the lateral zhodzhennya sensitive path to a third neuron in the ventral-posterior-lateral "relay" nucleus thalamus; climbing through the rear thigh internal capsule to posttsentralnoi gyrus neurons in the brain; functionally unequal representation of the various body parts of the cerebral cortex - "homunkulyus sensitivity");

propriotseptyvnoi, vibration and discriminatory sensitivity (sustavno role-ligamentous m'yazovoi-sensitivity / ¬retseptory muscle attachment and connection locations, types of fibers that carry jitters in the data system, primary neuron in the dorsal root ganglia, body zhodzhennya in the back pathways. - i. Yehasiyiiz eyi. and. Sypea'yz without perhrestu that is on the same side to the respective cores medulla oblongata and contact with the secondary neurons in these nuclei, the medial intersections in lemnisku;

contacts with nonspecific structures of the midbrain
 

	Phisiology

	Knowledge of functioning of view (field of neurons in the retina of the central and perefiriynymy zones excitement that make up the primary level arousal, field "simple" and "complex" integrating neurons in the cerebral field 17; hypercomplex field of lower and higher order in fields 18 and 19, which conduct further processing of visual signals); Hearing (transfer of acoustical waves in the outer and middle ear, the endolymph movement, membranes and neuronal excitation Kortieva body;) obanyannya (special liquid in which the primary neurons or "hair cells" dissolving gas incentives Theory 7 odors and stereochemistry theory), taste (sweet, sour, salty and bitter as the "basic" tastes, all parts of the tongue are sensitive to all tastes, but some specificity does exist) taktilnoyi (fast and long adaptation to the stimulus, etc.), proprioceptive (regulation of posture, muscle tone, etc.), temperature (45 * bolovoi threshold sensitivity) and pain (receptors endorphins and enkephalins, which can affect the sensation of pain) sensitivity.

	Biochemistry
	to know biochemical structure neurotransmitters that are involved in the transfer of excitation systems, which provide different types of sensitivity: glycine (neurotransmission in the spinal cord), glutamate and acetylcholine (neurotransmission in the brain), substance "p" and endorphins of enkephalins (pain sensitivity and ii modulation); ix precursor and metabolite. 



	Psychology
	Know the processes of perception, sensation as the primary step in understanding of the human psyche and the internal environment (elementary knowledge of data on individual characteristics of an object such as shape, texture temperature, color, etc.); otrymannoi integration of primary information; Stage besposeredno perception intehrovannoho image as a comparison object in the background.

Be able to use methods of investigation processes sensations and perceptions of patients and healthy people. Examples include: Mixing images outlines various items that should be recognized; pictures of different colors; ¬sproby on the identification of items with closed eyes by the touch ix research and many others.


RELEVANCE OF THE TOPIC

Perception is the process of obtaining information about the environment and the internal environment. Information that is perceived largely determines human understandings of the situation and largely ii behavior. Availability threatening deception of perception, can be the basis for dangerous actions. The ability to recognize a violation of perception, syndromes, in which they are included as part of klinychnoi structures to predict patient behavior and its degree of danger to themselves and people around them. Brightness clinical and specificity different perception deceptions for various mental illnesses allows important differential diagnostic findings and help in choosing appropriate therapy, prognosis, and treatment of patient retention.
CONTENTS TOPICS

Hallucinosis - simple psychopathological symptoms. Leading symptom - hallucinosis that occurs in one analyzer, at least - two or more. They are quite abundant. With complete objectivity.

The dominant structure in the syndrome.

Hallucinosis divided into acute and chronic. There are auditory, zhorovi, obonyalni and tactile hallucinosis.

Hearing hallucinosis - leading symptom verbal hallucinations. It has stsenopodibnyy character - the patient hears monologue, dialogue or voice that appeals to him. Hallucination often hulni, threatening, accusing, commenting, imperative. The visual hallucinosis Lermytta. Leading symptom - real visual hallucination with extra projection on a small distance from the eyes. They have panoramichnyy character. These mobile hallucination, silent, emotionally neutral.

The visual hallucinosis Van Bogart. Leading symptom - a continuous color, bright zhorovi real hallucination.

Tactile hallucinosis - quite rare. The leading feature - the tactile hallucination with a constant feeling of crawling. Moving nasikomyh the skin, ext it and under it. Mandatory symptom - odnotematychne shaped dermatozoyidne delusions (delusions of parasites leather) mrachnist, podavlenist.

Obonyalnyy hallucinosis. Leading symptom - obonyalni hallucination in a hniyennya smell, decay, feces, coming usually from their own body.

Derealyzatsiyi syndrome and depersonalyzatsiyi. Syndrome derealyzatsiyi zaklyuchaetsya in volume schoo impression from reality okruzhayuschey predstavlyayutsya patients  As nenastoyaschymy, nerealnыmy. Bolnoj vosprynymaet subjects of adequately, but perezhyvaet s How nechto nerealnoe. In patients suffers oschuschenye reality vosprynymaeho and Ability otozhdestvlenyya ego with topics How Ono vosprynymalos First to illness.

If you are talking about depersonalization Speech psyhopatolohycheskyh Changes, svyazannыh with samooschuschenyem: man vosprynymaet yzmensnыm itself without such Somehow on bыl earlier. Perception own way of personality, svoeho "I" svoyh of actions, thoughts, feelings, gesture, voice happening As co be side. Stoa pre mirrors, bolnoj uznaet itself, znaet, What is this one, though ego Body, arms, legs, charge predstavlyayutsya emu emu As  not prynadlezhaschymy.

Psyhosensornyh syndrome disorders. symptoms are binding on certain psyhosensorni violations: metamorfopsiyi or breach of perception "body schema". It is typical paroxysmal course. Patients maintain a critical attitude. Senestopatoz - Easy syndrome, a symptom of which is mandatory senestopatiyi.

Last sochetayutsya often with autonomic disorders, blood pressure fluctuations, hyperhidrosis, tachycardia, low-grade t.

"Abnormalities of memory and intellect"
1. The aim: to improve the knowledge of the audience about abnormality of memory and intellect.
2. Educational targets: As a result of studying educational material on this topic students should

know:

- the definition of basic concepts of psychology and pathology of memory;

- law reversing memory impairment (Ribot law);

- classification of memory disorders;

- quantitative variants memory impairment (amnesia);

- quality options for memory disorders (paramnesia);

- clinical variants and major syndromes of memory disorders and methods of their investigation;

- diseases and conditions with impairment of memory;

- importance of memory impairment in the practice of forensic medicine

be able:

- to make the definition of basic concepts of psychology and pathology of intellectual functions;

- to inderstand the structure of intellectual abnormality and its separate elements (cognitive function);

-  to classificate of intellectual abnormality;

- clinical variants of major syndromes of intellectual functions and methods of research;

- diseases and conditions for which there rozladennya intellectual functions;

- mentioned violations of intellectual functions in the practice of forensic medicine.

- establish and maintain contact with patients with memory impairment;

- examine patient with impaired memory;

- determine the type of memory impairment;

- identify leading syndrome;

- provide a clinical description of the patient's mental state

- impaired memory;

- explain the syndromal diagnosis;

- identify and justify the closest forecast possible changes in the patient and his behavior;

- identify and justify the choice of mode of supervision of the patient;

- establish and maintain contact with patients with impaired intellectual functions;

- inspect patient with intellectual disabilities;

- identify the type of infringement of intellectual functions;

- identify vyduchyy syndrome

- give clinical description of the mental state of a patient with impaired intellectual functions;

- identify and justify syndromic diagnosis;

- identify and justify the closest forecast possible changes in the patient and his behavior;

- identify and justify the choice of mode of supervision of patients
- determine and justify the need for action urgent care and selection methods of delivery.

3. The educational purpose of the lesson: to teach students how to identify and justify the need for emergency aid measures and methods of providing choice

4. Training time: 1 hour (45 minutes).

5. Place of employment: department, psychiatric ward.

6. Educational material support:

Visual aids:

1) Methodological development.

2) Procedures table.

3) materials before class to prepare students:

3.1. Main basic knowledge, skills, necessary for independent study and assimilation of themes and based on interdisciplinary relations:
	Discipline
	Have to know and can to do

	Anatomy
	Anatomical structure traditionally associated with memory function (circle Peypetsa), their structure, role and elements of the structure and physiology of individual structures that it includes: the role of the hippocampus as a system komparatsiyi (comparison) mamilyarnyh bodies neuronal loss which is linked from Korsakov's syndrome, and other structures that are both systems that provide emotional function and memory function (hypothalamus and its role in the regulation of basic needs and "coarse" expressions of emotion, the amygdala and the second part in shaping behavior); fractions of the frontal brain disturbances in cortical parts are connected with the violation of attention in patients with schizophrenia or the effects of organic brain damage; zhodzhuyucha reticular formation of the brain stem, nonspecific nuclei talyamusa. What anatomical structures traditionally associated with the function of intelligence: the frontal cortical departments fate lateral relationship providing critical functions (Moriopodibnyy and paralytic syndromes) and focused attention; Wernicke's area and Broca, lateral relationship providing, respectively, speech perception and its products (symptoms of sensory and motor aphasia); parietal cortex leading hemisphere lateral relationship providing the ability to count syndrome (Acalculia); parietal cortex depends hemisphere sprynyattya lateral relationship providing space and facilities with contralateral side (syndrome of ignoring half the space); hippocampus and other temporal structures fate mamilyarni cells.

	Neurochemistry
	Neurophysiological principles of the individual cells of brain structures and their interactions; Providing adequate balance between tone zhodzhuyuchoi retikulyarnoi formation and activity of clock talyamusa; desynchronization electrical activity of the brain, the presence of specific electrical phenomena associated with active attention. The role of conditioned reflexes in the formation of memory and learning;

Kindlinh (swing, arson) - a modern concept of changing the stereotype response to excitation of the nervous system of fixing the results achieved. ^ O ^ I ^ ii neurochemistry neurotransmitter systems that are considered basic for understanding the brain and its disorders. The most important is the understanding of the need optimal balance of different neurotransmitter systems for the providing of necessary level of attention (noradrenerh'-h.vdoi system) and memory (holinenerhichnyh activity of neurons in mamilyarnyh bodies and structures inshyh range Paypetsa).

	Biochemistry
	Biochemical reactions of formation and disintegration of nucleic acids (DNA and RNA), which is the carrier of genetic information, and according to a number of concepts, is implementing important elements fenktsiyi pam'yati.formuvaty abstract concepts in the operations of thinking) and dementia, which is a consequence of reduction in intellectual capacity due to the disease and after was achieved a certain level of intelligence.

	Psychology
	The clinical picture of organic dementia, characterized by impaired ____ to parcels intelligence including memory (fiksatsiyna and other forms of amnesia and laramneziy), attention (impaired concentration, volume and stability) and language (content and depletion of total verbal output), along with a decrease critical functions (rozhalmovanist primitive desires, needs and ways of their implementation, zproschennya interests and behaviors). The basic concept of the psychology of intelligence which include:

a) the structure of intelligence, including peredposylky (attention and memory tongue), operator component (thinking) and critical functions as top intellectual activity.

b) Opredilennya attention as a selective ability to select relevant information, from the bezhranychnoho flow, it provides our analyzers; attention can be active and passive;

c) Characteristics account features: volume (the ability to simultaneously control one or inshu number of objects or processes); vidvolikaemosti-resistance (time and strength of the stimulus required for distraction);

Changeness (specifically the ability to change the direction of attention);

d) Opredilennya memory as the ability to store information and use it as needed;

memory functions: fixation (remember), retention (storage), reproduction (references) and forgetting.

d) Classification of memory in terms of material modality (auditory, taktilna, visual, kinesthetic, etc.);

mechanism of fixation (mechanical or associative-memory); and time (short-term and long-term);

e) methods of experimental psychological research attention (table Schulte),

compilation of switching, serial subtraction of 100 to 7, etc.) and storage method (10 words, icon, etc.);

g) Opredilennya language as the ability to provide facilities and processes symbolic designation that makes it possible with them in the abstract logic operations / ¬yiyi)

Methods yeksperementalno psychological study of language functions (vocabulary, erudition, use of language structures);

g) Opredilennya thinking as functions involved in processing information and forming products in the form of concepts, judgments and myslevyvodiv;

c) Methods Experimental psychological studies of the structure of thinking and its performance (classification, icon, sequential arrangement of pictures in content creation and grouping of concepts); 1) Opredilennya critical functions such as the ability to adequately assess the location of objects and events according to their position in the hierarchy life and moral values ​​and build their behavior according to these estimates;

a) Experimental Methods of psychological research critical functions (level prytyazan, self-esteem).

	
	


 RELEVANCE OF THE TOPIC

The problem is a memory disorder in the psychiatric center and psychopathological research because mnestychnirozlady is a frequent symptom of various psychiatric disorders. IM Sechenov city called 'Five' kraeuholnyim stones mentally human development. " Memory is a cerebral function yakazabespechuetsya all main departments mozkuvklyuchayuchy cork and pidkorkovistruktury and connections between them. Memory

closely related to analyzers, speech and other functions of mind and perception is important umovuyu besperervnosti and consistency andindividual his life phenomena. Installing memory disorders is important for the doctor. They can indicate the presence of a neuro-psychiatric and somatic diseases of which is important for maintaining mental activity at a certain level (serdtsevo-vascular, endocrine) or an overall reduction in functionality against the backdrop of infection, poisoning and excessive fatigue. Memory impairments are also andsignificantly social psychological importance, as significantly disrupt the activity of the patient and easy pommitni to others.

No less important for human life has the function of attention. The ability to focus on the important and not waste time and energy on minor 'provides savings of vitality and makes human activities productive and focused. In turn attention to violations leading to lower productivity activities ^ - and, in severe cases, a profound violation of communication capabilities and behavior of the patient. As memory impairment, attention violation may indicate the presence of both neuro-psychiatric and somatic diseases of which is important for maintaining mental activity at a certain level (serdtsevo-vascular, endocrine) or an overall reduction in functionality in the background infection, poisoning and excessive fatigue. Experience indicates that a violation of both systems in many cases is both paint a typical picture of both clinical and socio-psychological problems. In connection with this study is advisable disorders of memory and attention in a single training unit

Intelligence is an integrated mental function, providing the ability confession of human adaptation to the environment and environmental change and internal environment. Although some structural elements -intelektu exist in animals, integral structure inherent in a man of intelligence and provides specific for this type of opportunity and specific attitude to life and the environment. Intelligence is second after emotional mental system that is able to assess the conditions of existence of the individual and their changes. Unlike the sphere of emotions, the processes taking place in the intellectual sphere is largely oziznanymy and, as such, are subject to the understanding and correction. This is what allows a person a kind of deliberately influence the development of their capabilities and largely control the surrounding events. The structural and functional complexity of intelligence as a sphere of mental activity, the relative complexity and novelty of the brain and the links lateral relationship providing its operation, the specificity of adaptation problems to be solved in the process of intellectual activity, dependence quality of their performance on certain (enough!) Of operation inshyh of the body - is a field for the appearance of a wide range of individual features that cover both options norms and pathology. Thus, early recognition of pathology intelligence, especially when it might hinder development. Unmatched value in the physician and the fate of his patients. A wide range of diseases and pathological conditions that can cause intellectual disorders indicates the need for ownership of that knowledge doctor of any medical specialty.

CONTENTS THEME:

Memory disorders clinic diverse. "Quantitative" negative amnesia or memory impairment:

1) Fiksatsiyna - failure patient zapam'tovuvaty events cha facts occurring around besposeredno at the time of the survey.

2) Anterohradna - lack of patient memories of events that occurred after a certain point in the past, which is associated pathology memory, either directly linked to the inability to commit.

3) Retrograde - lack of patient memories of events that took place up to a point in the past, which

associated pathology memory. Develops gradually, according to the law Ribot - the first lost memories of events that took place recently, more than likely the most remembered events and ancient skills.

- ' "Quantitative" positive breach of memory or h'ipermnezi.ya. It is characterized by the ability to overly detailed and accurate storing material in large volumes. In many cases, not a pathology, contrary nedosyahnenoyu dream people. The problem is when an excessive amount of detail prevents productive and purposeful work of conceptual material.

- "Quality" (productive) memory impairment or paramnesia:

1) Konfabulyatsiyi - filling gaps in the memories of the events is fantastic, did not and could not occur in real life. Naytyazhkishyy pam'ti disorder, indicates the presence of severe brain pathology.

2) Psevdoreministsentsiyi - filling gaps in memories of events that is likely, could take place, but occurred in real 'life of the patient. Are considered less rough indicator of mental disorders than konfabulyatsi.

3) Kriptomneziyi - errors references, commit not content with memories, but from a source (eg, an event that saw each dream mentioned as having actually occurred). They can occur in normal people. In itself not a sign of illness, though related to defective work memory function.

4) False upodoblennya - false identification of people sounds or images inshoyi modalities associated with not remembering dorym prescription or large events. Quite common in everyday life. E indicator not only of memory disorders, as its imperfections or actions inshyh mental factors (installation or strong emotions in the case of mental illusion of perception).

- Amnestic or Korsakov syndrome includes both negative (all amneziy) and productive (konfabulyatsiyi and psevdoreministsentsiyi) disorders of memory, along with a rough disorientation in time and space (location), which is a consequence fiksatsiynoyi amnesia and is an important factor threatening for patients and the people around them. The failure to record the sequence of events andpersonal activity leads to the fact that patients can go home and travel without the possibility of return, leave open (or vice versa closed) gas, water, door window that can lead to catastrophic consequences. In this regard, the presence of amnesic syndrome is prvodom for detailed reflection on the organization of supervision of patients and possible indicator for emergency hospitalization.

Demention organic syndrome disorders ____ peredposylok intelligence including memory (fiksatsiyna and inshi types amneziy and paramnesia} attention (impaired concentration, volume and stability) and language (content and depletion of total verbal output), along with a reduction of critical functions (primitive rozhalmovanist desires, needs and ways of their implementation, zproschennya interests and behaviors). The syndrome organic dementia can be observed as a result of physical illness ^ leading both to complement direct impression of the brain (encephalitis, meningitis, trauma, ischemia, etc.) and to breach of its existence ( cardiovascular diseases, vitamin deficiency, intoxication, excessive cerebrospinal fluid pressure, etc.).

The syndrome of dementia, which is the result of systemic diseases that lead to zvorotlyvyh loss of intelligence and that can be prevented by timely intervention, intoxication (lead, aklohol), lack of vitamins (B1, B6, B12, folic acid), hydrocephalus normal pressure failure thyroid hormones, sudden changes in electrolyte balance of blood plasma.

The syndrome epileptic dementia, a syndrome characterized ___ bradipsyhiyi - that inhibition intellectual processes that are connected mobility. First of all it concerns thinking, which is slow, untouched details. The patient is able to achieve the goal myslepobudovy but ordinary parties, usually it is unable to wait. Largely affected and attention, which is too prylyplyvoyu and needs great efforts to attract or change its direction.

Syndrome of the schizophrenic dementia, characterized by the typical structure of a violation of thinking, in which the association is not established for essential and a random, insignificant feature. It leads to violations of logical structure, direction, order, finiteness, commitment, connection with reality and trends to provide objects or phenomena extrinsic their content. These disorders are manifested in the form paralohiyi respectively, vidvolikaemosti, dissociation thinking,

resonance, inconsistency, autychnosti and pathologic symbolization. Paralytic dementia syndrome, characterized by an isolated reduction or even loss of critical functions. Patients that apparently did not impress fatuous, have expressed violations peredposylok intelligence actions do not zpivpadayut their status or allowable logic of events. They have a sexual needs in public places, excessive spending of doing, complacent relate to events is catastrophic, or carry such a threat. All this is accompanied by high spirits and a classic case mehalomanichnymy ideas majesty (the king of the world, king of the universe, holder of orders and medals, etc.). Said syndrome has been described in patients taper stage syphilis, which coincided with signs of "dorsal suhotky" (progressive paralysis mixed), from and got its name.

"Abnormalities of thinking "

1. The aim: to improve the knowledge of the auditory about abnormality of thinking and basic delusional syndromes.

2. Educational targets: As a result of studying educational material on this topic students should

Know:

• definition of basic concepts of psychology and pathology of thinking;

• classification of disorders of thought;

• variations in tempo impaired thinking;

• option structural defects thinking;

• options pathological product of thinking;

• types of delusional ideas;

• delusional syndromes.

To be able to:

• establish and maintain contact with patients with impaired thinking in the field;

• examine patients with disorders of thinking,

• using methods klynichnho patopsihologicheskogo and research;

• diagnose infringement thinking on the pace;

• diagnose structural thought disorder;

• diagnose and diferentsialnu pathological diagnosis of different types of products thinking;

• diagnose delusional syndromes;

• identify the main syndrome;

• justify syndromic diagnosis;

• identify and justify the choice of mode of supervision of patients.

3. The educational purpose of the lesson, students form the algorithm confident action to identify and justify the closest forecast possible changes of the patient and his behavior;

4. Training time: 1 hours (45 minutes).

5. Place of employment: department, psychiatric ward.

6. Educational material support:

Literature for independent work:
Literature for independent work:

Visual aids:

1) Methodological development.

2) Procedures table.

3) prepare materials before class students.

3.1. Main basic knowledge, skills, necessary for independent study and assimilation of themes and based on interdisciplinary relations:

	1.Neurophisiology
	To know: the relationship between cortex and subcortical structures themselves; electrical potential role of excitation and inhibition in the brain cells; classic conception of the role of distribution of excitation in the cerebral cortex, the dominant system peradoksalnu ultraparadoksalnu and braking phases (Sechenov, Vvedensky, Pavlov); the concept of "functional systems" using the feedback thread for the correction action according to the result (Anokhin) Theory "determinant systems" that are able to impose them inherent characteristics of inshym "dependent" structures and systems (Kryzhanovsky). It should be emphasized that the level of research There are currently physiological and psychological aspects of the brain do not allow progress towards direct correlation thinking process of physiological processes in cells, structures or systems of the brain as a whole.

	2. Anatomy
	The value of the anatomical structures that traditionally associated with the function of thinking (the frontal cortex of the brain fractions and basal ganglia). Understanding the significant impact on the thinking of the endocrine characteristics and emotional regulation, which zabezpechuetsya fiziolohychnym communication with them, as well as the appropriate tone zhodzhuyuchoi retikulyarnoi structure that provides the desired level of clarity of consciousness.

	3.Neurochemistry 
	Knowledge neurochemistry neurotransmitter systems that are considered basic for understanding the brain and II disorders. The most important achievement in this field is the current understanding of the role dofaminerhichnoi system to ensure smooth movement in a normal condition, Parkinson's syndrome by reducing its activity and structural disorders of thinking and productive - as a result of excessive ii activation. How to thought disorder with hyperactivity dofaminerhichnoi .systemy (especially Medio-kortikalnoi part ii) was demonstrated in patients with schizophrenia and organic psychoses as alcoholic delirium and paranoid linking abuse psycho-stimulant drugs. Also important is understanding the role of noradrenergic system in states Excitation mental activity (including emotional) and its absence, the formation conditions of vigor and sleep (and some of its components). Knowledge of classical theories on the role of both monoaminerhichnyh systems in the formation of depression and mania important for understanding the mechanisms of formation zahalmovannoho and excited pace of thinking in these states, as well as modern theories of regulation zmotsiy serohoniner-tech system and data to lower levels of serotonin and its metabolite (5NIAA) in spinal fluid those skoily suicide or homitsyd. Knowledge of facts indicating the matter in the light of understanding the influence of emotional states on the function of thinking and behavior survived.

	4. Biochemistry
	Knowledge of the biochemical reactions of formation and decay of neurotransmitters, their precursors (tryptophan - serotonin, phenylalanine, tyrozin, DOPA - norepinephrine and dopamine) and metabolite (serotonin - 5NIAA, norepinephrine and dopamine - MNRG, VMA), and role in dyahnostytsi and treatment of psychotic conditions.

	5. Psychology
	Knowledge of basic concepts of psychology of thinking, which include

a) Operations: analysis and synthesis, and zpivstavlennya comparison, abstraction and konkretizatsiya, synthesis, induction and deduction;

b) Sale of thinking: concepts, judgments, myslevyvid;

c) the law of formal logic: identity (Every substance is equal / match itself), controversy (no judgment can not be both true and not true), excluded middle (for dear skazinnya true f or reverse it, or it is) dostatnoi zosnovanosti (each statement that is assumed to be zosnovano properly). - Of experimental psychological research methods of thinking that can detect and measure levels of the abstract or concrete thought processes' and their products (drawing pictures with vidrizukiv, understanding stories or plot drawings, forming concepts, understanding proverbs and metaphors), critical (selection sequence images by subject), structure (classification, exclusion;

icon, etc.). The results can be interpreted as qualitative or quantitative. Quantitative evaluation possible in the use of psychometric methods - those who, through statistical analysis, can compare the result with the scale, reflecting the results of the distribution parameters of the given test in the population. example of psychometric research methods may test Wechsler subtest.


CONTENTS OF EMPLOYMENT AND METHODS:

TOPICALITY:

As a result of studying this subject, students should be able to evaluate the characteristics of the process of thinking patients (structure, pace, content), diahnozuvaty pathological conditions in the area thought to describe the results obtained to the extent necessary doctor each specialty, to understand the meaning and place of disorders of thinking in the clinical structure of the pathological process to choose methods ix correction, prevent and provide emergency care to patients in conditions of risk, linking with disorders of thinking. Doctors, dentists, moreover, should consider the thought disorder.
CONTENTS TOPICS

Types delusional syndromes

1) paranoid syndrome.

It is characterized by a high degree of systematization, monotematychnistyu, internal neprotyrechlyvistyu, only part of coverage of mental life of the patient. In situations that do not relate to construction delusional patients behave like normal people. Paranoyyalnyy syndrome includes systematized delusions. In its content it can be expressed in the form of ideas of grandeur, reformism, invention, jealousy, erotic ideas, delusions chicanery, harassment, hypochondriacal delusions. Usually in these cases clearly visible slim paralohichna system. In their experiences, views disease patients highlight the very real facts of reality under certain angle. Paranoyyalne delirium usually based on a false premise, but uses formal proofs right system. This delirium is suffering most rational, abstract reflection of internal connections. This interpretive delirium, verbal, delusions interpretation. Arguing his case, the patient brings all new and new evidence reveals quite often stored emotion. Paranoyyalnyy syndrome observed in endogenous diseases, often with delusional version of the ever-present prohredyentnoyi schizophrenia. A number of patients paranoyyalne delirium there a long time, as if he determines exhaust clinical picture and years shows no tendency to transformation. Such incidents gave rise to the allocation of individual paranoyyalnoyi form of schizophrenia. Paranoyyalne marennyastvorennya observed with endogenous psychoses of old age, the so called paranoia involution

2) paranoid syndrome is characterized by low or absent ordering, availability of real contradictions between the facts and the various components of delirium, significant frustration patterns of thinking. It turns out both primary and imaginative nonsense. Unlike paranoyyalnoho syndrome in its structure are closely linked to verbal hallucinations delusions and psevdohalyutsynatsyy and phenomena of mental automatism.
In patients with paranoid speech marennyastvorennyam there are contradictions, incidental findings, their thinking is different fragmented, inconsistent. Dreams sustainable. Typical unwavering confidence in patients made their adequacy delusional constructions. Many species of delirium, but each of them characterized by four features: the absurdity of content; based on the occurrence of painful, except when delirium in patients showing symptoms characterizing a particular mental illness; Contrast delusional statements and past life experience of the patient; inaccessibility raving correction by logical proof, bringing reasonable arguments. of course it progresses. There delusional ideas characteristic of certain mental illnesses. Thus, for most typical schizophrenia delusions of persecution, impact, poisoning, hypnotic influence;

for circular depression characterized by the idea of ​​self-blame, sin; for senile psychosis - delirium loss, steal, nihilistic delusions; psyhopatolohiyi- for alcoholic delusions of jealousy; progressive paralichu- delusions of grandeur.

Parafrennyy syndrome harakteryzuemsya high degree of systematization, vseohoplenistyu, easy inclusion of new elements in the delusional construction, rough nelepistyu explanation, ignoring the obvious contradictions in the delusional system and during its collision with reality.
The main parafrennoho an intimation syndrome - a combination of systematic or unstructured fantastic delusions, delusions of persecution and certainly influence of psychic automatism, verbal hallucinations, konfabulyatornymy experiences and affective changes. Personality is sick for a long time rather preserved. There are several forms parafrennoho syndrome: systematic parafreniyu, pictures of which are close to paranoia; konfabulyatornu parafreniyi fantastic and close to each other on the clinical picture, with delusions of grandeur and persecution and the availability of fantastic memories nature; expansive parafreniyu at which against the backdrop of increased well-being, there is also the idea of ​​exaltation greatness. Systematic and expansive parafreniyi often observed in schizophrenia, while konfabulyatorna and fantastic - with organic brain diseases, especially in later life.

4) mental automatism syndrome (Kandinsky-Klerambo) is characterized by three elements: the touch as psevdohalyutsinatsiy, ideatornoy, shown exclusion svoih views and describes how patients ix investment, openness, chuzhynnist, nav'yazanshst or zroblenist and motor, shown vidchudzhyennyam svoih .- movements and is described as patient ix attachment chuzhynnist nav'yazanist or zroblenist. The extreme importance of this syndrome is related to the fact that the patient is unable to withstand automatic, so be opasnym for themselves or others. The presence of mental automatism is an indicator for immediate hospitalization of the patient and set the watchful supervision.
Synrom psychic automatism Kandynskoho- Klerambo characterized by feelings of alienation own evil ideas as a result of external influences. Patients appear "foreign" made thoughts; they feel a sense of that surrounding "know and repeat" their thoughts; in their own thoughts sound mind; is a violent interruption of their thoughts. The syndrome Kandinsky - Klerambo observed symptom of openness when the views of patients themselves secret and intimate thoughts become known to the outside. This group of symptoms is determined AV Snezhnyevskym (1970) as asotsyatyvnyy automatism. This includes all types and psevdohalyutsinatsыy alienation and emotion when a variety of feelings, joy, sadness, fear, excitement, anxiety, anger also seen as a consequence of exposure to the outside. It applies automatic senestopatychnyy, resulting in the occurrence of extremely serious feelings that are treated as made specifically caused. For this type of automatism are also olfactory and taste pseudohallucinations. Provided are kinesthetic automatism, in which patients feel alienation of their movements and actions. It also occurs as a result of influence of outside forces. This type of disorder related and movnoruhovi pseudohallucinations.
5) Ipohondryc syndrome characterized spryamovannistyu kind of a nonexistent disease or illness that already exist or may arise. An extreme version of the severity of this syndrome is called "nihilistic delirium" or Cotard delusion in which the patient claims that not only is zhyvym.navktuhy dead creatures who imagine themselves living.

For its content Cotard delusion can be described as nihilistic delusions, hypochondria, combined with ideas hromadnosty.

Delusional ideas Сotard syndrome characterized hypochondriac and nihilistic statements against the backdrop of melancholy passion. The ideas of loss, death in the world, death, self-accusation made in the largest crime are central to the expression of patients. Typical statement that "rotten intestines", "no heart" that the patient is "the biggest, yet unprecedented in human history, criminal" that it is "all infected with syphilis," "poisoned his smelly breath the whole world." Some patients, for example, argue that they are slain, the body has decomposed. They expect most of all evil, that they brought to humanity. 6) syndrome characterized by impaired recognition Kaphra people. The patient does not know of relatives, friends, speaks of them as a false face that is either twins or doubles people as if they themselves allegedly issued or made-up at all for them (symptom double negative). In other cases, by contrast, are perceived as unfamiliar face familiar (double positive sign).
7) manifestation of the syndrome is also a symptom Kaphra Freholi.
Patients claim that their pursuer changes its appearance to remain unidentified, whereas in delirium intermetamorfozy they believe that change not only appearance, but also moral and spiritual look.

Kaphra syndrome often combined with delusional ideas of persecution, impact phenomena already had seen and never had seen. The phenomenon of mental automatism.

"Abnormalities of emotions"

1. The aim: to improve the knowledge of the auditory about emotional abnormalities.

2. Educational targets: As a result of studying of educational material on this topic students should

 Know:

• definition of basic concepts of psychology and pathology of emotions;

• classification of disorders of emotional sphere;

• main symptoms that occur within the framework of the pathology of the emotional sphere, and their Clinical variants;

• diseases for which zusvtrichayutsya disorders emotsiynoi sector;

• features emotional disorders stomotolohichniy practice.

Be able:

• establish and maintain contact with patients with disturbances in the area of ​​emotions;

• examine patients with pathology emotsiynoi areas

• using methods klynichnho psyhopatolohychnoho and research;

• provide a clinical evaluation and description of emotional disorders found during inspection;

• identify the main syndrome;

• justify syndromic diagnosis;

• identify and justify the closest forecast possible changes in the patient and his behavior;

• identify and justify the choice of mode of supervision of patients.

3. The educational purpose of the lesson, students form the algorithm confident action to identify and justify the closest forecast possible changes of the patient and his behavior;

4. Training time: 1 hour (45 minutes).

5. Place of employment: department, psychiatric ward.

6. Educational material support:

3.1. Main basic knowledge, skills, necessary for independent study and assimilation of themes and based on interdisciplinary relations:
	Discipline
	Have to know and to do

	Neurophysiology
	Neurophysiological providing emotional relationship of the cerebral cortex of stem reticular formation and higher autonomic centers; fiziolohychnyy and anatomical relationship of the nervous and endocrine regulation of life processes and their impact on emotions; the concept of "emotional brain" (circle Paypetsa), its structure, role and zlementy structure and physiology of individual structures that it includes: the hypothalamus and its role in the regulation of basic needs and "coarse" expressions of emotion; and ii amygdala role in shaping behavior syndrome (Klyuver-Bucilly); the role of the hippocampus, mamilyarnyh bodies and other structures that are both systems, lateral relationship providing Emotional function and memory function; the role of "non-specific" or "clock" (front and median) nuclei of the thalamus as "switching stanntsii" that connects the brain with the emotional inshymy structures. The pathophysiological mechanisms that explain the development dysforiy, manic and depressive states, emotional disorders inshoi nature: kindlinh (swing, arson); role vital rhythms and IX violations; the role of light.

	Neurochemistry
	 Neurochemistry neurotransmitter systems that are considered basic for understanding the scope of emotsiynoi and II disorders. Role monoaminerhichnyh (noradrenyerhichnoyi and dofaminerhichnoi) systems with emotional arousal and his lack of emotion and the formation of joy, anxiety. Classical theory neyrohimichnoi bases of depression and mania. Role serotoninerhichnoi system, modern theories of the formation and zmotsiy ix violations. Data on lowering levels of serotonin and its metabolite (5NIAA) in the spinal fluid of those who skoily suicide or homitsyd. Biochemical reactions of formation and decay of neurotransmitters, their precursors (tryptophan - serotonin, phenylalanine, tyrozin, DOPA - norepinephrine and dopamine) and metabolite (serotonin - 5NIAA, norepinephrine and dopamine - VMA), and role in therapy and dyahnostytsi Carnet.

	Psychology
	Psychology differential emotions theory (K. Izard County) that distinguishes so-called basic emotions: interest-excitement; vdovolennist joy; surprise; Mount suffering, despair anger, an abomination, merzinnya, weight-nebrezhenye;the fear, the horror; shame, embarrassment; wine, remorse, and emotional and cognitive (emotional and cognitive) complexes: anxiety (emotion + horror direction in the future); introversion-estraversiya;

skepticism; selfishness; determination and so on.

- To have a notion about the level of emotion, emphasizing riznyyu between biological (basic or lower) and social (or higher) emotions.

- Objectively displays of emotion - facial expressions and eyes, facial reactions, posture, expressive gestures, voice and some autonomic changes that characterize different emotional states.

- Fundamental concepts that take to reflect the emotional state and zhytya hvoroi or zdorovoi man as emotional reactions, mood and affect. How these characteristics to specific events in life and their meaning for the individual. The adequacy criterion as fiziolhichnosti emotional activity that exposes line strength (amplitude), content (sign) and emotional expressions ix prodovzhuvanosti (stability) of the events. Temperament, a set of characteristics nasliduemyh emotional sphere of rights and its types: sanguine, phlegmatic, choleric and melanholichnyy.


RELEVANCE OF THE TOPIC:

According to classical opredilennya that gave PC Anohin emotions, they e "assessment tool emerged in terms of its usefulness. Tools, given the nature of the living organism before it has been developed predictive assessment. "In other words, the role of the emotional sphere to provide changes of or internal environment of individual meaning and value. In contrast, intellectual, emotional evaluation instant, unambiguous and based on on this or facilitate these changes the implementation of basic or more complex needs. immediacy, simplicity and frequent unavailability osvidomlennyu underlying needs and motivations lead to tight coupling emotional assessments of individual rights. in turn, this leads to the fact that emotions or (in this scenario the same case) often emotional assessment is determining in relation to other people and events. In most cases it is the emotional state of evaluation and Determined behavior and its consequences.

On the other hand, the nature of emotional responses (reflecting the emotional evaluation) is a signal that is available for guest inshyh people and forming emotional contact. The contents of this contact, based on estimates and zpivpadinni emotional reactions, or ix adekvanosti. In social terms, it is the basis for the recognition of man as "my" or "stranger". In psychiatric practice adequacy of emotions is a fundamental measure of mental health, and the second violation - an important sign of pathology.

According to these, rozladnennya emotional expressions and assessments not only violate human adaptation in society, but also directly indicate the presence of disease and may cause danger to life and health of people and navkoloshnyh the patient.

The above said doctor determines the need for ownership of any specialty methods of assessing patients' emotional expressions, skills diahnozuvannya pathological conditions in the area of ​​emotions ix correction methods, prevention and first aid in states linking with disorders of emotional sphere. Doctors stomotolohy besides should consider the inherent stamotolohichniy practice emotional stress conditions.

CONTENTS THEME:

 "Quantitative" characteristics of the emotional sphere and IX violations:

1) mobility-stability that characterizes the ability to respond to changes in the emotional sphere to changes in ambient or internal environment. Excessively frequent changes (increased mobility) characteristic emotional lability, and excess liquid (enhanced stability) - for emotional rigidity.

2) Threshold challenged emotional changes. Low threshold (increased sensitivity) describes sensory subject, and high (weakened sensitivity) - emotional stupidity.

3) The lifetime of emotions that is the result of interaction and display of two previous features.

    4) The depth of emotion that is reflected in the "scales" expression of emotions: sadness, grief, despair, anger, anger, despair, joy, happiness, and the like.

- "Qualitative" characteristics of the emotional sphere and IX violations:

1) the content of the emotional state characterized by driving emotion (or set of emotions), which assesses the (color) situation.

2) the content of Adekvatist emotional changes that caused ix is ​​a fundamental characteristic zdorovoi emotional sphere. Ii violation - inadekvatnist - is an important symptom of mental illness.

3) violation of such fundamental characteristics zmotsiynoi evaluation as unambiguous as opredilyaetsya ambivalence and, as noted, is a sign of violation of fundamental mechanisms of emotion.

- Types of pathology and pathological mood states that they are connected:

1) dysphoria - a pathological condition of mood, characterized by the amount emotions, anger and fear, high stability, paroksyzmal istyu appearance and disappearance, and the risk of aggressive actions that may be directed at oneself or at others people or objects.

2) Dystimiya - a long period of depressed mood that

characterized preobladayuchoyu emotion amount sufficiently high stability and which never reaches the severity of depression.

 3) ecstatic state, characterized ohoplenistyu emotion of happiness, stable (up to stiffness) and may have paroxysmal character. The behavior of patients characterized by excessive sweetness pryv'yazlyvistyu.

 4) Euphoria - ohoplenist emotion of joy without rigidity pidvaschenym rate of thinking and activity.

- Clinical structure depressive and manic syndromes: primary symptom classical Triada, katatimnogo mechanism of delirium. Methods of clinical survey and writing the mental status.

- Know the main symptoms of manic phase: nemotyvoanno the advanced mood, emotion of joy that is prevalent; acceleration of thinking (jumps ideas); excessive activity. Additional symptoms of manic phase: IDEAS Majesty (up to the level of delirium, megalomania); unproductive enterprise, frequent changes in direction of interests and activities nehlybokist interests and connections, easy vidvolikaemist attention; hnivlyvist and konflyktnist in situations where people around nepidkoryuyutsya request of the patient or trying to enter his behavior during normal framework; drop in body weight; reducing the time of night.

- To have a notion about the state of hypomania and distinguish it from mania: stabishlnyy elevation of mood, energy and activity, a sense of well-being and mental fizychnoita performance. These features are often accompanied by increased sotsiabelnistyu, verbosity, excessive famil'yarnistyu, increase sexual activity and reduced need for sleep mo. It is important that these symptoms are accompanied by delirium and hallucinations and did not cause serious disruption to patients and social rejection. The latter also applies to situations where the habitual eyforichnoi sotsiabelnosti takes rozdratovannist, increased self-esteem and rough behavior.

- Know the main symptoms of the depressive phase, steady decline unwarranted background mood prevailing emotion of grief; slowdown and significant inhibition of thinking, poverty movements (depressive retardation). Additional symptoms of the depressive phase, reduced sammotsinka vpevnennosti and sense of confidence, reduced ability to concentrate and focus, IDEAS guilt and sinfulness dating back delusional level, pessimistic vision, sleep disorders (mostly downward with early waking up), loss of appetite.

- Be aware of the risk of suicide, associated with depression and is based on the perception of the patient (as a wicked beings guilty of serious crimes, mistakes that can not be correct and worthy of such punishment, death is much the best way), life situation (as one that is desperate and threatens the patient, family and everyone and everything who and what is connected to it) and the future (which is seen as totally hopeless and, moreover, increasingly threatening). The above triad described by Beck and known as the "triad kohnityvnoi depression." It is important not

only to diagnose depression, but also for understanding the internal picture of illness and tsilespryamovannoi psychotherapeutic work. Especially we must emphasize that special studies indicate no increased risk of suicide as a result of the doctor questions about the existence of such thoughts. It is also shown that the vast majority of suicide skoyivshyh met zlikaryamy in furthering the month preceding the assassination.

- Have a notion about subdyepresyvnyy state (depressed mood, loss of ability to enjoy, increased fatigue that does not reach the degree vyraznostitypovoho for depression and do not result in loss of functionality) and dystimiyu (a long period of depressed mood that never reaches the severity of depression begins at a young age and lasts more than a few years) and ix distinguished from depression.

- Know the options for depression, melancholic depression, agitated depression, hypochondria of depression, atypical depression, seasonal depression.

- Have a notion of so-called mixed states.

- Autonomic changes that are linked to obsessive and depressive syndromes: Triad Protopopova (mydriasis, tachycardia, constipation); changes in body weight (usually decrease) of more than 5%; reduction (less extension) nocturnal sleep time; dry skin; changes reduce the heat.

- Know the physical illness that may include depressive syndrome (pancreatic cancer, spastic constipation, atherosclerosis vessels of the brain, hypertension, endocrine disorders in Cushing's disease, myxedema, involution ovarian disease holovnoh brain and manic syndrome (hyperthyroidism, Cushing's disease, intoxication psycho-stimulant substances), as part of klinychnoi picture.

- Know the indications for emergency hospytalizatsii patient in depresyvnymu state (risk of suicide) and mania (aggressive behavior).
"Abnormalities of effector sphere"

1. The aim: to improve the knowledge of the auditory about abnormalities of effector sphere.

2. Educational targets: As a result of studying educational material on this topic students should

Know:

• definition pathology psychology concepts of liberty;

• know the structure of volitional act;

• classification of volitional sphere;

• definition of concepts fundamental instincts (instincts) and their violations;

• main symptoms occurring within the framework of the pathology of the emotional sphere and their Clinical variants;

• terms the impulsive instincts and their specification;

• -disease in which present abnormalities of volition;

Be able:

• set and maintain contact with patients with disorders in the volitional sphere;

• investigate patients with pathology of will, using methods of clinical-investigation research;

- to clinical evaluation and description of volitional disorders which found during inspection;

• determine main syndrome;

• prove syndromic diagnosis;

- identify and justify the closest forecast possible changes in the patient and his behavior;

• identify and justify the choice of mode of supervision of patients.

3. The educational purpose of the lesson, students form the algorithm confident action to identify and justify the closest forecast possible changes of the patient and his behavior;

4. Training time: 1 hour (45 minutes).

5. Place of employment: department, psychiatric ward.

6. Educational material support:
3.1. Main basic knowledge, skills, necessary for independent study and assimilation of themes and based on interdisciplinary relations:
	Discipline
	Have to know and can do

	Neurophisiology
	Neurophysiological provide emotional and volitional activity - relationship cortex of stem reticular formation and higher autonomic centers; fiziolohychnyy and anatomical relationship of the nervous and endocrine regulation of life processes and their impact on behavior; the term "zmotsiynoho brain" (circle Paypetsa), its structure, role and zlementy structure and physiology of individual structures that it includes: the hypothalamus and its role in the regulation of basic needs and "coarse" expressions of emotion; and ii amygdala role in shaping behavior syndrome (Klyuver-Bucilly); the role of the hippocampus, mamilyarnyh bodies and other structures that are both systems, lateral relationship providing emotionally-volitional function and memory function; the role of "non-specific" or "clock" (front and median) nuclei of the thalamus as "switching village", which connects the brain with emotional inshymy structures. Role-striarnoi Nigra. erhichnoi dopamine-forming system in parkinsonian syndrome. Role mezolimbichnoi and meso kortikalnoi dopaminergic systems in the formation of the productive symptoms of schizophrenia (excitation, catatonic signs) and oposereduvnni neroleptykiv therapeutic effect. The pathophysiological mechanisms that explain the development of pathological conditions, kindlinh (swing, arson); role vital rhythms and IX violations; the role of light.

	Neurochemistry
	Neurochemistry neurotransmitter systems that are considered basic for understanding of emotional volovoi areas and II disorders. Role monoaminerhichnyh (noradrenerhichnoi and dofaminerhichnoi) systems when excited his absence. Classical theory neyrohimichnoi bases of depression and mania. Dofaminerhichnoi system role in shaping behavior and II disorders. Data on increased levels of dopamine and its metabolite (UMA) in the spinal fluid and serum of patients with schizophrenia or delirium. Biochemical reactions of formation and decay of neurotransmitters, their precursors

(Tryptophan - serotonin, phenylalanine, tyrozin, DOPA - norepinephrine and dopamine) and metabolite (serotonin - 5NIAA, norepinephrine and dopamine - UMA), and role in dyahnostytsi and treatment of psychosis.

	Psychology
	Structures volitional act that includes a vision of motive (or motives) behavior; Suppression identify motives and driving motives; forming behavior program for its implementation; of focus for the program and control and preservation and direction; dovedinnya launched by the end of the program of action.

- Have a basic concept of trains, including self-izhu and water procreation. Understand riznyyu between biological (basic or lower) and social (or higher) needs individual.

- Ob.iektyvni manifestations of volitional activity in appearance (skin care, hair, nails, teeth), clothes (purity, cleanliness, the success of selection, adekvatist situation), behavior (or lack of initiative spontaneity), actions (active position or dependence) achievements (in professional, social and family areas). Facial expression and eyes, facial reactions, posture, expressive gestures, voice and some autonomic changes are characterizing the different states of activity can provide information about volitional subjects.

Fundamental concepts that use to display or volitional hvoroi zdorovoi man as spontaneity, v'yaliyast, active, passive, willpower, pidkoryaemist, dedication and more. How these characteristics to specific events in life and their meaning for the individual. The ability to generate adequate vital needs Volvo impulses and achieve results as a criterion volitional activity that exposes line strength (amplitude), content volitional manifestations and ix prodovzhuvanosti (stability). Temperament, a set of characteristics nasliduemyh volovoi emotional sphere of rights and their types: sanguine, phlegmatic, choleric and melanholichnyy.

- The fundamental concept of building mental and underlying motives: psychodynamic (Freud, Jung, Horney, Frome) biheviorialni (Skiner, Pavlov), existential. (Sartre, Beck) and others.


1. ACTUALITY OF THE TOPICS

In real life, the human mind acts as edynetsile order to zabespechyty and and survival in an environment that is constantly changing. At the same time, to solve problems related to the study of 6 mental activity in the normal or the pathology we are quite arbitrary, highlight the so-called mental health - functional movements, lateral relationship providing different stages of interaction between mind and environment. For example, the scope of perception provides for information about changes in the environment, the scope of attention - the second selection, emotional sphere - assessment napravlenostizmin and so on. According tsiei scheme volitional sphere provides active subjects to adapt to environmental conditions, the implementation of basic needs (train) inherent in living creature and, along with more advanced needs that are inherent in man. To their own volitional manifestations include spontaneity; ability to form motives and make choices leading motive; put zusyliya capability to implement obrannoi lynii povydinky and bring it to an end.

Rozladnennya volitional manifestations abuse instinctive (fundamental) trains, which are underlying not only violate human adaptation in society, but also directly, can be dangerous to life and health of the patient and navkoloshnyh people. The close relationship volitional component behavior with emotions in people's lives, and especially experimental animals led to the fact that the theoretical basis of the study of behavior based on anatomofiziolohichnyh and biochemical data that are common to areas of emotion and will. Where possible, the difference vsezh was carried out, which gives a better understanding of the material basis of psychological and psychopathological phenomena.

The foregoing physician determines the need for ownership of all specialties methods of assessing patients and volitional manifestations skills diahnozuvannya pathological conditions linking with disorders of volitional.

2.CONTAINS OF TOPICS

 

  "Quantitative" characteristics volovoi areas, and IX violations:

1) Spontanist describing the motives and ability to form more or less complex behavior as reatsiyu to changes in ambient or internal environment and in order to achieve these changes. Excessively frequent manifestations of spontaneous activity (in the field of movement or speech) characteristic of the state hiperbulii (rozhalmovannosti or even excitement); extremely rare - for state gipobuliya or abulia.

2) Threshold challenged volovoi activities. Low threshold (mild provocation) characteristic of the state hiperbulii; high (weakened sensitivity) - for states gipobuliya or abulia, depression and sub'ktiv zahalmovaneye those with mental rigidity epileptic or organic origin, also refers to hiperbulii.

3) Passive pidkoryaemist - the inability to resist the influence or pressure of strangers and perform ix desires despite internal subjects related to the actions he performs. "

4) The power and time of existence (applying) willpower that is the most accessible to observation characteristic volovoi areas and has a wide range of manifestations, not only for patients but also in healthy people. In extreme polyusahznahodyatsya patients with hypo- or abulia (not even able to short effort) and patients with epileptic mental rigidity or organic origin (dovhoi capable of incredible activity in the narrow direction regardless of the degree of importance ii).

5) Capability to finish projects started, though essentially different from the characteristics poperedntoi has the same spectrum and the same extremes. Both properties acquired diagnostic value in cases where we are dealing with their changes compared with the previous patient. Without this, they often have only a social, professional or personal values.

- Quality or the content of volitional activity is characterized by:

1) adequacy, which is the fundamental characteristic of personal sphere zdorovoi rights. Her excitement - inadekvatnist - is an important symptom of mental illness. Adekvatist can be estimated by:

a) The direction of action changes that caused ix or objectives that pursues ix entity;

b) select actions and methods of goals marked;

c) flexibility (variability) tactics behavior according to the variability of conditions;

d) Ability to stop work and reaching goals or ii losing relevance.

2) The uniqueness of reasons. Violation of fundamental tsiei volitional characteristics as opredilyaetsya as ambihendentni.sh and, as noted, is a sign of violation of fundamental mechanisms of volovoi.

3) The revelation of impulse trains or trains that are not inherent in the normal Manis is a manifestation of inadekvatnosti volovoi but to traditionally described as a separate breach of the content of volovoi activity. Examples impulsive instincts are: pyromania, dromomaniya (vahobandazh), kleptomania, and do many other bestiality. Importantly, according to modern views and classifications of homosexuality is not considered an option pathology.

4) Parabulii or expression that is zpotvorennyam volovoi activities include kata and tonic ihebefrenichnyy syndromes. By parabuliy rightly belongs and impulsive desires.

- Clinical structure catatonic syndrome, which may take the form of kata tone. chnoho excitation (impulsiveness;

netsilespryamovana, stereotyped activity with possible aggression) or catatonic stupor (hardening of stereotypes, vychurnyh poses, flexibility voskovydna body passive pidkoryaemist; symptom hood, beyond embryonic). Both forms of the syndrome characterized mutizmom (no language); active or passive nehativizmom (active or passive counteracts the actions of the people around them) rejection of izhy; echolalia and ehopraksiyamy.

- Clinical structure hebefrenychnoho syndrome characterized durashlyvoyu psevdoveselistyu behavior that does not cause emotional resonance.

- Elements hiperbulii gipobuliya and the structure of depressive and manic syndromes.

- Know the indications for hospytalizatsii; emergency patient in catatonic state (refuse from izhy, impulsive DII) and social-based, though not necessarily in the patient apatiko abulicheskimi-state (failure to take care of themselves).

"Abnormalities of consciousness and self-consciousness"

1. The aim: to improve the knowledge of students in disorders of consciousness and self-conciusness.

2. Educational targets: As a result of studying educational material on this topic students should

know:

• Criteria Jaspers disorders of consciousness (dezoryyentyrovka, unclear or distorted perception of real environment, wrong thinking, different degrees of amnesia, derealization phenomena, depersonalization, etc.).

• Classification of different types of exclusion and dizziness and differential diagnostic features of these states.

• Leading exogenous and endogenous causes of certain types of impaired consciousness.

• Basic principles of first aid intoksikatsiynyy patients with delirium, twilight states and states kometovni / prekomatozni loss of consciousness /

able / master /:

• inspect a patient with signs of impaired consciousness and determine on the basis of the above criteria Jaspers and differential-diagnostic signs of delirium and amentia or sopor or coma, the presence of the past and choose the right organizational and treatment policy in a somatic hospital (surgery, traumatology, intensive care department, etc.).

• Provide on stage dospetsializirovannomu emergency care patients with alcoholic delirium (most common in medical practice excited state of mind) to prevent brain swelling and herniation in his optsypitalnyy big hole.

• To be able to prevent and auto- heteroahresyvnym actions of the mentally ill with symptoms of impaired consciousness.

3. The educational purpose of the lesson, students form a self algorithm of actions to prevent complications in the patients while impaired consciousness or self-awareness;

4. Training time: 1 hour (45 minutes).

5. Place of employment: department, psychiatric ward.

6. Educational material support:

3.1. Main basic knowledge, skills, necessary for independent study and assimilation of themes and based on interdisciplinary relations:
	Discipline
	Have to know and can to do

	Anatomy
	Anatomical basic structure of the brain and its most dangerous areas that suffer most of all in disorders of consciousness. Show schematically, the general structure of the brain and those of its departments which provide a clear state of mind (eg. Reticular formation).

	Physyology
	Section on neurophysiology. Expand structure "activating" of the brain.

	Pathologycal physiology
	Fundamentals KLR violations and all underlying cerebral edema. Details distinguish in terms of pathophysiology and schematically depict processes that occur in different types of alcohol, especially acidosis.

	Medical Psychology
	The definition of consciousness as an integrative function of higher nervous activity. Understand the current approach different schools (philosophical, psychological, psychiatric and neurodynamic) to determine consciousness and identity. Teach basic concepts regarding the problem of consciousness (School Sechenov and Pavlov, Freud's psychoanalysis, humanistic, existential psychology, etc.). Explain the difference between conscious and transpersonal states.

	Neurosurgery
	Knowing that impaired consciousness is most often seen with injuries and brain tumors. To be able to distinguish traumatic delirium of alcohol on the features of the latter. Predict the possible impairment of consciousness with brain tumors.

	Neurology
	What disorders of consciousness are observed in stroke. Identify in terms coma for various disorders of cerebral circulation and weigh the possible prognosis of them.

	Hospital Therapy
	What are the major differences between delirium and somatogenically somatogenically amentyvnym state. Based on the transformation of one type of impairment of consciousness to another, to predict the nature of the medical condition and choose the most appropriate treatment policy.

	Sexology
	Know how to influence carried over (history) excited states of consciousness to further statteve life. To be able to efficiently carry out correction sexual disharmony.


RELEVANCE OF THE TOPIC:

As the daily practice of medical specialties somatic doctors rather poorly oriented in a purely psychiatric issues, including various kinds of impaired consciousness, which, by the way, is not so rare in the clinic, and not just in psychiatry but also in internal medicine. It is primarily about the state of exception of consciousness (coma, sopor, obnubilyatsiya etc.). Here the main thing is to recognize the boundaries between these states and the correct choice of treatment strategy. Even harder is true about the so-called vertigo consciousness (delirium, amentia, Oneyroid especially potmarenyy condition in which patients constitute a threat not only to themselves but to others - it can be observed, such as traumatic brain injuries, the frequency of which in modern terms, unfortunately growing).

CONTENTS TOPICS

- Criteria for clarity of consciousness, including orientation over time (day, month, day, year), location (Institution Street, City) and his identity (name, address, place of work).

- "" Quantitative "impaired consciousness or ii eclipse (off) include kontinuum conditions that gradually perhodyat of clear consciousness to a state of clinical death. Within tsiei sequences release states:

1) Obnubilyatsii or zahmarenaya consciousness. Patient contact is available, answers questions, including demanding tension, but the quality varies hvylopodibno contact during conversation.

2) Somnolentsiya or snovydnyy state of consciousness. Contact is achieved after active stimulation patients (awakening) hromkym voice or movements. Contact is productive in nature but cease stimulation causes the patient to return snovydnyy state.

