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Editorial

Dear colleagues,

I am delighted to introduce to you our last issue of 2015 featuring original research reports, case studies, review articles and
treatment recommendations on various topics of behavioral medicine and related disciplines.

Petraityte with colleagues studied an association of diabetes-related emotional distress with blood glycemic control in 300
young adults with type 1 diabetes and found that diabetes related emotional distress was highly common complication that was
associated with inferior diabetes control, indicating the importance of evaluation and management of psychological aspects of
the disease in patients with diabetes.

Vagonis with colleagues investigated perceptions of sexual harassment experience during residency training and their
associations with demographic factors, mental distress symptoms and quality of life. Importantly, more than three-fourths of
residents reported sexual harassment experience during residency training, which was associated with greater anxiety/depressive
symptom severity and worse quality of life, suggesting that there is an urgent need to study and properly address sexual harassment
in medical community.

Bikuliciene summarized benefits of Tai chi traditional Chinese exercise system for psychological well-being and physical
health, and carried out review of randomized clinical trials investigating the effects of Tai Chi exercises.

Leleikiene with colleagues present clinical case illustrating challenges diagnosing and managing a patient presenting with
gamma-hydroxybutyrate withdrawal.

In another case report, Meskauskaite with colleagues describe a patient who presented with the first episode of psychosis that
manifested itself through the refusal to eat or drink.

We also present Lithuanian translation of the updated World Federation of Societies of Biological Psychiatry (WFSBP)
Guidelines for Biological Treatment of Schizophrenia with a special focus on depression, suicidality, substance use disorders,
and pregnancy and lactation.

Finally, Jonusiene with colleagues present Lithuanian translation of the Female Sexual Function Index that is a self-rating
scale considered a golden-standard for assessment of sexual dysfunction in women.

On behalf of Editorial board I would like to thank authors for their valuable contributions and reviewers whose timely and
insightful comments were indispensable for successful publication of the Journal.

I wish to extend our wishes for happy 2016!

Sincerely,

{ * _ [g o Adomas Bunevicius, MD, PhD
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Emotional distress in type 1 diabetes

The association of diabetes-related emotional distress with
blood glycemic control in young adults with type 1 diabetes

Jauno amziaus asmeny, serganciy 1 tipo cukriniu diabetu, dél
ligos patiriamo distreso rySys su glikemijos kontrole

Karolina PETRAITYTE', Rasa VERKAUSKIENE? Evalda DANYTE?,
Dovile RAZANSKAITE-VIRBICKIENE?, Vesta STEIBLIENE*

"Lithuanian University of Health Sciences, Medical Academy, Kaunas, Lithuania

’Lithuanian University of Health Sciences, Institute of Endocrinology, Kaunas, Lithuania

SLithuanian University of Health Sciences, Department of Endocrinology, Kaunas, Lithuania

‘Lithuanian University of Health Sciences, Department of Psychiatry, Kaunas, Lithuania

SUMMARY

Background. Type 1 diabetes usually occurs during childhood
or adolescence. The constant stress of maintaining diet, physical
activities and glycemic control can be result of emotional distress. It
could contribute to the failing to achieve diabetes control and to the
evaluation of psychiatric disorders.

The aim of the study was to evaluate the association of diabetes-
related emotional distress with blood glycemic control in young
adults with type 1 diabetes mellitus.

Methods. 300 young adults (18-25 years old) with type 1 diabetes
were recruited into the study. The sociodemographic data and
clinical characteristics of diabetes were evaluated. Problem Areas in
Diabetes (PAID) questionnaire was used as a self-reported instrument
for measuring diabetes-related emotional distress. Blood glycated
haemoglobin (HbA 1¢) concentration helped to identify well controlled
diabetes (HbA 1¢<7.0%) and uncontrolled diabetes (HbA1¢>7.0%).
Results. The mean age of participants was 21.7+2.2 years; 53.7%
were females. In 74% — diabetes was evaluated as uncontrolled
(p<0.001) and 65% (p<0.001) had diabetes complications. More than
63% experienced moderate severity and 13.7% — high severity level of
diabetes-related emotional distress (PAID questioner). Uncontrolled
diabetes was related to the earlier mean age of diabetes onset (12.4+5.4
vs. 15.5+£5.2, p<0.001, respectively), longer disease duration (9.1+5.4
vs. 6.845.6, p<0.001, respectively), smoking (30.2% vs. 11.5%,
p=0.001, respectively) and higher level of distress on two PAID axis
scores: “not having clear goals for the diabetes care” (p=0.025) and
more severe “feelings of guilty or anxiety when you get off track
with diabetes management” (p=0.015). Glycemic control associated
with older age (r=0.162, p=0.005), later age at diabetes onset
(r=—0.261, p<0.001), shorter diabetes duration (r=0.201, p<0.001)
and no smoking (r= 0.183, p<0.001).

Conclusions. More than three-fourth of young adults with type 1
diabetes experienced significant severity level of diabetes-related
emotional distress and the three-fourth of study participants had poor
glycemic control. Uncontrolled diabetes related to more severe feeling
not having clear goals fordiabetes care and more severe feelings of
guilty or anxiety in diabetes management. Better glycemic control
related to older age, later onset of diabetes and with lower severity
level in feelings of diabetes-related emotional distress.

SANTRAUKA

Ivadas. Pirmo tipo cukriniu diabetu jprastai susergama vaikystéje ar
paauglystéje. Reikalavimai laikytis dietos, fizinio aktyvumo taisykliy
bei grieztos glikemijos kontrolés jaunam zmogui gali sukelti emocinj
distresg. Tokia neigiamy emocijy raiska gali pabloginti geb¢jima
kontroliuoti glikemijg ar provokuoti psichikos sutrikimus.

Tyrimo tikslas. [vertinti jauno amZziaus asmeny serganciy 1 tipo cukriniu
diabetu deél ligos patiriamo distreso sasajas su glikemijos kontrole.
Metodika. Tyrime dalyvavo 300 jauno amziaus (18-25 mety)
asmeny, serganciy 1 tipo cukriniu diabetu, vertintos pacienty
sociodemografinés ir diabeto klinikinés charakteristikos. Pacientai
pildé Diabeto sukeliamy problemy savivertés klausimyna (PAID),
kuriuo vertintas diabeto sukeltas emocinis distresas. Nustatyta
glikuoto hemoglobino (HbAlc) kiekio kraujyje procentiné iSraiska
leido suskirstyti pacientus j geros diabeto kontrolés (HbA1¢<7,0%) ir
blogos diabeto kontrolés (HbA1¢>7,0%) grupes.

Rezultatai. Tiriamyjy amziaus vidurkis 21,7+2,2 metai, 53,7 proc.
tiriamyjy buvo moterys. | blogos diebeto kontrolés grupe pateko 74
proc. tiriamyjy (p<0,001), 0 65 proc. visy tiriamyjy nustatytos diabeto
komplikacijos (p<0,001). Vertinant PAID klausimynu nustatyta, kad
daugiau nei 63 proc. tiriamyjy patyré vidutinio sunkumo, o 13,7 proc.
—sunkaus laipsnio su diabetu susijusj emocinj distresa. Blogos diabeto
kontrolés grupés tiriamyjy diabeto pradzia jaunesniame amziuje
(12,4454 vs. 15,5+5,2; p<0,001, atitinkamai), ilgesné ligos trukmé
(9,24£5,4 vs. 6,8+5,6; p<0,001, atitinkamai), rukymas (30,2 proc.
vs. 11,5 proc.; p=0,001, atitinkamai) ir aukStesni emocinio distreso
sunkumo rodikliai dviejose PAID klausimyno aSyse: ,,neturiu aiskiy
diabeto priezitiros tiksly” (p =0,025) ir stipresniu ,kaltés ir nerimo
jausmu, kai nebegebu suvaldyti savo diabeto” (p=0,015). Glikemijos
kontrolé siejosi su vyresniu tiriamyjy amziumi (r=—0,162, p=0,005),
diabeto pradzia vyresniame amziuje (r=—0.261; p <0,001), trumpesne
diabeto trukme (r=0,201, p<0,001) ir nertkymu (r=0,274; p<0,001).
ISvados. Daugiau nei trys ketvirtadaliai jauno amziaus pacienty,
serganciy 1 tipo cukriniu diabetu patiria zenklaus sunkumo dél ligos
patiriama distresg ir trys ketvirtadaliai vertinti kaip blogos glikemijos
kontrolés. Blogos glikemijos kontrolés tiriamieji patyré stipresnj
pojiiti neturintys aiskiy diabeto priezitiros tiksly, bei nurodé jauciantys
stipresnj nerimg ir kalte, prarasdami diabeto kontrole. Geresné
glikemijos kontrolé siejosi su vyresniu tiriamyjy amziumi, diabeto
pradzia vyresniame amziuje, neriikymu bei lengvesnio laipsnio dél
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Research Reports

INTRODUCTION

It is estimated that around 387 million people worldwide
have diabetes and it predicted to become the 7th leading cause
for death in 2030 [1, 2]. Type 1 diabetes mellitus (T1DM)
is life-long autoimmune disease, characterized by the body‘s
inability to produce insulin and usually occurs during
childhood or adolescence. Uncontrolled TIDM is associated
not only with short-term and serious long-term complications
(retinopathy, nephropathy, neuropathy), but also with poor
quality of life [3]. Emerging adulthood is developmental stage
for the period from the late teens through the twenties, with
a focus on ages 18-25 [4]. During this period of time young
adult faces new educational, financial, employment, and other
challenges. People with T1DM often have to adjust lifestyle,
diet, physical activities and employment, and not only
diabetes care is time consuming, but also raises uncertainty
about the future [5]. To acquire well-control diabetes, patients
must master challenging daily self-care tasks, with little or
no place for mistakes. Many patients become frustrated after
failing to achieve good diabetes controll while facing fear
of complications and hypoglycemic epizodes. The constant
stress of maintaining strict diet, physical activities and tight
glycemic controll can result in two types of psychological
distress: subclinical emotional distress and diagnosable
psychiatric disorder [6, 7]. It is reported 42.1% prevalence of
at least moderate diabetes distress among patients with T1IDM
[8]. The emotional distress is higher in the patients with TIDM
in comparison to Type 2 Diabetes [9]. The depression may be
attributed to the emotional distress associated with managing
the diabetes and other life stressors [8]. The prevalence rate
of depression is more than three-times higher in people with
TIDM in comparison to those without (range 5.8-43.3%
vs. range 2.7-11.4%) [10]. It is reported the increased
prevalence of depression among young adults with TIDM
[11]. Tt is clear that psychiatric disorders and diabetes have
bidirectional association in many ways. They can contribute
in pathogenesis of one another, might overlap in clinical
representation, and medication used for the treatment of
those conditions might interact [12]. Co-morbid depression
and TIDM is the result of the interactions of biological
mechanisms (activation of hypothalamic-pituitary-adrenal
axis, inflammation) and environmental risk factors (inactive
lifestyle, poor dietary habits); the outcomes of both disorders
worsened by the other. Co-morbit depression in patients
with diabetes correlates to poor glycemic control, raises the
vulnerability of cardiovascular diseases, has adverse effects
on social, physical functioning and quality of life and all
leads to mortality [13, 14]. The treatment of depression with
antidepresants and psychosocial interventions for distress care
has positive effect on glycemic control [15].

The aim of this study was to evaluate the association
of diabetes-related emotional distress with blood glycemic
control in young adults with type 1 diabetes mellitus.

MATERIAL AND METHODS

Study population

This study is a part of the project “Genetic diabetes

in Lithuania” (Lithuanian-Swiss cooperation programme

“Research and Development”). The principal aim of this
project is to identify monogenic diabetes in young patients
(<25 years of age) cohort with presumed T1DM in Lithuanian
population. The data of 500 young adults (18-25 years
old) with TIDM was obtained from database of Institute of
Endocrinology of Lithuanian University of Health Sciences
(LUHS). All of them were invited via mail to participate in
the project “Genetic diabetes in Lithuania”. The permit of the
Lithuanian Bioethics Committee has been obtained on 2013-
01-04, No. BE-2-5.The study was started at April 2013.

All participants were examined at the Department of
Endocrinology at LUHS after they gave and signed informed
consent. During one year period 361 adult participants were
screened. 35 patients refused to participate in the study. The
data of 26 participants was excluded due to incomplete data
of questionnaires. So, the data of 300 subjects were included
into the final analysis.

The questionnaire on patient's sociodemographic data,
clinical characteristics of diabetes, short-term and long-term
complications was filled. Patients were invited to fill Problem
Areas in Diabetes (PAID) questionnaire.

METHODS

Laboratory assays

Study patient’s venous blood samples were drawn for
the evaluation of glycated haemoglobin (HbAlc). HbAlc
concentration is the objective measure for diabetes control.
According to the recommendations of The American Diabetes
Association (ADA), the concentration of HbAlc <7.0%
indicated well controlled diabetes and HbAlc >7.0% — as
uncontrolled diabetes [16, 17].

Study instrument

PAID questionnaire is a 20-item representative self-
reported instrument for measuring diabetes-related emotional
distress and covers a range of negative emotional problems
of patients with diabetes [18]. The PAID measure of diabetes
related emotional distress correlates with measures of related
concepts such as depression, social support, health beliefs,
and coping style, as well as predicts future blood glycemic
control of the patient [19]. PAID questionnaire was used
and approved in DAWN (Diabetes Attitudes, Wishes and
Needs) study [16], initiated by Novo Nordisk in partnership
with the International Diabetes Federation (IDF) and an
international advisory panel of leading diabetes experts and
patient advocates [17, 18]. Each item of the PAID was scored
on a 5-point Likert scale ranging from “not a problem” (score
of 0) to “serious problem” (score of 4) [20]. The sum of the
all 20 items produced a final possible score of 0-100, with
higher scores indicating greater severity of diabetes-related
emotional distress. Total score between 0 and 10 revealed low,
between 11 and 39 — moderate and scores >40 — high severity
level of diabetes-related emotional distress.

Statistical Analysis

The statistical analysis was performed using ,,SPSS for
Windows 18.0“. For descriptive statistics, scale variables
were described as means and standard deviation (SD); all
categorical variables were described by distribution — in
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numbers (n) and percent (%). The frequency rates were
compared using chi-square test; for comparison the means
the independent samples t-test was used. Significantly related
variables were assessed using the Spearman's correlation.
Statistical significance was set at the 5% level (p<0.05).

RESULTS

Three hundred participants included into the study with
mean age 21.842.2 (rangel18-25) years. As shown in Table
1, there were no significant differences in the age according
gender. The mean age at onset of TIDM was 13.9+£5.5 years
and mean duration of the disease — 8.6+5.5 years. Diabetes was
evaluated as uncontrolled (HbAlc >7.0%) in 74% of study
participants (p<0.001) and 65% had diabetes complications
p<0.001). Even25.3% of participants reported smoking
(p<0.001), with mean duration of smoking 4.4+3.0 years.
PAID questionnaire score revealed that 63% of participants
experienced diabetes-related emotional distress of moderate
severity and 13.7% — high severity level (p<0.001).

The evaluation of sociodemographic, clinical
characteristics and PAID scale scores of study participants
according diabetes control (Table 2) showed the earlier mean
age at onset of TIDM (12.4£5.4 vs. 15.5+£5.2, p<0.001,
respectively) and longer disease duration (9.1£5.4 vs. 6.845.6,
p<0.001, respectively) in participants with uncontrolled
disease. Significant higher frequency of participants with
uncontrolled diabetes reported smoking in comparison to
well-controlled (30.2% vs. 11.5%, p=0.001, respectively).

Table 1. Sociodemographic/clinical characteristics of study
participants with type 1 diabetes mellitus (n=300)

Characteristics Results p Value
Gender, n (%)
Male 139 (46.3)
Female 161 (53.7) 0.204
Age, mean+SD (range), years 21.8+2.2 (18-25)
Male 21.7+£2.1 0.638
Female 21.842.3
Duration of T1DM, mean+SD, (range), 8.5+5.5 (1-23)
year
Age of onset of TIDM, mean+SD, 13.9+5.5 (1-24)
(range), year
HbAlc, mean +SD, (range), % 8.842.2 (5.2-15.2)
Well-controlled TIDM 78 (26)
(HbAlc <7,0%) <0.001
Uncontrolled TIDM 222 (74)
(HbAlc >7,0%)
T1DM complications, n (%)
Yes 195 (65) <0.001
Smoking, n (%)
Yes 76 (25.3) <0.001
Duration of smoking, mean =+SD, 4.4+3.0 (0-12)
(range), years
PAID total score, mean + SD 22.5+14.7
Level of diabetes-related emotional
distress (PAID scores), n (%)
Low severity, 0—10 points 70 (23.3)
Moderate severity, 11-39 points 189 (63) <0.001
High severity, > 40 points 41 (13.7)

T1DM, Type 1 diabetes mellitus; HbAlc, Glycated Haemoglobin; PAID,
Problem Areas in Diabetes Scale; SD, Standard deviation.
In bold p values <0.05.

Table 2. Comparison of sociodemographic/clinical characteristics
and Problem Areas in Diabetes Scale scores of study participants
with well-controlled and uncontrolled type 1 diabetes mellitus

Well- Uncontrolled p Value

Characteristics controlled T1DM,
T1DM, n=78 n222
Gender, n (%)
Male 40 (13.3) 99 (33.0)
0.308

Female 38 (12.7) 123 (41.0)
Age, mean=SD, years 22.3£2.3 21.5£2.2  0.070
Age of onset of TIDM, mean+SD, years 15.5+5.2 124454 <0.001
Duration of T1DM, mean+SD, years 6.84+5.6 9.1£54  <0.001
Complications of T1IDM, n (%) 46 (15.3)  149(49.7) 0.195
Smoking, n (%) 9(11.5) 67(30.2)  0.001
PAID score, mean SD, points 21.5+159 22.8+143  0.513
Level of diabetes-related emotional
distress (PAID scores), n (%)
Low severity, 0—10 points 25(32.1) 45 (20.3)
Moderate severity, 11-39 points 43 (55.1) 146 (65.7) 0.104
High severity, >40 points 10 (12.8) 31 (14.0)
PAID axis scores, mean+SD, points
1. Not having clear goals for your 0.7+£0.8 1.0+1.1 0.025
diabetes care
2. Feeling discouraged with your 1.2+1.2 1.2+1.1 0.593
diabetes treatment plan
3. Feeling scared when you think about 1.6+1.3 1.6£1.3 0.954
living with diabetes
4. Uncomfortable social situations 1.4+1.2 1.5+1.3 0.497
related to your diabetes care (e.g., people
telling you what to eat)
5. Feelings of deprivation regarding food 0.7+0.9 0.9+1.1 0.125
and meals
6. Feeling depressed when you think 1.1£1.3 1.0+1.2 0.902
about living with diabetes
7. Not knowing if your mood or feelings  1.1£1.2 1.241.2 0.386
are related to your diabetes
8. Feeling overwhelmed by your diabetes  0.8+1.2 0.9£1.0 0.823
9. Worrying about low blood sugar 1.4£1.2 1.5+1.2 0.840
reactions
10. Feeling angry when you think about  1.0+1.2 1.0+1.2 0.936
living with diabetes
11. Feeling constantly concerned about 1.3+1.2 1.2+1.2 0.717
food and eating
12. Worrying about the future and the 2.1+1.3 2.4+1.2 0.121
possibility of serious complications
13. Feelings of guilty or anxiety 1.5£1.3 1.9+1.3 0.015
when you get off track with diabetes
management
14. Not “accepting” your diabetes 0.9+1.1 0.9+1.2 0.691
15. Feeling unsatisfied with your 0.5+1.0 0.4+0.8 0.321
diabetes physician
16. Feeling that diabetes is taking up too  1.0£1.1 1.0+1.0 0.569
much of your mental and physical energy
every day
17. Feeling alone with your diabetes 0.6+1.0 0.6+0.9 0.524
18. Feeling that your friends and family  0.4+0.9 0.4+0.8 0.734
are not supportive of your diabetes
management efforts
19. Coping with complications of 1.2+1.2 1.4+1.2 0.486
diabetes
20. Feeling “burned out” by the constant  0.9+1.1 1.0+1.1 0.582

effort needed to manage diabetes

T1DM, Type 1 diabetes mellitus; PAID, Problem Areas in Diabetes Scale; SD,
Standard deviation. In bold p values < 0.05.
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Table 3. Significant correlations of type 1 diabetes mellitus demographic/clinical characteristics and diabetes related emotional

distress among study participants (n=300)

Spearman correlation coefficient (p value)

Age,year  Age of onsetof  Duration of Smoking, Not having Feelings of guilt PAID scale, Level of diabetes-
T1DM, year T1DM, year (0, no; 1, yes) clear goals for or anxiety when total score related emotional
diabetes care you get off track distress,
with diabetes (1, low; 3, high)
management
HbAlc, % -0.190 -0.172 - 0.274 - - 0.119 0.157
(0.001) (0.003) (<0.001) (0.039) (0.006)
(0 W(:Hyif)‘ﬁ:rco‘;ggrﬂDM -0.162 -0.261 0.201 0.183 0.140 0.130 - -
’ ’ (0.005) (<0.001) (<0.001) (<0.001) (0.015) (0.025)

1, uncontrolled TIDM)

T1DM, Type | diabetes mellitus; HbAlc, Glycated Haemoglobin; PAID, Problem Areas in Diabetes Scale

The participants with uncontrolled diabetes reported
significant higher level of distress on two PAID axis scores:
“not having clear goals for the diabetes care” (p=0.025) and
more severe “feelings of guilty or anxiety when you get off
track with diabetes management” (p=0.015), but there were
no significant differences in total PAID score or severity
levels of diabetes-related emotional distress in two study
groups. Despite the fact of the poor glycemic control, 20.3%
of participants in this group reported low severity level of
diabetes-related emotional distress (suggesting the the denial
of problems or the diabetes control).

The significant association has been found between poor
glycemic control and younger age (r= —0.162, p=0.005),
earlier age at onset of TIDM (r= —0.261, p<0.001), longer
TIDM duration (r=0.201, p<0.001), smoking (r=0.183,
p<0.001), more severe feeling about not having clear goals
for diabetes care (r=0.140, p=0.015) and feelings of guilty and
anxiety (r=0.130, p=0.025) (Table 3).

DISCUSSION

We have analysed the relationship of diabetes-related
emotional distress and glycemic control in a group of young
adults (18-25 years old) with TIDM. The main finding of our
study suggested that one of four young adults with TIDM
(more than 76%) reported experiencing significant level
(moderate or high) of diabetes-related emotional distress.
At the same time the three-quarters of study participants had
poor glycemic control. Study participants with uncontrolled
diabetes significant more frequently reported not having clear
goals for their own diabetes care and feelings of guilty or
anxiety when they get off track with diabetes management.
It is important to mention that 14% of participants with
uncontrolled diabetes scoring their severity of diabetes-
related emotional distress as high: they may be at the level of
“emotional burnout”, possibly even experienced the affective
symptoms and warrant special attention. Despite the poor
glycemic control, about 20% of participants with uncontrolled
diabetes reported extremely low severity level of emotional
distress, which may indicate the denial of problems or disease
control. The smoking as the risky behavior pattern for young
adults with TIDM also was significant more frequent in the
patient with uncontrolled diabetes.

The studies, evaluated patients with T1DM, reported
that emotional distress is common among young adults.

The assuming of increasing responsibility for their diabetes
care and overall health was reported as the main reason for
emotional distress [21], the same as self-consciousness/
stigma, day-to-day diabetes management difficulties, having
to fight the healthcare system and concerns about the future
[22]. The study of Hislop et al. evaluated a sample of ninety-
two young adults (mean age 21.642.8 years and mean duration
of disease 9.3£5.4 years) with TIDM. They have found
that approximately one-third (35%) of study participants
experienced psychological distress, associated with poorer
glycemic control. Authors reported that psychological distress
was related to frequency of hypoglycemic episodes and method
of insulin administration [23]. Another cross-sectional study
of Kibbey et al. targeted 357 young adults with TIDM (aged
18-30 years, diabetes duration 1247 years) and concluded that
40% of participants reported severe diabetes-related distress,
19% reported moderate-to-severe depressive symptoms and
50% reported moderate-to-severe anxiety [24]. Despite the
fact that glycemic control among the participants of this study
was suboptimal, the emotional distress was common. The
authors suggested the health providers need to improve their
interactions with young adults and encourage the young adults
in their diabetes care and symptoms control.

Despite the fact that in our study the total severity score
of diabetes-related emotional distress did not differ among
participants with well-controled and uncontrolled diabetes,
the emotional feelings of anxiety symptoms were signifficant
higher in uncontrolled diabetes patients‘ group. Similar
findings were reported in the study of Delahanty et al., 2007.
Authors evaluated diabetes-related emotional distress, using
PAID questionary among primary care patients with diabetes
and have found that the patients reported “Feelings of guilty
or anxiety...“ as one of the top two serious problems [25].
Fisher et al. suggested that emotional distress is a link between
diabetes-related distress, subclinical depression, elevated
depression symptoms and major depressive disorder [26].

The positive correlation between the level of HbAlc
and level of diabetes related emotional distress in our study
correspond with the results of the study done by Reddy et
al. Authors have investigated a link between diabetes related
distress and glycemic control and found that PAID scores
correlated significantly with impaired glycemic control
[27]. But the prospective study of Nakahara et al. with 256
outpatients showed opposite results. They concluded that
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diabetes related distress not affecting Hbalc directly, only
had a negative impact on dietary and glucose self-monitoring
aspects of diabetes care [28]. Study of Ciechanowski et al.
suggested that depresive symptom severity is associated with
poorer diet and medication regiment adherence and funcional
impairment but not asociated with significantly with Hbalc
[29]. In our study we evaluated only emotional distress and
glycemic control, but we did not evaluated severity of affective
symptoms among young adults. It would be interesting to
investigate severity of depression and anxiety symtoms in this
target population, because the direct linkage among diabetes-
related distress, affective symptoms and glycemic control
still remained contradictory. Gonzales et al., suggested that
even depressive symptoms in patients with diabetes does not
necessarily mean depression, because it might just be result
of poor self-care. Cross-sectional data from Tsujii et al. study
of 3305 Japanese patients with diabetes showed that diabetes
distress, but not depressive symptoms, was significantly
associated with higher HbAlc levels [30].

Our study reported that smoking was significant more
frequent among the young adults with uncontrolled diabetes.
Similar results were presented in the US panel data from
the National Longitudinal Study of Adolescent Health (Add
Health Study). This study also indicated that diabetics are more
likely to smoke cigarettes frequently and heavily, compared to
healthy subjects [31]. It is known that the cigarette smoking
can decrease insulin sensitivity and the study of Pilacinski et
al. showed that the patients who were smokers at diagnosis
of TIDM, experienced a shorter duration of partial remission
[32].

The results of our study confirms that better glycemic
control related to older age, later onset of diabetes and at
the same time with lower level of diabetes-related emotional
distress. We could suggest that older age young adults could
better possibilities to understand the role of diabetes care on
their future quality life perspectives and they are more likely
to take care of your health general. On the other hand for
the more mature personality easier to survive feelings of the
anxiety, emotional distress and to cope with everyday life's

challenges. Balfe et al. have suggested that the clinicians
should encourage young adults to attend the diabetes education
programmes, to discuss with them about their diabetes-related
difficulties and even to assist in the development of diabetes-
care networks for young adults [22].

In comparison to other studies our sample size of young
adults with TIDM is quite small, which limited our results.
However this sample is more homogenic, with smaller variability
in age and it could let us better understand the problems of
emotional distress in relation to diabetes characteristics of
young adults with TIDM. On the other hand, we were limited
within the frame of research to have only PAID questionnaire,
without rating severity of mental symptoms and we could not
compare anxiety and depression symptoms severity in relations
to diabetes-related distress. Further investigation is needed
on diabetes, diabetes related distress, mental symptoms and
glycemic control to uncover poorly understood mechanisms
which may improve our knowledge of the interplay among
glycemic control, emotional distress, mental symptoms illness
and the effects of different intervention, which could help to
improve clinical outcomes.

CONCLUSION

Our study confirmed moderate and high severity level of
diabetes-related emotional distress and poor glycemic control in
three-fourth of young adults with TIDM. Uncontrolled diabetes
related to the more severe feeling not having clear goals for
their own diabetes care and more severe feelings of guilty or
anxiety in getting off in diabetes management; every fifth in this
group showed the denial of problems or disease control. Better
glycemic control in young people with TIDM related to older
age, later onset of diabetes and with lower severity of diabetes-
related emotional distress.
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Sexual harassment during medical residency

Perceptions of sexual harassment experience during
residency training: relations with gender, marital status,
anxiety and depressive symptoms and quality of life

Gydytojy rezidenty patirto seksualinio priekabiavimo
suvokimas: s3sajos su lytimi, Seimine padétimi,
nerimastingumu, depresiSkumu ir gyvenimo kokybe
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SUMMARY

Background. Sexual harassment (SH) — discrimination based on
gender, has become increasingly recognized in the field of medicine
and reported as common in the residency training.

The aim of this study was to evaluate the prevalence of experienced
SH during residency training among the residents in Lithuanian
University of Health Sciences and the relations with self-reported
anxiety and depressive symptoms and quality of life.

Methods. The study included 193 residents (response rate — 47%).
A self-report anonymous survey was used to evaluate socio-
demographic characteristics. The Sexual Experiences Questionnaire
(SEQ) was used to identify the experience of gender harassment,
unwanted sexual attention and sexual coercion; The WHO Quality
of Life-HIV BREEF scale — to evaluate the quality of life; the Hospital
Anxiety and Depression Scale (HADS) — for self-reported depressive
and anxiety symptoms.

Results. One hundred fifty one (78.2% of study participants) resident,
according the responses to the Questionnaire, were evaluated as
experienced SH at least once during residency training: 119 females
(83.8%) and 32 males (62.7%), p=0.002. According the answers to the
questioner, 74.6% of respondents had experience of Gender Harassment;
followed by 53.4% — Unwanted Sexual Attention and 20.7% — Sexual
Coercion. All three types of SH were evaluated significant more prevalent
among females than males (Gender Harassment — 81% vs. 56.9%, p=
0.001, respectively; Unwanted Sexual Attention — 58.5% vs. 39.2%,
p=0.014, respectively and Sexual Coercion—23.9% vs. 11.8%, p=0.046,
respectively).The residents who experienced Gender Harassment and
Unwanted Sexual Attention had reported significant lower Quality of
Life (QOL) psychological health score on in comparison to subjects
without such experience of SH (64.27+11.08 vs. 67.88+8.80, p=0.04,
respectively; 63.23+10.81 vs. 67.42+10.02, p=0.006, respectively). The
subjects with experience of Sexual Coercion reported significant lower
QOL social relationship score in comparison to subjects who did not
experience Sexual Coercion (66.70+17.54 vs. 72.74+15.24, p=0.032,
respectively). Significant more severe symptoms of anxiety were
reported among subjects with subjectively evaluated occurrence of SH
(p=0.004), experienced Gender Harassment (p=0.014) and Unwanted
Sexual Attention (p=0.002). Significant more severe depressive

SANTRAUKA

Ivadas. Seksualinis prickabiavimas (SP) — diskriminacijos dél lyties
forma, vis dazniau nustatoma tarp medicinos darbuotojy ir tampa
iprastu reiskiniu rezidentiiros studijy metu.

Tyrimo tikslas. IStirti ir jvertinti Lietuvos sveikatos moksly
universiteto gydytojy rezidenty patiriamo SP daZnius, sasajas su
nerimastingumu, depresiskumu bei gyvenimo kokybe.

Metodai. Anoniminés anketinés apklausos budu vertinti 193 rezidenty
duomenys (atsakymus pateiké 47 proc. pakviestyjy). Naudota
sociodemografiniy duomeny anketa; su lytimi susijusio priesiskumo,
nepageidaujamo seksualinio démesio ir seksualinés prievartos
patyrimui nustatyti - seksualinés patirties klausimynas (angl. Sexual
Experience Questionnaire); gyvenimo kokybé vertinta Pasaulio
Sveikatos Organizacijos Gyvenimo kokybés klausimyno trumpaja
forma (angl. WHO Quality of Life-HIV BREF). Hospitaline nerimo
ir depresijos skale (angl. Hospital Anxiety and Depression Scale)
vertintas subjektyvaus nerimastingumo ir depresiSkumo isreik§tumas.

Rezultatai. Simtas penkiasde$imt vienas rezidentas (78,2 proc.
pateikusiy duomenis) pagal atsakymus ] klausimyno teiginius
vertintas kaip bent karta patyres SP rezidentiiros studijy metu: 119
motery (83,8 proc.) ir 32 vyrai (62,7 proc.); p=0,002. I§ tiriamyjy
74.6 proc. nurodé patyre su lytimi susijusj priesiskuma, 53,4 proc.
— nepageidaujama seksualinj démesj ir 20,7 proc. — seksualing
prievarta. Visas tris SP formas dazniau patyré moterys, nei vyrai
(su lytimi susijusj priesiSkuma — 81 proc. vs. 56,9 proc., p=0,001,
atitinkamai; nepageidaujama seksualinj démesj — 58,5 proc. vs.
39,2 proc., p=0,014, atitinkamai; ir seksualing prievartg — 23,9 proc.
vs. 11,8 proc., p=0,046, atitinkamai). Rezidentai patyr¢ su lytimi
susijusj priesiSkumg ir nepageidaujamg seksualinj démesj nurodé
reik§mingai Zemesnius Gyvenimo kokybés (GK) psichologinés
sveikatos rodiklius, lyginant su nepatyrusiais SP (64,27+11,08 vs.
67,88+8,80, p=0,04, atitinkamai; 63,23£10,81 vs. 67,42+10,02,
p=0,006, atitinkamai). Asmenys patyr¢ seksualing prievartg nurodé
reikSmingai zemesnj GK socialiniy santykiy rodiklj, lyginant su
nepatyrusiais seksualinés prievartos (66,70+17,54 vs. 72,74+15,24,
p=0,032, atitinkamai). ReikSmingai sunkesnj nerimastinguma sau
priskyré tiriamieji, subjektyviai nurod¢ SP (p=0,004), patyr¢ su
lytimi susijusj prieSiSkuma (p=0,014) ir nepageidaujamg seksualinj
démesj (p=0,002). Reik§mingai sunkesnj depresiskuma sau priskyré
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symptoms was reported among subjects with experience of Gender
Harassment (p=0.028) and Unwanted Sexual Attention (p=0.008).

Conclusions. Over three-fourth of the residents-study participants
were evaluated as having experience of SH during residency training;
with significantly higher prevalence of this experience among female.
Residents who experienced SH reported greater severity of anxiety
and depressive symptoms and worse QOL in comparison to residents
without experience of SH.

Keywords: residents, sexual harassment,
depressive symptoms, quality of life.

anxiety symptoms,

tiriamieji patyre seksualing prievarta (p=0,028) ir nepageidaujama
seksualinj démesj (p=0,008).

ISvados. Trys ketvirtadaliai tyrimo dalyviy — rezidenty pagal
klausimyno duomenimis buvo vertinti kaip patyr¢ SP; moterys
reikSmingai dazniau nei vyrai. Patyr¢ SP sau priskyré reikSmingai
sunkesnj nerimastinguma ir depresiSkuma bei blogesng gyvenimo
kokybe, lyginant su neturéjusiais SP patirties.

RaktazodZziai: rezidentai, seksualinis
nerimastingumas, depresiSkumas, gyvenimo kokybé.

priekabiavimas,

INTRODUCTION

Sexual harassment (SH) is known as one of the most
sensitive problems of discrimination based on gender and
it is considered as the violation of human rights. SH in the
workplace has been defined as “unwelcome conduct of a sexual
nature that detrimentally affects the work environment or leads
to adverse job-related consequences for the victims of the
harassment” [1]. SH has negative impact on victims’ physical
and mental health and quality of life, it effects economic and
social situation [2]. SH has become increasingly recognized in
the field of medicine [3]. Physiological abuse, discrimination
on the basis of gender and SH has reported as common in the
residency training [4-6]. Although there are reports of the SH
of medical trainees, a little information about the prevalence of
this problem and whether it is adequately addressed by training
institutions.

The study in the University of California, USA reported
that 73% of female and 22% of male in residency program
of internal medicine had been sexually harassed at least once
during their training [6]. Perceived abuse or harassment during
the residency training has a negative impact on residents'
health, well-being, but even study results [7, 5]. Most of
the respondents experienced SH, especially in the form of
sexist jokes, flirtation and unwanted compliments on their
dress or figure. On average, 40% of respondents, especially
women, reported experiencing offensive body language and
receiving sexist teaching material and unwanted compliments
on their dress. Significantly more female respondents than
male indicated that they have been sexually harassed of
someone. The most frequent emotional reactions on SH were
embarrassment, anger and frustration [4, 8].

Despite the reports of the social scientists about the negative
effect of SH on mental health, only few longitudinal studies
have investigated the association between SH and depressive
symptoms [9, 10]. SH experienced has a negative effect on poor
self-esteem, depression, psychological consequences requiring
therapy, and in some cases, transferring training programs [11].
In the later life periods SH predicts a fear of the recurrence in a
workplace, which in turn, predicts negative mood (anxiety and
anger) and perceptions of injustice [12].

The aim of this study was to evaluate the prevalence of
experienced SH during residency training among the residents
in Lithuanian University of Health Sciences (LUHS) and
evaluate the relations with gender, marital state, feelings of
anxiety and depressive symptoms and quality of life.

MATERIAL AND METHODS
Study population

This cross-sectional study took place in the Psychiatry
Clinic at LUHS in a period from November 2014 till January
2015. The study and its consent procedures were approved
by the Ethics Committee for Biomedical Research of the
LUHS, Kaunas, Lithuania. We were planning to invite all
408 residents of LUHS hospital to participate in the study.
The main inclusion criterion was the consent to participate.
All heads of 30 Clinical departments were informed about the
aim of the study. It is important to mention that two heads of
departments did not allow to perform this study and to examine
their residents, due to explanation that “sexual harassment in
their departments did not exist” or etc. We distributed 408
anonymous questionnaires, but only 193 were returned. The
study participants represented approximately 47.25% of
residents at University hospital.

Methods

Weused a self-report survey to evaluate socio-demographic
characteristics (age, gender, marital status, residency program
and year of residency).

The perception of the experienced SH from doctors, teaching
staff or head of residency during their residency training were
measured using The Sexual Experiences Questionnaire (SEQ).
SEQ was designed to identify and evaluate the prevalence of
gender harassment, unwanted sexual attention and sexual
coercion [13], as a self-report questionnaire containing 20 items.
In the first 19 items respondents were asked to indicate whether
they had experienced a particular behavior. First 6 items pertain
to gender harassment: “Have you ever been in a situation where
a professor told suggestive stories/ offensive jokes, made crudely
sexual remarks, used sexist or suggestive teaching materials,
treated you “differently”” because of your gender, made remarks
about your appearance, body or sexual activities and etc.?”

Next 5 items pertain to unwanted sexual attention: “Have
you ever been in a situation where a professor was staring,
leering or ogling you, made unwanted attempts to draw you
into a discussion of personal sexual matters, engaged in what
you considered seductive behavior towards you, you received
unwanted sexual attention and etc.?”

Next 8 items are questions about sexual coercion: “Have
you ever been in a situation where a professor attempted
to establish a romantic sexual relationship with you,
“propositioned” you, made deliberate attempts to touch, fondle,
kiss you, subtly bribed with some sort of “rewards” and etc.?”

The last 20th item was asking whether the respondents
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had been sexually harassed (the subjective opinion of the
respondents — have they ever experienced SH during residency
training). All responses were divided into two groups (0 —
“never” and 1 — “at least once during residency training”) to
indicate prevalence of such experience.

To evaluate the quality of life (QOL) the World Health
Organization Quality of Life (WHOQOL-HIV BREF) scale
— a shorter version of the original instrument was used. The
WHOQOL-HIV BREF is a 26-item self-report instrument,
which measure the following broad domains: physical health
(7 items), psychological health (6 items), social relationships
(3 items), and environmental health (8 items); it also evaluates
the scores of general health items. Participants’ responses were
based on their experience over the past week. Each item is
rated using a 5-point Likert scale (ranking from 1 — “not at
all” to 5 — “extremely”’). Domain scores are scaled in a positive
direction (i.e., higher scores denote higher QOL). The mean
score of items within each domain is used to calculate the
domain score. After computed the scores, they transformed
linearly to a 0—100 — scale [14, 15].

For self-rating of severity of current depressive and anxiety
symptoms the Hospital Anxiety and Depression Scale (HADS)
was used [16, 17]. HADS is a 14-item self-rating scale, each
with four response options valued from 0 to 3 points. Residents’
responses were based on their experience over the past week
The HADS is comprised of two 7-item subscales: 7 questions
to evaluate depressive symptoms and 7 — anxiety symptoms.
Scoring amount of depressive and anxiety symptoms group may
range from 0 to 21. The score represents the estimate severity of
depressive symptoms or severity of anxiety symptoms.

Statistical analysis

Statistical data analysis was performed using SPSS 17.0
software. All continuous data was represented as mean (SD,
standard deviation), all categorical data — as number and

Table 1. The sociodemographic characteristics of study
participants according gender, n=193

Characteristics Total, Female Male p
n=193 n=142, n=51, Value*

(73.6 %)  (26.4 %)

Age, mean£SD (range), 27.4+2.7 27.242.3 27.8+3.7 0.199

years (24-47)  (24-40)  (24-47)

Marital status, n (%) 0.966

Single 84 (43.5) 61 (43) 23 (45.1)

Married 72(37.3)  54(38) 18 (35.3)

Cohabited 31(16.1) 23(16.2) 8 (15.7)

Divorced 6(3.1) 4(2.8) 2 (39

Years of residency, n (%) 0915

Ist 48 (24.9) 36(254) 12(23.5)

2nd 54 (28) 37(26.1)  17(33.3)

3rd 46 (23.8) 35(24.6) 11(21.6)

4th 34(17.6)  26(18.3) 8 (15.7)

Sth 10(5.2) 7(4.9) 3(5.9)

6th 1(0.5) 1(0.7) 0(0)

Residency programs, n 22 20 14

*female vs. male

percent. Comparison of frequency rates were assessed using
chi squared test or Fisher exact test.

The Spearman correlation was calculated to evaluate the
associations among age of study participants, frequency of
SH, anxiety and depressive symptoms scores and QOL scores.
To compare differences in anxiety/depressive symptoms
scores and QOL scores among the subjects with and without
experience of SH an independent sample t-test was used.
Statistical significance level was set at 5% (P<0.05).

RESULTS

One hundred ninety three residents — 142 females (73.6%)
and 51 males (26.4%) from 22 different residency programs
and from all six years of residency were included into the
study. Mean age of study participants was 27.4+2.7 years old,
ranged from 24 to 47. More than half of participants (53.4%)
were married or cohabited with partner, other — were single
or divorced. As shown in Table 1, there were no significant
differences between female and male study participants
according age, marital state and years of residency.

The results of the SEQ showed that 78.2% of study
participants (n=151) had experienced at least one type of
SH: 83.8% of females (n=119) and 62.7% of males (n=32),
p=0.002. Evaluating the frequency of exposure to sexual
harassing behaviors, three domains of the SEQ were analyzed.
As shown in Table 2, the biggest part of study participants
(74.6%) had experienced Gender Harassment; followed by
53.4% experienced Unwanted Sexual Attention and 20.7% —
Sexual Coercion. The answers to the subjective question “Have
you been sexually harassed” showed that only 14.5% of study
participants subjectively had perception about experienced SH.
These results showed that the subjective perception of sexual
harassment significant differs from the objective one (based on
the answers of the questionnaire), (p=0.001). Gender differences
were found in subjectively evaluation of SH, as well as in all
three domains of SEQ. Significant more females than males
subjectively reported SH (19% vs 2%, p=0.001, respectively);
all three types of SH were evaluated significant more prevalent
among females than males (Gender Harassment — 81% vs.
56.9%, p=0.001, respectively; Unwanted Sexual Attention —
58.5% vs. 39.2%, p=0.014, respectively and Sexual Coercion —
23.9% vs. 11.8%, p=0.046, respectively). The evaluation of the
SH in relation to residents’ marital status revealed significant
greater prevalence of subjectively reported SH among single/
divorced respondents in comparison to married/cohabited
(64.3% vs 35.7%, p=0.034); and significant greater prevalence
of Sexual Coercion (67.5% vs. 31.5%, p=0.03, respectively).
This difference was statistically significant among single/
divorced females, but not males in the same marital state. No
statistically significant association was found between the age
of study subjects, residency training years, residency programs
and sexual harassment experience.

After transforming all QOL subscales into 100 scores, the
comparison in four domains of QOL scale among residents with
and without evaluated SH experience was done (Table 3). The
subjects, who experienced Gender Harassment and Unwanted
Sexual Attention had reported significant lower psychological
health score in comparison to subjects without such experience
of SH (64.27+11.08 vs. 67.88+8.80, p=0.04, respectively;
63.23+10.81 vs. 67.42+10.02, p=0.006, respectively).
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Table 2. Prevalence of Sexual Harassment, Once or More times during residency training

Characteristics Subjectively evaluatedp Value* Gender Harassment p Value* Unwanted Sexual p Value* Sexual Coercion  p Value*
occurrence of SH, (6 items), Attention (5 items), (8 items),
n (%) n (%) n (%) n (%)
All participants, n = 193 28 (14.5) 144 (74.6) 103 (53.4) 40(20.7)
Female, n=142 27 (19) 115 (81) 83 (58.5) 34 (23.9)

Gender 0.001 0.001 0.014 0.046
Male, n=51 1(2) 29 (56.9) 20(39.2) 6 (11.8)
Married/Cohabited 10 (35.7) 75 (52.1) 50 (48.5) 13 (31.5)

Female 10 (37) 60 (52.2) 40 (48.2) 11 (32.4)

. Male 0(0) 0.034 15 (51.7) 0.328 10 (50) 0.098 2(33.3) 0.030
Marital . . ( 0.038a 0.061° ( 0.061a 0.003
status Single/Divorced 18 (64.3) 0490b 69 (47.9) 05690  53(5L3) 0569 27 (67.5) 0,367

Female 17 (63) 43 (51.8) 43 (51.1) 23 (67.6)

Male 1(100) 10 (50) 10 (50) 4(66.7)
Years of residency 0.241 0.770 0.221 0.261
Residency programs 0.080 0.052 0.294 0.171

SH, sexual harassment. * The comparison “Never” vs. “Once or More times”;

The subjects with experience of Sexual Coercion reported
significant lower QOL social relationship score in comparison
to subjects who did not have Sexual Coercion experience
(66.70£17.54 vs. 72.74£15.24, p=0.032, respectively).

The evaluation the severity of subjectively reported
affective symptoms and comparison among respondents with
and without SH experience shown in Table 4. Significant higher
severity of anxiety symptoms on HADSA scale mean score
reported among subjects with subjectively evaluated occurrence
of SH (p=0.004), experienced Gender Harassment (p=0.014)
and Unwanted Sexual Attention (p=0.002). Significant higher
severity of depressive symptoms on HADSD mean score was
reported among subjects with experience of Gender Harassment
(p=0.028) and Unwanted Sexual Attention (p=0.008).

Our study did not aim to assess the legal aspects of sexual
harassment.

DISCUSSION

This is the first study evaluated the SH experienced by
medical residents’ in Lithuania. The most important finding
of the study that the experience of SH was evaluated as
common among medical residents, participated in the study:
over three-fourth (78.2%) of the respondents were evaluated
as experienced at least one type of SH during their residency

a female; b male. In bold p values < 0.05.

training. The SH did not related to the respondents’ age or
residency program, but females experienced SH one and a half
times more often than males; the most of the SH suffered by
single/divorced females. It was reported significant negative
emotional effect of SH experience, with subjectively reported
higher severity of anxiety/depressive symptoms and lower
QOL in psychological and social relations level. The rate of SH
experience and gender differences among medical residents —
study participants corresponds to the results in other studies
from different countries, hospitals and universities.

To the best of our knowledge there are no similar studies
about experience of SH among medical residents in three
Baltic countries. Therefore we did not have the possibility to
compare our results with the studies relevant to Lithuania. But
a lot of similar studies were done in the Universities of other
countries. So we tried to compare the data of SH experience
from different countries, with different culture, types of
social behavior and to present the importance of the problem,
regardless of the cultural context.

Similar to our study results were reported from 186
residents (93 males and 93 females) of seven residency
programs affiliated with McMaster University, Ontario,
Canada: more than 73% of all residents participated in the
study reported having experience discrimination on the basis

Table 3. The comparison of the four domains of Quality of Life among residents with and without evaluated Sexual Harassment

Domain of QOL  Physical t-test, p Psychological  t-test,p Social Relationship, t-test, p Environmental, t-test, p
SH Health, score Health, score score score
Subjectively evaluated ~ Yes, n=28 52.82+11.00  0.730 65.54+11.11 0.854 68.96+17.29 0.365 72.46+15.66 0.407
occurrence of SH No,n=165  53.58+10.73 65.1310.58 71.92+15.65 70.14+13.35
Gender Harassment Yes, n=144 53.21+10.58  0.561 64.27+11.08 0.040 70.28+15.94 0.071  69.59+13.97 0.123
No, n=49 54.24+11.33 67.88+8.80 75.02+15.34 73.08+12.59
Unwanted Sexual Yes, n=103 52.91£10.80  0.441 63.23+10.81 0.006 69.43+16.06 0.054 68.88+13.31 0.084
Attention No,n=90  54.11£10.72 67.42+10.02 73.84+15.44 72.30+13.95
Sexual Coercion Yes, n=40 53.08+£10.89  0.794 63.88+11.67 0.382  66.70+17.54 0.032  69.80+14.95 0.726
No, n=153 53.58+10.75 65.53+10 35 72.74+15.24 70.65+13.38

SH, sexual harassment; QOL, Quality of life. In bold p values < 0.05.
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Table 4. The Comparison of Anxiety and Depressive Symptoms Severity among Residents with Evaluated vs. Not-evaluated

Experience of the Sexual Harassment

Self-reported severity of affective symptoms Severity of anxiety symptoms, t-test, p  Severity of depressive t-test, p
SH mean +SD, score symptoms, mean £ SD, score
Subjectively evaluated Yes, n=28 7.18+3.97 0.004 3.39+3.24 0.105
oceurrence of SH No, n=165 5.16+3.30 2.5242.50

Yes, n=144 5.18+3.55 0.014 2.89+2.69 0.028
Gender Harassment

No, n=49 4.41+3.03 1.9442.33

Yes,n=103 6.18+3.72 0.002 3.1242.83 0.008
Unwanted Sexual Attention

No, n=90 4.62+£2.97 2.11+2.27

Yes, n=40 6.10+£3.99 0.184 3.20+3.13 0.241
Sexual Coercion

No,n=153 5.29+£3.31 2.50+2.47

SD, standart deviation; SH, Sexual Harassment. In bold p values < 0.05.

of gender; significant more were female than male (89.1% vs
61.1%). Most (92.9%) of the residents reported experiencing
one or more types of SH during their residency training: sexist
jokes were more commonly reported by female (79.4%) than
by male (64.4%), but more male residents reported explicit
sexual proposals (11.0%), with no relation between residency
programs. The evaluation of the impact of SH on quality of
life showed that 26.3% of residents, SH expressed negative
effect on their work, for 3.3% SH impaired performance and
for 2.6% — changed work routine. Every fourth of residents
reported negative emotional reactions in relation of SH:
embarrassment, anger and frustration were reported the most
often (24%, 23.4% and 20.8% respectively) [4].

Japanese study which evaluated the abuse and harassment
during residency, 355 participants (228 men and 127 women)
from 55 hospitals across Japan (of which 17 were directly
affiliated with a university) were recruited. The prevalence of
SH was lower in comparison to our study — overall 42.5% of
respondents reported having experienced some type of SH at
least once during residency. But among female respondents
the prevalence of sexual harassment was significantly
higher (58.3%) and corresponds to our study results. In this
study doctors were most frequently reported as the abusers
(34.9%). The abuse was most likely to have occurred in the
surgery department (27.6%) [5]. Our study sample was not
representative to find some significant relations between SH
and residency programs, eventually we can’t leave behind the
fact that some departments refused to participate in the study.

The results from two Canadian studies, similar to
our results, showed that gender discrimination and sexual
harassment are prevalent problems during residency training.
Of 543 residents in 13 internal medicine programs in Canada
participating in the discrimination and abuse in internal
medicine residency study 70% of females and 23% males
experienced gender discrimination by attending physicians;
females reported being sexually harassed more often than
males (35% vs. 4%, respectively) [18]. Other Canadian
“Happy Docs study”, which examined stress and well-being in
residency, included 1999 residents and 54% of them reported
intimidation and harassment most often from nursing staff
(54%) and from the staff physicians (39%); in 18% gender was
reported as perceived basis for the intimidation and harassment
[19]. In the US study of 4501 physician women, overall 47.7%
reported ever experiencing gender — based harassment, and

36.9% reported SH. Harassment was more common during
internship, residency, or fellowship (29% for gender — based
and 19% for SH) than in clinical practice (25% for gender
— based and 11% for SH). Similar to our study, the divorced
or separated marital state of study females correlated with
reporting ever experiencing SH [20].

The results of presented studies showed that there no
significant differences among prevalence of SH during
residency, gender differences and correlations with marital
status among different universities in different countries.
Despite this fact, subjective perception of SH was even three
times lower than objective evaluation, based on the answers
from the questioner. We could suggest that most forms of SH
among medical residents in Lithuania is considered as "normal”
behavioral pattern or innocent flirtation; it is not considered
as an unacceptable form of communication among medical
staff. This is confirmed by our knowledge that any ethical
or legal issue of SH has never been raised. There were some
limitations in our study. Low reversibility of the questionnaires
negatively effects and could distort data about the prevalence
of SH; larger sample of medical residents from other hospital
is needed to fully evaluation. Our study sample composition
were uneven by gender in a different departments, e.g. some
departments had only 5 residents women, other 67 residents
were men only, moreover most of doctors and lectures in
these departments’ were the same gender as the residents. It
unambiguously affect the understanding and evaluation of SH
and real possibility to experience it. Unfortunately there was
the possibility to reject the study by heads of departments what
causes unequal access for all residents to participate our study.

CONCLUSIONS

Over three-fourth of the residents, participated in the study
were evaluated as having experience of SH during residency
training; significant higher prevalence of SH was evaluated
among single/divorced female. Residents who experienced SH
reported greater severity in feelings of anxiety and depressive
symptoms and worse QOL in comparison to residents without
such experience of SH.
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Bikuliciene
Tai chi for mental and physical health: a literature review

Benefits of traditional Chinese exercise system Tai Chi for
physical and mental health: a literature review

Tradicinés kiny pratimy sistemos Tai Ci nauda fizinei bei
psichinei sveikatai: literatiiros apzvalga

Roberta Bikuliciene

Behavioral Medicine Institute, Lithuanian University of Health Sciences, Palanga, Lithuania

SUMMARY

The objective of this paper is to review the scientific literature on Tai
Chi benefits for improvement of physical and mental health.

A core concept of traditional Chinese medicine is to use the mind to
affect physical and mental health.

Tai Chi, a system of traditional Chinese exercises, is widely practiced
all over the world and it is becoming more popular in the Western
world. Tai Chi has been described as a mind-body intervention, which
involves sequences of flowing movements, breathing, mental focus,
coordination and relaxation.

Tai Chi and other mind-body practices play an important role for
people of all ages, especially for elderly. Physical function and
capability to perform activity of daily living decreases with years
and this leads to developing elderly anxiety disorder. Knowing the
fact of aging society, the number of people suffered with anxiety
disorder increases gradually. Moreover, anxiety is the most common
reaction to stress, and stress itself is a huge problem affecting people
of different ages all over the world.

Scientific studies provide evidence of beneficial effect of Tai Chi
for mental and physical health, which includes reduced anxiety
and depression symptoms, improved stress management and sleep
quality. Furthermore, Tai Chi improves muscular strength, balance,
flexibility and prevents from falls as well as has positive effect on
cardiorespiratory fitness.

Conclusion. Tai Chi practice is low-impact, moderate-intensity
aerobic exercises. It is safe, cost effective, easy to learn exercise
program, which can be used widely in the community.

Key words: Tai Chi, depression, anxiety, stress management, sleep
quality, postural control.

SANTRAUKA

Straipsnio tikslas yra apzvelgti moksling literatiira, nagrinéjancia Tai
Ci naudg psichinei bei fizinei sveikatai.

Pagrindiné tradicinés kiny medicinos sgvoka yra panaudoti prota
fizinei bei psichinei sveikatai iSsaugoti.

Tai Ci, tradicing kiny pratimy sistema, praktikuojama visame
pasaulyje, vis labiau populiaréja vakary kulttroje. Tai chi apibréziama
kaip proto-kiino manksta, kuri apima léty judesiy seka, kvépavima,
démesio koncentracija, koordinacija ir atsipalaidavima.

Tai Ci bei kiti proto-kiino pratimai vaidina svarbia role visy amziaus
grupiy zmonéms, ypa¢ vyresnio amziaus zmoniy gerbiiviui. Fiziné
funkcija ir geb¢jimas atlikti kasdieninés veiklos uzduotis mazéja su
amziumi ir tai gali jtakoti nerimo sutrikimo iSsivystyma. Senstant
visuomenei, palaipsniui didéja zmoniy, kencianciy dél nerimo
sutrikimo, skaicius. Taip pat nerimas yra dazniausiai pasitaikanti
reakcija j stresa, ir stresas tampa didziule problema visame pasaulyje
tarp jvairaus amziaus Zzmoniy grupiy

Moksliniai straipsniai pateikia jrodymy apie Tai Ci pratimy nauda
psichinei bei fizinei sveikatai, tai yra sumazina nerimo ir depresijos
simptomus, pagerina streso valdyma bei miego kokybe. Taip pat yra
jrodyta, kad Tai Ci pratimai didina raumeny jéga, gerina pusiausvyra,
lankstuma ir apsaugo nuo griuvimo, bei teigiamai veikia Sirdies-
kraujagysliy bei kvépavimo sistemos veikla.

I§vada. Tai Ci yra vidutinio intensyvumo aerobiniai pratimai, kurie yra
saugis, daug finansiniy istekliy nereikalaujantys, lengvai iSmokstami.
Tai Ci pratimus galima placiai taikyti bendruomengje.

Raktiniai ZodZiai: Tai Ci, depresija, nerimas, streso valdymas, miego
kokybg, laikysenos kontrolé.
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INTRODUCTION

A core concept of traditional Chinese medicine is to use
the mind to affect physical and mental health.

Tai Chi (translates “Grand Ultimate™) is a system of
traditional Chinese exercises that are widely practiced for
their health benefits and as martial arts. The main difference
between health-promoting applications and martial arts-
oriented forms is the slower pace and absence of explosive
movements in the forms practiced for health benefits [1].
Developed over hundreds and thousands of years, Tai Chi is
practiced all over the world in modified and traditional forms.
Tai Chi involves sequences of flowing movements, mental
focus, breathing, coordination, and relaxation. Tai Chi practice
by its characteristic is described as dance-like, slow, circular,
fluid movement patterns. Tai Chi has been characterized as
mind-body intervention and as “meditative movements.”
The practice of Tai Chi as meditative movement is expected
to elicit internal balance for healing, stress management,
personal tranquility and longevity.