3) Stunning harateryzuetsya condition resembling deep sleep. Very intense stimulation achieves low productivity of contact for a short time. The patient responds to simple questions (named "I name), performs simple orders (non-dyshit dyshit, open mouth). With the weakening stimulation immediately lost contact.

4) sopore deeply characterized by dizziness with loss of sensitivity of all types except bolovoi. The patient does not respond to any kind of stimulation other than pain or vyzyvae slight grimace or subtle movements of the limb.

5) Coma potmarenistyu further characterized by the loss of consciousness and sensitivity bolovoi sohrannistyu konyunktivalnoho, pupillary reflexes and kornealny (comma-1) loss konyunktivalnoho (comma-2) and loss of pupillary reflex (comma-3). Loss kornealny reflex coincides with the termination of DII centers regulating breathing and vascular tone and condition as opredilyaetsya klinichnoii death.

- "Quality" impaired consciousness or ii zplutanist syndromal more complex and include:

1) zplutannoyi delirium or state of consciousness characterized dezoriyentuvannyam in time and location; hallucination in the areas of vision, hearing, feeling, etc., psychomotor agitation, reflecting the content of hallucinatory experiences. Patients retain their orientation in personality, emotional synthons that achieves sufficient contact with them.

2) Oneyroyid zplutannoyi or state of consciousness, characterized by double orientyrovkoyu in time and location (patients feel simultaneously present along with hospitals and fabulous marinnyah); stsenopodibnymy complex hallucination (fabulous worlds, paintings of battles, etc.); pohlyadacha position relative to halyutsinatsiy and lack

excitation. Oneyroid occurs both during attacks

endogenous diseases (schizophrenia) and during

infectious diseases.

3) amentia zplutannoyi or state of consciousness characterized if in Silent 'or yaznistyu inkoherentnistyu (gross disorganization of psyhichnoi). Patients are not available contact, looking confused, and their actions and it is extremely inconsistent and unclear.

4) Twilight state of consciousness zplutannoyi, characterized by fragmented perception of reality elements that jumbled in the mind of the patient from painful disorders as halyutsinatsiy and delirium. Patients unavailable contact and, in cases connected threatening feelings can be dangerous. Description condition known as simple twilight, twilight Variants last one minds are ambulatory automatism (sleepwalking or snohodinnya) when the patient loses consciousness Short time and continues to perform stereotyped movements and trance, which can last days, months and where more sophisticated automatism. Unlike delirium and patients fully Oneyroid amnezuyut state of illness. This fact, along with paroksyzmalnistyu origin and described features of mental structure makes Twilight impaired consciousness particularly important in forensic psychiatry. Dyahnostika and differential diagnosis of these conditions is difficult, requires highly skilled experts idetalnoho case study.

It should be noted that both quantitative and qualitative disorders of consciousness (except oneiroid syndrome) is a manifestation of gross organic diseases of the brain, the body as a whole or metabolic disorders that require urgent study ix causes and appropriate measures of correction.
"Psychopathological syndromes"

1. The aim: to improve the knowledge of the students about psychopathological syndromes.

2. Educational targets: As a result of studying educational material on this topic students should

Know:

- Definition of "syndrome", "symptom";

- Historical facts attempts classification of mental disorders (Kraepelin, Bleuler MM, SS Korsakov. Gilyarovsky VA);

- The definition of "syndromologic classification";

- The definition of "nosological classification";

- The value of the etiology, pathogenesis, clinical classification and dynamics of Clinical Pathology;

- The notion of psychotic and non-psychotic disorders level;

- The concept of "defect" in psychiatry.

To be able to:

• establish and maintain contact with patients with different types of psychopathological syndromes

• inspect patient with psychopathological syndrome

• using methods patopsihologicheskogo clinical and research;

• diagnose psychiatric syndromes;

• to diagnosis and differential diagnosis of different types of psychopathological syndromes;

• justify syndromic diagnosis;

• identify and justify the choice of mode of supervision of patients.

3. The educational purpose of the lesson, students form the algorithm confident action to identify and study the next forecast possible changes of the patient based on the presence and type of psychopathological syndrome;

4. Training time: 1 hour (45 minutes).

5. Place of employment: department, psychiatric ward.

6. Educational material support:
Visual aids:

1) Methodological development.

2) Procedures table.

3) prepare materials before class students.

RELEVANCE OF THE TOPIC

Classification of certain observations and data that are the subject of a scientific discipline, is of great importance for the prospective development of this science and its theoretical foundations and practical approaches. Despite the large number, the variety of symptoms that modern psychiatry clinically allow them to invest wisely syndromologic framework of nosology, or classification. In order to disseminate and facilitate international cooperation in improving diagnostics and statistics of mental illness, psychiatrists most countries (including ours) in soyiy work using the International Classification of Diseases revision 10 (ICD-10 WHO).

CONTENTS TOPICS

Principles of classification of mental diseases during the history of psychiatry pryterpily significant evolution. In the early stages of mental illness taxonomy was based on the prevailing assessment in patients with mental disorder - syndromologic principle. Syndromologic classification was widespread in the XIX - early XX centuries. The greatest fame and were largely kept the systematics influence Kraepelin (etiologic taxonomy), B Morel (genetic taxonomy), V. Hrizinhera (the idea of ​​a single psychosis), SS Korsakov. M. Bleuler, K. Bonheffera and others.

Syndromologic classification essence lies in the clinical analysis, systematization and terminology typing symptoms. The greatest importance is such an important aspect of the diagnosis as semiotics. Its subject - the isolation and study of the diagnostic value of certain signs and ix connection with pathology. Description and designation pathological features by using system symptoms. Symptom - the result of medical conclusion, which means strictly fixed form description features that correlated with a separate pathology. Each branch of medicine should have their semiotic apparatus. Semiotic apparatus Psychiatry defined set of psychopathological symptoms, which are divided into positive and negative.

Positive signs indicate pathological product of mental activity (senestopatiyi, hallucination, delusion, fear, euphoria).

Negative feedback or have signs of steady progressive defect, "vypadennya" of a mental process (hipomneziya, asteziya, gipobuliya, apathy).

The phenomenon appears not disease unit signs and symptoms, and their set. The set of symptoms identified in the survey of a particular patient, form of symptoms. It highlighted a number of symptoms that regularly interfaced with each other and form a syndrome. Syndrome - strictly formalized description of symptoms naturally combined and linked by a common pathogenesis and relate to the individual nosological forms. For example, visual hallucination valid stsenopodibni type zoopsiy + odnotematychne the content hallucinatory delirium acute sensory + odnotematychne the content hallucinatory emotion + + psychomotor agitation amopsyhichne dezoriyentuvannya maintaining orientation amopsyhichnoho + partial amnesia konhradna real events. This combination of symptoms harakterene for a delirious syndrome.

The structure of importance syndrome symptoms varies. Defining feature individual symptom, they are divided into compulsory (driving), additional and optional. In those cases where the lead vystupayelyshe one symptom syndrome is called simple (senestopatoz, hallucinosis, paranoyyalnyy). In cases where driving two or more symptoms, a syndrome called complicated (paranoid, parafrennyy, Catatonia).

In connection with this immediately raises the difficult question of specificity of clinical manifestations of the disease and especially - psychopathological syndromes. So far in psychiatry is indisputable position of nespetsefichnist psychopathological syndromes. To understand the phenomenon nespetsyfichnosti psychopathological syndromes should be considered in the complex structure of the pathogenetic mechanism.

The struggle between syndromologic lymphoma and trends in psychiatry that occurred a century ago, at the present stage, naturally, decided in favor of the latter with its multidimensional approach to understanding mental illness, their diagnosis and treatment.

An important step in building a taxonomy of nosology in psychiatry manifest unto polinevrotychnoho selection of alcoholic psychosis (SS Korsakov, 1887.), Which is defined etiology, clinic and output. Established Kraepelin nosology classification ended opysuvalnomu approach and introduced the principle of integrated models (including the etiology, dynamics and out of mental illness). Use nosology classification took place in many countries with national traditions and Psychiatric schools. Among French psychiatrists retained its leading significance of the principle of the division of mental disorders in acute and chronic. In the Scandinavian psychiatrists highlight constitutional and reactive paranoyidy along with schizophrenia. American National classification based on ыdeъ A. Mayer types of reactions, from 1997 American psychiatrists use classification DSM-IV-R (Diagnostical and Statistical Manual of Mental Disorders). In our country there is no national classification. In order to expand and facilitate international cooperation psychiatrists in many countries (including ours) in its work using the International Classification of Diseases revision 10 (ICD-10, the proposed WHO) (see annex)..

Non-psychotic psychotic and level

Psychotic disorders are characterized by:

- Rough mental disintegration - inadequate mental reactions and reflective of processes, phenomena, situations;

- The disappearance of criticism - the inability to think about what is happening;

- Disappearance proizvolno ability to govern themselves, their actions, behavior, based ix real needs, desires, motives.

By psychotic disorders include:

- Symptoms of delirium;

- Hallucinosis;

- Catatonia syndrome;

- Delirium, amnesia, twilight, Oneyroid;

- Paramnesia;

- Convulsive disorders;

- Option psychotic manic and depressive syndromes;

- Mental retardation;

- Gipobuliya;

- Reduction of the individual;

- Regression of the individual; amnesia;

- Total dementia.

Non-psychotic level is characterized by:

- The adequacy of mental reactions reality content, but often inadequate acuteness in strength and frequency;

- Maintaining criticality;

- Limited ability to regulate their behavior in accordance with the laws of psychology, society and nature.

By non-psychotic disorders include:

- Affective (depression, maniakilni);

- Emotional hiperestetychni;

- Neurotic disorders as obsessive, hysterical, hypochondriacal, depersonalizatsiynyh, senestopatychnyh violations;

- Psycho-organic syndrome;

- A degree of mental retardation moronity;

- Vysnazhlyvist mental activity;

- Recognized subjectively zminenist "I";

- Objectively determined zminenist personality;

- Disharmony of personality;

- Reducing energy potential.

DEFECT OF MIND

One outcome of mental illness is organic mental defect. Acquired mental defect may include a personal landmark, intellectual disorder or negative communication. Depending on the proportion zahalnoosobystisnyh person or intellectual disorder, psychotic states acquired defect can be divided into 3 groups:

And the leading personality disorders.

1. Vysnazhuvanist mental activity;

2. Subjectively perceived zminenist "I";

3. Objectively determined zminenist personality.

II From personal and intellectual disabilities.

1. Disharmony personality.

2. Reducing energy potential;

3. Reduction of the individual;

4. Regression personality.

III of the leading intellectual pathology.

1. amnestic disorder.

2. The total dementia.

3. Mental insanity.

"Curation of the patients"

1. The aim: to improve the knowledge of the students students can master their practical skills of building rapport with mentally ill patients, to conduct a psychiatric investigation and to state a differential diagnosis of mental disorders and plan their treatment.

2. Educational targets: As a result of studying educational material on this topic students should

Know:

· methods of investigation of mentally ill patients;

· symptoms and syndromes of mental disorders;

· basic approaches of treatment of mentally ill patients.

To be able to:
· investigating mental state in patients with mental disorders;

· identifying psychopathological symptoms and syndromes in mentally ill patients;

· stating differential diagnosis of mental disorders;

· making a treatment plan of the mentally ill patients.

  3. INFORMATION FOR THE STUDENTS ON THE TOPIC.
 3.1. BASIC KNOWLEDGE ON THE TOPIC 

(information and skills, necessary for understanding and mastering the topic, based on links with other disciplines).

	Subject (discipline)
	To know
	To have a skill

	Anatomy
	The anatomy of the brain (the reticular formation, the limbic  system)
	

	Physiology
	Physiologic properties of  the nervous system
	

	Philosophy
	Philosophical approaches to mind and soul 
	

	Organization of medical care
	Organisation of general hospitals, rules of rendering medical help, inpatient and outpatient medical services 
	


3.2. THE CONTENT OF THE TOPIC.

MODEL OF CASE HISTORY

1. Family name, name _________________________________________________

2. Date of birth _____________________________________________________

3. Education _________________________________________________________

4. Married / single / divorced _______________________________________

5. Employment, position ______________________________________________

   ___________________________________________________________________

6. Date of hospitalisation ___________________________________________

7. Date of observation _______________________________________________

II. SUBJECTIVE ANAMNESIS.

The patient's complaints and his/her behaviour at the moment of hospitalisation. If he (she) considers himself mentally healthy (sane), how does he explain his internment to the inpatient psychiatric department? Does he/she want to be treated? If the patient has no complaints, describe the reasons of his/her hospitalisation.  

Information about the parents: their age, education, profession. Age at the moment of marriage. Diseases they suffered, specific features of character. If the parents are alive, their present occupation.

Information about close relations: mental and neurological disorders, mental retardation, fits, suicides, strange behaviour, peculiarities of character. Did any member of the family have serious illnesses: tuberculosis, syphilis, vascular disorders, alcoholism, drug addiction? Were there any cases of stillborn children or spontaneous abortions in the family? 

Relationships between the family members: warm, sincere, or hostile. Conflicts, quarrels, separations, divorces, etc. The parents' attitude towards patient in childhood: methods of punishment, child neglect, connivance or excessive control, excessive fondling or cruelty, injustice, uneven attitude towards children.

The patient's life history: Mother's state of health during pregnancy, delivery, its characteristics. Patient's development in early childhood (when had he/she learnt to walk, speak, etc.) Illnesses in childhood. Enuresis, night terrors, sleepwalking, sleep-talking, stammering, increased nervousness, convulsive fits, or strange forms of behaviour in childhood.

Characteristic features of behaviour in childhood: lively, active, inquisitive, or slack, shy, and reserved; capricious; naughty; affectionate, etc.

   Age of entering school. School achievements, which subjects were easy for the patients, and which were difficult. What hobbies did he/she have? Character at school age (communicative or reserved, hard-working or not, accurate, industrious, dreamy, shy, etc.). Relationships with the family and with peers. Changes in character in adolescence and youth. Features of sexual maturation. Illnesses the patient had at school age.

Employment and social activities. Military service. Relationships at the place of employment. Working discipline. Living conditions and their changes during the period of working activities (nutrition, outdoors activities, sports, dwelling conditions).

Personality features in adulthood: communicativeness or reserve, unsociability, frequent changes in mood, weak will, good or bad coping capacities, etc.

Time of marriage. Sexual and family life (sexual excesses or perversions). For women: number of pregnancies, deliveries, abortions. Family situation at present. Number of family members, their health, relationships.

Illnesses the patient had in adulthood, intoxication (including alcohol), traumas in chronological order, their consequences (temporary inability to work, disability, personality changes, etc.). Psychological trauma (traumatic events), their nature, attitude towards them, consequences. Specific features of somatic and neuro-psychological reactions to different harmful influences, traumatic events, difficult and stressful situations.

Harmful habits (alcohol and drug abuse, smoking, etc.)

Case history (Anamnesis morbi). The first manifestations of the present mental disorder must be described in the chronological order. Mention external and internal harmful factors that preceded the onset of the disorder. If the disease is chronic and the patient is suffering a relapse, find out what was his/her state between the relapses. The information on the patient's treatment (outpatient, inpatient, what kinds of treatment was used, what were the results). Describe the further course of the disorder.

III. PSYCHOLOGICAL ASSESSMENT.

Qualified psychological assessment requires special training; it is usually carried out by a clinical psychologist. You are to implement only short psychological tests that will help you to assess the patient's mental functions.

   1. Investigation of attention: specific features of concentration, switching over of attention, its exhaustion (by the end of the interview).    Test of active attention: ask the patient to subtract in the successive order in sevens from 100 and name the obtained numbers. Draw a graph of attention exhaustion.

 
Conclusion: normal attention; attention is: easily distracted; unstable; easily exhausted; rigid (switching over from one subject to another is difficult).

   2. Investigation of memory: 

   a) Memory of the past life events, dates if important historical events and holidays.

   b) Test of memorising: suggest the patient to memorise 10 words (nouns). Read them aloud to the patient three times. The patient is to repeat the words he/she remembers in any order every time after you read them to him/her. Normal memory: after the first reading the patient should remember no less than 7 or 8 words.

   c) Memory for numbers:

      1) name three two-digit figures - ask the patient to repeat them.

             (27, 49, 51)

      2) name three three-digit figures - ask the patient to repeat them.

             (472, 138, 659)

   d) Test of associative memory: Select 10 pairs of words, according to their meaning, for instance: rocket - space, hand - finger, rain - umbrella, etc. Read the pairs out aloud once to the patient. Then read the first word of each pair (for instance, "rocket"), and the patient should tell you the second word ("space").

  
Assessment: normal associative memory means 8 or more correct answers.

   
Conclusion: general assessment of memory (for example: recollections of 

past experience are normal, but ability to remember new information is 

insufficient).

   3. Investigation of thinking.

      1) Test of the ability to generalise. For example: table, chair, bed, wardrobe. Answer: furniture (3 groups of words).

      2) Test of capacity to analysis and synthesis: what is similar and what are the differences between: a child and a dwarf (a fly and a bee; a bird and an aeroplane; a river and a lake, etc. - 3 examples).

      3) Test of the capacity to form abstract concepts: cite 3 well-known idiomatic expressions to the patient and ask him/her to explain them. For example: "it's raining cats and dogs", etc.

      4) Test of capacity to abstract thinking: cite 3 proverbs to the patient and ask him/her to explain them. For instance: "It's no use crying over spilt milk".

Conclusion: general assessment of the patient's thinking (for example: capacities to generalisation and comparison are normal, but the level of abstract thinking is decreased).

   4. Assessment of judgement (critical capacity):

     Tell the patient an absurd story and ask him/her to comment on it. For example: "A hen can live for three years, and how long can a half of a hen live?". 

Conclusion: assessment of judgement.

    All the tasks and the patient's answers are written down in the case history in details (where appropriate - literally), and after the test of each mental function a conclusion is made. When you describe the patient mental state, the data obtained in testing are taken into account: the conclusions about the qualities of attention, memory, and thinking are added to the appropriate parts of the mental state description.

MENTAL STATE EXAMINATION

   The mental state examination should be conducted according to certain order and system.

The patient's appearance and behaviour. Mimic movements - lively; inexpressive; sorrowful; inadequate (paramimia); affectation. Facial expression - indifferent, tense, mask - like. Tics, convulsive movements of facial muscles. Expression of eyes - lively; lacklustre; anxious, sad, angry. Posture - free, natural; theatrical; rigid; drooping. Movements - quick, free; impulsive; uncertain; angular; chaotic; strange; monotonous. General slowness of movements, manifestations of stupor. Psycho-motor agitation.

Features of communication with the patient. The contact is established quickly, easily, with difficulty, gradually, or was not established at all. Communication superficial, formal; the patient answers your questions  inadequately, etc.

State of consciousness. Orientation in time, place, self and other people. Type of consciousness disorder (clouding, delirium, amentia, twilight state, or oneiroid).   

Perception. Preciseness and clearness of perception. Changes in intensity of perception (hyperesthesia, hypesthesia, anesthesia). Changes in the quality of perception: derealisation, depersonalisation, senesthopathias disturbances of sensory synthesis (distorted perception of environment, body image or time perception disorders), deja vu. Illusions. 

Hallucinations (visual, auditory, olfactory, taste, tactile sensations, deep sensations, complicated) and psuedohallucinations. Characteristics of hallucinations or psuedohallucinations: indifferent, imperative, commenting, or hostile; single or multiple; episodic or constant; hypnagogic. The patient's attitude towards hallucinations: deeply emotional (they frighten him, make him sad, or he enjoys them), indifferent, or critical. Objective signs of hallucinations in the patient's behaviour.

Attention: prevalence of active or passive attention. Insufficient stability of concentration, distraction to internal or external stimuli. Concentration on external environment or on the patient's own inner experiences (for example, delusions, emotions, etc.). Insufficient capacity to switching over from one subject to another. Exhaustibility of attention.  Signs of absent-mindedness in behaviour. Decrease of the volume of attention.

Memory. Insufficiency of registration (memorising), retention (keeping in memory) or recall. General weakening if memory - hypomnesia, fixation (registration) or progressing amnesia, anterograde, retrograde total amnesia. Paramnesia: kryptomnesia confabulation, pseudoreminiscence. Korsakoff's (Wernicke-Korsakoff, amnestic) syndrome (anterograde and retrograde amnesia, fixation amnesia (recent memory severely impaired), amnestic disorientation (in time and space), confabulations and pseudoreminiscences).

   
Speech: too slow or too quick, affected, disarthric, oligophasia, inadequate stops, stammering, etc. 

Voice: quiet, loud, hoarse, intonation - emotional or toneless, etc.

Thinking. Stream of thought: excitation (acceleration) of thought (flight of ideas, pressure of thought), or retardation (slowing down) of thought (poverty of thought, thought blocking, perseveration and stereotypy, pathological thoroughness). Disorders of the form (structure) of thought (paralogic, symbolic, autistic thought), loosening of associations, incoherence of thought. Neologisms, inadequate answers to questions, "estrangement" of ideas, "someone else's" thoughts, openness of thoughts.

Obsessional ideas, their content, the patient's attitude towards them.   Overvalued ideas.

Delusional ideas, their content: delusions of grandeur, richness, power, invention, erotic delusions; delusions of persecution, special meaning, poisoning, physical influence, jealousy; delusional ideas of self-accusation, self-humiliation, sinfulness, detriment, hypochondriac delusions. Residual, or induced delusions; transformation of delusions.

Structure of delusions: paranoiac, paranoid, paraphrenic  or other 

(detailed description of the syndrome).

   
Systematisation of delusions.

   
Dependence of delusions on affective and perception disorders.

   
Mental automatism (Clerambault-Kandinsky) syndrome: pressure of thought, estrangement of ideas, "echo of thoughts", "insertion" or "taking away" of thoughts, "control" over the patient's thoughts on somebody else's part, "artificial recollections" (associative automatism). Pseudohallucinations "made" by somebody (perception automatism). Kinaesthetic automatism (somebody moves the patient's limbs, speaks with his tongue, etc.).

Intelligence. Correspondence of the patient's level of mental development to his/her age, educational level and social environment. General erudition. The patient's capacity to use acquired knowledge and professional skills.

Mental retardation - innate intelligence deficiency, or dementia - acquired intelligence deficiency. The patient's critical assessment of his/her mental state. Organic brain damage syndrome.

Volition. Hyperbulia, hypobulia, abulia. Behaviour: psycho-motor excitation, motor retardation, impulsive movements; impulsive actions (cleptomania, pyromania, dromomania, etc.).

Different kinds of stupor. Catatonic manifestations: affectation mannerisms, stereotypy (posture, pose, place), automatic submission or negativism (active and passive), waxy flexibility of muscles, echopraxia  

Motor speech disturbances: mutism, perseveration, echolalia, 

stereotypies of speech.

Convulsive fits: grand mal, petit mal (epileptic fits), hysterical fits.

The patient's behaviour in the department, according to the observations of the personnel: communicative or reserved, behaviour caused by hallucinations or delusions; rituals, compulsive actions. Tendency to escape from the department, suicidal ideation and/or actions, refusal to eat and its reasons. Sleep disorders.

Tendency to asocial behaviour (steeling, vandalism, falsity, etc.).

Emotions. External manifestations of emotions: facial expression, posture, gesticulation. Prevailing mood: eutimic, euphoric, sad, labile, angry, benevolent, anxious, etc. Qualitative features of mood disorder: prevalence of depression; malice; anger; excessive gaiety, euphoria. 

Depressive or manic syndromes.

Increased sensitivity and intensity of emotions: irritability sensitivity; exhaustibility of emotional tonus, timidity. Decreased sensibility of emotions: emotional coldness (blunting, flattening), apathy.

Inadequacy of emotions. Anxiety, fear. Polarity of emotions. Ambivalence

Parathymia.

Overwhelming emotions (affects): malice, depression, fear. Pathologic affect Physiological manifestations of affect (vascular and other). Phobias.

Instincts and drives. Disturbance of the self-preservation instinct: fear of death, infection, patient's excessive worrying over the state of his/her health; suicidal thoughts and attempts; self-harm. Eating disorders: overeating (bulimia), anorexia (decreased appetite); eating inedible objects. Sexual drive disorders (increase, decrease, perversions).

"General characteristics of organic (including symptomatic) mental disorders. Mental disorders in elderly age”

Mental disorders in patients with somatic, endocrinic and vascular diseases”

Mental disorders in infectious diseases and due to unfavorable ecological influences "

1. The aim: to improve the knowledge of students in organic mental pathology.

2. Educational targets: As a result of studying educational material on this topic students should

Know:

• definition of basic concepts of organic mental disorders;

• classification of organic mental disorders;

• option organic mental disorders;

• features of mental pathology elderly;

• of mental disorders in patients with somatic, endocrine and cardiovascular diseases;

• about mental disorders due to adverse ecological effects;

To be able to:

• establish and maintain contact with patients with organic mental disorder;

• examine patients with organic mental disorder,

• inspect patient elderly with organic mental disorder

• using methods patopsihologicheskogo clinical and research;

• Organic diagnose disorders;

• to diagnosis and differential diagnosis of different types of organic disorders;

• identify and justify the choice of mode of supervision of patients.

3. The educational purpose of the lesson, students form the algorithm confident action to identify and justify the closest forecast possible changes of the patient and his behavior;

4. Teaching time: 3 hours (135 minutes).

5. Place of employment: department, psychiatric ward.

6. Educational material support
CONTENTS TOPICS

This section of psychiatry at first glance may seem the easiest to understand, since the material in this section is easiest to fit into the usual logic of studying medical specialty: etiology (ekzohenyy factor) - pathogenesis (organic brain damage) - Clinic (certain symptoms and syndromes) - treatment (effect simultaneously on broken links and mizhneyronalni purely psychopathological manifestations of the disease). On the other hand, psychiatry textbooks contain a huge amount of material that applies to sections "exogenous-organic and symptomatic mental illness" and "mental illness in the aged (the basis of Gerontology)." This apparent contradiction is easily removed if, based on the history of the formation of the leading medical paradigms and concepts of modern psychiatry, build a logic circuit, which fits well all clinical material on the problem of so-called ekzoheniy gained psychiatrists many generations.

Psychiatry closer than any other medical discipline philosophy touches: for example, the relationship of mind and body, and their mutual relationship - for psychiatric very serious issue, because it is constantly in contact with him in his work. It would seem, that psychiatrists have become pioneers in those areas where other professionals prevent "philosophical slippery ground." But for a long time it was not so: the relatively late Formed as a scientific branch of medicine, psychiatry long only borrowed his concept in more developed then specialties based on achievements patanatomy and microbiology. Built on the concept of cellular theory of cellular pathology Virchow oriented researchers to search substrate of any disease in certain changes in organs and tissues, and discovery in microbiology have allowed for the first time in the history of medicine to identify the specific cause of the disease. So there mechanistically-monokauzalna inherently paradigm (ie belief system in a particular field of science), which is associated with the name of Louis Pasteur. It lasted almost the whole of the nineteenth and twentieth centuries. Hans Selye giving paradigm, which is based was the priority adaptation to living conditions. Obviously, the paradigm of Louis Pasteur follows unitary relationship of cause and effect - specific etiological agent has cause specific changes in cells and internal organs that manifest themselves specific clinical inherent only this agent (nosological principle). Despite the fact that neither the etiology nor the pathogenesis of mental illness then almost nothing was known (as, incidentally, and the morphology) coryphaeus world of psychiatry, Emil Kraepelin (interestingly, he began his artistic career in the Russian ure 'yivskomu otherwise - Tartu or Tartu University) feel "tied" in the 60's. XIX century. general medical view his prominent contemporaries to the needs of psychiatry, in which it confirmed through nosological approach. But because of the above reasons based his classification scholar put no etiological factor or morphological changes and differences, similarities course of mental diseases and their final effects (defective condition, which is dominated by negative symptoms).

Kraepelin concept was immediately favorably received by all psychiatrists in Europe. Among its active critics we find the name of our illustrious compatriot SS Korsakov, whose authority had already been recognized by fellow psychiatrists from France, Austria, Germany and Switzerland. But the concept is gradually becoming a leading, defining a certain time ways of psychiatry.

XX century. marked a departure from science monokauzalizmu. In medicine we owe this to Hans Selye. According to his teachings, etiological factor, which would be natural it is, the body launches a stereotypical mechanism pathological process. The focus of this process is not painful at first, but rather protective, and only the failure of the protective system makes it pathological. Each body has a genetically predetermined set of reactions, which leads to the exhaustion of the death of the biological substance.

Psychiatric science has managed for several decades ahead of some aspects of teaching Selye. Certainly, the philosophical orientation of psychiatry could not express themselves, and this was done in the early twentieth century. This is due primarily German psychiatrist and neurologist Karl Bonheffera who created the doctrine of exogenous type reactions.

Kraepelin initially opposed the views Bonheffera, but later accepted not only them, but also developed the theory in its registers. Historic justice demands call another significant name for psychiatry - German scientist V. Hryzynhera that long before Karl Bonheffera formulated the concept of a single psychosis postulyuvavshy that various forms of mental illness is just one stage of the pathological process that can either stay at one of them, or progress. However, the Hryzynher later came into existence initial delirium, contrary to the concept of a single psychosis. That dramatic ways that psychiatric science progressed.

K. Bonhefffer one of the first medical science questioned the specificity of the response of the body to harmful and dependent on the nature of this response pathogenic agent. His work on the classic description of the types of exogenous reactions were almost 30 years earlier works of H. Selye adaptation syndrome (respectively 1908 and 1936). Research related Bonheffera clinic Selye worked experimentally in the laboratory. However, when compared to the global findings, it is clear that each of these outstanding scientists independently created the concept that underlies modern medical science.

Turning more on looks K. Bonheffera and comparing them with the theory Selye H., we should remember that by combining all possible exogenous factors of mental disorders in the general meaning Noxae, K. Bonheffer concluded that this set of hazards not act on the brain directly, through the so-called "intermediate etiological link." However painful the various psychopathological phenomenon should be seen as a reaction to this autotoksychnyy secondary effects. Pathophysiology Of course we know that H. Selye used very close in value to the definition - "one mediator", ie any factor that activates the hypothalamic-pituitary-adrenal cortex. The key in both concepts is the idea that, despite the diversity and multiplicity of pathogenic factors, the body has a limited number of ways to respond to them.

In 1908 Bonheffer identified five known types of exogenous reactions, delirium, dizziness Twilight (original - epileptiform type), acute hallucinosis, amentia and stunning. Today the list of exogenous mental disorders is much wider, but guess genius German scientist and has not lost its relevance.

The common doctrinal Selye H. and K. Bonheffera is the fact that the problem is considered not only static, but also dynamic. Known stepwise describe stress as a first manifestation of anxiety, for which there is resistance, then - exhaustion. To identify dynamic patterns developed it ekzohenyh reactions also tried K. Bonheffer. For example, infectious diseases, he described the following sequence: a prodroma observed asthenia, fever occurs at the height of delirium or other form of psychomotor agitation, temperature drop corresponds amentia (last seen today at the clinic often, but do not forget that Karl Bonheffer created his concept long before the advent of antibiotics), and in the convalescence period dominated asthenic syndrome. Both researchers also took into account internal factors, such as hereditary predisposition caused by the organism to some form of response.

Bonheffer described development with exogenous psychoses such conditions that previously were considered definitely endogenous (manioformnyy, depressed, paranoid and katatonoformnyy syndromes). Later Kraepelin put forward the theory of registers, said shyzofrenopodibnyh development conditions in various, quite similar to each other diseases. Note also that the most nominated Bonhefferom K. and his followers are exogenous reactions to productive disorders, ie they are not a direct consequence of the destruction of certain brain structures, and vice versa - the result of the operation of the layers of the psyche, preserved in the drama " duel "between the brain and Noxae. This confirms the initial adaptive nature of these reactions are reactions that are pointed out in his theory of the break adaptation H. Selye.

So, having considered the essence of the problem exogenous-organic and symptomatic mental disorders and finding out the historical background of its origin, you can go to the detailed consideration of certain syndromes (brain reactions) provided the modern classification of mental and behavioral disorders (ICD-10) diagnostic category F0 - "Organic, including symptomatic, mental disorders." The logic of the material is as follows: first look at a particular type syndrome or disorder, and illustrate and supplement its number of disorders that commonly occur when exposed specific etiological factor (eg, trauma or radiation). Subsequently dementuyuchi be considered (ie those that lead to dementia) disease in the aged.

Start with personality disorders and behavioral disorders due to illness, injury and brain dysfunction, which can to some extent be seen as the slightest manifestation ekzoheniy. But attributing any mental or behavioral disorder to the category F0 is justified only when we exactly known for its etiological factors (type Noxae) or instrumental methods (CT, EEG, EhoEG, REG, Doppler, MRI, etc.) clearly indicate the presence of defect of brain tissue.

Personality disorders and behavior because of illness, injury and DYSFUNTSIYI BRAIN

Previously considered clinic classification and various personality disorders and behavior in adults. These disorders have been linked to genetic factors alone or defective education. Similarly clinical signs disorders can also occur due to exogenous reasons (often in today's society - a head injury), then it is considered as exogenous-organic. These disorders may capture or predominantly emotional and volitional personality (impulsive - sometimes called explosive from the explosion - an explosion, anxious), or system of relations personality (schizoid, dependent), or system of thought (paranoid, obsessive-compulsive), or the scope of the instincts and impulses (kleptomania, sexual Perversion), or even the whole range of manifestations of social functioning Rights (hysterical, dyssotsialnyy). Let Where paraclinical methods of examination recorded organic brain damage of any nature. Clearly, determine factor authentication based on a specific personality disorder completely unrealistic, but in some cases we can talk about topography of lesions. For example, at Calvary syndrome, a person loses the ability to foresee the consequences of their actions and their behavior according to plan; slovenliness and reduced initiative (up to aspontannosti) make it "uncomfortable" for micro-environment.

For the diagnosis of personality disorders and behavioral disorders due to illness or brain injury should keep in mind that this is significantly reduced capacity for purposeful activity, change emotional expression of life as lability of emotions unnecessarily high fun which suddenly changed irritability, bouts of aggression and anger (dysphoria ), although in some cases (mostly in the frontal lobe lesion) is the leading manifestation of emotional apathy. In addition, the realization of these patients needs and trains (especially sexual, which often become perverznoho character) is without taking into account the consequences of their actions. Often this leads to the law. Cognitive impairment typically are secondary; however often close to coexist with the above symptoms raised suspicion or overuse by some usually abstract idea ( "what is good and what is evil?"). Language such patients reflects the presence of many accidental associations, and association over the side included in the topics of conversation. Sometimes, on the contrary, we are a patient bunch. Often there hiperhrafiya (kverulyanstvo). But this variety of displays combines common feature - asthenic syndrome, which becomes obvious to the doctor because of the high vysnazhlyvist prolonged stress on a person suffering from organic personality changes.

Given the significant prevalence of hazards in the environment (complicated childbirth, frequent trauma, physical illness, poisoning - especially ethanol and its derivatives in the body, radiation, infection, etc.), it is clear that organic personality disorders are very common in the population, and hardly anyone dare to even roughly estimate their "share", because only the most serious forms come to the attention of a psychiatrist. However, these individuals often are substance as a means of self-correction at some stage of life, and that they adyktohenu dependent on there rather than in the population as a whole. Therefore, they are treated as dependent patients (alcoholism, drug addiction), while organic displays can be regarded as secondary physician.

For the doctor of any specialty knowledge of the behavior of patients with organic personality changes are important both in terms of ethics (preventing unnecessary conflicts that often arise during the treatment process) and in terms of planning therapeutic programs to the underlying disease (significant impact organic personality changes in internal picture of disease, patient discipline and consistency in the performance of medical recommendations, etc.).

POSTENTSEFALITYCHNYY AND POSTKOMOTSIYNYY syndromes

Based on these considerations, we consider postentsefalitychnyy and postkomotsiynyy syndromes.

Postentsefalitychnyy syndrome - a residual changes after recovery from bacterial or viral encephalitis. Unlike organic personality disorder, they often become reverse development. Are marked malaise, apathy or irritability, difficulty in mastering new knowledge and skills, sleep disturbance and appetite, and sexual dysfunction. In many cases, there are residual neurological changes: at epidemic encephalitis - parkinsonism, the clip (spring-summer) - kozhevnikovska epilepsy, mumps - signs of intracranial hypertension, the cow encephalitis - hemiparesis, aphasia and disturbance of brain innervation, the syphilitic - Argyle symptom - Robertson, dysarthria more.

Postkomotsiynyy syndrome occurs following head trauma and manifested by headache, dizziness, fatigue, irritability, sleep disorders, cognitive vysnazhlyvistyu rapid decrease of memory, reduced tolerance to alcohol and emotional stress.

Given the prevalence of traumatic brain injury in the population, due to the peculiarities of the present (technological revolution, the development of transportation, war, the growth rate of life), it is logical to stay alone in terms of specific diseases clinic traumatic (TBI effects) at different stages of progress.

FEATURES Exogenous Organic and symptomatic mental disorders AT DIFFERENT etiological factor

Traumatic brain disease (the effects of traumatic brain injury)

Traumatic brain injuries are divided into open, in which isolation is broken brain cavity and closed. But this division is rather arbitrary. For example, in closed injuries may experience different Fraktur skull (eg fracture basis) which provides certain features of open injury. More specifically it is considering a course neurosurgery, and for the psychiatrist is essential to the overall severity of the injury, above the individual characteristics of mental reaction of the individual, the time elapsed from causing injury, complicating the course of traumatic disease additional factors (exhaustion, injuries to other parts of the body, age, loss of a large number of blood, the presence of alcohol intoxication), and various accompanying psychogenic situation (for example, the horrors of the devastation and loss of life during the bombing or terrorist attacks), that is difficult to imagine such a head injury, which would have been both psychotrauma.

Traumatic disease course is divided into four periods: the initial, acute, and long-term effects of recovery.

In the initial period there is loss of consciousness different depths - from mild coma obnubilyatsiyi.

In the acute period of renewed consciousness (not necessarily immediately), while there are various personality disorders mental functioning inherent exogenous-organic disorders - hallucinosis, delirium, amentia, twilight state of consciousness, epileptiform attacks, retro and anterohradna amnesia syndrome Korsakov and others. Pivotal is asthenic syndrome.

In the period of convalescence that lasts from 1-2 months to 1 year, gradually smoothed out all the phenomena of acute period and in a significant number of patients coming recovery. In more severe cases prevail fatigue, paroxysmal disorders, various manifestations psychoorganic or Korsakov's syndrome, sometimes - twilight conditions. It was during this period clearly looming above mentioned organic personality disorder. For the third period is characterized as protrahovani psychosis (eg, hallucinatory-delusional or affective). In mild cases, recovery occurs, but asthenic syndrome (it can be pure asthenic and asthenic-depressive, asthenic-adynamichnym, asthenic-apathetic etc.) must present, which should always remember the doctor of any specialty. In the late period often observed syndrome dezaptatsiyi (violation of social functioning), and complications (most often - alcoholism) cases - entsefalopatychnyy syndrome (psychoorganic), paroxysmal states (the most common occurrence is epileptiform syndrome) or even dementia. Sometimes personality changes along with hallucinatory-paranoid disorders take such a serious degree that it is very difficult to differentiate the effects of brain injury from schizophrenia. The key to dyfdiahnostyky extremely high attrition cognitive function in those who suffered trauma and lack of structural disorders of thinking characteristic of schizophrenia.

Do not forget about the neurological symptoms that often occur with traumatic brain injuries, vestibular disorders, especially orthostatic dizziness and loss of balance, nausea and vomiting, headache, nystagmus and more. The peculiarity of the psychiatrist is precisely consideration in the diagnosis and treatment of general-purpose somatic and neurological symptoms, psychiatric diagnosis without losing integrity limited phenomenological dogmatism. This applies to the personal characteristics of the patient that other doctors often sadly ignored. Forget that even acute appendicitis suffering human beings with their character, temperament, outlook, existential problems. What can we say about mental illness? ..

Well being a man who was injured, it is sometimes misleading, and it confuses the doctor, and the injury is not severe and symptoms redukuvalas quickly, but after a few days, the patient complained of intense headache that may be accompanied by a slight fever, physical inactivity. In these cases we are talking about intracerebral hemorrhage (subarachnoid often). For it is a characteristic triad: CSF and hypertension on the background of bradycardia. This condition is an absolute indication for surgery. Doctor should also remember that a clinical picture similar to hospital bleeding may occur when a fatty embolism of the brain, which often occurs when an accompanying fracture of long bones. In this case, there are also cutaneous petechiae in the occipital region, above the collarbone, stagnation in the fundus, decreased hemoglobin levels.

A special case of traumatic brain injury is a trauma blast. Consciousness is lost even before they heard the blast struck. Before the fall of the elastic body blow felt in the occipital area of ​​the head, regardless of where the shell exploded. Unconsciousness lasting from a few minutes to 5-6 hours. Very often there is bleeding from the nose, throat, ears. After clarification of consciousness can be short-lived excitation states of negativism. Further, patients treated as stunned, inactive. They try to lie down, even in an uncomfortable position. Retrograde amnesia is not the case, anterohradna quite rare. Instead, almost always the phenomenon surdomutyzmu (patients lose the ability to speak and understand the language addressed to them). Surdomutyzm tends to reverse development. Patients complain of weight, noise and ringing in his head. During the reduction of symptoms of acute period is characterized by fatigue and mood changes. Affective disorders continue to 1,5-2 months, replaced by fatigue. Sometimes spontaneously or after a stressful trigger points occur paroxysmal dysphoric states. Continued from several hours to several days, these states are in the most serious cases may end with paroxysmal or epileptic twilight state of consciousness.

Period in the course of long-term effects of traumatic disease is important for understanding psychiatric aspect of it. Knowledge of possible mental manifestations of the late period of traumatic brain injury is important for general practitioners. To the long-term effects are those of neuro-psychiatric disorders, which emerged in the acute period or later, do not are reduced, but remain significantly affect behavior long after the injury. These disorders are manifested in different forms of fatigue, and tsyklotymopodibnymy psychopathic states, paroxysmal conditions, including different types

dizziness, endoformnymy psychosis (affective, hallucinatory-delusional, paranoid), states of dementia or psycho-organic syndrome.

Most long-term effects of traumatic brain injury occurs traumatic asthenia, also known as "cross-cutting" violation of all period long-term effects. Against the background of fatigue characteristic signs of irritability and exhaustion in different proportions. Irritability caused by intemperance, impatience, dissatisfaction reaction. These brief flashes of remorse and end. In addition to increased physical and mental exhaustion, marked by indecision, resentment, lack of confidence in their abilities and capabilities. Patients with increased vulnerability to small situations and so often avoid stressful situations of conflict ( "keep" itself). In all cases, there are certain vazovehetatyvni disorders - drops in blood pressure, hyperhidrosis, vascular lability. Are marked numerous complaints of cerebro-organic disorders - headache, dizziness, forgetfulness, difficulty concentrating. Often the vestibular disorders that occur when riding in vehicles, various and persistent sleep disorders. A variety of external factors, both physical and mental, worsen the condition of patients. In the easiest cases asthenic disorders remain hidden and act explicitly only occasionally. The prevalence of irritability depletion indicates less severity of fatigue.

Traumatic asthenia dominated apathy (traumatic encephalopathy with apathy). The clinical picture is dominated by increased depletion observed along with weakness, general inhibition, a sharp decline in intentions, interest is limited to a narrow range of domestic issues. Common disorders are remembering. Sometimes traumatic asthenia with apathy develops after the acute period and remains unchanged for many years. In other cases, it is a transitional stage towards prognostically less threatening form of fatigue.

Psychopathic personality disorder (old name - traumatic encephalopathy with psyhopatyzatsiyeyu personality). About them have already been discussed, but the importance of these conditions for the clinician prompts again to return them. Often there are hysterical traits eksplozyvnist, and combinations thereof. Appearance and severity of psychopathic disorders and their relationship with asthenic background depends on the age of the victim at the time of the injury, its severity, premorbid personality traits, micro-conditions, additional factors, among which the first place belongs to alcoholism.

Tsyklotymopodibni always accompanied by asthenic disorders or psychopathic disorders and therefore can not be regarded as an isolated phenomenon. Subdepresyvni mood disorders are more common than hipomaniakalni (hipertymni). All have expressed dysphoric component, and it is significant. Duration mood disorders varies: sometimes they resemble transient and reactive lability, in other cases - the last days, weeks, months. Traumatic usually accompanied by fatigue tsyrkulyarnistyu in the form of reactive lability and different duration subdepresyvnymy states. Dysphoric component is weak, and there is always hypochondria. Psychopathic states of hysterical disorders involving reactive lability, which clearly dysphoric features alternating with exaltation. In these cases often occur with prolonged depression overvalued hypochondria. Eksplozyvnistyu psychopathic states of depression accompanied with severe dysphoric component or prolonged sore bipolar mood disorders. Affective disorders often lead to alcohol abuse.

Neurological disorders described by disorders often are mild, limited to a slight increase of tendon reflexes, tremor of the fingers, the instability in Romberg, events dermohrafizmu. The so-called focal symptoms is possible, but not obligatory.

Paroxysmal disorders and states of altered consciousness (traumatic epilepsy, traumatic encephalopathy with epileptiform syndrome). The frequency of violations rather different. Paroxysmal disorders occur during a year after the injury, and in the late period. Marked polymorphism paroxysmal phenomena. Much more than a convulsive, there are various nonconvulsive (or with minimal convulsive component) paroxysms: a small seizures, absences, snopodibni conditions arising during the day or at night, katapleksychni paroxysms, and so-called epileptic dreams, aura consciousness variety of manifestations psyhosensorni disorder (metamorfopsiyi disorders and body schema) paroxysms of vegetative vascular disorders accompanied by rudimentary tonic convulsions (seizures mezodientsefalni) or without convulsive component (Diencephalic attacks). Spasmodic and nonconvulsive paroxysms can be combined. Incidentally, paroxysms are also dysphoria. Amendments

psychopathic personality disorders are mainly phenomena of circularity. Intelligent violations do not go beyond the reduction of the individual.

Potmarenoyi consciousness states arise more often when there are diverse, primarily paroxysmal convulsive disorders. Dominated twilight states with different structures that occur more immediately after the big convulsive and less on small attacks. Twilight states occurring type "clichés" (ie two separate attacks similar as twins). In other cases, regardless of the paroxysms, but usually after additional physical hazards, in t. Ch. Alcoholic excesses are forerunners in the form of disturbed sleep, cerebro-organic symptoms, depressed mood, anxiety. After this develops stupor with various productive disorders, especially delusional, hallucinatory and affective, at least - psyhosensornymy. Some researchers living genius artist Vincent Van Gogh believe that this situation was observed in it when a painful condition he cut off his ear. Constant is expressed in vascular-vegetative symptoms for up to 3-5 days. Typical lyutsydni (ie nonpsychotic) periods. Out of the gloomy state - critical, after a long sleep. Often there is incomplete and retardovana amnesia. The emergence of twilight states, especially in postnapadnomu period indicates susceptibility to traumatic disease progressive course.

Endoformni psychosis. The development of affective, hallucinatory-delusional, at least - paranoid psychosis remote period of TBI, usually preceded by a certain set of psychopathological disorders. Symptoms of fatigue, psychopathic, or paroxysmal tsyklotymopodibni infringement act, combined with symptoms of organic decline, the extent and characteristics are clearly related to the type endoformnoho psychosis.

Affective psychosis occurs in the form of single or recurring depression and mania, and bipolar. The development of depression prior asthenia with a clear irritability and psychopathic disorder defined by hysterical disorders of eksplozyvnistyu. In bipolar mania and psychosis in the preceding period slightly pronounced asthenic component prevails eksplozyvnist with a cheeky mood discharge, a clear tendency to chicanery, reactive lability, "colored" severe dysphoric component. Organic decline may reach shallow psychoorganic syndrome. Among paroxysmal disorders often occur nonconvulsive various attacks involving short and slight changes of consciousness.

Hallucinatory-delusional psychosis more common in men. Psychosis prior asthenic conditions of flabbiness, apathy, loss of motivation, while psychopathic disorder expressed slightly. Psychosis usually develops after somatic distress. Often it debuts twilight or, rarely, dizziness deliriynym with severe hallucinatory-delusional disorders, which dominates hallucinosis delirium, psychosis can become chronic. In some cases, it "freezes" at relatively pure hallucinosis, others - gradually complicated clinical picture hallucinatory symptoms parafreniyi. Awareness of the disease partially saved. Mostly low mood (unlike the schizophrenic psychosis similar nature).

Paranoid states and paranoid psychosis often are in the form overvalued or delusional jealousy, contention protrahovanyh reactions.

Remission in patients with paroxysmal affective, hallucinatory-delusional and paranoid psychosis with significant disease duration determined by the growth of fatigue and mental disorders with the gradual erasure of psychopathic disorder and often complete disappearance paroxysms. Instead of developing defective conditions that are almost indistinguishable from those in schizophrenia.

Treatment effects of TBI

Treatment of mental disorders resulting from traumatic brain injury involves the use of a symptomatic antipsychotics (eg ryspoleptu with hallucinatory-delusional psychosis or tsypraleksu - with bipolar affective disorder) and means to restore lost brain function and improve its functioning . First of all - nootropics. We should not forget the need to adjust liquor hypertension, which occurs due to the formation of adhesions. Rehabilitation of patients depending on the severity of the impact, may be ambulatory, but in difficult cases, it requires long-term hospitalization. This makes it possible in particular to limit patient contact with alcohol, which tend to use persons

suffered a head injury. Alcohol for these patients is a unique adaptogen but low tolerance to ethanol injured, the high frequency of atypical, especially dysphoric forms of intoxication and other specific factors lead to rapid formation depends on further deepening encephalopathy and conflict-delikventnyh actions on the part of patients.

Radiation sickness. Mental disorders due to ionizing radiation

The clinical picture of this disease has much in common with traumatic disease. At least, its frequency is almost the same.

Mental disorders occur when irradiation with X-rays, neutrons and gamma vyprominyu¬vannyam that cause deep destructive changes in tissues, particularly in the cortex and subcortical nuclei, which killed 35-40% of all cells. There swelling brain hemorrhage at his stuff, nodular hyperplasia of glia, perytselyulyarnyy swelling navkolopiramidnyh hromatoliz cells and nuclei. At a dose of radiation than 8 thousand. X-rays there is cerebral (lightning) form, where the foreground neuro-psychological changes. Immediately after exposure occurs or there is a profound coma ataxia, weakness that may change in the first minute of psychomotor agitation; also observed epileptiform attacks, death occurs within the first hours. At a dose of 5-8 thousand. X-rays observed toksemichna form of acute radiation sickness caused by intoxication decay products nervous system tissue. In the clinical picture there are various forms of impaired consciousness, fragmented hallucinations, psychomotor agitation, epileptiform attacks. Death occurs usually within the first week.

At a dose of X-ray radiation 1000-5000 comes to gastrointestinal form. Signs of destruction: nausea, vomiting, diarrhea, tenesmus, paresis bowel, gastrointestinal bleeding. In the patient has fatigue with deep apathy, psychomotor agitation changing the structure amentyvnoho syndrome. These patients also die within the first 10 days.

At a dose of X-ray radiation occurs 100-1000 osteo-cerebral form of radiation sickness. These patients mostly survive, usually depends on the dose, timely assistance, its adequacy and individual characteristics of the organism. Predicted that the total dose of radiation X-ray half of the 400 infected will die.

The course of radiation sickness

Radiation sickness as traumatic, has several stages. The first stage is called the stage of total primary reaction. In its first phase, up to 4 days affected complain of headaches, noise in the head, blurred, nausea, repeated vomiting, thirst, severe weakness, convulsive twitching in different groups of muscles, skin care sensation, palpitations, sweating, insomnia, recurrent abdominal pain and heart. With mental disorders in mild cases clinic is limited to insomnia and mild agitation in severe - may be short-lived impairment of consciousness, sometimes with symptoms of psychomotor agitation or, - weakness, drowsiness, apathy, depending on the individual response and previous somatopsychic state affected ( for example, the weakness is more likely if the irradiation preceding debilitating illness or lack of proper rest).

The second phase of about the same length, characterized by extreme variability of symptoms: dysphoria, coupled with drowsiness, weakness and lethargy, which may vary euphoria, no criticism to his condition (symptom "X hangover"). Evening in the affected hipnahohichni may appear hallucinations, in some cases - and pereddeliriyni deliriyni states. Fairly typical is cognitive impairment asthenic origin: fatigue, difficulty thinking, weakening of attention.

Unlike traumatic brain when radiation sickness observed a particular period - hidden, which can take up to 4 weeks. Only in the most severe cases patients during this period complaining of asthenia phenomena. In most cases, they are no different from those who managed to avoid such radiation doses that would be caused illness.

Third period - a stage of the developed radiation sickness. Its duration - up to 20 days. During this period affected the observed bleeding, burns, metabolic, infectious complications, hemorrhage, hair removal, fever. Of the neurological symptoms of attention-grabbing irritation of the meninges, hipoanizorefleksiya, muscular hypotonia, EEG - reduction and dyzrytmiya biopotential appearance of slow waves. Affected attract the attention asthenia with deep apathy. In severe forms of radiation sickness in this period may stun and twilight state of consciousness, visual hallucinations, the most severe forms - amentyvnyy state of consciousness. There are also psyhosensorni disorders and memory disorders to current events. The appearance of seizures and epileptiform attacks are prognostically unfavorable. In any event neurosis states - irritability, tearfulness, mood swings - are obligate. In mild cases these symptoms limited clinical picture, followed by recovery.

The fourth period - the period of convalescence. It lasts for 1.5 years. Gradually restored blood, bleeding persists, improving health, eliminating anxiety, doubts about the recovery. Out of the disease is due to asthenia and very poor adaptability to new situations and physical factors change (maladjustment syndrome). Particularly badly affected transferring solar radiation - they have a headache, dizziness, sometimes - vomiting. Often there paroxysmal phenomena: violation of consciousness, psyhosensorni disturbances, dysphoria, diencephalic crisis, in part affected existing personality changes relating primarily emotional and volitional, impaired memory or the type of Korsakov syndrome. The researchers noted the similarity of the problem period of convalescence in the course of radiation sickness with the same period recovering from traumatic brain injury.

Describing the four periods of radiation sickness and mental disorders in them, be sure to remember that not only physical but also mental factor affects the clinical picture as radiation sickness occurs usually in emergency situations where there is human victims, loss of loved ones, pictures of the destruction, the danger to their lives, work in extreme conditions.

It is advisable to select the fifth period of radiation sickness - during the long-term effects are well understood by Japanese scientists who observed the people who survived the bombing of Hiroshima and Nagasaki. They noted mental disorders in 71% of exposed, and there was no full compliance between the severity of impact and severity of radiation sickness. These effects were a combination of organic changes from individual reaction to illness. There were mostly impaired memory, attention, intellectual exhaustion, emotional lability, sometimes - seizures, psyhosensorni disorders, vascular crisis states with loss of consciousness. Decreased social adaptation and professional suitability.

Chronic radiation sickness

Chronic radiation sickness occurs in people who work with sources of radiation. It is due to the cumulative effect. In its initial stage, there cerebral fatigue with emotional and vegetative lability. Characteristic features are the aggravation of nature, so that there are often state of neurosis (obsessive or hysterical). There are also sexual disorders. At later stages may develop psycho-organic syndrome, against which periodically observed illusions and olfactory hallucinations, in severe forms - the phenomenon bradypsyhiyi, motor retardation, emotional rigidity, weakening of memory. It is characterized by depression, for example, among doctors who worked before the war in poorly protected against radiation X-ray installations were frequent suicides. To diagnose and resolve issues expert should definitely consider somatovegetativnyh and endocrine changes (leukopenia, hypotension, changes in the bone marrow).

The impact of microwave field on the mental state of a person

When working with high currents and high frequency in adverse conditions may develop lesions in the body. In these cases, patients complain of headache, dizziness, fatigue, weakening of memory, irritability, insomnia at night and daytime sleepiness, paresthesia, pain in the limbs, loss of appetite, thirst, epigastric pain, discomfort in the heart, decreased performance . Are marked anxious feelings, obsessive fears. Often patients complain of feeling "helmets" that pulls down. Progressing weakness, increased irritability, intolerance of light, noise. The typical secondary reduction intelligence and memory asthenic type. Women appear menstrual disorders, men complaining of impotence. Typical clinical manifestations of prolonged exposure to RF energy the body is vegetative dystonia with neurodystrophic disturbances and asthenic condition. Typical is a violation of the autonomic system as hypotension, bradycardia and other signs of increased parasympathetic tone of her department. The severity of the disorders correlated with the intensity of exposure. In severe cases, the background of the expressed asthenic condition it is possible to develop a kind vazopatiyi syndrome caused by prolonged exposure to microwave fields. The syndrome manifests vazopatiyi vascular pathology, against which recurring paroxysms as crises characteristic of diencephalic disorders. Vascular crises accompanied by paroxysms of headache angiospastic nature, appear pale skin, general hyperhidrosis, weakness, anxiety, tremors in the body, instability and pressure pulse with a tendency to increase the latter character squeezing pain in the heart, sometimes - intermittent fainting. There vysnazhlyvist emotional weakness or emotion, rigidity, stagnation of emotions - especially anger emotions. These emotional disorders may experience transient by type dysforiy. Some patients observed viscosity thinking, obsessional fears are transformed into overvalued thought hypochondriacal content. In the most serious cases noted apathy, euphoria or dysmnestychni disorders, indicating that there are signs psychoorganic (entsefalopatychnoho) syndrome at this stage of the disease.