It is important to mention that many of the randomised
control trials investigating Tai Chi as practice for health
enhancement are actually not the traditional, complex forms
of Tai Chi. Exercises are modified, and these modifications
simplify the practice, making movements easier to learn [2].

Tai Chi practice is low-impact, moderate-intensity aerobic
exercises that are suitable for a diverse patient population
with regards to gender, age, and health status. It is safe, cost
effective, nonpharmacologic practice, which can be used for
treatment and prevention of psychosomatic disorders as well
as physical conditions [3].

The ojective of this paper is to review the scientific
literature on Tai Chi benefits for improvement of physical and
mental health.

PSYCHOLOGICAL WELL-BEING

Anxiety, Depression and Stress Management

Anxiety is related to physical and mental state of a person,
his or her family, surrounding living environment, society. In
addition, physical function and capability to perform activity
of daily living decreases with years and this leads to developing
elderly anxiety disorder. Knowing the fact of aging society,
the number of people suffered from anxiety disorder increases
gradually [4]. Moreover, anxiety is the most common reaction
to stress, and stress itself is a huge problem affecting people
of different ages all over the world. Intense or prolonged
stress can cause mental and physical health problems such
as depression, mood disturbances, fatigue, sleep disorders,
hypertension, cardiovascular disease. Eventually, all these
factors leads to poor quality of life [5].

Inrecentyears more and more people have been using mind-
body exercises, such as Tai Chi and Yoga, as complementary
therapy (therapy in conjunction with traditional medicine) to
manage psychological stress and anxiety [6].

Scientists also show an interest in mind-body interventions
and increasing number of studies have documented the
effectivenes of mind-body exercises in managing stress and
anxiety, reducing depression symptoms as well as improving
physical function.

Qing-Hua Song and colleagues [7] examined the effect of
Tai Chi exercises on the rehabilitation of elder patients suffered

from the anxiety disorder. The results of the study revield that
in experimental group where elder patients suffered from the
anxiety disorder were treated with Tai Chi exercises in addition
to the drug therapy their effect was more significant than those
who only were treated by the drug. Moreover, if the patients
were treated only by the drug, their disease was easy to reoccure
after curing. In contrast, patients in experimental group, if they
continued to do Tai Chi exercises, the recurrence rate was low.

A randomized controlled neurophysiological study [8]
provided evidence that a Chinese mind — body exercises
can change brain activity and connectivity patterns that are
associated with positive mood and attentiveness in patients
with major depressive disorders. The results of the study
showed that after 10 sessions of the Chinese based mind-body
intervention, patients with depression exibited significantly
increased  electroencefalography  alpha  asymmetry,
which shows left-side anterior activation, and intra- and
interhemispheric theta coherences in frontoposterior and
posterior brain regions. The alpha asymmetry is an index
associated with positive mood, while the theta coherence is an
index associated with attention. Furthermore, the asymmetry
and coherence indices were correlated with self-reported
depression severity levels.

A Japanese trial [9], where 34 community-dwelling elderly
participants with cerebral vascular disorder were randomized
to receive either Tai Chi or standart rehabilitation in group
sessions once weekly for 12 weeks, showed that participants
in the Tai Chi group experienced improvements in anxiety
and depression management, sleep quality.

Improvements to anxiety and depression were also
found in a randomized control study with patients having
rheumatoid arthritis. Participants received either Tai Chi or
attention group sessions for 12 weeks two times per week. Tai
Chi group experienced greater improvements in anxiety and
depression than the control group [10].

Wang and colleagues [11] reviewed Tai Chi effect on
psychological well-being. They conducted a review and
meta-analysis of 40 studies with 3817 participants. Among
participants there were healthy adults, individuals with
rheumatoid arthritis, osteoarthritis, fibromyalgia, depression
disorders, cardiovascular disease risk factors, individuals
with HIV and adolescents with attention-deficit hyperactivity
disorder. The most of the studies included Tai Chi intervention
2 to 3 times per week, for at least 20 minutes and for an average
of 40 to 60 minutes per session. Twenty one of 33 randomized
and nonrandomized trials provided data that Tai Chi has
tendency to reduce depression, anxiety simptoms, positively
effects mood and improves self-esteem.

Sleep

Older adults very often experience sleeping difficulties or
insomnia. Latter term is diagnosed by difficulty in initiating
sleep or frequent awakenings and inability to get back to sleep.
All this leads to distress and affects activity of daily living due
to fatigue and mood disturbances [12]. Moreover, older adults
with insomnia symptoms are at risk to develop syndromal
insomnia as well as depression, anxiety and pain problems
[13]. Besides this, sleep disturbance can lead to chronic
disease such as cardiovascular diseases, hypertension, type 2
diabetes, and mortality for older people. It is possibly related
to the association between sleep disturbance and increases in
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inflammation [14, 15, 16].

Behavioral interventions such as cognitive behavioral
therapy are widely used for the treatment of insomnia and it is
more effective than pharmacotherapy [17, 18]. The results of
a comparative meta —analysis showed that various behavioral
treatments were equally effective in older adults with chronic
insomnia [19].

In addition to the behavioral interventions physical
exercises also play a positive role to improve sleep quality
and to reduce insomnia‘s symptoms. The researches
and health organisations recommend daily exercises as
nonpharmacological therapy for sleep disturbances. Regular
physical activity may help to improve sleep quality and to
reduce the risk for developing chronic diseases [20—23].

One of such physical activity can be Tai Chi exercises.
The results of several studies showed that Tai Chi intervention
is associated with improvements in self-rated sleep quality to
compare to health education or low-impact exercise program.

The results of a randomised controlled trial, where
older adults with moderate sleep complaints participated in
60-minute session, 3 times per week for 6 months Tai Chi
programme, showed, that Tai Chi exercises can be effective
as a nonpharmacological approach to sleep enhancement for
management of sleep disorders [24].

The study was performed to evaluate the effects of Tai Chi
exercises on sleep quality of elderly residents in elderly care
home [25]. In this clinical trial 62 subjects older than 65 years
were randomized in two experimental and control groups.
Tai Chi sessions were held 3 times per wek, 25 minutes per
session for 12 weeks. The Pittsburgh Sleep Quality Index was
used to evaluate sleep quality. Tai Chi group sleep quality was
improved significantly.

Caldwell and colleagues [26] examined changes
in mindfulness, well-being and sleep quality in college
students through Tai Chi course. Students aged 18—48 years
(n=76) participated in 15 week Tai Chi courses. The control
group (n=132) had special recreation programme. Tai Chi
or recreation sessions were offered 2 times per week for 50
minutes each time. The results of this cohort control study
revieled that relative to a recreation group Tai Chi classes were
associated with increased mindfulness.

PHYSICAL WELL-BEING

Balance, Muscular strength, Flexibility

It is well known fact with many scientific studies® proof
that physical functioning limitations rises gradually with
age. Increasing physical difficulties may reduce functional
independence and cause state of disability. Many researches
provide evidence that decline in physical functioning
associated with aging is a risk factor for falling and decrease
in quality of life. Each year, one in every three adults aged 65
and older, experience at least one fall annually [26-28].

Maintaining balance and preventing falls among older
people is one of the most important public health issues
worldwide with significant direct and indirect costs to society.
Fall-related costs have been estimated as 0.85 to 1.5% of total
healthcare expenditures [30,31].

Postural control is an important factor to maintain the
balance and avoid falls. Balance control systems integrate
inputs from the motor cortex, cerebellum, and basal ganglia,

as well as feedback from visual, vestibular, and proprioceptive
systems to maintain upright posture. When properly
functioning, this multi-level neural control system produces
stable balance and gait [32].

Tai Chi integrates balance, flexibility, and neuromuscular
coordination training with a number of

cognitive components including relaxation, focused body
awareness, imagery. The results of recent systematic reviews
provide evidence that Tai Chi directly reduces fall risk and
positively impacts factors associated with falling including the
fear of falling, clinical measures of balance, musculoskeletal
strength and flexibility [33, 34, 35].

The data of a randomized controlled trial, where the
effect of a 12-week Tai Chi intervention on physical function
and quality of life of community-dwelling survivors of
stroke (N=145) has been examined, suggested that Tai Chi
intervention was more effective in reducing fall rates than
strength and range of movement exercises or usual care [36].

Tai Chi exercises are performed in semisquat position.
This position requires a good knee extensors® and flexors
muscle coordination as well as postural control. Lu and
colleagues [37] reported that the Tai Chi group showed greater
eccentric muscular strength in both knee extensors and flexors
to compare it to the control group. In a study, where older
adults performed a 16-week program, a muscular strength of
the knee flexors was greater than the control group. There was
a significant decrease in latency of semitendinosus muscle in
the Tai Chi group, which is important for maintaining postural
control and prevention of falls for older people [38].

Cardiorespiratory fittness

Cardiorespiratory fitness is a measure of the capacity of
the cardiovascular system totransport oxygen and the ability
of the muscles to use it. Cardiorespiratory fitness also indicates
the ability of the circulatory, respiratory, and muscular
systems to supply oxygen to skeletal muscles during sustained
physical activity [39]. Capacity of the cardiorespiratory fitness
reduces with age and this is an important risk factor for the
development of cardiovascular disease [40, 41].

Regular physical activity has a positive impact for
maintaining a good physical level, and promote successful
aging. Physical activity is directly associated with
cardiorespiratory fitness. Therefore, changes in physical
activity levels result in changes in cardiorespiratory fitness
[42, 43].

Tai Chi is low-impact, moderate-intensity aerobic exercise
system and it is particularly well-suited for older people. Some
studies reported that Tai Chi exercises associated with the
improvement on outcomes of cardiorespiratory fitness such as
oxygen uptake (Vo2), O2 pulse [44], acrobic endurance and
exercise capacity [45, 46], blood pressure [47], ventilatory
efficiency and lung function [48, 49].

Many older persons have several chronic conditions.
The recent systematic review [50] demonstrated that Tai Chi
was more effective compared with control groups towards
improving functional exercise capacity in such conditions as
cancer, osteoarthritis, heart failure and obstructive pulmonary
disease. Tai chi also improved and disease-specific symptoms
of stiffness and pain in osteoarthritis.
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DISCUSSION

The training effect of an exercise program depends on its
exercise mode, intensity, frequency and duration. From the
summary of randomised control trials investigating the effects
of Tai Chi exercises (Table 1) it can be seen that frequency
and duration of Tai Chi program varies from once a week to
seven days per week, from 45 days to 6 months, from 35 to 90
minutes per session. Despite of the fact, reported outcomes of

the randomised control trials show significant improvements
in Tai Chi group versus control group.

The generalization of the findings may be limited by
the relatively small sample size. Also it is unclear how long
the effect of Tai Chi exercises lasts. Therefore future studies
with a larger sample, including longitudinal follow-up would
help extend current knowledge regarding impact of Tai Chi
exercises to mental and physical health.

Table 1. Summary of randomised control trials investigating the effects of Tai Chi exercises

Source

No. of Subjects/ Mean
age

Exercise duration,
Frequency

Exercise group Control group  Reported Outcomes

Song QH, Shen GQ,
Xu RM, Zhang QH,
Ma M, Guo YH, Zhao
XP, Han YB, 2014

Agnes S. Chan,
Yvonne M.Y.Han,
Sophia L.Sze, Queenie
Y.Wong, Mei-chun
Cheung, 2013

Wang W, Sawada M,
Noriyama Y, et al.,
2010

Wang C, 2008

Li F, Fisher KJ,
Harmer P, Irbe D,
Tearse RG, Weimer
C, 2004

Hosseini H, Esfirizi
MF, Marandi SM,
Rezaei A, 2011

Taylor-Piliae RE,
Hoke TM, Hepworth
JT, Latt LD, Najafi B,
Coull BM, 2014

Lu X, Hui-Chan CW,
Tsang WW, 2012

LiJX, Xu DQ, Hong
Y, 2009

Niu R, He R, Luo BL,
Hu C, 2014

Lee A, Lee DT, Suen
LK, Tam WW et al.,
2013

32 elderly patients
suffered from the
anxiety disorder

75 age-, gender-, and
education-matched
participants with
depression

34 patients with
Cerebral vascular
disorder (CVD)

20 patients with
functional class I or IT
Rheumatoid arthritis

118 women and men
aged 60 to 92 of
general community

62 older subjects aged
older than 65 years re-
sidents of elderly home

Community-dwelling
survivors of stroke
(N=145); (ischemic
stroke: 66%;
hemiparesis: 73%) who
were aged >50 years
and were >3 months
poststroke

31 elderly women

40 elderly individuals
aged 60 years

40 patients with COPD

158 COPD patients,
mean age (standard
deviation) of 72.9 (7.7)

45 days, 35 minutes two
times per day

10 weeks, once a week,
90 minutes per session

Once a week for 12
weeks, 50 min. per
session

Twice-weekly sessions
for 12 weeks

60-minute session, three
times per week, for 24
consecutive weeks

3 times per week for 12
weeks, 25 minutes per
session

TC and SS groups
attended a 1-hour class
3 times per week, UC
group had weekly phone
calls, for 12 weeks

3 sessions per week for
16 weeks, 90 minutes
per session

16 weeks, every day, 60
minutes per session

6 months, daily, 50
minutes per session

3 months, twice a week,
60 minutes per session

Tai Chi (TC)  Drug therapy HAMA and GQOLI-74 scores improved
exercise in significantly (P<0.05), recurrence rate after 2
addition to the months is 42.86% in the control group versus
drug therapy 9.09% in the experimental group
Dejian Cognitive DMBI group demonstrated significantly
mind-body behavioral enhanced frontal alpha asymmetry (an
interventions  therapy (CBT) index of positive mood) and intra- and
(DMBI) interhemispheric theta coherence in
frontoposterior and posterior brain regions
(an index of attention)
Tai Chi (n=17) Rehabilitation  Pittsburgh Sleep Quality Index (PSQI)
(n=17) (P=0.006), General Health Questionnaire
(GHQ GHQ total score (P=0.005), anxiety/
insomnia score (P=0.034), and severe
depression score (P=0.020)
Tai Chi Attention Disability index (P=0.01), vitality subscale of
the Medical Outcome Study Short Form 36
(P=0.01) and the depression index (P=0.003)
Tai Chi Low-impact PSQI subscale scores (sleep quality, sleep-
exercises onset latency, sleep duration, sleep efficiency,
sleep disturbances) (P<0.01), PSQI global
score (P=0.001), and ESS scores (P=0.002)
Tai Chi Waiting list Pittsburgh Sleep Quality Index (PSQI)
group (P=0.001)
Tai Chi (n=53) Strength TC participants had two thirds fewer falls
and range of (5 falls) than the SS (14 falls) and UC (15
movement falls) groups (y(2)=5.6, P=0.06). There was a

exercises (SS)
(n=44) or usual

significant group by time interaction for the
2-minute step test (F2,142=4.69, P<0.01).

care (UC) TC (t53=2.45, P=0.02) and SS (t44=4.63,
(n=48) P<0.01) groups had significantly better
aerobic endurance over time, though not in
the UC group (t48=1.58, P=0.12)
Tai Chi (n=15) Education Significant improvements in arterial
programme compliance (P=0.039) and eccentric knee
(n=16) extensor strength (P=0.001)
Tai Chi (n=22) Education Significant increase in muscle strength of the
programme knee flexors (P<0.001), significant decrease
(n=19) in semitendinosus muscle latency (P=0.014)

Tai Chi +
routine care

Routine care Lung function parameters, diaphragm
strength parameters significantly increased
(P<0.05), no significant differences in blood
gas parameters (PaO2 and PaCO2) in both

groups (P>0.05)

Tai chi Qigong Exercise group Improvement in exercise capacity (P<0.001),

group (n=70)  (n=69), or improvement in lung functions (P<0.001),
control group  significant decreased in the number of exa-
(n=67) cerbations (P<0.001), no changes in dyspnea

and fatigue levels among the three groups

DMBI - Dejian mind-body interventions, HAMA — Hamilton Anxiety Scale, GQOLI-74 — Generic Quality of Life Inventory-74, GHQ — General Health
Questionnaire, PSQI — Pittsburgh Sleep Quality Index, ESS — Epworth Sleepiness Scale, COPD — Chronic obstructive pulmonary disease, TC — Tai Chi, SS —
Strength and range of movement exercises, UC — usual care
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CONCLUSION

Tai Chi is a system of traditional Chinese exercises, a

mind-body intervention. Tai Chi is effective in reducing
anxiety, depression symptoms and improvement of stress
management, sleep quality. Furthermore, Tai Chi exercise

program has positive effect on postural control, balance,
muscle strength, flexibility and cardiopulmonary fitness.

It is concluded that Tai Chi has benefits in mental
and physical health promotion, and is appropriate for
implementation in the community.
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Gamma-Hydroxybutyrate (GHB) Withdrawal Syndrome:
First Case Report in Lithuania (Kaunas Addiction
Treatment Center)

Gama-hidroksibutirato (GHB) vartojimo nutraukimo
sindromas: pirmas klinikinis atvejis Kauno apskrities
priklausomybés ligy centre

Aiste Leleikiené!, Darius Jokubonis'?, Kristijonas Jucys', Edita Ivinkina?, Leonas Kacinskas?

Lietuvos sveikatos moksly universitetas, Kaunas, Lietuva

’Kauno apskrities priklausomybés ligu centras, Kaunas, Lietuva

SUMMARY

Gamma-hydroxybutyrate (GHB) is a gamma-aminobutyric acid
(GABA) precursor and metabolite that naturally occurs in the human
body. Initially, GHB was used as an anesthetic agent but was later
also found to have anabolic, hypnotic, antidepressant, anxiolytic as
well as cholesterol lowering effects. Recently though, research into
GHB has been carried out primarily in assessing its effectiveness
in treating alcohol and opioid withdrawal syndrome. There are
no epidemiological data about GHB consumption in Lithuania,
however during last decade there were observed many fatal cases of
GHB users due to GHB intoxication or withdrawal abroad. In this
article we will present the clinical case and problems which face the
patient of 2-years daily GHB consumption. There were observed
mild to moderate abstinence state presented with its clinical course
and peculiarities. Whereas using GHB is becoming more popular in
Lithuania, it is very important to pay attention to this substance and

problems related to its usage.
Key words: gamma-hydroxybutyrate, withdrawal

addiction disorders.

syndrome,

SANTRAUKA

Gamma hidroksibutiratas (GHB) yra gamma aminobutirato riigsties
(GASR) pirmtakas ir metabolitas, kuris yra natiiraliai gaminamas
zmogaus organizme. GHB pirmiausiai buvo tiriamas dél anestezinio
poveikio, véliau buvo pastebétas jo anabolinis, hipnotinis,
antidepresinis, anksiolitinis ir cholesterolj mazinantis poveikis. Ta¢iau
paskutiniu metu daugiausia tyrimy atlikta vertinant GHB efektyvuma
gydant alkoholio ir opioidy vartojimo nutraukimo sindroma. Lietuvoje
dar néra epidemiologiniy duomeny apie GHB vartojima, taciau per
paskutinj deSimtmetj stebéta daugelis atvejy uzsienio valstybése,
susijusiy su mirtimis dél GHB vartojimo, kurios buvo salygotos
intoksikacijos arba vartojimo nutraukimo. Siame straipsnyje bus
pateikiamas klinikinis atvejis, kuomet pacientas kreipési dél problemy,
sukelty po 2 metus trukusio kasdienio GHB vartojimo. Stebéta
lengvo — vidutinio laipsnio abstinencijos buiklé, pristatoma klinikiné
eiga, jos ypatumai. Kadangi Lietuvoje GHB vartojimas tampa vis
populiaresnis, todél labai svarbu atkreipti démesj | Sia medziagg ir
problemas, susijusias su jos vartojimu.

ReikSminiai Zodziai: Gamma hidroksibutiratas, nutraukimo

sindromas, priklausomybés ligos.
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Gamma-hydroxybutyrate (GKB) Withdrawal sydrome: case report

IVADAS

Gama hidroksibutiratas (GHB) yra gama aminobutirato
rugsties (GASR) pirmtakas ir metabolitas, kuris nattraliai
gaminamas zmogaus organizme [1]. Sintetinis GHB yra
populiari narkotiné medziaga dél euforinio, anabolinio,
sedacinio poveikio. Vartojant $ig medziaga reguliariai, greitai
vystosi fizin¢ priklausomybé. GHB pirmiausia buvo tiriamas
dél anestezinio poveikio, véliau buvo pastebétos jo anabolinés,
hipnozinés, antidepresinés, anksiolitinés ir cholesterolj
mazinamosios savybés. GHB priskiriamas CNS depresanty
grupei. Pastaraisiais metais daugiausia tyrimy atlikta siekiant
ivertinti farmakologinio GHB veiksmingumga gydant alkoholio
ir opioidy vartojimo nutraukimo sindromg. Nustatyta,
kad GHB gali sumazinti alkoholio vartojimo nutraukimo
simptomus [2]. Taciau Europoje, Australijoje ir JAV GHB
tapo populiaria narkotine medziaga [3]. GHB turi bifazj
poveiki, nes mazesné koncentracija skatina prisijungima prie
GHB receptoriy, o tai saglygoja dopamino iSsiskyrimg zZievéje
ir dryZzuotajame kiine, taciau didesnés koncentracijos slopina
dopamino i$skyrima, nes jungiamasi su GABAB — receptoriais
[1]. GHB dazniausiai vartojamas skysc¢io pavidalo, taciau gali
biiti gaminamas milteliy pavidalo ir kapsulémis. Kadangi GHB
yra tirpus vandenyje, jis gali bliti maiSomas su vandeniu arba
kitais gérimais siekiant susvelninti stiry skonj [4]. Kai kurie
vartotojai Sig medziaga vartoja nuolat reguliariais intervalais,
kiti vartoja laisvalaikio metu, Sokdami, sportuodami arba pries
eidami miegoti [5]. Klinikinis poveikis priklauso nuo GHB
dozés: 10 mg/kg sukelia anksiolitinj poveiki, 20-30 mg/kg
— euforijg, mieguistuma, apsvaigima, 30-40 mg/kg — staigy
uzmigimo epizoda, enurezg, haliucinacijas, miokloninius
traukulius, 40-50 mg/kg — sukelia anestezija, >60 mg/kg —
koma [6]. Daugiausia problemy kelia diagnostiniai sunkumai,
nes sudétinga nustatyti GHB metabolitus zmogaus organizme,
o klinikiné GHB nutraukimo israiSka gali imituoti alkoholio ir
benzodiazepiny grupés medikamenty nutraukimo simptomus
[7]. Lietuvoje dar néra epidemiologiniy duomeny apie GHB
vartojima, taciau per pastaraji deSimtmetj uzsienio mokslingje
literatiiroje aprasytadaugelis atvejy, susijusiymirtimisnuo GHB
vartojimo, kurios buvo salygotos intoksikacijos arba vartojimo
nutraukimo [8]. GHB vartojimo nutraukimo sindromas gali
biiti skubiosios medicinos pagalbos reikalaujanti bikle, nes
jos metu gali pasireiksti psichomotorinis sujaudinimas, Giminé
psichozé arba rabdomiolizé [3]. Siame straipsnyje pateikiamas
pirmas Lietuvoje apraSytas atvejis, kai pacientas kreipési |
Kauno apskrities priklausomybés ligy centrg (KA PLC) dél
problemy, sukelty GHB vartojimo.

KLINIKINIS ATVEJIS

Pacienté 29 mety. Priklausomybés ligy anamnezé: pirma
karta biidama 14 mety iSgéré alkoholio ir ja pykino, todél
alkoholj véliau vartodavo tik retkarciais. Biidama 16 mety
pirmg karta pavartojo narkotiniy medziagy, nes draugai
ikalbéjo pabandyti amfetaming. Tuomet pacienté pajuto jégy
antpliidj, nejauté alkio, nesinoréjo miego, buvo zvali, todeél
tes¢ amfetamino vartojima apie metus laiko kas antra diena.
Amfetamino vartojima nutrauké, nes ,,atsibodo poveikis* bei
pradéjo varginti medziagos vartojimo nutraukimo pozymiai
(,,padidéjes jtarumas ir baimeés®). Véliau retkarciais rikydavo
kanapes, taciau poveikis nebuvo itin malonus. Nuo 17 iki 19

mety vartojo tik alkoholj keleta karty per savaite, dazniausiai
savaitgaliais, buvo amnezijos epizody. Biidama 19 mety pirma
karta pabandé Extasy, pacienté pajuto stimuliuojamaji poveiki,
kuris pacientei patiko, todél Sig medziaga vartodavo po viena
tablete tuomet, kai vartodavo alkoholj. Budama 23 mety,
pirma kartg pavartojo kokaino, stimuliuojamasis poveikis
patiko, taciau Siai medziagai priklausomybé nesusiformavo.
Biidama 27 mety, pirma karta pabandé GHB. Pacienté pirmas
kelias valandas jauté euforija, drasa, dziaugsma, jautési
kaip apgirtusi, taciau neprarado savikontrolés, o Sig biisena
keité padidéjes apetitas ir mieguistumas. Uzmigus miegas
buvo gilus, atpalaiduojantis, pabudusi jautési pailséjusi,
pilna jégy, nors miegas truko vos keletg valandy. Sis pirmas
po 1,5ml kas 3-4 valandas vartojimo epizodas truko 2-3
dienas. Pacientei atrodé lyg biity pragjusi visa savaite.
Pacientés teigimu, padidinus vienkarting doze daugiau 2
ml, arba sumaiSius su alkoholiu, labai greitai uzmigdavo
giliu miegu, po kurio pabudusi neprisimindavo jvykiy,
buvusiy iki vartojimo. Pacienté teigia, kad miego metu
daug prakaituodavo, kvépavimas bidavo gilus, sumazéjes
kvépavimo ir Sirdies susitraukimy daznis (pacienté Siuos
parametrus pati registruodavo ,,iSmaniuoju laikrodziu®). Antra
karta pacient¢ GHB pradéjo vartoti po 5—6 mén. pertraukos,
iki tol buvusios fizinés abstinencijos neuzfiksavo, taciau teigia,
kad pasilinksminimy metu pagalvodavo apie buvusi malony
GHB poveikj. Antro vartojimo epizodo metu pacienté vartojo
GHB po 1,5-2 ml 3-4 kartus per dieng. Pragjus 3—4 val. po
GHB pavartojimo, nuotaika grizdavo i buvusig iki tol, taciau
»mintys apie teigiamas emocijas“ versdavo vel vartoti GHB.
Pasibaigus GHB, gerdavo aly, ,,pasigerdavo® nuo nedidelio
kiekio (1-2 santykiniai alkoholio vienetai), nes jis geriausiai
slopindavo litidesio jausma, kuris uzpliisdavo pasibaigus GHB
atsargoms. Pacienté pirmus fizinés abstinencijos pozymius
(labai stipry viso kiino drebéjima, ,,purtyma“) pajuto pragjus
6 mén. po kasdienio GHB vartojimo. Abstinencijos simptomai
redukuodavosi vél pavartojus GHB. Pragjus 1,5 mety po
kasdienio GHB vartojimo, pacient¢ kreipési | KA PLC
pagalbos, nes ,,nusibodo biti priklausomai*, ,norisi, kad galva
bty Svari, noriu dirbti* ir buvo hospitalizuota detoksikaciniam
gydymui. Atvykusi pacienté skundési intensyviu nerimu,
viso kiino ,,drebuliu, purtymu®, sutrikusiu naktiniu miegu,
negaléjimu nutraukti GHB vartojimo. Ji buvo labai jsitempusi,
nerimastinga, negaléjo nusédéti vietoje, nuotaika buvo kintama
nuo disforiskos iki euforiSkos, mastymas buvo pagreitéjes,
stokojantis nuoseklumo, emocijos neadekvacios, aiskiai
matomas intensyvus ranky drebéjimas. Siekiant diferencijuoti
nuo gretutiniy psichikos sutrikimy, pacientei buvo atliktas
asmenybés, mastymo ir emocijy psichologinis tyrimas, taciau
reikSmingy pokycCiy nenustatyta. Uztikrinti funkcing GASR
sistemos pusiausvyra, siekiant aktyvuoti GASR-A receptorius
gydymo pradzioje pradéta skirti ilgo ir trumpo veikimo
benzodiazepiny grupés vaistai, derinat injekcinj diazepama
iki 40 mg per parg su geriamuoju oksazepamu iki 300 mg
per para, taciau, vertinant kliniking biikle po 24 val. teigiamo
poveikio nebuvo, todél geriamasis oksazepamas keistas i
klonazepama iki 8 mg per para. I$likus intensyviam viso kiino
drebuliui, siekiant didesnés GASR receptoriy aktyvacijos,
papildomai skirta GASR-B agonisto — geriamojo baklofeno
iki 30 mg per para. Pragjus 48 val. po gydymo korekcijos,
pacientés biiklé stabilizavosi. Tuomet kasdien 10 proc. mazinta
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benzodiazepiny doz¢ iki visisko vaisty vartojimo nutraukimo.
Gydymo metu redukavosi nerimas, jtampa, pageréjo nakties
miegas, taCiau nuotaika iSliko kintama, vyraujant euforiskai
nuotaikai, stigo adekvatumo. Baigus 14 dieny nutraukimo
sindromo gydyma, tolesnei atkry¢iy prevencijai rekomenduota
testi geriamajj baklofeng 30 mg per parg, siekiant palaikyti
GASR receptoriy bukle funkcinéje pusiausvyroje. Pacienté
siysta tolesniam gydymui j KA PLC poliklinika reguliarioms
psichiatro, socialinio darbuotojo ir psichologo konsultacijoms.

DISKUSIJA

Pristatyti §j klinikinj atveji paskatino tai, kad iki Siol
Lietuvos medicinos literatiroje pateikta tik teorineé GHB
vartojimo komplikacijy apzvalga [10]. Lietuvoje dar néra
epidemiologiniy duomeny apie Sios medziagos vartojimo
paplitimg, taciau skaiCius pacienty, besikreipianciy pagalbos
i ligonines po GHB vartojimo nutraukimo, Vakary Europos
valstybése nuolat auga, pvz., Nyderlanduose 2007 m. — 80
naujy atvejy, o 2010 m. — 659 nauji atvejai [9]. Sio klinikinio
atvejo metu pirmiausia iSrySkéjusi problema — informacijos
ir klinikinés patirties stygius Lietuvoje. Po to buvo GHB
vartojimo  sukeltos fizinés priklausomybés, vartojimo
nutraukimo sindromo gydymo taktikos parinkimo sunkumai.
Stabilizuoti $ig bikle prireiké didelés dozés benzodiazepiny
grupés vaisty derinio kartu su psichikos sutrikimy gydymui
vartojamu nejprastu medikamentu — baklofenu. Planuojant
tokiy pacienty gydyma, labai svarbu zinoti medziagos
vartojimo trukme ir kiekius, taip pat diagnozuoti gretutines
(komorbidines) psichiatrines ir somatines bukles, kity
psichoaktyviyjy medziagy vartojimo anamnez¢. Ypac svarbus
tarpdisciplininis bendradarbiavimas, nes pacientus biitina
hospitalizuoti | intensyviosios terapijos skyriy dél galimy
komplikacijy besivystant sunkiam Sios medziagos nutraukimo

sindromui [10]. Aprasyto klinikinio atvejo metu sudarant
pacientés gydymo plang, stebéta nedidelio-vidutinio laipsnio
GHB abstinencijos buklé, todél pacienté pradéta gydyti KA
PLC Priklausomybés ligy skyriuje. Remiantis moksline
literatiira, GHB nutraukimo btkles gydyti rekomenduojama
GASR-A receptoriy agonistais — benzodiazepinais, todél
pacienté buvo pradéta gydyti titruojant dozg $ios grupés vaistais.
Moksliniuose straipsniuose teigiama, kad benzodiazepiny
grupés vaistai iSlicka pirmojo pasirinkimo medikamentais
gydant GHB nutraukimo sindroma, ta¢iau raSoma, kad gydant
monoterapija, klinikinése buklése uzfiksuoti traukuliy epizodai,
delyriné simptomatika, drebulys [9]. Nors per pirmasias dvi
paras pacientés biiklé stabilizavosi, taciau isliko intensyvus
drebulys. Aprasyti geros klinikinés praktikos atvejai, kai tokioje
situacijoje skiriama papildomo vaisto — GASR-B receptoriy
agonisto baklofeno [11]. Moksliniuose straipsniuose taip pat
aprasomos sunkaus laipsnio GHB vartojimo nutraukimo buklés,
pasireiskian¢ios delyrine simptomatika, aZzitacija, kurios yra
atsparios benzodiazepiny grupés medikamentams, tuomet
taikomas gydymas farmakologiniu GHB [3]. Siuo klinikiniu
atveju sickiama atkreipti visy specialybiy gydytojy démes;,
nes GHB vartotojai gali kreiptis | bet kurig gydymo jstaigg
pagalbos, btidami klinikinés biiklés, primenancios alkoholio
arba benzodiazepiny vartojimo nutraukimo simptomus.

Pagrindiné $ios klinikinés biiklés problema — diagnostika,
nes dar néra galimybés nustatyti §ig medziaga zmogaus
organizme momentiniais imunofermentiniais psichoaktyviyjy
medziagy biologinése terpése metodais, todél ir gydymo metu
galima vertinti tik kliniking bikle. Siuo metu pasaulyje dar
néra pateikty GHB vartojimo gydymo gairiy, tafiau tikimes,
kad ateityje galésime pateikti apibendrintus duomenis apie
problemas, susijusias su §ios medziagos vartojimu, nutraukimo
sindromo ir palaikomojo gydymo savitumus.
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SUMMARY

Introduction. There are cases when it is difficult to recognise the
onset of psychosis in adolescents due to its atypical manifestation.
There had been case reports that manifested with symptoms of eating
disorders as the first symptoms of psychosis. Alternatively, there had
been cases of psychosis and eating disorders in adolescents presented
as separate disorders. During psychosis episodes patients may develop
auditory hallucinations and delusional interpretations about food
that may subsequently lead to food refusal. In the case of a 17 year
old female patient presented below the psychotic symptoms were
supplemented with significant electrolyte abnormalities. The patient
had low electrolyte concentration that had continued for seven days,
even after the treatment had been assigned. This was the main obstacle
in a differential diagnostics of somatic disorders.

Case report. In a case of a 17 year old female, the first episode of
psychosis manifested itself through the patient’s refusal to eat or
drink. She was admitted to the hospital with significant dehydration,
hypokalemia, hyponatremia and hypocalcemia. According to the
patient’s parents, two weeks prior to her hospitalization she had
refused to go to school, was sluggish, and spoke very little. Due to
her inadequate behaviour (she was conscious but could not keep up
the conversation and was not available for meaningful verbal contact)
the patient was consulted by a children and adolescent psychiatrist and
consequently the acute and transient psychotic disorder was diagnosed.
Electrolyte abnormalities were corrected with a prescription of
potassium chloride and calcium. Simultaneously she was treated with
antipsychotic medications: risperidone 6 milligrams per day, later
changed to olanzapine 10 milligrams per day. The positive dinamic
was very slow: the persecutory delusions, the auditory hallucinations,
a low volition and a pure meaningful verbal contact stay for a while.
A lower concentration of electrolytes (K, Ca, Mg) had been reported
for two weeks even after the treatment had been assigned. After the
course of treatment the patient began to communicate, eat and drink
water, use the shower regularly and without being reminded about
it. However, such symptoms as low volition as well as monotonous
emotions and the desire to be isolated persisted.

Conclusions. Acute and transient psychotic disorders in female’s
adulthood may be first triggered in children and adolescents by acute
onset of delusional syndrome manifested with somatic symptoms.
Throughout the analysis of this case it is important to consider both
physical and mental disorders, particularly in young females with
atypical somatic symptoms or eating disorders. A follow up on this
patient is highly recommended due to the fact that children with
psychotic symptoms have an increased risk for schizophrenia onset in
adolescence or adulthood.

Key words: psychosis, adolescent, somatic symptoms, manifestation

SANTRAUKA

Ivadas. Pirmas psichozés epizodas daZniausiai pasireiskia
paauglystéje arba jauname amziuje. Neretai paaugliy amziuje
psichozés pradzia biina netipiné, kas apsunkina ankstyva diagnostika.
Aprasomi atvejai, kai psichozé debiutuoja valgymo sutrikimais — tiek
kaip atskiru susirgimu, tiek kaip atsisakymu valgyti dél imperatyviy
klausos haliucinacijy ar kliedesinés simptomatikos. Miisy aprasytame
atvejyje psichozés debiuto metu pirminiame klinikiniame vaizde
stebétas ryskus elektrolity disbalansas, kuris ilga laika sunkiai
koregavosi, kas apsunkino diagnostika, kélé jtarimus dél psichozés,
kaip galimo somatinio susirgimo ar sindromo.

Atvejo apraSymas. 17 mety pacientés sutrikimas debiutavo
atsisakymu valgyti bei gerti. | ligoning atvyko su ryskios eksikozés
pozymiais, elektrolity disbalansu (hipokalemija, hiponatremija,
hipokalcemija). I$ pacientés tévy suzinota, kad 2 savaites iki patekimo
1 stacionarg pacienté nebelanké mokyklos, labai mazai kalbéjo. Dél
jtariamo psichikos sutrikimo (pacienté samoninga, ta¢iau prasmingam
verbaliniam kontaktui neprieinama, nes nekalba) konsultuota vaiky
psichiatro ir perkelta j psichiatrijos klinika: buklé vertinta kaip
Uminis polimorfinis psichozinis sutrikimas. Taikytas tiek somatinés
biuklés (elektrolity disbalanso korekcija), tiek psichinés biukles
(antipsichozinis) gydymas — pradétas rispiridonu, titruojant iki 6 mg
per para. Nesant klinikinio efekto (iSliekant psichozinei simptomatikai,
apsunkintam prasmingam verbaliniam kontaktui), gydymas keistas |
olanzaping iki 10 mg per parg. Gydymo eigoje stebéta vangi teigiama
dinamika: ilga laika iSliko apatija, persekiojimo kliedesiai, klausos
haliucinacijos, apsunkintas prasmingas verbalinis kontaktas dél
pacientés gynybiskumo. Nepaisant skiriamo gydymo, somatiné bukle
kelias savaites taip pat isliko nestabili, stebéti elektrolity (K, Ca, Mg)
svyravimai. Palaipsniui normalizavosi somatiné biikle, redukavosi
kliedesiné simptomatika, pacienté tapo kiek aktyvesné bendravime
ir kasdieningje veikloje, taciau isliko hipobulija, emocijy blankumas,
polinkis atsiriboti.

I§vados. Uminis polimorfinis psichozinis sutrikimas daZniausiai
pasireiskia jauno amziaus moterims, bet $iuo atveju pradzia buvo staigi
ir netipiné, manifestavo reik§mingais somatiniais simptomais. Todél
jauno amziaus pacientéms nustacius netipinius somatinius simptomus
ar valgymo sutrikimo simptomus, rekomenduotina detaliai vertinti
psiching biiseng dél galimos psichozinés simptomatikos. Gydant
jauno amziaus pacientes svarbu atkreipti démes;j tiek i somatiniy, tiek
1 psichikos simptomy dinamika, bei sekti ligos eiga dél Sizofrenijos
sutrikimo rizikos.

Raktiniai ZodZiai: psichozé, paauglysté, somatiniai simptomai,
pasireiskimas.
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Case reports

INTRODUCTION

An acute and transient psychotic disorder (ATPD) has
a greater frequency of affecting females between early and
middle adulthood. Females usually have a gender predicted
favourable symptomatic and good longitudinal outcome.
ATPD with schizophrenic symptoms is usually diagnosed at a
younger age [1, 2]. The appearance of the first psychotic episode
during adolescence may have different clinical and individual
correlations in comparison to adult-onset cases and might be
characterized by diagnostic stability limitation, hospitalization,
further treatment necessity and a high percentage of unfavourable
functional outcomes. [3, 4].

In order to make an accurate diagnosis of a psychotic
disorder in children and adolescents, a complete history and
physical examination as well as psychiatric evaluation, are
required. A careful and systematic assessment of a child's current
and previous psychiatric symptoms, psychosocial functioning
and family psychiatric history is a vital source of information
when making a diagnosis [5]. Psychiatric history should
take into consideration the presenting symptomatology, the
longitudinal timeline of symptom development, and associated
features and/or confounding factors (e.g., mood disorders,
developmental problems, and substance abuse). It is important
to obtain a longitudinal understanding of a child's illness.
Certain core aspects of psychotic disorders may be missed if a
clinician conducts only a cross-sectional checklist of symptoms
[6]. It is known that adolescents with psychotic symptoms have
an increased risk for development of schizophrenia in early
adulthood [7].

CASE PRESENTATION

A 17 year old female with a first episode of psychosis
manifested through refusing to eat or drink. She was admitted to
the hospital due to her dehydration and electrolyte abnormalities
(hypokalemia, hyponatremia, hypocalcemia). According to
the patient’s parents, through the last two weeks prior to her
hospitalisation she had refused to go to school, had been sluggish,
and had spoken very little. Due to her inadequate behaviour (she
had been conscious but could not keep up with the conversation
and had not been available for a meaningful verbal contact) the
patient was consulted by a children and adolescence psychiatrist
and subsequently diagnosed with acute psychotic disorder.

It is known that in her last year at school, the patient had
avoided any interaction with the other teenagers and became
withdrawn and anxious if asked questions during the lessons.
She had not shared her feelings with her parents either. In the
last three months prior to her admission to the hospital the
parents had noticed that the patient would forget to eat or drink.
In the last two weeks her behaviour became inadequate: she had
refused going to school as she felt being followed, as well as
talked about. One week prior to her admission she had been
sluggish, had difficulty in speaking, and could not keep up with
a conversation. Two days prior to her admission to the hospital
she had refused to drink water completely. The patient was
admitted to an Intensive Care Unit of the Lithuanian University
of Health Sciences Hospital, Kaunas Clinics due to exicosis
and signs of hypovolemia. The patient had no complains at the
moment of admission in terms of her mental state. According
to her parents, the patient had had weakness, light-headedness,

insomnia, a fear of sleeping alone and had felt withdrawn. She
had been conscious of her surroundings, understood speech but
had been unable to answer questions coherently. The patient had
recently become silent, sluggish and had had slower movements.
She had been unwilling to interact with others as well as eat; she
had refused to drink water for the past two days.

The psychiatric evaluation had revealed that the patient had
not been available for meaningful verbal contact and had to think
for a while before answering questions. She had responded with
meaningless sounds after a longer pause or with single words
like "I do not know", "probably", "yes”, “no", but not always
related to the issue, or in connection to a question. Her speech
had been quiet. She looked at doctors suspiciously and trying
to avoid any eye contact. During the interview the patient had
tensed up, her gaze focused on a single detail and at times she
smiled inadequately without any reason. Her thinking had been
slow and lacked consistency. The psychiatrist’s suspicions of the
auditory hallucinations had been confirmed by the patient — she
had explained that she had heard voices inside as she pointed at
her chest as the place where she heard them.

The physical examination had revealed the signs of severe
dehydration. The patient had had dry lips and tongue, cold and
sweaty hands, an acetone odour of her breath. The neurological
examination had revealed no gross abnormalities.

Despite the normal findings in routine examinations
the electrolyte levels appeared abnormal as hypokalemia,
hyponatremia, and hypocalcemia had been observed. A lower
concentration of electrolytes had persisted for seven days even
with assigned treatment.

During the hospital treatment the dynamics of potassium
(K) concentration had changed from 3,3 mmol/l to 4,2 mmol/l
(normal range 3,6-5,3 mmol/l); natrium (Na) — from 133 mmol/l
to 141 mmol/l (normal range 135-145mmol/l); magnium
(Mg) — from 0,62 mmol/l to 0,95 mmol/l (normal range 0.8—
1.0 mmol); ionazed calcium (Ca) — from 0,97 mmol/l to 1,03
mmol/l (normal range 0,99-1,13 mmol/l). The patient had been
consulted by a neurologist, a paediatrician, an endocrinologist
and a nephrologist in order to differentiate between various
concurrent diagnoses. However these consultations had not
revealed any somatic disorders.

The course of illness was unusual in terms of it being
manifested with somatic symptoms. The patient had been
treated for severe dehydration for twenty four hours in the
Intensive Care Unit. After the consultation by psychiatrist the
patient was transferred to a Children and Adolescents Psychiatry
Department where she had been treated for 50 days. The
patient had had pronounced somatic symptoms (dehydration,
weakness); therefore, antipsychotic treatment had been assigned
with caution. In this case, the typical antipsychotic (haloperidol)
had not been prescribed due to a high risk of side effects
associated with it. It is known that the atypical antipsychotic
medication is more suitable for young people since it has had
fewer symptomatic adverse effects reported in the short term
[8]. Risperidone was prescribed for the treatment of psychotic
symptoms and gradually increased up to 6 milligrams per day.
The delusional interpretations and negative symptoms had
persisted; therefore, the medication had been changed to other
atypical antipsychotic Olanzapine and gradually increased up
to 10 milligrams per day. A lower concentration of electrolytes
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Acute psychotic disorder manifested with somatic symptoms

had been reported for two weeks even after the treatment had
been assigned. The electrolytes levels had been restored with
the prescription 750 milligrams of potassium chloride per day
and 500 milligrams of calcium per day. The concentration of
electrolytes had been followed regularly in addition to the other
tests and consultations. After the patient’s somatic state had
been stabilised and antipsychotic treatment assigned, she started
to communicate a little bit more with the other children at the
hospital as well as with her parents. The patient’s everyday
functioning had improved as she began to eat and drink and
use a shower without being reminded about it. However, the
patient’s low volition as well as monotonous emotions and the
desire to be isolated had remained.

DISCUSSION

The unusual manifestation of psychosis in the case
presented above has caused complications during the differential
diagnostic procedures and a choice of treatment as well as its
further adjustments. In order to differentiate between the mental
disorder and a somatic illness, several tests and consultations
had been performed. A head computed tomography had
allowed to dismiss the possibility of brain changes such as brain
tumors or cysts. Due to persistent electrolytes abnormalities,
such congenital electrolytes metabolic disorders as Gitelman
syndrome (GS) had been considered. GS also referred to as
familial hypokalemia-hypomagnesemia, is characterized by
hypokalemic metabolic alkalosis in combination with significant
hypomagnesemia and a low urinary calcium excretion. Patients
often suffer from tetany during periods of fever or upon losing of
Mg due to vomiting or diarrhea. Paresthesias occur frequently,
especially in the facial area. Some patients experience severe
fatigue interfering with daily activities, while others never
complain of tiredness. Electrolyte abnormalities are known
to be the cause of mental or psychological alterations. In this
case, the patient’s electrolytes had been closely monitored.
After a course of treatment, the symptoms of psychosis episode
had still remained. The acute psychosis episodes have been
documented as the first symptoms of endocrine disorders [9].
Therefore, some additional examinations — PTH and cortisol
that appeared within the normal range — have been performed
by an endocrinologist. During the patient’s stay at the hospital,
all alternative diagnoses except for acute psychosis had been

eliminated.

It is discussed widely in the literature that both psychotic
and eating disorders may occur simultaneously. This may cause
difficulties in diagnosing and assigning the right treatment as
it happened in the described case. The literature on this topic
is based on multiple detailed case studies; however, there is no
proven consistency in the co-occurrence of the two conditions:
eating disorders and psychosis [10]. Korkeila et al. presented the
case of a young woman in her mid-twenties who had previously
been treated for anorexia nervosa, developed delusions about
being followed and exhibited eccentric public behaviour [10].
Furthermore, Lai and Tan reported the case of a 13 years old
female with early onset schizophrenia and later developed
anorexic symptoms and binge eating. A year prior to the onset
of her psychotic illness she had become very concerned with her
body weight and started dieting [11]. It is known for psychosis
to be followed by symptoms of eating disorders as a result of
auditory hallucinations or other delusional interpretations. The
other possibility is also discussed in the literature where the
eating disorders themselves are being followed by psychosis
episodes. The perusal of the literature has led to several
hypotheses about the comorbidity of the patient’s psychotic
episode and eating disturbances. The eating disorders and
psychoses are entirely separate disorders that can, by chance,
occur in the same person. An eating disorder is an early sign
(prodrome) of an impending psychosis or, conversely, psychotic
symptoms can herald the beginning of an eating disorder [11].
To the best of our knowledge, this is the first presented case
with unusual manifestation (hypokalemia, hyponatremia and
hypocalcemia) of acute and transient psychotic disorder.

CONCLUSION

First episodes of psychosis in children and adolescents
usually manifest atypically. Acute and transient psychotic
disorders may be characterised by acute first onset as well as
delusional syndrome as described in this case manifested, in
addition, with somatic symptoms. This case has demonstrated
that it is essential to advert to both physical and mental disorders
in cases of young patients. A follow up on this patient is highly
recommended as children with psychotic symptoms have
an increased risk for schizophrenia onset in adolescence or
adulthood.
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Gydymo rekomendacijos

Pasaulinés biologinés psichiatrijos draugijuy federacijos
(angl. WESBP) biologinio Sizofrenijos gydymo
rekomendacijos. 3 dalis: 2015 m. atnaujintas specifiniu
aplinkybiy valdymas: depresija, polinkis j savizudybe,
psichoaktyviyjy medziagy vartojimas, néStumas ir
maitinimas Kruatimi
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SANTRAUKA

Sios atnaujintos Gairés remiasi Pasaulinés biologinés psichiatrijos draugijy Federacijos (WFSBP) pirmojo leidimo biologinio Sizofrenijos
gydymo gairémis, kurios publikuotos 2005 ir 2006 m. Sioje 2015 m. perziiiroje buvo sistemiskai apzvelgtos visos prieinamos publikacijos,
susijusios su biologiniu Sizofrenijos gydymu, siekiant pateikti jrodymais pagristus atnaujinimus. Sios Gairés pateikia jrodymais pagristas
praktines rekomendacijas, kurios kliniskai ir moksliskai yra patikimos. Jos skirtos visiems gydytojams diagnozuojant arba gydant Sizofrenija
sergancius pacientus. Remiantis pirmaja Gairiy versija, Sioms Gairéms atnaujinti atlikta sisteminé apzvalga, taip pat Gairés papildytos
duomenimis i§ Nacionaliniy gairiy. Nurodyta literatiira buvo vertinama remiantis patikimais veiksmingumo jrodymais ir véliau sugrupuota
i Sedis jrodymo lygius (A—F) ir penkis rekomendacijos lygius (1-5). Si atnaujinty Gairiy 3-ioji dalis apima valdyma esant §ioms gydymo
aplinkybéms: komorbidiné depresija, polinkis j savizudybe, jvairiis komorbidiniai sutrikimai vartojant psichoaktyvigsias medziagas (legalius ir
nelegalius medikamentus), né§tumas ir maitinimas kritimi. Sios Gairés pirmiausia yra susijusios su pacienty, serganéiy Sizofrenija, biologiniu
gydymu (apimant antipsichozinius vaistus arba kitas farmakologinio gydymo galimybes).

Reik$miniai ZodZiai: Sizofrenija, komorbidiné depresija, polinkis j savizudybe, komorbidinis sutrikimas vartojant psichoaktyvigsias medziagas,
néstumas.
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Pasaulinés biologinés psichiatrijos draugiju federacijos biologinio Sizofrenijos sutrikimo gydymo rekomendacijos....

JZANGA

Nepaisant daugiau nei 50 mety atlickamy farmakologiniy
tyrimy, vis dar stinga patikimy jrodymy gydant Sizofrenija
esant specifinéms aplinkybéms. Ypa¢ tokioms daznoms
komorbidinéms bikléms, kaip depresija ir polinkis j savizudybe
irodymais pagristo gydymo pasirinkimas yra skurdus. Laiku
nustatyta Siy bukliy diagnozé turi didele jtaka gydymo
sékmingumui, tad gydytojai, jtraukti j gydyma turi atkreipti
ypatingg démesj | tai. Tai taikoma ir psichikos sutrikimams
vartojant psichoaktyvigsias medZziagas, nes antipsichozinis
gydymas tikétinai nebus sé¢kmingas, jei i tai nebus atsizvelgta.
Be to, skirtingos psichoaktyviosios medziagos turi didele jtaka
somatinei asmens sveikatai, nes somatiniai sutrikimai yra
pagrindiniai didesnio mirtingumo veiksniai sergantiesiems
Sizofrenija (De Hert ir kt., 2001). Néstumas ir maitinimas
kratimi sukelia problemy, nes klinikiniy tyrimy, vertinanciy
antipsichozinio gydymo saugumg ir veiksmingumg S$iose
specifinése situacijose, yra labai mazai. Taciau, remiantis
atvejy analizés ir sisteminés atvejy analiziy apzvalgomis,
galima bent patenkinamai jvertinti galimas gydymo galimybes,
nors jie neatitinka patikimy jrodymy kriterijy. Aprasomos
atnaujintos gydymo rekomendacijos Sizofrenija sergantiems
pacientams, sergantiems depresija, turintiems polinkj i
savizudybe, psichikos sutrikimais, vartojant psichoaktyviasias
medziagas, néSciosioms arba maitinanc¢ioms kriitimi. Kaip
apraSyta zemiau, daugelis rekomendacijy rémési mazais
atsitiktinés atrankos kontroliuojamaisiais tyrimais (AAKT),
sisteminémis apzvalgomis ir stebésenos tyrimais, taip pat
rengiant Sias atnaujintas Gaires ypatingg reikSme turéjo
eksperty rekomendacijos. Siy rekomendacijy pagrindinis
ribotumas jvardytas kaip ribota kontroliuojamyjy multicentriniy
atsitiktinés atrankos tyrimy imtis. Taigi, yra didelis poreikis
iSsamesniy tyrimy, galinCiy pateikti tikslesnes rekomendacijas
$iy kliniskai svarbiy specifiniy bukliy gydymui.

TIKSLASIR TAIKINE WFSBPGAIRIUAUDITORIJA

Sios Gairés skirtos visiems gydytojams naudoti klinikinéje
praktikoje stebint, diagnozuojant ir gydant Sizofrenija
sergancius pacientus. Taip pat pateikiamas naujausiy Ziniy apie
[vairius Sizofrenijos aspektus atnaujinimas, ypatingas démesys
skiriamas gydymo galimybéms. Pagrindinis Siy Gairiy
tikslas — pagerinti pagalbos standartus, sumazinti nepriimtiny
nukrypimy ir Zemos kokybés paslaugy daznius ir padeéti
gydytojams priimant klinikinius sprendimus. Nors $ios Gairés
suteikia pirmenybe konkreCiam gydymui, remiantis esamais
jrodymais, gydantis gydytojas vis délto lieka atsakingas uz
savo vertinimus ir gydymo parinkima. Sios Gairés pirmiausia
orientuotos | biologinj suaugusiyjy gydyma ir pateikia
rekomendacijas Sioje srityje. Specifinis $iy Gairiy tikslas —
jvertinti farmokologiniy preparaty ir somatiniy intervencijy
reikSme gydant ir valdant Sizofrenija, tuo tarpu specifiniy
psichologiniy intervencijy ir specifinés pagalbos priemoniy
sistemos apzvelgtos trumpai. Gairés buvo autoriy parengtos ir
apibendrintos WFSBP Sizofrenijos Darbo grupés, kurig sudaré
tarptautiniai Sios srities ekspertai.

IRODYMAIS PAGRISTA REKOMENDACIJU
KLASIFIKACIJA

Irodymy kategorijos
Irodymais pagrjstas laipsniavimas Siose atnaujintose

Gairése  pagrijstas  WFSBP  jrodymy laipsniavimo
rekomendacijomis. (Bandelow ir kt., 2008b) kaip ir buvo
pastaruoju metu naudota pirmose dviejose $iy atnaujinty
Gairiy dalyse (Hasan ir kt., 2012, 2013). | dienos gydymo
kaing nebuvo atsizvelgiama, nes medikamenty kainos
pasaulyje skirtingos. Taip pat kaip pirmose dviejose $iy Gairiy
dalyse, kiekviena gydymo rekomendacija buvo jvertinta ir
aptarta, vertinant veiksmingumg, saugumg, toleravimg ir
tinkamuma pagal jrodymy stiprumg. Svarbu paminéti, kad
rekomendacijos stiprumas susijes su vaisty veiksmingumo ir
toleravimo lygiu, bet nebitinai su gydymo svarba. Penkios
pagrindinés kategorijos ir trys papildomos kategorijos buvo
taikomos nustatant rekomendacijy hierarchijg (susijusiy su
aprasSytu jrodymo lygiu) (Hasan ir kt., 2012, 2013) (1 lentel¢).

Rekomendacijy laipsniai

Rekomendacijy laipsniai taip pat remiasi WFSBP
rekomendacijomis ir perimti i§ pirmosios perziiiros WFSBP
Nerimo, Obsesinio-kompulsionio ir potrauminio streso
sutrikimy farmakologinio gydymo gairiy (Bandelow ir kt.,
2008a; Hasan ir kt., 2012, 2013). Minétos jrodymy kategorijos
»paremtos tik vaisto veiksmingumu, neatsizvelgiant | vaisto
privalumus ir trikumus, tokius kaip, nepageidaujami reiskiniai
arba vaisty sgveikos* (Bandelow ir kt., 2008a). Taciau tai yra
svarbiis aspektai klinikinéje praktikoje, todél rekomendacijy
lygiai taip pat buvo taikomi Siose atnaujintose gairése. Taigi,
pagrindinis kriterijus, vertinant antipsichozinj arba kita
vaistg, yra saugumas ir toleravimas. Pavyzdziui, klozapino
veiksmingumas gydant pirmajj Sizofrenijos epizoda, yra geras
(Kategorija A, Klasé 2), bet dél jo nepageidaujamy poveikiy
nerekomenduojamas kaip pirmojo pasirinkimo vaistas pirmam
Sizofrenijos epizodui gydyti (Rekomendacijy lygis 2). Remiantis
Bandelow ir kt. (2008a) publikacija, ,,rekomendacijy lygiai
gali biiti vertinami etapais. Pirmas zingsnis yra medikamento,
turin¢io rekomendacijos 1 lygj, skyrimas. Kai Sis gydymas
pasirodo esantis nesé¢kmingas, visi kiti 1 lygio pasirinkimai turi
bati iSbandyti pries skiriant rekomendacijy 2 lygio gydyma“
(Bandelow ir kt., 2008a) (1 lentelé).

METODOLOGINIAI SVARSTYMAI

Metodologiniai svarstymai prieSingai nei pirmose dviejose
WEFSBP Biologinio Sizofrenijos gydymo gairiy dalyse,
Sios dalies duomeny bazé yra ribota. Dél specifiniy bukliy,
jtraukty | treciaja dalj, prigimties tik keli atsitiktinés atrankos
kontroliuojamieji tyrimai iki Siol atlikti. Taciau Sios specifiniy
bukliy gydymas turi iSskirting reikSme pacientams ir juos
globojantiems asmenims. Rekomendacijose pateiktos zinos
i$ esmés atitinka tuos pacius jrodymais pagristus kriterijus
kaip ir kitos dvi gairiy dalys (Hasan ir kt., 2012, 2013), bet dél
riboto $ios srities publikacijy skai¢iaus ] sistemines apZvalgas
ir eksperty nuomones buvo daugiausia atsizvelgiama.