Mental disorders due to syphilitic brain damage

Syphilitic brain damage in recent years become one of the leading factors of psychosis among all infectious diseases. This is despite the fact that in 70-80 years. XX century. progressive paralysis and brain syphilis in Ukraine and the former Soviet Union nearly met. Well established system of early detection and treatment of syphilis in the early stages ensure no late complications of the disease. Why, despite medical advances, we are again faced with this disease? One of the reasons is social background, ie the destruction of already established social relationships and control system treatment of socially dangerous diseases, which include syphilis. When in the mid 80's. XX century. anarchy swept the country, there were businessmen from medicine, the main motive of which was profit. They treated syphilis, without appropriate training, leading to chronic process. The spread of prostitution was a second reason why the statistics the number of syphilis of the brain and progressive paralysis increased.

Syphilis and progressive paralysis of the brain - the so-called intracranial infection, ie the agent (in this case - the pale spirochete) penetrates the blood-brain barrier. When syphilis of the brain penetration is limited by shells and vessels, and in progressive paralysis pathogen penetrates directly into the neuron. This leads to the clinic and some peculiarities of both pathologies.

Progressive paralysis

Progressive paralysis - the first nosological form in psychiatry, described by French psychiatrist Bayle in 1822 Almost 100 years have passed by the time when Japanese researcher Nohushi identified the causative agent, that proved that died of progressive paralysis in brain cells is pale spirochete . In its clinic progressive paralysis - a syphilitic meningoencephalitis. If left untreated, within 2-5 years it leads to insanity and death. More common in men. Until now, the question remains unclear why the Tertiary and Quaternary syphilis manifested by progressive paralysis primarily in the white race, while in the black for a characteristic skin lesions of bone.

The incubation period of progressive paralysis - 10-15 years. Disease onset is slow, unobtrusive, with psevdonevrastenichnoyu picture, but always present personality changes towards its barbarization (coarsening). Patients with initial stage of progressive paralysis (PP) in a state of light and stunning looks a bit as if intoxicated. They are difficult to focus, making it difficult to perceive the surrounding events and their answers sometimes seem thoughtless. Characteristic are also forgetfulness, carelessness, thoughtlessness. Early in reduced criticism, intellectual failure detected in solving new problems of creative direction. Typically, in the early stages of psychosis are not observed. Under the old classification of this stage is called neurasthenic, reflecting the prevalence of when it asthenic manifestations.

The second stage - rolled or expansive - characterized by sharp changes in the behavior of the patient and the formation of paralytic dementia. Leading symptoms of this stage is expansive (mehalomanichne) paralytic delirium, violations in the sphere of emotions, instincts and criticism. The first is that patients believe in its power. They supposedly have huge resources have incredible influence in various spheres of life, sexually unbeatable. They offer their services to others, gifts, brazenly offer to join with them in a sexual relationship, promise to give any wealth. Sexual violation rozhalmovanist is leading in the field of trains and emotional disturbances leading coloration is euphoric mood. Attempts to somehow correct the behavior of patients with PE completely ineffective because of the lack of criticism at them. As you know, the ability to critically evaluate themselves in relation to the social environment is the leading characteristic of human intelligence. Consequently, the PP is reason to consider the patient's condition as dementnyy, and the above-described dementia called paralytic (paralytic dementia can occur not only in private but also in many intoxications, including alcohol, but then he is already psevdoparalitychnoyu - to highlight the lack of BC 'connection with syphilitic infection). Depending on the violation of which mental functions of the patient prevails, emit simple, euphoria, paranoid and depressive form of progressive paralysis.

The third stage was called PP marantychnoyi. As is evident from the title, there is a deep insanity. Such patients are extremely raunchy, they are not able to even the simplest routine for these intellectual activities, but remain sexually disinhibited, voracious. Death occurs most often from intercurrent disease.

It should be some form of special PP:

1. Taboparalich - a combination of simple forms dementnoyi PP syndrome and spinal suhotky (locomotor ataxia, loss of tendon reflexes, violations of sensitivity, optic atrophy symptom of Argyll - Robertson).

2. Fixed paralysis - one that lasts more than 8 years in untreated patients. While it may be a spontaneous reorganization of cerebrospinal fluid.

3. Lisauerovska (focal) form - this, in which along with the spastic dementia observed stable, and apraktychni aphasic disorders.

4. "Galloping" form - the form of software, characterized apoplektyformnymy and epileptiform attacks, which can be combined in series. For it is also characterized by autonomic and trophic disorders.

5. agitated form - a malignant form of software, which is characterized by a very rapid course, psychomotor agitation, which has been simmering, dissociation speech, panic, hallucinatory experiences and symptoms of irritation of the brain, such as shaking (with clothing or linen) and skrehotinnya teeth.

It is advisable to remind neurological symptoms that are obligate for the diagnosis of progressive paralysis. Symptom Argyll - Robertson observed in 80% of patients. This - the deformation of the pupils, anisocoria lack of reaction of pupils to light, miosis. Typical symptoms of dysarthria and skandovanoho speech. These patients face puffy and maskopodibni. Are marked fibrillary twitch muscles of the tongue and navkolorotovyh. Characteristic is also the tremors, changes in writing.

It is advisable to recall the course of neuroscience research data: Wasserman reaction is positive at a dilution of 0.2; RIBT positive reactions and REEF. In the cerebrospinal fluid pleocytosis observed globulin response (Pandey et al.) And the so-called paralytic curve in reaction Lange colloidal gold.

Syphilis brain

Syphilis cord (SM) - a lesion vessels and membranes, as well as the formation of rubber. Unlike PE, it developed quickly - in 5-6 years after initial infection. The first stage of SM are often called syphilitic neurasthenia, but the above reasons, it would be better to say - syphilitic fatigue. It is characterized by frequent psychogenic reaction in the form of a shallow depression with anxiety and hypochondria overvalued. This stage occurs, usually due to high temperature. Are marked irritability, resentment, anxiety, discomfort in different parts of the body, severe hypersensitivity, steady decline in the mood of anxiety and depression. The headache is very intense, worse at night. Deteriorating memory. Patients get tired quickly. When neurological study observed anisocoria, flabby photoreaction, improve their reflexes with uneven on both sides, difficulty in choosing words, you may experience intermittent speech disorder. Wasserman reaction is positive - both in blood and in cerebrospinal fluid. The reaction Lange, syphilitic or paralytic curve. With somatic symptoms is advisable to allocate increased liver, spleen, jaundice, albuminuria.

There are forms of CM:

1. Syphilitic meningitis and meningoencephalitis. Clinic little different from his mental syndromes with other meningitis and encephalitis infectious origin. There is more acute. From the mind - stun or twilight state. If there is delirium, it is characterized by a large number of bodily hallucinations. Typically, there epileptiform seizures, abnormalities of the III, VI and VII pairs of cranial nerves. Also characteristic anisocoria and deformation of the pupils, their flabby response, ptosis, strabismus, aphasia, apraxia. Checked stiff neck, a symptom Kernig. The disease always runs with hyperthermia. Patients complain of headache, states fainting, nausea, vomiting. In liquor exhibit unusually high amount of protein and formed elements (15-20 cells / ml) certainly positive Wasserman, syphilitic meningeal or prong type reactions Lange. However Wassermann reaction blood can be uncertain. Regarding the course of syphilitic meningoencephalitis, it is relatively easy for the most part, but with a tendency to relapse.

2. Syphilitic endarteritis of the brain. The condition always leads to dementia. Initially, patients complain of headaches, fainting and feeling unwell. They observed frequent strokes with paresis. Are marked passivity of patients, significantly reduced memory on current events. Further infringement of intellectual and memory is so rough that resemble progressive paralysis. Patients euphoric, complacent, thoughtless, sometimes unstable expressed ideas of grandeur. But the euphoria is easily transformed into tearfully, hypochondriacal depression, delirium appears unjustified persecution or jealousy. Unlike progressive paralysis, for these patients is characterized dissociation symptoms, such as long shelf with a deep awareness of mental illness defect also possible spontaneous remission. In addition, no change of speech and writing.

3. Humozna form of syphilis of the brain. Neurological symptoms of this form depends on the size and location of rubber. The clinical picture of this form resembles the clinical picture of brain tumor (increased intracranial pressure, vomiting, headache, weakness, stagnant nipples optic nerves, stunning).

4. epileptiform syphilis of the brain. This option syphilis of the brain illness resembling epileptic with seizures, gloomy state of consciousness, dysphoria, absansami and personality changes.

5. hallucinatory-paranoid form of syphilis of the brain. The background of this disease is moderate dementia. Dominated by auditory hallucinations and delusions of persecution, grandeur, and hypochondriacal. Unstable mood, anxiety or irritability depression varies. Sometimes there hnivlyvist, less euphoria. At the later stage joined epileptiform seizures and impaired consciousness.

6. Congenital syphilis. In this disease there are multiple development defects such as microcephaly, bashtopodibnyy skull, nose saddle-backed, Hetchynsona triad, mental retardation, which are complicated by other psychiatric and neurological disorders, seizures, disorders of consciousness, strokes. Less on the basis of congenital syphilis can observe psychopathic condition with no significant reduction in intelligence. In bad cases aged 10-15 years forming young progressive paralysis, in which there are defects in the skeleton, adypozohenitalna dystrophy, hipohenitalizm specific lesions of the liver, lungs, skin characterized by abuse.

Treatment PP and SM involves the use of antibiotics for adequate time and drugs aimed at sharpening process and increased permeability of the blood-brain barrier for antibiotics (eg pirogenal).

Having examined pathologic processes caused by spirochete pale, focus on another spirochetosis, which has been extended in recent decades.

Mental disorders in clinical Lyme disease

Borreliosis, or Lyme disease, caused by spirochete B. burgdorferi, the tick vector which is often - is Ixodes ricinus. The initial stage of the disease is associated with a local reaction to the spread of spirochete in the skin. Pathogenic manifestation is erythema migrans in 40-80% of patients. In 60-80% of patients in whom the disease is not treated at an early stage, developing arthritis in 10% of patients it becomes a chronic course. Approximately 15-20% of those infected within a few weeks or months there are signs of localization of infection in the central nervous system. This is the case usually defined as neyroborelioz.

Lyme disease attracted the attention of doctors of various specialties, including psychiatrists. Can run atypical. The clinical picture of the disease varies greatly, depending on the time elapsed from infection, and the localization of the pathogen in the body. The high incidence observed in the world in the 90's. XX century. A major diagnostic problem arises when the clinical course of the disease occurring mental disorders, most often - depression. Along with encephalopathy and sleep problems, it is typical for Lyme disease. Fast antibiotics gives good therapeutic effect. This stops the progression of the disease and prevent various complications, including - a mental disorder. Mental disorders as depression observed in all forms of Lyme disease in its chronic course and neyroboreliozi acute and cutaneous form (erythema migrans). In articular form of Lyme borreliosis for use antibiotic psychiatric disorders appear in the majority of patients. Ranking in order of decreasing frequency displays an easy cognitive disorder, depressive episodes, organic disorders of mood, intellectual decline mild, astenonevrotychni manifestations of anxiety and phobic disorders. The use of antibiotic therapy reduces the incidence of these symptoms, but organic mood disorders are very difficult to treat. Neyroborelioz characterized oblihatnistyu mental disorders. The most common of these forms: mild cognitive disorder, organic mood disorder, intellectual decline mild episodes of depression, anxiety and phobic disorders. In the skin form of Lyme disease mental disorders are a much smaller number of people, most often - a astenonevrotychnyy symptoms and episodes of depression. The disappearance of psychiatric symptoms after antibiotic therapy suggests that they are part of the infection process (or rather reactions to it), caused by the spirochete B. burgdorferi. Continuous cooperation psychiatrist and an infectious diseases doctor in the treatment of patients with Lyme disease and timely use of antibiotics and psychotropic drugs symptomatic allow to prevent complications.

Mental disorders in diseases caused by the human immunodeficiency virus

Dementia with human immunodeficiency virus (HIV) is usually characterized by complaints of forgetfulness, lethargy, difficulty in concentrating and solving problems and reading. Often there is apathy, decrease in spontaneous activity, social vidhorodzhenist. In some cases, the disease can be expressed in atypical affective disorders, psychosis and seizures. Somatic examination can detect tremor, rapid repetitive violations movements, incoordination, ataxia, hypertension, generalized hyperreflexia, frontal disinhibition and violation of oculomotor function.

HIV-related disorder can occur in children, it is characterized by developmental delay, hypertension, microcephaly, calcification of the basal ganglia.

Dementia in HIV often progresses rapidly (within a few weeks or months) to the level of global dementia mutyzmu and death. Treatment is usually symptomatic. Patients in need of care, they are recognized as invalids of the first group.

Features of mental disorders at some other systemic infectious and non-infectious diseases

Rheumatism

The active phase of rheumatic fever accompanied by asthenic conditions varying depth and severity from increased physical fatigue and exhaustion to the state of deep and rapid depletion of mental processes, hyper, irritating symptoms of weakness, massive autonomic disorders; in some cases these states are accompanied by phobias and ipohondrychnistyu. Emotional disorders are expressed in unjustified depression and mood swings. Less isteroformni developing disorders in a vegetative attacks motor weakness, difficulty exhaling or events astasis-abasia. Occurrence deliriynyh states oneyroyidnyh disorders of consciousness, stunning, psyhosensornyh disorders, anxiety attacks anguish and fear.

With the development of cardiac decompensation often arise depressive-delusional states of anxiety and considerable variability of the clinical picture.

In rheumatic chorea along with asthenic manifestations and severe emotional lability may be a rozhalmovanist behavior with increasing trains euphoria. Frequently protrahovani psychosis in the form of mania and depression.

In rheumatic cerebral vascular lesions observed depressive-delusional symptoms of agitation and anxiety, apathetic stupor, epileptiform attacks and various mental equivalents and psevdoparalitych¬ni disorders.

With prolonged duration of rheumatic fever may develop psycho-organic syndrome of different severity.

Subacute bacterial endocarditis

Asthenic disorders in subacute bacterial endocarditis usually accompanied by low mood and weakness. Less observed manic disorder with a significant decrease in criticism. The emergence of asthenic disorders and euphoric states indicates exacerbation.

Psychosis with subacute bacterial endocarditis can run with disorders of consciousness in the form of delirium, amentia, epileptiform excitement, as well as a depressive, agitated states resembling melancholy picture of involution and hallucinatory-delusional psychosis.

Malignancies

For mental disorders malignant tumors (W) typical asthenic disorders with severe affective lability. Frequent reactive state of severe depression, especially when the diagnosis becomes known to the patient.

Psychosis malignant tumors developing in cases rise cachexia, sometimes - after surgery.

Acute symptomatic psychoses occur, usually with no delirium pronounced excitation few hallucinations, illusions, onirychnymy states at the height of psychosis. In severe cases, often in preterminalniy situation, there are pictures of delirium or musytuyuchoho amentia. Less protrahovani symptomatic psychoses occur as depressive or delusional states. Depression, accompanied by the development of anxiety; depth and severity of depression vary, possible episodes of delirium.

Delusional states manifest suspicion, limited availability of patient for micro-environment, some delusional ideas specific content, anxiety, asthenic disorders.

Development apathetic stupor indicates extreme worsening physical condition.

Flu

Mental disorders occur with influenza infection at the height of fever or postfebrylnomu period. In prodroma psychosis marked asthenic disorders, weakness, sleep disturbances (insomnia at night and sleepiness during the day), and the phenomenon derealization, fear of discomfort in the heart.

Acute psychotic states are shown pictures of acute delirium, epileptiform and disturbingly sad delirium of excitement samoprovyny, sin, at least - the ideas of persecution. Characterized by asthenic disorders, primarily from increased depletion and autonomic disorders. Sometimes there hipomaniyni state of recovery, thrust into action. Psychosis occur more frequently with epidemics and rarely - if sporadic cases. Those who are seriously ill for a long time, dominated by changes in intellectual activity, violated attention and ability to concentrate. These disorders are possible and the period of convalescence, which is an important symptom of depression posthrypozna.

Tuberculosis

Patients with TB typically observed certain asthenic disorders: severe irritable weakness, tearfulness, helplessness. For patients with destructive forms of pulmonary tuberculosis (fibro-cavernous) characterized by a heightened mood with a touch of euphoria, serenity, ease judgments, increased sexual activity (which is well described in the novels E.-M. Remarque), sometimes - on the contrary, on forms of fixation disease. Liquid psychosis, including manic more often, less often - hallucinatory-paranoid states. Joining epilepty¬form¬nyh attacks gives reason to suspect the occurrence of brain tuberculoma. There is also the idea that psychosis tuberculosis not associated with the same disease, and the use of anti-TB drugs. At least, we owe the discovery of antidepressants is ftyziat¬rychniy practice, which began to use iprazyd that sprychynyuvav elevated mood states in patients (its adverse effect on the enzyme monoamine oxidase).

Postpartum psychosis

Often there are delirium, verbal hallucinosis, depression, anxiety and delusions of confusion; previously considered typical amentia states that in an era of widespread use of antibiotics hardly observed. Postpartum psychosis can be symptomatic (due to postpartum septic processes) and endogenous (schizophrenia, manic-depressive psychosis). Last provoked by pregnancy and childbirth. Differential diagnosis is associated with considerable difficulties because the psychosis of various origins have similar clinical picture. However deliriyni catatonic episodes and development disorders only at the height amentyvnoho state arguing for symptomatic psychosis and the development amentia after catatonic excitement is more characteristic for schizophrenia. When psychosis occurs in uncomplicated postpartum period, the diagnosis of symptomatic psychosis is questionable.

Mental disorders in endocrine diseases

Mental disorders in endocrine diseases polymorphic, but their development depends on certain patterns that are important for diagnosis. And laws are in the early stages of development and with a relatively benign disease so-called psyhoendokrynnoho or psychopathic ( "endokryn¬noho psyhosyndromu"); As the disease progresses the syndrome gradually transformed into psychoorganic (amnestyko-organic). Against the background of these syndromes, mostly due to the complexity of endocrine suffering (but not always) can develop severe or prolonged psychosis. These laws common to all endokryn¬nym disease, regardless of the dysfunction of one or another cancer. Such mental shifts may accompany both hyper- and hypothyroidism individual glands.

Psychopathic syndrome (endocrine psyhosyndrom)

For psychopathic syndrome characterized by reduced mental activity, change trains instincts and moods.

Reducing mental activity can be expressed in varying degrees - from high exhaustion and passivity within asthenic conditions to complete aspontannosti a significant narrowing of the range of interests and primitivism contact with the outside when the state is approaching apathy-abulicheskimi.

In contrast to the apathetic schizophrenic state of "falling energy potential" in patients with endocrine diseases even in cases of pronounced reduction in state mental activity persists reaction to emotionally significant stimuli for them.

Changes drives and instincts expressed in the reduction or enhancing sexual desire, appetite, thirst; patients tend to vagrancy or, remain within normal territory, they replaced the need for sleep, so warm. Endocrinopathies inherent in both quantitative and qualitative change trains. Such patients are often perversion. Possible dissociation of increase and decrease some other trains.

Violation of different moods and varying severity. Typical mixed conditions - depression with dysphoria, manic depression and a feeling of hatred and malignancy, depressive-apathetic states, asthenic depression and so on. Characterized as mood lability. Inherent classic affective syndromes change in thinking and motor areas (lethargy depression and hyperactivity - with mania) in endocrine conditions uncharacteristic. On the contrary, there are often dissociated states such as mood with complete inaction and motor inhibition. Affective disorders in psychopathic syndrome of endocrine type are sometimes long (sometimes representing one of the parties to personality changes), sometimes episodic, reminding affective paroxysms of epilepsy and recurrent atypical psychoses.

In endocrine diseases may develop reactive depression (eg response to changing appearance disease Cushing - Cushing).

For pituitary Simmonds cachexia, Sheehan's syndrome, addysonovoyi disease and some other typical endokrynopatiy reducing mental activity. These violations are sufficiently severe acromegaly have the appearance of apathy and aspontannosti. Combined with carefree, euphoric mood and sense of passive samozadovolenosti they form psyhosyndromu feature in this disease. In hyperthyroidism the fore affective increased irritability, mood lability and brightness emotional expressions. An important place is occupied by mood changes in the clinical picture of the disease Cushing - Cushing's syndrome and in adypozohenitalnomu. These cases are often asthenic-hypochondriac, hypochondriacal, senestopatychni states and reactive depression.

Amnestyko-organic syndrome

For particularly long and severe course of endocrine diseases developing amnestyko-organic syndrome. It is more common, global mental functions infringement relating to all aspects of individual and substantially eliminates its individual characteristics. For organic-amnesic syndrome characterized by disorders of memory (amnesia, dysmneziya, violation type Korsakov's syndrome, etc.), intellectual decline with severe awareness and critical attitude to his condition; lost previously acquired skills, thinking and become more inhibited surface; in the field of affective emotional traits begin to dominate sagging and dullness. In the most serious cases, the syndrome of organic dementia.

Acute psychosis

Acute psychosis develop on the background of the above syndromes and may occur at any stage of the disease. Often they are caused by the increase of disease severity with increased metabolic, vascular and other irregularities (in addysonovyh crises, hypertensive crises in patients with pituitary - Cushing at hipertoksychnyh crises, etc.). Usually in such cases, the type of developing psychosis exogenous reactions with its characteristic syndrome (delirium, amentia, twilight dizziness). There epileptiform agitation or epileptiform attacks. The relationship between the occurrence of acute psychosis and the appearance and severity of systemic complications absolute. Sometimes these psychoses occur for no apparent reason. First of all, it concerns the prevalence of psychoses with mood disorders (depression, depressive-paranoid syndrome) and psychosis shyzofrenopodibnoyi structure. These psychoses are often protracted and occur again. Atypical recurrent psychosis or severe enough in differential diagnostic terms.

In psychosis in patients suffering from endocrine syndromes described virtually all known in psychopathology. But along with the relatively rare typical hallucinatory, paranoid and especially Catatonia syndromes.

Features poisoning some household and industrial poisons

Poisoning astmatolom

Individuals are forced to regularly take astmatol should pay attention to the first signs of intoxication - asthenia, severe drowsiness, visual disturbances.

Typical face is flushing, mydriasis, zmazanist and promiscuity, language dissociation. Chaotic netsilespryamovane excitement is reminiscent at low chorea.

Typically, there mikrozoopsiyamy with delirium or acute verbal hallucinosis followed jerky unstructured hallucinatory delirium.

atropine poisoning

For it is typical delirium of excitement and variable affective state, in which (in severe cases) comes a stunning, rolling in sopor and coma. Diagnostic symptoms - tachycardia, dry mouth, mydriasis, paralysis of accommodation, tremor, twitching in certain muscle groups. Usually atropinovyy delirium passes itself after the critical dream, but remember about the possibility hipertoksychnyh its forms, leading to death. In the treatment of delirium atropinovoho drugs can be used with cholinomimetic action (Neostigmine, ezeryn etc.).

Poisoning with aniline

Pathognomonic sign of it is that the skin and mucous membranes become gray or grayish-black color.

In mild cases - headache, nausea, vomiting, obnubilyatsiya consciousness, some convulsive twitching.

In severe cases - delirium with severe psychomotor agitation, rolling in musytuyuchyy delirium, sopor and coma.

acetone poisoning

Asthenia with dizziness, staggering gait, belching, nausea, vomiting.

Deliriyni conditions tightening, most pronounced in the evening.

There depression with anxiety, anguish, ideas of self-incrimination.

The use of acetone quickly leads to the development of psycho-organic syndrome. Since acetone (or solvents that contain it), used in the manufacture of artisanal drugs, the syndrome occurs in many drug addicts.

You can recall the text of one of the songs of the group "Nautilus Pompilius": "... Tvoy friend nyuhayut glue with kazhdыm dnёm îíè stanovyatsya nemnoho stupid ..."

Poisoning petrol

The euphoria of fatigue or headache, nausea, vomiting.

Psychotic disorders occurring on the type of delirium or Oneyroid.

Further deterioration leading to coma and sopore with convulsions and paralysis.

Benzene poisoning (nitrobenzene)

The clinic is close to the clinic poisoning aniline. Additional diagnostic criteria include leukocytosis and bitter almond smell in the air.

Mercury poisoning (chronic)

Obligate signs of poisoning are dysarthria, ataktychna gait, tremor.

Psychopathic symptoms organic type of affective lability, slaboduhistyu (rarely - euphoria), a decrease of criticism.

In the most severe cases, there is laxity, aspontannist.

arsenic poisoning

The first symptoms of poisoning - vomiting blood, diarrhea disorders, enlarged liver and spleen (remember the terrible finale of the novel "Madame Bovary" by Gustave Flaubert).

Obnubilyatsiya consciousness quickly passes into sopor and coma.

Chronic poisoning results in low doses development of psycho-organic syndrome and even dementia.

Poisoning manganese compounds (chronic)

Of course there are pronounced asthenic conditions and algii (buttocks and lower extremities) psyhosensorni disorders, anxiety, fear, depression with suicidal thoughts, ideas unstable relationship, the symptoms of Parkinson's disease, swelling of the feet, impotence.

May develop severe psychopathic personality changes and psycho-organic syndrome. They are often seen in drug addicts caused by intake of artificially produced in handicraft conditions pervitynu psychostimulants (so-called "shirka"). This is an example of double (even triple, given that the drug manufacturing technology involves the use of crystalline iodine) toxic effects on the brain of strong neurotoxins as psychostimulants alone also lead to the destruction of neurons.

Poisoning with carbon monoxide (carbon monoxide)

In the acute period usually observed stun that can reach depths of coma.

Frequent is the development of delirium olfactory hallucinations (poisoning if not immediately lead to coma).

A few days after severe poisoning on the background of the previous apparent prosperity can develop or psychopathic disorder or Korsakov syndrome or aphasia with agnosia or parkinsonism.

Saturnism

The first symptoms - headache, dizziness, asthenic disorder with a prevalence irritating weakness.

In severe cases, possible delirium and epyleptyformne excitement.

Chronic poisoning results in psycho-organic syndrome with epileptiform attacks and serious violations of memory.

Tetraethyl lead poisoning

First observed asthenic disorders, bradycardia, lower blood pressure, hypothermia, headache, nausea, vomiting, increased salivation, diarrhea, acute abdominal pain, sweating, hyperkinesia, accompanied by muscular hypotonia and ataktychnoyu pace.

Delirium, for which is characteristic symptom of "a foreign body in the mouth." In severe cases usually develop stunning, seizures.

Chronic toxicity observed psevdoparalitychnyy and Korsakov syndrome.

Poisoning by organophosphate compounds

The most characteristic of poisoning are fatigue, emotional lability, photophobia, fotopsiyi, anxiety, restlessness, apnea events, bradycardia, hyperhidrosis, nausea, dysarthria, nystagmus.

It is characterized by the uncontrollable vomiting, vomit odor

garlic and glow in the dark.

In severe poisoning there amentia or different degrees off consciousness, changing long sleep.

In hronychnomu poisoning most often occur hallucinatory-paranoid states or Catatonia stupor.

FUNDAMENTALS HERONTOPSYHIATRIYI

Dementia later age

Dementia is a syndrome caused by brain disease, usually chronic or progressive nature, in which a violation of some higher cortical functions, including memory, thinking, orientation, comprehension, arithmetic, learning, language and judgment. Consciousness in dementia formally changed.

Thus, dementia - a clear decrease in intellectual functioning, it often leads to disruption of daily activities: dressing, washing, eating skills, personal hygiene, self-administration of physiological functions.

Dementia caused by degenerative-atrophic brain zahvo¬ryu¬vannyamy belonging to the so-called "primary dementia" in terms of the difference in Topeka lesion can be divided into 4 groups:

1) cortical (Alzheimer's disease, fronto-temporal degeneration lobarni, in t. Ch. Pick disease);

2) subcortical (nad'yadernyy progressive palsy, Huntington's disease, Parkinson's disease, dementia multyinfarktnoyi of cases);

3) cortical and vascular (dementia associated with Lewy bodies, cortical-basal degeneration, some cases of vascular dementia);

4) multifocal disease (so-called "prion diseases": Kreypfeldta disease - Jakob syndrome Herstmana - Shtroslera, fatal familial insomnia, abnormal prion dementia).

Dementia in Alzheimer's disease

Today one of the most common causes of dementia, along with vascular disorders - Alzheimer's disease (AD). Among patients dementnyh steady presence in the US, patients suffering from AD, ranging from 50 to 65%.

This is mainly cortical disease that harakteryzu¬yetsya lesions primarily functions medial and posterior cortex. Characteristic changes in the brain: significant reduction of populations of neurons, particularly in the area of ​​the hippocampus; changes in the temporo-parietal region and the frontal cortex; the appearance of neurofibrillary plexus, consisting of paired helical filaments; nevrytychnyh (arhentofilnyh) plaques, amyloid preferably with a tendency to progressive development; hranulovaskulyarnyh cells. Also found neurochemical changes, which include a significant decrease in enzyme atsetylholintransferazy, of acetylcholine and other neurotransmitters and neuromodulator.

The earliest symptoms are memory disorders. Violations are marked remembering new information, forgetting the events of daily life, but the memory of events of the distant past can be preserved. Amnestic symptoms may be the only basis for many years to the development of other cognitive impairment, reflecting the relatively limited spread of the pathological process in the medial-temporal cortex. Typical visual-spatial disturbances associated with atrophy of the parietal cortex, which in some patients prior to development of amnestic symptoms. Patients difficult to navigate in the environment (for example, they wander even in familiar surroundings - in your own home, or difficulties is the location of objects serving at the dinner table. In the later stages of the observed violations recognition of people, including his own face in the mirror, and misidentification items. Language violations occur in the distribution of the pathological process in the areas around sylviyevoyi grooves. It fragmentary, reflecting the difficulty of the words and the preservation of a single line of thinking. It is marked difficulty in constructing sentences, violations complex movements of the hands and feet, loss of self-dressing skills that due to space dezoriyentuvannyam. in general, refers to "cortical" symptoms described by terms such as apraxia, Acalculia, alexia, agnosia, etc. (in various forms and combinations). Affective background in these patients may be depressed or euphoric equal or labile.

The presence of depressive symptoms sometimes causing differential diagnostic difficulties. In carrying out differential diagnosis to consider that the combination of "depression - a real dementia" often caused dementuyuchym primary process, which is often manifested by depression, especially if dementia has lines of "subcortical". Depression in this case can be treated with antidepressants, but rarely (and then in the early stages when the clinical picture is dominated by emotional disorders) accompanied by a significant improvement in cognitive functions.

It is believed that the realization of his characteristic intellectual defect if not all, for many patients, at least in the early stages of the disease. In the later stages personality changes and intellectual decline are apparent. Random physical illness can cause confusion deliriynu, leading to a sharp deterioration of cognitive functions. In the final stages marked by incontinence of urine and feces, myoclonus, parkinsonpodibni symptoms, stiffness, seizures, growing phenomenon cachexia, decortication, mutyzmu, marked tendency to develop contracture. Death occurs usually as a result of septic complications.

Traditionally distinguish two forms of AD, according to age, characteristic of the early manifestations of the disease. To 65 debuts with early onset AD, after - late-onset, as reflected in the taxonomy of ICD-10. The first form is probably more to do with genetic predisposition and typical for the families with hereditary AD.

With the prevalence of AD 2,3-10,3% in persons under 65 years, 13-48% - after the age of 65 in some ethnic groups, such as tribes in Nigeria, some tribes of North American Indians HA practically does not occur that sometimes not purely attributed to genetic factors, but also the influence of environmental factors and complexity of detection of this disease in these regions.

Risk factors for AD are: advanced age, the presence of AD among close relatives, Down syndrome, head injury, low educational levels and genetic factors - the presence of certain alleles in 21, 19, 14 and 1-chromosomes. People who have a close relative with AD, the risk of AD is 4 times higher than in the general population, two or more relatives - 40 times larger. But identical twins do not always konkordantni on this basis. Smoking and high educational level - protective factors.

Vascular dementia

Dementia can result from cerebral infarction, atherosclerotic process, hypertension or other cardiovascular disease, in accordance with either acute onset, due to one ischemic episode or gradual, at bezinsultnomu vascular flow process. A single stroke can cause dementia, as well as other violations of cortical functions, type afato-apraktychnyh disorders that can determine disability: well-described typical personality changes, emotional and affective sphere. The term "dementia multyinfarktna" received mostly replaced The standard term "arteriosklerotychna dementia." Psyhopatolohich¬nymy first manifestations of vascular lesions can be emotional and personality disorders, which occur intellectual and memory disorders with characteristic fluctuations degree. Frequent episodes of confusion, especially at night. In some cases, observed episodes of cerebral ischemia, but sometimes they are not a history that can complicate diagnosis. A typical uneven development of the disease with evidence of lacunar loss of mental functions. In somatic examination revealed signs of hypertension and arteriosclerosis and peripheral retinal vessels; possible and neurological disorders such as pseudobulbar palsy and other focal neurologic disorder.

For multyinfarktnoyi dementia usually characteristic uneven course with periods of deterioration, which sometimes reached a partial recovery for several months. About half of patients die from coronary heart disease, the rest - from cerebral infarction or renal complications. Life expectancy after diagnosis - an average of 4-5 years, although it varies widely.

As for the morphological changes multyinfarktnoyi for determining dementia is pronounced organic pathology in the form of local or generalized brain atrophy, ventricular enlargement of the areas of heart attacks and atherosclerosis of brain vessels. Histological picture is determined by multiple foci of heart attacks and ischemia. It was established that the total amount of functionally inactive brain tissue is correlated with the severity of dementia, and the real value is not affected tissue volume, and volume is functionally inactivated due to rupture of the basal ganglia and thalamus areas of the cortex.

A special case is the so-called "subcortical vascular dementia", which corresponds described Binswanger encephalopathy due

hypertension and morphologically determined diffuse white matter demyelination, sometimes with lesions of the brain cortex development "altsheymeropodibnyh" states.

Dementia Pick's disease

Pick's Disease (CP) - a disease described Prague psychiatrist peak in 1892 and regarded it as an atypical variant of dementia. Now HP is referred to a group of degenerative brain atrophy zahvoryu¬van, atrophic lesions characteristic of fronto-temporal cortex and the presence of specific inclusions in the brain tissue - cells Peak. Most are mikrovakuolizatsiyu, astrocytoma gliosis FLD-type cells to form balonopodibnyh or not.

Based on the tops of defeat and features lateralization atrophic degenerative process in the brain of the patient, there are three clinical variants of fronto-temporal atrophy, sometimes successive stages and can be a process.

1. fronto-temporal dementia, in which the double headed note the atrophy of the frontal and anterior temporal cortex, accompanied by gradually increasing emotional and volitional disorders, until the collapse of the core of the individual, in the form of social decline, apathy-abulicheskimi or euphoric-erotic symptom - based the prevalence of lesions or konveksytalnyh orbital cortex, reducing criticism stereotype perseveratsiy, eholaliy in the absence of visual-spatial disorders specific to altsheymerovskyh dementia.

2. The progressive aphasia absence of smooth speech. Observed in predominantly left-sided anterior brain lesions. Loss of smoothness characteristic language, the ability to repeat words. Paraphasias are marked loss of ability to reproduce words to spell orally and in writing, with intact capacity for understanding the meaning of words. Behavioral disorders can manifest itself later to reflect the distribution process in both temporal lobes. In some patients with speech disorders for many years remain the only manifestation of the disease, when it comes to so-called "primary progressive aphasia."

3. Semantic dementia, in which the process mostly involved the frontal parts of both hemispheres, appears multimodal violations - the understanding of words, recognize faces and objects. Stored spontaneous language, which at first glance does not require effort from the patient and is grammatically correct, but a lot of semantic parafaziy in the form of similar-sounding words. Virtually no phonemic disorders characteristic of the previous one. Typical expressed disturbances of naming and understanding spoken and written words, the repetition and reading aloud. Are marked, diagnostic phenomenon, despite the preservation of the ability to copy and compare objects and words. Value semantic disorders in verbal and visual areas reflects the degree of involvement of the left and right temporal lobes. Mental abuse are not typical. The possible accession symptoms of spinal cord motor neurons, the type of amyotrophic syndrome with subsequent respiratory disorders, defining rapid lethal.

"Mental disorders in traumatic brain injuries. Combat trauma 
and its consequences"

Contents and Methods of classes:

1. Introduction

The clinical nature of the concept of "combat stress reaction"

Combat stress reaction (BPT) has a significant place in the structure of military defeats. It is 3-4 times increased psychological morbidity in the army and 10-50% reduces combat effectiveness of the armed forces.

Combat trauma seen as a pathological condition of the central nervous system, especially the pathogenesis and phenomenology which determines the specificity of etiological causes external and internal conditions change under their influence.
The sequence and duration of clinical forms BPT






Clinical manifestations of combat trauma

Acute reaction to combat stress. Staying in the area of ​​fighting accompanied by a number of complex factors such:

- Clearly conscious sense of threat to life, the so-called biological fear of death, injury, pain, disability;

- Stress that with nothing comparable that occurs in the immediate veteran; Along with this is manifested psycho-emotional stress associated with the death of comrades in arms or the need to kill;

- The impact of specific factors combat situation (lack of time, accelerating the pace of action, surprise, uncertainty, novelty);

- Weather and deprivation - lack of full sleep, food and water shortages;

- Unusual for a veteran climate and terrain, hypoxia, heat, high insolation and others.

Combat stress develops according to certain laws. In a predictable situation the person responsible successive actions that shape behavior. If events that threaten life, the immediate reaction of the person primarily determined instincts (preservation, procreation), physical and psychological characteristics of personality. We describe two versions of sharp reactions and stress.

The first option and the most common - is psychomotor agitation, manifested redundant, fast, sometimes inappropriate movements. In such cases, shrinking attention span, which is manifested in the deterioration of detention was arbitrary purposeful activity of a significant number of submissions and the ability to operate them. There worsening concentration. In addition, there is a deterioration of reproduction of information received in poststresovyy period associated with short-term memory disorders. The pace accelerated speech, voice becomes loud malomodulovanym. Often repeating the same phrase, sometimes it is in the nature of a monologue. Judgments surface, sometimes devoid of semantic meaning. Servicemen with acute psychomotor excitement difficult to be in the same position, then they are then raised, moving aimlessly. In addition, such persons observed vegetative disorders - tachycardia, increased blood pressure not accompanied by deterioration or headache, flushing of the face, excessive sweating, sometimes there is a feeling of thirst or hunger. At the same time there may be polyuria and diarrhea.

The criterion for transition of psychological reactions to stress in psychopathology that needs medical (psychiatric) interference with the option hyperkinetychnomu acute reaction to stress is the disruption of inadequate behavior and life-threatening actions, lying perception, sharp psychomotor agitation. In such cases, the clinical picture described by classical psychiatry as "reactive psychosis."

In the second, more severe acute reactions to stress, is slowing of mental and motor activity. At the same time there are depersonalizatsiyno-derealizatsiyni disorders that manifest a sense of alienation of self and the real world. The surrounding objects perceived as amended, and in some cases - as unrealistic, "lifeless". Changing the perception of sounds. Voices of people lose their characteristics (individuality, specificity). There is a sense of change in the distance between surrounding objects - metamorfopsiyi. In hypodynamic variant of acute stress response combatants showing confusion ignore commands and are addressed to language complaints do not have to answer all the questions a little quiet modulated voice. In pathological variants hypodynamic reaction to stress is the man with closed eyes, does not respond to the environment. All the body's response slow, the pupil reacts sluggishly to light, breathing slow, silent, superficial.

After the reduction of acute stress reactions when a real threat disappears, there comes a transition period, the course and duration of which depend on the type postponed combat situation. In transition combatant no complains and by not appealing. During this period, there are sleep disturbances, changes in eating behavior, reduced body weight, increased heart rate and breathing, not related to physical activity, increased blood pressure. There has not noticed an objective, internal emotional stress. There is still uncharacteristic indecision personality and desire to shift decision-making responsibility to others. When credible repeated stressful situation intensified autonomic changes, personality changes and toward the derivation of morality, sharpened psyhosomatozy and hypochondriacal fixation on the unpleasant sensations. Because of continual stress causes a profound change in the form of psychosomatic disorders and threatens the development of PTSD stay in the UN in the development of mental disorders in combatants - limited peacemaker in 30 dobamy. Transition period depending on the severity and duration of continual stress can last from 15 to 30 days. Further, in some cases develops PTSD. Among the factors that facilitate the protection of PTSD include combatant capacity for emotional self-control, the availability of good self-esteem, the ability to timely integration of other traumatic experiences in their lives, and the availability of good social support. The presence of peacekeepers in these socio-psychological qualities protects them from deep and irreversible change of mentality related to combat stress.

Post-traumatic stress disorder (PTSD). PTSD was first described in the US based on a long study of the mental state of American soldiers, veterans of the Vietnam War. In 1980 the term "PTSD" was taken as a clear and reasonable diagnostic category. PTSD can be defined as a condition that develops in a person who has suffered intense emotional stress that is able to be traumatic for any person. Bold PTSD as a distinct nosological groups is important for forecasting its development combatants and to develop needed in such cases specific prevention and rehabilitation programs.

Important risk factors for PTSD include personality traits, including traits dysotsialnoyi behavior and the development of alcohol and drug addiction. This reduces the adaptability of the individual to overcome traumatic stressful experiences. A history of trauma (eg physical abuse in childhood accidents in the past) may increase the risk that after another traumatic event PTSD occurs. Some risk is unhappy childhood and mental pathology and family members. It should also take into account the patient's age. More difficult to overcome given the extreme situation of youth and the elderly. Factors that facilitate the protection of PTSD, include the ability of the patient to emotional self-control, the availability of good self-esteem, the ability to timely integration of other traumatic experiences in their lives, and the availability of good social support. If we consider the contingent of combatants, the PTSD - a syndrome distant in time from being in traumatic situations specific reactions nasharovuvannyam secondary stress - observed among healthy veterans of the war in Afghanistan in 18.6%; chronically ill - in 41.7%; Disabled - at 56.2%.

The etiology and pathogenesis of PTSD. The etiologic factor of psychosomatic diseases in war veterans are fighting stress. According to modern concepts, stress is a collection of stereotypes, phylogenetically programmed reactions when exposed to extreme factors it.

Theoretical models of PTSD are the following concepts:

1) Psychophysiological Model: A-NA-engrams-cognitive disorders.

2) psychodynamic model, ego-stress trigger mechanism Touching upon the importance of children's conflicts.

3) Cognitive model: the destruction of the basic ideas about the world and themselves, nodules sensory impressions.

4) information model, emotional reaction, denial-invasion-processing-completion.

The reactions that occur in the body, is adaptive. They can be viewed from different angles on the system, organ, cellular levels; from the perspective of a psychologist, pathophysiology, biochemist. It is generally accepted that adaptive response of the body under the influence of extreme factors always excessive, because the stress reaction is accompanied not only adaptive, but pathological changes. Generally, the impact of extreme factors is limited in time. In this regard, stress stay near the fighting, exceptionally long, prolonged.

Due to the constant activity of ties between elements of the new functionality over time become stronger and fixed plastic processes. Formation of new functionality (to the extreme) and abnormal (for the usual) the existence of conditions that can be stored for a long time. Moreover, excessive adaptation reactions cause multisystem damage in the body.

We established that the accumulated effects of stress cause multiple changes in a damaged brain cells, particularly neurons in the limbic system. We know that six-hour daily stress for 21 days is reducing the length and number of apical dendrites branched cells limbic complex. This suggests the emergence of significant pathogenic changes in the nervous system combatants who are in extreme conditions is not 21 days, and 12-24 months.

Prolonged and severe stress reaction accompanied by steady and significant neuronal depolarization limbiko-reticular complex. This mechanism leads to the formation of limbiko-reticular system abnormally amplified excitation generator (GPPZ). An obligatory condition for the creation and activities GPPZ is a failure of inhibitory processes in its population of neurons that is associated with prolonged stress and relative Peptidergic systems.

Formation GPPZ acts as a universal pathogenetic mechanism of the pathological process in the nervous system, which is implemented through the formation of pathological systems. Clinical signs of abnormal system determined by the degree of its involvement in the architecture and structures of the central nervous system manifested by various psycho-vegetative symptoms.

Recently developed new conceptual model to explain the pathogenesis of PTSD.

Much popular an information-processing model (model of information processing), proposed by Horowitz. He believes that extreme events occur massive information and ekstero- interoreceptors. The result is information overload. A person experiencing emotions, images and ideas that can not be integrated with itself. As a person affected by extreme situation, can not handle all the excess information, it "goes from consciousness" and is in raw form. Avoidance and emotional deficits act as a protective maneuver to keep

traumatic information in the subconscious. Obsessive mental material effect on consciousness as long as the information is completely traumatic vidpratsyuyetsya.

Green B. L., Wilson J. P., Lind J. D. offered psychosocial model of PTSD. It is based on the information model and tries to explain why when exposed to a stressor some people develop PTSD and others do not develop, considering the systematic interaction stressor, normal reaction to it, individual characteristics, social environment in which experienced trauma.

According to Wilson et al., Person experiencing mental burden as long as the injury has been successfully integrated. Mental stress is defined as a condition where the nature, intensity and importance of the traumatic experience can not be understood in terms of the existing conceptual framework reality. The reason - lack of ego-protective, adaptive mechanisms to stressor that leads to inability to process, through the experience. If a person is in favorable conditions, the probability increases to cope with the trauma and vice versa.

The features of personality, acting on post-traumatic cognitive processing are: His power, efficiency mechanisms of adaptation, the presence of psychopathology, the pre-impact trauma, behaviors, psychosocial status, acquired injury experience, demographic factors (age, education). The factors include social environment, social support, family support, public attitude to the war, the culture, the additional stressors.

There are two types of implementing stress disorder: a growing destabilization and pathological result as PTSD or other pathology (psychosis, pathology character). This Wilson notes that even when diagnosed stabilize the symptoms associated with trauma (excessive vigilance, night terrors, a change in the character).

The validity of this model is confirmed by many studies. Found a correlation with the degree of injury severity of PTSD, lack of social support and the degree of manifestation of PTSD, however, indicated no association between prymorbidnymy personal factors and the development of PTSD. Therefore, the main factors of PTSD are the extent and severity of psychosocial stress isolation during rehabilitation.

T. Keane and colleagues offered the most current edition of the behavioral concept of PTSD (a behavioral formulation). They believe that the emergence of PTSD and support needed two factors: 1) the time between classical conditioned reflex as a reaction to fear is absorbed through the association; 2) developments instrumental conditioned reflex in the form of consolidation of such behavior in which avoid the situation that provokes anxiety.

Conditioned stimuli is the starting signal. This can be thought people life situations. The greater incentive similar to the conventional, more powerful response. Traumatic experience is unpleasant. In accordance with the principles of negative reinforcement behavior that leads to the reduction of negative feeling is reinforced. Disorders of behavior, such as anger, aggression, alcoholism is a behavioral patterns that are supported by their ability to reduce discomfort.

Authors cognitive appraisal model (model cognitive evaluation) pay special attention to important assumptions, making each of us in this world. Traumatic event - the impact that violates our perception of ourselves and the world. Within the concept of PTSD is seen as maladaptive response to frustration main basic concepts. The main ideas by R. Janoff-Bulman, are: 1) understanding of the vulnerability of their own; 2) a clear perception of the world; 3) of himself in a positive world. In Epstein can meet these points: 1) world - friendly, are a source of joy; 2) World - upravlyayemyy; 3) of himself as a decent person.

Therefore, the model highlights the importance of cognitive assessment ideas about the world and about themselves. Trauma destroys the basic idea and if some form of post-traumatic responses are regarded as normal, PTSD - maladaptive response to the disorder of basic concepts.

A. de l Renna suggested psychophysiological model (psychophysiological model), under which lies at the heart of PTSD modulated brain, offset by the increased level of information in response to individuals who have a low level of information flow in the CNS. The author argues that parasympatotoniky have a higher risk of developing PTSD. These individuals feel poor information flow in the CNS as compared to sympatotonikamy. Obviously parasympatotoniky pryvykayut likely to sensory information. The result - an attempt to increase his own brain information flow to enhance perceptual and behavioral functioning. In combat parasympatotoniky better able to withstand the uncertainty and increase the flow of information. Instead of feeling bored, that hunger for information, they feel optimal level of psychophysiological functioning. When no combat situation, the flow of information to the central nervous system decreases to a low level. So, in a familiar environment parasympatotoniky feel the touch of derivation, serious boredom and depression. If a compensatory increase in information flow in the CNS is fixed, it also leads to the symptoms of PTSD, horror, insomnia, hiperpylnosti, impulsive behavior.

In recent years, some scientists have focused their attention on the neurobiology of PTSD. Combat stress leads to activation sympathoadrenal (SAS) and the hypothalamic-pituitary-adrenal (HHNS) systems. Task synergistic action of these systems is to provide the brain with energy and muscle activation attention and memory. Thus there: increase plasma catecholamine levels, lower levels of brain norepinephrine, increased production of 3-methoxy-4-hidroksfenilhlikola, reducing the levels of serotonin and dopamine in the brain, increasing levels of acetylcholine, analgesia, caused by endogenous opioid peptides and other mediators antinociceptive systems.

Hyperactivity noradrenergic neurons during prolonged stress regulated by a prevailing abnormal system hypersensitive to stress factors related to the war. Hyperactivity noradrenergic system may be caused by re-experiencing of the traumatic event. When a state of excessive excitement, there is a memory reactivation mechanisms related to the war.

Van der Kolk VA et al noted the important role of opioid system in the pathogenesis of PTSD. Opioid peptides with their psychoactive properties (tranquilizing effect, reduce aggression, reduce the feeling of inadequacy, the antidepressant effect) modulate the severity of stress. Re-experiencing trauma leads to increased production of opioid peptides and brings a sense of control. When experiencing end, the person goes through the picture exogenous opioid withdrawal.

Criteria for the diagnosis of PTSD. According to ICD-10 PTSD can occur after traumatic events beyond normal human experience. Patients may act as trauma victims and their witnesses. In ICD-10 rubric PTSD encrypted in F43 ( «Reaction to severe stress and adaptation disorder") under the code F43.1. These diagnostic criteria for PTSD meet the criteria for DSM-V, which are more detailed and to differentiate the type of disorder.

Diagnostic criteria for PTSD according to DSM-IV-TR:

A. A person faced with a traumatic event, which took place both factors are listed below:

1. The person has become a party, witness or confronted with an event or events that are associated with the real threat of death or the death of, or serious injury, or a threat to the physical integrity of the person or others.

2. Reaction persons involved in the strong fear, helplessness or horror.

Note: In children, on the contrary, it may appear disorganized or excited behavior.

B. intrusive traumatic events experienced repeated one or more of the following ways:

1. Multiple stress and intrusive recollections of the event, including vision images, thoughts or feelings.

Note: small children may be a tendency to often-repeated game in which prominent themes or aspects of the trauma.

2. Multiple stress dreams about the event.

Note: In children, it can be scary dreams with the content, which is difficult to understand.

3. Actions or feeling as if the traumatic event is repeated (including re-experiencing the feeling experience, illusions, hallucinations, and dissociative vivid memories of some episodes that can occur during waking or in a state of alcohol or drugs).

Note: In young children may experience recurrence of actions that occurred during the injury.

4. Strong psychological exhaustion in case of internal or external associations that symbolize or resemble a certain aspect of the traumatic event.

5. Psychological reactance in case of internal or external associations that symbolize or resemble a certain aspect of the traumatic event.

C. Persevering avoid stimuli associated with the trauma or numbness general reactions (which were observed to injury), manifested by one (or more) of the following ways:

1. Efforts to avoid thoughts, feelings or conversations associated with the trauma.

2. Efforts to avoid activities, places or people that arouse recollections of the trauma.

3. Inability to recall important aspects of the trauma.

4. A marked decline of interest in significant activities or to participate in them.

5. The feeling of exclusion or alienation from others.

6. Limit the ability to show feelings for others (such as inability to love).

7. Feeling short future (eg, lack of expectations about career, marriage, children or their usual duration of their lives).

D. Obsessive symptoms of increasing arousal (which there was no injury), manifested by one (or more) of the following ways:

1. Difficulty falling asleep or frequent waking.

2. Irritability or outbursts of anger.

3. Low concentration ability.

4. Too high a warning.

5. fearful reaction.

E. Duration disorders (symptoms by criteria B, C, D) more than 1 month. There are such a course of PTSD, such as:

- Acute when symptoms persist less than 3 months.

- Chronic if the symptoms persist 3 months or more.

- Prolonged time if symptoms occur within 6 months after the stressor exposure.

In minor cases of PTSD is chronic for years, which may lead to further chronic personality changes (ICD-10: F62.0).

F. disorder causes clinically significant reduction or depletion of functions related to social, industrial or other aspects of the business.

For DSM-IV diagnostic classification was proposed «DESNOS». It can detect more general symptoms that often occur in people who have experienced a strong psychological trauma.

Sub «DESNOS»

I. Changes in the regulation of impulses and preferences.

A. Regulation of attachments.

B. Modulation state of anger.

C. Sexual behavior based on self-abasement.

D. Concerned about suicidal motives.

E. Complications of modulation.

F. too high appetite for risk.

II. Changes in the mind or consciousness.

A. Amnesia.

V. Brief dissociative episodes and depersonalization.

III. Somatic.

A. Digestion.

B. Chronic pain.

C. The symptoms of disorders of cardio-respiratory system.

D. Symptoms speech disorders.

E. The symptoms of sexual disorders.

IV. Changes in self-perception.

A. helplessness.

B. The constant feeling of damage.

S. blame for responsibility.

D. shame.

E. No one understands.

F. minimization.

V. Changes in perception striker.

A. Adoption of false beliefs.

B. idealization assailant.

C. Concerns.

VI. Changes in relationships with others.

A. The ability to believe.

B. Re-victimization.

C. victimization of others.

VII. Changes in values.

A. helplessness.

B. Loss of beliefs that were previously resistant.

The clinical picture of PTSD. Doctor important to understand that a patient with PTSD is not necessarily complaining to the symptoms listed below, and if it happens, it does not associate the symptoms with previous traumatic event.

If you suspect PTSD doctor should tactfully ask the patient with compassion about traumatic events that happened in the past. Early talk of a traumatic situation the patient can give affective reaction that can occur weeping, indicating a deep inner sense of shame. The person excited, avoids eye contact, shows hostility. The clinical picture includes:

- Sleep disorders. Every patient who calls about this disorder, you should ask about the terrible dreams. Since such dreams with PTSD typical photographically precise image really experienced events, this disease should be suspected in any person, living or describing plausible night terrors. Patients may wake up with considerable excitement and sweating can shout some sounds, squeezing or attacking their partners in bed.

- Social avoidance, dystantsionuvannya and exclusion of others, including close family members. In previous non-compliance of the individual, this kind of behavior should give to suspect the presence of PTSD.

- Changing behavior, explosive outbursts, irritability or susceptibility to physical violence against other people.

- Alcohol or drug abuse, especially for the "withdrawal severity" painful experiences, memories or feelings.

- Antisocial behavior or wrongdoing. In the absence of such behavior in teens should think about a diagnosis of PTSD.

- Depression, suicidal thoughts or attempted suicide.

- High level of alarming voltage or psychological instability.

- Non-specific somatic complaints (eg, headaches). In people with PTSD often diagnosed somatic and psychosomatic disorders as chronic muscle tension, increased fatigue, muscle-joint, head, artropodibnoho pain, stomach ulcers, pain in the heart, respiratory symptoms, colic and others.

Depending on the dominant symptoms of PTSD entails the following options: 1) anxiety, 2) astenopodibnyy; 3) dysphoric; 4) somatoform.

Alarm type PTSD is characterized by high levels of somatic and mental unwarranted anxiety for hipotymno colored background with affective experience, at least several times a day, spontaneous, with a hint of obsession ideas that reflect the traumatic situation. The characteristic color dysphoric mood with a sense of internal discomfort, irritation, tension. Sleep disorders are characterized by difficulty in falling asleep dominated in the minds of anxious thoughts about his condition, concern for quality and duration of sleep, fear of intolerable dreams (scenes of fighting, violence, often with violence by the patient). Patients often deliberately delayed sleep and fall asleep in the morning. Typical evening and night paroxysmal states of feeling short of breath, palpitations, profuse sweating, chills or heat tides. Patients seek help on their own and, despite the desire to avoid situations that remind of psychotrauma, seek to communicate, purposeful activity, getting relief from the activity.

Asthenic type PTSD characterized by the dominance of a sense of weakness and sagging. Background understated mood, there is indifference to events before interest, indifference to family problems and service issues. The behavior differs passivity characteristic experience of losing a sense of satisfaction from life. In the minds of the dominant thought to be ineffective. During the week there several times involuntary episodes idea traumatic situation. However, unlike the alarm type, in these cases the idea is not characterized by brightness, detail, emotive and ill defined as paintings with a hint of obsession that arose in the mind. Sleep disorders are characterized by hypersomnia with the inability to get out of bed, unbearable drowsiness, sometimes during the day. Patients rarely hide their feelings and tend to seek help on their own.

Dysphoric type of experience PTSD is characterized by constant internal dissatisfaction, irritation, until the outbreak of anger and rage, against the background of depressed mood. Patients noted a high level of aggressiveness, the desire of others to pour their anger and temper. In the minds dominant idea of ​​aggressive content in the form of punishment imaginary attackers, fights, disputes with the use of physical force, intimidating and forcing patients to reduce their contacts to a minimum. Often can not hold back, and the comments of others correspond frantic reactions, which later regret. Along with this there are spontaneous idea stressful situations stsenopodibnoho nature, often the scene of violence with the active participation of the patients. Outside sick cloudy, with a hint of facial expressions of dissatisfaction and irritation, the behavior is different dismissal. The typical patient behavior avoidance, isolation, maloslivnosti. Actively no complains and get the attention of experts in connection with behavioral disorders recorded by friends and colleagues.