Siame kontekste skaitytojas turi pastebéti, kad metaanalizés
ir sisteminés apzvalgos turi kelis esminius apribojimus.
Pagrindinés metaanaliziy ir sisteminiy apzvalgy problemos
yra jtraukty moksliniy tyrimy palyginimas (pvz., diagnostikos
skirtumai, skirtinga stebésenos trukmé, skirtingas dozavimas)
ir tai, kad neigiami rezultatai recCiau publikuojami nei
teigiami (publikacijy tendencingumas) (Leucht ir kt., 2009c;
Maier ir kt., 2010). Tas pats gali biiti taikoma ir sisteminéms
apzvalgoms. Eksperty nuomonés i$ tiesy neatitinka patikimais
irodymais pagristy rekomendacijy kriterijy, taciau yra gana
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1 lentelé. Irodymuy kategorijos ir rekomendaciju laipsniai pagal Bandelow ir kt. (2008 a,b).

Irodymy
kategorija

Apibtdinimas

A Jrodymai i$ kontroliuojamyjy tyrimy remiasi:

dviem arba daugiau dvigubai akly, paraleliniy grupiy, atsitiktinés atrankos kontroliuojamyjy tyrimy (RCT), jrodanciy
pranasumg lyginant su placebu (arba psichoterapijos tyrimuose, pranasumas pries ,,psichologinj placeba™ tyrimuose su

pakankamu aklinimu)
ir

vienu arba daugiau teigiamu RCT, rodanc¢iu pranaSuma arba vienoda gydymo veiksminguma lyginant su nustatytu
lyginamuoju gydymu trijy asiy tyrimuose su kontrole placebu arba geros galios ne zemesniu tyrimu (reikalaujama, jei
toks standartinis gydymas egzistuoja). Jei egzistuoja neigiami tyrimai (tyrimai, kurie nerodo pranasumo pries placeba
arba yra zemesni lyginant su lyginamuoju gydymu), jie turi biiti atsverti bent jau dviem teigiamais tyrimais arba visy
prieinamy tyrimy metaanalize, rodanc¢ia pranasuma prie§ placeba ir ne zemesniu lyginant su nustatytu lyginamuoju
gydymu. Tyrimai turi atitikti nustatytus metodologinius standartus. Sprendimas remiasi pirminiais veiksmingumo

matavimais.

B Riboti teigiami jrodymai i§ kontroliuojamyjy tyrimy remiasi:

vienu arba daugiau RCT, rodanciu pranasumg prie$ placebg (arba psichoterapijos tyrimuose, pranasuma pries

,.psichologinj placeba“)
arba

atsitiktinés atrankos kontroliuojamu palyginimu su standartiniu gydymu be placebo kontrolés, kai imties dydis

pakankamas ne zemesniam tyrimui
ir
neegzistuoja neigiami tyrimai

C Irodymai i$ nekontroliuojamyjy tyrimy arba atvejy analizés, eksperty nuomonés

Cl Nekontroliuojamieji tyrimai. Jrodymai remiasi:

vienu arba daugiau teigiamu natiiralistiniu atviru tyrimu (maziausiai 5 tiriamieji)

arba

palyginimais su nurodomu vaistu, kai imties dydis nepakankamas ne Zemesniam tyrimui

ir

neegzistuoja neigiami kontroliuojamieji tyrimai
Atvejy analizeé. [rodymai remiasi:

viena arba daugiau teigiama atvejo analize

C2

ir
neegzistuoja neigiami kontroliuojamieji tyrimai
C3
D Priestaringi rezultatai

Irodymai remiasi Sios srities eksperty nuomone arba klinikine patirtimi

Teigiami RCT nusveria panasy skai¢iy neigiamy tyrimy

E Neigiami jrodymai

Dauguma RCT tyrimy arba bandomyjy tyrimy nerodo pranaSumo prie§ placeba (arba psichoterapijos tyrimuose
pranasuma pries ,,psichologinj placeba) arba zemesni uz lyginamajj gydyma

F Irodymy stygius

Adekvaciy tyrimy, jrodan¢iy veiksminguma arba neveiksminguma néra

Rekomendacijy ~ Remiasi

laipsnis

Irodymy kategorija B
[rodymy kategorija C
Irodymy kategorija D

[ N R S

Irodymy kategorija A ir geru rizikos bei naudos santykiu
Irodymy kategorija A ir vidutiniu rizikos ir naudos santykiu

naudingos situacijose, aktualiose klinikinei praktikai, kur tik
ribotas klinikiniy tyrimy duomeny kiekis prieinamas.

DEPRESIJA (2 LENTELE)

Depresijos simptomai gali pasireiksti visose Sizofrenijos
fazése, pvz., pirmo epizodo metu, ankstyvojoje ligos pradzioje
ir po remisijos, taip pat depresija gali papildyti liekamuosius
Sizofrenijos simptomus. Pacienty, kuriems kartu su Sizofrenija
pasireiskia ir depresijos simptomai daznis svyruoja nuo 7 iki
75 proc. (Sands ir kt., 1999; Siris 2000., 2001; Buckley ir kt.,
2009; Hor ir kt., 2010; Mosolov ir kt., 2014). Sie simptomai turi

biiti atskirti nuo antipsichoziniy vaisty sukelty nepageidaujamy
reiskiniy (iskaitant vaisty sukelta disforija, akinezija ir akatizijg)
ir nuo pirminiy negatyviy simptomy, susijusiy su Sizofrenija
(Lehman ir kt., 2004; Gfalkai ir kt., 2005; Hasan ir kt.,
2012). Ypatingas démesys turi biti skiriamas postSizofreninei
depresijai  (ICD-10: F20.4) ir depresijos simptomams,
pasireiSkusiems po Sizofrenijos pradzios. Taip pat Siuo metu
vyksta diskusijos dél to, ar komorbidiné depresija daro poveikj
Sizofrenijos remisijy dazniui, ar afektiniai simptomai yra
labiau susije¢ su Sizofrenijos pageréjimu (Lambert ir kt., 2010;
Mosolov ir kt., 2014).
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2 lentelé. Depresijos simptomy gydymo rekomendacijos pacientams sergantiems Sizofrenija

Intervencija/ Vaistas/ Diagnostinis metodas Irodymy kategorija®  Rekomendacija®
Reguliarus depresijos simptomy vertinimas sergantiesiems Sizofrenija GCP -
CDSS, kad buty galima atpazinti depresijos simptomus sergantiems $izofrenija C3 4
Laukti antipsichozinio gydymo poveikio, vietoj to, kad nedelsiant pridéti antidepresanta C3 4
Naudoti tam tikrus antipsichozinius vaitus esant su psichoze susijusiai depresijai (pvz., kvetiaping) C3 4
Naudoti tam tikrg antidepresantg esant po-psichozinei depresijai C 4
Naudoti tam tikra antidepresantg kai biiklé atitinka didziojo depresijos epizodo kriterijus C 4
Tricikliy antidepresanty pridéjimas C 4
SSRI pridéjimas C3 4
Kity antidepresanty pridéjimas C3 4
Nuodugniai vertinti nepageidaujamus poveikius pridéjus antidepresanta GCP -
Nuodugniai vertinti psichozinius simptomus pridéjus antidepresanta GCP -
Licio pridéjimas B 3
Karbamazepino pridé¢jimas E -
Valproaty pridéjimas E -
Lamotriginas E -
Elektroimpulsiné terapija (EIT) C3 4
Kartotiné transkranialiné magnetiné stimuliacija (kTMS) F -

Jrodymy kategorija: [rodymy kategorija, kai A = visiski jrodymai i§ kontroliuojamy tyrimy (zr. 1 lentele).

"Saugumo vertinimas = rekomendacijy lygis paimtas i§ jrodymy kategorijy ir papildomy saugumo, toleravimo, saveiky aspekty. GKP, Gera klinikin¢ praktika.

Savivertés klausimyno ir gydytojo vertinimu pagristo
klausimyno taikymas gali pagerinti diagnostinj tiksluma ir jie
turi biiti pateikiami neaiskiais atvejais. Greta placiai pripazinty
depresijos vertinimo skaliy, naudojamy esant depresijos
sutrikimui, tokiy kaip, Becko depresijos skalé¢ (BDS), Hamiltono
depresijos vertinimo skalé (HRSD) arba Montgomerio-Asbergo
depresijos vertinimo skale (MADRS) gali biiti naudojama ir
Kalgario depresijos skalé sergantiesiems Sizofrenija (CDSS).
CDSS sukurta specifiskai Sizofrenijai, ji atskiria depresinius
ir kitus simptomus (skiriamoji galia), rodo ryskia koreliacija
su kitomis depresijos vertinimo skalémis (vienodumo galia)
ir turi pakankama prognozuojamaja galia (Lako ir kt., 2012).
Taigi, CSS naudojimas nustatant depresijos simptomus
sergantiesiems S$izofrenija yra labiau rekomenduojamas nei
skalés sukurtos sunkiai depresijai diagnozuoti (pvz., HRSD)
(Irodymy kategorija C3, Rekomendacijy lygis 4).

Sindrominé depresija, esant @minei Sizofrenijai, gali
biti Sizoafektinio sutrikimo dalis. Kita vertus, Sizoafektinis
sutrikimas (ICD-10: F25) turéty buti diagnozuojamas, jei
psichotiniai ir afektiniai simptomai pasireiSkia vienu metu
ir jei abi simptomy kategorijos yra vienodo intensyvumo.
Sizofrenija turéty biti diagnozuojama, jei psichoziniai
simptomai pasirei§ké prie§ depresijos simptomus ir didzioji
depresija su psichozés simptomais turéty buti diagnozuojama,
jei kliedesiai ir haliucinacijos yra atitinkancios nuotaika
(DGPPN, 2006).

ANTIPSICHOZINIAI VAISTAI

Depresijos simptomai Gminiu laikotarpiu gali pageréti
lygiagreciai su psichoze dél skiriamo antipsichozinio gydymo
(Falkai ir kt., 2005; Moller 2005), taigi, antipsichoziniy
vaisty poveikis afektiniams simptomams turéty biti i§lauktas,
vietoje nedelsiamo gydymo papildymo antidepresantu
(Leucht ir kt., 2013) (frodymy kategorija C3, Rekomendacijos

lygis 4). Nepaisant klinikinio poveikio, duomenys, rodantys
antipsichoziniy vaisty antidepresini poveikj, pasickus
Gminio psichozés epizodo remisija pacientams, sergantiems
Sizofrenija, iki Siol yra riboti.

Skirtingy tyrimy duomenimis, pirmos kartos antipsichotikai
(PKA) sumazina depresijos simptomus $izofrenijos metu taip
pat veiksmingai, kaip ir psichozinius simptomus (Abuzzahab
ir kt., 1982; Alfredsson ir kt., 1984; Dufresne ir kt., 1993;
Krakowski ir kt., 1997; Mauri ir kt., 1999). Kita vertus, tai gali
priklausyti nuo D2 blokados laipsnio ir iki Siol diskutuojama,
kad aukstas D2 blokados laipsnis arba didelés PKA dozés taip
pat gali sukelti depresijos simptomus arba disforija (Van Putten
ir kt., 1978; Pani ir kt., 2002; Altamura ir kt., 2003; Falkai ir
kt., 2005).

Visi cituojami tyrimai yra mazy imciy, pasiZymintys
heterogeniskumu pagal depresijos simptomus ir baigCiy
parametrus ir, remiantis tuo, kad i§ esmés depresija
nebuvo pirminis baigliy parametras. Vienos metaanalizés
(placiau apraSytos zemiau) duomenimis, haloperidolis yra
veiksmingesnis mazinant depresijos simptomy pasireiskima
sergantiesiems $izofrenija, lyginant su placebu (Leucht ir
kt., 2009a). Sis tyrimas priestarauja ankstesniy publikacijy
teiginiams, kuric nurodé, kad PKA blogina depresijos
simptomus sergantiesiems Sizofrenija (pvz., Shanfield ir kt.,
1970; Van Putten ir kt., 1978; Harrow ir kt., 1994). Taciau Sie
radiniai 1§ Gminés Sizofrenijos negali buti lengvai pritaikyti
létinés eigos Sizofrenijai. Dél moksliniy tyrimy ribotumy
nejmanomas pakankamas tyrimy, turinCiy tinkama atlikimo
dizaing ir galutines iSvadas. Gali biiti ir toliau diskutuojama, kad
PKA poveikis, mazinant depresijos simptomus, gali priklausyti
nuo D2 blokados laipsnio (t.y. atvirkstine U-kreive), kur auksto
laipsnio blokada gali i§ tikryjy pabloginti, o ne palengvinti
depresijos simptomus. Taigi, tikimybé, kad antipsichotikai
sukelty depresijg, reikalauja nuodugnaus tyrimo pacienty,
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kuriems gydymas antipsichoziniais vaistais apibiidinamas
aukstu D2 blokados laipsniu.

Visy antros Kkartos antipsichotiky (AAA) bendras
pranaSumas prie§ PKA yra depresijos simptomy mazinimas
sergantiesiems Sizofrenija. (Mooller, 2005), taciau §io bendro
pranaSumo jrodymai yra riboti. Taciau kaip nurodyta zemiau,
kai kuriy AAA yra aptariami pagal antring RKT, atvirais
tyrimais ir metaanalizémis, yra pranasesni uz PKA irkitus AAA
mazinant depresijos simptomus sergantiesiems Sizofrenija.
Viena naujausia antriné analizé i§ Europos pirmo $izofrenijos
epizodo tyrimy (EUFEST) nerodo skirtingy antipsichoziniy
vaisty  (haloperidolis [n=103], amisulpridas [n=104],
olanzapinas [n=105], kvetiapinas [n=104] ir ziprasidonas
[n=82]) poveikiy skirtumy depresijos simptomatikai
pacientams, kuriems pasireiS$ké pirmas Sizofrenijos epizodas,
remiantis CDSS depresijos skale (ribiné reiksmé¢ CDSS >6
jvertinant, kad pacientai serga depresija) (Rybakowski ir kt.,
2012). Antriné analizé, atlikta Vokietijos Kompetencijos tinklo
Sizofrenijai (KTS) taip pat nenurodo skirtumy tarp depresiniy
simptomy palengvinimo, gydant rispiridonu arba haloperidoliu
(Riedel ir kt., 2012). Visoje imtyje pirmo Sizofrenijos
epizodo metu pacientai, sergantys depresija, turé¢jo daugiau
suicidiniy minciy, maziau kritikos ligos atzvilgiu, mazesnj
socialinj funkcionavima, ir jie pasiekdavo remisija reciau nei
Sizofrenija sergantys pacientai, kuriems nebuvo depresijos
simptomy (Riedel ir kt., 2012). Klinikinio antipschotiky
intervencijos efektyvumo tyrimo (CATIE), kuriame tirti 1460
Sizofrenija serganciy pacienty, patyré pakartotinius epizodus,
nuosekli analizé neparodé skirtumo tarp PKA perfenazino ir
keturiy skirtingy AAA (olanzapino, kvetiapino, risperidono
ir ziprasidono) gerinant depresijos simptomus (CDSS >=6
atitinka sunkia depresija). Taciau yra mazas potencialas
kvetiapino naudai prie$ risperidong esant létinei Sizofrenijai
kartu su depresija, nustatytas pradiniame taske (Addington
ir kt., 2011). Vis délto vienas RCT parod¢, kad gydymas
kvetiapinu  veiksmingiau mazina depresijos simptomus,
lyginant su haloperidoliu 269 pacientams, sergantiems
Sizofrenija (Emsley ir kt., 2003). Atsitiktinés atrankos
dvigubai aklas kontroliuojamasis tyrimas, atliktas su 1996
pacientais, serganciais $izofrenija, parodé, kad ir olanzapinas,
ir haloperidolis mazino depresijos simptomus (BPRS nerimo-
depresijos klasteris ir MADRS), taciau simptomy pageréjimas
buvo ryskesnis olanzapino grupéje. Vienas praktinis viengubai
aklas RCT atliktas su 226 Sizofrenija serganciais pacientais
lyginant olanzaping, kvetiaping, risperidong ir ziporasidona
neparodé kliniskai reik§mingo antidepresinio veiksmingumo
tarp tiriamyjy, kurie buvo skubiai hospitalizuoti dé¢l Giminés
psichozés simptomy (Kjelby ir kt., 2011).

Vienas nedidelis atviras tyrimas su ribota imtimi (n=39)
parode, kad kvetiapinas yra veiksmingas gydant depresijos
simptomus pacientams, sergantiems Sizofrenija (Lee ir kt.,
2009). Duomenys i§ atviros testinés fazés trijy atsitiktinés
atrankos klinikiniy tyrimy su kvetiapinu, kur buvo tiriama 415
pacienty, serganciy Sizofrenija Trumpos psichiatrinés vertinimo
skalés (BPRS) I faktoriaus rodiklis po 6 ir 156 savaiciy. Tyrimo
rezultatai parodé, kad kvetiapinas veiksmingas gydant nerimo
ir depresijos simptomus sergantiesiems Sizofrenija ir kad Sis
poveikis iSlieka ir po timinés ligos fazés (Kasper, 2004).

Vienas atsitiktinés atrankos atviras klinikinis tyrimas
parodé, kad risperidono pakeitimas amisulpridu (n=42) mazina
depresijos simptomus pacientams, sergantiems Sizofrenija su

komorbidine depresija veiksmingiau, nei gydymo risperidonu
tesimas (n=45) (Kim ir kt.,, 2007). Atsitiktinés atrankos
aStuoniy savaiéiy dvigubai aklas amisulprido ir olanzapino
poveikio palyginimas 85 pacientams, sergantiems Sizofrenija
su komorbidine depresija, parodé¢, kad abu Sie antipsichoziniai
vaistai yra vienodai veiksmingi gydant depresijos simptomus
(Vanelle ir kt., 2006). 24 savai¢iy AAKT pacientai, sergantys
Sizofrenija arba Sizoafektiniu sutrikimu kartu su zenkliais
depresijos simptomais, buvo gydomi olanzapinu (n=202) arba
ziprasidonu (n=192). Pacientams, kurie atsitiktinai buvo atrinkti
vartoti olanzaping, geresnis ir ilgesnis dalyvavimas gydyme su
geresniu poveikiu gerinant depresing simptomatika ir bendra
funkcionavima (Kinon ir kt., 2006). Tadiau pacientams,
vartojusiems olanzaping, pastebétas didesnis metaboliniy
parametry daznis. Olanzapino (n=40) ir risperidono (n=36)
palyginimas astuoniy savaiciy atsitiktinés atrankos, dvigubai
aklame paraleliniy grupiy tyrime su Sizofrenija serganciais
pacientais, kurie kentéjo nuo popsichozinés depresijos, parodé,
kad abu vaistai zymiai sumazino MADRS rodiklj (Dollfus ir
kt., 2005). Vienas dvigubai aklas AAKT, kur buvo naudotas
PANSS depresijos klasteris, parodé, kad gydymas olanzapinu
siejamas su aukstesniu geréjimo rodikliu PANSS depresijos
klasteryje, lyginant su gydymu risperidonu. Be to, pacientai,
vartojantys risperidong ir patyr¢ didesnio laipsnio wminj
nuotaikos pokyti, dazniau patirdavo atkrytj nei tie pacientai,
kurie patyré mazesnj nuotaikos pageréjima (3,58 karto) ir tie,
kurie vartojo olanzaping esant panasiam nuotaikos pokyciui
(8,55 karto) (Tollefson ir kt., 1999).

Kita serganciyjy Sizofrenija subanalizé iS atsitiktinés
atrankos, atviro, paraleliniy grupiy, lanksc¢ios dozes tyrimo (Di
Fiorino ir kt., 2014) kvetiaping XR (ITT n=59) ir risperiona
(ITT n=51), atsizvelgiant ;] CDSS baly pokytj nuo pradinio
rodiklio iki 12 savaités (Kasper ir kt., 2015). Analizé parodeé,
kad kvetiapino XR ne tik ne mazesnis, bet taip pat zymiai
pranaSesnis uz risperidong mazinant depresijos simptomus
tyrimy metu (Kasper ir kt., 2015).

Viena metaanalize, atlikta 150 dvigubai akly, daugiausia
trumpalaikiy ~ tyrimy pagrindu, apibendrinant 21533
tiriamuosius ir lyginant PKA ir AKA veiksminguma parodé, kad
AKA amisulpridas, aripiprazonas, clozapinas, olanzapinas ir
kvetiapinas buvo zymiai pranaSesni uz PKA gerinant depresijos
simptomus pacientams, sergantiems Sizofrenija (poveikio
dydis 0,1-0,5), tuo tarpu kai Sio poveikio nebuvo stebimas
vartojant risperidong ir kitus AKA (Leucht ir kt., 2009b).
Kita metaanalizé i§ tos pacios grupés, paremta 38 AAKT,
dalyvaujant 7323 pacientams, lygino AKA (ir haloperidolj)
su placebu ir, remiantis pogrupio analizés duomenimis,
su ribotais duomenimis (14 tyrimy) parodé, kad AKA yra
pranasesni uz placeba mazinant depresijos simptomus (Leuvht
ir kt., 2009a). Be to, amisulpridas, olanzapinas, ziprasidonas,
zotepinas ir haloperidolis (zitiréti auks¢iau) buvo statistiskai
reikSmingai veiksmingesni lyginant su placebu (Leucht ir
kt., 2009a). Viena sisteminé ,,Cochrane* apzvalga tyré AKA
poveiki pacientams, sergantiems ir Sizofrenija, ir depresija,
bet nebuvo prieita galutinés iSvados (Furtado ir kt., 2008).
Sios analizés atskleide, kad pacientai, gydyti sulpiridu, turéjo
zemesnj depresijos skalés balg nei gydyti chlorpromazinu,
bet nerasta skirtumy tarp kvetiapino ir haloperidolio. Siame
kontekste mazos ir vidutinés pakaitinés benzamidy dozés
galimai gali biti vertinamos kaip veiksmingos gydant
komorbiska depresija (Pani ir kt., 2002), bet tolesni tyrimai
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reikalingi, siekiant pateikti specifines jrodymais paremtas
rekomendacijas. Be to, lyginant klozaping su bet kuriuo kitu
antipsichozinio vaisto ir antidepresanto deriniu arba placebu,
pastebéta, kad pacienty, vartojanéiy klozaping, Hamiltono
depresijos skalés rezultatai buvo stabiliai geresni (Furtado ir kt.,
2008). Si apzvalga jrodo, kad daugelis tyrimy neturéjo tikslo
pagerinti depresijos simptomus sergantiesiems Sizofrenija ir
kaip pirminio baigéiy parametro. Taigi, §ie tyrimai nebuvo
skirti istirti antipsichoziniy vaisty veiksmingumg mazinant
depresijos simptomus sergantiesiems $izofrenija ir jtraukimo
kriterijai dazniausiai neapimdavo konkretaus depresijos skalés
balo, kaip ribinés vertés balo dalyvauti atitinkamame tyrime.
Dél to daugelis bandymuose dalyvavusiy pacienty tur¢jo tik
vidutinj depresijos skalés balg — tai gali biiti nepakankamai
jautru, kad biity galima jrodyti intervencijos efektyvuma.

Kai kurie i§ minéty antipsichotiky (ypa¢ kvetiapino)
veiksmingumas jrodytas esant sunkiai depresijai ir bipolinei
depresijai, (Cruz ir kt., 2010; Komossa ir kt., 2010; De Fruyt ir
kt., 2012). Pavyzdziui, aukstos kokybés Vokietijos psichiatrijos
ir psichoterapijos praktikos gairése yra pakankamai jrodymy
rekomenduojant kvetiaping skirti monoterapija bipolinei
depresijai gydyti (DGBS/DGPPN, 2014). Veiksmingumo
pokytis nuo didziosios depresijos gydymo iki Sizofrenijos
gydymo jau yra abejotinas, bet, tikétina, kad junginiai, turintys
auksSta giminingumg D2, yra maziau veiksmingi gydant
komorbiding depresija (arba gali net pabloginti simptomus
skiriant didelémis dozémis) ir, kad serotonino S5-HT2A
receptoriy blokada gali turéti tokj pat poveikj. Be to, gydymo
tesimas PKA lyginant su vaisto nutraukimu, mazina depresijos
simptomy pasireiskima, taip panasus poveikis yra tikétinas
skiriant ir AKA (Wistedt ir kt., 1983; DGPPN, 2006).

ANTIDEPRESANTAI

Kaip aprasyta aukSCiau, depresijos simptomai,
pasireiSkiantys Uminés Sizofrenijos metu, neturi buti
automatiskai gydomi antidepresantais (Leucht ir kt.,
2013). Ankstesnése Siy Gairiy versijose teigiama, kad dél
potencialaus psichozés simptomy blogéjimo, Gmingje fazéje
skiriant antidepresantus, jie rekomenduojami pirmiausia tik
kaip papildomas gydymas esant stabiliai Sizofrenijos fazei
(Falkai ir kt., 2006). Taip teigiama ir kitose gairése (Lehman ir
kt., 2004; DGPPN, 20006), bet bendra rizika indukuoti psichoze
vertinama kaip zema (Leucht ir kt. 2013). Daugelis gairiy
rekomenduoja antidepresanty skyrima kaip pridétinj gydyma
remiantis ribotu jrodymy lygiu, kai

1. Paciento simptomai atitinka sunkios depresijos

epizodo sindromo kriterijus.

2. Simptomai yra sunkis, todél kliniskai reik§mingi.

3. Kai jie sukelia rysky distresg, arba

4. Kai jie trikdo funkcionavima (DGPPN, 2006; Falkai

ir kt., 2005; Lehman ir kt., 2004).

PORT gairés (Buchanan ir kt., 2010; Kreyenbuhl ir kt.,
2010) yra grieztesnés dél antidepresanty vartojimo pagal
Sias indikacijoms sergantiesiems Sizofrenija. Jose teigiama,
kad dél duomeny stygiaus apie naujus antidepresantus, kaip
ir apie jy derinius su AKA, jrodymy lygis yra §iuo metu
nepakankamas, kad biity rekomenduota skirti papildoma
gydyma antidepresantais gydant depresija  sergancius
Sizofrenijos (Buchanan ir kt., 2010). Taciau ypac popsichozinés
depresijos atvejy apra§ymuose, atitinkancius ICD-10 kriterijus,

antidepresanto skyrimas turi biiti svarstomas, priklausomai nuo
tikslaus klinikinio poreikio konkre¢iam pacientui ([rodymo
kategorija C3, Rekomendacijos lygis 4).

Pridétinio gydymo tyrimy, kuriuose vartojami Siuolaikiniai
antidepresantai ir démesys kreipiamas j reik§mingus depresijos
simptomus sergantiesiems Sizofrenija, yra gana nedaug, todél
daugelis rekomendacijy gali biiti pateikiamas tik tricikliams
antiepresantams (TCA) ir selektyviems serotonino atgalinio
jsiurbimo inhibitoriams (SSRI). Daugelis tyrimy buvo atlikti
pridedant antidepresantus tik prie esamo gydymo PAA, todél
zinios apie antidepresanto pridé¢jimo prie esamo gydymo AKA
iki Siol nepakankamos.

Antidepresanty vertinimas, gydant Sizofrenijos simptomus,
pateikiamas pirmoje $iy atnaujinty Gairiy dalyje (Hasan ir kt.,
2012).

Selektyviis serotonino reabsorbcijos inhibitoriai (SSRI)

Vienas dvigubai aklas, placebu kontroliuojamas tyrimas,
atliktas tik su 26 pacientais, serganciais létine ir stabilia
Sizofrenija, vartojusiais SSRI, parodé, kad sertralinas yra
veiksmingesnis uz placeba mazinant depresijos simptomus,
vertinant pagal BDI ir HAD skaliy vertes (Mulholland ir
kt., 2003). Kitas nedidelis AAKT (N=40) lygings sertraling
ir imipraming, esant popsichozinei depresijai, jrodé panasy
veiksminguma, bet greitesng sertralino poveikio pradzia (Kirli
ir kt., 1998). Kitas AAKT tyré augmentacijos citalopramu
veiksminguma, esant suicidinéms tendencijoms (N=104)
lyginant su placebu (N=94) 198 pacientams sergantiems
Sizofrenija ir Sizoafektiniu sutrikimu. Tyrimo duomenimis, kad
skubaus gydymo reikalaujancios suicidinés tendencijos nebuvo
daznesnés pacientams, gydomiems citalopramu nei placebu
ir kad pacientams su pradinémis suicidinémis tendencijomis
citolopramas i§ tikryjy sumazino suicidines tendencijas, ypac
tiems pacientams, kuriy depresijos simptomai palengvéjo
(Zisook ir kt., 2010). Diskutuotina, ar SSRI yra naudingi
gydant depresija sergantiems Sizofrenija (Siris 2000, 2001).
Taciau kitas dvigubai aklas, placebu kontroliuojamas tyrimas
su 48 pacientais, atitinkantiems pagal DSM-IV klasifikacija
abiejy sutrikimy: ir S$izofrenijos remisijos, ir didziosios
depresijos epizodo kriterijus, nejrodé sertralino pranasumo
palyginti su placebu gerinant depresijos simptomus; abiejuose
tyrimo grupése — 40 ir 50 proc. pacienty pasireiSkeé 50 proc.
simptomy sumazéjimas depresijos skaléje (Addington ir kt.,
2002). Taigi, aukstas atsakas | placeba Siame tyrime gali biiti
vertinamas kaip negatyvus radinys.

Kiti Siuolaikiniai antidepresantai

Selektyvus  serotonino ir noradrenalino  atgalinio
jsiurbimo inhibitorius (SNRI) antidepresantas venlafaksinas
pridétas prie esamo antipsichozinio gydymo tirtas viename
mazos imties atvirame tyrime. 19 Sizofrenija serganciy
pacienty, kuriems nustatytas sunkios depresijos epizodas,
po keturiy savaiCiy stebésenos laikotarpio buvo gydyti
pridedant venlafaksing, 14 pacienty nustatytas pageréjimas
HDRS skaléje ir autoriai nepateiké duomeny apie psichozés
simptomy paiiméjimg (Mazeh ir kt., 2004). Dvigubai aklas
atsitiktinés atrankos kontroliuojamas tyrimas su 41 pacientu
serganciu Sizofrenija, lyginamo mirtazaping su placebu, kai
jis buvo pridétas prie esamo gydymo PKA, jrodé mirtazapino
pranasumg gydant depresijos simptomus remiantis CDSS
skalés rodikliu (Terevnikov ir kt., 2011). Atvejy — analizés ir
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sisteminés apzvalgos rodo, kad bupropionas yra veiksmingas
gydant depresija sergantiems Sizofrenija, nedidina psichozés
patiméjimo rizikos. Taciau placebu kontroliuojamy tyrimy
néra (Englisch ir kt., 2010, 2013).

Tricikliai antidepresantai (TCA)

Tricikliai antidepresantai (TCA)pirmiausia buvo istirti
gydant popsichozing depresija dar gerokai prie§ pirmojo SSRI
atsiradimg (Plasky, 1991; Siris, 2000). Sisteminé apzvalga
identifikavo 11 tyrimy, kiekviename jy imtis buvo mazesné
nei 30 tiriamyjy, publikuoty 1983-1995 m., kurie vertino
jvairiy antidepresanty (TCA: imipramido, desipramino,
amitriptilino, nortriptilino, desimipramino; kity: bupropiono,
viloxazino, trazodono, kaip pridétinio vaisto priec esamo
antipischozinio gydymo, (visi PKA) veiksmingumg gydant
depresija sergantiems §izofrenija. Si analizé pateiké vidutinio
antidepresanty privalumo minétoms indikacijoms jrodymus
(Whitehead ir kt., 2003). Viename kontroliuotame tyrime
su ribota imtimi (n=24), neanalizuotame anks¢iau minétoje
sistemingje apzvalgoje, parodé, kad papildymas imipraminu
pacientams, sergantiems Sizofrenija, kurie serga antrine
depresija arba turi negatyvius simptomus, yra pranaSesnis
uz gydyma placebu (Siris ir kt., 1994). Taciau ankstesniuose
tyrimuose buvo pranesta tik apie nedidele psichozés simptomy
patiméjimo tikimybe pridéjus gydyma TCA (esant Sizofrenijai
arba kliedesinei depresijai) (Nelson ir kt., 1979; Prusoff ir kt.,
1979; Plasky, 1991).

REKOMENDACIJU APIBENDRINIMAS

*  Pacientai, sergantys Sizofrenija, klinikinio interviu metu
turéty biti reguliariai vertinami dél depresijos simptomy
(Gera klinikiné praktika).

*  CDSS (jei nejmanoma, tai MADRS arba HRDS) turi biti
pirmiausia naudojamos specifiSkai nustatant depresijos
simptomus pacientams, sergantiems Sizofrenija ([rodymy
kategorija C, Rekomendacijy lygis 4).

e Tam tikri antipsichotiziniai vaistai turi potenciala gerinti
depresijos simptomus pacientams, sergantiems Umine
Sizofrenija ([rodymy kategorija C, Rekomendacijy lygis
4). AKA vaisty grupéje risperidonas pasirodé maziau
veiksmingas nei kiti AKA (amisulprido, aripiprazolis,
klozapinas, olanzapinas, kvetiapinas) Siai indikacijai
(Irodymy kategorija C3, Rekomendacijy lygis 4) ir
kvetiapinas pasirod¢ atitinkamai veiksmingas mazinant
depresijos simptomus sergantiems Sizofrenija (Irodymy
kategorija C3, Rekomendacijy lygis 4). PKA neturi
bati vartojami kaip pirmojo pasirinkimo vaistai, gydant
depresijos simptomams = sergantiesiems = Sizofrenija
([rodymy kategorija C3, Rekomendacijy lygis 4).

*  Beveik néra naujy duomeny apie antidepresanty skyrima,
gydant depresijos simptomus sergantiesiems Sizofrenija.
Taciau yra riboti jrodymai, kad TCA ir kiti antidepresantai
(pvz., SSRI, dvigubos reabsorbcijos inhibitoriai, kiti) yra
naudingi gydant depresijos simptomus, kurie atitinka
didziojo depresijos epizodo kriterijus pacientams,
sergantiems Sizofrenija. D¢l riboty jrodymy patikimumo
laipsnis buvo sumazintas nuo B iki C3 (Jrodymy kategorija
C3, Rekomendacijy lygis 4).

e Skiriant antidepresantus turi biiti atsizvelgta j potencialias
farmakokinetinés saveikas su tam tikrai antipsichotiziniais

vaistais  (frodymy  kategorija C3, Rekomendacijy
lygis 4). Pavyzdziui, SSRI (tokie kaip fluoksetinas,
paroksetinas irfluvoksaminas) yra citochromo P450
enzimo inhibitoriai ir todél didina antipsichotizinio vaisto
plazmos koncentracija. Panasiai, kai kuriy antidepresanty
koncentracija kraujyje gali buti padidéjusi kartu vartojant
antipsichozinius vaistus (Falkai ir kt. 2005).

*  Azitacijos arba psichoziniy simptomy suintensyvéjimas turi
biiti stebimas, taciau rizika turi biiti vertinama kaip vidutiné
(Gera Klinikiné Praktika). TaCiau TUminés Sizofrenijos
atvejais rekomenduojama skirti ypatinga démes;.

e Nepageidaujami poveikiai, tokie kaip QT intervalo
pailgéjimas, agranuliotoz¢, hematologiniai poky¢iai arba
epileptinio slenks¢io mazéjimas su epilepsijos priepuoliy
indukcija (pvz., bupropionas) gali atsirasti ar paryskeéti
derinant tam tikrus antidepresantus su antipsichoziniais
vaistais ir turi biiti stebimi (Gera Klinikiné Praktika).

»  I8lieka didelis poreikis multicentriniy tyrimy, kad bty
galima jvertinti antidepresinio gydymo efektyvuma
gydant su Sizofrenija susijusig depresijg ir, nepaisant
didelio tokiy biiseny daznio, tokiy tyrimy néra atlikta.

Nuotaikos stabilizatoriai

Nuotaikos stabilizatoriy kaip augmentacijos strategijos
sergantiems Sizofrenija efektyvumas buvo pladiai apraSytas
pirmoje Siy atnaujinty gairiy dalyje (Hasan ir kt., 2012). Litis
ivairiose gydymo gairése yra rekomenduojamas afektiniy
sutrikimy gydymui sergantiesiems Sizofrenija, esant nuo gery
iki riboty jrodymy, (Lehman ir kt., 2004; DGPPN, 2006) ir i
rekomendacija gali biiti paimta i§ vienos meta analizés (Leucht
ir kt., 2004). Papildomas gydymas li¢iu atlickant gairiy
tikrinima sukelé klinikines diskusijas ir visi li¢io poveikiai
depresijos simptomams sergant Sizofrenija nebuvo parodyti
visuose atliktuose tyrimuose (Lehman ir kt., 2004), darbo
grupé nusprendé pakeisti [rodymy kategorija i§ A (Falkai ir kt.,
2005) 1 B (Jrodymy kategorija B, Rekomendacijy lygis 3). Taip
pat li¢io preparatai reikalauja privalomo kraujo koncentracijos
stebéjimo ir turi siaurg terapinj langa. | Siuos veiksnius turi buiti
atsizvelgta pradedant pacienty, serganciy Sizofrenija gydyma
li¢io preparatais.

Valprotai ir karbamazepinas pasirodo taip pat esantys
veiksmingi i depresijos simptomus (Falkai ir kt., 2005;
DGPPN, 2006), bet yra manoma, kad jie blogina $izofrenijos
simptomus arba didina nepageidaujamy poveikiy daznj
(pvz., mazina antipsichozinio vaisto koncentracijg dél vaisty
sgveikos) (Hasan ir kt., 2012).

Tokiu btdu, $iy vaisty vartojimas depresijos simptomy
gydymui sergantiems Sizofrenijai negali biiti rekomenduojamas
kaip pakankamai jrodytas. Lamotriginas, nuotaikos
stabilizatorius daznai naudojamas didziajai depresijai, néra
veiksmingas mazinant depresijos simptomus sergantiems
Sizofrenija (CDSS kaip antriné iSeitis) (Glick ir kt., 2009;
Vayisoglu ir kt., 2013), ir néra tyrimai, kuriy pirminis taikinys
yra $ie simptomai sergantiems Sizofrenija.

Elektroimpulsiné terapija (EIT)

APA Sizofrenijos gydymo gairés rekomenduoja EIT
pacientams su komorbidine depresija ir/ar suicidinémis
tendencijomis situacijose, kai reikalingas greitas terapinis
atsakas. (Lehman ir kt., 2004). Nuo miisy paskutiniyjy gairiy
iSleidimo (Falkai ir kt., 2005,2006; Hasan ir kt., 2012, 2013),
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buvo publikuota viena sisteminé EIT taikymo sergantiems
Sizofrenijai apzvalga (Pompili ir kt., 2013). Autoriai apzvelge
31 tyrima ir pateiké priestaringus EIT naudojimo, gydant
depresijos simptomams ir/ar savizudinj elgesj, sergantiems
Sizofrenija, jrodymus (Pompili ir kt., 2013). Todél EIT gali bati
rekomenduojama su ribotais jrodymais (Jrodymy kategorija
C3, Rekomendacijy lygis 4) ir tik i$skirtiniais atvejais, esant
sunkiai depresijai ir/ar suicidinémis tendencijoms.

Kartotiné transkranialiné magnetiné stimuliacija (kTMS)

kTMS yra rekomenduojama gydant didzigja depresija
(Lefaucheur ir kt., 2014), bet Siuo metu néra patikimy
jrodymy tam, kad kTMS bty rekomenduota gydyti depresijos
simptomus sergantiems Sizofrenija. Vienas praneSimas i§
nedidelio atviro tyrimo parodo kTMS efektyvuma, taikant ja
dorsolateralingje prefrontalinéje zievéje (DLPFC) Zzenklios
depresijos gydymui (CDSS balas >6) sergantiems Sizofrenija
(Maslenikov ir kt., 2008). Taciau kitas atsitiktinés atrankos ir
padalinto nezinojimo-kontroliuojamas multicentrinis tyrimas,
su 157 Sizofrenija serganciais pacientais, su vyraujanciais
negatyviais simptomais, nenustaté¢ Zzenklaus teigiamo 10-
Hz kTMS poveikio, taikant jg 3 savaites kairé¢je DLPFC
depresijos simptomams sergantiems Sizofrenija (CDSS antriné
iSeitis, vidurkis CDSS >5),vertinant i§ karto po intervencijos
(Wobrock ir kt., 2014).

POLINKIS SAVIZUDYBEI (3 LENTELE)

Nuo 5 ikil5 proc. pacienty, sergan¢iy Sizofrenija jvykdo
savizudybe, ir bent vieno savizudybés bandymo tikimybé
yra 2-5 kartus didesné nei bendroje populiacijoje (Caldwell
ir kt., 1990; Siris, 2001; Meltzer, 2005; Pompili ir kt., 2011).
Pirmoje savizudybés rizikos analizéje bendroje nacionalinéje
individy kohortoje, vertinty po pirmo kontakto su psichiatru,
(Nordentoft ir kt., 2011) duomenimis Sizofrenija kaip
psichikos sutrikimas, kuriuo sergancios moterys ivykdydavo
savizudybe (suminis daznis 4,91 proc.) yra pirmoje vietoje,
ir tarp vyry suicidy — tre€ioje vietoje (suminis daznis 6,55
proc.). Viena 61 tyrimg apimanti metaanalizé, kurios imtj
sudaré 48176 asmenys parodé, kad suminé savizudybés
rizika gyvenimo laikotarpiu tarp serganciyjy Sizofrenija yra
4,9 proc., ir dazniausios pradinés stadijos stadijose (Palmer
ir kt., 2005). Atskirai nuo somatiniy komorbiskumy (pvz.,
metabolinis sindromas ir kardiovaskulinés ligos) (Laursen
ir kt., 2011), savizudybé yra viena i§ pagrindiniy mirties
priezasciy tarp Sizofrenija serganciyjy (Brown, 1997; Meltzer,
2002b). Kohortiniai tyrimai ir ilgalaikiai testiniai tyrimai
parodé, kad apie 10 proc. pacienty pirmojo Sizofrenijos

epizodo metu band¢ zudytis pirmyjy mety laikotarpiu, tuo
tarpu, kai haliucinacijos, ankstesnis savizudiskas elgesys
ir laiko periodas po ankstyvos ligos pradzios nurodyti kaip
didZiausi rizikos veiksniai (Nordentoft ir kt., 2002; Palmer
ir kt., 2005; Bertelsen ir kt., 2007; Shrivastava ir kt., 2010).
Atvejy-kontrolés tyrimas atskleidé, kad pirmieji gydymo
metai (kurie laikomi ankstyvaisiais ligos metu) susijes su
60 proc. padidéjusia savizudybés rizika lyginant su kitomis
ligos stadijomis (Nordentoft ir kt., 2004; Pompili ir kt., 2011).
Retrospektyvi analizé naudojant 696 pacienty duomenis
parode, kad pirmas gydymo ménuo siejamas su didziausia
savizudybés rizika, bet ta rizika mazéja per kitus 6 mén. ir po
to mazéja nebe taip zymiai (Fedyzszyn ir kt., 2010). Taciau turi
biti pastebéta, kad savizudybiy ir savizudybés ketinimy daznis
placiai varijuoja skirtinguose tyrimuose (Pompili ir kt., 2011).

Su polinkiu savizudybei sergant Sizofrenijai siejami
tokie demografiniai veiksniai kaip jaunas amzius (<20 mety),
vyriska lytis, aukstesné socioekonominé Seimos buiklé, aukstas
premorbidinis 1Q ir geresnis kognityvinis funkcionavimas,
auksStesni  lukesCiai, nebuvimas santuokoje, socialinio
palaikymo stoka, ligos simptomy supratimas, nesenas
iSsiraSymas 1§ stacionaro, ir daugiau nei 5 hospitalizacijos
(Heila ir kt., 1997; Lehman ir kt., 2004, Falkai ir kt., 2005;
Bakst ir kt., 2010).Veiksniai, kurie sicjami su padidéjusia
savizudybés rizika yra Zema saviverté, stigmatizacija, nesenai
patirta netektis ar stresas, beviltiSkumas, izoliacija, taip pat ir
gydymo rezimo nesilaikymas (pvz., De Hert ir kt., 2001; Siris,
2001; Pompili ir kt., 2011).

Dazniausiai kliniSkai polinkis savizudybei sergantiems
Sizofrenija siejasi su depresijos simptomais, priklausomybe
nuo psichoaktyviy medziagy (jskaitant ir priklausomybg nuo
tabako), psichozés simptomy ir mastymo sutrikimy simptomy
sunkumu, ankstyvomis ligos stadijomis, nemiga, azitacija ir
motorinis nenustygimu (Birchwood ir kt., 2000; Siris, 2001;
Nordentoft ir kt., 2002; Altamura ir kt., 2003; Palmer ir kt.,
2005; Bertelsen ir kt., 2010; Pompili ir kt., 2009; Bakst ir kt.,
2010; Barrett ir kt., 2010;Crosq ir kt., 2010, Schennach-Wolff
ir kt., 2010; Shrivastava ir kt., 2010). Taip pat tarpkultiiriniai
skirtumai vaidina svarby vaidmenj polinkio savizudybei
evoliucijoje sergantiesiems Sizofrenija (Altamura ir kt.,
2007). Savizudybés bandymai tarp serganciyjy Sizofrenija yra
dazniau mirtini, naudojant daugiau letaliy metody (Beautrais,
2001; Falkai ir kt., 2009). Vienas ir svarbiausiy savizudybés
numatymo rodikliy sergantiesiems $izofrenija yra anamnez¢ ir
buve ankstesni bandymai (Pompili ir kt., 2007; Reutfors ir kt.,
2009; Bakst ir kt., 2010). Suicidinés tendencijos ar ketinimai
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Intervencija/Vaistas/Diagnostika Irodymy kategorija® Rekomendacija®
Polinkio savizudybei reguliarus vertinimas sergantiesiems $izofrenijai GKP -
Motoriniy nepageidaujamy poveikiy reguliarus jvertinimas C3 4
Stacionarizavimo aptarimas C3 4
Antipsichoziniai vaistai kaip grupé mazinantys savizudiska elgesj C 4
Klozapinas polinkiui savizudybei sergant Sizofrenijai B 3
Papildomas gydymas li¢iu pacientams su nuotaikos sutrikimo simptomais C3 4
Papildomas gydymas antidepresantais esant nuotaikos sutrikimo simptomams C3 4

‘Irodymy kategorijos: [rodymy kategorijos kur A = aiskiis jrodymai i§ kontroliuojamy tyrimy (1 lentel¢).
®Saugumo vertinimas = rekomendacijy laipsnis pagal jrodymy kategorijas ir papildomus saugumo, toleravimo ir tarpusavio sgveiky stiprumo parametrus. GKP

— gera klinikiné praktika.
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turi buti vertinami paciento istorijos kontekste, pateiktoje
paciento, jo artimyjy, jei tai jmanoma-esamo terapeuto (APA
1997; Lehman ir kt., 2004; Falkai ir kt., 2005). Turi bati atidus
pazeidziamy pacienty asmeniniy kriziy laikotarpiais, vykstant
reikSmingiems aplinkos pokyCiams ar padidéjusio distreso
ar depresijos ligos gydymo periodu. Ambulatoriniy pacienty
vizity turéty buti daznesni pazeidziamame periode, ypac po
iSraSymo i§ stacionaro (APA 1997; Lehman ir kt., 2004; Falkai
ir kt., 2005).

Farmakologinis polinkio saviZudybei gydymas

Atviras ir AAKT kartu su registruotais tyrimais parodo,
kad antipsichozinis gydymas PKA ir AKA, apimantis ir
atitinkamas depo formas yra efektyvus mazinant polinkj
savizudybei pacientams, sergantiems Sizofrenija (Wilkinson
ir kt., 1984; Keck ir kt., 200; Khan ir kt., 2001; Barak ir kt.,
2004; Haukka ir kt., 2008; Tiihonen ir kt., 2009). Taciau Sis
teiginys iki $iol iSlieka kontraversiskos diskusijos objektu
(Tondo ir kt., 2010) ([rodymy kategorija C3,; Rekomendacijy
laipsnis 4). Nebuvo nustatytas aiSkus kliniskai patikimas
skirtumas tarp PKA ir AKA efektyvumo Siai indikacijai.
Vienas kohortinis tyrimas su 4 mety stebéjimo periodu parodé
padidéjusig mirties dél jvairiy priezaséiy ir savizudybés rizika
pacientams vartojantiems tioksantinus, lyginant su gydytais
fenotiazinais, butirofenonais ar benzamidais (Montout ir kt.,
2002). Dar daugiau, neigiamas pozitris ] gydyma ir gydymo
rezimo nesilaikymas sergantiems Sizofrenijai yra nustatyti
savizudybés rizikos veiksniai (De Hert ir kt., 2001).

Tuo pat metu, gydytojai ir kiti pagalbos teikéjai turi Zinoti,
kad sunkiis antipsichoziniy vaisty sukelti nepageidaujami
poveikiai gali sukelti savizudiskas tendencijas ir elgesi, galimai
deél padidéjusio motorinio aktyvumo (Mamo, 2007). Remiantis
apzvalga ir ankstesniais duomenimis i§ nedideliy tyrimy
ir atvejy serijos (Mamo 2007) motoriniai nepageidaujami
poveikiai, ypa¢ akatizija siejami su padidéjusia savizudisko
elgesio rizika (Shear ir kt., 1983; Drake ir kt., 1985; Kerwin,
2003; Lehman ir kt., 2004).Taigi ypatingas démesys turi
buti skirtas motoriniams nepageidaujamiems poveikiams
ir savizudisko elgesio atvejais turi buti naudojami
antipsichoziniai vaistai su mazesne $iy nepageidaujamy
poveikiy rizika ([rodymy kategorija C3; Rekomendacijos
Iygis 4). Saltiniai apie motorinius nepageidaujamus poveikius,
siejamus su gydymu PHA ir AKA gali buti randami pirmoje
§iy atnaujinty gairiy dalyje (Hasan ir kt., 2012). Vienas 5
mety trukmés atvejo-kontrolés retrospektyvus tyrimas parode,
kad olanzapinas ir risperidonas gali turéti apsaugantj poveikj
nuo polinkio savizudybei sergantiems Sizofrenija, ir kad
risperidonas rodo didesnj poveikio stipruma, nors ir nesiekiantj
statistiskai reik§mingo (Barak ir kt., 2004). Viena Sertindolio
Cohortos  Prospectinio tyrimo (SCoP) analizé lygino
Sizofrenija sergancius pacientus, kurie buvo atsitiktinai atrinkti
gydytis sertindoliu (4905 pacientai) arba risperidonu (4904
pacientai), paraleliniy grupiy atviro dizaino tyrime. Bendras
tiriamyjy skaicius buvo atitinkamai 6978 ir 7975 pacientai
per metus sertindolio ir risperidono grupése. Mirtingumas dél
savizudybiy Sioje populiacijoje buvo zemas (0,21 [sertindolis]
ir 0,28 [risperidonas] / 100 pacienty per metus gydymo), nors
sertindolis buvo statistiSkai efektyvesnis (Crosq ir kt., 2010).

1995 m. atliktas tyrimas parodé, kad gydymas klozapinu
sumazino serganCiyjy Sizofrenija polinkj ] savizudybe

(sumazejimo rodiklis 85 proc.) (Meltzer ir kt., 1995). Dvejy
mety trukmés atsitiktiniy im¢iy tyrimas su 980 Sizofrenija ir
Sizoafektiniu sutrikimu serganciais pacientais (Tarptautinis
savizudybés prevencijos tyrimas, InterSep tyrimas), parode,
kad gydymas klozapinu, palyginus su olanzapinu, buvo
siejamas su mazesne bandymo zudytis rizika, taip pat mazesniu
hospitalizacijos ir pagalbiniy intervencijy, uzkertanciy kelig
savizudybei, poreikiu (Meltzer ir kt., 2003). Tik keletas i$ Siy
didelés rizikos pacienty nusizudé (penki pacientai, vartoje
klozaping ir trys — olanzaping), taigi tyrimas nejrodé specifinio
prevencinio klozapino poveikio gydant serganciuosius,
linkusius | savizudybe.

Be to, papildomos S$io tyrimo analizés parodé, kad
olanzapino ir klozapino vartojimas pagerina ligos suvokima
ir butent S§is suvokimo pager¢jimas buvo siejamas su
sumazéjusia savizudybés rizika (Bourgeois ir kt., 2004). Kita
antriné Sio tyrimo analizé, kurios tikslas buvo iStirti kartu
vartojamy psichotropiniy vaisty poveikj (kity antipsichoziniy
vaisty, antidepresanty, raminamyjy, anksiolitiky, nuotaikos
stabilizatoriy), parodé, kad tarp pacienty, pasiekianciy
galutinius tyrimo vertinimo rodiklius, olanzapino grupéje
buvo didesnis papildomo kity vaisty vartojimo daznis (Glick
ir kt., 2004). Be to, 94 pacienty retrospektyvusis tyrimas
parodé, kad klozapinas labiausiai sumazina savizudybiy
daznj ir savizudisko elgesio atvejy skaiciy (Modestin ir kt.,
2005). Be to, Nacionalinio klozapino recipienty registro
bei JAV Nacionaliy mirties indekso ir Socialiniy saugumo
administracijos mirties valdymo faily analizé parode, kad
klozapinas mazina sunkia Sizofrenija sergan¢iyjy mirtinguma,
sumazindamas savizudybiy daznj (Walker ir kt.,1997).

Vienos metaanalizés ir vienos apzvalgos duomenys
parémé pasteb¢jima, kad klozapinas mazina savizudybés
rizikg (Wagstaff ir kt., 2003; Hennen ir kt., 2005), bet viena
retrospektyvioji analize, atlikta Veterany reikaly departamento
(Centralizuotas veterany reikaly ir nacionalinis mirties
registras), nepatvirtino $io klozapino pranaSumo (Sernuak ir
kt., 2001), nors §i analizé buvo kritikuota dél metodologiniy
priezasciy (kontrolinés grupés atrankos biido, tikétina, klozapino
gydomasis poveikis artimas statistiSkai reikSmingam (Ertugrul
2002; Meltzer 2002a, Meltzer 2005). Teiginys, kad klozapinas
sumazina Sizofrenija serganciyjy polinkj j savizudybe gali buti
rastas daugybéje nacionaliniy ir tarptautiniy gairiy bei sutarimo
dokumenty (Lehman ir kt., 2004; RANZCP 2005; DGPPN
2006; Moore ir kt., 2007; Buchanan ir kt., 2010; Wasserman ir
kt., 2012). Klozapino vartojimo indikacijas savizudybés rizikai
mazinti Sizofrenija sergantiems pacientams, priklausantiems
didelés rizikos grupei, patvirtino Amerikos Maisto ir vaisty
administracija (FDA) (Meltzer, 2005). Si svarstymy jvairové,
atrodo, patvirtina prielaida, kad klozapinas turéty bati
skiriamas Sizofrenija sergantiems pacientams, kenciantiems
nuo nuolatiniy savizudisky minciy arba savizudisko elgesio,
taigi, turintiems didele savizudybés rizika (Jrodymy kategorija
B, Rekomendacijy lygis 3).

Kitas farmakologinis pasirinkimas serganciyjy Sizofrenija
polinkiui j savizudybe mazinti yra litis. [rodyta, kad litis gerina
serganciyjy Sizofrenija afektinius simptomus (zifiréti pirma
atnaujinty WFSBP gairiy dalj (Leucht ir kt., 2004; Hasan ir
kt., 2012), o APA gairése pacientams, turintiems padidéjusia
savizudisko elgesio rizika, rekomenduojama skirti atsargiai
parinktas dozes. Vis délto tiesioginiy duomeny i§ AAKT apie
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Pasaulinés biologinés psichiatrijos draugiju federacijos biologinio Sizofrenijos sutrikimo gydymo rekomendacijos....

licio veiksminguma mazinant serganciyjy Sizofrenija polinkj i
savizudybe stinga.

REKOMENDACIJU SANTRAUKA

*  Visose ligos stadijose savizudybés rizika turi biiti aktyviai
stebima, reaguojama (Lehman ir kt., 2004; RANZCP
2005) (Geroji klinikine praktika).

¢ Komorbidiska depresija turi bhti nustatyta kaip galima
anksCiau skiriamas gydymas ([rodymy kategorija C3,
Rekomendacijy lygis 4).

e Turéty buti apsvarstyta pacienty, turiniy didelg
savizudybés rizika, hospitalizacijos galimybé¢, taip pat
imamasi prevencijos priemoniy (Lehman ir kt., 2004)
([rodymy kategorija C3, Rekomendacijy lygis 4).

* ISraSymas i§ ligoninés yra kritiné fazé pacientams,
turintiems polinkj | savizudybe. Taigi, po iSraSymo i$
ligoninés ambulatoriniy apsilankymy daznis turéty buti
didesnis, be to, jis turéty biti individualiai moderuojamas
pagal kiekvieno paciento patiriamo streso lygj (Lehman ir
kt., 2004) ([rodymy kategorija C3, Rekomendacijy lygis 4).

e Svarbu maksimizuoti somatinj psichoze ir depresija
serganCiyjy gydyma ir tiesiogiai mazinti pacienty polinkj i
savizudybe empatija bei palaikymu (Lehman ir kt., 2004)
(Irodymy kategorija C3, Rekomendacijy lygis 4).

e Irodyta, kad ir PKA, ir AKA yra veiksmingi mazinant
polinkj | savizudybe (frodymy  kategorija C3,
Rekomendacijy lygis 4), nors reikia atsizvelgti | kelis
nesutapimus tarp skirtingy tyrimy rezultaty. Ypac¢ didelj
démesj reikéty skirti motoriniams nepageidaujamiems
reiSkiniams ir akatizijai, kurie turi bati stebimi.

*  Daugiausia jrodymy, patvirtinanciy savizudisky minciy ir
savizudybiy daznio sumazéjimg siejama su klozapinu. Jo
skyrimg reikéty apsvarstyti, jei yra ryski, nuolat didéjanti
savizudybés rizika (Jrodymy kategorija B, Rekomendacijy
lygis 3).

»  PasireiSkus nuotaikos sutrikimy simptomams, savizudybés
prevencijai gali buti skiriamas litis (Irodymy kategorija
C3, Rekomendacijy lygis 4).

* Esant depresijos simptomams, polinkiui j savizudybe
mazinti gali biiti skiriami antidepresantai, kombinuoti
su itin aktyviu suicidiniy intencijy monitoringu, taigi,
ripinantis galimu vidinés jtampos padidéjimu dar pries
mazejant depresiskai nuotaikai ([rodymy kategorija C3,
Rekomendacijy lygis 4) (zitiréti auksciau).

SUTRIKIMAI, SUKELIAMI PSICHOAKTYVIU
MEDZIAGU VARTOJIMO (4 LENTELE)

PiktnaudZiavimas ir priklausomybé alkoholiui ir

psichotropinéms medZiagoms

Piktnaudziavimas alkoholiu ir kitomis psichoaktyviosiomis
medziagomis tarp serganciyjy Sizofrenija yra labai daZznas,
dazniausiai tai yra komorbidiné buklés sergantiems
Sizofrenija. Nustatytas piktnaudziavimo ir priklausomybés nuo
psichoaktyviyjy medziagy daznis tarp serganciyjy Sizofrenija
svyruoja tarp 15 ir 65 proc., priklausomai nuo medziagos tipo
(Kovasznay ir kt., 1997; Buckley ir kt., 2009). Vieno Genomic
Psychiatry Cohort tyrimo, kuriame dalyvavo 9142 pacientai,
sergantys sunkiu psichoziniu sutrikimu (Sizofrenija, bipoliniu
sutrikimu su psichozés simptomais ir §izoafektiniu sutrikimu),
ir kontroliné grupé — 10195 asmeny, parodé, kad pacientai,

turintys sunkiy psichoziniy sutrikimy turi padidéjusia rizika
rukymui, didelio kiekio alkoholio vartojimui, marihuang ir
rekreaciniy narkotiky vartojimui (Hartz ir kt., 2014).