Somatoform different type of PTSD massive somatoform disorders preferentially localized bodily sensations in cardiology (54%), gastrointestinal (36%) and cerebral (20%) anatomical regions, combined with psycho-vegetative paroxysms. Actually there are symptoms of PTSD in these patients 6 months after traumatic situation to determine these cases as deferred option of PTSD. For patients not typical avoidance behavior formation and not typical of panic attacks, but there are vegetative-vascular disorders with a touch paroksyzmalnosti not accompanied by fear of death or fear of losing sense. Symptoms of emotional numbness and the phenomenon of "flash-back" are rare and are not severe emotional nature. Depressive affect nedyferentsiynoyu hipotymiyeyu presented with severe anxiety and phobic inclusions. Ideatornoy component symptom presented hypochondriacal fixation on bodily sensations and paroxysmal attacks of severe anxiety waiting for their appearance, not hiperzbudzhennya symptoms and experiences traumatic situation.

The primary symptoms of PTSD. All veterans long after the war there were initial symptoms of PTSD. The impact of extreme stressor leading to PTSD manifestations of three constellations: intrusion, avoidance and excessive activity.

Intrusions. Traumatic events constantly experienced one of the following forms:

1) recurrent intrusive memories of traumatic events dystresni;

2) horrible dreams, constantly repeated;

3) unexpected feeling that the traumatic event is experienced again and again (feeling jams in the memory and experience of traumatic events, illusions, hallucinations, and dissociative episodes) arising as active and intoxicated state;

4) intense psychological distress influenced by events that symbolize or similar aspects of the traumatic event (eg anniversary injury).

Avoid. Permalink avoid stimuli associated with the trauma; occurrence of emotional deficits feeling indifferent to other people, which is manifested in the following disorders:

1) intentionally gain unykan thoughts and feelings associated with the trauma;

2) try to avoid any actions or situations that can stimulate memories of the trauma;

3) inability to recall an important aspect of the trauma (the psychic amnesia);

4) reduction of interest in previously important for this species of human activity;

5) a sense of exclusion from others;

6) reduction in the capacity for sympathy and spiritual closeness with other people;

7) sense of "reduced future" (uncertainty about future career marry or life expectancy).

Hyperactivity, shown, at least, two of the following points:

1) difficulty falling asleep or sleep surface;

2) irritability or anger outburst;

3) deterioration concentration;

4) excessive nastorozhlyvist;

5) excessive response to unexpected stimuli;

6) elevated levels of physiological reactivity to events that symbolize or resemble aspects of the traumatic event.

Re-experiencing trauma. There are several forms. For a diagnosis of PTSD, only one of them. Most (80%) option of re-experiencing of trauma - repeated nightly horrors that in the first 2-4 years after the war of troubled veterans. For dreams veterans characteristic sense of helplessness, loneliness in the potential fatal situation, the persecution of enemies shooting and trying to kill him, feeling no weapons for protection. Such dreams are often part of the common dreams of war. In most cases, night terrors is a problem in patients with consequences of concussion of the brain. While talking with his parents, spouses of veterans found that often when they make nightmares during sleep movements of varying intensity.

The second degree of severity of recurring experiences of psychological distress was influenced by events that symbolize or are similar to various aspects of traumatic events, including the anniversary of the war. These manifestations of varying degrees of severity occurred in almost 70% of subjects. Many episodes were the triggers that resembled combat experience and caused unpleasant associations (helicopter flies over your head, about the war, work fotostymulyatora the registration of the EEG, which was associated with the turn of the machine). Veterans have a heightened sensitivity to stimuli that are associated with the war, because of their previous experience and these stimuli can activate the distress and PTSD symptoms.

Recurrent memories of military action (another form of intrusion) are diagnosed more than 50% of combatants. Often seen with sadness the loss in combination with acute emotional pain, re-playing the problematic aspects of traumatic events.

Notes that, despite the discomfort, re-experiencing trauma has adaptive value. Indicated that attempts to avoid unpleasant experiences repeated injuries lead to abnormal development.

Emotional burnout and avoidance of stimuli associated with the trauma. The second important clinical feature of PTSD is "emotional burnout", "emotional hypoesthesia." Most of the veterans surveyed noted a reduction or loss of interest in any activity that is "still liked" feeling of alienation (removal) of others, inability to enjoy, to love, the removal of social life. Emotional problems appear and family life. The couple surveyed describe them as cold, careless, insensitive people. Emphasis is placed on the problems in his personal life in a significant number of veterans - many of them can not marry, including those who had family in the army and immediately after the war, there is a significant number of divorces.

In veterans also found a sense netryvalosti future life (disorder of temporal perspective) as pessimism (hopeless future, the future is not), wait a short life expectancy, waiting calamity in the future.

Symptoms of increased arousal occur, especially sleep disorders associated or not associated with night terrors. There are several options for sleep disorders in combatants, insomnia (violation of sleep, superficial sleep, early awakening, lack of feeling of relaxation after sleep); parasomniyi (motor, mental - night terrors).

Increased irritability, anger, lust for violence is the typical manifestations of another constellation of symptoms of increased arousal. In 95% of cases there is a marked decrease in stability of attention. Increased nastorozhlyvist with 80% of veterans. These symptoms are also a reflection of increased arousal.

Secondary symptoms of PTSD. For secondary symptoms of PTSD observed in combatants for many years, include: asthenia, obsessive-compulsive and dissociative disorders, depression, anxiety, impulsive behavior, alcoholism, substance abuse and drug use, physical problems, disorders of the sense of time, frustration ego-functioning.

For asthenic symptom of the expressed anxiety and irritability against the background of increased fatigue and exhaustion, emotional weakness, worsening of mood, resentment.

Obsessive-phobic symptoms manifest feelings of anxiety and fear, intrusive memories of traumatic events.

In dissociative disorders - hysterical symptom observed increased self-hypnosis and suggestion, desire to attract attention, demonstrative behavior.

For depressive symptom characteristic sense of pessimism and low mood.

For the explosive symptom characteristic irritability, spalahlyvist, anger and aggression.

Psychoorganic syndrome typically occurs in victims of traumatic brain injury (fatigue, dysphoria, disorders of memory, emotions, sleep). Possible short-derealizatsiyni and delirious oneyroyidni disorders.

2. Control the initial level of knowledge of students. Used to control issues (see annex).. 3. Independent work under the guidance of a teacher. The work is in a psychiatric ward. Students receive patients for Supervision acquainted with history. Particular attention is paid to the assessment of complaints, medical history, physical data of laboratory and instrumental studies prescribed treatment. 4. Current control and knowledge of students. Used for current control issues (see annex).. 5. End. The teacher points out errors and shortcomings, sums up the lesson

Appendix 1

PHARMACOLOGICAL means of preventing fatigue

COMBAT EFFECTIVENESS AND RESTORATION SERVICE PERSONNEL

To maintain combat effectiveness, accelerate recovery processes after significant stress, acute and chronic fatigue, exhaustion, disease state of combatants using various pharmacological agents. Special attention is given to pharmaceutical preparations of plant origin. In each case, the doctor decides on the use of various renewable.

Vitamins. Currently used typically complex vitamins. Among the most common multivitamin following.

Undevit - used for speed-power loads of 2 pills 2 times a day for 10 days, then - 1 tablet 2 times daily for 20 days with loads of endurance to 2 pills 2 times a day (the rate of admission - 15 days) .

Aerovit - use 1 tablet 1 per day (the rate of admission - 30 days).

Hlutamevit - contains 10 different vitamins, glutamic acid, ions of calcium, phosphorus, iron, copper and potassium in the form of salts. Dose: 1 tablet 3 times a day during significant physical exertion in hot climates.

Komplevit - contains minerals, salt, multivitamins. Dose: 1 tablet 3 times a day.

Olihovit - contains trace elements of salt. Dose: 1 tablet 3 times a day.

Dekamevit - improves the protective functions of the body, has a tonic effect. Apply with significant physical exertion, sleep disorders, nervousness. Dose: 1 tablet 2 times a day.

Polivitapleks - contains 10 vitamins. Apply with fatigue and exhaustion, for the prevention of vitamin A deficiency. Dose: 1 tablet 3-4 times a day.

B complex vitamins - take in a hot climate, with considerable sweating and vitamin deficiency. Dose: 1 ampoule or 1 tablet 2 times a day.

Vivaptol - contains vitamins C, A, PP, E, vitamin B, minerals. Dose: 1 capsule 2 times a day.

Tetravit - taken after intense exercise in hot climates. Dose: 1 tablet 2-3 times a day.

Askorutin - includes ascorbic acid - 0.05 g rutin - 0,025 g glucose - 0.2 g Vitamin P, which is part of the drug, referred to as biologically active polyphenols; together with vitamin C they strengthen blood vessels and regulate their permeability. Vitamin P operates more efficiently in the presence of ascorbic acid, and is in the process of biological oxidation and recovery has antimicrobial activity. The drug is taken during exercise, 1 tablet 3 times a day.

Evin - a complex of vitamin E and C. Take 1-2 capsules 3 times a day.

Cyanocobalamin and folic acid - a drug that stimulates blood formation, involved in the synthesis of amino acids and nucleic acids in the formation and metabolism of choline. Apply with anemia and other diseases, vitamin deficiency, liver disease 1 tablet 2-3 times a day.

Besides complex vitamins take some vitamins.

Ascorbic acid (vitamin C) - is an effective way to stimulate oxidative processes, improve endurance and recovery, prophylactic acute upper respiratory tract, abrasions, poisoning. It is part of the food mixtures that are taken during the march, fighting in the mountains. The drug is taken orally in tablets of 0.5 g 3 times a day. In the short-term intensive loads recommended to take 150-200 mg of ascorbic acid.

Lack of Vitamin C observed in the winter and early spring due to low vitamin products in these seasons, and shows colds, significant fatigue.

Tocopherol Acetate (Vitamin E) - regulates oxidative processes, contributes to the accumulation of ATP in the muscles, improves performance, especially in hypoxic conditions. In acute fatigue take 1 teaspoon of 5% or 10% oil solution for intramuscular injection - 1 ampoule for 10-15 days under normal load - 15-50 mg 2 times a day for 5-10 days. Lack of vitamin manifested disorders of peripheral blood, muscle weakness, destruction of red blood cells.

Morysterol - a complex of plant sterols (p-sitosterol, kompesteryn, stigmasterol) and natural tocopherols, which are marked with soybean oil. Biological effects - normalization of lipid metabolism, stabilize cell membranes, involved in regulation immunogenesis. Dose: 1 capsule 2 times daily (admission course - 15-20 days).

Calcium pangamat (vitamin B15) - improves resistance to hypoxia, oxygen uptake by cells, increases the synthesis of glycogen in the muscles, liver, myocardium and kreatinfosfatu muscle and myocardium, especially during muscular work. Apply to speed recovery after physical exertion significant when expressed oxygen deficiency, overvoltage infarction, hepatic pain syndrome, when fighting in mountainous terrain. Take vitamin B15 150-200 mg per day for 4-6 days before the competition and the following days pererubuvannya in mountainous terrain.

Pyrydoksalfosfat - coenzyme form of vitamin B6 (pyridoxine) - a beneficial effect on cholesterol and lipid increases the amount of glycogen in the liver and improves the rendering harmless effect, reduces toxicity of ionizing radiation, prevents some vestibular disorders.

The drug is used in chronic hepatitis, lesions of the peripheral nervous system, as well as a preventive tool in venstybulyarno-sensory disorders 1 tablet 3 times a day after meals. When there is a deficiency of vitamin B6 irritability, appetite loss, peeling skin, conjunctivitis, porushayetsya resynthesis of ATP.

Antihypoxic means. According to V. Vinogradov et al (1968), with specific substances antihypoxic properties must meet three basic requirements: 1) improve the body's resistance to acute hypoxia, including boundary; 2) did not significantly alter the activity of the central nervous system, cardiovascular and other systems; 3) does not reduce the physical and mental capacity of the body at its usual provision of oxygen and contribute to its preservation in hypoxic conditions.

These requirements correspond to substances such as cytochrome c, glutamic, ascorbic, aspartic, folic, pantothenic acid, hutimin and others. Preparations positively affect the body in the development of oxygen deficiency. Under their influence, improves overall health, decreases the intensity of the symptoms of hypoxia, improves physical performance.

Bemytil - helps accelerate recovery and improve efficiency. Take 0.25 g for 2-3 weeks either 0.5 g in 10 days.

Glutamic acid (sodium glutamate) - stimulates the oxidation processes. Take 1-2 tablets after leaving the combat zone.

Hutimin - increases the intensity of glycolysis (AE Aleksandrov, 1972), saves glycogen consumption during exercise, limiting excessive accumulation of lactate (G. Bobkov et al., 1972). Take 1-2 tablets after intense exercise.

Tsytamak (cytochrome C) - transfers electrons acting hypoxia. Enter intramuscularly 1 ampoule as a means of recovery, especially in the high index of lactate and before the beginning of hostilities. Allergic reactions.

Drugs that affect the energy and metabolism

Tsernilton - contains minerals and vitamins that have a tonic effect, improves resistance to infection and inflammation. Take frequent recurrent colds, inflammation (bronchitis, prostatitis, urethritis, etc.), As a preventive measure, as well as changing the time zone. Dose: 2-4 tablets a day.

Picamilon - a derivative of nicotine and γ-aminobutyric acid. Removes psychoemotional excitation, fatigue, improves self-confidence and mood, creating the impression of "clear head", has anti-stress effect, removes the distress battle, accelerates recovery, improves sleep. Dose: 1-2 tablets 2 times a day.

 Asparcam - contains asparahinat potassium, magnesium asparahinat. Eliminates electrolyte imbalance in the body, promotes the penetration of potassium and magnesium inside cells has antiarrhythmic effect, reduces the excitability of the myocardium. Take for prevention of fatigue (strain). Dose: 1-2 tablets 3 times a day.

Nootropil - improves metabolism of brain cells. Take for fatigue following a concussion and contusions. Dose: 1 capsule 3 times daily (admission course - 10-12 days).

Succinic acid - improves metabolism. Dose: 1-2 tablets after leaving the combat zone.

Safinor - take a period of intense stress in soldiers of special units, with fatigue, changes in ECG. Dose: 1 tablet 3 times daily (admission course - 10-15 days).

Carnitine chloride - means non-hormonal anabolic nature. Improves appetite, weight gain, normalize metabolism. Take for diseases and conditions that are accompanied by poor appetite, decreased body weight, physical exhaustion, and in traumatic encephalopathy. Dose: 1-2 teaspoons 2-3 times a day.

Kobamamid - is a natural coenzyme form of vitamin B12, which improves the activity of various metabolic processes necessary for many enzymatic reactions vital for the body, plays an important role in the assimilation and protein biosynthesis, metabolism of amino acids, carbohydrates and lipids, and other processes. Take anemia, diseases of the peripheral nervous system, asthenic conditions. Dose: the

1 tablet 3-4 times a day. Often the drug is taken together with carnitine, drinking boiled water with holosasom (or solution of vitamin C with rose hips).

Benfotyamin - has pharmacological properties close to kokarboksilaza and thiamine. Take vitamin deficiencies in the group, astenonevrotychnomu syndrome, dystonia, liver, ECG changes (disorder repolyarizatsiyi et al.). Dose: 1 tablet 3 times a day after meals.

Fosfaden - taking strain at heart. The dose to 100 mg daily for 7-10 days in combination with riboksin. If overdose is often a feeling of "slaughter" of muscles. In this case, reduce the dose, do hyperthermic bath and massage at night.

Complamin - improves blood circulation in the capillaries, resulting in improved providing cells with oxygen, accelerates the oxidation processes in tissues. Take in traumatic brain injury (concussion, contusion), migraine, bruises muscle tissue anoxia. Dose: 1 tablet 2-3 times a day.

Pantocrine - liquid alcohol extract of antlers deer, spotted deer. Take as a tonic in fatigue, neurasthenia, asthenic conditions, the weakness of the heart muscle, hypotension. Dose: 30-40 drops before meals 2-3 times a day or subcutaneously 1 ml per day (rate of reception - 10-12 days). With high blood pressure medication can not accept.

Riboksin - directly involved in glucose metabolism, activates enzymes of pyruvic acid, which provides the normal process of breathing; enhances the effect of potassium orotate, especially in the march, which requires endurance. Take for acute and chronic overexertion of the heart, abnormal heart rhythm, intense exercise and others. Dose: 1 tablet 4-6 times a day, depending on the sport and the athlete's weight (admission course - 10-20 days).

Adenosine triphosphate - formed by oxidation in the process of glycolysis. Especially important for contraction of skeletal and cardiac muscles. Under the influence of ATP increased coronary and cerebral blood flow. Dose: intramuscularly 1 ml of 1% solution daily (admission rate - 20 injections).

Potassium orotate - has antydystrofichnu action, so it can be administered prophylactically at considerable physical exertion. Take for acute and chronic overexertion of the heart, liver and biliary tract, heart rhythm disorders. The dose of 0.5 g 2-3 times a day. Chronic administration observed allergic reactions.

Kokarboksilaza - participates in the regulation of carbohydrate metabolism, reduces acidosis normalizes heart rate. Take with myocardial strain after considerable physical activity, heart rhythm disorders, lack of coronary circulation. Dose: 0.05-0.1 g intramuscularly on a daily basis (often with ATP strain at heart - 0.1-1 g). Course admission - 10-15 days.

Panangin - improves the penetration of potassium and magnesium into the cell and thereby eliminate their deficits. Take with cardiac arrhythmias, myocardial strain syndrome. Dose: 1 tablet 2-3 times per day (the rate of reception - 10-15 days).

Glutamic acid - is involved in the metabolic and oxidative processes in the brain cells, improves resistance to hypoxia, improves recovery processes during exercise improves heart function. Take with significant physical and mental stress. Dose: 1 tablet 2-3 times a day after meals (admission course - 10-15 days).

 Aminalon (gammalon) - is involved in the metabolic processes of the brain. Take with traumatic brain injuries, headaches, insomnia, dizziness associated with high blood pressure. Dose: 1-2 tablets 3-4 times a day. Course admission for injuries 200-300 tablets. For the purpose of rehabilitation dose is reduced to 2-3 tablets a day (taking the course - 10-15 days).

Ginkgo biloba extract (bilobil, bilobil forte, hinkhokaps) - improves blood flow and metabolism in the central nervous system, prevents deterioration of mental activity, improves blood flow to the extremities, reducing the feeling of cold, tingling, numbness and pain. Shows the deterioration of memory and mental abilities, isolation and anxiety, dizziness, noise in the ears, sleep disorders. Dose: 1 cap (40 mg) 3 times a day after meals, course of 1-3 months.

Vita-melatonin - is indicated for the prevention and treatment of circadian rhythm disorders as a result of fast moving between time zones on earth; taking sleep disorders, insomnia 1-2 tablets (3-6 mg) for 30 minutes before bedtime to normalize sleep rhythm and vigor.

Calcium glycerophosphate - affects metabolism, improves anabolic processes. Take under intensive training, overtraining, recovery from major physical exertion, fatigue and nervous exhaustion. Dose: by 0.1-0.3 g 2-3 times a day (often in combination with iron supplementation).

 Ferropleks - includes ascorbic acid, ferrous sulfate. Take during intense workouts, anemia and others. Dose: 2 pills 3 times a day after meals.

Lipotserebryn - phosphorus-containing lipid material brain tissue of cattle. Take during intense physical exertion, fatigue, exhaustion, hypotension. Dose: 1 tablet 3 times daily (admission course - 10-15 days).

 Fosfren take with fatigue, anemia, neurasthenia, when fighting in mountainous terrain. Dose: 1-2 tablets 2 times a day (the rate of admission - 2 weeks).

 Fitin - contains a mixture of phosphorus and calcium and magnesium inozytfosfornyh various acids, 36% organically bound phosphoric acid. Take during intense exercise, with overtraining, functional disorders of the nervous system, vascular hypotension. Dose: 0.25-0.5 g per day (the rate of reception - 10-15 days).

Drugs used in the hepatic pain syndrome. Hepatic syndrome - a frequent phenomenon in sporting activities, especially sports cyclical nature. Several authors (A. Loginov, 1969 3. A. Bondar, 1970; Popper, Schaffner, et al .. 1967) sees the cause of this syndrome in violation of intrahepatic circulatory other (VP Bezuhlыy, 1965 I. M. Shulypenko, 1975) - the lack of oxygen, which adversely affects the structure and function of liver cells. When pain syndrome, hepatic recommend these drugs.

Corn stigma (liquid extract) - take 30-40 drops 3 times a day.

Holosas - syrup that is prepared with condensed water extract of rose hips and sugar. Has choleretic effect. Dose: 1 teaspoon 3 times a day before meals.

 Tea choleretic - taking chronic cholecystitis 2 tablespoons of mixture to fill three cups of boiled water for 30 minutes, strain and drink 1/2 cup 3 times a day 20 minutes before meals.

Methionine - regulates liver function, accelerate recovery processes after significant physical activity. Dose: 0.5 g 3 times a day for an hour before a meal (taking a course - 10-30 days). After 10 days of recommended break for 10 days.

Ziksoryn - enhances the formation hlyukouronidu, promoting excretion of endogenous metabolites and xenobiotics allocated in the form of glucuronide; increasing the number of bile. Dose: 2-4 capsules once after intense exercise.

GLUTARGIN (arginine glutamate) - has hepatoprotective properties and detoksychnymy. Dose: 2-3 tablets 3 times per day (up to 3 weeks).

Essentiale (Enerliv) - includes essential phospholipids, which are key elements in the structure of cell membranes and cellular organelles. Because of the failure of phospholipids disturbed fat metabolism, which leads to fatty liver. Take for acute and chronic hepatitis, fatty liver disease. Dose: 1-2 capsules 3-4 times daily with meals or 5.10 ml for intravenous autoblood 1 per day.

Legalon - includes herbal ingredients silymarin. It acts as a stabilizer of cell membranes and thus protects the liver from harmful influences. Take in acute hepatitis, chronic diffuse liver diseases. Dose: 1 tablet 3-4 times a day.

Kars (Darsyl, Heparsyl) - contains as legalon, silymarin. Take in chronic inflammation of the liver from hepatitis syndrome, as a preventive measure. Dose: 1 tablet 3 times a day.

 Festal - regulates digestion. Take in disorders of the gastrointestinal glands, diffuse liver disease, biliary pathology, violation of digestion. Dose: 1-2 pills during the meal.

 Tranquilizers and sedatives. With significant physical and neuropsychiatric loads of combatants may have neurotic state of anxious waiting, hypochondriacal reactions, reactions glut in need of medical care. Modern medicine has tools to regulate and normalize mental activity servicemen. When selecting such funds should give priority to those that do not cause relaxation (relaxation) muscles without affecting the quality of the profession. When appointing an inadequate number of medications may experience lethargy, drowsiness, impaired attention, violation of proper assessment of the situation, reduced muscle tone. For example, Seduxen and elenium cause muscle relaxation, phenazepam - impairs attention.

 Seduxen (diazepam) cause hypokalemia and can worsen the general condition (Matkovskyi KL et al., 1985), so use it to combatants who have significant physical activity, inappropriate.

Mebikar - sedative. Dose: 1 tablet 2 times a day. When itching drug should be discontinued.

 Nozepam - sedative, hypnotic and anticonvulsant drug. Dose: 1 tablet 2 times daily (last admission for 40-60 minutes before bedtime). In combat nozepam take is not recommended, as it causes drowsiness, muscle weakness, and others.

 Amizyl - calms the central nervous system, enhances the effect of hypnotic, analgesic drugs are mild tranquilizer. Take in asthenic and neurotic reactions, syndrome of anxious expectation, anxiety, premenstrual tension in women. Dose: 0,001 g 2 times a day (taking the course - 10-12 days).

 Tauremyzin - taking with mental and physical fatigue, syndrome perevtomlennya combat. Dose: 5 mg or 30 drops of 0.5% solution 3 times per day (the rate of reception - 10-15 days).

 Ehinopsynu nitrate - taking in the physical and neuro-psychological fatigue, overtraining syndrome, vegetative dystoniy, accompanied by headache, sleep disorder. Dose: 10-20 drops 2 times a day before meals (taking course - 2 weeks).

Glycine (hlitsysed) - Replacement amino acid that acts inhibitory neurotransmitter type and a regulator of metabolic processes in the central nervous system, has neuroprotective, anti-stress, sedative effect, improves metabolic processes, normalizes sleep. Dose: 1 tablet (10 mg) 2-3 times a day, the course of 2-4 weeks
Додаток 2

The most common PHARMACOLOGICAL DRUGS THAT used for the treatment of acute stress response

Pharmacological group and estimated drug doses

Anxiolytic Drugs
Alprazolam orally, single dose - 0.25-0.5 mg average daily dose - 1.2 mg, the maximum - 4-6 mg / day

Clonazepam orally, small dose - 0.5-2 mg, average - 4-8 mg high - 8-16 mg, the maximum daily dose - 20 mg

Diazepam orally, single dose - 5-10 mg (maximum -2-mg), the average daily dose - 15-30 mg (maximum - 60 mg);

/ m, in / in (slow - 0.5 ml for 30 sec.), the average single dose - 10 mg (maximum - 30 mg), the average daily dose - 30-40 mg

Phenazepam internally, single dose - 0.5-1 mg average daily - 2.3 mg, the maximum - 6-8 mg / day

Medazepam internally, a single dose of 10-20 mg, 20-30 mg average daily maximum - 60-70 mg / day

Tofizopam internally, a single dose of 50-100 mg, 150-300 mg average daily for 2-3 hours

Gidazepam internally on 20-50 mg 3 times a day, gradually increasing the dose; 60-200 mg average daily

Lorazepam internally starting dose of 2 mg / day for 2-3 hours, if necessary, dose increased to 6 mg per day

Oxazepam internally, a single dose of 5-10 mg, 30-50 mg average daily maximum (in hospital) - 120 mg / day

hypnotics

Internally zolpidem, 5-10 mg single dose 20-30 minutes before bedtime

Internally zopiclone 7.5 mg at bedtime, after failure to 15 mg

Internally nitrazepam 5-10 mg 30-40 minutes before bedtime

Internally midazolam, 7,5-15 mg at bedtime

Internally temazepam 10-20 mg 30 minutes before sleep

Internally flunitrazepam from 0.5 to 2 mg per night

Flurazepam Internally, 15-30 mg at bedtime

Antidepressants

Mianserin internally initial dose -30 mg (preferably overnight), the average daily 30-90 mg

Trazodone internally of 75-150 mg / day in 3 divided doses up to 300-500 mg, the maximum - 600 mg / day
Tianeptine Internally, 12.5 mg 2-3 times a day

Pirlindon internally initial dose of 50-75 mg / day, the average daily 150-300 mg, the maximum - 400 mg / day

Pipofezin internally, a single dose of 25-50 mg, 100-200 mg average daily for 2-3 hours

Clomipramine Internally, 25-50 mg 3 times a day;

parenterally, by 25-50 mg / day to 100-150 mg / day

Imipramine Inside, the initial dose of 25-50 mg / day, the average daily 150-250 mg (in the hospital - 300 mg / day);

/ m, the initial dose - 25-50 mg / day may be increased to 25 mg to 150 mg / day (3 hours). After reaching effect on the previous method

Amitryptilin internally initial dose of 12,5-50 mg / day, the average daily 150-250 mg once at night or in 2-3 hours

/ m, in / in the drip, the initial dose of 20-40 mg / day. With a good transfer daily dose can be increased by 20-40 mg to 100-150 mg / day. After 7-10 days at reaching effect gradually switching to oral administration, replacing daily 20 mg in injection form 50 mg - in oral.

Maprotilin orally, 25-75 mg / day in 1-3 receptions, maximum - 150 mg / day;

/ m, in / in, drip (within 1.5-2 hours) at a daily dose of 25-100 mg

Neuroleptics

Thioridazine internally 150-600 mg / day (in divided doses), the maximum daily dose - 800 mg (only in the hospital) treatment - no more than 4 weeks;

as an additional product - 75-200 mg / day

Alimemazin internally, the daily dose from 5-10 to 60-80 mg (3 -4 hours), if necessary - to 200-400 mg / day, the average daily 40-50 mg;

parenteral (infusion), the initial dose -25 mg / day, followed by an increase to 75-100 mg / day

Chlorprothixene Internally, 100-600 mg at bedtime

Normotimiky

Carbamazepine internally ranging from 100-200 mg / day, constantly increasing the dose to 600-800 mg / day
Annex 3

PHARMACOLOGICAL most common drugs that is used to treat PTSD and adjustment disorder
Antidepressants

Amitryptilin internally initial dose - 12,5-50 mg / day, average daily - 150-250 mg once at night or in 2-3 hours;

/ m, in / in the drip, the initial dose of 20-40 mg / day. With a good transfer daily dose can be increased by 20-40 mg to 100-150 mg / day. After 7-10 days at reaching effect gradually switching to oral, replacing daily 20 mg in injection form 50 mg - in oral.

Imipramine internally initial dose - 25-50 mg / day, average daily - 150-250 mg (in the hospital - 300 mg / day);

/ m, the initial dose - 25-50 mg / day can be increased to 25 mg / day to 150 mg / day (3 hours). In reaching effect on oral

Clomipramine Internally, 25-50 mg 3 times a day;

parenterally, by 25-50 mg / day to 100-150 mg / day

Paroksetin internally initial dose - 10 mg / day, with little effect dose increased to 10 mg / day at intervals of not less than 1 week to 40 mg / day; the maximum dose - 50 mg / day

Sertraline internally initial dose - 25 mg / day, 1 week dose increased to 50 mg / day, if necessary, the dose may be increased gradually (50 mg / day) for several weeks to a maximum - 200 mg / day

 

Tsitalopram internally initial dose - 20 mg / day once, maximum - 60 mg / day

Fluoxetine internally initial dose -20 mg in the morning; with no effect dose can be increased in a few weeks. The dose over 20 mg / day taken in 2 divided doses (morning and evening); The maximum daily dose - 80 mg.

Fluvoxamine internally, the average dose - 100-200 mg / day once, maximum - 400 mg / day.

Neuroleptics

Chlorprothixene Internally, 100-600 mg at bedtime

Thioridazine internally 150-600 mg / day (in divided doses), the maximum daily dose - 800 mg (only in a hospital), the rate - more than 4 weeks;

as an additional drug - 75-200 mg / day

Alimemazin orally daily dose - from 5-10 to 60-80 mg (3-4 hours), if necessary - to 200-400 mg / day; average daily dose - 40-50 mg.

/ in (drip), the initial dose -25 mg / day, followed by an increase to 75-100 mg / day.

Haloperidol internally by 1.5-3 mg / day in 2-3 hours with a gradual increase in dose (if necessary) to 10-15 mg / day; maintenance dose - 0.5-5 mg / day;

/ m, 5-10 mg 2-3 times a day for several days, maximum - 40 mg / day

Risperidon internally, the initial dose - 1 mg 2 times a day with a daily increase of 1 mg to achieve the effect; average daily dose - 4-6 mg.
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Emergency mental disorders

Hallucinatory-delusional excitement

Diagnostic criteria:

The range of clinical manifestations of delusional experiences and perception disorders can be quite broad.

1. Dreams can have different meanings (persecution, guilt, jealousy, greatness etc.).

2. The perception disorders manifested auditory, visual and other hallucinations.

3. Patients feel fear, anxiety, confusion, sometimes hallucinatory fulfill orders and potentially violent.

4. Often they are angry, tense, do not go to the contact, often speak of "hallucinatory voices" or listen to something.

5. With a sharp violation of patients under the influence of delusions and hallucinations attacking imaginary pursuers or run away to escape from them.

	Algoritm of help

	Help

	1. 1. Keep calm, do not rush to act carefully, without sudden movements.

2. 2. Hide the things that can cause patient injury.

3. 3. Neutralize stimulating factors.

4. 4. Do not leave the sick one to call for help family members and friends.

5. 5. Allow the patient to speak, do not argue, do not criticize.

6. 6. Call the doctor (paramedic) ambulances.

	PMDLD

	1. 1. Run the first stage.

2. 2. immobilize the patient (if necessary):

3.   - To carry out only after the previous measures,

4.   - Impose a leather (nylon) belts with padding for fixing the arms and legs,

5.   - Provide enough medical staff,

6.   - During the procedure to maintain constant contact with the patient, to calm him.

7. 3. To determine vital parameters (blood pressure, pulse) every 5 minutes.

8. 4. Enter a 2.5% solution of chlorpromazine 2 ml / m.

	PLD
	1. 1. Run the first and second stage.

2. 2. A strong excitement, tendency to aggression, anger in / enter 4 ml of 2.5% solution of chlorpromazine 10-20 ml of 5% glucose solution, blood press

	Transportation

	
	When the relative stabilization of vital functions continue measures set out above, and immediately taken to the nearest psychiatric hospital.


Excitement depressed (agitation)

There depression in patients with a sharp strengthening of depressive feelings.

Diagnostic criteria:

1. The catastrophic increase a sense of unbearable sadness, hopelessness, despair.

2. Patients fuss, cry, cry, howl, howl.

3. Actively suicidal tendencies manifest themselves.
	Algoritm of Help

	HelpВзаємодопомога


	1. 1. Keep calm, do not rush to act carefully, without sudden movements.

2. 2. Hide the things that can cause patient injury.

3. 3. Neutralize stimulating factors.

4. 4. Do not leave the sick one to call for help family members and friends.

5. 5. Allow the patient to speak, do not argue, do not criticize.

6. 6. Call the doctor (paramedic) ambulances.

	PMDLL

	1. 1. Run the first stage.

2. 2. Introduce 2.0 ml of 2.5% solution of chlorpromazine / m.

3. 3. Control blood pressure.

	PLD
	1. 1. Run the first and second stage.

2. 2. Enter 2-4 ml of 0.5% solution of diazepam in 20 mL of 0.9% sodium chloride / w.

	Transportation

	
	When the relative stabilization of vital functions continue measures set out above, and immediately taken to the nearest psychiatric hospital.


Manic Excitement

Diagnostic criteria:

1. increased background mood.

2. Language and psychomotor agitation.

3. A significant irritability, hostility towards others.

4. Patients can express ideas of persecution. Language patients fast, chaotic by numerous ideas, phrases often not finished, they jump from one topic to another.
	Algoritm of Help

	Help

	1. 1. Keep calm, do not rush to act carefully, without sudden movements.

2. 2. Hide the things that can cause patient injury.

3. 3. Neutralize stimulating factors.

4. 4. Do not leave the sick one to call for help family members and friends.

5. 5. Allow the patient to speak, do not argue, do not criticize.

6. 6. Call the doctor (paramedic) ambulances.

	PMDLD

	1. 1. Run the first stage.

2. 2. Introduce 2.0 ml of 2.5% solution of chlorpromazine / m.

3. 3. Control blood pressure.

	PDL
	1. 1. Run the first and second stage.

2. 2. Enter 2-4 ml of 0.5% solution of diazepam in 20 mL of 0.9% sodium chloride / w.

	Transportation

	
	When the relative stabilization of vital functions continue measures set out above, and immediately taken to the nearest psychiatric hospital.


Appendix 5

PRELIMINARY ASSESSMENT OF KNOWLEDGE psychiatry

1. The patient complains of discomfort that occur in different parts of the body and internal organs, and sometimes "very burdensome sense of contraction, twisting, turning." Can not describe my pain. Repeatedly asked for help from doctors, passed examination and treatment in therapeutic clinic. The result was inefficient. Directed to consult a psychiatrist. What is described psychopathological syndrome:

A) hypochondria;

B) Neurotic;

B) paranoid;

 D) Senestopatychnyy *.

2. The patient complains of extremely bad condition experience their own feelings of alienation, inability to experience emotions. Surrounding objects are perceived by him as false, people seem to be two-dimensional and flat figures. The patient is difficult to describe his condition, he feels one that actually exists. Who described the syndrome:

A) depersonalization-derealization *;

B) Dysmorfofobiyi;

B) Kandinsky-Klerambo;

 D) Manichean delusions.

3. Patient sad expression on his face, thinking slow. Dominated by the thought of his own inferiority, hopelessness, pessimistic forecasts for the future. Notes depressed mood, lethargy, lack of energy. Decreased appetite, familiar food - "like grass". Sleep disturbed with early morning awakenings. The mood and activity changes throughout the day. In the evening, the state improved. What condition is described:

A) Apathy;

B) asthenia;

B) * Depression;

D) dysphoria.

4. The emotional state of the patient - a mixture of sadness, anxiety, depression and fear of wanton hnivlyvistyu and anger that occasionally develops without regard to external circumstances and situation. Expressed growing anger suppressed, gloomy depression, nagging dissatisfaction, paraksyzmalnymy outbursts of anger and malice of destructive and aggressive actions. What condition is described:

A) agitated depression;

B) An angry mania;

B) dysphoria *;

D) dysthymia.

5. The patient is active, agile, hectic. Resists examination. He says quickly, loudly. Sayings spontaneous, incoherent. What is the condition described?

A) delirium;

B) Psychomotor agitation *;

B) catatonic excitement;

D) amentia.

6. The patient is taken to the district hospital from the theater of operations. External examination revealed no injuries and damage. The patient is immobile, lying in an awkward pose, eyes watching others, the question is not responding, facial expressions and displays pantomimika intense affect, suffering and despair. When referring to his silent, but his face and neck covered with red spots, while trying to investigate resists. Matters relating to his participation in the fighting, causing a storm of autonomic and emotional responses. What is the condition described?

A) Acute reaction to stress. Psychogenic stupor *;

B) Catatonia syndrome;

B) paranoid syndrome:

D) specific personality disorder.

7. A patient diagnosed with pneumonia taken from the theater of operations. Against the background of high temperature (41 ° C), the patient developed psychomotor agitation - he tried to run around the branch, believed that water flows on the walls, the windows shoot. Shouted military command, others called the names of their colleagues. Shouted that "grenades and bullets ended." After the introduction of sedatives fell asleep. In the morning kept the memories of experienced state. What psychopathological symptoms.

A) delirious syndrome *;

B) The acute reaction to stress;

B) hallucinatory-paranoid syndrome;

D) Manic Syndrome.

8. The patient keeps aloof, gestures, talking, swearing without a companion. With purposeful questioning revealed that hears the voices of men who turn to him, intimidated, laugh, give orders. Properly called personal information understands what is in a psychiatric clinic that focuses in time. What psychopathological symptoms.

A) verbal hallucinosis syndrome *;

B) delirious syndrome;

B) Manic syndrome;

D) Military neurosis.

9. The patient at age 25 brought by ambulance due to inadequate aggressive behavior. When questioning reports that his "new kind of radiation is irradiated, wanting to get to perform the tasks of a criminal organization." The patient said that the "voice" of the head inside the head. "Voice" requires unquestioning obedience, points to the "enemies of the nation" and threatened with death in case of "apostasy." Thoughts patient correction is not exposed when trying to alternative views and beliefs become more suspicious, angry, compresses fists Zhmury eyes, silent. He considers himself mentally healthy, and his hospitalization "arranged enemies." Identify psychopathological syndrome:

A) personality disorder. The syndrome of overvalued ideas;

B) hallucinatory-paranoid syndrome *;

B) does not suffer a mental disorder, is under the influence of psychotropic weapons;

D) delirious syndrome.

10. Patient '17 addressed the physician with complaints of malaise, chills, runny nose, muscle aches and joint pain, nausea and diarrhea. Requests to write to him painkillers and anti-anxiety drugs ( "I better help tramadol and diazepam solpadeyin"). Keeps perverse generation, nervous, rude, without a sense of distance. Delusional ideas, perception deceptions were found. On examination, pupils dilated, sluggish reaction to light. The skin forearms traces of injections. Throat mucosa pale pink, clean the lungs vesicular breathing, tachycardia - 100 bpm for 1 min. On that diagnosis should think first?

A) Acute respiratory disease;

B) Food poisoning;

B) personality disorder;

D) State of opioid withdrawal. *

11. With the performance characteristics serviceman called up for mobilization, "tried to interest others fictional stories, which featured dating famous people, always striving to be in spotlight violates dress bright elements - wearing a red scarf. Shameless, deceitful, mannered, theatrical, demonstrative. His duties not, tends to shift responsibility and burdens of military service to other soldiers. " With what the diagnosis soldier should be sent to consult a psychiatrist?

A) Adaptation disorder;

B) Demonstrative (hysterical) personality disorder *;

B) Schizophrenia;

D) cyclothymia.

12. What characterizes somatovegetativnyh Protopopova triad?

A) tachycardia, mydriasis, diarrhea;

B) tachycardia, mydriasis, constipation *;

B) tachycardia, miosis, constipation;

D) bradycardia, miosis, diarrhea.

Final ASSESSMENT OF KNOWLEDGE psychiatry

1. What is the definition better reflects the notion of "combat stress reaction" (BPT):

A) BPT - "reaction to stress on the battlefield."

B) BPT - "synonymous with post-traumatic stress disorder."

B) BPT - "a synonym of war neurosis".

D) BPT - "Combat trauma seen as a pathological condition of the central nervous system, especially the pathogenesis and phenomenology which determines the specificity of etiological causes external and internal conditions, which vary in their effects. Use of the term due to the inability construction etiology combat stress disorders to any one factor (psychogenic, fiziohennoho, somatogenically) and also to the need to unite in a common clinical and dynamic group of different severity and exterior design options - from relatively mild prepathological reactions to changes in personality acquired with the merger irreversible organic processes. "*

2. What are the signs of general adaptation syndrome is unnecessary in the present list:

A) Phase "anxiety" (mobilization).

B) Phase resistance.

B) Stage of exhaustion.

D) * Stage psychosis.

3. What is the feature adaptation syndrome may indicate the beginning of maladjustment soldier in a combat situation:

A) Change in motivational sphere - increased strength, quality and content of motivation.

B) lowering the threshold of feeling, thinking activation, increase the speed of thought.

C) The emotional recovery, hope for a favorable outcome of the fighting, increase endurance, reduce pain sensitivity.

D) fatigue, violation of attention, weakening of will or contrary unjustified exaltation *.

4. ICD-10 (F43) lists the following diagnostic categories related stress. Choose the wrong answer:

A) The acute stress response.

B) Post-traumatic stress disorder.

B) Adaptation disorders.

D) specific personality disorder. *

5. Prerequisites resistance to stress is all of the above except:

A) High emotional and volitional stability.

B) Psychological resistance.

B) One acquirement process stress (coping).

D) drug or alcohol intoxication during the stress. *

6. Successful strategies acquirement stress (coping) are all listed, except:

A) The direct actions of the individuals active in order to reduce or eliminate risk (attack or escape).

B) Indirect or mental form - without direct action, such as displacement ( "It does not concern me") revaluation ( "It's not so dangerous"), oppression, switch to a different form of activity, change of direction passion for its neutralization and etc., due to the impossibility of direct action through internal or external braking.

B) acquirement without passion as a real threat of identity is not provided.

D) regression - a return to the frivolous, children's behavior. *

7. Patient K. 32 years, while walking with a 6-year-old son near the river, which slipped and fell into the water. Save the boy failed. Once the patient saw her son's body, it mutism, she frantically prytyskuvala hands to his chest. Not blinking and staring into space stereotypically repeating his name. Others claimed that he went back and soon. "Interview" with him. Running along the bank of the river and called it something chatted, refused to leave the scene of the tragedy after her son's body was taken. Ambulance hospitalized in a psychiatric clinic. The clinic refused to go to bed, waiting for the return of his son, trying to get out of the door to the Chamber office. What is the condition described by the patient?

A) The acute stress response. *

B) Adaptation disorder.

B) Post-traumatic stress disorder (PTSD).

D) Hanzera syndrome.

8. Post-traumatic stress disorder (PTSD) is characterized by all the signs, except:

A) PTSD resulting from mine-explosive injuries *.

B) The patient been exposed to stressful situations, short or long, exceptionally threatening or catastrophic nature, which can cause distress in general any person.

B) The patient constantly re-experiencing the effect of the stressor in intrusive reminiscences, vivid memories or dreams that repeat.

D) The symptoms of PTSD occur no later than 6 months after a stressful event.

9. Treatment of PTSD includes the following except:

A) Study of thoughts and feelings about the traumatic event.

B) Changing feelings and distrust.

B) Study of methods of overcoming life's symptoms and problems caused by PTSD.

D) The study of altered states of consciousness *.

10. For the treatment of PTSD, the following drugs except:

A) antidepressants (mainly SSRIs).

B) Beta-blockers.

B) sedatives.

D) Typical antipsychotics (chlorpromazine, haloperidol, etc.). *.

11. Patient A. Heredity is not burdened by mental illness. Early development normal. Grew agile, active boy. In premorbide alive, active, good-natured man. Vocational education - mechanics. He is married and has a son. Since '24 drink alcohol. Binge wore a situational type euphoric intoxication. From 29 years was binge drinking 5-7 days, usually in the autumn. Binge began with anxiety, causeless melancholy, insomnia. At the same time observed "lucid intervals" with complete abstinence from alcohol. A psychiatrist or psychiatrist is not treated. Called up for mobilization. He took part in the fighting in the south-east. While in the theater of operations experienced periods of bad mood, therefore, consumed alcohol. While on vacation in September 2014, addressed to a psychiatrist at the initiative of the wife on depressed mood, insomnia and excessive alcohol consumption. Hospitalized in a psychiatric clinic HVMKTS.

Mental status: looks older than his years, a sad expression on his face, shoulders drooping, sutulytsya. Fully focused, accessible contact. It is logical, consistent, but the answers are quiet short. Complained of poor overall health, weakness, anorexia, decreased performance and vitality. I do not want to do. Feels tight, feeling unbearable stress, fear and expectation of something bad, the complete absence of interests and desires. Condition varies throughout the day - worse in the morning and improves the evening. Sometimes there is unreasonably depression, sleep disorders as sleep problems and nighttime awakenings, dreams in the present war and other events experienced during life unpleasant situations. The department selectively sociable. Disorders of perception, not delusional ideas. Memory, attention is not affected. Intelligence is responsible to get an education.

Choose the correct answer diagnosis:

A) Post-traumatic stress disorder.

B) Depressive Episode. Larvovana depression narkomanichnyy option *.

B) Mental and behavioral disorders caused by alcohol. Psychotic disorder with prevalence of depressive symptoms.

12. Patient B., 28 years old. I entered a combat zone in the regional psychiatric hospital in a state of acute VIC excitement. In the general ward constrained. Is in constant motion, fast running from corner to corner, trying to disperse the bump on his head in the door, scratching his face and neck, beats his fist in the chest. Frightened facial expression, eyes wide open, often squints or rolls up. Eyelids small shudder. Most Sorrowful face distorted grimace. He cries out certain phrases and words, delivers them intermittently, patter, continuously changing the tone of voice, he speaks barely audible whisper, then began frantically scream piercingly vyschyt. At times chanting the words he utters or automatically approved childhood rhyming phrases. His remarks related to the situation of war, expressing fear, resentment, anger and fear: "Why? ... Uhu.y.aha .. (howling) do not want to die. .Tolika Vbylyyu bastards ... .. (suddenly jumps up, knocking his fists on the door). Give ... Give live to live (has his hands). No death! ... No death! ... What? For what?". Howl, throw up their hands, tearing their hair out. Eyes full of terror and fear, his face distorted. Vhamovuyetsya a while, then gets excited with fragmentary statements. "My brothers. Everything! .. End Why? ... Killed. Ryyut.uzhe dig. End. Amen ... (swearing swearing). Let us live! "And the like. What is the condition described?

Spend dyferentsiyyy diagnosis.

A) catatonic schizophrenia.

B) The acute stress response. Reactive psychosis from acute linguistic confusion *.

B) Adaptation disorder.

D) Manic episode.
"Mental and behavioral disorders due to use of alcohol"
1. The aim: to improve the knowledge of students about mental and behavioral disorders due to use of alcohol

2. Educational targets: As a result of studying educational material on this topic students should

Know:

• definition of alcoholism;

• criteria for the diagnosis of alcoholism;

• stage of alcoholism;

• peculiarities of the various components of abstinence;

• types of psychotic disorders, occurring in the structure of alcoholism;

• social and medical consequences of alcoholism;

• alcoholic psychoses: forms, clinical manifestations.

Be able:

• identify signs of alcohol abuse;

• identify signs of alcohol abuse (psychological and physical dependence);

• determine the stage of alcoholism;

• determine the nature of mental disorders in patients with alcoholism;

• determine the form of alcoholic psychosis.

3. The educational purpose of the lesson, students form the algorithm confident action to identify and justify the closest forecast possible changes of the patient and his behavior;

4. Training time: 1 hours (45 minutes).

5. Place of employment: department, psychiatric ward.

6. Educational material support:
	Discipline
	Have to know and to do

	Neurophisiology and Anatomy
	Neurophysiological providing emotional relationship of the cerebral cortex of stem reticular formation and higher autonomic centers; anatomic and

fiziolohychnyy relationship nervovoi yendokrynnoi and regulation of life processes and their impact on yemotsii; the concept of "emotional brain" (circle Paypetsa}, its structure, role and zlementy structure and physiology of individual structures that it includes: the hypothalamus and its role in the regulation of basic needs and "coarse" expressions power of, amygdala and ii role in shaping behavior (syndrome Klyuver-Bucilly), the role of the hippocampus, mamilyarnyh bodies and other structures that are both systems, lateral relationship providing the features and function of Emotional pakm'yati the role of "non-specific" or "clock" (front and median) nuclei of the thalamus as "switching village ", which connects the brain with emotional inshymy structures. pathophysiological mechanisms that explain the development of alcoholism, including as a result of emotional pathology: kindlinh (swing, arson) rhythms and vital role ix disorders, the role of light.

	Neurochemistry
	- Neurochemistry neurotransmitter systems that are considered basic for understanding the interaction of alcohol with the nervous system. Ethanol molecule is very small, has a simple structure and, in small amounts is a product of normal cell body. Thus, bilshostinarkotykiv Unlike alcohol has a special receptor, through which he could realize psychotropic effects. According to today's opinion pharmacological effect of alcohol linked to his ability, in high concentrations, change the properties of cell membranes, changing the characteristics inherent in the normal state of neurotransmitter receptor sensitivity. The greatest impact is on the system, which uses gamma-amino butyric acid (GABA) as a neurotransmitter, and is the most common and important braking system CNS. The effect of this receptor controlled and modulated by receptors for barbiturates and benzodiazepines. This explains the fact that the clinical picture of intoxication and shozhesti abstinentsiyi that is like the abuse of these substances and alcohol. It is believed that this system is the base expansion AH "chemical kindlinhu" behind the formation of physical dependence on alcohol withdrawal symptoms and paintings. At the same time indicated the ability of alcohol to influence the activity of neurotransmitter systems may explain inshi elements of picture characteristics including alcohol intoxication, psychological dependence and so on. This applies, in particular, a system of endogenous opioids (endorphins and enkephalins) that are involved in the regulation and modulation of pain and emotional processes. Activation monoaminerhichnyh (noradrenerhichnoi and dofaminerhichnoi) the systems for eyforizuyuchyh base effects related to intoxication and development of psychological dependence. In addition to indicating important for understanding the mechanisms of and dependence on the development of alcoholism and drug addiction is knowledge of processes and systems that are considered basic for the activity of the emotional sphere and its disorders. Role monoaminerhichnyh (noradrenerhichnoi and dofaminerhichnoi) systems with emotional arousal and his lack of emotion and the formation of joy, anxiety. Classical theory neyrohimichnoi bases of depression and mania. Role sero'honinert'ichnoi. the system Modern theories of the formation and zmotsiy ix violations. Data on lowering levels of serotonin and its metabolite (5NIAA) in the spinal fluid of those who skoily suicide or homitsyd. Biochemical reactions collapse alkohlya (role of acetaldehyde), neurotransmitters, their precursors (tryptophan - serotonin, phenylalanine, tyrozin, DOPA - norepinephrine and dopamine) and metabolite (serotonin - 5NIAA, norepinephrine and dopamine - MNRG, VMA), and role in dyahnostytsi and therapy drug addictions.

	Propedeutics of Psychiatry
	Objective signs of alcohol abuse - an odor, discoloration and skin turgor; Tattoos specific content; zvuzhenizinytsi intoxicated or expanded during the withdrawal; inhibition of speech and action, broken articulation intoxicated or excitement, nevtrymnist, pryskorenist language in absynentsiyi aggression; autonomic changes (rhythm disturbance of sleep, vitality, periods of increased or decreased appetite, withdrawal autonomic components) that characterize the different states in patients with alcoholism.

- Fundamental concepts that use to display different states found in patients with alcoholism.

- Intoxication or drunkenness - a state of altered mental and / or physical activity due to symptoms from alcohol, specific for the given material.

- Tolerance - the ability of the individual to take alcohol without specific manifestation of this substance effects in mental and / or physical area. Tolerance may be different for different components influence of alcohol.

- Abstinence or withdrawal syndrome - the state. That is caused by alcohol concentrations fall below a level that ensures equilibrium in the patient. Like sp ^ yaninnya characterized by symptoms specific to alcohol as a particular drug.

- Psychological dependence - a condition characterized by changes in the lives of patients with alcoholism that vidibrazhayut failure of his mental functioning without being in a state of alcoholic intoxication ____. Characterized components such as anhedonia sober (inability to experience pleasure from life); addiction to alcohol; psychological dependence - life, plans, memories through the lens of perception are called ^ Knitting with alcohol

(Talk about events related to alcohol, plans for the future for our friends, space walks, etc.). Physical dependence - a state body, characterized reorganization balance the different systems of the organism in such a way as to balance the constant presence of alcohol in the body and be able to keep functioning at a sufficient level. This condition is characterized by increased tolerance to alcohol or withdrawal symptoms arising from disbalansu, linking with falling drug concentrations below the equilibrium.

- Hangover - alcohol for correction of mental and physical ill health associated with withdrawal syndrome. Typical for patients with alcoholism. Indeed facilitates patient's condition without immediate of intoxication.

- Postintoksykatsiynyy state - the risks of excessive alcohol (usually the previous evening) zv'zani with high concentrations of acetaldehyde. Unlike hangover, alcohol is perceived without desire, and the state is facilitated only after the visible intoxication.

- And alcoholism stage - the stage of the disease, which is characterized by the formation of psychological dependence (maybe oziznanoyu or not) and increasing tolerance to alcohol.

- P alcoholism stage - the stage of the disease, which is characterized by the formation of physical dependence on the background of continued growth plateau or tolerance and typically oziznanoyi psychological dependence.

- III stage of alcoholism - the stage of the disease, which is characterized by the formation of encephalopathy and inshoyi organ pathology due to toxic effects of alcohol. Tolerance reduces the symptoms of alcohol intoxication pronounced and easily pass into the phenomenon of withdrawal

 


RELEVANCE OF THE TOPIC

Alcoholism - is the most common variant of addiction, which is the result of traditional European culture alcohol plant origin. Historically, birth akoholizmu as drug binding with the development of manufacturing technology (and use!) And distilled alcohol beverages made from them. Chronologically - a period of great geographical discoveries and technical inventions in physics and chemistry. Then, in the 17th age in Britain were first described symptoms associated with excessive alcohol consumption. Specificity of alcoholism, relationship with cultural traditions, extraordinary prevalence and impact on the gene pool of human resources and society failure "Companies", which introduced to deal with it in the former Soviet Union, alcoholism make one of the most important problems of psychiatry, medicine and society in general. Like all drug addiction, alcoholism suprovodzhuyutsya craving for drinks containing ethyl alcohol, mental development and physicallyand dependence, and as a consequence, constant or intermittent use them in increasing doses. At the heart of alcoholism are 2 main factors of premorbid personal inclinations of the patient and narkohennist matter. The development of alcoholism is more common in people with psychopathic traits circle unstable, hysterical or infirm and people with defects of education, social adaptation problem. The main effects of alcohol that make it attractive to patients:

eyforizuyuchyy, soothing, hypnotic, bolevtishayuchyy and exciting. Chronic intoxication leads to significant changes psyhychnoho of man, pronounced changes of personality, social degradation. Gradually zrastayut and somatic-vegetative changes. The growing number of people who drink alcohol, insufficient effectiveness of therapeutic interventions, social problems related to drinking alcohol and doing extremely important to have knowledge of drug the doctors beloved profession. In view of the above, the possession of skills diagnosis of alcoholism and its complications is an important component of practice doctor.

CONTENTS THEME:

Psychotic states observed in patients with alcoholism may be acute and chronic. Acute observed tend In connection with withdrawal or intoxication (much less). These include, in addition to the classic delirium that appears 3-4 days of abstinence, include acute alcoholic hallucinosis (true auditory hallucination threatening content with partial or complete criticism that

completed these for a week or two) and acute alcoholic paranoyid (halyutsinatorno-paranoid syndrome with ideas of persecution, fear and emotion without violating orientation that ends within a few weeks). An important feature of all three is a clear link to the start of the withdrawal, even allowing some scientists to consider their "atypical" or "ore, container names" option abstinentnoho delirium. By chronic alcoholic psychosis include chronic alcoholic halyutsinoz (auditory true or psevdohalyutsinatsiyi, monotonous in content with partial criticism that nevistupno or hvylopodibno pursue the patient for months or years), chronic alcoholic paranoyid (ideas of persecution or jealousy bshdni content, monotonous, may vidryvchastymy accompanied by hallucination, continuing a long time may cover oneself sick, but carry a danger to those delusions is the object of building) Korsakov psychosis (fiksatsiyna amnesia, konfabulyatsiyi, psevdoreministsentsiyi, disorientation in space and time, along with typical alcoholic polyneuropathy ). Chronic alcoholic psychoses observed in stage III disease associated with organic disorders of the brain and a relatively resistant treatment.