Komorbidinis  psichoaktyviy medziagy vartojimas
(KPAMYV) yra siejamas su daznesne ir ilgesne hospitalizacija
bei kitais neigiamais veiksniais, jskaitant didesnj atkryciy
daznj netgi tarp pirma epizoda patyrusiy pacienty, didesnj
nebendradarbiavimo daznj, didesnj motoriniy nepageidaujamy
reiskiniy daznj gydymo metu, didesnj nedarbo, benamystes,
nusikalstamumo, jkalinimo, savizudybés ir ZIV infekcijos
paplitima ((Mueser ir kt., 1990; Soyka ir kt., 1993; Drake ir
kt., 2001; Hunt ir kt.2002;Lacro ir kt..2002; Wobrock ir kt.,
2008). Neskaitant legaliy medziagy, tokiy kaip, tabakas ir
alkoholis dazniausia nelegali medziaga, kuria piktnaudziauja
sergantieji Sizofrenija yra kanapés, kurios yra laikomos svarbiu
Sizofrenijos rizikos veiksniu (pvz., Martinotti ir kt., 2012;
Radhakrishnan ir kt. 2014).

Piktnaudziavimas arba priklausomybé psichoaktyviomis
medziagomis daznai lieka neatpazintos ir sistemiskai
nejvertintos, ypac jei toks pacientas matomas iminés psichozés
biuisenos. Kadangi paciy pacienty pateikti duomenys gali buti
nepatikimi, turéty buti ieSkoma patvirtinanciy jrodymy iS
visy imanomy $altiniy, taip pat ir laboratoriniy tyrimy (pvz.,
kepeny fermenty, transferino be karbohidrato, kraujo formulés
ir vidutinio eritrocity tlirio) bei vaisty patikros (Slapime ir
kraujyje). Piktnaudziavimo psichoaktyviosiomis medziagomis
poveikis S$izofrenijos simptomams jvairus ir tai sunkina
diferencijavima su simptomais, susijusiais su piktnaudziavimu
psichoaktyviomis medziagomis ir susijusiais su funkcine
psichoze (Lehman ir kt., 2004). Klinikingje praktikoje Seimos
nariy ir draugy suteikta informacija gali padéti nustatyti
komorbidinj piktnaudziavima psichoaktyviomis medziagomis.
Be to, specifinés apklausos (pavyzdziui, sutrikimy, atsiradusiy
del alkoholio vartojimo, nustatymo testas (AUDIT) arba
Dartmouth Gyvenimo biido jvertinimo instrumentas) galéty
suteikti vertingos informacijos (Lehman ir kt., 2004).
Piktnaudziavimas psichoaktyviosiomis medziagomis gali
turéti jtakos haliucinacijy, paranoidiniy simptomy ir nerimo
sustipréjimui pacientams dar iki susergant Sizofrenija (pvz.,
Dixon ir kt., 1991). Kai kuriais atvejais gali bati ypac¢ sudétinga
atskirti Sizofrenija nuo psichoaktyviy medziagy sukeltos
psichozés, tokiu atveju nustatyti aiSkig priezast] padéty tik
ilgalaiké stebésena abstinencijos sglygomis.

Psichosocialinis gydymas
Si dalis i§ dalies perimta i§ paskutinés $iy WFSBP gairiy

(Falkai ir kt., 2005). Esminis pozilris, skiriant gydyma

asmenims, patiriantiems dviguba sutrikimg, integruotas

piktnaudziavimo  psichoaktyviosiomis = medziagomis ir

Sizofrenijos gydymas (Ridgely ir kt., 1996; Drake ir kt., 2000,

2001; Murthy ir kt., 2012). Kaip anksciau iSsamiai apraSyta

(Falkai ir kt., 2005), tarpdisciplininiy komandy, turinciy patirtj

gydant Sizofrenija ir priklausomybés ligas, rekomenduojamos

skirtingos psichosocialinio gydymo programos suteikia Sig
integracija. | §j gydymo biida jeina:

* iSsamus informavimas, atvejy valdymas, Seimos
intervencijos, tinkamy gyvenimo salygy uztikrinimas,
reabilitacija ir psichofarmakoterapija;

» laipsniskas motyvacinis pri¢jimas prie pacienty, kurie
neigia priklausomybés ligy gydymo poreikj;
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4 lentelé. Rekomendacijos dél komorbidiniy psichoaktyviujy medZiagy skyrimo sergantiems Sizofrenija

Intervencija, vaistas, diagnostika Irodymy kategorija® Rekomendacija®
Detalus psichoaktyviyjy medziagy vartojimo jvertinimas GCP -
Specifinés psichosocialinés intervencijos dél dvigubos diagnozés Sizofrenijos ir medziagy C3 4
vartojimo sutrikimo!

Specifinés psichosocialinés intervencijos su motyvaciniu ir elgesio komponentu dél dvigubos B 3
diagnozés Sizofrenijos ir priklausomybés nuo alkoholio2

Specifinés psichosocialinés intervencijos Sizofrenija sergantiems pacientams su komorbidine C3 4
priklausomybe nuo tabako

Alkoholis

Klozapinas esant dvigubai diagnozei — §izofrenijos ir priklausomybés nuo alkoholio B 3
Antipsichotikai kaip grupé esant dvigubai diagnozei — Sizofrenijos ir priklausomybés nuo alkoholio C3 4
Akamprosatas pacientams su dviguba diagnoze — Sizofrenijos ir priklausomybés nuo alkoholio Cc2 4
Naltrexonas pacientams su dviguba diagnoze — Sizofrenijos ir priklausomybés nuo alkoholio B 4
Kiti

Klozapinas pacientams su dviguba diagnoze — Sizofrenijos ir kity medziagy vartojimo sutrikimus C3 4
Antipsichoziniai vaistai kaip grupé dvigubai diagnozei — Sizofrenijos ir priklausomybés nuo kokaino B 3
Prailginto veikimo injekuojamieji antipsichoziniai vaistai esant dvigubai §izofrenijos ir medziagy C3 4
vartojimo sutrikimo diagnozei d¢l sumazéjusio bendradarbiavimo

Tabakas

Pradeti mesti rikyti tik pacientams, kuriems psichopatologija stabili GCP -
Nikotino pakaitiné terapija B 3
Buproprionas papildomai B 3
Vareniciclinas papildomai D 5

“Irodymy kategorija: jrodymy kategorija, ¢ia: A = patikimi kontroliuojamyjy tyrimy jrodymai (zidr. 1 lentelg)
"Saugumo jvertinimas = rekomendacijy klas¢, parengta remiantis i§ jrodymy lygiu ir papildomais saugumo, toleravimo ir sgveikos potencialo aspektais. GCP—

geroji kliniking praktika.

"Bendrosios rekomendacijos gairése Sioms specifinéms intervencijoms yra pozityvios. Visgi reikia atsizvelgti | naujus tyrimus, kur gauti neigiami rezultatai, ir

intervencijy skirtumus.

*Psichosocialiniy intervencijy naudingumas pacientams, kuriems nustatyta dviguba diagnozé — $izofrenijos ir priklausomybés nuo alkoholio yra nuoseklesnis,

lyginant su kity medziagy vartojimo sutrikimais

» elgesio intervencijos tiems, kurie bando pasiekti arba
iSlaikyti abstinencija;
»  kognityvinés elgesio terapijos elementai.

Pakanka jrodymy, kad kompleksinés gydymo programos
su motyvaciniais elementais, psichoedukacija ir kognityvinés-
elgesio terapijos elementais, padedancios iSvengti tiesioginés
konfrontacijos, gali biati efektyvios mazinant ne tik
piktnaudziavima psichoaktyviosiomis medziagomis, bet ir
psichoziniy dekompensacijy daznj bei sunkumg (Addington
ir kt., 1998; Herman ir kt., 2000; Barrowclough ir kt., 2001;
Drake ir kt., 2001; Hellerstein ir kt., 2001; Baker ir kt., 2002).
Papildomy jrodymy pateiké naujas atviras, bet ne atsitiktinés
imties tyrimas. Jame buvo lyginama integruota (N=85) ir
iprasta (N=35) gydymo programos, taikytos sergantiesiems
Sizofrenija sukomorbidisku piktnaudziavimu psichoaktyviomis
medziagomis. Integruoto gydymo programa buvo perimta i$
Drake ir kt. (2004). Analizé parodé, kad Si intervencija sukele
pageréjima skirtingose Sizofrenijos simptomy grupése, be to,
po 3 mén. nustatytas stebétas suvartojamo psichoaktyviyjy
medziagy kiekio sumazéjimas. Svarbu atkreipti démesj | tai,
kad dauguma pageréjimy isliko daugiau nei 12 mén. (Morrens
ir kt., 2011).

Vis délto naujuose plataus profilio tyrimuose Siomis
bendrosiomis rekomendacijomis abejojama. Gerai
organizuotame tyrime, kuriame buvo remiamasi CONSORT
gairémis nefarmakologiniams tyrimams, buvo lyginami
specifiniy intervencijy (N=164; 26 terapijos sesijos per 12
mén., motyvaciniai pokalbiai, kognityvinés elgesio terapijos

elementai) (Barrowclough ir kt., 2009) veiksmingumas ir
jprastos prieziliros veiksmingumas pacientams (N=163),
sergantiems Sizofrenija arba Sizofreniforminiu, Sizoafektiniu
sutrikimu su komorbidiniu piktnaudziavimu psichoaktyviomis
medziagomis (Barrowclough ir kt., 2010). Siame tyrime
pirminé baigtis (mirtis nuo bet kokios priezasties arba
patekimas | ligoning per 12 mén. nuo gydymo pabaigos)
nesiskyré tarp tiriamyjy grupiy. Antrinés baigtys, tokios kaip
piktnaudziavimo psichoaktyviomis medziagomis pasekmiy
suvokimas, ir klinikinés iSeitys tarp tiriamyjy grupiy taip pat
nesiskyré. Vis délto intervencijy poveikis buvo reik§mingas
mazinant piktnaudziavimo psichoaktyviosiomis medziagomis
daznj (per vieng medziagos vartojimo dieng) ir didesniam
pasirengimui poky¢iams po 12 mén. (Barrowcloughirkt.,2010).
Sie duomenys atitinka ankstesnius daugiausia neigiamus kito
tyrimo rezultatus, lyginant motyvaciniy pokalbiy, kognityvinés
elgesio terapijos (N=65) ir jprastinio gydymo (N=65)
veiksminguma psichoze sergantiems pacientams, per pastaraji
ménesj rizikingai piktnaudziavusiems alkoholiu, kanapémis ir
(ar) amfetaminu (Baker ir kt., 2006). Neseniai publikuotame
viengubai aklame atsitiktiniy im¢iy kontroliuojamame tyrime,
kuriame dalyvavo 110 pacienty, kuriems neseniai sustipréjo
psichozé, su komorbidiniu kanapiy vartojimu, dar kartg
palyginti motyvaciniai interviu bei kognityviné elgesio terapija
su jprasta klinikine priezitira, taciau nenustatyta intervencijy
pranasumo suvartojamy kanapiy kiekio arba klinikiniy
parametry atzvilgiu (Barrowclough ir kt., 2014).

Naujai pasirodziusioje ,,Cochrane* apzvalgoje, | kuria
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buvo itraukti 32 atsitiktinés atrankos kontroliuojamieji
tyrimai, siekta iSsiaiskinti, ar psichosocialinés intervencijos
dél piktnaudziavimo psichoaktyviosiomis medziagomis turi
pranaSumg prie§ standarting zmoniy, serganciy sunkiais
psichikos sutrikimais, priezilira, taciau intervencijy pranaSumo
nenustatyta (Hunt ir kt., 2013). PranaSumas pastebétas
tik abstinencijos (1 AAKT) atveju. Apibendrinus Sioje
,»Cochrane® apzvalgoje abejojama specifinés intervencijos
Sia indikacija veiksmingumu. Lyginant tyrimus (ypac
rengiant metaanalizes), kyla tokiy problemy kaip intervencijy
heterogeniskumas, salyginai mazos imtys (ne naujy tyrimy),
skirtinga stebésenos trukmé po intervencijy ir skirtumai tarp
vartoty medziagy. PanaSu, kad ankstesni tyrimai jtraukeé
daugiau pacienty, piktnaudziaujanciy alkoholiu, kai tuo tarpu
naujuose tyrimuose daznesnis yra kanapiy vartojimas. Tai
galéty paaiSkinti specifiniy intervencijy poveikj. Deja, yra
tik riboti jrodymai, kad specifinés intervencijos turi poveikj
skirtingiems baigéiy parametrams Sizofrenija sergantiems
pacientams,  esant  komorbidiniam  piktnaudziavimui
psichoaktyviosiomis medziagomis (Jrodymy kategorija C3,
Rekomendacijy lygis 4). Taéiau pavieniy tyrimy rezultatai
teikia vil¢iy, ypa¢ daug duomeny rekomenduoti specifines
intervencijas komorbidiniam piktnaudziavimui alkoholiu,
priklausomiems nuo jo (Jrodymy kategorija B, Rekomendacijy
lygis 3). Visgi kanapiy piktnaudziavimui, priklausomybei
néra patikimais jrodymais pagristy specifiniy intervencijy.
APA gairés (Lehman ir kt., 2004), APA Stebésenos gairés
(Dixon ir kt., 2009) ir PORT gairés (Kreyenbuhl ir kt., 2010)
rekomenduoja specifines intervencijas su motyvaciniais ir
elgesio komponentais pacientams, sergantiems Sizofrenija

su komorbidiniu  piktnaudziavimu psichoaktyviosiomis
medziagomis.

Farmakologinis gydymas

Komorbidinio  piktnaudziavimo psichoaktyviosiomis
medziagomis  farmakologinio gydymo rekomendacijos

pacientams, sergantiems Sizofrenija, galéty buti padalytos j
Sias rekomendacijas:
1. Specifinis antipsichozinis gydymas
populiacijoje, siekiant pagerinti psichopatologija.
2. Specifinis gydymas komorbidiniam piktnaudziavimui
psichoaktyviosiomis medziagomis (pvz., alkoholiu,
tabaku, nelegaliomis medziagomis).

Sioje

Reikeéty atkreipti démes;j  tai, kad dauguma antipsichozinio
gydymo tyrimy nejtrauké pacienty, kurie turi komorbidinj
piktnaudziavimag psichoaktyviosiomis medziagomis,
priklausomybe. Apskritai reikéty vengti antipsichoziniy
vaisty, turinCiy stipry anticholinerginj nepageidaujama
poveiki, nes medziagy, kuriomis piktnaudziaujama,
anticholinerginis veikimas, kaip pasekmé, gali biiti sustipréjes.
Papildomi pozityviis simptomai, sukelti piktnaudziaujant
psichoaktyviosiomis medziagomis, dazniausiai iSnyksta jy
nebevartojant. Taigi, Sizofrenija sergantiems pacientams
su  komorbidiniu  piktnaudziavimu  psichoaktyviomis
medziagomis nereikia didesnés antipsichoziniy vaisty dozés
(Iris, 1990; Vilkins, 1997; Lehman ir kt., 2004; Falkai ir kt.,
2005). Reikia informuoti pacientus, kad tokie nepageidaujami
poveikiai, kaip, sedacija ir galvos svaigimas gali biiti ryskesni,
kai antipsichotizinai vaistai vartojami kartu su visomis legaliy
ir nelegaliy medziagy raiSimis (Lehman ir kt., 2004).

Antipsichoziniai vaistai

Deja, visi atlikti tyrimai apie antipsichozinj Sizofrenijos
ir komorbidinio  piktnaudziavimo psichoaktyviosiomis
medziagomis gydyma yra mazy imc¢iy. Paskutinéje WFSBP
gairiy (Falkai ir kt., 2005) versijoje buvo pateikti neapibendrinti
duomenys i§ atviry tyrimy ir pavieniy klinikiniy atvejy,
rodanc¢iy, kad gydymas flupentiksolio dekanoatu sumazino
alkoholio vartojima bei potraukj, kartu nezymiai pagerindamas
psichopatologija sergantiesiems Sizofrenija su dviguba
diagnoze (Soyka ir kt., 1995; Soyka ir kt., 2003). Vis délto
viename tyrime su 281 pacientu, turin€iu stiprig priklausomybe
alkoholiui, flupentiksolio dekanoatas lygintas su placebu
ir nustatyta daugiau atkryciy placebo grupéje (Wiesbeck ir
kt., 2001). Ir psichopatologinés buklés, ir piktnaudziavimo
psichoaktyviosiomis medziagomis (alkoholiu, kokainu,
marihuana, benzodiapinais ir amfetaminais) rodikliy
pageréjimas nustatytas kituose dviejuose tyrimuose, aptartuose
ankstesnéje Siy gairiy versijoje (Falkai ir kt., 2005).

2005 m. padaryta iSvada, kad daugiausia jrodymy, jog
klozapinas yra tinkamiausias vaistas gydyti serganéiuosius
Sizofrenija ir komorbidiniu piktnaudziavimu priklausomybg
sukelianCiomis medziagomis. Dauguma klinikiniy atvejy
gydymui ir momentinio stebéjimo tyrimy jrode, kad
klozapinas sumazino psichoaktyviyjy medziagy vartojima
ir Sizofrenijos simptomy pageréjimg. Be to, pateikéme
ribotg kiekj jrodymy dél risperidono, olanzapino ir tricikliy
antidepresanty ~ veiksmingumo  mazinant  suvartojamy
psichoaktyviyjy medziagy kiekij bei vartojimo daznj Sizofrenija
sergantiems pacientams su komorbidisku piktnaudziavimu
psichoaktyviosiomis medziagomis (Falkai ir kt., 2005).

Nuo 2005 m. buvo publikuotos trys sisteminés apzvalgos,
kuriose specifiskai nagrinéti antipsichoziniy vaisty tyrimai,
kuriuose dalyvavo S$izofrenija sergantys pacientai, turintys
dviguba diagnoze (Wobrock ir kt., 2008; Zhornitsky ir kt.,
2010; Kelly ir kt., 2012). Zhornitsky ir jo bendradarbiai
identifikavo 43 tyrimus, i§ kuriy 23 jtrauké pacientus su
gretutine psichoze (10 atvejo-kontrolés tyrimy ir 13 atsitiktinés
atrankos). Nejtraukus tyrimy su pacientais, turin¢iais bipolinj
sutrikima, ir tyrimy, besigilinanc¢iy j priklausomybe nuo
tabako, Sioje apzvalgoje nustatyti tik penki AAKT, kuriuose
dalyvavo Sizofrenija sergantys pacientai, su komorbidiniu
piktnaudziavimu = stimuliantais, kanapémis ir alkoholiu
(Zhornitsky ir kt., 2010). Pagrindiniai Sios apzvalgos duomenys
gali buti apibendrinti taip:

*  klozapino vartojimas yra pagrjstas patikimais jrodytas kaip
mazinantis alkoholio vartojimg Sizofrenija sergantiems
pacientams, su komorbidiniu piktnaudziavimu alkoholiu;

* nepakanka jrodymy, kad klopazinas mazina kanapiy
vartojimg  jomis  piktnaudziaujantiems  Sizofrenija
sergantiems pacientams;

»  kiti AKAV (kvetiapinas, olanzapinas ir risperidonas) gali
lemti pageré¢jima alkoholio (ir kanapiy) piktnaudziavimo
atveju;

«  AKAV veiksmingumas asmenims, turintiems
priklausomybe stimuliantams, pagal teigiamy ir neigiamy
tyrimy duomenis neaiskus.

Kelly ir kt. 2012 m. apzvalgoje pateikiama viena antriné
analizé, gauta atlikus AAKT su pirma Sizofrenijos epizoda
patyrusiais pacientais. Joje nenustatyta jokio skirtumo
tarp olanzapino ir risperidono poveikio mazinant potraukj
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kanapiy vartojimui tarp pacienty, turinéiy ilgalaikj psichikos
sutrikimg dél piktnaudziavimo kanapémis.(Sevy ir kt.,
2011). Naujesniame pilotiniame AAKT (N=30) pacientai,
sergantys Sizofrenija ir piktnaudziaujantys kanapémis arba
priklausomi nuo jy, buvo gydomi arba ziprasidonu, arba
klozapinu ir stebéti iki 12 mén. Abicjose grupése kanapiy
vartojimas sumazejo, nors gydymas klozapinu buvo siejamas
su maziau pozityviy simptomy, taciau jj vartojant pasireiské
daugiau nepageidaujamy reiskiniy bei pastebétas blogesnis
bendradarbiavimas gydymo metu (Schnell ir kt., 2014). Apie
leidziamus, prailginto veikimo AKAV yra vienas atviras,
aklas AAKT, kuriame lyginamas 6 mén. trukmés gydymas
risperidono mikrosferomis (47,2 mg/2 sav.) ir zuklopentiksolio
dekanoatu (200 mg/3 sav.), kuriame dalyvavo 115 pacienty,
serganCiy Sizofrenija ir piktnaudziaujantys arba priklausomi
nuo alkoholio arba kity psichoaktyviyjy medziagy (Rubio
ir kt., 2006). Pacienty, gydyty risperidono mikrosferomis
grupéje pastebéta reikSmingai maziau teigiamy Slapimo testy,
ilgesnis laikas iki atkrycio dél nelegaliy medziagy vartojimo
ir rySkus pageréjimas pozityviy, negatyviy, bendryjy ir
bendroje simptomy sunkumo PANSS skal¢je, o gydymas
zuklopentiksolio dekanoatu buvo siejamas su daugiau
motoriniy nepageidaujamy reiskiniy (Rubio ir kt., 2006).
Pakartotiné ilgalaikio atsitiktinés atrankos tyrimo su $izofrenija
serganciais pacientais analizé parodé, kad baltosios rasés
pacientams veiksmingesni prailginto veikimo injekuojamieji
(PVIA) (risperidono mikrosferas) nei kity grupiy vaistai
(geriamieji antipsichoziniai vaistai pagal psichiatro paskyrima)
psichoaktyviyjy medziagy vartojimo baigtims (Leatherman ir
kt., 2014), o tai rodo gydymo PVIA nauda Sioje specifinéje
populiacijoje.

Be to, kitos studijos rodo, kad tick PKA (haloperidolis),
tick AKA (olanzapinas, risperidonas, kvetiapinas) gali biiti
veiksmingi mazinant potraukj vartoti kokaing S$izofrenija
sergantiems pacientams su komorbidiniu piktnaudziauvimu
(Smelson ir kt., 2002, 2006; Tsuang ir kt., 2002; Weisman,
2003; Sayers ir kt., 2005).

APIBENDRINANTYS TEIGINIAI

e Klozapinas yra veiksmingas mazinant potraukj
psichoaktyviosioms medziagoms pacientams, turintiems
dviguba diagnoze: Sizofrenija ir alkoholio ([rodymy
kategorija B, rekomendacijylygis 3)beikitypsichoaktyviyjy
medziagy ([rodymy kategorija C3, rekomendacijy lygis 4)
vartojimo sutrikimas. Taip pat reikia atsizvelgti j tai, kad
del nepakankamo bendradarbiavimo $ioje pacienty grupéje
ilgas pradinis klozapino titravimo periodas, pradedant
gydyma, gali riboti klozapino vartojima. Reikia biiti ypac
démesingiems, nes pacientams, turintiems alkoholio
vartojimo sutrikimg, yra hemopoetinés sistemos ligy
rizika (pvz., makrolitiné anemija, taip pat pancitopenija)
arba kauly Ciulpy supresija, o tai gali didinti klozapino
indukuotos agranulocitozés rizikg. Be to, komorbidinis
piktnaudziavimas alkoholiu gali sustiprinti klozapino
kardiotoksiskuma.

» Kai kurie antipsichotiziniai vaistai pasirodé veiksmingi
pacientams, turimtiems dviguba Sizofrenijos ir alkoholio
vartojimo sutrikimy diagnoze ([rodymy kategorija C3,
Rekomendacijy lygis 4), mazinant psichoaktyviyjy
medziagy suvartojimg ir potraukj.

* Riboti teigiami jrodymai apie kity antipsichoziniy vaisty
(PKA ir AKA) poveikj mazinant kokaino vartojimg ir
potraukj Sizofrenija sergantiems pacientams, turintiems
kokaino vartojimo sutrikima (Jrodymy kategorija B,
rekomendacijy lygis 3).

* Islieka priestaringi duomenys apie AKA pranasuma pries
PKA, mazinant suvartoty psichoaktyviyjy medziagy kiekj
ir potraukj (Jrodymy kategorija C3, rekomendacijy lygis 4).

* Dél nepakankamo bendradarbiavimo pacienty grupéje
su dviguba diagnoze naudingiau skirti ilgo veikimo
injekuojamus antipsichotikus (frodymy kategorija C3,
rekomendacijy lygis 4).

Potraukj maZinamieji vaistai
Yra nedaug duomeny apie potrauki mazinamuosius
vaistus, komorbidinei priklausomybei nuo alkoholio gydyti

pacientus, sergancius Sizofrenija. Viena atvejo analizé¢ (74

mety Sizofrenija serganti moteris) nustaté¢ akamprosato

naudingumg pacientams su dviguba diagnoze: Sizofrenijos ir
priklausomybe nuo alkoholio (Tek ir kt., 2008). ClinicalTrials.
gov apraso vieng dviejy savaiciy trukmes, atsitiktinés atrankos,
dvigubai akla, placebu kontroliuojama tyrima (NCT00463346,
numatomas imties dydis =30), kuris tiria papildomo gydymo
akamprosatu veiksmingumg gydant Sizofrenija sergancius
pacientus, turin¢ius komorbiding priklausomybe nuo alkoholio.

ClinicalTrials.gov nurodyti du tyrimai, kuriuose tiriamas

naltreksono veiksmingumas. Abu tyrimai (NCT00453609;

NCT00145847) baigti, bet rezultatai dar neskelbti. Pilotiniame

AAKT (N=31) papildomas gydymas naltreksonu léme

reikSmingg girtavimo dieny sumazéjima, sunkaus girtavimo

dieny (>5 gérimai) sumazéjimg ir sumazéjusj potraukj
alkoholiui, lyginant su placebu, tuo tarpu nerasta jokiy

psichopatologiniy skirtumy tarp grupiy (Petrakis ir kt., 2004).

Viena atvejo analizé, kurioje aprasomas Sizofrenija sergantis

pacientas su dviguba diagnoze, parodé sumazéjusj potraukj

alkoholiui ir psichoaktyviyjy medziagy suvartojamo kiekio

sumazéjima po gydymo baklofenu (Agabio ir kt., 2007).

Kitos medZiagos

Keleto ankstesniy tyrimy rezultatai rodo, kad triciklinis
antidepresantas  desipraminas,  vartojamas kartu  su
antipsichozinais vaistais, gali sumazinti potraukj kokainui
(Ziedonis ir kt.,1992) ir jo vartojima (Wilkins, 1997) nuo
kokaino priklausomiems pacientams, sergantiems Sizofrenija.
Papildomas imipramino skyrimas disforiskiems S$izofrenija
sergantiems pacientams, su komorbidiniu piktnaudziavimu
kokainu ir kanapémis, buvo siejamas su sumazéjusiu
kokaino, bet ne kanapiy vartojimu, tuo tarpu vienam pacientui
depresijos simptomai nepageréjo, o psichoziniai simptomai
net pablogéjo (Siris ir kt., 1993). Atvejy aprasymy serijoje,
kai vaistams atsparia gydymui Sizofrenija sergantys pacientai
su komorbidiniu alkoholio vartojimo sutrikimu buvo gydomi
lamotrigino ir klozapino deriniu, nustatytas reikSmingas
alkoholio suvartojimo ir potraukio sumaz¢jimas (Kalyoncu ir
kt., 2005). Vis délto, del anticholinerginiy poveikiy gydymas
tricikliniais antidepresantais neturéty buti pradedamas, kol
nebaigtas detoksikacijos procesas. Kiti galimi nepageidaujami
gydymo tricikliniais  antidepresantais  poveikiai  yra
hipertenziniy kriziy provokavimas, kai greta vartojamos
psichoaktyviosios medziagos, turin¢ios adrenerginj veikima
(Falkai ir kt., 2005). Taigi, esant mazai jrodymy, negalima
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rekomenduoti tricikliniy antidepresanty Sizofrenija sergantiems
pacientams, priklausomiems nuo kokaino, siekiant sumazinti
kokaino vartojima, skirti triciklinius antidepresantus Sizofrenija
sergantiems pacientams, su komorbidiniu piktnaudziavimu
psichoaktyviomis medziagomis.

PRIKLAUSOMYBE TABAKUI

Riakymo daznis tarp serganciyjy Sizofrenija siekia iki
90 proc., ir daugelio tyrimy nustatytas biologinis rysys tarp
priklausomybés nuo tabako ir Sizofrenijos (Dome ir kt., 2010;
D’Souza ir kt., 2012). Turint omenyje, kad rukymas turi jtakos
metabolinio sindromo, $irdies ir kraujagysliy sistemos ir kity
somatiniy ligy pasireiSkimui, nieko keista, kad Sizofrenija
sergantys pacientai turi didesn¢ Siy komorbidiniy somatiniy
sutrikimy rizikg (De Hert ir kt., 2011; Hasan ir kt., 2013), taigi,
priklausomybés nuo tabako gydymui skiriama vis daugiau
démesio. Tuo tarpu APA pareiske, kad rikymo nutraukimas yra
esminis sveikatos i§8tikis individams, sergantiems Sizofrenija
(Dixon ir kt., 2009).