Delirium tremens - "white fever" - begins against the backdrop of hangover. The main symptoms are sleep are violations, dezoriyentuvannya in time, place, illusion, hallucination, delusions, agitation, Somatic disorders. Sleep becomes surface, threatening dreams. There hipnohohichni hallucination. Hallucination, usually visual. Seen small animals. Further hallucination are varied. Patients excited, active - struggling with threatening images.

One of the regular features of alcoholic delirium is a tremor of the hands or the whole body, nystagmus.

Pathological intoxication - acute intermittent psychotic state. Continues minutes, sometimes - hours. Suddenly comes a profound disturbance of consciousness and amnesia raptom.Vidmichayetsya expire. Pathological intoxication occurs after taking a small amount of alcohol. Externally patients are fully coordinated, have a purposeful motor acts. The behavior is caused by internal psychotic factors that can be changed to anger, which leads to aggressive behavior.

"Alcohol-induced psychoses"

1. The aim: to improve the knowledge of students about alcohol-induced psychoses. 
2. Educational targets: As a result of studying educational material on this topic students should

Know:

• The main types metalkoholnyh psychoses, classification;

• metalkoholnyh pathogenesis of psychosis

• The course, the weather and pathomorphosis metalkoholnyh psychosis

• Key stage course of alcoholic delirium;

• Hospital drug addictions and substance abuse. Definition. Terminology. Common clinical manifestations are able to:

• examine a patient with alcohol-induced psychoses,

• using method of clinico-pathopsychological research;

• diagnose psychosis;

• diagnose major syndromes;

• diferential diagnose and diagnosis of different types of psychosis;

• diagnose alcoholic delirium;

• identify the main syndrome;

• justify syndromic diagnosis;

• identify and justify the choice of mode of supervision of patients.

3. The educational purpose of the lesson, students form the algorithm confident action to identify and study the next forecast possible changes of the patient and his behavior; methods for prevention of cerebral edema.

4. Training time: 1 hour (45 minutes).

5. Place of employment: department, psychiatric ward.

6. Educational material support:
3.1. Main basic knowledge, skills, necessary for independent study and assimilation of themes and based on interdisciplinary relations:

	Discipline
	Have to know and to do

	Neurophysiology and Anatomy
	Neurophysiological providing emotional relationship of the cerebral cortex of stem reticular formation and higher autonomic centers; anatomic and

fiziolohychnyy relationship nervovoi yendokrynnoi and regulation of life processes and their impact on yemotsii; the concept of "emotional brain" (circle Paypetsa}, its structure, role and zlementy structure and physiology of individual structures that it includes: the hypothalamus and its role in the regulation of basic needs and "coarse" expressions power of, amygdala and ii role in shaping behavior (syndrome Klyuver-Bucilly), the role of the hippocampus, mamilyarnyh bodies and other structures that are both systems, lateral relationship providing the features and function of Emotional pakm'yati the role of "non-specific" or "clock" (front and median) nuclei of the thalamus as "switching village ", which connects the brain with emotional inshymy structures. pathophysiological mechanisms that explain the development of alcoholism, including as a result of emotional pathology: kindlinh (swing, arson) rhythms and vital role ix disorders, the role of light.

	Neurochemistry
	Neurochemistry neurotransmitter systems that are considered basic for understanding the interaction of alcohol with the nervous system. Ethanol molecule is very small, has a simple structure and, in small amounts is a product of normal cell body. Thus, bilshostinarkotykiv Unlike alcohol has a special receptor, through which he could realize psychotropic effects. According to today's opinion pharmacological effect of alcohol linked to his ability, in high concentrations, change the properties of cell membranes, changing the characteristics inherent in the normal state of neurotransmitter receptor sensitivity. The greatest impact is on the system, which uses gamma-amino butyric acid (GABA) as a neurotransmitter, and is the most common and important braking system CNS. The effect of this receptor controlled and modulated by receptors for barbiturates and benzodiazepines. This explains the fact that the clinical picture of intoxication and shozhesti abstinentsiyi that is like the abuse of these substances and alcohol. It is believed that this system is the base expansion AH "chemical kindlinhu" behind the formation of physical dependence on alcohol withdrawal symptoms and paintings. At the same time indicated the ability of alcohol to influence the activity of neurotransmitter systems may explain inshi elements of picture characteristics including alcohol intoxication, psychological dependence and so on. This applies, in particular, a system of endogenous opioids (endorphins and enkephalins) that are involved in the regulation and modulation of pain and emotional processes. Activation monoaminerhichnyh (noradrenerhichnoi and dofaminerhichnoi) the systems for eyforizuyuchyh base effects related to intoxication and development of psychological dependence. In addition to indicating important for understanding the mechanisms of and dependence on the development of alcoholism and drug addiction is knowledge of processes and systems that are considered basic for the activity of the emotional sphere and its disorders. Role monoaminerhichnyh (noradrenerhichnoi and dofaminerhichnoi) systems with emotional arousal and his lack of emotion and the formation of joy, anxiety. Classical theory neyrohimichnoi bases of depression and mania. Role sero'honinert'ichnoi. the system Modern theories of the formation and zmotsiy ix violations. Data on lowering levels of serotonin and its metabolite (5NIAA) in the spinal fluid of those who skoily suicide or homitsyd. Biochemical reactions collapse alkohlya (role of acetaldehyde), neurotransmitters, their precursors (tryptophan - serotonin, phenylalanine, tyrozin, DOPA - norepinephrine and dopamine) and metabolite (serotonin - 5NIAA, norepinephrine and dopamine - MNRG, VMA), and role in dyahnostytsi and therapy Addictions.

	Propedeutics of Psychiatry
	Objective signs of alcohol abuse - an odor, discoloration and skin turgor; Tattoos specific content; zvuzhenizinytsi intoxicated or expanded during the withdrawal; inhibition of speech and action, broken articulation intoxicated or excitement, nevtrymnist, pryskorenist language in absynentsiyi aggression; autonomic changes (rhythm disturbance of sleep, vitality, periods of increased or decreased appetite, withdrawal autonomic components) that characterize the different states in patients with alcoholism.

- Fundamental concepts that use to display different states found in patients with alcoholism.

- Intoxication or drunkenness - a state of altered mental and / or physical activity due to symptoms from alcohol, specific for the given material.

- Tolerance - the ability of the individual to take alcohol without specific manifestation of this substance effects in mental and / or physical area. Tolerance may be different for different components influence of alcohol.

- Abstinence or withdrawal syndrome - the state. That is caused by alcohol concentrations fall below a level that ensures equilibrium in the patient. Like sp ^ yaninnya characterized by symptoms specific to alcohol as a particular drug.

- Psychological dependence - a condition characterized by changes in the lives of patients with alcoholism that vidibrazhayut failure of his mental functioning without being in a state of alcoholic intoxication ____. Characterized components such as anhedonia sober (inability to experience pleasure from life); addiction to alcohol; psychological dependence - life, plans, memories through the lens of perception are called ^ Knitting with alcohol

(Talk about events related to alcohol, plans for the future for our friends, space walks, etc.). Physical dependence - a state body, characterized reorganization balance the different systems of the organism in such a way as to balance the constant presence of alcohol in the body and be able to keep functioning at a sufficient level. This condition is characterized by increased tolerance to alcohol or withdrawal symptoms arising from disbalansu, linking with falling drug concentrations below the equilibrium.

- Hangover - alcohol for correction of mental and physical ill health associated with withdrawal syndrome. Typical for patients with alcoholism. Indeed facilitates patient's condition without immediate of intoxication.

- Postintoksykatsiynyy state - the risks of excessive alcohol (usually the previous evening) zv'zani with high concentrations of acetaldehyde. Unlike hangover, alcohol is perceived without desire, and the state is facilitated only after the visible intoxication.

- And alcoholism stage - the stage of the disease, which is characterized by the formation of psychological dependence (maybe oziznanoyu or not) and increasing tolerance to alcohol.

- P alcoholism stage - the stage of the disease, which is characterized by the formation of physical dependence on the background of continued growth plateau or tolerance and typically oziznanoyi psychological dependence.

- III stage of alcoholism - the stage of the disease, which is characterized by the formation of encephalopathy and inshoyi organ pathology due to toxic effects of alcohol. Tolerance reduces the symptoms of alcohol intoxication pronounced and easily transferred to the withdrawal phenomenon.


RELEVANCE OF THE TOPIC

Metalkoholic (alcoholic) psychosis - a variety of clinical (exogenous, organic or endoformni) and course (acute, chronic or protracted) psychotic conditions arising in the dynamics of the second and third stages of alcoholism.

Psychotic states usually do not develop on the background of significant intoxication, and a few days after the patient has stopped drinking, that is when the blood alcohol content is absent or greatly reduced.

The main cause of psychosis is considered not only the immediate effects of alcohol on the brain as metabolic and joining intercurrent diseases. It is in this regard more informed use of the term "metalkoholnyy psychosis." Most of psychosis prior metalkoholnyh additional physical and mental damage.

The incidence of psychosis metalkoholnyh most clearly correlated with the level of alcohol consumption. It is believed that the higher it is, the higher the incidence of alcoholic psychosis. The incidence of psychosis metalkoholnyh average is about 10% of people who suffer from alcoholism.

CONTENTS TOPICS

The pathogenesis of psychosis metalkoholnyh

Most work on the pathogenesis of psychosis metalkoholnyh refers to alcoholic delirium and encephalopathy. Pathogenesis same metalkoholnyh other psychoses almost unknown. The role given additional organic pollutants and constitutional factors.

The leading factor in the pathogenesis of alcoholic delirium is at metabolic disorders and neurovegetative processes. Liver leads to disruption of metabolic and antitoxic (protein, fat) functions. As a result, developing toxic central nervous system, especially the diencephalic departments, which in turn leads to the disruption of neurohumoral compensatory mechanisms. Violation antitoxic liver function causes excitation and slow process of oxidation of alcohol. As a result of this vicious circle formed more toxic oxidized products of its transformation. Besides the fact that alcoholism is accompanied by vitamin deficiencies (especially B vitamins), there is a series of metabolism of amino acids, including glutamic acid, which ultimately leads to increased excitability of the nervous system. Another important fact that draws attention to the development of delirium is a violation of electrolyte, special redistribution of potassium between cells and the extracellular fluid. Trigger the development of delirium is considered a drastic change internal homeostasis - the development of withdrawal symptoms, which joined somatic diseases, possibly, local circulatory disorders and enhance vascular permeability for toxic substances.

In the pathogenesis of alcoholic encephalopathy, along with the frustration inherent in delirium, an important place belongs violation vitamin metabolism, especially the shortage of vitamins B1, B6 and PP.

Among the exogenous-organic injuries are the most important consequences of traumatic brain injury, chronic physical illness. It is undeniable is also a role of hereditary factors, which may be related to imperfect mechanisms of homeostasis.

Classification metalkoholnyh psychosis

Classification metalkoholnyh psychosis syndromologic based on their division, because it helps to qualify the features specific pathological condition and apply appropriate therapies.

The main forms of psychosis include: 1) alcoholic delirium; 2) alcoholic hallucinosis; 3) delusional psychosis; 4) alcoholic encephalopathy; 5) alcoholic depression; 6) Alcoholic epilepsy; 7) dypsomaniya.

delirium tremens

Delirium (delirium tremens) - a syndrome of dizziness, where there are nodules pareydoliy, stsenopodibni visual hallucinations, delusions imaginative in the background of psychomotor disorders. Delirium occurs against the backdrop of severe affective disorders, accompanied usually acute sense of fear.

Deliriynyy syndrome in alcoholism is commonly used as a clinical model of exogenous psychoses.

For delirium are several Somatic Disorders: sweating much sharp, very specific smell of perspiration, flushing of the skin, particularly the face and neck, tachycardia, fluctuations in blood pressure, ataxia, muscular hypotonia, hyperreflexia, tremor (dribnorozmashystyy generalized). Vegetative and neurological disorders occur before the appearance of disorders of consciousness and kept for a long time after their reduction. There are also typical violations of water-electrolyte balance (dehydration hiperazotemiya, acidosis, decrease in blood levels of sodium and magnesium, etc.) changes in the blood picture (leukocytosis, leukocyte shift to the left, accelerated ESR, increased bilirubin, etc.) low-grade body temperature.

Delirium - a psychotic form that occurs most often, accounting for half or more the number of metalkoholnyh psychosis. The first attack of delirium is usually preceded by a long or continuous binge that lasts for months, daily alcohol abuse; next psychosis can also occur after short periods of drunkenness. Beginning alcoholic delirium often coincides with development of acute physical illness, injury or surgery. Somatic distress, as a rule, always accompanied by the development of psychosis. PB Gannushkina singled out "somatogenically asthenia" as one of the most common conditions of delirium in general.

As noted by many researchers, the incidence of delirium increases with age. It is known that the later began the formation of alcohol, the sooner ceteris paribus the patient develops delirium. Delirium divided by deep confusion that accompanies psychopathological disorders Somatic severity of violations and their combinations; additional criterion is the duration of psychosis.

"Classic delirium"

Delirium tremens in its development undergoes a series of successive stages. As the epidemiological studies, often first develops delirium until 7-10 years of expanded stage alcoholism.

prodromal period

In the prodromal period lasting from several days to several weeks dominated by sleep disorders, nightmares, frightening dreams, fears; characteristic variable affect the form of shyness and anxiety. Asthenic constant complaints. In 1/5 cases of delirium prior large and, rarely, abortive seizures that often occur in the first or second day of the existence of alcohol withdrawal syndrome. At 3-4 day from the beginning of AAC are rare. Sometimes delirium can develop after an episode of verbal hallucinations or sensory outbreak of acute delirium. In the diagnosis of this condition should not forget that the prodrome may be absent.

1st stage

Changes in mood, available in prodroma disease, are becoming more visible, there is a rapid change of opposite emotions, depression or anxiety, shyness easily replaced euphoria, causeless joy. Patients overly talkative, neposydyuschi (akathisia). It is fast, inconsistent, a bit simple, attention is easily distracted. Facial expressions and movements lively, fast, dramatically changing. Frequent dezoriyentuvannya or incomplete orientation in place and time. The orientation of the self usually persists even in developed stages of delirium. For patients characterized by mental hypersensitivity - a sharp increase in sensitivity when exposed to different stimuli, sometimes indifferent. Present nodules vivid memories, visual images, visual illusions; sometimes there are episodes of auditory hallucinations in the form akoazmiv and phonemes are marked various elements imaginative delirium. In the evening all the symptoms increases dramatically. Night sleep is disturbed, there are frequent awakening in a state of anxiety.

2nd stage

Before the first stage symptoms align pareidolia - fantastic visual illusions content. They can be black and white or color, static or dynamic. Typical hipnahohichni hallucinations of varying intensity. Sleep, still short, with frightening dreams. Time awakened patient can not immediately distinguish dream from reality. Growing hypersensitivity appears photophobia. There lucid intervals, but they are short. Snopodibni experiences alternate with excitement as relative or stunning.

3rd stage

In the 3rd stage there is complete insomnia, there are real visual hallucinations. Predominant microscopic moving, multiple hallucinations, insects or small animals. Much less having hallucinations in the form of large animals or fantastic monsters. There has been fear and anxiety affect.

In the delirium patient - is interested spectator. Hallucinations have the character stsenopodibnih or reflect certain situations can be single or multiple, often colorless. With the deepening of delirium joined auditory, olfactory, thermal, tactile hallucinations common sense. Changing the sense of time, for the patient it can shorten or lengthen. The behavior, affect, delusional hallucinations expression to the content. Patients fussy, held in place with difficulty. Due to the predominant emotion of fear sick somewhere trying to escape, to leave, to escape, shake something out of himself, or knock obbyrayut turn to imaginary companions. It fragmentary in this case, consists of short phrases or words. Note too distracted, the mood is very changeable, expressive facial expressions. Within a short time of successive surprise complacency, surprise, despair, but most often, and always there is a fear. When delirium delirium uryvchaste and reflects hallucinatory disorder, the content is dominated by delusions of persecution, physical destruction, sometimes - jealousy, adultery. Delusional disorders with delirium are not generalized, they are emotionally intense, specific, unstable, entirely dependent on hallucinatory experiences.

Patients raised suggestively. Thus, if the patient give a clean sheet of white paper and ask them to read the writing, he sees this piece of text that tries to reproduce (symptom Reyharta); patient starts a long conversation with someone, if you give it turned the phone or any other object, named handset (symptom Aschaffenburg). Clicking on the eyes and asking specific questions in a patient having appropriate visual hallucinations (symptom Lipman). Signs of increased suggestibility occur not only at the height of psychosis, but at the very beginning of its development and after, when severe symptoms are absent. For example, you can call the patient has persistent visual hallucinations of delirium at the end, if we make it look as shiny objects (symptom VM Bekhterev).

Another interesting point - the psychotic symptoms may subside during

RELEVANCE OF THE TOPIC

Metalkoholnыe (alcoholic) psychosis - a variety of clinical (exogenous, organic or endoformni) and course (acute, chronic or protracted) psychotic conditions arising in the dynamics of the second and third stages of alcoholism.

Psychotic states usually do not develop on the background of significant intoxication, and a few days after the patient has stopped drinking, that is when the blood alcohol content is absent or greatly reduced.

The main cause of psychosis is considered not only the immediate effects of alcohol on the brain as metabolic and joining intercurrent diseases. It is in this regard more informed use of the term "metalkoholnyy psychosis." Most of psychosis prior metalkoholnyh additional physical and mental damage.

The incidence of psychosis metalkoholnyh most clearly correlated with the level of alcohol consumption. It is believed that the higher it is, the higher the incidence of alcoholic psychosis. The incidence of psychosis metalkoholnyh average is about 10% of people who suffer from alcoholism.

CONTENTS TOPICS

The pathogenesis of psychosis metalkoholnyh

Most work on the pathogenesis of psychosis metalkoholnyh refers to alcoholic delirium and encephalopathy. Pathogenesis same metalkoholnyh other psychoses almost unknown. The role given additional organic pollutants and constitutional factors.

The leading factor in the pathogenesis of alcoholic delirium is at metabolic disorders and neurovegetative processes. Liver leads to disruption of metabolic and antitoxic (protein, fat) functions. As a result, developing toxic central nervous system, especially the diencephalic departments, which in turn leads to the disruption of neurohumoral compensatory mechanisms. Violation antitoxic liver function causes excitation and slow process of oxidation of alcohol. As a result of this vicious circle formed more toxic oxidized products of its transformation. Besides the fact that alcoholism is accompanied by vitamin deficiencies (especially B vitamins), there is a series of metabolism of amino acids, including glutamic acid, which ultimately leads to increased excitability of the nervous system. Another important fact that draws attention to the development of delirium is a violation of electrolyte, special redistribution of potassium between cells and the extracellular fluid. Trigger the development of delirium is considered a drastic change internal homeostasis - the development of withdrawal symptoms, which joined somatic diseases, possibly, local circulatory disorders and enhance vascular permeability for toxic substances.

In the pathogenesis of alcoholic encephalopathy, along with the frustration inherent in delirium, an important place belongs violation vitamin metabolism, especially the shortage of vitamins B1, B6 and PP.

Among the exogenous-organic injuries are the most important consequences of traumatic brain injury, chronic physical illness. It is undeniable is also a role of hereditary factors, which may be related to imperfect mechanisms of homeostasis.

Classification metalkoholnyh psychosis

Classification metalkoholnyh psychosis syndromologic based on their division, because it helps to qualify the features specific pathological condition and apply appropriate therapies.

The main forms of psychosis include: 1) alcoholic delirium; 2) alcoholic hallucinosis; 3) delusional psychosis; 4) alcoholic encephalopathy; 5) alcoholic depression; 6) Alcoholic epilepsy; 7) dypsomaniya.

delirium tremens

Delirium (delirium tremens) - a syndrome of dizziness, where there are nodules pareydoliy, stsenopodibni visual hallucinations, delusions imaginative in the background of psychomotor disorders. Delirium occurs against the backdrop of severe affective disorders, accompanied usually acute sense of fear.

Deliriynyy syndrome in alcoholism is commonly used as a clinical model of exogenous psychoses.

For delirium are several Somatic Disorders: sweating much sharp, very specific smell of perspiration, flushing of the skin, particularly the face and neck, tachycardia, fluctuations in blood pressure, ataxia, muscular hypotonia, hyperreflexia, tremor (dribnorozmashystyy generalized). Vegetative and neurological disorders occur before the appearance of disorders of consciousness and kept for a long time after their reduction. There are also typical violations of water-electrolyte balance (dehydration hiperazotemiya, acidosis, decrease in blood levels of sodium and magnesium, etc.) changes in the blood picture (leukocytosis, leukocyte shift to the left, accelerated ESR, increased bilirubin, etc. ) low-grade body temperature.

Delirium - a psychotic form that occurs most often, accounting for half or more the number of metalkoholnyh psychosis. The first attack of delirium is usually preceded by a long or continuous binge that lasts for months, daily alcohol abuse; next psychosis can also occur after short periods of drunkenness. Beginning alcoholic delirium often coincides with development of acute physical illness, injury or surgery. Somatic distress, as a rule, always accompanied by the development of psychosis. PB Gannushkina singled out "somatogenically asthenia" as one of the most common conditions of delirium in general.

As noted by many researchers, the incidence of delirium increases with age. It is known that the later began the formation of alcohol, the sooner ceteris paribus the patient develops delirium. Delirium divided by deep confusion that accompanies psychopathological disorders Somatic severity of violations and their combinations; additional criterion is the duration of psychosis.

"Classic delirium"

Delirium tremens in its development undergoes a series of successive stages. As the epidemiological studies, often first develops delirium until 7-10 years of expanded stage alcoholism.

prodromal period

In the prodromal period lasting from several days to several weeks dominated by sleep disorders, nightmares, frightening dreams, fears; characteristic variable affect the form of shyness and anxiety. Asthenic constant complaints. In 1/5 cases of delirium prior large and, rarely, abortive seizures that often occur in the first or second day of the existence of alcohol withdrawal syndrome. At 3-4 day from the beginning of AAC are rare. Sometimes delirium can develop after an episode of verbal hallucinations or sensory outbreak of acute delirium. In the diagnosis of this condition should not forget that the prodrome may be absent.

1st stage

Changes in mood, available in prodroma disease, are becoming more visible, there is a rapid change of opposite emotions, depression or anxiety, shyness easily replaced euphoria, causeless joy. Patients overly talkative, neposydyuschi (akathisia). It is fast, inconsistent, a bit simple, attention is easily distracted. Facial expressions and movements lively, fast, dramatically changing. Frequent dezoriyentuvannya or incomplete orientation in place and time. The orientation of the self usually persists even in developed stages of delirium. For patients characterized by mental hypersensitivity - a sharp increase in sensitivity when exposed to different stimuli, sometimes indifferent. Present nodules vivid memories, visual images, visual illusions; sometimes there are episodes of auditory hallucinations in the form akoazmiv and phonemes are marked various elements imaginative delirium. In the evening all the symptoms increases dramatically. Night sleep is disturbed, there are frequent awakening in a state of anxiety.

2nd stage

Before the first stage symptoms align pareidolia - fantastic visual illusions content. They can be black and white or color, static or dynamic. Typical hipnahohichni hallucinations of varying intensity. Sleep, still short, with frightening dreams. Time awakened patient can not immediately distinguish dream from reality. Growing hypersensitivity appears photophobia. There lucid intervals, but they are short. Snopodibni experiences alternate with excitement as relative or stunning.

3rd stage

In the 3rd stage there is complete insomnia, there are real visual hallucinations. Predominant microscopic moving, multiple hallucinations, insects or small animals. Much less having hallucinations in the form of large animals or fantastic monsters. There has been fear and anxiety affect.

In the delirium patient - is interested spectator. Hallucinations have the character stsenopodibnih or reflect certain situations can be single or multiple, often colorless. With the deepening of delirium joined auditory, olfactory, thermal, tactile hallucinations common sense. Changing the sense of time, for the patient it can shorten or lengthen. The behavior, affect, delusional hallucinations expression to the content. Patients fussy, held in place with difficulty. Due to the predominant emotion of fear sick somewhere trying to escape, to leave, to escape, shake something out of himself, or knock obbyrayut turn to imaginary companions. It fragmentary in this case, consists of short phrases or words. Note too distracted, the mood is very changeable, expressive facial expressions. Within a short time of successive surprise complacency, surprise, despair, but most often, and always there is a fear. When delirium delirium uryvchaste and reflects hallucinatory disorder, the content is dominated by delusions of persecution, physical destruction, sometimes - jealousy, adultery. Delusional disorders with delirium are not generalized, they are emotionally intense, specific, unstable, entirely dependent on hallucinatory experiences.

Patients raised suggestively. Thus, if the patient give a clean sheet of white paper and ask them to read the writing, he sees this piece of text that tries to reproduce (symptom Reyharta); patient starts a long conversation with someone, if you give it turned the phone or any other object, named handset (symptom Aschaffenburg). Clicking on the eyes and asking specific questions in a patient having appropriate visual hallucinations (symptom Lipman). Signs of increased suggestibility occur not only at the height of psychosis, but at the very beginning of its development and after, when severe symptoms are absent. For example, you can call the patient has persistent visual hallucinations of delirium at the end, if we make it look as shiny objects (symptom VM Bekhterev).

Another interesting point - the psychotic symptoms may subside during

average 10-24 days. Reverse course of development of psychosis is much slower regression psychopathology sometimes delayed up to 1-1.5 months. First weakens affect fear disappear psychic automatism, auditory error, and then - delusions. These clinical variants brings psychotic states also that alcohol paranoyid often develop a "road situation." The critical attitude to suffering psychosis not restored immediately, accompanied by the presence of long residual effects, fatigue and symptoms postintoksykatsiynoyi psychoorganic personality defect.

Paranoyid abortive alcohol often develops on the background of drinking bouts in a state of intoxication. The clinical picture similar to acute alcoholic paranoyidu, but the duration of psychosis is defined by only a few hours.

Prolonged alcohol paranoyid. On the transition to a protracted course indicates the transformation of passion and dreams. Affect fear becomes less intense, begins to dominate anxious depressed mood. Sensual delirium illusory component also reduced, it noted certain systematization: for example, the patient begins to suspect an attempt not everybody, but specific individuals. Motives prosecution also become more specific and defined. Outside behavior seem normal, but suspicion, mistrust, low availability of stored patient. Sometimes sladno differentiate delirium from prolonged residual paranoyidu - the latter indicating the presence of altered passion. Repeated alcoholic excesses course paranoyidu exacerbate psychosis in this case may be recurrent. Duration of psychosis - a few months.

Alcohol delusions of jealousy (alcoholic delirium adultery, alcohol paranoia) - a form of chronic alcoholic psychosis delusional dominated primary paranoid delusions. It occurs only in males. It should be noted that the alcohol does not include paranoia acute form of delirium and hallucinosis, the structure of which occupy the top spot abnormal erotic experiences, including the idea of ​​adultery. This form of psychosis does not belong also residual delusions of jealousy varying lengths after suffering another type of psychosis.

Psychotic rating paranoid disorders in alcoholism difficult not only because the thought of adultery can be generated by the real situation, but also because of certain patients premorbid characteristics and personality changes for the alcoholic type. By forming paranoid delusions tend individuals with certain traits, mostly hysterical and excitable and prone to forming overvalued ideas. These traits are visible in times of alcoholic excesses. Development alcoholic paranoia may be preceded by acute alcoholic psychoses in the form of delirium and hallucinosis.

Formation of psychosis - gradual stupinchastopodibne. In the first phase growing psychopathic disturbances in the form of emotional tension, suspicion, against whom the idea of ​​developing relationships and jealousy. Growth somatic and neurological disorders; diminished sexual function, which is a characteristic symptom of prolonged alcoholism. Increased irritability and suspiciousness conditioned also by these factors. Further there is an increase in emotional disorders as anxiety, increased excitability; against the background of affective disorders and developing ideas to do with jealousy. Patients always gloomy, depressed, experiencing painful doubt, more and more immersed in the imaginary world of no confidence to his wife and others. At this stage, the termination alcohol do with ideas and jealousy can flatten, relationships in the family and in the team recovered. In case of relapse (alkoho¬liz¬mu) psychopathic disorder turn into paranoid delirium. Moving these delusional disorders accompanied by an excess of visual and auditory illusion occurs against the backdrop of anxiety and timid passion, increase the emotional intensity of the subsequent loss of critics to painful symptoms. Since then expands the range of delusional ideas so as to delusions of jealousy and persecution do with the idea of ​​joining or poisoning (to get rid of the patient). Delusional experiences can also be retrospective in nature: the patients claimed that his wife many years betrays them, children born of lovers, and so on. Al. Delusional experiences significantly affect the treatment of patients, there are subtle forms of tracking wife, failure may eat, so my wife cooked.

A distinctive feature of paranoid delirium is the prevailing belief patient in a betrayal of his wife, in her deliberate bad attitude, and fears for his life. Delusions specific, different extreme stupidity, turned to domestic topics tend to expand the circle of imaginary lovers, accomplices and pursuers. Patients show no isolation, alienation, emotional coldness. The family are rude, selfish, brutal show persistence of sexual harassment to the object of jealousy; possible and brutal violence - in relation to his wife first. Labour and social adaptation weakened, resulting in a narrowing range of interests, decreased performance, inability to acquire new employment skills restricting site.

The disease, varying in intensity, lasts for years. The result of the disease in two ways: in some cases growing personality changes for the organic type (in connection with cerebral atherosclerosis), and the delusional system breaks down; others - under the influence of delusions treatment only dezaktualizuyutsya, while there are intellectual and mental disorders.

Alcoholic encephalopathy

Alcoholic encephalopathy - a common definition of psychosis metalkoholnyh developing normally in the dynamics of the 3rd stage of alcoholism. At encephalopathy psychiatric disorders always combined with systemic somatic and neurological disorders, which belongs to the leading position in the clinical picture. More common in men.

Alcoholic encephalopathy conventionally divided into acute and chronic forms. Between them, the possible transition options, but determining clinical significance they have. The set of basic features for such alcoholic encephalopathy. Duration - 7-10 from 20 years or more. Alcoholic encephalopathy most often develop in alcoholism 2-3 nd or 3 rd stage of prolonged binges that last months or when continuous drinking on a background of reduced tolerance. Important role in the development of encephalopathy plays low quality alcohol. According to observations by clinicians, such patients often use substitutes, strong wine and alcohol-based liquid, with relatively high toxicity.

Alcohol withdrawal syndrome is usually difficult; psychiatric and neurological disorders somatovegetativnyh especially pronounced in large part, the course of a long hangover. In half of the cases in the dynamics of AAC in patients having seizures. Typically, alcoholic encephalopathy - not the first metalkoholnyy psychosis, transferred patients. In 50-65% of cases in the history of these patients are delirium different structures. Naturally, as with other metalkoholnyh psychosis, are available accompanying physical illness. Often this toxic origin hepatitis, gastritis, colitis, peptic ulcer.

Alcoholic epilepsy

Alcoholic epilepsy (epileptiform syndrome in alcoholism, alcohol-epilepsy) - a kind of symptomatic epilepsy that occurs in alcoholism and its complications.

To determine these disorders, most authors use the term "alcoholic epilepsy" proposed by V. Magnani in 1859

The most complete definition of epilepsy given alcohol Zhyslin SG (1938; 1965): "During alcoholic epilepsy should be understood as one of the species is toxic and symptomatic epilepsy, that the forms in which we can prove that each attack, without exception, is the result of intoxication, and in which, after removal of the factor of intoxication disappear these attacks and other epileptic phenomena. "

Alcohol depression

Alcohol depression (alcoholic melancholy) - a group of states, which combined different clinical picture and duration of depressive disorders in patients with chronic alcoholism.

Depressive disorders occur usually in the development of alcohol withdrawal symptoms may persist even after his relief; slightly less often they occur after suffering delirium or hallucinosis. In the latter case, alcohol depression can be attributed to transient syndrome Wick, which is the next stage of development of the productive psychotic symptoms.

Today, clearly demarcated variants of affective pathology in patients with alcohol: 1) deepening premorbid features with a tendency to form various affective disorders at cyclothymia or affective psychosis; 2) secondary, "acquired" affective disorders, a sign of toxic brain damage and the emerging encephalopathy. In the first case, the patients the more profound and intense affective disorders; Greeting components have a large enough share; often the idea of ​​self-destruction elements depressive depersonalization. There may be a suicide attempt. In the second variant is dominated by a shallow depression, anxiety, hypochondriac with inclusions slizlyvistyu, emotional lability. Often in clinical practice are also dysphoric depression. Patients complain of depressed mood, feelings of hopelessness, maudlin, but after a short time you can see how UNV lively talk with neighbors in the ward. The structure of "alcoholic depression" dominated psychogenic formation, hysterical and dysphoric manifestations exhaustion. The duration of these disorders ranges from 1-2 weeks to 1 month or more.

Dypsomaniya (real booze)

Dypsomaniya (real booze) is very rare. There in people who do not suffer from chronic alcoholism. Was first described in 1817 in Moscow doctor Salvatori. Hufeland in 1819 suggested that drunkenness call this form dypsomaniyeyu. Dypsomaniya develops mainly in psychopathic personalities, mostly epileptoyidnoho circle of people who suffer from manic-depressive psychosis, schizophrenia, and against the background of endocrine psyhosyndromu.

The clinical picture consists of the following essential characteristics. True binge prior depressive mood disturbing background is much pronounced and dysphoric component; may experience fatigue, poor sleep, anxiety, fear. In other words, there are always tensions and affective zaryadzhenist. There is a passionate, irresistible desire to take alcohol. Components craving for alcohol (ideatornoy, sensory, affective, behavioral and vegetative) expressed mostly. Craving for alcohol is so strong that the patient, in spite of any obstacles, and washed down with drinks for severe intoxication. Alcohol is absorbed in various types and large quantities - 1 to 2-4 liters. However, symptoms of intoxication insignificant or absent. During this operation binge patient throws all his affairs, family. If he is not at home, you can drink away all his money and clothes. No appetite, the patient eats almost nothing. Many researchers say that while there may be dromomaniya drinking bouts. The duration of this state - from several days to 2-3 weeks. The end binge usually sudden, with the steady disappearance of desire for alcohol, often - with disgust him. Gradual dose reduction of alcohol, as is the case psevdozapoyi not observed. After excess often raises mood, accompanied by the tireless activity. This fact, according to many authors, suggests drinking bouts connection with the changed emotion. Binge might end long sleep; Sometimes there partial amnesia period binge. In the "lucid intervals" patients adhere to a sober lifestyle and alcohol do not use.

The course, the weather and pathomorphosis metalkoholnyh psychosis

Psychosis can occur in alcoholism as a lump sum, and again. Re-development of psychosis due to only one reason - the continued abuse of alcohol. But feedback is not traced, moved psychosis may be the only even with continued use of alcohol.

Alcoholic psychosis in the same patient can run it as delirium, how auditory hallucinosis, how paranoyid. These clinical observations certainly suggest proximity "independent" forms of alcoholic psychosis.

Type of course alcoholic psychosis and subsequent prognosis largely determine the following factors: the severity of alcoholic encephalopathy, especially the constitutional background and additional exogenous damaging factors.

The emergence of single-alcoholic psychosis is entirely dependent on chronic intoxication by alcohol, including the duration of "hard drinking" periods. One psychosis more common in the 2nd stage of alcoholism, the lower the severity of alcoholic encephalopathy. Typically, in this case, there are quite a delirium of deep confusion, auditory hallucinosis symptoms of delirium tremens, on the one hand, and tranzytornistyu clinical symptoms - the other. The clinical picture of disposable experienced psychosis (delirium and hallucinosis) almost never occur psychic automatism, elements of the syndrome Kandinsky - Klerambo and perception erotic content deceptions, delusions of jealousy, imperative hallucinations. Psychopathological features noted above structure carried psychosis regarded as prognostically favorable. Therefore, subject to the above clinical features the likelihood that a single alcoholic psychosis will be no further tendency to relapse is very high.

Alcoholic psychosis with prolonged course of developing adverse typically 2-3, 3rd stages of alcoholism, with intermittent or permanent form of alcohol abuse, against the background of significant degradation alcoholic personality type. An exceptional role and constitutional issues - premorbid personality abnormalities paranoid and schizoid circle. Prognostically unfavorable signs are: inclusion in the clinical picture of psychosis paranoid-hallucinatory complex phenomena, systematized delusions; the presence of psychopathological structure hallucinosis or delirium, ideas of jealousy; the emergence of deceptions perception erotic content.

The dynamics of alcoholic psychosis appears solid pattern: progression of alcoholism, with increasing severity of alcoholic encephalopathy is transformed in the direction of the clinical picture of delirium and hallucinosis to delusional states. "Endohenizatsiya" clinical picture, more domination shyzoformnyh psychopathological disorders accompanied by reduction or even disappearance "obligate" exogenous psychosis syndrome - dizziness. In these cases the differential diagnosis of schizophrenia is very difficult.

When connecting psychoses alcoholism future runs harder, increasing prohrediyentnist disease remissions become shorter and relapses - longer and harder.

Postponed alcoholic psychoses, undeniably, reinforcing signs of alcoholic encephalopathy. First of all, evidenced by reduction of professional qualifications, as well as for anti-social behavior, illegal actions.

CLINIC addicts and substance abuse

DEFINITION. TERMINOLOGY. General Clinical manifestations

Addictions (Substance Abuse) - team group of chronic diseases characterized by pathological attraction to different psychoactive substances (surfactants), changes in development of tolerance and dependence, and severe medical and social consequences.

Great value provided by the detection, treatment and prevention of drug addiction (substance abuse), by the following reasons:

1. High mortality of patients with drug abuse (substance abuse), South Africa due to overdose, accidents in a state of (toxic) intoxication, various medical conditions resulting from drug use, frequent suicides.

2. Severe medical consequences of drug abuse or other surfactants: physical and neurological complications, personality changes.

3. Social "infectiousness" of drug addiction that can spread like epidemics and affect the general population.

4. High the crime of drug addicts, which is associated primarily with changes in their personality, moral and ethical decline. Along with criminogenic actions committed to purchase drugs, addicts frequently engaged socially dangerous acts in connection with psychotic conditions that developed as a result of drug use.

In domestic Addiction decided to separate drug and substance abuse. Drugs are psychoactive substances that, firstly, have a specific effect on the central nervous system (sedative, stimulant, hallucinogenic, etc.), Which is the cause of their repeated non-medical use; Second, non-medical use of these substances shall proportions that have social significance; and, thirdly, they are included in a special list of drugs regulated by law, that the law recognized drug. Thus, the term "narcotic" includes three criteria: medical, social and legal. The absence of one of these criteria does not suggest a particular surfactant narcotics, even if this substance may be subject to abuse and cause the development of dependence. The diagnosis of "drug addiction" applies only to abuse by certain surfactants that are officially recognized drug. This resulted in the need for drug treatment of diseases of the terminology the term "substance abuse." Substance abuse - a disease caused by substance abuse, are not included in the list of drugs that is not recognized by the state drug. From a legal point of view, patients with addiction and substance abuse is different contingent. In terms of clinical, medical - approach to drug addicts and substance abuse the same principles of treatment are identical.

In practice, there may be Narcological transformation diagnostic concepts. If there is abuse of a substance not listed in drugs, substance abuse and diagnosed, and further this substance will be added to the list of drugs, the appropriately transformed and diagnosis: the diagnosis "drug addiction", though clinical picture remains unchanged.

If classified on the attitude of the population to drugs, we can distinguish the following groups (E. A. Babayan, 1988):

1. The bulk of the population belonging to persons who do not take drugs.

2. Legitimate consumers of drugs - those that use them for medical reasons.

3. Persons who abuse drugs. Any use of drugs, regardless of their number, is without prescription abuse.

Individuals who abuse surfactants, divided as follows:

a) osoby- "experimenters" that for various reasons consider it possible to try the effect of a drug product;

b) persons who occasionally taking drugs known to produce their effect - occasional consumers;

a) permanent customers, which is gradually released from a certain number of people - drug addicts (substance abuse).

The diagnosis of "drug addiction" and therefore "substance abuse" is established only if there are clinical signs of disease. If the disease is not yet formed, the unit turns or irregular use of drugs or other psychoactive drugs, it is abuse without dependence syndrome.

In formulating a diagnosis should indicate which drug (or narcotic) substance abusing sick. If someone who is abusing, moving from one use to another psychoactive substance, the diagnosis should be transformed and correspond to the substance that was used last.

If there is simultaneous use of two or more narcotics, simultaneously or in sequence, with each of them formed drug dependence, diagnosed "polinarkomaniya." IN when formed addiction to drugs is both another substance without a recognized drug that is not included in the list of drugs should diagnose "complicated by drug addiction."

The International Classification of Diseases, 10th revision no division of drug and substance abuse. All products that are the subject of abuse, referred to as "psychoactive substances". It stands 10 groups of psychoactive substances that cause "mental and behavioral disorders": alcohol; opioids; cannabinoids; sedatives and hypnotic agents; cocaine; other stimulants, including caffeine; hallucinogens; tobacco; United volatile solvents and drugs and other psychoactive substances. Each type of abuse has additional features that indicate the condition of patients. Thus, this classification is based only on the performance features of different psychoactive substances, ie medical clinical criteria. The legal criterion is not taken into account.

By disorders as a result of combined drugs and other psychoactive substances (polinarkomaniyi or complicated our understanding of addiction) include "only those cases where the system is chaotic and uncertain drug or the result of use of different drugs inseparably mixed."

When encoding diagnosis according to ICD-10, in addition to the basic encryption, you must add the letter "T" (substance abuse) or "N" (addiction).

The basis for the formation of drug users and addicts is euphoria - a subjective positive effects from exposure to second-hand stuff. The term "euphoria", used in Addiction, it is not good and is not responsible euphoria psychopathological concept, defined as "benign elevated mood, combined with carelessness and lack of critical assessment of his condition." The euphoria in the use of drugs and other intoxicating substances characterized not only by the rise of emotional background, carefree, kind-hearted mood, but also certain mental and somatic sensations, in some cases - changes in thinking, perception disorders, varying degrees of impaired consciousness. Correct to speak of intoxication by any intoxicating substances, or in other cases of drug intoxication. However, the term "euphoria" adopted in domestic Narcological literature, so we consider it appropriate to use it. Each drug has its own peculiar euphoria, which will be told in more detail in the description of certain types of drug addiction.

When the first drug use can occur protective reaction in the form of discomfort like itching, nausea, vomiting, dizziness, profuse sweat. With these techniques, these drug reactions disappear.

During anesthesia quality and expressiveness of euphoria change. At some point even higher doses of the drug did not cause the desired effect of euphoria as such do not. The drug is used only to recover and livelihoods and prevent withdrawal symptoms.

There are "positive" and "negative" euphoria (JH Pyatnytskaya 1994). The positive euphoria - a condition that occurs in the early stages of drug addiction. Negative euphoria that observed in older addicts - a state of intoxication when drugs only remove the hard feelings and subjective state of discomfort. This pleasant sensations arise.

Quality euphoria depends on the mode of administration of the drug. Most pronounced is intravenous administration of the drug. The nature of euphoria varies from external interference depends on the physical and mental state of people who have taken drugs. Plays the role of emotional background, somatic condition. In some forms of drug abuse is important in setting the resulting effect (eg, barbituric hashyshniy and drug addiction).

Clinical drug addiction (substance abuse) presented three main syndromes:

1. Psychic dependence.

2. Physical dependence.

3. Tolerance.

Psychological dependence

Psychological dependence - a morbid desire to continuously or regularly take drugs or other psychoactive drugs in order to experience certain feelings or desirable to remove the effects of mental discomfort.

Psychological dependence occurs in all cases of systematic drug use, but can develop after a single dose. It is the strongest psychological factor that contributes to regular drug use or other psychoactive substances prevent the cessation of drug addiction, rise to recurrences.

Psychotic psychological dependence represented craving for change in their condition using anesthesia. There are mental (psychological obsessive) and compulsive desire.

Mental train characterized by constant thoughts about the drug, which often have the character monoideyi accompanied by elevation of mood, recovery in anticipation of his admission, depression, dissatisfaction in the absence of the drug. Because the thought of a drug often intrusive nature, it gave rise to some authors define as obsessive mental desire. Mental train may be accompanied by a struggle of motives and partial criticism, but perhaps unconscious, apparent change in mood and behavior of patients, depending on the substance that is the subject of abuse. Mental train is constant, periodic or cyclical, can actualize influenced by situational or psychogenic factors.

Characterized by compulsive desire irrepressible desire to reach a total anesthesia with the patient in his effort to get drug; can be accompanied narrowed consciousness, the complete absence of criticism, determines the behavior and actions of patients motivated their actions. At the height of compulsive craving can be characterized by psychomotor agitation. The specificity of symptoms in this type of train lost. Clinical features common to all types of drug addictions. Are lost individual personality traits of the patient. The treatment of addicts is similar regardless of the individual premorbid personality traits and social guidelines. For compulsive desire are not specific psychopathological but Somatic disorders: dilated pupils, hyperhidrosis, dry mouth, hyperreflexia, tremor.

Compulsive desire can manifest as follows:

1. Out of intoxication, such as: a) the structure of withdrawal symptoms; b) in remission when he inevitably leads to relapse.

2. intoxication, when at the height of intoxication occurs in patients with uncontrollable desire to "add" drug ( "dohnatysya" - slang for drug addicts). This type of compulsive craving occurs in some forms of drug addiction, such as barbituric, efedrynoviy and others. Compulsive attraction to intoxication is often accompanied by a loss of control and may cause an overdose.

Physical dependence

Physical dependence - a state of restructuring all functional activities in response to chronic drug or other substance. It turns severe physical and mental disorders when drug use stops or when its effect is neutralized by specific antagonists. These disorders are referred to as "withdrawal syndrome", "deprivation syndrome" withdrawal symptoms. They eased or completely cropped introduction of new drugs or substances with similar pharmacological action. Physical dependence is a strong factor in reinforcing the impact of psychological dependence on continuous use of drugs or return to use after cancellation.

Clinical manifestations of withdrawal symptoms at different types of drug addictions and substance abuse are different. Terms formation of physical dependence (withdrawal syndrome), as well as its duration, as different in different types of drug addictions and substance abuse, they depend on the rate of drug addiction, doses used, the route of administration. Abstinence syndrome does not develop overnight, but over time. Thus there is typical for this type of drug addiction sequence of appearance of any symptoms.

Sometimes taking drugs out of a few weeks or even months after the termination of anesthesia in patients with opioid addiction can appear symptoms characteristic of acute withdrawal syndrome - a condition psevdoabstynentsiyi ( "dry" abstinence). Psevdoabstynentsiya usually leads to actualization craving for drugs and contributes to relapse.

Physical dependence (withdrawal syndrome) develops in the chronic use of drugs is not all.

Tolerance. Changing tolerance

Under the altered state of tolerance, understanding adaptation to drugs or other intoxicating substances, characterized by a reduced response to the introduction of the same amount of drug. To achieve the effect of the former requires a higher dose of the substance.

Shortly after the start of systematic drug use starting dose cease to do the desired action, and the patient had to increase the dose. Further, and this dose is not sufficient, there is a need to increase it. There is a growth of tolerance. This body may carry addict drug doses that far exceed the therapeutic and in some cases even fatal for healthy intact person. In opiomaniv, such as physiological tolerance may exceed 100-200 times. The increase tolerance accompanied by inhibition of protective responses (disappearance of vomiting, coughing, etc.). Increased tolerance may show an increase in single dose and increasing multiplicity of drug when they begin to use through a short period of time.

Plateau tolerance. At some point tolerance reaches its maximum and for a long time remains constant. The patient in this period it takes for the highest dose of the drug. Further increase in dose will not cause euphoria, but can lead to overdoses.

Reduced tolerance. In patients with a long duration of disease, a period when they can not tolerate high doses of the drug earlier and had lower dose. Euphoria is gone, and increasing the dose is an overdose. Sometimes patients artificially reduce the dose to more easily carry the state of abstinence if they decide to terminate drug use. In addition, after a period of abstinence from drugs cause euphoria lower doses of drugs (in the jargon junkies this is called "rejuvenate"). Cross-tolerance - tolerance that arises when taking a substance apply to other drugs that their patient had not previously used. It is observed in the United taking two or more psychoactive substances. The most striking example of cross tolerance is when patients with chronic alcoholism begin to abuse sedatives, including barbiturates or tranquilizers. They initially seen very rapid growth of tolerance to sedatives. Sometimes patients initially chronic alcoholism can tolerate higher doses of barbiturates and tranquilizers than intact person not suffering from alcoholism.

"Mental and behavioral disorders due to use of narcotic drugs” 
“Mental and behavioural disorders due to use of substances that are not included in the state list of narcotic drugs. Regulation of narcotic drugs, psychotropic substances and precursors internationally"

1. The aim: to improve the knowledge of students about mental and behavioral disorders due to use of drugs

2. Educational targets: As a result of studying educational material on this topic students should

Know:

• definition of basic concepts of mental and behavioral disorders due to drug use;

• classification of mental and behavioral disorders due to drug use;

• measures to regulate traffic in narcotic drugs, psychotropic substances and precursors internationally;

• types of drug addiction; especially their formation and rush

• dependence syndrome - pathogenesis, clinical features, treatment

To be able to:

• establish and maintain contact with patients with disorders due to drug use

• inspect patient

• using methods patopsihologicheskogo clinical and research;

• diagnose disorders;

• to diagnosis and differential diagnosis of different types of disorders;

• identify the main syndrome;

• justify syndromic diagnosis;

• identify and justify the choice of mode of supervision of patients.

3. The educational purpose of the lesson, students form the algorithm confident action to identify and study the next forecast possible changes of the patient and his behavior;

4. Training time: 2 hours (90 minutes).

5. Place of employment: department, psychiatric ward.

6. Educational material support:

3.1. Main basic knowledge, skills, necessary for independent study and assimilation of themes and based on interdisciplinary relations:
	Discipline
	Have to know and to do

	Neurophysiology
	- Neurophysiological providing emotional relationship of the cerebral cortex of stem reticular formation and higher autonomic centers; fiziolohychnyy and anatomical relationship nervovoi and endocrine regulation of life processes and their impact on yemotsii; the term "zmotsiynoho brain" (circle Paypetsa), its structure, role and zlementy structure and physiology of individual structures that it includes: the hypothalamus and its role in the regulation of basic needs and "gross" power of manifestation; and ii amygdala role in shaping behavior syndrome (Klyuver-Bucilly); the role of the hippocampus, mamilyarnyh bodies and other structures that are both systems, lateral relationship providing the features and function of Emotional pakm'yati; the role of "non-specific" or "clock" (front and median) nuclei of the thalamus as "switching village", which connects the brain with emotional inshymy structures. The pathophysiological mechanisms that explain the development of drug addiction, including as a result of emotional pathology: kindlinh (swing, arson); role vital rhythms and IX violations; the role of light.

	Neurochemistry
	- Neurochemistry neurotransmitter systems that are considered basic for understanding the interaction of drugs with the nervous system. Endogenous opioids (endorphins and enkephalins) that are involved in the regulation and modulation of pain and emotional processes. Receptors are stimulated endogenous opioids directly opium and similar substances (morphine, codeine, heroin) and is the main link in the development of intoxication and drug type. Changing the gamma-butyric acid (GABA), which is the most common and important braking system has CNS receptor, the effect of which is controlled and modulated with Th I receptors for barbiturates and byenzodiazepiniv. This fact explains the clinical picture of intoxication and abstinentsiyi that is like the abuse of these substances. Activation monoaminerhichnyh {noradrenerhichnoi and dofaminerhichnoi) systems due to increased release of neurotransmitters from the axons and blockade of reuptake is the basis for effects related to intoxication and rapid development of psychological dependence on psycho-stimulant substances (cocaine, amphetamines). Disinhibition dopamine system due to blockade of the system acetyl-choline and the use tsiklodol atropinopodibnyh substances vyzyvae intoxicated with the possibility of controlled halyutsinuvannya ( "MultiCam"). Kanabinol, which is the active ingredient in smoking hashish and marijuana also has receptors for their actions involved in the control of nausea and vomiting. Hallucinogens (LSD, psilocybin) exercise their effects through some serotoninergic receptor system. In addition to indicating important for understanding the mechanisms of and dependence on the development of drug addiction is knowledge of processes and systems that are considered basic for the activity of the emotional sphere and II disorders. Role monoaminerhichnyh (noradrenerhichnoi and dofaminerhichnoi) systems with emotional arousal and his lack of emotion and the formation of joy, anxiety. Classical theory neyrohimichnoi bases of depression and mania. Role serotoninerhichnoi system, the modern theory of the formation zmotsiy and IX violations. Data on lowering levels of serotonin and its metabolite (5NIAA) in the spinal fluid of those who skoily suicide or homitsyd.

	Biochemistry
	Biochemical reactions of formation and decay of drugs, neurotransmitters, their precursors (tryptophan - serotonin, phenylalanine, tyrozin, DOPA - norepinephrine and dopamine) and metabolite (serotonin - 5NIAA, norepinephrine and dopamine - MNRYE, UMA), and role in dyahnostytsi and treatment of drug addiction.



	Propedeutics of psychiatry
	Objective signs of drug abuse - in'ektsiy traces the course of it, the lack of it on the extremities, suppuration and traces of them in places of injections; tattoos and location specific content; constricted pupils intoxicated sedatives, opiates and cannabinoids or expanded the use of psychostimulants and atropinopodibnyh substances; inhibition of speech and action, broken articulation intoxicated sedatives, opiates and cannabinoids or excitement, nevtrymnist, pryskorenist language aggressiveness in rezultatidiyi psychostimulants and phencyclidine (SSR); specific facial expressions and eyes, facial reactions, posture, expressive gestures, voice and autonomic changes (rhythm disturbance of sleep, vitality, periods of increased or decreased appetite, withdrawal autonomic components) that characterize the different states of drug addicts. - Fundamental concepts that use to display different states occurring in drug addicts.

- Drug intoxication or drunkenness - a state of altered mental and / or physical activity as a result of taking the drug substance with manifestations specific for the given material.

- Tolerance - the ability of an individual to enter a narcotic substance without specific manifestation of this substance effects in mental and / or physical area. Tolerance may be different for different components of drug action.

- Abstinence or withdrawal syndrome - a condition that is caused by the concentration of drug substance fall below a level that ensures equilibrium in the body of drug addicts. Like intoxication, characterized by symptoms specific to a particular drug.

- Psychological dependence - the state. That rarakteryzue difference in the lives of drug addicts that vidibrazhayut failure of his mental functioning without being in a state of narcotic intoxication ____. Characterized components such as anhedonia sober (inability to experience pleasure from life); addiction to drugs;

psychological dependence - life, plans, memories are the light of the perception linking drug use (talking about the events related to drug plans for future for our friends, space walks, etc.).

- Physical dependence - body condition, characterized by reorganization balance the different systems of the organism in such a way as to balance the permanent ones presence in the body of drugs and be able to support the operation. This condition is characterized by increased tolerance to the drug and withdrawal symptoms arising from disbalansu, linking with falling drug concentrations below the equilibrium.

	Psychiatry
	- And the addiction stage - the stage of the disease, which is characterized by the formation of psychological dependence (maybe oziznanoyu or not) and increasing tolerance to drugs.

- II stage of addiction - the stage of the disease, characterized by the formation of physical dependence on the background of continued growth plateau or tolerance and typically oziznanoyi psychological dependence.

- III stage of addiction - the stage of the disease, which is characterized by the formation of encephalopathy and inshoyi organ pathology due to toxic effects of the drug substance or the means of introduction. Tolerance reduces the symptoms of drug intoxication pronounced and easily transferred to the withdrawal phenomenon. - Clinical structure opium addiction is characterized by "rapid formation of I and II stages of the disease a significant force of psychological dependence and severe abstinentnym syndrome. The structure of opioid withdrawal include: dry skin and increased secretion of mucous membranes (tears nasmork, coughing, sneezing), yawning, diarrhea, pain (bones, joints, transverse field), sleep disturbances, dilated pupils, depressed mood, irritability, restlessness very strong craving for drugs. Personality changes occur rapidly and in sharpening premorbid features vidrazhayut features of psychological dependence, changing interests and their concentration on drug use, disregard of all rules and habits that are nazavadi anesthesia, coarsening and aggravation primitive instincts and behaviors associated with their implementation . The use of refined opiates does not foruvannya phase III drug. At the same time the use of improvised solutions (along with the usual dirt and infectious agents include aggressive rozchynyuvachi), which is the default for Ukraine, leads to the formation encephalopathies organic type as to the pathology of parenchymal organs (kidney, liver), which also contributes to brain pathology.

- Clinical drug barbituric structure includes a slow formation of separate elements and stages of the disease. Psychological dependence is not as significant as when opium addiction withdrawal but syndorm takes very seriously. Overall structure similar to barbituric withdrawal

Alcohol and includes: potlyvist, dry mucous membranes, thirst, nausea, vomiting, decreased appetite, dilated pupils, nystagmus, tremor of the extremities, increased reflexes, lack of nighttime sleep, depressed mood, irritability, restlessness, excitement, aggression. In severe cases, the condition may include withdrawal seizures large and delirious psychosis. Personality changes and considerable aggravation characterized by organic type:

bradipsyhiya of eksplozyvnistyu, straightness, limited interests. Development stage III disease is the default for a given drug and is characterized encephalopathy organic type of further aggravation of personal traits.

- Drug addiction associated with abuse of benzodiazepines and inshyh hrankailizatoriv characterized by the same symptoms and patterns described for barbituric addiction but occur more easily, more slowly and with less number of complications.

- Drug addiction and abuse connected crazy ostymulyuyuchyh substances characterized by extremely rapid formation of a strong and expressive psychological dependence. Specifics of cn ^ yaninnya, allowing the patient to feel excessive power, mood, self-respect and love for beauty (in this state) of the world that surrounds him and the contrast perception of reality following the same unastilky significant that the choice is very fast and does not in favor of reality. In fact, drug development and does not go beyond the stage. Apathy, depression, following the period of intoxication is not a

withdrawal symptoms, but only fatigue, linking the exhaustion of reserves of catecholamines. Changes osobystosi very hard and come very quickly, that is connected to specificity described intoxication. In order to achieve next dose, patients are willing to cause any action. Formation of stage III depends on the quality and method of use richovyny. In Ukraine psychostimulants (Shirky, screw) rblyatsya artisanal means of ephedrine, which leads to rapid formation encephalopathies and pathology of perenhimatoznyh, as in the case of artisanal opiates. An important development is the fact that some people who use psychostimulants psychotic conditions that greatly resemble paranoidnu form of schizophrenia. To date there is no clear understanding of whether we are dealing with intoksikatsiynym psychosis, or provoking latent schizophrenia. - Drug addiction and abuse associated with cannabinoids (smoking cannabis, hashish, marijuana) is the most easy variant of the disease despite the relatively low rate of formation and a small force of psychological dependence, lack abstinentsiyi, gross personality disorder and intelligence. In some country's attempts to legalize marijuana smoking including because of its ability to take off nausea in cancer patients receiving chemotherapy. At the same time, studies were conducted in the USSR indicate a direct relationship growing use of so-called hard drugs on the number of people that take cannabinoids. We also know that smoking cannabis is, often, the so-called eksperementuvannya stage drug research and "their drugs."

- Substance abuse. This. group includes the consumption of materials, including organic solvents (gasoline, glue "Moment", etc.). The use of linked short period of euphoria that occurs during intoxication, and relative affordability. The aggressive nature of the material leads to disruption of brain cell membranes and rapid formation encephalopathy.




CONTENTS TOPICS

DRUG ABUSE different types

Opiates

This group of drugs containing morphine, heroin, codeine, synthetic analgesics such petydynu, methadone and opium-made drugs derived from opium poppy, often used in Ukraine. These drugs give the desired result in the form of euphoria, but also cause analgesia, respiratory depression, constipation, loss of appetite and low libido. They can be taken orally, intravenously or by inhalation (smoking). Most of these drugs used heroin, which has a particularly powerful effect eyforyzuyuchyy. While some people take heroin periodically without creating dependency, systematic method, especially intravenous, quickly leads to addiction.

Tolerance develops quickly, with the rapid increase of doses. If you stop taking the drug tolerance decreases again. This decrease tolerance can be dangerous, sometimes fatal, eg due to respiratory depression, if after a long break of renovation drug addiction begins with the dose at which drug use was stopped at a stay in hospital or prison.

Symptoms of withdrawal include intense craving for the drug, sleep disorders and insomnia, pain in muscles and joints, tearing and runny nose, hyperhidrosis, abdominal cramps, nausea, diarrhea, piloerektsiyu, dilated pupils, increased heart rate, temperature regulation violations. For those who abused heroin during the onset of symptoms is approximately 6 hours after the last dose, they reach the peak by 36-48 hours and then reduced. Symptoms of withdrawal subjective portable hard, forcing the patient to seek drug intensively, but they are rarely life-threatening if the patient no serious mental disorders.

The flow of opiate addiction

After 7 1/4 years of abuse only opiatzalezhnyh people stopped taking opiates, about 10-20% died from causes associated with taking the drug. There were more deaths from accidental overdose, tolerance that pozv'yazuyetsya of course with a reduction after a period of abstinence and HIV infection.

Pregnancy and dependence on opiates

Children are dependent on opiates women are more likely than other children born prematurely with low weight. They also may show signs of withdrawal symptoms after birth, including irritability, anxiety, tremors, continuous cry. These symptoms appear within days of birth if the mother used heroin, but deferred if she used methadone, which has a longer half-life.

Subsequently, these children become hyperactive, with unstable mentality. It is unclear whether this is a consequence of the unfavorable situation in the family, created such mothers or long-term effects of the drug on the fetus.

Treatment of opiate addiction

Treatment of crisis

Heroin-dependent individuals may contact the crisis to the doctor for three circumstances.

Initially, when drug supplies run out, patients may request a statement of narcotic drugs, requiring them directly or simulating any painful disorder. Although very unpleasant withdrawal symptoms, they are usually not dangerous to humans without severe somatic disorders. It is better not to prescribe the drug if it is not the first step in an agreed program of therapy. (Doctors in Ukraine are not legally entitled to prescribe heroin or some other drug as a remedy for drug addicts). The second form of crisis - an overdose of the drug that requires treatment, especially th at preventing respiratory depression, characteristic of drug action.

The third form of crisis - complications of intravenous drug in a severe local infection, necrosis at the site of infection or remote administration body, usually the heart or liver.

The planned discontinuation of opiates ( "detoxification")

General principles of drug discontinuation described above. After discontinuation of the heroin is particularly important psychological correction. Medicinal correction in western countries involves the appointment of methadone substitution therapy (a long-acting drugs).

treatment results

Despite intensive treatment, within a year there is a maximum number of relapses. Physicians should be prepared for these failures, patients continue to help limit the damage caused by intravenous injection. and offer further assistance if patients reappear desire to get rid of addiction.

Tranquilizers and sleeping pills

The most serious medical problems related to the abuse of barbiturates, which, although not often used for medical purposes are widely available as "street" drugs. Currently, among the most abused substance benzodiazepines.

Barbiturates

Barbiturates taken orally and intravenously. Some patients, especially middle-aged and older, dependent on barbiturates, which was originally intended as a hypnotic years ago. More young people are illegally using barbiturates, some of them practicing intravenous contents of capsules for oral administration, which is particularly dangerous in terms of the emergence of local complications - phlebitis, ulcers, abscesses, gangrene.

Symptoms of intoxication similar to alcohol intoxication, with incomprehensible language disconnected, drowsiness, depression of mood. Younger intravenous users often raunchy, dirty. You can often reveal valuable diagnostic symptom - nystagmus.

In laboratory research should examine urine tests to rule out simultaneous reception of other psychoactive substances. Study barbiturates concentration in the blood is useful only in acute poisoning. By barbiturates develops tolerance, although not as fast as opiates.

The difference between the toxic dose narkotyzuyuchoyu and eventually becomes almost invisible, which increases the risk of accidental fatal overdose.

Abrupt discontinuation may be accompanied by barbiturate abstinence syndrome, similar to alcohol withdrawal symptoms. The risk of seizures is high. Those who take barbiturates long-term action abstinence syndrome may be delayed for several days after the last administration of the drug; for this reason, the observation must be extended to ensure that no dangerous consequences. Abstinence syndrome in the abuse of barbiturates starts with anxiety, restlessness, sleep anxiety, anorexia and nausea. This condition can progress to disorientation, tremors, hallucinations, vomiting, hypotension, and most importantly, to the court. In the absence of treatment can occur death.

Patients who stopped taking barbiturates, immediately send to the hospital, except when the drug dose is small.

Benzodiazepines

Symptoms of intoxication similar to intoxication barbiturates. Tolerance and dependence develop during long-term continuous administration of drugs. The exact period of the unknown, the period of 6-8 weeks is widely accepted as the limit of use without the risk of addiction.

Abstinence syndrome in the abuse of benzodiazepine withdrawal is similar with barbituryzmi. There irritability, restlessness, anxiety, nausea, increased sensitivity, somatic symptoms as tremor, hyperhidrosis, headaches, pain in the muscles. Seizures are less likely, but they can occur with high doses of benzodiazepines. In therapeutic use of benzodiazepines ending the dose is reduced gradually. Withdrawal symptoms are less pronounced for the long-acting drugs than the use of drugs with short action.

Because of this, some doctors replace short-acting drug for long-acting drug at a dose equivalent before the cancellation. The dose is reduced gradually, usually 0.5-2.5 mg / week for diazepam or equivalent amounts for other benzodiazepines. If withdrawal symptoms appear for cancellation dose can slightly increase and then decrease, but fewer than before. Some doctors use a liquid form of the drug for early termination of consumption (eg, diazepam elixir or syrup nitrazepamu). To reduce the intensity appointed clonidine withdrawal sometimes, but most patients do not need these additional measures. Methods of correction alarms help reduce the stress caused by signs of withdrawal.

Psychostimulants

Most abused amphetamine and cocaine, amphetamine sulfate taken oral and intravenous routes of administration, cocaine hydrochloride - by inhaling through the nose.

These drugs produce elevated mood and hyperactivity, multilingualism, insomnia, anorexia, dry mucous membranes of the mouth and nose. Observe dilated pupils, rapid pulse, blood pressure increased when high doses may be cardiac arrhythmia and cardiovascular disorders. Sometimes patients complain about unusual sensations under the skin crawling insects.

Prolonged use of large quantities of these drugs can cause psychosis with delusions similar to forms of paranoiac schizophrenia, delusions of persecution, auditory and visual hallucinations, sometimes - aggressive behavior. This condition usually goes down for 1-2 weeks after discontinuation of the drug, but sometimes persists for several months.

For psychostimulants not characterized by the development of tolerance. Abstinence syndrome is not expressed, contains mainly lowered mood and energy; therefore, questionable physical dependence, psychological dependence although certainly growing.

Treatment of overdose requires sedation and correction of hyperthermia and cardiac arrhythmias. Psychotic disorders can kupiruvatysya neuroleptics.

Hallucinogens

This group of drugs includes synthetic compounds such diethylamide lysergic acid (LSD) and dymetylryptaminu and substances of natural origin, found in some types of fungi. Synthetic and natural anticholinergic drugs are also used to produce hallucinogenic effects.

Drugs cause distortion or intensify sensory perception, sometimes with a "crossroads" between sensory modalities so that, for example, sounds perceived as a visual sensation. Objects can merge or move rhythmically, it seems that time is passing slowly and common sense, seems to have a deeper meaning. The scheme may appear distorted body or person may feel as if beyond. It may be joyful but occasionally they are deeply concerned and lead to unexpected and dangerous behavior. Somatic effects of hallucinogens changing; LSD can lead to increased frequency of cardiac and dilated pupils.

Phobias experienced patients, usually cropped anxiolytics diazepam type. Neuroleptics are also effective, but medications with marked anticholinergic effects (such as chlorpromazine) use is not recommended if the patient took anticholinergic drugs such benzheksolu or fentsyklidynu.

The memory of feeling moved during intoxication persists

 for weeks and months. The experience could wear frightening character because in some cases, patients need anxiolytic therapy.

Methylene-dioxo-methamphetamine (MDMA) - amphetamine derivative known as "ecstasy" and classified as a hallucinogen; used to reduce social tensions and increased aesthetic pleasure.

Fentsyklidyn (PCP) ( «angelic dust") is a synthetic hallucinogen with very dangerous results. Intoxication can be long and dangerous, with agitation, aggressive behavior, hallucinations, accompanied by nystagmus and high blood pressure. With the use of high doses may ataxia, muscular hypertension, convulsions, in serious cases - adrenergic crises of the stop of the heart, vascular disorders or malignant hypothermia. During treatment chlorpromazine should be avoided because it may increase the anticholinergic effects. Instead, the drug recommended the appointment of diazepam or haloperidol.

Hashish

Cannabis derived from the plant Cannabis sativa, taken in two forms. The dried vegetative parts of the plant form marijuana ( "grass"); resinous buds selection of female plants are the basis of cannabis resin. In some countries, cannabis is used as widely as alcohol in the West. In developed Western countries use illegal hashish, but quite common.

The effects depend on the dose of hashish, user expectations (suggestion "teacher") and social guidelines. Like alcohol, cannabis improves mood or causes euphoria or dysphoria. This creates a sense of enhanced aesthetic pleasure of the senses and distort the sense of time and place. Somatic effects of cannabis - conjunctival redness, dryness of the oral mucosa, tachycardia.

Cannabis does not lead to development of withdrawal symptoms and even may develop psychological dependence, physical dependence is not formed. So far, no definitive opinion on the possibility of psychosis on a background of abuse hashish. Some patients developed acute psychosis with the consumption of large quantities of hashish, but recovery is rapid after discontinuation. In these cases it is unclear whether cannabis was the direct cause of psychosis. whether he provoked the appearance of psychotic symptoms different nature. Fortunately, this uncertainty has practical significance, because regardless of the genesis of psychosis therapeutic tactics have not changed: receiving the drug should be discontinued if signs of psychosis does not disappear within a week prescribed chlorpromazine or other antipsychotics.

Abuse of organic solvents

Abused organic solvents, mostly teenagers, usually in the form of a random experiment. Serious problems are in the minority, which is regularly abusing solvents. Any user can cause accidental overdose, causing asphyxia during the reception.

Most often abused using cleaning fluids, adhesives, aerosols, and sometimes gasoline and other substances.

Matter is inhaled from a partially closed container in which the concentration can grow it from evaporating soaked cloth or plastic bag. Intoxication from solvents similar to alcohol intoxication manifestations: there are unclear speech, disorientation, uncoordinated movements, nausea, vomiting. Some users develop hallucinations, usually visual and often frightening. The effects begin and terminate solvents like alcohol. Psychological dependence is formed quickly, but the development of physical dependence questionable. Individuals yakidovhostrokovo intensive and solvents, characterized by the development of psychotic states.

A number of solvents has neurotoxic effects resulting from the development of peripheral neuropathy and cerebellar disorders. An overdose can be fatal, it can come from the direct effects of the substance, asphyxia or aspiration of vomit.

Medical and social consequences of drug addicts

Personality and behavioral violations

In the spectrum of health effects of chronic intoxication with drugs or other psychoactive substances primarily attracted the attention of characteristic changes of the individual patients. In the mechanism of formation of personality pathology in patients with drug addiction, as well as personal development in general, is an integrated feature of psychological and behavioral characteristics of the individual, a significant role played by the conditions of his upbringing and socialization processes, and system reasons that motivate him to action. It is based on the totality of needs, including those arising in the dynamics of the disease.

In the most general terms, the development of personality type is conditioned narkomanichnym process of entering patient in a new social environment with significant personality transformations that occur as a result of not only the process, but the central nervous system lesions caused

chronic intoxication.

According to Vygotsky (1958; 1960), which has been widely reflected in the psychological literature, the entry of individuals (patients) in disadvantaged social niche leads to characteristic changes in personality. It is a phase of adaptation, personalization and integration. First is adaptation - assimilation of existing group norms and values, mastery of relevant (in this case - for the addict) means and forms of activity, certain skills and, thus, to some extent assimilation of the individual to other members of the same community (narkomanichnoho environment), that is, addicts are alike in behavioral terms. Next comes the phase of individualization, characterized by the search for ways and means of determining their identity under new circumstances: United or combined use of different psychoactive substances, individual increasing doses disclosure before a group of his "adventure" and opportunities in purchasing drugs, special ways of their implementation, the ability to graphically describe the state of "high" in themselves and thus attract the attention of others. The phase of integration is determined by the contradiction between the desire of the patient to be perfectly represented its features and differences in normal environment (family, school, university, work, doctors), on the one hand, and the need narkomanichnoyi community to accept, endorse and cultivate only those addictive features that really contribute degradation of the patient.

During anesthesia gradually devastation of mind, reduced interest impoverishment of emotions. Even in the early stages in patients with marked drop in activity, and this applies mainly positive social orientation activities. When it comes to the need to buy drugs or get the means to acquire it, patients are extremely active and inventive.

The moral and ethical decline in the structure "narkomanichnoyi" personality is characterized as follows. Patients extremely selfish. They are at the forefront of their interests (care only about themselves), the desire to avoid inconvenience. A characteristic feature is falsity. Almost all addicts use deception as a means to obtain desired. They are deceiving parents, begging for money on drugs and identifying with incredible dexterity, a kind of artistry. Deceiving medical personnel trying to hide attempts Bringing prohibited drugs in the hospital and even drugs, alcohol. Seek to leave the aggravation department trains if they manage to carefully try to hide, inventing incredible stories: "I want the funeral, at the funeral of a close friend to the hospital to his mother, a lawyer" and others. Carefully mask during the outpatient visit, relapse of drug addiction taking different drugs: atropine instilled in the eye, taking tranquilizers or light alcoholic beverages (beer). Dodge from urine test for the drug in the body: not dovozyat it to the lab, while hiding behind a conscious lie ( "accidentally broke a jar") are asked to pass urine for himself healthy, diluted with water. Deceives not only relatives, doctors and nurses, but also their own "brothers in misfortune." Lie, first of all, ourselves, without thinking about the consequences of the disease and keep klyanuchys all the more possible, that "this is the last time."

When communicating with others, patients tend to make a good impression, often have a veneer of confidence. Exaggerating their financial and sometimes physical abilities may behave defiantly, familiarly, with no sense of distance. In appearance often drew the attention of uncleanliness, nedohlyanutist or, pretentiousness in the clothing, hair treatment. With relatives and medical staff with patients often have conflicts. They can behave rudely, sometimes even indecent, to pointedly express their outrage, not controlling their emotions, using slang words, obscene expressions, and sometimes resorting to battering. In private life, family relationships often have sexual promiscuity, indifference to children, no worries about them responsibility for their future. Patients do not seek to provide family income of, on the contrary, strongly deviating from neohbhidnosti work, sometimes resorted to theft, often dependent on family, lifestyle lead bummer. Often they make rash acts, serious attitude to make important decisions or even unable to solve even minor problems.

Traced volatility of interest, often in a short period of time, patients often change their hobbies, place of work or study. They leave the study, citing the loss of interest in previously chosen specialty. Professional level gradually decreases. Further, many patients own fate is of little interest. In all their failures, they tend to blame others - parents and other relatives, co-workers, teachers, although they do not make any effort to correct the situation. Doing socially unacceptable behavior, patients often do not feel remorse, sometimes to his criticism is completely absent.

Thus, in all patients, regardless of the drug used in

during anesthesia develops moral and ethical decline. Characteristic features of it are selfishness, dishonesty, posturing, parasitic tendencies, carelessness, indifference to their fate, the brutality, variability, inconsistency, arbitrariness, ostentatious self-confidence, instability intentions, poor control of emotion, trying to avoid responsibility, a position charged with his misfortunes of others , susceptibility to parasitism and bummer lifestyle, cynicism, cruelty close relation, obscene, rude antics, swagger, no sense of distance, blunting parental feelings, including loss of maternal instinct, blunting professional duty, frivolity, sexual promiscuity. There have high self-esteem and inability to simultaneously deal with difficulties, difficulties in adapting to the environment, increased dependence on adults or relatives. Thus there is no criticism to drug use.

The degree of severity of the moral and ethical decline of the individual committing significant impact premorbid factors and the type of drug and duration of its use. In the period of remission reduce the severity of the manifestations of personality may regress, but after the "breakdown" of relapse - again grow.

Personality changes develop gradually, starting with sharpening premorbid traits. Then, as continued drug use, are distinct psychopathic disorders - the development of a pronounced moral and ethical decline described above, with the impoverishment of feelings, judgments, weakening activity, strengthening of affective disorders and decrease disability, social exclusion and the formation of a defect of character. However, all this becomes visible intellectual and mental disorders (various forms and degrees of severity).

The development of addiction in patients with psycho-organic syndrome combines disorders associated with transient or permanent brain dysfunction. The disorder of brain function may be primary, actually caused brain disorders caused by the direct action of the pathological agent for brain tissue, or secondary, caused by diseases of any other organ or system of organs, in which the affected brain function.

The rate of formation, expression and design psychoorganic psychopathological syndrome depend on the type of psychoactive substances, prescription drug addiction, premorbide and other factors.

In the short term emerging psycho-organic syndrome in patients inhale vapor of organic solvents; then - in patients who abuse drugs produced from ephedrine tai efedrynvmisnyh mixtures. Patients who abuse drugs cannabis and patients with opioid addiction he developed in more remote period. Most emerging psycho-organic syndrome in patients with earlier start at all forms of drug addiction and dependence in patients in which premorbide are innate or organic residual effects of CNS failure. The most significant intellectual and mental disorders observed in patients who abuse barbiturates and other sedatives, in the final stages of these forms of drug addiction there is a state of organic dementia.

Typical manifestations of intellectual and mental disorders in patients with addiction are: torpidnist thinking, imagination, poverty, violation of direct and indirect memory, memory and motivational component speakers mnestic activities less - easing fiksatsiynoyi and reproductive memory. In patients have primitive judgments, inability to analyze, summarize and highlight important. In conversation, they quickly tired, unable to concentrate, to closely monitor the content of the conversation; sometimes they can not remember certain moments of your life, forget what's going on at the moment, often asks; often distracted, switch to other topics. Difficult situations often put patients in despair; while they observed the confusion, they are trying in every way to protect yourself from just the problem.

It should be noted that the infringement of intellectual and memory are transient in nature. As the follow-up study continued refusal of the drug causes a significant improvement in intellectual and memory functions, but their complete recovery was observed.

In remission as having a kind of affective disorders, dysphoric symptoms gradually changing melancholy and the future (2-4 months or more) - apatyko-abulicheskimi. The less time passes after the relief of abstinence phenomena, the more pronounced dysphoria, eksplozyvnist and, conversely, the "then" of abstinence - the less explosiveness, but more are depression, apathy, bezvilnist, inability to work. Patients are completely inactive, they are careless, frivolous, solvable, sometimes uncontrolled, with volatile intentions. It is noteworthy that in the background of a constant desire to be independent and the desire to obtain wealth, patients do not do anything to earn anything. They have clearly shown, as mentioned, the tendency to bummer lifestyle parasitism.

Thus, in all patients, regardless of drug used in anesthesia as individual personal characteristics are offset, patients are becoming more alike, they formed a kind narkomanichnyy defect. The latter is characterized by growing affective disorders as dysphoric or apatyko-abulicheskimi depression, affective lability, Easter-dominated exciting forms of response, psychosocial dysfunction in a gradual fading of interest, various anomalies emotional and volitional, scope trains disorders, including sexual disinhibition. Available moral and ethical decline and the intellectual and mental disorders that may be transient in nature. All this combines general patients in character personality changes into one group, which can be described as "narkomanichnu personality." Availability of intellectual and memory decline characteristic of affective disorders vysnazhlyvosti, fatigue, asthenia, inaction can be considered as an organic reduction of desotsializatsii individual or as a kind of psycho-organic syndrome, which was formed as a result of the disease and has varying degrees of severity in patients with various kinds of addicts.

The social consequences of drug addicts

In most cases patients never work or study. Most of it is in criminal organizations or involved in different kinds of commerce. The dynamics of the disease in almost all patients with opium, heroin addiction and polinarkomaniyeyu reduced professional level, their employment flawed. In working patients have repeated violations of labor discipline, difficulty in carrying out their professional duties, there is indifference or negative attitude towards their work.

Typical negative social consequences of drug abuse is deformation, distortion, destruction of family ties. Addicts much less married than healthy individuals of the same age, and families break their fast if the second person of the spouses is not a drug addict. Often, patients form the so-called "family" of addicts. The purpose of the "family" is the safest anesthesia in terms of obtaining relief drugs. "Family" has its own "house", which may be empty apartment and basement and attic, and any isolated building. In this "family" their ways and means of obtaining drugs, money for this. The "family" and possible sexual relationships, promiscuity usual, often - homosexuality. For example, a pair of heroin addicts with a drug often used to enhance sexual activity. Subsequently, drug use, rather than sexual desire and other, related drugs, common interests, is the main factor that determines the relation in these "families".

Most families of those patients who continue to be married, observed violations of family relationships - frequent conflicts, quarrels, sexual promiscuity, indifferent to children and families, neglect of family, consumer attitude towards them. Most conflicts occur in families on the basis of drug addiction. Children in such families are mostly educated separately from their parents.

In women narkomanok often a randomness of sexuality; including a very high percentage of prostitutes, despite the inhibitory effect of heroin on the synthesis of sex hormones and the weakening of libido. Women drug addicts have more sexual partners than men, they are more likely to engage in prostitution and continue to work on the street only to provide themselves with funds for drugs.

Women who suffer from drug addiction, struck a personal, deeply socially, because their role of mothers or potential mothers is not consistent with the style of life of the addict.

Antisocial behavior is characteristic of drug addicts. Their actions often contradict legal or moral norms. They are characterized by criminal innocent, but immoral acts (alcoholism, greed, sexual depravity, conflicts with family and inner circle). They often cultivate immoral habits than create unfavorable situation for themselves and their loved ones adequately assess their capabilities, which affects interpersonal relationships.

Drug addicts often make aggressive behavior, often in violation of the law, showing hostility or ill, even to verbal abuse, or use brute physical force, demonstrating its superiority over another person or group of persons. Most affective outbreaks occur in them and have a psychogenic stormy emotional and vegetative symptoms - anger, joy, anguish or fear, anxiety.

Very high is the crime of drug addicts. Each consumer sooner or later turns to increasingly criminal methods of obtaining material funds necessary to purchase the drug. This fact explains the high level of crime and other social anomalies among drug addicts.

Except conviction under the Criminal Code articles of manufacture, storage and sale of drugs among addicts dominated crime in the form of fraud and theft of personal (not public or public) property. This is because such crimes require quite organized action, which was able to addicts.

The crime of drug addicts is determined by several factors: the need for money, because the drugs are very expensive; forced connection with drug traffickers, which is also illegal action; described above personality changes that occur as a result of drug addiction and manifested in a marked decrease in moral and ethical. In addition, addicts can have illegal actions, while the influence of drugs or psychotic state caused by the use of an intoxicating substance. Most crime occurs in the influence of drugs, often in withdrawal, as well as during economically or socially conditioned remission.

We describe a number of different offenses committed patients. This professional offenses: drug addicts do not fulfill the employment contract and repeatedly allow various violations within their profession. It is a criminal offense are dangerous and cause damage to individuals and society (harm to health and life, property theft, etc.). This Administrative Offences (guilt) that appear in an assault on established social order, rights and freedoms. Patients violate traffic rules, customs, activities and encroaching on private property or legal entities, and so on. Al. This, finally, economic offenses - such as illegal business, banking, tax evasion, false advertising, smuggling, counterfeit money and documents. It should be noted that often carry the offense patients with opioid (heroin) and cocaine addiction, at least - hashyshnoyu and other forms of drug addiction.

Such, in brief, general medical and social consequences of chronic drug or other substance.

"Mental and behavioral disorders due to use of surfactants, which are not connected with taking drugs and alcohol"
1. The aim: to improve the knowledge of students with mental and behavioral disorders due to use South Africa

    2. Educational targets: As a result of studying educational material on this topic students should

Know:

• definition of addiction;

• criteria for the diagnosis of drug addiction;

• classification of drug addiction;

• Stage drug addiction;

• abstinence features at various drug addiction;

• types of psychotic disorders, which occur in the structure of drug addiction;

• types of drug addictions in the structure which are psychotic disorders;

• social and medical investigation of drug addiction;

• complications of drug addictions.

To be able to:

• identify signs of drug use;

• identify signs of addiction (mental and physical dependence);

• opredilyty type of addiction;

• opredilyty stage of addiction;

• opredilyty nature of mental disorders when addiction.

3. The educational purpose of the lesson, students form the algorithm confident action to identify and study the next forecast possible changes of the patient and his behavior;

4. Training time: 2 hours. (90 minutes).

5. Place of employment: department, psychiatric ward.

6. Educational material support:
 Literature for independent work:

	Discipline
	Have to know and to do

	Neurophysiology
	Neurophysiological providing emotional relationship of the cerebral cortex of stem reticular formation and higher autonomic centers; fiziolohychnyy and anatomical relationship of the nervous and endocrine regulation of life processes and their impact on emotions; the concept of "emotional brain" (circle Paypetsa), its structure, role and zlementy structure and physiology of individual structures that it includes: the hypothalamus and its role in the regulation of basic needs and "coarse" expressions of emotion; and ii amygdala role in shaping behavior syndrome (Klyuver-Bucilly); the role of the hippocampus, mamilyarnyh bodies and other structures that are both systems, lateral relationship providing Emotional function and memory function; the role of "non-specific" or "clock" (front and median) nuclei of the thalamus as "switching stanntsii" that connects the brain with the emotional inshymy structures. The pathophysiological mechanisms that explain the development dysforiy, manic and depressive states, emotional disorders inshoi nature: kindlinh (swing, arson); role vital rhythms and IX violations; the role of light.

	Neurochemistry
	- Neurochemistry neurotransmitter systems that are considered basic for understanding the interaction of drugs with the nervous system. Endogenous opioids (endorphins and enkephalins) that are involved in the regulation and modulation of pain and emotional processes. Receptors are stimulated endogenous opioids directly opium and similar substances (morphine, codeine, heroin) and is the main link in the development of intoxication and drug type. Changing the gamma-butyric acid (GABA), which is the most common and important braking system has CNS receptor, the effect of which is controlled and modulated with Th I receptors for barbiturates and byenzodiazepiniv. This fact explains the clinical picture of intoxication and abstinentsiyi that is like the abuse of these substances. Activation monoaminerhichnyh {noradrenerhichnoi and dofaminerhichnoi) systems due to increased release of neurotransmitters from the axons and blockade of reuptake is the basis for effects related to intoxication and rapid development of psychological dependence on psycho-stimulant substances (cocaine, amphetamines). Disinhibition dopamine system due to blockade of the system acetyl-choline and the use tsiklodol atropinopodibnyh substances vyzyvae intoxicated with the possibility of controlled halyutsinuvannya ( "MultiCam"). Kanabinol, which is the active ingredient in smoking hashish and marijuana also has receptors for their actions involved in the control of nausea and vomiting. Hallucinogens (LSD, psilocybin) exercise their effects through some serotoninergic receptor system. In addition to indicating important for understanding the mechanisms of and dependence on the development of drug addiction is knowledge of processes and systems that are considered basic for the activity of the emotional sphere and II disorders. Role monoaminerhichnyh (noradrenerhichnoi and dofaminerhichnoi) systems with emotional arousal and his lack of emotion and the formation of joy, anxiety. Classical theory neyrohimichnoi bases of depression and mania. Role serotoninerhichnoi system, the modern theory of the formation zmotsiy and IX violations. Data on lowering levels of serotonin and its metabolite (5NIAA) in the spinal fluid of those who skoily suicide or homitsyd.

	Biochemistry
	Biochemical reactions of formation and decay of drugs, neurotransmitters, their precursors (tryptophan - serotonin, phenylalanine, tyrozin, DOPA - norepinephrine and dopamine) and metabolite (serotonin - 5NIAA, norepinephrine and dopamine - MNRYE, UMA), and role in dyahnostytsi and treatment of drug addiction.



	Propedeutics of Psychiatry
	Objective signs of drug abuse - in'ektsiy traces the course of it, the lack of it on the extremities, suppuration and traces of them in places of injections; tattoos and location specific content; constricted pupils intoxicated sedatives, opiates and cannabinoids or expanded the use of psychostimulants and atropinopodibnyh substances; inhibition of speech and action, broken articulation intoxicated sedatives, opiates and cannabinoids or excitement, nevtrymnist, pryskorenist language aggressiveness in rezultatidiyi psychostimulants and phencyclidine (SSR); specific facial expressions and eyes, facial reactions, posture, expressive gestures, voice and autonomic changes (rhythm disturbance of sleep, vitality, periods of increased or decreased appetite, withdrawal autonomic components) that characterize the different states of drug addicts. - Fundamental concepts that use to display different states occurring in drug addicts.

- Drug intoxication or drunkenness - a state of altered mental and / or physical activity as a result of taking the drug substance with manifestations specific for the given material.

- Tolerance - the ability of an individual to enter a narcotic substance without specific manifestation of this substance effects in mental and / or physical area. Tolerance may be different for different components of drug action.

- Abstinence or withdrawal syndrome - a condition that is caused by the concentration of drug substance fall below a level that ensures equilibrium in the body of drug addicts. Like intoxication, characterized by symptoms specific to a particular drug.

- Psychological dependence - the state. That rarakteryzue difference in the lives of drug addicts that vidibrazhayut failure of his mental functioning without being in a state of narcotic intoxication ____. Characterized components such as anhedonia sober (inability to experience pleasure from life); addiction to drugs;

psychological dependence - life, plans, memories are the light of the perception linking drug use (talking about the events related to drug plans for future for our friends, space walks, etc.).

- Physical dependence - body condition, characterized by reorganization balance the different systems of the organism in such a way as to balance the permanent ones presence in the body of drugs and be able to support the operation. This condition is characterized by increased tolerance to the drug and withdrawal symptoms arising from disbalansu, linking with falling drug concentrations below the equilibrium.

	Psychiatry
	stage and addiction - the stage of the disease, which is characterized by the formation of psychological dependence (maybe oziznanoyu or not) and increasing tolerance to drugs.

- II stage of addiction - the stage of the disease, characterized by the formation of physical dependence on the background of continued growth plateau or tolerance and typically oziznanoyi psychological dependence.

- III stage of addiction - the stage of the disease, which is characterized by the formation of encephalopathy and inshoyi organ pathology due to toxic effects of the drug substance or the means of introduction. Tolerance reduces the symptoms of drug intoxication pronounced and easily transferred to the withdrawal phenomenon. - Clinical structure opium addiction is characterized by "rapid formation of I and II stages of the disease a significant force of psychological dependence and severe abstinentnym syndrome. The structure of opioid withdrawal include: dry skin and increased secretion of mucous membranes (tears nasmork, coughing, sneezing), yawning, diarrhea, pain (bones, joints, transverse field), sleep disturbances, dilated pupils, depressed mood, irritability, restlessness very strong craving for drugs. Personality changes occur rapidly and in sharpening premorbid features vidrazhayut features of psychological dependence, changing interests and their concentration on drug use, disregard of all rules and habits that are nazavadi anesthesia, coarsening and aggravation primitive instincts and behaviors associated with their implementation . The use of refined opiates does not foruvannya phase III drug. At the same time the use of improvised solutions (along with the usual dirt and infectious agents include aggressive rozchynyuvachi), which is the default for Ukraine, leads to the formation encephalopathies organic type as to the pathology of parenchymal organs (kidney, liver), which also contributes to brain pathology.

- Clinical drug barbituric structure includes a slow formation of separate elements and stages of the disease. Psychological dependence is not as significant as when opium addiction withdrawal but syndorm takes very seriously. Overall structure similar to barbituric withdrawal

Alcohol and includes: potlyvist, dry mucous membranes, thirst, nausea, vomiting, decreased appetite, dilated pupils, nystagmus, tremor of the extremities, increased reflexes, lack of nighttime sleep, depressed mood, irritability, restlessness, excitement, aggression. In severe cases, the condition may include withdrawal seizures large and delirious psychosis. Personality changes and considerable aggravation characterized by organic type:

bradipsyhiya of eksplozyvnistyu, straightness, limited interests. Development stage III disease is the default for a given drug and is characterized encephalopathy organic type of further aggravation of personal traits.

- Drug addiction associated with abuse of benzodiazepines and inshyh hrankailizatoriv characterized by the same symptoms and patterns described for barbituric addiction but occur more easily, more slowly and with less number of complications.

- Drug addiction and abuse connected crazy ostymulyuyuchyh substances characterized by extremely rapid formation of a strong and expressive psychological dependence. Specifics of cn ^ yaninnya, allowing the patient to feel excessive power, mood, self-respect and love for beauty (in this state) of the world that surrounds him and the contrast perception of reality following the same unastilky significant that the choice is very fast and does not in favor of reality. In fact, drug development and does not go beyond the stage. Apathy, depression, following the period of intoxication is not a

withdrawal symptoms, but only fatigue, linking the exhaustion of reserves of catecholamines. Changes osobystosi very hard and come very quickly, that is connected to specificity described intoxication. In order to achieve next dose, patients are willing to cause any action. Formation of stage III depends on the quality and method of use richovyny. In Ukraine psychostimulants (Shirky, screw) rblyatsya artisanal means of ephedrine, which leads to rapid formation encephalopathies and pathology of perenhimatoznyh, as in the case of artisanal opiates. An important development is the fact that some people who use psychostimulants psychotic conditions that greatly resemble paranoidnu form of schizophrenia. To date there is no clear understanding of whether we are dealing with intoksikatsiynym psychosis, or provoking latent schizophrenia. - Drug addiction and abuse associated with cannabinoids (smoking cannabis, hashish, marijuana) is the most easy variant of the disease despite the relatively low rate of formation and a small force of psychological dependence, lack abstinentsiyi, gross personality disorder and intelligence. In some country's attempts to legalize marijuana smoking including because of its ability to take off nausea in cancer patients receiving chemotherapy. At the same time, studies were conducted in the USSR indicate a direct relationship growing use of so-called hard drugs on the number of people that take cannabinoids. We also know that smoking cannabis is, often, the so-called eksperementuvannya stage drug research and "their drugs."

- Substance abuse. This. group includes the consumption of materials, including organic solvents (gasoline, glue "Moment", etc.). The use of linked short period of euphoria that occurs during intoxication, and relative affordability. The aggressive nature of the material leads to disruption of brain cell membranes and rapid formation encephalopathy.




CONTENTS TOPICS

Addictions - is a collective group of diseases accompanied by a pathological addiction to various natural or synthetic substances, acting mainly on the central nervous system, mental development and physicallyand dependence, and as a consequence, constant or intermittent use them in increasing doses. At the heart of drug addiction are two major factors - premorbid personal inclinations of the patient and narkohennist drug. The development of drug addiction is more common in people with psychopathic traits circle unstable, hysterical or infirm and people with defects of education, social adaptation problem. Main effects of drugs that make them attractive to patients: eyforizuyuchyy, soothing, hypnotic, bolevtishayuchyy and exciting. Chronic drug intoxication leads to significant changes psyhychnoho of man, pronounced changes of personality, social degradation. Gradually zrastayut and somatic-vegetative changes. The growing number of people who use drugs, lack of effectiveness of therapeutic interventions and social problems associated with trafficking and drug use make the crucial presence of drug knowledge in medical specialties dear. In view of the above, the possession of skills diagnosis of drug addiction is an important component of practice doctor.

Psychosis, acute and chronic, may occur against the backdrop of prolonged and toksykomanichnyh taking narcotic drugs.

Hashyshni psychosis. May occur during a single drug and expressed in acute porushennisvidomosti, feelings of fear, hyperesthesia. If overdose of hashish psychotic disorder manifested in altered consciousness - as twilight disorder, hallucinatory confusion, sometimes - illusions. Patients excited and aggressive. Contact set hard. May be epileptoformni seizures. There are all kinds of stunning. Standing in the film psychosis is senestopatychni mourning, metamorfopsiyi, hallucination with a sense of flight.

In chronic psychosis hashyshyzmi also observed. Wean them are manic, hallucinatory-paranoid, depressive hypochondriac content.

When morphine type drug psychosis practically not observed.

Substance abuse hypnotics in the chronic stage of the disease can produce mental disorders psevdoparalitychnoyu picture - with an overall decrease marked the intellectual ideas of grandeur, euphoria. There epileptiform seizures. At 6-7 days of abstinence delirium possible. There are cases of psychosis with auditory hallucination delusion. They continue 1.5 - 2 months.

In kokayinizmi also found psychoses. Most often - delirium. Also describes the type Korsakov psychosis.

Under the influence of LSD may experience brief psychotic episodes. There comes a weakness, patients with difficulty moving his hands and feet. Before the eyes closed are pictures of the past. Visual hallucination bright. Join elements of depression.

In tsyklodoloviy substance abuse overdose can occur delirium psychosis by type. State stunning light or hallucination, more visual, striking and threatening. Characterized by the appearance and disappearance of people masks.
"Definition of psychogenic disorders. Aethiology and pathogenesis of psychogenic disorders, role of heredity, acquired factors,

personality pecularities. Somatoform disorders”

“Neuroses, etiology, pathogenesis, distribution and clinical course. Acute neurotic reactions”

“Acute and prolonged reactive psychoses”

“Post-traumatic stress disorder”
1. The aim: to improve the knowledge of the students about psyhogenic disorder.

2. Educational targets: As a result of studying educational material on this topic students should

Know:

• definition of basic concepts psyhoheniy - etiology, pathogenesis

• psyhoheniy classification;

• the role of heredity, acquired factors and personality traits in the formation and progression psyhoheniy;

• definition of basic concepts of somatoform disorders - etiology, pathogenesis

• classification of somatoform disorders

• definition of basic concepts of acute and protracted reactive psychosis - etiology, pathogenesis

• classification of acute and protracted reactive psychosis

• definition of basic concepts of PTSD, acute neurotic reactions, neuroses - etiology, pathogenesis

• classification of PTSD, acute neurotic reactions, neuroses delusional syndromes.

• peculiarities of psychogenic disorders and neurotic disorders in the context of incurable diseases

To be able to:

• establish and maintain contact with patients with psychogenic violation

• inspect patient with Psychological causes of diseases

• using methods of clinical diagnosis and pathopsychological research in investigation of abnormality;

• diagnose the disorder using ICD10

• to diagnosis and differential diagnosis of different types of psyhoheniy;

• diagnose neurotic symptoms;

• identify the main syndrome;

• justify syndromic diagnosis;

• identify and justify the choice of mode of supervision of patients

3. The educational purpose of the lesson, students form the algorithm confident action to identify and study the next forecast possible changes in the state and behavior of the patient in Psychological causes of diseases;

4. Teaching time: 4 hours (180 minutes).

5. Place of employment: department, psychiatric ward.

6. Educational material support:
CONTENTS TOPICS

Psychogenic (caused exclusively informational nature factors) disease is always divided into neuroses and reactive psychosis. This division is to some extent preserved to this day. But systematization disorders seem to have lost our usual logic - all accompanied by first affective syndromes and paranoid, "migrated" respectively in the third and second category of ICD-10, there was a completely new fifth column, which included a few typically neurotic states. At the same time, the actual "neurotic," the fourth section of ICD-10 disease states are as dopsyhotychnoho level and typical psychosis - reactive (eg, psychogenic stupor). But the stop below.

Regarding the etiology, it does not raise any additional issues as it comes disorders caused by chronic stress or traumatic circumstances. Another surprising: the spectrum of symptoms is not very different from that in the endogenous hereditary or caused by external origin undoubtedly organic mental disorders. Link is possible only with the tremendous value (nutritional, life-supporting), which has information for the human brain, and therefore acts along with the pathogenic factors of any nature.

W. Cullen introduced into medical practice, the term "neurosis" in the XVIII century. But its modern and specific meaning it acquired only through the works of the late XIX Jean Charcot, Janet P. and P. Dubois. By implementing the daily practice psychiatrist International Classification of Diseases, 10th revision of domestic psychiatry shared neuroses on hysterical, obsessional neurosis and neurasthenia. The previous classification 9th revision could have found fear neurosis, hysterical neurosis, obsessive compulsive two options - phobic and obsessive, depressive neurosis (neurotic depression), neurasthenia syndrome depersonalization neurosis and hypochondria. But the doctrine of "three key forms" that developed in the Soviet psychiatry was quite successful, as all other neurotic disorders in some way can be considered as derivatives of hysteria, neurasthenia or obsessional neurosis.

During neurosis understand the disease that, firstly, there is as individual reaction to trauma (the latter may in some cases be severe, but mostly it has a prolonged effect in time for existence); secondly, the painful experiences of the patient always psychologically understandable and reflect the content of stressful circumstances; thirdly, the disorder gradually loses its clinical certainty, if eliminated stressful circumstances or they have lost relevance for humans. This triad of symptoms was called triad Jaspers, emphasizing the contribution of the German psychiatrist Karl Jaspers in the development of major provisions of classical psychiatry.

Thus, the neurosis can talk about the reversibility of psychogenic illness, but it should always be borne in mind that the neuroses are prone to prolonged course and frequent recurrence of symptoms. In addition, symptoms often changes ( "mimic"), which leads to problems of classification of the disorder.

In modern classification 10th revision of clinical forms of disorders referred to, firstly, considerably more than in the past, and, secondly, neurotic, stress-related and somatoform disorders combined into one section because of their historical connection with the concept of neurosis and probable asotsiyovanist majority of these disorders the causes informational nature.

Operational elements of neurosis is traumatic circumstances, personality and its specific features (neurosis in the same circumstances likely occur in individuals with psychopathic traits) and the presence of abnormal foundations (head injury history, exhausting work, fatigue due to illness, smoking) .

Consider some direct forms that make up the heading: neurotic, stress-related and somatoform disorders.

Anxiety and phobic disorders

This group includes such disorders in which anxiety is caused solely (or primarily) particular situations and objects relative to external entity that is not dangerous for him now. It is clear that the patient tries to avoid them, and if you can not tolerate this with a sense of fear. Anxiety Severity can range from mild discomfort to fear. Most patients focus on individual symptoms such as palpitation or conditions resembling vertigo. Secondary there is the fear of death, madness or, at least, loss of self-control. Anxiety arises at the mention of such a situation. Often there is disorder in women. There agoraphobia, social phobia and specific.

Agoraphobia - a fear not only of open spaces or crowds, but the fear of inability to immediately return to a dangerous place, which for most people is their own home. This is also the inability to drive alone in vehicles or elevator, the fear of falling in the street and left without help. That is leading feature agoraphobia - is, in other words, the lack of immediate access to the exit. The course is often chronic, disorder completely dezadaptuye man who could years to be "chained" to their homes. It occurs more often in women.

Social phobia - a fear of being in the spotlight by a relatively small group of people, which often occurs equally among men and women, mostly young. Leads to avoid situations such as public speaking, even the teacher to answer the question in the presence of, the need to defend their interests or answer an insult in a public place, to keep the conversation in a circle so unfamiliar. Characteristically, his main problem sees patients in the secondary vegetative symptoms - redness of face, hands trembling, sweating. They avoid social situations, then they have reduced self-esteem.

Specific (isolated) phobias limited to any particular situations (claustrophobia - fear of isolation in a closed space, agoraphobia - fear of heights, filth-dread - fear of pollution aichmophobia - fear of sharp objects, etc.).

Names isolated phobias - of Greek origin, there are more than three hundred. They typically begin in childhood and haunted man for life. If agoraphobia may be fluctuations in severity of symptoms in different periods of life until its temporary disappearance, for fear of phobias isolated objects fears remained stable. Fear of blood and bodily injury differs from other bradykardiyiyi appearance (instead tachycardia in other cases).

Picks

This disorder also relates to anxiety disorders. Anxiety is the leading manifestation of the disease and not related to a specific situation. The main feature of panic disorder is totally unpredictable attacks of severe anxiety (panic) in a variety of circumstances that do not threaten life and health. Such attacks are accompanied by a number of vegetative symptoms, and they understood sick in the first place and forced to seek medical help. This palpitations, chest pain, choking sensations, dizziness, inability to concentrate and act purposefully. Often there derealization-depersonalization. Patients describe their condition as if they have lost control and are forced to flee and save themselves; fear of death is very intense; may also fear of insanity or loss of control over the situation. Its duration - 10 min. In some patients, seizures are rare - several times during his life, but most of their frequency and intensity increase.

In its clinical manifestations panic disorder resembles caffeine intoxication state, this indicates that both cases involved similar pathogenic mechanisms. Komorbidnist marked with agoraphobia (70%). As for alcohol, then with his help patients try to avoid repeated panic attacks. Rapidly emerging dependence on ethanol. Between bouts of anxiety is the default mode. Immediately leaving the place where the alarm occurred (eg, bus), patients continue to avoid such situations. In public they appear, accompanied by "trustee," often become disabled.

There is generalized anxiety disorder, the main manifestation of which is generalized, persistent and "floating" anxiety that occurs in micro-adverse conditions. It has deprymuyuchyy impact on the individual, can cause frustration (helplessness, lack a clear idea of ​​the possibility of solving the conflict). As for the experience, it often - it is fear or foreboding, as if someone should happen from their accident. Patients feel a constant anxiety, tremor, sweating, palpitations, dizziness, muscular tension and discomfort in the epigastric region. The disorder is more common in women and is associated with chronic stress.

There is also a mixed anxious and depressive disorder is difficult to determine that - depression or anxiety - is the dominant symptom and severity of depression is not as to qualify as affective disorder. Such patients often receive assistance GPs; it is usually women after menopause.

Obsessive-compulsive disorder

The main manifestation of this disease is obsessive (compulsive) thoughts that stereotyped repetitive. These ideas are very difficult subject tolerated because of its aggressiveness (patient, for example, feared that he suddenly beat favorite dog, yet he knows that can never cause suffering not only to his faithful friend, but generally any where the animal) or their stupidity (the patient is unable to prematurely replace soiled shirt as he does so only on Mondays and Thursdays). But just as it can be some stupid images (bloody victims of a road accident) or train (eg picking his nose or finger to wind the hair in the presence of other people). We emphasize that neither óbrazy or trains or ideas are not accompanied by a sense of imposition from without some magical power, confidence that the patient is controlled by another object (a characteristic symptom of obsession in the structure of the schizophrenic process).

Another typical manifestation is compulsive disorder (ie the struggle motives) action (rituals) are no less onerous for existence than obsessive thoughts. They are not associated with pleasure from performing useful tasks internally (eg, need several times a day to wash your hands with no real need for it, or the first iron shirts, underwear later, and at the end of pants, or skip the vehicle and wait for the next, if the number of his starts on an odd number, etc.). The rituals aimed at prevention of unlikely events that could harm the patient himself or his entourage (including the patient). Generally speaking, the ritual thinking is rudimentary part of human mentality in general, it is widely used in the making of man as a thinking, social beings when undeveloped algorithmic approach to processing information from the environment and ignorance of the causes of many phenomena offset activity such rudimentary psychological function as religion . Religious beliefs or outstanding anniversary events - not something else as a ritual expression of thought. Celebration of anniversaries - a ritual which all obediently follow, not realizing that the way people emphasize their desire to save the life of a man who has reached a certain age, from possible future disasters and fatal accidents. Therefore, it is sometimes difficult to determine whether a particular ritual manifestation of the patient's mental disorder, or a part of the collective unconscious (Karl Jung), which he carries as part of a particular ethno-socio-culture layer. In rituals, compulsive actions also consider slowness and indecision. The researchers noted a positive correlation between depression and obsession that has led to attempts to use in treating compulsive disorder antidepressants (tsypraleks, Paxil, fevaryn, remeron antidepressant or previous generation - anafranil). Sometimes thus can achieve success and relieve patient suffering associated with obsesiyamy. This disorder is more common in people with anankastnymy features, independent of sex, begins in youth or adolescence. The course of it - chronic. Compulsive rituals are subjected to behavioral therapy better than obsessive thoughts, but unfortunately both manifestations in the same patient usually coexist.

Given the importance of obsessive-compulsive disorder for the upcoming GP, give its criteria for ICD-10:

1. Obsessive-compulsive symptoms should be regarded as their own thoughts or impulses.

2. There is at least one thought or action to which the patient is struggling unsuccessfully (if it even with other already fully reconciled).

3. Opinion on the implementation of intrusive action should not be in itself good for the patient. However, there is some decrease in anxiety or tension after the ritual.

4. Obsessive thoughts or actions óbrazy repeated desire violating their "media" to get rid of unpleasant "escort."

5. Finally, must have the social functioning of the individual breach, and the most obsessive-compulsive disorder act as a source of distress.

In neurasthenia alone will not stop. Note that the present view of neurasthenia is very different from what prevailed among psychiatrists previous generation: the majority says no individual neurasthenia psychogenic illness, and one of the signs at oligosymptomatic asthenic syndrome (latent) organic brain damage.

For neurosis characterized by the prevalence of childhood fears, somatovegetativnyh (enuresis, habitual vomiting) and movement disorders (tics, logoneurosis, hysterical paralysis). The smaller the child's age, the odnomanitnisha neurotic picture.

Treating of neuroses

In the treatment of neuroses preferred psychotherapeutic methods to Dis or eliminate the patient stressor that caused the disorder. Methods of psychotherapy - diverse. For example, technology psycho allows seemed to create a new identity stresostiyku, concentrating around its new "core". If a woman performed hysterectomy and this led to severe neurotic disorder, the therapist tries to find her soul those hidden qualities and interests that eventually will define a key motivation for which the effects of the operation will not have much value (eg, shift patient educational work with " difficult "teenagers or capture modern cinema, etc.). Positivist technique intended to internal or external conflict is not perceived by patients as destructive, but rather acquired traits "engine" progressive development. The task of the psychodynamic approach (stem it - classical psychoanalysis), on the one hand, identify those hidden deep in the subconscious patient experiences that led to neurosis, and, on the other hand, to give him an opportunity to respond, that cause catharsis. If dominant in the clinical picture is anxiety medications recommended protytryvozhnoyi action - most often benzodiazepines (diazepam, chlordiazepoxide, Xanax or phenazepam), tranquilizers other groups (andaksyn) or herbal (Persen, Despres). Physiotherapy is used in combination with other treatments only as an aid.

REACTION TO STRESS HARD AND VIOLATION OF ADAPTATION

The main difference between this group of disorders is that there is a clear reason for them: exceptionally intense traumatic life events or chronic traumatic situation (even a small force). Unconditional importance to individual sensitivity to stress the importance of general and specific personal events to the subject. As exogenous-organic mental disorders, specific form of mental abuse is defined as a specific cause, as the term stressor between the action and the reaction to it and, most importantly, the individuality of the patient. There are acute reaction to stress, post traumatic stress disorder and adjustment disorder.

Acute reaction to stress different short duration - up to 3 days after exposure to the stressor emergency force (death of a loved one). Uniform clinical picture may vary even within such a short time. First, there is a kind of state "ohlushenosti" (compare with blackouts acute organic brain lesions) in violation of orientation in space and especially - in time, significant deterioration of attention, inability to concentrate and loss of the ability to critically adequate awareness of current affairs content. The field of consciousness often slightly narrowed. May be available vegetative symptoms - such as when a panic alarm. Amnesia episode concerning psychotrauma - partial.

Clinic PTSD includes repeated episodes of trauma experiences as intrusive reminiscences, dreams or nightmares, occurring against the backdrop of a chronic feeling of "numbness" and emotional blunting, against exclusion and anhedonia. Patients avoid situations that might remind them of his experiences. If anything suddenly recalls the trauma, likely unintended, often incomprehensible to others (if they are not familiar with the circumstances and content of events experienced) outbursts of anger or fear. Typically, watching vegetative state of high excitability with a tendency to increase in overall vigor. Patients are active, particularly in public life; they try to be helpful to others, spend less time on sleep and rest, are in constant motion, etc (remember the main character of the French film "Three colors: Blue," which has experienced the death of a man and a child, but did not lose the need to live - the director several times during the movie shows her in a swimming pool where it crosses alone hard water surface from one end to the other).

The Optional disorder symptoms include depression and suicidal disposition. It often occurs secondary alcoholism, but the pace slowed formation of dependence syndrome. Getting disorder usually - after a latent period and course - reversible (Dis occurs gradually stressful experiences). Exceptions are those cases where developing chronic personality changes after experiencing disaster.

In the adjustment disorder stress factor affects social relations intehralnist patient or even a broader system of social support and social values. It is clear that this disorder is often observed in refugees or immigrants. His clinical picture is varied, it contains depressed mood, anxiety, restlessness, feeling of inability to cope with the situation, and hence - the unwillingness to remain in it. There is also a reduction of the human ability to plan their actions; Along with this reduced productivity. In adolescents, this disorder often manifests delikventnoyu behavior, commission of antisocial behavior that were not inherent to the radical change in living conditions.

Since the 80 th century. Apply social problems and criminality of the behavior of young men - immigrants from the Middle East and Africa, who moved with his parents to the more economically developed European countries. In many cases this is a manifestation of adaptation disorder, the more that these patterns do not correspond to the subculture in which these children was education before emigrating with his parents to Europe. Adolescents in particular may be a dyssotsialna behavior. Young children with adjustment disorder may experience symptoms such electives as enuresis, children's pronunciation, which is fixed for a long time or thumb sucking. To diagnose this disorder is important that its duration should not exceed 6 months (except for prolonged depressive reaction that can occur in patients 2 years of age).

Summarize the diagnostic criteria for acute stress reactions, because it is important for differential diagnosis:

1. Compulsory and clearly visible link between exposure to the extraordinary strength of the stressor and the start of symptoms.

2. Sudden (or a few minutes after stress) disorder beginning.

3. Mix and extremely variable clinical picture. So, to stun INITIAL state can join depression, anxiety, anger, despair, disordered hyperactivity or, conversely, social vidhorodzhenist.

4. None of the symptoms are not as varied and dominant that it was possible to talk about a more specific diagnosis.

5. Verbal patient products directly or indirectly reflects the content of stressful circumstances.

Reactions are terminated quickly (within hours) of course if it is possible to eliminate, termination stressful circumstances.

Treatment of acute reaction to stress involves isolating the patient from stressful circumstances, and if this is not possible (for example, the tragic death of a loved one and following the procedure of identification of the body), we can recommend the patient medications that reduce anxiety, fear and general psychomotor activity (phenazepam , andaksyn, eglonil, fluanksol, Seroquel, etc.). To achieve a certain depth and duration of sleep is desirable to use hypnotic (nitrazepam, he is - eunoktyn, ivadal, etc.). It is undesirable to prescribe antidepressants and neuroleptic agents with strong braking action, because the first will worsen the patient's condition through binding autonomic effects occur (not to mention the fact that any antidepressants take effect from the first day, and after a period of accumulation in certain synapses neurotransmitters), and the second -can cause depression, followed by suicide.
Dissociative (Konversyvni) Disorders
common symptoms common to all dissociative or konversyvnym (old name - hysterical) disorders, is that the individual is observed partial or complete loss of normal integration between memories of the past, awareness of identity on the one hand, and behavioral acts, on the other. the term "conversion" is used in the sense that the current bad emotional state, caused problems and conflicts are transformed into symptoms, since the person is unable to resolve them.
in dissociative disorders produce the same states:
1. dissociate amnesia - memory loss for events traumatic content.
2. dissociative stupor - the same stupor, but caused exceptionally stressful circumstances.
3. trance states and mastering - dissociative disorders of consciousness in which the person feels driven from the outside and can not resist the will of another (not to be confused with psychological automatisms).
4. dissociative disorders of motor skills - loss of capacity for concerted action and independent movement even under stressful circumstances. in milder cases they are limited dissociative aphonia (a ball in the throat).
5. dissociative seizures - seizures is hysterical character; they should be distinguished from epilepsy because of the treatment and other fundamentally different.
6. dissociate anesthesia - loss of feeling under psyhoheniy. her feature is the discrepancy innervation zones (type "stocking" or "gloves").
7. hanzera syndrome - a psychogenic disorders of consciousness with a characteristic triad: mymohovorinnya, puerylizm shaking and hysterical.
8. multiple personality disorder - the patient is under stress influences forked feels as if there coexist two separate people who behave in different situations differently.
thus, among konversyvnyh disorders are those that do not go beyond ambulatory practices (eg dissociate anesthesia), but there is a real psychosis requiring hospitalization of the patient (hanzera syndrome or dissociative stupor). this is the feature of the modern classification, it often "blurred" boundaries between psychotic and dopsyhotychnym levels of response.
somatoform disorders
the future doctor should know about the existence of these disorders, which by its nature is mental, caused by external or more internal conflicts, but manifest themselves in different somatic "masks." there somatisation disorder, undifferentiated somatoform disorder, hypochondria disorder, somatoform autonomic dysfunction and chronic somatoform pain disorder.
somatisation disorder is "mask" a certain medical condition for which diagnosis doctor finds appropriate organic signs of disease.
undifferentiated somatoform disorder resembles previous disorder, but analyzing the symptoms, which comes from the patient, it is difficult to determine which specific somatic diseases in question. in addition, the "mask" may change over time.
even less clear, more remote from the specific somatic diseases clinic looks picture hypochondriacal disorder.
somatoform autonomic dysfunction manifests itself mainly symptoms of autonomic origin (palpitations, sweating, changes ovarian-menstrual cycle, etc.). so far this disorder, doctors often mistakenly defined as vegetative-vascular dystonia.
chronic somatoform pain disorder - if this disorder is the leading complaint of a pain that is resistant to conventional therapeutic influences. in obstetric practice encountered such a thing as chronic pelvic pain. his reason internist unable to identify and psychiatrists such patients are usually not treated as stressful circumstances often deeply personal character.
these disorders can be seen as "classic" diseases of psychosomatic (psychosomatic medicine is considered the founder of american psychoanalyst franz alexander hungarian origin). regardless of whether we understand by such psychosomatic disorders that staying physical, psychological factors are derived from, or group of mental disorders that manifest themselves somatic symptoms, somatoform disorders - a true psychosomatic illness. american classification of mental disorders involves the association of these disorders with konversyvnymy. between them is really a great resemblance, similarity of mechanisms of formation, but there is a significant difference: the hysterical symptom has a very clear relationship with the traumatic situation (conflict) that caused it. applying psychoanalytic terminology can mark a sign as a symbol of repressed desire or intrapsychological conflict.
treatment of somatoform disorders - a complex problem that requires a lot of time and individual approach to the patient by the therapist. greatest difficulties arise when there is a need to clarify the true traumatic factor that the patient is not aware or does not want to verbalize.
“Schizophrenia. Premorbid manifestations. Basic clinical symptoms"
1. The aim: To develop in students the modern view of schizophrenia as a comprehensive pathology, based on the genetic foundations depends on premorbid personality traits, and often coexists with depression symptoms.

2. Educational targets: As a result of studying educational material on this topic students should

Know:

• basic concepts of schizophrenia. Etiology, pathogenesis.

• classification of schizophrenia

• basic principles of treatment of schizophrenia

• the importance of taking into account the possibility of appealing the patient to a specialist in another medical specialty

• main symptoms in schizophrenia

To be able to:

• observe the principles of ethics

• pay during the survey of the patient / medical history / attention to important diagnostic information.

• conduct differential diagnosis with other mental disorders

• properly formulate a diagnosis according to the International Classification of Diseases (10th revision)

• identify an objective examination of the patient's existing psychopathic symptoms and determine their specific nature and type

3. The educational purpose of the lesson: To teach interns psychiatric patients to match any type of uperedzhuvanistyu and tact, be attentive and serious in dealing with them;

4. Training time: 2 hour (45 minutes).

5. Place of employment: department, psychiatric ward.

6. Educational material support:

Map orienting students to study literature
	№№


	Basic tasks
	Students response

	1
	2
	3

	1.
	What are the main authors of the paradigm of psychiatry
	

	2.
	Violation of thinking are the main symptoms of schizophrenia?
	

	3.
	 What are the features of emotional abuse in schizophrenia?
	

	4.
	What features improvements in volitional sphere with schizophrenia?
	

	5.
	What is meant by personal characteristics premorbydnыmy schizophrenia?
	

	6.
	How much and what form of schizophrenia exist?
	

	7.
	Describe the catatonic form of schizophrenia
	

	8.
	What are the main forms of clinical signs hebefrenic form of sch
	

	9.
	What are the main features of simple form
	

	10.
	What form has the largest share in the modern structure of schizophrenia. What are the main clinical signs.
	

	11. 
	Evolutionary phylogenetic role of schizophrenia in human development
	


3.1. Main basic knowledge, skills, necessary for independent study and assimilation of themes and based on interdisciplinary relations
	Disciplines
	Have to know
	Have to do 

	1. 1. Preliminary courses that provide learning:

2. • Genetics

3. • neurophysiology

4. • Neuro Biochemistry

5. • Neyromorfolohiya

6. • Neurology

7. • Narcology

8. • Psychopharmacology

9. 2. The following disciplines provided by this discipline:

10. • Social hygiene and organization of health care

11. • Medical Psychology

12. 3. Vnutrishopredmetna integration of topics:

13. • Organic brain pathology

14. • substance use

15. • Affective Disorder

16. • personality disorder


	· • Genetic diseases foundations appearance polietyolohichnyh

· • brain morphology

· • neurophysiological processes of the brain and neyrobiohimichni

· • Key psyhopatolo-tech syndromes

· • Basic experimental-but-diagnostic techniques aimed at identifying structural defects thinking paralohichnosti, symvolistyky amorphous and thought processes, emotions of inadequacy and uploschennya

· • Neurological symptoms and syndromes higher nervous system

· • CNS Pathology organic origin

· • personality disorder due to substance use

· • Classification psyhoak-tive substances, their mechanism of action


	· • Conduct clinical psychopathological study of patients

· • Conduct a full neurological examination of the patient

· • diagnose signs of organic pathology

· • Be able to use experimental psychologists-tech research method

· • Be able to conduct differen-traditional diagnosis of organic brain disorders-term, substance use, personality disorders, etc.

· • Interns must properly formulate a diagnosis according to ICD-10


	Plan and organizational structure of classes:
№№
	The main stages of employment, their functions and content
	Learning objectives
	Tools and training materials that control
	methodological support classes visibility, control of knowledge of students
	Period (in%) of the per-genertic second time employment

	1
	2
	3
	4
	5
	6

	
	
	· 
	
	
	

	1.
	Preparatory stage:

• Organization of removing and setting educational goals

• Control the source of knowledge

· • Willingness of interns to the perceptions of the material currently rd th classes
	· Learn to identify an objective examination of the patient's existing psychopathic symptoms and determine their specific nature and type

· • Pay the survey of patient attention to diahnostych hardly meaningful infor-mation, which may indicate to light-ness of schizophrenia

· • Determine the type of disease

· • Conduct dif-rentsiynu-ku diagnostics of diseases with similar clinical picture

· Possess tactics provide nevidklad-term care of patients with schizophrenia th, know the basic treatment of patients with schizophrenia

· • Right-SFO rmulyuvaty diagnosis according to ICD10
	Equipment classes, tables, pictures, slides, methodical. The object of investigation - patients with schizophrenia

Control:

-Usna interview

-Testovi Task of

-Sytuatsiyni Per-giving
	Methodological developments

Challenges

Question

Benchmarks
	15%

	2.
	The main stage:
	
	
	
	75%

	3.
	• Individual work with patients
• Discussion of the clinical picture, diagnosis and treatment policy

Final stage:

• Control and correction level of professional skills and abilities

• Solving situational problems

• Summarizing lessons

• The challenge for the next lesson
	
	
	
	10%


RELEVANCE OF THE TOPIC

Each year are diagnosed approximately 1 new case per 1000 population. This figure is stable in the world, because the incidence is not dependent on nationality or race. Significantly more ill than those singles that made marriage; among those who made a marriage streaks frequency is higher than in the population as a whole. Patients with significantly higher mortality from somatic diseases, among which in the first place tuberculosis and infectious, which is not explained by the conditions of detention and treatment. With improved health care cause of death in patients with a greater degree were suicides and accidents; the period of greatest risk is accounted for age 55 years - the most intense of the disease.

Schizophrenia - naydorohishe of all mental illnesses. Every year the cost of maintenance of patients exceeds 7 billion. Dollars.

CONTENTS THEME:

Practical acquaintance with the disease "schizophrenia" is based on the analysis of the respective patient. Internship psychiatrist suggested a sequence of actions: establish the necessary contact with the patient, the identification and evaluation hvoroblyvoi symptoms, establishing lymphoma diagnosis based on symptoms invention, separation leading syndrome, disorder subtype definition, purpose and forecasting future treatment of the disease. During the lesson should encourage interns to psychiatrists expression of their views, focusing on the issues cited below. The condition periodically and may contain as psychotic states and the so-called light periods when patients are virtually indistinguishable from healthy people.

The appearance of schizophrenia as nosology psychiatry unit owes German psychiatrist Kraepelin (1856-1926), which combined previously allocated specific mental disorders as "early dementia" (dementia praecox) and highlighted the major subtypes of the disease. Kraepelin guided formulated Griesinger (1817 - 1868) criteria nosology: the unity of etiology, symptoms, current and patoanatomichnoyi picture. E.Bleuler Works (1857-1939) had proved that highlighted Kraepelin nosology unit is not us early (because it can begin in adulthood), dementia us (not necessarily because ending dementia). E.Bleuler proposed the term "schizophrenia" - the loss of integrity of the functional relationship between thinking, emotions and behavior. Later, he introduced the principle of different diagnostic power of individual symptomatic manifestations, dividing them into primary resulting organic morbid process, and secondary, mental reactions in patients experiencing disease. The fundamental disturbances in schizophrenia by E.Bleuler are: asotsyatyvni disorders, affective flattening, autism and ambivalence. Works Kraepelin and E.Bleuler are two basic paradigm that traces the study of schizophrenia to date.

Etiology of schizophrenia is unknown, because due to lack of etiological factor most strongly conceptualizes etiology S. diathesis-stress model, according to which for the occurrence of the disease must have: a specific individual vulnerability (diathesis - genetic peredumovlenist or diathesis formed alcoholism, trauma, social stress, etc.) and the effect of environmental stressor factor (factor biological nature - virus, or psychosocial - adverse family circumstances).

The most famous is the neurochemical hypothesis Sh concept dopamine hyperactivity System Works. Neyromorfolohichni studies reveal nonspecific diffuse degenerative changes. Danny EEG - also non-specific. Psychoanalytic approach.

Clinical diagnostic criteria:

• Structural porushnnya msylennya (dissociation, paralohichnist, symvolistyka, vychurnist conclusions psevdoponyat creation, suspension, cliffs, sound, removal and detachment of thoughts, feelings openness zovnishnohov swim, primary delusional understanding - symptoms "first rank")

• Emotional (mental) hypersensitivity, inadequacy, distortion, ambivalent emotions, emotional flattening and emotional dullness

• The phenomena of depersonalization (feeling split, substitution, exclusion of feelings and emotions, his mental and physical "I") apersonalizatsiyi (feeling the loss of his own "I"), derealization (feelings zminenosti and alienation environmental), negativism, autism (giving up contacts with reality, leaving the world of fantasy and unreal experiences)

• Reducing or distortion trains efektorno- volitional functions, etc. ambitendentnist

• Auditory hallucinations

• Olfactory hallucination

• Taste hallucinations

• Corporal hallucinations

• Delusions (especially primary) ratio, harassment, and physical hypnotic influence others.

"Clinical forms and types of course of schizophrenia. Treatment of patients with schizophrenia "

1. The aim: To develop in students the modern view of schizophrenia as a comprehensive pathology, based on the genetic foundations depends on premorbid personality traits, and often coexists with depression symptoms.

2. Educational targets: As a result of studying educational material on this topic students should

Know:

• basic concepts of schizophrenia. Etiology, pathogenesis.

• classification of schizophrenia

• basic principles of treatment of schizophrenia

• the importance of taking into account the possibility of appealing the patient to a specialist in another medical specialty

• main symptoms in schizophrenia

To be able to:

• observe the principles of ethics

• pay during the survey of the patient / medical history / attention to important diagnostic information.

• conduct differential diagnosis with other mental disorders

• properly formulate a diagnosis according to the International Classification of Diseases (10th revision)

• identify an objective examination of the patient's existing psychopathic symptoms and determine their specific nature and type

3. The educational purpose of the lesson: To teach interns psychiatric patients to match any type of uperedzhuvanistyu and tact, be attentive and serious in dealing with them;

4. Training time: 1 hour (45 minutes).

5. Place of employment: department, psychiatric ward.

6. Educational material support:
	Map orienting students to study literature
№№


	Basic tasks
	Students response

	1
	2
	3

	1.
	What are the diagnostic criteria for schizophrenia, you know?
	

	2.
	Violation of thinking are the main symptoms of schizophrenia?
	

	3.
	 What are the features of emotional abuse in schizophrenia?
	

	4.
	What features improvements in volitional sphere with schizophrenia?
	

	5.
	What is meant by personal characteristics premorby schizophrenia?
	

	6.
	How much and what form of schizophrenia exist?
	

	7.
	What types of schizophrenia, you know?
	

	8.
	What is meant by the mission and the initial state defect in this disease.
	

	9.
	How important is the correct assessment form and type of course to build schizophrenia treatment program?
	

	10.
	What are the main areas of psychotherapy used for the indicated pathology
	

	11. 
	List of psychoactive drugs used in the treatment of these disorders
	

	12.
	Describe the main directions of prevention
	

	13.
	How important is the correct assessment forms and type of schizophrenia to forecast the future condition of the patient and building rehabilitation plan?
	


Visual aids:

1) Methodological development.

2) Procedures table.

3) prepare materials before class students.

3.1. Main basic knowledge, skills, necessary for independent study and assimilation of themes and based on interdisciplinary relations
	Disciplines
	Have to know
	Have to do

	17. 1. Preliminary courses that provide learning:

18. • Neurology• Narcology

· • Psychopharmacology

· 2. The following disciplines provided by this discipline:

· • Social hygiene and organization of health care

· •
Social Psychology

· 3. Vnutrishopredmetna integration of topics:

· • Organic brain pathology (tumors, stroke, brain injury, substance use)

· • affective pathology

· • personality disorder
	· The main psychopathological syndromes

· • Basic experimental diagnostic методики, aimed at determining the level of personal and reactive anxiety, attention, think-ing, memory

· • Neurological symptoms and syndromes higher nervous system

· • CNS Pathology organic origin

· • Classification psyhoak-tive substances, their mechanism of action

	· Conduct clinical psychopathological study of patients

· • Conduct a full neurologist - ech examination of the patient

· • diagnose signs of organic pathology

· • Be able to use experimental psychologists-tech research method

· • Be able to conduct differen-traditional diagnosis of organic brain disorders-term, personality disorders, etc.

· • Interns must properly formulate a diagnosis according to ICD-10


	Plan and organizational structure of classes: 

№№ 
	The main stages of employment, their functions and content
	Learning objectives
	Tools and training materials that control
	methodological support classes visibility, control of knowledge of students
	Period (in%) of the per-genertic second time employment

	1
	2
	3
	4
	5
	6

	1.
	Preparatory stage:

• Organization of removing and setting educational goals

• Control of the rising level of knowledge

· • Willingness of interns to the perceptions of the material currently rd th classes
	· • Learn to identify an objective examination of the patient's existing psychopathic symptoms and determine their specific nature and type

· • Pay the survey HVO-roho attention to the dia-gnostic means-CB інформацію, which can indicate the presence of schizophrenia

· • Determine the type of disease

· • To conduct differential diagnosis of patients, okra with similar clinical picture

· • Possess bars Coy providing non-assis-tance turndown schizophrenia patient, know the basic metal-Toda treatment of patients with schizophrenia.

· Right-SFO rmulyuvaty di-noz according to MKB10
	Equipment classes, tables, pictures, slides, methodical. The object of investigation - schizophrenia

Control:

-Usna interview

-Tests task

Situational tasks
	Methodological developments

Challenges

Question

Benchmarks
	15%

	2.
	The main stage:

• Individual work with patients

· • Discussion of the clinical picture, diagnosis and treatment policy
	
	
	
	75%

	3.
	Final stage:

• Control and correction level of professional skills and abilities

• Solving situational problems

• Summarizing lessons

· • The challenge for the next lesson
	
	
	
	10%


RELEVANCE OF THE TOPIC

These disorders are part of the category F2 ICD-10. Schizophrenia is the most common and important disorder in this group. Shyzotypovi disorders share many characteristics of schizophrenic disorders and obviously genetically connected with them. However, since they are not accompanied by hallucinatory and delusional disorders, serious violations of behavior characteristic of schizophrenia are not always pytyahuyut attention of doctors. Most delusional disorders apparently unrelated to schizophrenia, although they distinguish clinically, especially in the early stages, it is difficult. They make up a heterogeneous and not always understandable group of disorders that can be divided for convenience depending on the typical length for a group of chronic disorders and delusional group of acute and transient psychotic disorders.

the methods used and pharmacotherapy.

CONTENTS TOPICS

Practical acquaintance with the disease "schizophrenia" is based on the analysis of the respective patient. Internship psychiatrist suggested a sequence of actions: establish the necessary contact with the patient, the identification and evaluation hvoroblyvoi symptoms, establishing lymphoma diagnosis based on symptoms invention, separation leading syndrome, staging and type of course, forms of schizophrenia, the purpose of treatment and prediction of further disease. It should stay apart for separating shubopodibnyh forms of schizophrenia periodic differential differences between varieties periodychnoi flow schizophrenia. During the lesson should encourage interns to psychiatrists expression of their views, focusing on the issues cited below. Severity continuous form of schizophrenia (preryvchasti forms generally characterized by a mild comparable to the Progressive continuous-forms). The most severe forms of preryvchastyh - shubopodibna - runs continuously Progressive milder forms. Peculiarities shuboobraznoyi form: after the first outbreak occurs remission, but against the backdrop of schizophrenic defect. The next shift coats is the already reduced level after the first exacerbation and mental activity, although it ends remission, but a more reduced than after the first coat, faulty background. Every new aggravation pohlyblyuyetsya defect, and during remission duration varies all others, there is, especially in the early stages, so-called masking compensation or defect. It is noteworthy that after the first shubiv certain number of patients remains serviceable, although, of course, reduced. After each subsequent coat capacity for purposeful socially useful activity continues to decline. Schizoaffective psychosis. The course of both diseases periodically and may contain as psychotic states and the so-called light periods when patients are virtually indistinguishable from healthy people. Quite common is a disease: depression without manic changing light intervals and vice versa. There is unipolar disease manifests itself always the same condition that emotional syndrome. There are periodic mania and periodic melancholy. It is also possible transformation course, in old age mania, for example, can disappear and give way to melancholy. Teacher obliged to supervise interns, psychiatrists understanding vidminostey between TIR and circular form of schizophrenia. At last there are always called dissociative symptoms  thought disorder, the phenomenon of splitting the person so emotional inadequacy. Also, the TIR mizhprystupnomu term behavior of the patient is fully adequate; In schizophrenia in mental status are though subtle, but still vsezh defect symptoms, such as emotional chill. Particular attention should be paid to the features of schizophrenia in childhood.

The treatment of said disease: the role of psychotherapy (behavioral, individual-oriented, hypnotherapy, autogenous training), and drug treatment. Areas of prevention: primary, secondary, tertiary prevention.
  "Affective Disorder. Clinical manifestations of types of their course. Somato-vegetativ equivalents of depression. Principles of therapy of patients with affective disorders"

1. The aim: to improve the knowledge of the students about mood disorders.

2. Educational targets: As a result of studying educational material on this topic students should

Know:

• definition of basic concepts of mood disorders; Clinical manifestations of types of motion

• classification of mood disorders;

• diagnostic criteria for depression; peculiarities, etiology, pathogenesis

• diagnostic criteria for mania; peculiarities, etiology, pathogenesis

• somatovegetativnyh equivalents depression.

• principles of treatment of patients with affective disorders

To be able to:

• establish and maintain contact with patients with affective disorders (in a state of depression in manic, or as the title of a light period)

• examine patients with affective disorders;

• using methods of clinical research and patopsihologicheskogo diagnose affective disorders (for ICD10);

• to diagnosis and differential diagnosis of different types of affective disorders;

• justify syndromic diagnosis;

• identify and justify the choice of mode of supervision of patients.

• distinguish phase of manic-depressive psychosis from reactive and somatogenic like them mental disorders

3. The educational purpose of the lesson: Bringing in students precautionary and tactful attitude towards people with symptoms of mood disorders, including self-esteem, level of aspiration in meaningful activities and locus of control patients.

4. Training time: 1 hour (45 minutes).

5. Place of employment: department, psychiatric ward.

6. Educational material support: 
Map orienting students to study literature
	№№


	Basic tasks
	Students response

	1
	2
	3

	1.
	Do euphoria leading symptom manic syndrome?
	

	2.
	Is this euphoria caused by certain events?
	

	3.
	Is there jumps ideas depressive syndrome?
	

	4.
	Is it possible to diagnose depressive syndrome in konstantatsiyi expression dramatically lowering of mood?
	

	5.
	Can a patient with Uncovering depressive syndrome claim that it is the depressive phase of manic-depressive psychosis?
	

	6.
	Is there a change in depressive mood of euphoria characteristic feature of manic-depressive psychosis?
	

	7.
	Is there a rise in blood pressure during manic-depressive psychosis?
	

	8.
	Which of the following symptoms of manic make Triada

and / apathy

b / abnormal thinking accelerating pace

in / instability aktyvnoi account

g / euphoria

d / hipermneziya

e / abnormal gain volitional activity
	

	9.
	Which of the following symptoms related to the structure:

9.1maniakalnoho syndrome? 9.2depresyvnoho syndrome?

1) depressed mood

2) delirium of greatness

3) inhibition thinking

4) instability of active attention
	


Visual aids:

1) Methodological development.

2) Procedures table.

3) prepare materials before class students.

3.1. Main basic knowledge, skills, necessary for independent study and assimilation of themes and based on interdisciplinary relations:
	Disciplines
	Have to know
	Have to do

	19. 1. Preliminary courses that provide learning:

20. • Neurology

21. • Medical Psychology

22. • Narcology

23. • Psychopharmacology

24. 2. The following disciplines provided by this discipline:

25. • Social hygiene and organization of health care

26. •
Social Psychology

27. 3. Vnutrishopredmetna integration of topics:

28. • Schizophrenia

29. • schizoaffective disorder

30. • Behavioural disorders
	· • The main psychopathological syndromes

· • Disorders mature personality and behavior in adults

· • Basic experimental-but-diagnostic techniques aimed at determining the level of personal and reactor-tive anxiety, attention, think-ing, memory

· • Neurological symptoms and syndromes higher nervous system

· • CNS Pathology organic origin

· • Classification psyhoak-tive substances, their mechanism of action

	· Conduct clinical psychopathological study of patients

· • Conduct a full neurological examination of the patient

· • diagnose symptoms of depression, dysthymia, mania

· • Be able to use experimental psychologists-tech research method

· • Be able to conduct differen-traditional diagnostics

· • Interns must properly formulate a diagnosis according to ICD-10


Plan and organizational structure of classes:

	№№ п.п.
	The main stages of employment, their functions and content
	Learning objectives
	Tools and training materials that control
	methodological support classes visibility, control of knowledge of students
	Period (in%) of the per-genertic second time employment

	1
	2
	3
	4
	5
	6

	1.
	Preparatory stage:

• Organization of removing and setting educational goals

• Control of the rising level of knowledge

· • Willingness of interns to the perceptions of the material currently rd th classes
	· • Learn how to establish-ment of clinical contact and chat with HVO-Eye in a state-Despres siyi in manic-meters, or so-called light-m interval.

· • excised learn to adopt a phase-Mani radically depresyv-tion from reactive psychosis and co-matohennyh like them mental disorders.

· • Know the main diagnostic indoor-ry disorders than another general-and special-the species for each violation

· • master algorithm psychopathological first study Liu dei various odds-mom mood disorders

· • Be able to conduct differential diagnosis of these disorders, providing further definition by severity

· • Interns must be able to correctly formulate a diagnosis according to MKB10

· • Learn how to choose treatment policy in accordance with the diagnostic findings.
	Equipment classes, tables, pictures, slides, methodical. The object of investigation - the patient for bipolar affective disorder

Control:

-Usna interview

-Testovi tasks

of- Situational tasks

	Methodological developments

Challenges

Question

tests
	15%

	2.
	The main stage:

• Individual work with patients

· • Discussion of the clinical picture, diagnosis and treatment policy
	
	
	
	75%

	
	
	
	
	
	

	3.
	Final stage:

• Control and correction level of professional skills and abilities

• Solving situational problems

• Summarizing lessons

· • The challenge for the next lesson
	
	
	
	10%


RELEVANCE OF THE TOPIC

These disorders are difficult part of the category F3 ICD-10. It is a disorder in which the main violation is a change in mood or affect, usually towards inhibition (with or without concomitant anxiety) or recovery. This change in mood often accompanied by changes zahalhnoho activity level and most other symptoms or secondary, or easily perceived in the context of these changes of mood and activity. Ix Most of these disorders tend to recurrence, and the beginning of individual episodes are often associated with stressful events or situations. In this section of the ICD-10 includes mood disorders in all age groups, not letting childhood and adolescence.

CONTENTS THEME:

Prevalence of disorders in the population and epidemiological criteria for the distribution of sex and age. The etiology of affective disorders. Place disorders of psychological development in modern Classification of Diseases (ICD-10, heading F3). Neurophysiological activity  providing emotional relationship cortex of the reticular formation and higher autonomic centers; anatomical and physiological relationship yendokrynnoyi nervous and regulation of life processes and their influence on emotions.  objective manifestations of emotion and facial expression eyes facial reactions, posture, expressive gestures, voice and some autonomic changes in various emotional states (Protopopova Triada). The meaning of emotional reactions, mood and affect, the relationship of these characteristics with the specific events and their significance for the individual. Compliance with the strength and emotional expressions prodovzhuvanosti vkaznym events. Temperament and its species. The adequacy criterion as fiziolohichnosti emotional activity. Clinical structure depressive and manic syndromes: primary symptom classical Triada, katatimnogo mayachchyautvorennya mechanism. Methods of clinical survey and writing the mental status. The stereotype of the clinical development of cardiovascular disease (tachycardia, hypertension), diseases of the brain (mydriasis), gastrointestinal (spastic constipation) and endocrine system (amenorrhea, dry skin).

The treatment of said disease: medication. Directions prevention.

"Epilepsy"
1. The aim: to improve the knowledge of the auditory about epilepsy.

2. Educational targets: As a result of studying educational material on this topic students should

Know:

· definition of epilepsy;

· classification of epilepsy;

· clinical manifestations of epilepsy;

· clinical manifestations of epileptic psychoses;

· principles of treatment of patients with epilepsy;

· principles of urgent aid in epileptic status.

     Be able:

· investigating mental state of mentally ill patients;

· diagnosing of epilepsy and epileptic psychoses;

· planning the treatment of patients with epilepsy and epileptic psychoses.

3. The educational purpose of the lesson, students form the algorithm confident action to identify and study the next forecast possible changes of the patient based on the presence and type of psychopathological syndrome;

4. Training time: 2 hours. (90 minutes).

5. Place of employment: department, psychiatric ward.

6. Educational material support:

Literature for independent work:

  INFORMATION FOR THE STUDENTS ON THE TOPIC.
 BASIC KNOWLEDGE ON THE TOPIC 

(information and skills, necessary for understanding and mastering the topic, based on links with other disciplines).

	Subject (discipline)
	To know
	To have a skill

	Anatomy
	The anatomy of the brain (the reticular formation, the limbic  system)
	

	Physiology
	Physiologic properties of  the nervous system
	

	Philosophy
	Philosophical approaches to mind and soul 
	

	Organization of medical care
	Organisation of general hospitals, rules of rendering medical help, inpatient and outpatient medical services 
	


THE CONTENT OF THE TOPIC.

  A seizure is a symptom of brain dysfunction, either localized or general, and should be investigated as only one of a potential complex of signs and symptoms. The occurrence of a fit signals that the neural, humoral, metabolic, and vascular regulatory systems of the brain are not in balance. Hypoglycemia, pyridoxine deficiency, eclampsia, uremia, anoxia, hyponatremia, water intoxication, and fever are all states that may lead to convulsions. In the same class should be mentioned seizures after the withdrawal, usually abrupt, of a wide class of pharmacological agents.

    More common are seizures after cerebrovascular hemorrhage or thrombosis. Cerebral vascular disease is particularly to be suspected with seizures occurring for the first time in adults, particularly those past midlife. Whether the pathology be neoplasm, vascular disease, vascular malformation, abscess, acute or chronic infection, or degenerative disease, fits may be an early symptom.

  A more easily recognized but much abused cause is trauma.  The problem is that many patients and families remember all too clearly some recent or remote head injury, to which is attributed all  subsequent misfunctions.  Before one settles down to classify and treat an epileptic, a careful diagnostic work-up is necessary.  Minimally, a set of skull x-rays, lumbar puncture, blood serology, fasting blood sugar, brain scan, and electroencephalogram (EEG) should be added to a meticulous physical, neurological, and routine clinical laboratory examination and a careful history, paying particular attention to recent drug intake. The standard shibboleths for seizure diagnosis seem to include unconsciousness, tonic and clonic movement, loss of sphincter control, amnesia, and self-injury 

such as bitten tongue and head injury from falling. This set of phenomena describes many grand mal seizures but is not a sine qua non for all epilepsies. Focal seizures such as Jacksonian seizures may not be accompanied by loss of consciousness unless the motor symptoms become bilateral. Some psychomotor patients may retain a hazy or distorted memory of the seizure period and may not appear unconscious to an observer. And a number of patients with a real seizure problem have learned to  use the seizure for secondary gain. They may learn ways of precipitating a fit, by hyperventilation, for instance, or they may  simulate a fit. Recognition of the simulation by a professional observer may prejudice him against diagnosis of the patient's coexisting epilepsy.                      

CLASSIFICATION OF EPILEPTIC SEIZURES.

TYPE                           COMMON SIGNES AND SYMPTOMES

I. Centrencephalic

      Grand mal             50% have brief aura, unconsciousness,

                               followed by tonic-clonic seizure.

      Petit mal             No aura; 2 to 15 seconds of unconsci-

          Classic absence      ousness; may show 3 per second blinking;  

          Myoclonic            lightning twitches; 

          Salaam                

          Akinetic (atonic)    loss of muscle tone and unconsciousness

II. Focal

      Jacksonian, focus     Onset most common in thumb of face, motor

          around central       or sensory march of symptoms.

          sulcus

      Psychomotor           May end with grand mal; may have  

          (temporal lobe)      independent grand mal seizures.

      Other focal

      Frontal               Aura common; related to localization;

                               onset with adversive eye movements

                               in grand mal and focal fits

      Midtemporal           Facial movements at onset

      Occipital             Visual (unformed) aura; grand mal

                               seizure; strabismus common

  The categorization of an epileptic patient depends primarily on two data: a) description of the seizure and b) an electroencephalogram.  Atten- tion should be paid to precipitating circumstances, periodicity, frequency, warnings, and the first signs of the ictus. The duration and form of termination of the seizure and subsequent state of the patient should be documented.

  The EEG is of considerable assistance in a differential diagnosis, but an abnormal record may be difficult to obtain, and a single normalEEG is of no significance in an epileptic. Nearly half of all epileptics have grand mal seizures alone, and only 20 per cent of these show waking interseizure abnormalities on the EEG.  Recording during sleep increases the incidence to 80 per cent.

   CENTRENCEPHALIC SEIZURES

   These imply bilateral synchronous EEG abnormality at the time of the seizure and clinical unconsciousness at the onset of the seizure.  They include grand mal and petit mal seizures.

   GRAND MAL SEIZURES. These may have a brief aura and are often initiated by a cry, presumably due to forced expiration of air. The cry is followed by or is simultaneous with the loss of consciousness, which is followed by falling to the floor, often with physical injury, and the advent of extreme tonic spasm, the extensor muscles dominating the flexors. This is usually followed by a clonic phase in which there is alternating flexion and extension of the body musculature, which may lead to biting of the tongue or mouth or further injury to the head. Cyanosis is often marked until the seizure terminates, with deep noisy breathing and often with profuse sweating and salivation. There may be relaxation of the sphincters, with loss of urine or feces during the seizure, and in the male the ejaculation of semen, usually with erection, may occur. The EEG during this period is dominated by high voltage and fast activity in all leads and often terminates with an isoelectric period during which little or no spontaneous electrical activity is visible. The patient may waken into a confused state described as the postictal twilight state; he may become perfectly alert and oriented although somewhat slowed down and dull, or he may lapse into apparently normal sleep for some minutes or an hour or two. On recovery he usually complains of muscular aches and often of a severe headache. A marked bulimia may occur on recovery, leading the patient to ingest copious volumes of food or liquid.  With complete recovery, there may well be feelings of depression and despair, often in reaction to the reality aspects of the seizure and social embarrassment.

   PETIT MAL SEIZURES. These seizures are extremely rare in adults.  The classic triad of petit mal seizures includes the classic absence, myoclonic seizures or lightning jerks (including salaam seizures), and atonic seizures. The attack is accompanied by a bilaterally synchronous EEG wave and spike formations at about 3 per second and is often easily brought on by hyperventilation.  A characteristic attack is quite brief - 10 to 30 seconds - and may pass unnoticed by the patient or by an unskilled observer.  It is accompanied by total unconsciousness but of such a brief duration as to make only a transient lapse in conversation and with so little retrograde amnesia that it can easily be concealed.  Such seizures can be a problem if there are large numbers of them in sequence or during the course of the day.

    The MYOCLONIC seizures may or may not include unconsciousness.  They are characterized by a very short jerky movement of the body, either a sudden flexion movement of the trunk muscles with raising of the arms giving rise to the salaam or, particularly in older patients, an abrupt extension movement, notably of the shoulders, arms, and hands.

   ATONIC seizures are characterized by momentary losses of muscle tone, usually with unconsciousness, causing the patient to slump to the ground but recover promptly.

   FOCAL SEIZURES

  These seizures have clinical or EEG evidence of a specific, usually cortical, site of origin.  They are more likely to be due to identifiable pathology, such as a scar, vascular lesion, tumor, or brain atrophy, than are the generalized seizures described above. However, the majority of patients with focal seizures also have grand mal seizures. Of particular importance in diagnosing and localizing the focal seizure are the events just preceding or initiating the attack.

   JACKSONIAN SEIZURES. These seizures, first described by Hughlings Jackson, have a focus around the central sulcus and so are introduced by contralateral focal motor or sensory phenomena.  Characteristically the thumb or comer of the mouth is first involved; the involvement then spreads by contiguity. If primarily motor, the manifestation is muscle twitching; if primarily sensory, the description is usually one of numbness, paresthesia, and tingling.  As long as the symptoms remain uni-lateral, the patient does not lose consciousness, but the motor phenomena may become bilateral, consciousness may be lost, and the patient may show a characteristic generalized seizure.  Jacksonian  seizures are often post-traumatic in origin, although other pathology should be investigated.

  ANTERIOR TEMPORAL FOCUS SEIZURES. An anterior temporal lobe abnormality is the commonest of the focal phenomena by EEG finding.  Most characteristic is the spike or a train of spikes, although slow waves may also be seen in this region. The anterior temporal lobe abnormality is accompanied most commonly by psychomotor seizures, but it may manifest grand mal seizures. The clinical picture is often characterized by lapses of consciousness, which are sometimes confused by the unwary with petit mal attacks and which often begin with head-tuming, orienting movements of the eyes, lip-smacking, swallowing, and salivation.

  OTHER FOCAL SEIZURES.  Foci in the frontal, midtemporal, and occipital regions of the brain are quite rare.  The EEG is usually characterized by focal spikes that may spread to involve other brain regions.  Frontal seizures are often initiated with adversive eye movements or occasionally head movements and may involve phenomena of forced thought.  Midtemporal foci are more common than the others and show an unusual propensity for the disappearance of both the EEG abnormality and the seizures in late adolescence or adulthood. The clinical phenomena usually include grand mal seizures, and there may be focal facial movements at the onset. Occipital seizures are probably the rarest of the group, usually manifesting themselves primarily with the grand mal seizure, although there may be an initial visual aura or flashing lights and diplopia. Strabismus is common in these cases.

  PSYCHIC SEIZURES.

  Psychic seizures seem to be primarily of temporal lobe origin and may either precede a generalized convulsion or, more commonly, occur without loss of consciousness. Sometimes they are called psychic equivalents of seizures.

   PERCEPTUAL CHANGES.  The most common phenomena are changes in visual perception described as changes in the size of an object as if it were receding or approaching.  Everything may look very small and distant or quite large.  With auditory phenomena, voices in the room become very distant or very loud and confused as if everyone were shouting.  One patient described the floor and walls as wavy.

   CHANGES OF SELF-AWARENESS.  Feelings of depersonalization and derealization may last for a matter of seconds or a few minutes and then abruptly disappear or be followed by some further elaboration of the seizure sequence.  Related to these feelings perhaps are the sudden feelings of intense familiarity, the phenomenon of deja vu. The reciprocal experience of jamais vu is also seen in which the subject, although in a familiar situation, feels that it is entirely new and strange.  In both these situations there is usually awareness that the feeling is not reasonable.

   CHANGES OF THOUGHT.  Particularly striking is the phenomenon of forced thought, in which a thought, a word, or a sentence may obtrude itself on consciousness and seem to occupy the whole center of awareness.  On occasion it may be an obscenity, but it may equally well be an apparent nonsense phrase or a melody. The thought may be clearly remembered after the attack or only dimly remembered or forgotten.  Disorganization of thought may be another such phenomenon, with the patient complaining that there is a brief period during which he seems to know what he wants to think about but cannot put the ideas together. 

   CHANGES OF MOOD AND AFFECT. Paroxysmal attacks of fear ranging from 

anxiety to terror are frequent accompaniments of this kind of psychic seizure. These attacks are described as different from the apprehension that many epileptics feel at the onset of the seizure.  Acute feelings of despair and depression also occur.  Feelings of  pleasure, elation, and serenity seem to be rare. Disphoric mood attacks with feelings of anger combined with anguish are also characteristic of epilepsy.

   COMPLEX HALLUCINATORY EXPERIENCES.  These rare experiences are most often auditory hallucinations, but they may also be olfactory.  The patient usually has a clear insight into the hallucinatory nature of the phenomenon, feels it as alien to himself, and may be quite anxious concerning its reflections on his sanity.

   COMPLEX STEREOTYPED AUTOMATISMS.  Complex acts may appear to be purposeful but are inappropriate to the situation and in general are stereotyped: that is, repeated almost identically in the same form on each occasion.  In a few patients, a seizure can be precipitated by asking them to carry out their characteristic automatism.  In others, carrying out the act under hypnosis gives rise to a rich associative flow, reinforcing the impression that the act has symbolic significance.

  TWILIGHT STATES

  POSTIETAL TWILIGHT STATE.  This state usually follows one or several seizures.  At the close of the grand mal seizure or perhaps after a period of sleep, the patient may be apparently awake but in a confused state, mumbling incoherently and fumbling with his clothing or other objects.  Periods of excitement sometimes appear, lasting from minutes to (rarely) several days. This excitement may include extreme agitation, paranoid ideation, hallucinations, and delusions that may lead to aggressive outbursts.  Consciousness is markedly disturbed, although the patient shows neither motor nor speech impairment, and there is usually complete amnesia for these periods.  Such states usually clear completely and with surprising abruptness. Throughout this period of confusion, the EEG shows diffuse symmetrical slow activity, not the paroxysmal activity of the seizure state.

   ICTAL TWILIGHT STATE.  This state may begin with the disturbance of consciousness and no other warning or, more often, it may be preceded by symptoms of focal disturbance, usually of the temporal lobe.  The most common early symptoms are searching movements of the head and eyes, lip-smacking, masticatory movements, and swallowing. During the state itself, the patient becomes disoriented and is only partially aware of his surroundings.  He may wander around aimlessly, fumble with his clothing, mumble unintelligibly, or say phrases of intelligible words that are inappropriate in context.  He may respond to external stimuli but does so inappropriately.  The period may last for 5 or 10 minutes.  If the state is prolonged, there may be more overt agitation, expressions of fear, anxiety, incoherent talk, and aggressive acts, particularly if attempts are made to restrain the patient.  Some patients present apparently purposeful and well-coordinated beliefs with no recall or only dim memories of the period, which may last from several hours to days.

  PETIT MAL STATUS. The twilight states related to petit mal status are relatively uncommon. The EEG in these cases is characterized by continuous or nearly continuous bilaterally synchronous spike and wave patterns, and the clinical picture is apparently dominated by confusion but frequently with fairly complex confused behavior, as described for the postictal twilight state.  An attenuated form of this same phenomenon may appear in patients who complain of mental dullness, which may last for several days, characterized by difficulty in concentration and general slowing of the thought processes without the confusional pictture just described. These protracted periods of mental  slowing may terminate abruptly.

   STATUS EPILEPTICUS. The recurrence without interruption of grand mal seizures in an epileptic. Seizures repeat approximately every 10 minutes, and the patient remains unconscious between them.

   Status epilepticus is a most common cause of death in epileptics. It occurs more frequently im symptomatic than in idiopathic epilepsy, and it often appears to be precipitated by withdrawal or change of anticonvulsant medication, or by intercurrent infection (where high temerature may produce a state of internal withdrawal from medication). Other cases include occlusive cerebrovascular disease, hypertensive and metabolic encephalopathies, neoplasm, head trauma, degenerative diseases of the brain, and, sometimes, collagen disorders and similar systemic diseases.

   The complications caused by this state are various and dangerous: brain or lung oedema, inhibition of the breathing centre in the brain, heart failure, etc.

   Thus, status epilepticus demands urgent tretment measures, and sometimes resuscitation. All the drugs are injected by parenteral way, most of them intravenousely. Anticonvulsant medicines include solutions of magnesium sulfate (25% - 20.0), which also has a dehydrotising effect; some anxiolytic drugs, in particular benzodiazepines, in intraveneous injections also have anticonvulsant action (chlordiazepoxide, etc.). If seizures prevail in spite of medication, it is sometimes necessary to narcotize the patient. Besides the termination of seizures, the patient must receive symptomatic treament to prevent complications (diuretics, drugs to support heart activity, breathing analeptics, etc.)

   INCIDENCE OF EPILEPSY.

   Perhaps half the epilepsy cases are preventable in the sense that they are the sequelae of trauma, infections, and birth injury with clear damage to the brain. These secondary cases are increased when there is poor prenatal and perinatal care and in regions that pay the usual price of poverty and overcrowding in malnutrition, neglect, and violence. From the world health organization’s point of view, epilepsy is a common and disabling condition, particularly in regions with a high incidence of low virulence central nervous system infections and  where traumata, particularly the subdural hematomas of infancy and early childhood are neglected.  However, in this country the incidence is about 0.3 to 0.4 per cent or roughly one-tenth the incidence of mental retardation  and perhaps one-half the incidence of schizophrenia. 

  PSYCHIATRIC ASPECTS.

  Most psychiatric difficulties, except for the major psychoses, are quite widespread throuhout the population and can be expected to involve the epileptic population by chance.

   PERSONALITY OF THE EPILEPTIC

   SOCIAL PROBLEMS. Psychological tests suggest that some 60 per cent of all epileptics and nearly two-thirds of the centrencephalic or idiopathic group have the onset of their seizures in the first decade of life, which means that these patients have grown up with a rather dramatic handicap. In spite of some recent publicity, a great miasma of social taboos and misapprehensions about the epileptic seizure still beclouds the patient's adjustment. Many schools will not allow the epileptic in class. Parents may be ashamed and apprehensive. Employers discriminate against hiring the epileptic.  The ever present possibility of a major seizure in public hangs heavily over the epileptic.  Under these conditions, it is not surprising that he has difficulty in establishing a sense of personal security and a clear ego identity. It is in this area that the understanding physician can do a great deal for his patient. In addition to prescribing medication to control seizures, he can give person counsel, intervene in parental misapprehensions, and do occasional battle with the school system, the scout troup, and other social establishments.

   Middle-class patients under competent medical care often make a productive, stable life adjustment. But the disadvantaged fall below the marginal utility of their group, which leads to rapid ostracism, neglect, and a downward spiral of social alienation and physiological abuse.

   PHYSIOLOGICAL PROBLEMS.  Abnormal brain function occurs unpredictably and with much greater frequency than is manifest by the overt seizure.  Children who have few overt seizures but many bursts of EEG abnormality have difficulty in school and in making peer adjustments.  Many children present themselves as learning problems or behavior problems as they react against the confusing situation in which they find themselves.

   Other paroxysmal discharges, such as the grand mal or the temporal lobe discharge, may have similar cumulative effects on the patient's ability to integrate life experience.  The seizure discharges in the temporal lobe - often widespread and profound in subcortical, particularly rhinencephalic, structures - must be disruptive of normal functioning of these important integrating systems, which seem to be important in the integration and expression of emotion and in learning and memory.

  The problem of paroxysmal cerebral dysrhythmia, the complications of poor medical control - leading to frequent falling and self- injury, usually involving the head, with possible attendant secondary brain damage - and the potential problems of chronic drug intake add up to a heavy set of physiological hazards facing the epileptic patient.

   ADJUSTMENT TO SEIZURES.  Having epilepsy and having seizures become integral parts of the epileptic's life, and it is not surprising to find them intricately interwoven into his life adjustment.  In particular there is the problem of the patient who uses his seizures for secondary gain, either to attract attention or to avoid uncomfortable situations.  Some epileptics consciously precipitate seizures by hyperventilation or similar physiological maneuvers. Others develop a kind of conditioned reflex response to certain kinds of psychological stress.  In a small group of patients, particularly children, seizures are self- precipitated, apparently for some psychological reward.

  AURA

  The earliest symptoms in a seizure, particularly the aura, have an important localizing value in cases of focal epilepsy. The aura is perhaps of equal importance to the epileptic himself, for it warns him of the onset of a seizure and allows him a little time to find a safe place.  The aura is often present, even in the primary grand mal epileptic, although not in the petit mat.  The acute phenomenon is frequently described as diffusely visceral. This feeling may last for a few seconds or several minutes before the overt seizure.  A period of several hours or days of increasing irritability, restlessness, and mild depressive symptoms may precede a major seizure.  These symptoms usually disappear abruptly after the seizure itself.

   THE "EPILEPTIC PERSONALITY"

   Does a characteristic epileptic personality exist?  Those who insist on a set of common personality traits identify the following: slowness of reactions, perseveration, rigid emotional attitudes, unresponsiveness to external factors, self-centeredness, hypochondriasis, and fixed opinions, particularly concerning religious issues.  Most authors, however, agree that, in non-institutionalized  epileptics as a group, these are not characteristic features and that personality types and abnormalities show the general broad range noted in the rest of the population.  It may well be that many of these traits reflect the underlying cerebral dysfunction.

   ACUTE PSYCHOTIC STATES RELATED TO EPILEPSY

   Temporal lobe epileptics may show acute psychotic episodes with prominent schizophrenia-like features and little or no EEG abnormality to suggest a relationship to epilepsy.  These episodes may last for days or weeks and end abruptly.  In addition, it seems likely that some patients not manifesting clinical temporal lobe epilepsy do show temporal lobe EEG abnormalities and do manifest acute or subacute psychotic episodes which are often misdiagnosed as schizophrenic.  These patients may suffer from the same basic pathophysiology as the known epileptics, and vigorous medical or surgical treatment may improve their prognosis considerably.

   CHRONIC PSYCHOTIC STATES AND EPILAPTIC DETERIORATION

   One sees in state hospitals a number of chronic epileptic patients in whom the combination of recurrent seizures, social neglect, recurrent head injuries, and perhaps overmedication has led to a sad state of deterioration, but it seems unlikely that there is any unique psychotic end point for the epileptic. Even many of the apparently deteriorated cases can be markedly improved by good medical attention.  

  GENETICS AND MARRIAGE

  The twin-pair data indicate a strong inheritable predilection for epilepsy. These investigators find about 85 per cent concordance for epilepsy in monozygotic twins, versus 5 per cent for dizygotic twins.  Among monozygotic twins with symptomatic epilepsy they find about 14 per cent concordance, versus 0 per cent for dizygotic twins.  These figures indicate that manifestation of epilepsy is not inevitable even in identical twins, but sensitivity does seem to be inherited, even to 

symptomatic epilepsy.  In counseling couples, the clinician should inform and reassure both the patient and his future partner. When the couple asks about having 

children, the first consideration is whether the  patient's physical and mental conditions allows him to be a good parent; only then can the discussion be directed toward the genetic possibilities.   If only one future parent is afflicted with epilepsy and if head  injury has been eliminated as the precipitating factor, the current estimate is that each of their children has a probability of between 0.025 and 0.050 of developing overt convulsions - a very slight risk. Evidence shows that this probability is increased if the other future parent has subclinical cerebral dysrhythmia or if both have epilepsy, but accurate figures are unavailable.  Meticulous study of pedigrees is more valid than applying figures from the general population. It appears that the risk of transmitting epilepsy alone is generally too minute to warrant advising strictly against progeny, especially now when so many convulsions can be completely controlled or cured by drugs or surgery, and the outlook is auspicious for further advances.

   TREATMENT

   MEDICATION

  Most seizures can be controlled with medication. The main principles of medication in epilepsy are: 

   1) Selectivity and combined treatment. Drugs are selected in accordance with type of seizures and reaction of the patient. Considering the great number of existing anti-epileptic medicines, it is possible to choose appropreate drugs that would suit every patientindividually. Usually drug combinations are used.

   2) Gradual beginning of treatment. At first drugs are prescribed in small doses, which are gradually increased till the therapeutic effect is reached. Usually the minimal effective dose is selected.

   3) Constatnt prolonged use of drugs without intermissions. If a patient stops to take medicines after he/she had taken it for a period of time, there may be an increas of seizures, and even epileptic status can result.

   4) In the absence of seizures for a prolonged time (1 to 3 years), termination of medication can be considered. After thorough investigation of the patient, the doctor decides on the way of termination. The doses of drugs are decreased very carefully and slowly, for several weeks. If a seizure occurs, the patient should return to previous doses.

   For petit mal seizures, trimethadione (Tridione) and paramethadione (Paradione) are the drugs of choice. On occasion in petit mal status or in some of the twilight states presented by them, the use of amphetamines is effective.  All other seizures are best initially treated with diphenylhydantoin (Dilantin) alone or in combination with phenobarbital. There are also several groups of new drugs that are used in epilepsy.

   The goal should be complete control of seizures.  Control at the level of one seizure every 6 weeks may be quite satisfactory to the physician who has seen the patient have three and four a week, but it is not good enough for adequate rehabilitation of the epileptic.  One seizure every 6 weeks may be just enough to preclude a normal social life and gainful employment.

   All epileptic drugs are potentially toxic and particularly affect the hemopoietic system. Phenurone, which is often quite effective in temporal lobe seizures notoriously resistant to other forms of drug medication, is an extremely toxic drug with liver complications and with a relatively high incidence of psychotic disorders.  Phenurone should be used carefully and should probably be initiated under hospital surveillance, with frequent check-ups thereafter.

   Adjuncts to therapy sometimes include shifting of the acid-base balance, particularly in the petit mal patients. Acetazolamide (Diamox) or a similar carbonic anhydrase inhibitor may be useful.  Attention should also be paid to maintaining physiological homeostasis for the patient. The seizure threshold may be lowered by fever, fatigue, salt, and water retention. Should these conditions occur because of intercurrent illness, it may be desirable to increase medication.

   PSYCHOTHERAPY

   Since the epileptic patient has a condition that may well persist for life and around which his future must be organized, it is well for him to have a psychotherapeutic relationship with his physician.  The physician may have to intervene in some situations, particularly in those school systems that exclude epileptic children of normal intelligence from classroom activities.

   SURGICAL INTERVENTION

   When focal seizures are a manifestation of identifiable structural pathology and good control by medication of the seizures is not obtained or the pathological process is itself progressive, surgical ablation is indicated, provided that it does not lead to crippling effects such as aphasia, major hemiparesis, etc.

  Temporal lobe epileptics are difficult to control with medication, and a number  of them may have disturbed lives as a result of their seizures or their interseizure dysfunction.  Ablation of the anterior temporal lobe can be an effective therapeutic measure in curing or at least making amenable to pharmacotherapy a number of temporal lobe epileptics.

"Oligophrenia and retardation of development. Aethiology, pathogenesis, clinical manifestations. Diagnostics and differential diagnostics. Treatment and correction measures. Prophylaxis and expertise questions. Hypercinetic and conduct disorders in children and teenagers. Aethiology. Pathogenesis. Clinical manifestation. Disorders of social behaviour. Clinics, course, prophylaxis. Principles of medical-educational correction, social rehabilitation"

1. The aim: to improve the knowledge of the students about oligophrenia and mental retardation.

2. Educational targets: As a result of studying educational material on this topic students should

Know:

· definition of mental  retardation;

· aethiology and pathogenesis of mental retardation;

· clinical manifestations of mental retardation;

· principles of diagnostics and differential diagnostics of mental retardation;

· principles of treatment and correction measures of patients with mental retardation;

· principles of prophylaxis of mental retardation;

· principles of expertise of patients with mental retardation.

To be able to:
· investigating mental state of mentally ill patients;

· performing diagnostics and differential diagnostics of mental retardation;

· planning the treatment and rehabilitation of patients with and mental retardation.

  3. INFORMATION FOR THE STUDENTS ON THE TOPIC.
 3.1. BASIC KNOWLEDGE ON THE TOPIC 

(information and skills, necessary for understanding and mastering the topic, based on links with other disciplines).

	Subject (discipline)
	To know
	To have a skill

	Anatomy
	The anatomy of the brain (the reticular formation, the limbic  system)
	

	Physiology
	Physiologic properties of  the nervous system
	

	Philosophy
	Philosophical approaches to mind and soul 
	

	Organization of medical care
	Organisation of general hospitals, rules of rendering medical help, inpatient and outpatient medical services 
	


3.2. THE CONTENT OF THE TOPIC.

  Mental retardation is a condition diagnosed before age 18 that includes below-average general intellectual function, and a lack of the skills necessary for daily living.

Epidemiology

   Among the population aged 15-19, the prevalence of moderate and severe mental retardation is about 3.0 to 4.0 per thousand.  This prevalence has changed little since the 1930-s, even though the incidence of severe retardation has fallen by a third to a half as a result of improved ante-natal and neonatal care and other factors.  

Causes of mental retardation:

Infections (present at birth or occurring after birth) 

· Congenital CMV 

· Congenital rubella 

· Congenital toxoplasmosis

· Encephalitis 

· HIV infection 

· Listeriosis 

· Meningitis 

Chromosomal abnormalities 

· Chromosome deletions (cri du chat syndrome) 

· Chromosomal translocations 

· Defects in the chromosome or chromosomal inheritance (for example, fragile X syndrome, Angelman syndrome, Prader-Willi syndrome) 

· Errors of chromosome numbers (such as Down syndrome) 

Environmental 

· Deprivation syndrome 

Genetic abnormalities and inherited metabolic disorders 

· Adrenoleukodystrophy 

· Galactosemia

· Hunter syndrome 

· Hurler syndrome 

· Lesch-Nyhan syndrome 

· Phenylketonuria 

· Rett syndrome

· Tay-Sachs disease 

· Tuberous sclerosis 

Metabolic 

· Congenital hypothyroid 

· Hypoglycemia (poorly regulated diabetes) 

· Reye syndrome 

· Hyperbilirubinemia 

Nutritional 

· Malnutrition 

Toxic 

· Intrauterine exposure to alcohol, cocaine, amphetamines, and other drugs 

· Lead poisoning 

· Methylmercury poisoning 

Trauma (before and after birth) 

· Intracranial hemorrhage before or after birth 

· Lack of oxygen to the brain before, during, or after birth 

· Severe head injury 

   Clinical features of mental retardation

   In all forms of mental retardation the characteristic feature is low performance of all kinds of intellectual functioning including learning, short-term memory, the use of concepts, and problem-solving.  Sometimes one specific function is impaired more than the rest, for example the use of language. Mentally retarded children may show any of the common behavioral problems of childhood. These problems tend to occur later and to last longer than in a child of normal intelligence, but they usually improve slowly with increasing age.
Symptoms of mental retardation

· Continued infant-like behavior 

· Decreased learning ability 

· Failure to meet the markers of intellectual development 

· Inability to meet educational demands at school 

· Lack of curiosity 

· Behavioral disturbances 

· aggression, self-injury, inattention, hyperactivity, anxiety, depression, sleep disturbances, and stereotypic behaviors. 

· have difficult temperaments, noncompliance, hyperactivity, poor social skills, and delays in play skills.

Language delay 

· delayed expressive language development
· Many infants are thought to be deaf at presentation owing to lack of expressive language and environmental inattention.

· Fine motor/adaptive delay 

· Significant delays in self-feeding, toileting, and play skills

· Prolonged and messy finger feeding often is accompanied by oral-motor incoordination. 

· lack of interest in age-appropriate toys and delays in imaginative play and reciprocal play with age-matched peers. Odd, repetitive behaviors often replace imaginative play with symbolic toys.

Gross motor delay 

· Delays in gross motor development

· Neurologic and physical abnormalities 

· seizure disorders, microcephaly, macrocephaly, history of intrauterine or postnatal growth retardation, prematurity, and congenital anomalies. 

   Mild mental retardation (IQ 50-70)

   About four-fifths of mentally retarded people are in this group.  They are usually normal in appearance and have only slight sensory or motor deficits, if any. They usually develop near-normal language abilities and social behaviour during the preschool years; hence in the mildest cases the mental retardation may not be identified until the child starts school. Most adults with mild retardation can live independently, though some need help with housing and employment.  Some need help when experiencing stressful events. The level of their abstract thinking is low.

   Moderate retardation (IQ 35-49)

   About 12 per cent of the mentally retarded are in this group.  Most have enough language development to communicate, and most can learn to care for themselves with supervision.  As adults they can usually find their way about and undertake simple routine work.

   Severe retardation (IQ 20-34)

   About 7 per cent of the mentally retarded have severe retardation. In the preschool years their development is greatly slowed, and at school their learning is delayed.  Eventually many can be trained to care for themselves under supervision and to communicate in a simple way.  As adults most can undertake simple tasks and engaged in limited social activities. Many have associated physical disorders. A few have a highly specific cognitive ability of a kind normally associated with superior intelligence (such as the ability to carry out feats of mental arithmetic or memory). Such people are called idiots savants.

   Profound retardation (IQ below 20)

   Less than 1 per cent of the mentally retarded are in this group.  Few learn to care for themselves completely, and a few eventually achieve some simple speech and social behaviour.  Physical disorders are very frequent.
Mortality/Morbidity
· Neurologic dysfunction resulting in immobility, significant oral motor incoordination, dysphagia, and aspiration confers a greater risk of premature death. When significant neurologic dysfunction is associated with other organ system anomalies, an individual's life expectancy is shortened further. 

· Respiratory disease is the most prevalent cause of death among individuals with profound mental retardation.

    Physical disorders among the mentally retarded

   Among the severely and profoundly retarded, most have physical problems such as sensory or motor disabilities, or epilepsy.  Only one third is continent and ambulant; a quarter are highly dependent on other people. Disorders of hearing or vision are an important additional obstacle.  Motor disabilities are frequent and include spasticity, ataxia, and athetosis.  They also frequently have congenital heart and other inner organs and systems developmental abnormalities.

   Psychiatric disorder among the mentally retarded

   All kinds of psychiatric disorder can occur in the mentally retarded. Diagnosis is often difficult because symptoms may be modified by low intelligence, and because patients need a minimum verbal fluency to describe their experiences. 
Comorbid psychiatric conditions 

· Schizophrenia may have a prevalence of 3% in individuals with MR, compared to 0.8% in the general population. 

· Bipolar disorder has a 2- to 3-fold greater prevalence in the cognitively impaired than in the general population. 

· Attention deficit/hyperactivity disorder (ADHD) is diagnosed in 8-15% of children and 17-52% of adults with MR. 

· Self-injurious behaviors require treatment in 3-15%, particularly in the severe range of MR. 

· Major depression, autistic spectrum disorders, obsessive-compulsive disorder, anxiety disorders, conduct disorder, tic disorders, and other stereotypic behaviors are diagnosed more commonly in the cognitively impaired.

    Schizophrenia. In the mentally retarded, delusions are less elaborate than in schizophrenics of normal intelligence, and hallucinations have a simple and repetitive content. For these reasons "first-rank" and other typical symptoms of schizophrenia are rarely present, and diagnosis is difficult.  Often the main features are further impoverishment of the person's already limited thinking, and increased disturbance of behaviour and social functioning.  When the IQ is below 45, it is difficult to make a definite diagnosis of schizophrenia.  

   Affective disorders. Mentally retarded people with a depressive disorder are less likely than those of normal intelligence to complain of low mood or to express depressive ideas. Diagnosis has to be made mainly on an appearance of sadness, reduction of appetite, disturbance of sleep, and behavioral changes of retardation or agitation. 

   Adjustment disorders and neuroses are common among the less severely retarded, particularly those who are facing changes in the routine of their lives. Conversion and dissociative symptoms are more conspicuous than in the neurotic disorders of people of normal intelligence.  Treatment is directed at reducing stressers by effecting improvements in the patient's environment; if verbal skills are sufficient, counselling is used as well.

   Personality disorders are common among the mentally retarded, and sometimes lead to greater problems in management than those caused by intellectual retardation. There is no specific treatment.  Management has to be directed at finding the environment best suited to the patient's temperament. If verbal skills are sufficient, counselling may be helpful.

   Overactivity and autistic behaviour. Hyperkinetic syndrome occurs more commonly among mentally retarded children than among those of normal intelligence. Also, many severely retarded children are overactive, distractible, and impulsive, but not to an extent that meets the diagnostic criteria for hyperkinetic syndrome. In severely retarded people, autistic behaviour (stereotyped or repetitive and apparently purposeless activities such as mannerisms, head banging, and rocking) occur in about 40 per cent of children and 20 per cent of adults. Repeated self-injurious behaviour is less frequent but may be more persistent. Other common disturbances are dependency, emotional lability and temper tantrums, and pica. When these problems are severe, admission to hospital may be required.

   Sexual problems. Masturbation in public is the most frequent sexual problem.  Some mentally retarded people show a childlike curiosity about other people's bodies which can be misunderstood as sexual. Concern is sometimes expressed that mentally retarded people may have sexual intercourse and produce mentally retarded children. In fact many kinds of severe retardation are not inherited, and of the heritable kinds most are associated with infertility.  A more important concern is that severely mentally retarded people are unlikely to function well as parents, even if their children are of average intelligence.  

"Psychopathies and pathological development of the personality. Aethiology and pathogenesis. Clinical forms of psychopathies. Diagnostics and differential diagnostics. Treatment-correction and social-rehabilitation measures. Question of expertise"

1. The aim: to improve the knowledge of the auditory about psychopathies.

2. Educational targets: As a result of studying educational material on this topic students should

Know:

· definition of psychopathies and pathological development of the personality;

· aethiology and pathogenesis of psychopathies;

· clinical forms of psychopathies;

· principles of diagnostics and differential diagnostics of psychopathies;

· principles of expertise of patients with psychopathies.

     Be able:

· investigating mental state of mentally ill patients;

· performing diagnostics and differential diagnostics of different clinical forms of psychopathies;

· planning the treatment and rehabilitation program of patients with different forms of psychopathies.

3. The educational purpose of the lesson, students form the algorithm confident action to identify and study the next forecast possible changes of the patient based on the presence and type of psychopathological syndrome;

4. Training time: 0,5 hour (22,5 minutes).

5. Place of employment: department, psychiatric ward.

6. Educational material support:

Literature for independent work:

BASIC KNOWLEDGE ON THE TOPIC 

(information and skills, necessary for understanding and mastering the topic, based on links with other disciplines).

	Subject (discipline)
	To know
	To have a skill

	Anatomy
	The anatomy of the brain (the reticular formation, the limbic  system)
	

	Physiology
	Physiologic properties of  the nervous system
	

	Philosophy
	Philosophical approaches to mind and soul 
	

	Organization of medical care
	Organisation of general hospitals, rules of rendering medical help, inpatient and outpatient medical services 
	


3.2. THE CONTENT OF THE TOPIC.

              Personality and its disorders

   In their professional work doctors meet people who react in unusual ways to illness or its treatment. Doctors also see people whose temperament, maladaptive habits, or ways of living contribute to problems for which they seek help. Doctors need to be able to assess personality in order to predict how patients will respond to illness and to treatment. Also, doctors need to be able to manage the few people with personalities that cause serious problems to themselves or other people, whether at times of illness or at other times. When a patient has a psychiatric disorder the doctor needs to understand how personality can modify the clinical picture; for example, histrionic behaviour during a manic disorder may be related to previous personality.

   The term "personality" refers to the enduring characteristics of an individual that are shown in ways of behaving in a wide variety of circumstances. Personality can be thought of as made up of more circumscribed characteristics known as traits. The balance between these traits determines the personality; for example, a person may be cautious, careful, and reliable (obsessional trait), gregarious and friendly (social trait), but also easily provoked to anger (aggressive trait). Most personalities have such a mixture of contradictory traits. Sometimes one trait dominates the personality.  For example, the obsessional trait may predominate, so that the personality is characterized by caution, meticulousness, and orderliness.  The personality is then named after the dominant trait, in this case an obsessional personality. In a few people, dominant traits are strong enough to cause difficulties to the person or to other people. The person is then said to have a personality disorder.  A person with an obsessional personality disorder, for example, may have difficulties in work and social relationships because he is indecisive, cautious, and inflexible.

   The borderline between normal personality and personality disorder is hard to define. It would be valuable if personality could be measured in such a way that a cutoff could be used to distinguish between normality and disorder. Unfortunately there is no reliable and valid measure of aspects of personality that are important to clinical practice. Instead a simple criterion is used: a personality is said to be disordered when it causes suffering to the person or to other people.

   According to the Russian psychiatrists P.B. Gannushkin and O.V.Kerbikov there are three criteria of personality disorder: 1) totality; 2) stability; and 3) social maladjustment. Totality means that the patient's pathological character features are "total", his behaviour tends to be the same everywhere and under different conditions: at work, at home, or in social circumstances, in everyday life and in stressful situations. Stability of pathological character features means absence of their progredience; after they develop and become manifest (the age when this happens depends on the kind of personality disorder) they remain stable and do not change. Social maladjustment is caused by the pathological personality features, and not by negative social circumstances.

   ASSESSING PERSONALITY.

   INFORMATION REQUIRED. There are two requirements: a systematic scheme of enquiry about the important aspects of personality, that is about lifelong patterns of behaviour, and an effective way of collecting information.

   The main headings of a systematic scheme of enquiry are shown in Table 1; each requires further explanation.

 Table 1.        A SCHEME FOR ASSESSING PERSONALITY

   Use of leisure

   Social relationships

   Habitual mood

   Character

   Attitudes and standards

   Habits

   USE OF LEISURE. The item comes first because it is not threatening and it provides a good lead into further enquiries. A suitable opening is: "I would like to find out what kind of person you are.  What do you like doing when you have time for leisure pursuits?". The answers usually lead easily into the next question, which is about social relationships. For example, one person may say that he spends his leisure alone, reading, listening to music, and working on a stamp collection; another may report spending his spare time at a sports club and going out with friends.

   SOCIAL RELATIONSHIPS. This section is concerned with relationships at work (with colleagues, people in authority, and junior staff, friendships with persons of the same and the opposite sex, and intimate relationships. The interviewer asks whether the patient makes friends easily, has few friends or many, has close friends in whom he can confide, and has lasting friendships.  The interviewer also asks whether, in company, the person is sociable and confident or shy and reserved.

   HABITUAL MOOD. The aim here is to discover the person's habitual mood, not his recent or present mood.  The interviewer asks the person whether his mood is generally cheerful or gloomy, and whether it is stable or changeable.  If the mood is changeable, how long do the changes last, and do they occur spontaneously or in relation to changing circumstances?  Finally, the interviewer asks whether the person shows his feelings or hides them.

   CHARACTER. This part of assessment deals with the traits shown in Table 2. The enquiry can start with a general request such as: "Tell me what kind of person you are".  Many people find it hard to describe themselves, and need to be helped by specific questions such as: "Are you prone to worry excessively about problems?"; "Are you strict or lenient, easygoing or fussy, rigid or adaptable?"; "Do you feel likeable, secure, land competent?"; "Are you unduly concerned about the opinions of other people, or wounded by perceived rebuffs?". The last two questions give indications of self-confidence and sensitivity respectively.  Traits of suspicion, jealousy, and lack of trust may not be recognized by the patient, but may be reported by other people.

  Table2.              FEATURES OF CHARACTER.

     Prone to worry

     Strict, fussy, rigid

     Lacking self-confidence

     Sensitive

     Suspicious, jealous

     Resentful, untrusting

     Irritable, quarrelsome

     Impulsive

     Dependent

     Attention-seeking

     Lacking concern for others

   * For brevity only negative attributes are used. Correspondingly 

   positive features should also be noticed.

   Next the interviewer asks whether the person has a strong temper and whether angry feelings are generally expressed or contained. Not all answers should be accepted without further enquiry; for example, if a person says he is never angry, the interviewer can respond that everyone feels angry at times and can then persist tactfully with the original questions. The next enquiry is about impulsivity, that is the tendency to act precipitately without taking account of the probable consequences. Irritability is often described more accurately by other people than by the person; the same holds for dependency, attention- seeking, and lack of concern for other people.

   ATTITUDES AND STANDARDS. The interviewer enquiries about religious beliefs, membership of organized religious groups, and moral standards.  He also asks about attitudes to health and illness. Usually there will have been some indication of these attitudes during the taking of the personal history, and so extensive questioning may not be necessary.

   HABITS. Although not strictly part of personality assessment, it is usual to end the interview by asking about the use of tobacco, alcohol, and drugs.

   SOURCES OF INFORMATION.

   An interview with the patient is not the only means of obtaining information about personality, nor is it the most reliable.  Two other sources are available.  First, after obtaining the patient's agreement, other informants can be interviewed.  Second, the interviewer can enquire about the patient's behaviour at times of life change, such as leaving school, marrying, losing a job, or becoming ill. Reports of behaviour at such times may support or contradict the patient's account of his personality.  For example, the person may say that he is self-confident and self-reliant, but may report difficulty in coping with the responsibilities of parenthood.  Conversely, a patient may describe himself as ineffectual and unreliable, when his record shows that he has coped well with problems. Such self- devaluation is common among depressed patients. General practitioners can acquire a good understanding of their patients' personalities over years of consultation.  This special knowledge can be of great help to a hospital doctor seeing the patient for the first time; therefore it is helpful to include relevant points in a referral letter. For example, the general practitioner may best be able to predict how a patient will respond to a diagnosis of cancer.

   TYPES OF PERSONALITY.

   The kinds of personality most relevant to medical practice are described in this section. An account is then given of the main kinds of personality disorder. Two general points are important.
   1. In clinical work it is generally more useful to give a brief description of the personality than to assign it to a category. This is because categories are stereo- types which fit few patients exactly.  Hence a short description is generally more informative.  Instead of recording that the patient has an antisocial personality, it is more informative to describe him as aggressive, unfeeling, and impulsive.

   2. The brief description should not be confined to negative statements; it should also include relevant positive features.  For example, a person might be described as inflexible and indecisive, but also dependable and caring.

   OBSESSIVE-COMPULSIVE (ANANKASTIC) personality

   The obsessive personality has positive as well as negative features. On the positive side, obsessional people are dependable, have high standards, observe social rules, and are determined, persistent, and reliable.  On the negative side, they may be obstinate, inflexible, easily lost in unimportant detail, and rigid in their opinions.

  Table 3.    FEATURES OF THE OBSESSIONAL PERSONALITY.

    LESS INTENSE                             MORE INTENSE

   Dependable                                Obstinate

   Persistent                                Inflexible

   Cautious                                  Indecisive

   Careful                                   Lost in detail

   Stable mood                               Lacking emotion or humour

   High standards                            Bigoted

   Law-abiding                               Judgmental

  When ill, such people are upset by changes caused by the illness and its treatment. They set high standards for themselves as patients.  They also have high expectations of doctors. They seek precise consistent information, and are irritated when appointments are delayed or when there are setbacks. They follow advice carefully and take drugs in the prescribed way.

   HISTRIONIC PERSONALITY.

   People with this kind of personality are lively, sociable, and outgoing.  They show their emotions readily but do not harbour grudges.  They are entertaining companions, good party guests, and engaging public speakers. The less favorable side of this personality is a tendency to be self-centered and to have short-lived enthusiasms for tasks (which are often left to others to complete). Histrionic people dramatize their lives and play to the audience.  When they are unwell, their negative features may be more evident; such people describe their symptoms dramatically, and in hospital they may be demanding of attention and inconsiderate of other people's feelings.

 Table 4.       FEATURES OF THE HISTRIONIC PERSONALITY
   LESS INTENSE                       MORE INTENSE

   Outwardly confident              Vain, self-centered

   Lively                             
Short-lived enthusiasms

   Sociable                           
Acts a part, self-deceiving

   Emotionally responsive          Unrestrained emotional display

   CYCLOTHYMIC AND DEPRESSIVE PERSONALITIES.

   People with cyclothymic personalities change from periods of high spirits, self-confidence, and abundant energy to periods of low spirits, self-doubt, and lack of energy. These periods may last for days or weeks, with a characteristic frequency for each person.  Cyclothymic people are more likely to visit their doctors when in low spirits, sometimes seeking help for problems with which they could cope unaided at other times.

  People with depressive personalities have a persistently low mood.  They take a gloomy view of life, anticipating the worst and showing little capacity for enjoyment. With these attitudes they may be difficult to help when physically ill.

   DEPENDANT PERSONALITY.

   People with dependent personalities are compliant, falling in passively with the wishes of other people.  They show little initiative, and often persuade others to help them.  As patients they may be extremely compliant with medication and any treatment that requires no effort on their part; when required to help themselves, for example in a programme of rehabilitation, they are likely to be unsuccessful.

   SCHIZOID PERSONALITY.

   Schizoid people are introspective, self-sufficient, and emotionally cold.  They ngage in fantasy and seem detached from ordinary social relationships.  As atients, they may be hard to relate to, seeming distant, unfeeling, and difficult, to get to know well.

   HELPING PEOPLE WITH UNUSUAL PERSONALITIES.

   Personality cannot be altered in major ways.  However, personality changes a little as people grow older, mainly towards a reduction of aggressive traits.  If the doctor understands the patient's personality, he is less likely to become too closely involved and is more able to predict how the patient will react to illness (as in the examples given above) and comply with treatment.

   PERSONALITY DISORDER

   TYPES OF PERSONALITY DISORDER.

   It is important to recognize personality disorders because they can cause considerable problems to the patient and the family, and also to the general practitioner. The frequency of most personality disorders is not known, but it is certainly less than that of the minor variations described above. It has been estimated that the lifetime prevalence of antisocial personality disorder is between 20 and 30 per thousand.

   The two main schemes of classification are shown in Table 5 (ICD 10 and DSM IV). They classify personality disorders in broadly the same ways, with some differences of detail. The few differences are explained below. Although the categories specified are of some value for statistical purposes and research, it is generally more useful in clinical work to give a brief description of the personality disorder than to assign it to a category.

   Table 5.       CLASSIFICATION OF PERSONALITY DISORDERS.

    ICD 10                                DSM IV *

    Anankastic (obsessive-compulsive)    Obsessive-compulsive

    Histrionic                           Histrionic

    Paranoid                             Paranoid

    Dissocial                            Antisocial

    Schizoid                             Schizoid

                                               Schizotypal

    Impulsive                           Borderline

    Narcissistic

    Anxious (avoidant)            Avoidant

    Dependent                          Dependant

                                               Passive-aggressive

   * The order of listing has been altered to facilitate comparison between the schemes and the text.

   OBSESSIVE PERSONALITY DISORDER

   The features of obsessive personality described above are present but to a much greater degree. There is inhibiting perfectionism and immersion in detail that makes ordinary work a burden, together with guilty preoccupations over minor wrongdoings which stifle enjoyment.  People with this disorder seem humorless, ill at case when others are enjoying themselves, moralistic in their opinions, judgmental in their attitudes, and ungenerous.  They are indecisive, delaying decisions, seeking more and more advice, and then worrying that their decision was wrong.  They are sensitive to criticism and unduly concerned about the opinions of others.  Outwardly they may show little emotion, but inwardly they may have smouldering feelings of anger and resentment, often provoked by other people who have interfered with their routine of life.

   HISTRIONIC PERSONALITY DISORDER.

   People with this disorder always seem to be playing a part and incapable of being themselves. Often they seem unaware that other people can see through their pretences. They enjoy novelty, search restlessly for new experiences, take up short-lived enthusiasms, and readily become bored and discontented. They show a striking lack of consideration for others and a selfish preoccupation.

   Such people are often vain, inconsiderate, and demanding. They may use emotional "blackmail", angry scenes, and demonstrative suicide attempts to force other people to comply with their wishes. Extreme displays of emotion leave others exhausted, while the histrionic person recovers quickly and is surprised that the others are not prepared to forget the scenes as quickly. Sexually provocative behaviour is often combined with a lack of deep feelings, and sometimes with inability to achieve orgasm.

    These qualities may be combined with a remarkable capacity for self-deception. Histrionic people go on believing themselves to be right when all the facts are against it. They also maintain elaborate untruths long after other people have seen through them.

   PARANOID PERSONALITY DISORDER.

   People with this disorder are suspicious and sensitive, and therefore are difficult to help. They mistrust others and suspect their motives. They are touchy, irritable, argumentative, and stubborn. They do not make friendships easily, and are prone to jealousy in sexual relationships. They often appear secretive, devious, and humorless.

 Table 6.  FEATURES OF A PARANOID PERSONALITY DISORDER

    Suspicious    

    Sensitive     

    Mistrustful   

    Argumentative 

    Stubborn      

    Self-important

   They readily feel shame and humiliation, and perceive rebuffs when none are intended. When faced with a deeply humiliating experience, they may develop suspicious ideas that border on delusions (sensitive ideas of reference). They often have a strong sense of self-importance and a powerful conviction of being unusually talented, though unable to fulfil their potential because they have been let down or deceived by other people.

   AFFECTIVE PERSONALITY DISORDERS

   People with these disorders have lifelong abnormalities of mood regulation. Some are persistently depressed (depressive personality disorder), some are persistently elated (hyperthymic personality disorder), and some alternate between depression and elation (cyclothymic or cycloid personality disorder). These personality  disorders are difficult to distinguish from recurrent depressive disorders, inanic disorders, and manic-depressive disorders, and may be aetiologically related to them. (In DSM IV they are classified as mood disorders).

   People with depressive personality disorder are persistently gloomy and pessimistic, and have little capacity for enjoyment.  They worry unduly, brood on misfortunes, and may be irritable.   People with hyperthymic personality disorder are persistently cheerful and optimistic with a striking zest for living.  Some show poor judgement and make rash decisions.

   People with cycloid personality disorder alternate between the depressive and hyperthymic states described above. This instability of mood can be very disadvantageous to the person; for example, in the elated phase he may make commitments that cannot be fulfilled in the depressed phase.

   ANTISOCIAL (DISSOCIAL) PERSONALITY DISORDER.

   This kind of personality is sometimes referred to as psychopathic, (a term that is generally avoided as being depreciatory). The essential features are listed in Table 7. Most people with this disorder cause suffering to other people.

  Table 7. FEATURES OF ANTISOCIAL PERSONALITY DISORDER.

   Failure to sustain relationships

   Disregard of the feelings of others

   Impulsive behaviour

   Low tolerance of frustration

   Tendency to violence

   Lack of guilt

   Failure to learn from experience

   Failure to sustain loving relationships and disregard of the feelings of others can lead to callousness, as in the infliction of painful, cruel, or degrading acts on other people.  There may also be superficial charm enabling the person to make shallow and passing relationships.  Sexual activity is without evidence of tender feelings.  Marriage is marked by lack of concern or by violence towards the partner, and sometimes by neglect or violence to the children.  Many marriages end in separation or divorce. Impulsive behaviour may be reflected in an unstable work record and a lack of consistent striving towards a goal.  This impulsive behaviour, coupled with lack of guilt, low tolerance of frustration, and tendency to violence, is often associated with repeated offences against the law.  Such offences usually start in adolescence with petty acts of delinquency, and may go on to callous and violent crime (which may be made worse by abuse of alcohol or drugs).

   Lack of guilt and failure to learn from experience lead to behaviour that remains intractable despite serious consequences and legal penalties.

   SCHIZOID PERSONALITY DISORDER.

   People with this disorder are emotionally cold, self-sufficient, and detached.  They are introspective and may have a complex fantasy life. (The term schizoid was originally used because of supposed resemblances between the personality and schizophrenia, but there is no evidence for an aetiological link.) Schizoid people are detached; they do not make intimate friendships or have sexual relationships, and usually remain unmarried.  They show little concern for the opinions of others and pursue a lonely course through life. When this personality disorder is extreme, the person is cold, callous, and insensitive.

Table 9.  FEATURES OF SCHIZOID PERSONALITY DISORDER

               Emotionally cold

               Introspective

               Prone to fantasy

               Detached

               Ill at ease in company

   SCHIZOTYPAL PERSONALITY DISORDER.

   These people are eccentric, suspicious, and sometimes have odd ideas (for example about telepathy and clairvoyance), or ideas of reference.  Their speech may be abstract and vague.  Their affect may be inappropriate to the circumstances. It has been suggested that this kind of personality is related to schizophrenia, but such a link is uncertain.

    IMPULSIVE PERSONALITY DISORDER

   This term is used in ICD 10 for people who cannot control their emotions adequately and are subject to sudden unrestrained outbursts of violence or threatening behaviour, particularly in response to criticism by others.  Unlike antisocial personalities, who also exhibit explosions of anger, these people do not lack guilt or have problems in relationships.

   ANXIOUS (OR AVOIDANT) PERSONALITY DISORDER

   This term is used for people who are persistently anxious, ill at ease in company, and fearful of disapproval or criticism. Such people are timid, and cautious about new experiences. They avoid social demands such as taking new responsibilities at work.

   DEPENDANT PERSONALITY DISORDER

   These people have a more extreme form of the characteristics described under dependent personality.  They are weak-willed and passively compliant with the wishes of others.  They lack vigour and self-reliance, and they avoid responsibility.  Some achieve their aims by persuading other people to assist them, whilst protesting their own helplessness. If married, such people may be supported by a more self-reliant spouse; left to themselves, they may drift down the social scale and join the long-term unemployed.

   NARCISSISTIC PERSONALITY DISORDER.

   Narcissism is morbid self-admiration. Narcissistic people have a grandiose sense of self-importance and are preoccupied with fantasies of success, power, and intellectual brilliance.  They crave attention, exploit others, and seek favours but do not return them.  This category overlaps with histrionic personality disorder and antisocial personality disorder.

   BORDERLINE PERSONALITY DISORDER

   This term refers to a personality that is abnormal in several ways, including inability to make stable relationships, persistent feelings of boredom, damaging behaviour such as reckless spending, uncontrolled gambling, or stealing, variable moods, unwarranted outbursts of anger, uncertainty about personal identity, and recurrent suicidal threats or behaviour.  The category overlaps with histrionic, narcissistic, and antisocial personality disorders.

   PASSIVE-AGGRESSIVE PERSONALITY DISORDER

   This term is applied to people who respond to demands made on them with procrastination, dawdling, stubbornness, deliberate inefficiency, simulated forgetfulness, and unreasonable criticism of people in authority.

   TERMS TO AVOID.

   Two commonly used terms should be avoided.  The first is "inadequate personality", a term that is imprecise and often pejorative.  It is better to specify precisely the ways in which the person is unable to meet the demands of life, for example in coping with stress or forming relationships.  Such a specification leads to more constructive ideas about helping the person to cope better.

   The second term to be avoided is "immature personality", which implies a non-specific discrepancy between the patient's behaviour and his chronological age. It is better to specify the exact nature of the behavioural deficit, for example whether it is in social relationships, or the control of emotions, or willingness to take responsibility.

   AETIOLOGY

   Most aetiological research has been concerned with antisocial personality disorder; therefore only this condition will be considered here. The cause of the other personality disorders has been assumed to be a combination of genetic and early environmental factors, but evidence is lacking.

   Genetic factors seem to play a part in causing antisocial personality disorder.  Thus children of parents with this disorder have greater rates of antisocial behaviour than children of parents with other kinds of personality, and this excess has been reported among adopted children of biological parents with antisocial personality.  Identical twins have a concordance rate of about 60 per cent for criminal behaviour compared with about 15 per cent for dizygotic twins; although criminal behaviour has many causes, this finding could reflect concordance of antisocial personality.

   Since brain injury at birth is sometimes followed by impulsive and aggressive behaviour, such injury has been suggested as a cause of antisocial personality disorder.  No convincing evidence has yet been demonstrated.

   A disorder of brain physiology in some antisocial personalities is suggested by reports that non-specific abnormalities in the EEG are more frequent in people with severe antisocial personality disorder than in controls.  These findings could reflect delay in brain development (whether inherited or resulting from minor injury) since similar non-specific EEG abnormalities may be seen in normal adolescents.

   The importance of childhood experience is suggested by reports that separation from parents in early childhood is more frequent among people with antisocial personality disorder than among controls.  This association could be due to parental disharmony preceding the separation rather than to the separation itself, although the latter could be important when it leads to upbringing in an institution.

   THE PROGNOSIS OF PERSONALITY DISORDERS.

   Clinical experience suggests that abnormal personalities tend to become less abnormal as the person grows older, but there is no reliable follow-up information. Aggressive traits are among those that improve with age.  In old age abnormal features of personality may become more intense, causing difficulties for patients and care-givers.

   THE MANAGEMENT OF PERSONALITY DISORDER

   Doctors need to know how to take account of personality when seeing their patients, and how to manage the small number of patients with personality disorders.  Little can be done to change personality, but with understanding it is usually possible to form a better professional relationship with the patient, reduce angry confrontations, improve compliance with treatment, and help with problems at work or in the family.  Such help depends on a thorough assessment of the personality.

   ASSESSMENT

   A scheme for assessing personality has been described above. To obtain a reliable picture it is usually necessary to interview an informant as well as the patient. It is important to elicit positive as well as negative features of the personality. Another important step is to identify any factors that regularly provoke abnormal behaviour.  For example, an aggressive person may not be aggressive in all circumstances but only in response to particular events - often quite minor events that would provoke a mild response in another person.  These events may be of an indirect kind; for example, aggression is sometimes provoked by rejection rather than by challenging behaviour, and rejection may result from the person's poor social skills.  The person may then be helped by counselling and by social skills training to reduce social clumsiness. To understand such patterns of response, the doctor can ask the patient to make a simple daily record of the behaviour in question and the situations in which it occurs.  Most patients cooperate with this practical approach.    Use of alcohol or drugs is an important cause of abnormal behaviour in people with abnormal personalities.  Alcohol may be used for its immediate effect of reducing feelings of tension or unhappiness, but its disinhibiting effects can release histrionic behaviour, or anger directed to other people, or self-harm.  Ideally the person should be persuaded to give up the abuse of alcohol and drugs, and care should be taken in prescribing anxiolytic or hypnotic drugs that may have disinhibiting effects.

   In assessing disorders of personality, the family doctor should enquire into the effects on the family, particularly on any children living with the parent.  These considerations are most important when the person is aggressive, but obsessional histrionic, anxious, and paranoid features can all affect family life.  The effect on other people may first become evident in complaints, of physical rather than emotional symptoms.  Sometimes the general practitioner's time is spent more usefully in supporting other family members than in frequent interviews with the patient.

   GENERAL ASPECTS OF MANAGEMENT

   The relationship with the doctor is important.  The patient should feel that he is valued as a person, and that he can trust and confide in the doctor.  It is important not to allow the relationship to become too intense or dependent.  The general approach should be to help the person to learn from problems and mistakes.  Setbacks should be seen as opportunities to find out more about the problem, not as signs of failure.  The aim is to help the patient to make a series of small steps over a long time, not to bring about a rapid change.   Special care is needed in setting limits for patients with personality disorders. In particular, patients with histrionic personalities may make unreasonable demands; thus they may ask for unnecessary medication, seek help at inappropriate times, attempt to impose impractical conditions on treatment, behave in a seductive way, or threaten overdoses if their demands are not met.  These patterns of behaviour can be very difficult to control, and so it is important to be alert for the first signs and to explain clearly and firmly that such behaviour cannot be accepted because it is bad for the patient as well as disruptive to the doctor's work with other patients.  If, as may happen in general practice, more than one doctor is involved, all should agree the same consistent plan of management.

   DRUG TREATMENT

   Drug treatment has tittle value in treating personality disorder.  An antipsychotic drug may be calming at a time of increased stress.  Although anxiolytic drugs may improve the person's feeling of well-being, they are generally better avoided because, as noted above, they may produce disinhibition (and also dependency). Sometimes problems increase because the patient has developed a depressive disorder which exacerbates the abnormal features of personality.  In these cases antidepressants are prescribed in the usual way. Lithium carbonate has been recommended for people with cyclothymic personality because of the similarity to manic depressive disorder.  It is valuable to obtain the opinion of a specialist in these cases.   Management should not focus exclusively on defects in the personality. Whenever possible the person should be encouraged to develop his assets by obtaining further training, by changing to a job better suited to his skill or interests, or by developing a hobby.  Such actions can improve low self-esteem, which is a frequent problem among people with all kinds of personality disorder.

   PSYCHOTHERAPY.

   Psychotherapy is of value in only a small number of personality disorders.  The choice of suitable patients is difficult and requires a specialist opinion. In general, low self-esteem and difficulties in social relationships may respond to psychotherapy, but antisocial, aggressive, histrionic, schizoid, and paranoid personalities do not.

   THERAPEUTIC COMMUNITY METHODS

   Therapeutic community methods have been tried in the hope that people with antisocial personality will learn from experiences within the daily life of the community and from frequent and intensive discussion of problems. Such treatment is prolonged, and therefore costly, and is suitable for only a small minority of patients who are strongly motivated to change.

"Early children`s autism. Aethiology and epidemiology. Clinical manifestations. Diagnostics. Treatment. Prophylaxis. Questions. |Diagnostics. Treatment. Prophylaxis. Questions of expertise and rehabilitation"

1. The aim: to improve the knowledge of the audience psychopathological syndromes.

2. Educational targets: As a result of studying educational material on this topic students should

Know:

· classification of hyperkinetic and conduct disorders in children and adolescents;

· aethiology and pathogenesis of hyperkinetic and conduct disorders in children and adolescents;

· clinical manifestations of hyperkinetic and conduct disorders in children and adolescents;

· principles of diagnostics and differential diagnostics of of hyperkinetic and conduct disorders in children and adolescents;

· principles of treatment and correction measures of patients with oligophrenia and retardation of development;

· principles of medical-educational correction and social rehabilitation of patients with hyperkinetic and conduct disorders in children and adolescents.

    Be able:

· investigating mental state of mentally ill patients;

· performing diagnostics and differential diagnostics of hyperkinetic and conduct disorders in children and adolescents;

· planning the medical-educational correction and rehabilitation measures of patients with hyperkinetic and conduct disorders in children and adolescents.

3. The educational purpose of the lesson, students form the algorithm confident action to identify and study the next forecast possible changes of the patient based on the presence and type of psychopathological syndrome;

4. Training time: 0,5 hour (22,5 minutes).

5. Place of employment: department, psychiatric ward.

6. Educational material support:

Literature for independent work:

INFORMATION FOR THE STUDENTS ON THE TOPIC.
 BASIC KNOWLEDGE ON THE TOPIC 

(information and skills, necessary for understanding and mastering the topic, based on links with other disciplines).

	Subject (discipline)
	To know
	To have a skill

	Anatomy
	The anatomy of the brain (the reticular formation, the limbic  system)
	

	Physiology
	Physiologic properties of  the nervous system
	

	Philosophy
	Philosophical approaches to mind and soul 
	

	Organization of medical care
	Organisation of general hospitals, rules of rendering medical help, inpatient and outpatient medical services 
	


3.2. THE CONTENT OF THE TOPIC.

     Psychiatric disorders in childhood take many forms; the main groups are listed in Table 1. There are no disorders specific to adolescence. Instead, there are some disorders of childhood and some of adulthood.

     THE CAUSES OF CHILDHOOD PSYCHIATRIC DISORDER.

   Child psychiatric disorders usually have multiple causes (Table 2) which, as in adult psychiatry, fall mainly into three groups of interacting factors:

Table 1.   MAIN TYPES OF CHILDHOOD PSYCHIATRIC DISORDERS

      Disorders of pre-school children         

          Temper tantrums                      

          Breath holding                       

          Sleep problems                       

          Feeding problems                     

      Disorders of older children              

          Emotional disorders                  

          Disorders of sleeping and elimination

          Conduct disorder                     

          Hyperkinetic syndrome                

      Disorders of development                 

          Childhood autism                     

          Specific developmental disorders     

          Gender identity disorder             

Table 2.     CAUSES OF CHILDHOOD PSYCHIATRIC DISORDERS

      Heredity                              

      Physical disease                      

      Environment                           

          Family factors                    

              Separation                    

              Illness of a parent           

              Parental relations            

              Personality deviance of parent

              Large family size             

              Child abuse and neglect       

          Social and cultural factors       

              Overcrowded living conditions 

              Inadequate social amenities   

              Lack of community involvement 

Of these, environmental factors are particularly important.

    HEREDITY

    Genetic factors sometimes have a specific importance, as in childhood autism. More often their influence is indirect through the control of temperament and intelligence, which in turn predispose to other conditions, for example conduct disorder.

   PHYSICAL DISEASE

   Serious physical disease of any kind in childhood can predispose to psychological problems, but brain disorders are particularly important. Major damage to the brain (usually from birth injury) predisposes to psychiatric disorder. It has been suggested that minor damage to the brain may contribute to the causes of otherwise unexplained psychiatric disorders such as conduct disorders, but the evidence for this suggestion is weak.

   ENVIRONMENTAL FACTORS 

   THE FAMILY. To progress successfully from complete dependence on the parents to independence, a child needs a stable and secure family environment in which he experiences emotional warmth, acceptance, and consistent discipline. Lack of these elements can predispose to psychiatric disorder.

   Prolonged absence or loss of a parent can predispose to emotional and conduct disorders in the child. How the child reacts to separation depends on his age at the time of separation, his previous relationship with the parents, the reason for the separation (for example separation due to divorce of the parents may follow a long period of quarrelling which itself affects the child), and how the separation is managed by the others involved. Apart from separation, the family factors most strongly associated with psychiatric disorder in the child include discordant relationships (particularly marital disharmony), illness of a parent, personality deviance of a parent, and large family size. Variations in child-rearing practice might be expected to affect the child but, with the exception of grossly abnormal abuse or neglect, such variations have not been found to be clearly related to psychiatric disturbance in the child.

   SOCIAL AND CULTURAL FACTORS. Although the family is the part of the child's environment that most affects his development, wider social influences are also important. These wider influences become increasingly significant as the child grows older and spends more time outside the family, and as he becomes influenced by attitudes, relationships, and morale at school and in the neighbourhood. Such influences are particularly important in the aethiology of conduct disorder.

   The importance of social factors is reflected in the finding that rates of childhood psychiatric disorder are higher in areas of social disadvantage, for example deprived inner-city areas with overcrowded living conditions, lack of play space for younger children, inadequate social amenities for teenagers, and lack of community involvement.

   ASSESSMENT OF PSYCHIATRIC PROBLEMS IN CHILDHOOD.

   The aims of assessment are to obtain a clear account of the presenting problems, and to relate these problems to the child's temperament, development, and physical condition, as well as to the influence of the family and school.

   Although the general approach to the psychiatric assessment of children resembles that of adults, there are some important differences. With children it is often difficult to follow a set routine; a flexible approach to interviewing is required, although the recording of data should be systematic and orderly. When the child is young, the parents supply most of the information, but the child should usually be seen without the parents at some stage. This arrangement is particularly important when child abuse is suspected.

   INTERVIEWING THE PARENTS

   It is important to put the parents at ease and to ensure that the interview is supportive and does not undermine their confidence. They should be helped to feel part of the solution to the child's difficulties rather than part of the problem.  Parents should first be encouraged to talk spontaneously about the child's problem before systematic questions are asked. The interview then proceeds using the general interview techniques. The main items for assessment are shown in Table 3. Throughout the interview the interviewer should be alert to feelings and attitudes as well as to facts.

  Table 3.    INTERVIEWING PARENTS: THE MAIN ITEMS FOR ASSESSMENT

    The presenting problem                                   

        Nature, severity, frequency                          

        Situations in which it occurs                        

        Factors that make it worse or better                 

    Other current problems                                   

        Mood, activity, concentration                        

        Physical symptoms                                    

        Eating, sleeping, elimination                        

        Relationships, particularly with parents and siblings

        Antisocial behaviour                                 

        School performance                                   

    Family history                                           

        Separations from and illness of parents              

        Quality of relations with parents and siblings       

    Personal history of the child                            

        Pregnancy                                            

        Birth                                                

        Development                                          

        Past illness and injury                              

        Attendence and attainments at school                 

   INTERVIEWING THE CHILD

   Younger children may not be able or willing to express ideas and feelings in words, and so it is important to observe their interactions with the parents and with the interviewer, and also their behaviour in play. With older children, it may be possible to follow a procedure similar to that used with adults.

   It is important to begin by establishing a friendly atmosphere and winning the child's confidence before asking about problems. The interviewer usually begins by talking about general topics such as pets, games, or birthdays. To help the child talk more generally about his life, it is often useful to ask about his likes and dislikes, and what he would request if given three wishes. If a child has difficulty in expressing his concerns and feelings in words, he may be able to do so in imaginative play, or in talking about one of his drawings or paintings.

   The child's behaviour and mental state, including rapport and concentration, should be observed. The main points to be noted are listed in Table 4. An assessment should be made of the child's development relative to other children of his age and any relevant physical examination should be performed, with particular attention to the central nervous system.

Table 4. PRINCIPAL OBSERVATIONS OF A CHILD'S BEHAVIOUR AND EMOTIONAL STATE

   Appearance

   Activity level

   Mood

   Rapport with the interviewer

   Relationship with  parents

   Habits, mannerisms

   INTERVIEWING OTHER INFORMANTS

   The most important additional informants are the child's teachers.  They can describe his classroom behaviour, educational achievements, and relationships with other children. They may also make useful comments about the family and home circumstances. In assessing more severe problems, it is often helpful for the doctor or a social worker to visit the home. A visit can provide useful information about the material circumstances of the home, as well as the relationships of family members and the pattern of their life together.

   At this lecture we shall concentrate on emotional and behavioral disorders in children, because they are frequent and general practitioners observe children with these disorders more often than with any other mental disorders and must be able to diagnose and manage them, or send the child to the specialist in serious cases.

   EMOTIONAL DISORDERS

   The term "emotional disorder" is a collective term for a group of childhood disorders. It has much the same meaning as neurosis in adult psychiatry. Emotional disorders are common (second in frequency to conduct disorders), but most improve with time and leave no residual symptoms. If emotional disorders continue into adult life, it is usually as neurotic or affective disorders. The types of emotional disorders are listed in Table 5.

    Table 5.            EMOTIONAL DISORDERS IN CHILDREN.

   Anxiety disorder

   Separation anxiety                                    

   Phobic disorder                                       

   Somatization                                          

   Repetitive behaviour and obsessive-compulsive symptoms

   Depressive disorder                                   

   School refusal                                        

   ANXIETY DISORDER.  Children with anxiety disorder are abnormally fearful, timid, and overdependent on their parents.  At night they may have disturbed sleep with frequent nightmares, and in the daytime they may concentrate badly. They may complain of physical symptoms such as headache, nausea, vomiting, abdominal pain, and bowel disturbance.  These children may worry excessively about stressful events such as examinations, or even about taking part in everyday activities with other children. Some have phobias and obsessional symptoms.

  Table 6.   SYMPTOMS OF CHILDHOOD ANXIETY DISORDER.

         Fearfulness         

         Timidity            

         Overdependence      

         Poor sleep          

         Physical symptoms   

               Headache         

               Nausea           

               Vomiting         

               Abdominal pains  

               Bowel disturbance

         Excessive worrying  

         Separation anxiety  

   In TREATMENT, attention should be paid to any aethiological factors such as stressful events and family problems. The child should be helped to talk about his worries and should be suitably reassured.  The parents should be helped to behave in ways that will reduce the child's anxiety. Anxiolytic drugs should be used only when anxiety is extremely severe, and then only for a few days at a time. 

    SEPARATION ANXIETY is shown when a child clings to the parents and finds separation from them extremely distressing. The child may worry that an accident or illness may befall the parents.  Separation anxiety may be part of an anxiety disorder or may occur as a separate symptom precipitated by a frightening experience, such as admission to hospital, or by insecurity in the family, for example when the parents are contemplating divorce.  Separation anxiety may be maintained by overprotective attitudes of the parents.  The disorder is a cause of school refusal.

   PHOBIC DISORDER. Phobic symptoms are common in childhood. Most concern animals, insects, darkness, or death. Some children fear social situations; they avoid strangers and are embarrassed in company, blushing and remaining silent. Phobic disorder can be a cause of school refusal (see below). Most childhood phobias improve without treatment provided that the parents adopt a firm and reassuring approach. When phobias do not improve with support and reassurance, behavioural treatment is usually effective.  In this treatment, the child is helped to return to the feared situations in a repeated and graded way, as in the treatment of phobias in adult life.

   SOMATIZATION. Children often complain of somatic symptoms for which no physical cause can be found, for example abdominal pain, headache, limb pains, and sickness. Abdominal pain is particularly common. The symptoms are usually associated with stressful circumstances and may be accompanied by anxiety. In treatment, the child and parents should be helped to understand that the experience of pain is real but it is related to psychological factors. Treatment is directed to explaining the cause of the symptoms to the child and the parents, reducing stressful circumstances, and encouraging the child to talk about the pain and any related problems. The child and parents can then be helped to find effective ways of relieving pain without taking analgesics, for example by arranging activities to distract the child, and by a parental approach of conveying sympathy but not focusing attention on the pain.

   REPETITIVE BEHAVIOUR AND OBSESSIVE - COMPULSIVE DISORDER. 

   Repetitive behaviour is common in childhood, for example preoccupation with numbers and counting, the repeated handling, touching, or avoiding of certain objects, and hoarding. These types of behaviour cannot strictly be called compulsive because the child does not struggle against them. In other ways, however, they are similar to the obsessive-compulsive disorders observed in adults.  In childhood, true obsessional and compulsive symptoms usually occur as part of an anxiety or depressive disorder.  Obsessive-compulsive disorder of the adult kind is rare before adolescence.

    Repetitive behaviour usually disappears without treatment, but if there are stressful circumstances an effort should be made to change them. Obsessional symptoms occuring as part of a primary anxiety or depressive disorder respond to treatment of the primary disorder.                             

   DEPRESSIVE DISORDER. Many children experience depressive mood in distressing circumstances, such as the serious illness of a parent, the death of a close family member, or parental disharmony.  Some of these children eat poorly and sleep badly. Depressive disorders of an adult kind are less common, although there is disagreement about their exact frequency because criteria for diagnosis are not agreed.  

For clinical practice it seems best to diagnose depressive disorder in a child only when there is a syndrome of low mood, loss of interest and pleasure in usual activities, self-blame, hopelessness, and disturbance of appetite and sleep. When these criteria are used, depressive disorder is infrequent in childhood. Bipolar disorder does not seem to occur before puberty.

   The treatirnent of depressive symptoms and depressive disorder in childhood is to reduce any distressing circumstances and to help the child to talk about his feelings. Antidepressant drugs are sometimes used to treat depressive disorders but their efficiency in childhood is uncertain.  If used, these drugs should be reserved for older children with definite symptoms of severe depressive disorder. 

   SCHOOL REFUSAL. Repeated or prolonged absence from school has four causes. First, the child may have repeated or prolonged illness.  Second, the parents may keep the child at home to help with domestic work. Third, the child may choose not to go to school as a form of rebellion (truancy). Fourth, the child may be psychologically unable to attend school even though he wishes to do so (school refusal).

   CLINICAL PICTURE OF SCHOOL REFUSAL. Sometimes the first sign of this condition is the child's sudden and complete refusal to attend school. More often there is a gradually increasing reluctance to leave home, with mounting signs of unhappiness and anxiety when it is time to go. The child may complain of feeling ill, and particularly of somatic symptoms of anxiety such as headache, abdominal pain, diarrhoea, or sickness. These complaints occur on school days but not at other times. Some children leave home but become increasingly distressed as they approach school. The final refusal to go to school can arise in several ways:

   - after a period of gradually increasing difficulty of the kind just described;

   - after an enforced absence, often a minor physical illness such as a respiratory tract infection;

   - after an upsetting event at school such as criticism in class or bullying;

   - when there is a new problem in the family such as discord between the parents or the illness of a grandparent to whom the child is attached.

   Whatever the final sequence of events, the child is extremely resistant to efforts to return him to school and his evident distress makes it hard for the parents to insist that he goes.

   AETIOLOGY. In younger children separation anxiety is an important cause. Sometimes the main causes are at school, for example bullying by other children or failure in class. In other cases the main causes are at home, for example marital problems, threats that a parent will leave home, or illness of a family member.

    PROGNOSIS. Most younger children eventually return to school. Some severely affected adolescents do not return to school before the age at which compulsory school attendance ends.

   TREATMENT. The family doctor can usually help all but the most severe cases. He should try to modify any stressful circumstances at home or in school, and should act firmly but sympathetically to bring about an early return to school. The plan for achieving this return needs to be agreed with both parents, with the teachers, and, if possible, with the child. The doctor's role is to support the parents in carrying out the plan. If the parents find it difficult to adopt a firm approach, a community nurse or social worker can help by accompanying the child to school on the first few occasions.  If these simple measures fail, referral to a child psychiatrist is appropriate. The psychiatrist will look further into causes for the child's distress, including a depressive disorder in older children, and will employ the greater resources of the psychiatric team to help the child to overcome his fears and return to school. Occasionally, admission to hospital is arranged to separate the child from stressful circumstances and to provide more intensive treatment for his anxieties. Sometimes a change of school is needed before the child will resume attendance.

   CONDUCT DISORDER.

   Conduct disorder is characterized by severe and persistent antisocial behaviour. It is the most common type of psychiatric disorder among older children adolescents.

   CLINICAL FEATURES. The essential feature is persistent abnormal conduct, more serious than ordinary childish mischief and rebelliousness. (The dividing line between conduct disorder and the normal is necessarily arbitrary.) In the pre-school period the disorder usually manifests as aggressive behaviour to other children, rebellion against the parents, and often hyperactivity.  In later childhood the disorder is seen at home where there may be disobedience, lying, and verbal or physical aggression, at school, where there may be work and behaviour problems and truanting, and more generally as stealing, vandalism, and fire setting. (Children below 7 years of age seldom have a real appreciation of what constitutes other people's property; hence their repeated stealing does not have the same significance as it does at older ages.)

 Table 7.      CLINICAL FEATURES OF CONDUCT DISORDER.

      Disobedience

      Lying

      Aggressive behaviour

      Problems at school

      Truanting

      Stealing

      Vandalism and fire setting

      Disapproved sexual behaviour

      Alcohol and drug abuse

   Some children present with sexual behaviour that incurs the disapproval of adults. In younger children, masturbation and sexual curiosity may be frequent and obtrusive. Adolescent girls may be promiscuous. Older children and adolescents may abuse drugs or alcohol.

   AETIOLOGY. Environmental factors are important. Conduct disorders of all kinds are more frequent among children from unstable, insecure, and rejecting families living in deprived areas. Antisocial behaviour is frequent amongst children from broken homes and amongst those who have been in residential care in early childhood. Conduct disorders are also related to adverse factors in the wider social environment of the neighbourhood and school, such as over-crowding and high crime rates.

    As well as these environmental causes, constitutional factors may predispose to conduct disorder. From adoption studies it seems that genetic factors are not of great general importance although they may play a part in the aetiology of aggressive behaviour. Conduct disorder is associated with speech and reading difficulties.

   PROGNOSIS. Mild disorders often improve, but more severe disorders usually run a prolonged course in childhood and some persist into adult life. There are no good indicators of outcome for individual children, although in general the behaviour is more likely to persist when it is severe and when the quality of personal relationships is poor.

   TREATMENT. For mild conduct disorders, which often recover with time, it is usually sufficient to advise parents on maintaining a consistent approach and setting clear limits to the child's behaviour. For more severe disorders any stressful circumstances are reduced if possible. A behavioural approach is sometimes used in an attempt to limit the problems by rewarding desirable behaviour and ignoring undesirable behaviour. In all cases, treatment is directed to the family as well as to the child. Some families are difficult to help, particularly those with chaotic relationships. If the child has reading or other educational difficulties, remedial teaching should be arranged. There is no effective medication.

    These measures may reduce the immediate difficulties, but there is no convincing evidence that treatment affects the long-term outlook.  When adverse social and family factors improve for any reason, the abnormal behaviour may improve as well.

   Occasionally, a conduct disorder is so severe that the child needs placement in a foster home, residential home, or special school.  This arrangement should be made only for compelling reasons, and only after assessment by a child psychiatrist and discussion with all those involved.  Although institutional care may contain the immediate problems, there is no evidence that it improves the long-term prognosis.

   TRUANCY requires a direct and energetic approach that has been formulated with the parents and teachers. Pressure should be brought to bear upon the child to return to school, if possible with support from the family. At the same time, an attempt should be made to resolve any educational or other problems at school. If these steps fail, legal proceedings may be initiated by the educational authorities.

   JUVENILE DELINQUENCY.

   Delinquency is breaking the law; it is a legal category and not a psychiatric diagnosis. It is considered here because some juvenile delinquents have conduct disorders. Delinquency is most common about the age of 15-16 years. It is much more common in boys than girls. When asked about their own conduct, most adolescent boys admit having broken the law at some time. A fifth of adolescent boys are convicted of an offence, usually a trivial one; of those convicted, only a few continue to offend in adult life.

   CAUSES. The causes of juvenile delinquency overlap with the social causes of conduct disorder. Delinquency is related to low social class, poverty, poor housing, and poor education. Rates of delinquency are greater in areas of social deprivation and in schools in disadvantaged areas. They are higher in children from broken homes, families with discord, and very large families. Amongst boys with criminal fathers about half are convicted for an offence, as against a fifth of those whose fathers are not criminals.  The reasons may include poor parenting and shared attitudes to the law.

   MANAGEMENT. Since delinquent behaviour is usually a passing phase, it is generally appropriate that non-serious first offences receive minimal intervention except for clear indications of disapproval. For serious or recurrent offences, the main emphasis is on improving the family environment, helping the offender to develop better skills for solving problems, improving educational and vocational accomplishments, and, if possible, reducing harmful peer group influences.

   MEDICAL REPORTS FOR THE COURT. Such reports are usually prepared by a child psychiatrist. When a doctor other than a child psychiatrist is asked to provide a report, the general guidelines about the writing of reports on adult offenders should be followed.

   HYPERKINETIC SYNDROME.

   About a third of children are described as overactive by their parents, and up to a fifth of schoolchildren are described in this way by their teachers. These reports encompass behaviour varying from normal high spirits to a severe and persistent disorder. The boundary between normal hyperactivity and persistent disorder is drawn in an arbitrary way, and there are disputes as to whether the criterion for disorder should be set high (thereby excluding all normal hyperactivity) or low (thereby making sure that no abnormal behaviour is missed). In the United States the cut-off used is lower than in the Ukraine and many other countries, and the name given to the disorder also differs. The ICD uses the term hyperkinetic disorder, while the American classification (DSM) uses the term attention deficit-hyperactivity disorder, a name chosen to denote an important symptom associated with the hyperactivity.

Table 8.       HYPERKINETIC SYNDROME.

       Extreme restlessness    

       Sustained motor activity

       Poor attention          

       Impulsiveness           

       Recklessness            

       Learning difficulty     

       Tempers and aggression  

  CLINICAL PICTURE. The hyperactivity usually becomes evident when the child starts to walk, though sometimes it is obvious before then.  The child constantly moves, interferes with objects, and does not sustain attention. Children with the fully developed syndrome are impulsive, reckless, and, prone to accidents. Mood fluctuates, but depressive mood is common. There are learning difficulties at school and minor forms of antisocial behaviour are common, particularlydisobedience, temper tantrums, and aggression.  This behaviour exhausts the parents.

   AETIOLOGY. Studies of twins suggest genetic factors. An innate tendency to hyperactivity may be increased by social factors, with the condition being more frequent among young children living in poor social conditions. However, social factors are unlikely to be the sole cause of hyperkinetic disorder. Lead intoxication and food additives have been suggested as causes, but current evidence suggests that if diet has an effect, it is in only a small subgroup of cases.

   PROGNOSIS.  As the child grows older the hyperactivity generally lessens, particularly when it is mild and not invariably present. Usually it ceases by puberty. Associated learning difficulties are less likely to improve, and antisocial behaviour has the worst prognosis. When the hyperactivity is severe, accompanied by major learning difficulties, or associated with low intelligence, it may persist into adult life.

  TREATMENT. For unknown reasons, stimulant drugs such as methylphenidate sometimes have the paradoxical effect of reducing the hyperactivity. Such treatment is generally reserved for severe cases, and a specialist opinion should be obtained.  Surprisingly, there is no convincing evidence that hyperactive children treated in this way become addicted to the stimulant drug, but they may experience side-effects of irritability, depression, and poor appetite, and there may be slowing of growth. Although there is short-term improvement in about two- thirds of cases, the long-term benefits are uncertain. Whether or not drugs are used, parents and teachers need support for their efforts to cope with the hyperactivity. Remedial teaching may be needed as well.
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