2009 m. publikuotose APA gairése: Sizofrenija
serganCiy pacienty praktinése gydymo gairése (Dixon ir
kt., 2009), kurios paremtos keliais atsitiktinés atrankos,
placebo-kontroliuojamais tyrimais, rekomenduojama skirti
bupropiona, bupropiono ir nikotino pakaiting terapija arba
buprobiono ir kognityvinés elgesio terapijos derinj rukymui
mazinti Sizofrenija sergantiems pacientams. Visgi autoriai
siilo platesnj farmakologinj gydyma, sickiant sumazinti
rikymo paplitimg, nes cituoty tyrimy autoriai prane$é¢ apie
daugiau atkry¢iy, baigus tyrimus (Dixon ir kt., 2009). PORT
gairése (Buchanan ir kt., 2010; Kreyenbuhl ir kt., 2010) taip
pat rekomenduojama skirti bupropiong su pakaitine nikotino
terapija ar be jos, kartu skiriant psichosocialing intervencija
Sizofrenija sergantiems pacientams, norintiems mesti rukyti
arba sumazinti suriikomo tabako kiekj. Europos psichiatry
asociacijos (EPA) Priklausomybés nuo tabako vadove ir
rukymo metimo strategijose, skirtose zmonéms, sergantiems
psichikos liga (Riither ir kt., 2014), priklausomybé nuo
tabako gydymui Sizofrenija  sergantiems pacientams
rekomenduojama skirti psichosocialing intervencija, pakaiting
nikotino terapija, bupropiong ir varenikling. Vienoje naujoje
,»Cochrane® metaanalizéje vertintos skirtingos intervencijos,
padedancios mesti riikyti arba mazinti surikomo tabako kiekj
tarp serganciyjy Sizofrenija. Autoriai jtrauké 34 tyrimus, i$
kuriy septyniuose buvo lyginami bupropionas ir placebas,
dviejuose — vareniklinas ir placebas (Tsoi ir kt., 2013). Si
,»Cochrane* apzvalga parode, kad bupropionas mazina rikymo
paplitimg tarp Sizofrenija serganciy pacienty nesunkindamas
psichopatologijos. Be to, vareniklinas taip pat turi teigiama
poveiki padedant mesti rikyti Sizofrenija sergantiems
pacientams, taCiau autoriai iSreiSkia aiSky susirlipinima,
kad nejmanoma iSvengti psichiatriniy nepageidaujamy
poveikiy (Tsoi ir kt., 2013). | papildyta sistemin¢ apzvalga ir
metaanalize buvo jtraukti Sesi tyrimai tik su serganciaisiais
Sizofrenija ir vienas tyrimas su serganCiaisiais Sizofrenija ir
bipoliniu sutrikimu, kuriame buvo vertinamas vareniklino
veiksmingumas ir saugumas mazinant rukymo paplitima tarp
Sizofrenija serganciy pacienty lyginant su placebu. Nepaisant
keleto teigiamus rezultatus gavusiy Saltiniy, Sioje metaanalizéje
(septyni tyrimai, viso 352 Sizofrenija sergantys pacientai)
nenustatyta papildomos terapijos vareniklinu pranasumo pries$

placeba metant rukyti tarp serganciyjy Sizofrenija (Kishi ir kt.,
2014). Be to, autoriai nenustaté didesnés suicidiniy ketinimy
ir depresijos rizikos varineklino grup¢je lyginant su placebu,
o tai patvirtina gera vareniklino toleravima (Kishi ir kt.,
2014). Visa tai patvirtina ankstesnius duomenis apie §io vaisto
saugumg aprasyta vienoje sisteminéje apzvalgoje (Cerimele
ir kt., 2012). Be to, viename mazame dvigubai aklame
atsitiktinés atrankos klinikiniame tyrime lygintas alosterinis
nikotino acetilcholininiy moduliatorius galantaminas (N=18)
ir placebas (N=25), taciau jokio poveikio metimui rukyti tarp
serganciyjy Sizofrenija nenustatyta (Kelly ir kt., 2008).

PAGRINDINIAI TEIGINIAIAPIE METIMA RUKYTI

*  Metimo riikyti procesas turéty biiti pradedamas tik stabilios
biklés Sizofrenija sergantiems pacientams, bet ne iminés
ligos fazés metu (geroji klinikiné praktika).

»  Pakaitiné nikotino terapija gali biiti rekomenduojama, nes
tam pakanka patikimy jrodymy (/rodymy kategorija B,
Rekomendacijy lygis 3): turéty buti atsizvelgta | tai, kad
EPA gairése pakaitiné nikotino terapija rekomenduojama
kaip pirmojo pasirinkimo gydymas visiems riikkantiesiems.

* Nors nepakanka duomeny apie kognityvines ir kitas
psichosocialines intervencijas, §iy intervencijy taikymas
turéty buti svarstomas visiems Sizofrenija sergantiems
pacientams, kurie nori sumazinti rilkyma arba mesti riikyti
([rodymy kategorija C3, Rekomendacijy lygis 4).

+  Sizofrenija sergantiems pacientams, kurie nori rikyti
maziau arba mesti rukyti, turéty biiti pasitilytas bupropionas
([rodymy kategorija B, Rekomendacijy lygis 3); reikéty
atsizvelgti | potencialig papildoma epilepsijos slenkscio
sumaz¢jimo rizika (turéty buti atliekama kontroliné EEG,
ypac tais atvejais, kai gydymas derinamas su klozapinu).

* Nepakanka duomeny apie varenikling, dél neigiamos
metaanalizés ir mazy imciy ankstesniuose tyrimuose
negalima rekomenduoti Sio vaisto, kol néra didelés
imties multicentriniy tyrimy ([rodymy kategorija D,
Rekomendacijy lygis 5).

NESTUMAS IR MAITINIMAS KRUTIMI

PrieSingaineikitos$iy gairiydalys, butentdalisapienéstuma
ir maitinimag kriitimi paremta tik kity gairiy ir sisteminiy atvejy
analiziy apzvalgy duomenimis, nes kontroliuojamieji tyrimai,
akivaizdu, yra negalimi. APA gairése (Lehman ir kt., 2004) ir
DGPPN gairése (DGPPN, 2006) yraspecifiniai, betriboti skyriai
apie Sizofrenija serganciy pacienciy néStumg ir maitinima
kratimi. Reikéty atsiminti, kad Sizofrenija sergancios moterys
turi didesne neplanuoto néStumo ir akusSeriniy problemy rizika
(Miller, 1997; Bennedsen, 1998). Vienas pavyzdys i§ 2096
naujagimiy, gimusiy 1428 Sizofrenija sergancios moterims
ir 1555975 naujagimiai, gime¢ bendrojoje populiacijoje,
parodé, kad moterys, sergancios Sizofrenija, turi didesne
rizikg pagimdyti negyva arba nei$neSiota kudikj, mazo svorio
gestacinio amziaus naujagimj, didesné ir kiidikio mirties rizika
(Nilsson ir kt., 2002). Vis délto po statistinio didelés rikymo
rizikos (du kartus dazniau nei bendrojoje populiacijoje) ir kity
motinos rizikos veiksniy vertinimo (vieni$a motina, motinos
amzius, didesnis néstumy skaicius, motinos iSsilavinimas,
motinos kilmés Salis ir néStumo sukeltos hipertenzinés ligos)
nustatyta, kad rizika reikSmingai mazesné (Nilsson ir kt.,
2002). Tai patvirtina ankstesniy tyrimy ir apzvalgy rezultatus,
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kurie rodo didesne néstumo komplikacijy rizika (Modrzewska,
1980; Sacker ir kt., 1996) ir rodo, kad komorbidiSkumas ir
kiti rizikos veiksniai turi reikSminga néstumo komplikacijy
rizika Sizofrenija serganioms néSciosioms (Bennedsen,
1998). Daugybé atvejo-kontrolés tyrimy (pvz., Byrne ir kt.,
2007) patvirtino padidéjusig néStumo komplikacijy rizikg. Be
to, viename tyrime buvo sulyginta negyvo kudikio ar kiidikio
mirties rizika tarp 2230 vaiky, gimusiy $izofrenija sergancioms
moterims, ir 123544 bendrosios populiacijos vaiky; taip pat
jgimty malformacijy rizika buvo sulyginta tarp 746 vaiky,
gimusiy Sizofrenija sergan¢ioms moterims ir 56106 bendrojoje
populiacijoje gimusiy vaiky (Bennedsen ir kt., 2001). Sio
tyrimo rezultatai atskleidé, kad Sizofrenija sergancios moteris
turi didesne rizika susilaukti naujagimio, kuriam bus Giminés
kiidikio mirties sindromas arba jgimtos malformacijos, bet
nenustatytas negyvagimiy ar naujagimiy mir¢iy daznio
skirtumas. Vis délto, autoriai pabrézia, kad jy atradimai turi
trikumy, kadangi santykiné rizika yra vertinta neatsizvelgiant
] tokius rizikos veiksnius, kaip rikymas, piktnaudziavimas
kitomis medziagomis, ar vaisto vartojimo biidg (Bennedsen
ir kt, 2001). Neseniai i$spausdintame prospektiniame
kohortiniame tyrime buvo lyginta 561 nés¢ia moteris, vartojanti
AKA, 284 nésciosios, vartojancios PKA, ir 1122 nésciosios,
vartojancios vaistus, turin¢ius Zinomg neigiama poveiki vaisiui
(Habermann ir kt., 2013). Visgi, dideliy apsigimimy daznis dél
AKA poveikio buvo didesnis lyginant su II kohorta ( SR 2.17)
(dazniausiai stebéti priesirdziy ir skilveliy pertvaros defektai).
Be to, prenatalinis PKA poveikis buvo siejama su didesniu
postnataliniy sutrikimy dazniu (21,6 proc.), lyginant su AKA
poveikiu (15,6 proc.) ir lyginant su II kohorta (4,2 proc.).
Galiausiai, prieslaikinis gimimas ir mazas kudikio svoris
buvo dazniau stebéti tarp vaiky, kuriy motinos vartojo PKA
(Habermann ir kt., 2013).

Apibendrinus, nenustatytas AKA teratogeniskumas, be
to, negyvagimiy arba kudikiy mir¢iy daznis atitiko nustatyta
kontrolingje grupéje. PKA ir AKA grupéje stebétas didesnis
suminis savanoriSko néStumo nutraukimo daznis, taCiau
spontaniniy aborty daznis tarp visy trijy grupiy nesiskyré
(Hebermann ir kt., 2013). Kito naujo tyrimo duomenimis,
i§ 142 wvaiky, kuriy motinos néStumo laikotarpiu vartojo
antipsichotizinius vaistus, 18 proc. gimé anksciau laiko,
43 proc. reikéjo specifinés ar intensyvios priezitros, 37
proc. turéjo Giminj respiracinio distreso sindroma ir 15 proc.
atvejy stebéti medziagy nutraukimo reiskiniai (Kulkarni ir
kt., 2014). Viename aprasomajame kohortiniame tyrime i$
prospektyviai surinktos duomeny bazés buvo tiriamos 133
moterys, vartojusios AKA ir kitus psichotropinius vaistus, ir
133 zymétos kontrolinés tiriamosios. Viso buvo 137 motinos-
vaiko poros, kai vartota AKA monoterapija, ir 96, kai buvo
skirtas gydymas daugiau nei vienu psichoaktyviu vaistu.
Politerapija buvo siejama su reikSmingai didesniu moters
kiino svoriu prie§ néstuma, daugiau komorbidiniy patologijy,
dazniau gimdymo metu reikéjo naudoti pagalbines priemones,
be to, dazniau gimé mazi pagal gestacinj amziy naujagimiai
(Sadowski ir kt., 2013). Naujagimiams, kuriy motinoms
néstumo laikotarpiu taikyta polifarmakoterapija, pasitaiké
daugiau komplikacijy (prieslaikinis gimimas, didesnis
intensyvios priezitiros poreikis, daugiau igimty malformacijy
ir naujagimio vystymosi defekty) nei tiems, kuriy motinoms
taikyta monoterapija (Sadowski ir kt., 2013). Sie radiniai

rodo, kad polifarmakoterapija, lyginant su monoterapija, lemia
daugiau néstumo komplikacijy motinai ir vaisiui. Kiekvienas
farmakologinis gydymas (taigi ir antipsichozinis) néstumo
ir maitinimo kritimi metu siejamas su didesne potencialia
akuSeriniy, teratogeniniy, neurofunkciniy ir neonatalinémiy
kompliacijy grésme (McCauley-Elsom ir kt., 2007). Kita
vertus, negydyta motinos psichozé taip pat yra sicjama su
néstumo komplikacijomis ir sunkumais riipinantis savo vaiku
po jo gimimo. Skirtingose sisteminése ir literattiros apzvalgose
detaliai iSanalizuotas antipsichotiziniy vaisty, naudoty
néstumo laikotarpiu, poveikis motinai ir vaisiui (Einarson ir
kt., 2009; Galbally ir kt., 2014). Siy apzvalgy rezultatai rodo,
kad antipsichoziniy vaisty vartojimas néstumo laikotarpiu
lemia didesn¢ prieslaikinio gimimo, mazesnio ar didesnio
nei normalus gimimo svorio, gestacinio diabeto, patologiniy
raumeny judesiy rizika, taiau pazymima, kad griezto specifinio
ry$io su antipsichotiky vartojimu nerasta. Remiantis APA
(Lehman ir kt., 2004) gairémis, skiriant Sizofrenija serganciai
nésciajai ar kudikj kriitimi maitinanciai moteriai antipsichozinj
gydyma, reikia atsizvelgti j dvi problemas:

e jvairiy psichotropiniy vaisty (antipsichoziniy) rizika

vaisiui, naujagimiui ir kritimi maitinamam kadikiui.

*  prenatalinés prieziiiros adekvatuma.

Amerikos  Pediatry =~ Akademija  savo  gairése
»Psichoaktyviyjy vaisty vartojimas néstumo laikotarpiu
bei galimi poveikiai vaisiui ir naujagimiui® pazyméjo, kad
psichiatriniy sutrikimy gydymui reikalinga farmakologiné
terapija, kiekvieng sprendima priimti reikia pasitarus su
psichiatru ir akuseriu (Pediatrics, 2000).

Klinikinéje praktikoje reikia atsizvelgti | keturias
pagrindines situacijas, kai gydymas antipsichoziniais vaistais
skiriamas néstumo arba maitinimo kritimi laikotarpiu:

*  Moterys, sergancios Sizofrenija ir nuolat vartojancios
antipsichozinius vaistus, kurios nori susilaukti vaiky.

*  Moterys, sergancios Sizofrenija ir nuolat vartojancios
antipsichotinius vaistus, kurios pastoja.

*  Moterys, kurioms pirmg kartg psichozé pasireiskia
néstumo laikotarpiu ar po gimdymo.

*  Moterys, kurioms néstumo laikotarpiu ar po gimdymo
nustatomas psichozes atkrytis.

Vienoje sistemingje apzvalgoje apibendrinti keturi skirtingi
potencialiis rizikos veiksniai motinos-vaiko porai, siejami
su motinos antipsichoziniy vaisty vartojimu ankstyvojo arba
veélyvojo néstumo laikotarpiu (Gentile, 2010):
* Didieji vaisiaus apsigimimai

teratogeniskumas).

*  Perinatalinés komplikacijos (neonatalinis toksiSkumas).
*  Postnataliniai elgesio sutrikimai (elgesio toksiskumas).
*  Gestacinés komplikacijos.

(strukturinis

Be to, galimi vaiko raidos ir elgesio sutrikimai.

Bendrieji gydymo aspektai

Sis skyrius papildo ir i§ple¢ia bendrasias keliy empiriniy
ir sisteminiy apzvalgy bei keleto skirtingy gairiy (Lehman
ir kt., 2004; DGPPN, 2006; McCauley-Elsom ir kt., 2007,
Galbally ir kt., 2010, 2014; Gentile, 2010; Seeman, 2013)
rekomendacijas. Visos rekomendacijos paremtos §ios srities
eksperty nuomone ir klinikine patirtimi (/rodymy kategorija
C3, Rekomendacijy lygis 4).
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Pasaulinés biologinés psichiatrijos draugiju federacijos biologinio Sizofrenijos sutrikimo gydymo rekomendacijos....

*  Motery, serganciy Sizofrenija, néStumo ir maitinimo
kraitimi valdyma turéty vykdyti multidiscilpininé komanda,
kurig sudaro psichiatrai, ginekologai, pediatrai ir akuserés,
glaudziai bendradarbiaudama su Seima. Rekomenduojama
skirti ypatingg démesj tais atvejais, kai Seima negeba
bendradarbiauti arba jai reikia socialinés pagalbos.

* Reikia kiek jmanoma labiau mazinti kitus potencialiai
vaisiui  zalingus  veiksnius  (pvz.,  komorbidinj
piktnaudziavima psichoaktyviosiomis medziagomis).

e Penki miligramai folaty per dieng turéty buti skiriami 3
mén. pries pastojimg ir visg néStumo laikotarpj.

* Svarbu informuoti visas pacientes ir jy partnerius apie
antipsichoziniy vaisty rizikg ir privalumus néStumo
laikotarpiu bei maitinant kriitimi, ir, jei jmanoma, turéty
buti gautas rastiSkas sutikimas. Be to, psichoedukacinio
pokalbio metu turéty biti aptartos atitinkamos pacienéiy
baimés dél gydymo néStumo laikotarpiu. Ypaé¢ iSsamiai
reikéty paaiskinti santyking teratogeniSkumo ir kudikiy
apsigimimy rizika be jokio gydymo, palyginus ja su
santykine rizika, vartojant antipsichoziniais vaistais.

e Neéstumas turéty buti stebimas, ir visos motinos bei
vaisiaus komplikacijos (pvz., gestacinis diabetas) turéty
biiti dokumentuojamos. | tai jeina periodiniai sveikatos
patikrinimai, reguliaris kraujo, glikemijos tyrimai,
gliukozés tolerancijos testas (ypa¢ kai skiriami tam
tikri AKA, turintys nepalanky metabolinj poveikj) bei
ultragarsiniai tyrimai.

» Jeigu motina atsisako gydymo, o psichozés simptomai
kelia pavojy jos arba vaisiaus gyvybei, reikia apsvarstyti
priverstinio gydymo galimybe, atsizvelgiant ] vyraujancias
etines normas ir vietinius jstatymus.

¢ Gimdymas turéty vykti specializuotame centre, kuris
turi patirties Sioje srityje bei gali susisiekti su psichiatru
ir pediatru bet kuriuo metu. Tokiuose centruose turéty
buti kudikiy intensyviosios terapijos skyriai, nes
antipsichoziniy vaisty vartojimas néstumo laikotarpiu
siejamas su jvairiomis ponatalinémis komplikacijomis
(kvépavimo nepakankamumu, abstinencijos simptomais),
taigi, gali prireikti intensyvios terapijos arba specialios
slaugos.

*  Po gimdymo, reikéty skatinti gerg motinos ir vaiko rysj, jei
matomas poreikis, sitilyti psichosocialing pagalba.

* Ankstyvyjy ir vélyvyjy komplikacijy rizika salyginai
maza, todel reikia stebéti vaiky, gimusiy moterims,
vartojancioms antipsichozinius vaistus, vystymasi ir
i$siaiskinti, ar neatsirado komplikacijy (pvz., ankstyvyjy
komplikacijy, kaip respiracinio distreso sindromo, arba
vélyvyjy komplikacijy, kaip ankstyvo metabolinio
sindromo arba vystymosi atsilikimo).

* Reikéty vengti politerapijos, ypac
stabilizatoriais ir SSRI.

NESCIUJU IR KRUTIMI MAITINANCIU MOTERU
GYDYMAS ANTIPSICHOZINIAIS VAISTAIS

su nuotaikos

Rekomenduojant gydyma antipsichoziniais vaistais
néstumo laikotarpiu, reikia laikytis grieztesnio standarto nei
jprastoje klinikinéje praktikoje. Kaip minéta anksciau, dél
etiniy priezasCiy neatlikta kontroliuojamyjy psichotripiniy
vaisty rizikos néstumo laikotarpiu vertinimo tyrimy
(Lehman ir kt., 2004). Kaip teigiama ,,Cochrane® sisteminéje

apzvalgoje, ,dabartinés gairés ir klinikiné praktika, kai

moterims su neafektiniais sutrikimais néstumo laikotarpiu

ir iSkart po jo skiriami antipsichoziniai vaistai, néra paremta
jrodymais i§ atsitiktiniy imciy, kontroliuojamyjy tyrimy

(Webb ir kt., 2004). Pabréztina, kad nuotaikos stabilizatoriai,

tam tikri antidepresantai ir benzodiazepinai dazniau sukelia

apsigimimus ir elgesio sutrikimus nei antipsichoziniai vaistai

(Lehman ir kt., 2004). Apzvelgsime keleta bendry gydymo

antipsichoziniais vaistais néStumo ir maitinimo kriitimi

laikotarpiu aspekty (Lehman ir kt., 2004; DGPPN, 2006;

Barnes ir kt., 2011) (Jrodymy kategorija C3, Rekomendacijy

lygis 4):

* Jeigu néra kontraindikacijy, pirmiausia reikeéty skirti
antipsichozinius vaistus, kai zinoma, kad juos vartojant
pasiekiama pakankama $izofrenijos simptomy kontrolé.

e Jeigu jmanoma ir kliniskai toleruojama, antipsichozinio
vaisto vartojimo pradzia turéty biiti nukelta | antrajj arba
trecigjj trimestra, nes didziausia apsigimimy rizika yra
pirmojo trimestro metu. Jeigu yra klinikiné indikacija,
galima skirti antipsichozinius vaistus ir pirmojo trimestro
metu, taciau tuo atveju reikia jvertinti rizikos ir naudos
santyki.

e Turéty buti vartojama maziausia veiksminga tam tikro
antipsichozinio vaisto doz¢ vengiant deriniy su Kkitais
vaistais. Prie§ pradedant gydyma antipsichoziniais
vaistais, reikéty iSbandyti visas psichosocialinio gydymo
galimybes.

* Reikia jvertinti vaisto gydomajj poveikj, jvertinti motinos
metabolizmo pokyCius néstumo ir maitinimo kriitimi
laikotarpiu.

*  Poaiskausnaudosirrizikos jvertinimo, nerekomenduojama
staiga nutraukti antipsichozinio vaisto, nes tai didina
atkry€io rizika, taigi, ir néStumo komplikacijy arba zalos
vaisiui rizika.

* Rekomenduojama skirti geriamuosius vaistus, nes taip
galima lanksciai keisti dozavimo schemg. Tac¢iau motery,
kuriy biisena stabili vartojant depo preparatus, gydymo |
geriamuosius vaistus keisti nereikéty.

Rekomendacijos (5 lentelé) specifiniams antipsichoziniams
vaistams negali pasiekti auks$tesnio nei C3 jrodymy lygio
([rodymy kategorija C3, rekomendacijy lygis 4, eksperto
nuomoné, klinikiné patirtis). FDA 1979 m. pristaté néStumo
kategorijas (arba néstumo rizikos kategorijas) vaisiaus rizikoms
ivertinti, motinos néstumo laikotarpiu esant farmakologiniam
fonui. Daugiau informacijos apie specifinius antipsichozinius
vaistus gali biiti rasta néStumo poveikiy registro sarase (angl.
List of Pregnancy Exposure Registries) puslapyje: www.fda.
gov. Informacija apie specifiniy antipsichotiky saugumg ir
tinkamuma, (apraSyta tolesniame skyriuje), parengta remiantis
sisteminémis apzvalgomis (McCauley-Elsom ir kt. 2007;
Gentile, 2010) ir nacionalinémis gairémis (Lehman ir kt. 2004;
DGPPN 2006; Barnes ir kt., 2011).

Pirmosios kartos antipsichoziniai vaistai (PKA) néstumo
laikotarpiu

Haloperidolis yra vienas labiausiai patvirtinty PKA
Sizofrenijos gydymui, kuris klinikinéje praktikoje vartojamas
ir psichozei néstumo laikotarpiu gydyti, Sios specifinés buklés
metu daugiausia patirties yra gydant bltent Siuo vaistu.
Maziausia reikalinga haloperidolio dozé¢ gali biti skiriama

Vol. 17, No 2, 2015, December

BIOLOGICAL PSYCHIATRY AND PSYCHOPHARMACOLOGY

79



Gydymo rekomendacijos

5 lentelé. Antipsichoziniy vaisty vartojimo rekomendacijos néstumo
ir maitinimo kriitimi laikotarpiu

Antipsichotikas Trodymy kategorija* Rekomendacija®
Néstumas

Haloperidolis C3 4
Risperidonas C3 4
Olanzapinas 3 4
Kvetiapinas C3 4
Klozapinas Nerekomenduojama 5
Kiti AKA F -
Maitinimas kritimi

Jei jmanoma, i$vengti C3 4
matinimo kriitimi antipsi-

chozinio gydymo metu

Olanzapinas C3 4
Chlorpromazinas C3 4
Klozapinas Nerekomenduojama 5
Zuklopentiksolis Nerekomenduojama 5

“Irodymy kategorija: J[rodymy kategorija, ¢ia: A = patikimi i§ kontroliuojamyjy
tyrimy jrodymai (zitr. 1 lentele).

"Saugumo jvertinimas = rekomendacijy kategorija iSvesta i§ jrodymy
kategorijos ir papildomi saugumo, tolerantiskumo, saveikos potencialo
aspektai. GCP — Geroji klinikiné praktika. Daugiau informacijos pateikiama
pagrindiniame tekste.

néstumo laikotarpiu (mazos dozés rezimas). Nepaisant
didelés klinikinés patirties su kitais PKA, gydymas néstumo ir
maitinimo kriitimi laikotarpiu neturéty buti pradétas jokiu kitu
Sios grupés medikamentu.

Antrosios kartos antipsichoziniai vaistai (AKA) vartojami

néstumo laikotarpiu

Tarp AKA daugiausia patirties yra su olanzapinu ir jis gali
biiti pasirenkamas kaip pirmojo pasirinkimo vaistas néstumo
laikotarpiu. Taciau reikia atsizvelgti | tai, kad yra didesné
rizika susirgti nésciyjy cukriniu diabetu ir su juo susijusiomis
antrinémis ligomis. Buvo keli prane$imai apie nervinio
vamzdelio defekty atvejai vartojant olanzaping (Gentile,
2010). Maziau patirties yra néstumo laikotarpiu vartojant
risperidong. Visgi jis gali buti svarstytinas kaip galimybé
néstumo laikotarpiu, taciau tokiu atveju bitina labai atidziai
stebéti naujagimio galimus motorinius nepageidaujamus
reiskinius. Panasu, kad Kvetiapinas veikia panaSiai kaip
olanzapinas, bet klinikiné vartojimo patirtis nepakankama.
Nepaisant to, kvetiapinas gali biiti svarstomas kaip gydymo
galimybé néstumo laikotarpiu. Dél specifiniy nepageidaujamy
reiSkiniy (ypa¢ agranulocitozés, traukuliy indukcijos,
metaboliniy poveikiy) ir didelés perinataliniy komplikacijy
rizikos (pvz., suglebusio kudikio sindromo, naujagimio
hipoksinés encefalopatijos), nereikéty néStumo laikotarpiu
skirti klozapino. Kiti AKA neturéty buti skiriami Sizofrenijos
gydymui néstumo laikotarpiu, nes klinikiné jy vartojimo
patirtis yra nepakankama. Néra pakankamai duomeny skirti
rekomendacijas kitiems AKA.

Bet kuris antipsichozinio vaisto pakeitimas kitu gydymo
metu yra sicjamas su padidéjusia atkry¢io rizika (Hasan ir
kt., 2012). O néscia moteris, serganti Sizofrenija, ir taip turi
didele rizikg nebetesti gydymo vaistais ir dél to patirti ligos
antkrytj (Spielvogel ir kt., 2010), todél jau skiriamas gydymas

bet kuriais AKA neturéty biiti nutrauktas, jei néra akivaizdziy
saugumo garantijy.

Maitinimas kriitimi

Daugybéje gairiy  nerekomenduojama  maitinti
kriitimi, vartojant antipsichozinius vaistus (Lehman ir
kt., 2004; DGPPN, 2006). Sis teiginys buvo grindziamas
nepakankamais saugumo jrodymais (DGPPN, 2006). Taciau
literatliros apzvalgos i§ esmés neatmeta galimybés maitinti
kriitimi vartojant antipsichozinius vaistus (Usher ir kt., 2005;
Seeman, 2013). Viena sisteminé apzvalga, | kurig buvo
jtraukti tyrimai nuol950 iki 2008 mety, negaléjo pateikti
iSvady apie rizikg ir naudg zindant kriitimi antipsichozinio
gydymo metu, bet, nepaisant to, labai aiSkiai pabrézé, kad
klozapinas ir olanzapinas neturéty biiti vartojami maitinant
kriitimi  (Gentile, 2008). Vienoje neseniai publikuotoje
metaanalize, siekiant iStirti poveikj zindomam naujagimiui,
kai motina vartoja antipsichozinius vaistus, apzvelgti keturi
perspektyviniai tyrimai, 12 klinikiniy atvejy, 28 klinikiniai
atvejai ir vienas farmakologinis registras. Autoriai patikslino,
kad olanzapiny ir kvetiapiny galima vartoti zindymo
laikotarpiu. Chlorpromazinas, haloperidolis, risperidonas
ir zuklopentiksolis skirtini tik esant garantuotai gydytojo
priezitirai. Vartojant visus kitus antipsichozinius vaistus,
maitinimas kritimi nerekomenduotinas (Klinger ir kt., 2013).

Vienoje sisteminéje apzvalgoje, kurios tikslas buvo
iSsami bibliografiné paieska Medline (1967-2008m.) ir
PsychINFO (1967-2008 m.) duomeny bazése nustatyta, kad
antipsichoziniai vaistai — tai psichoaktyviy vaisty klasé, kurios
vartojimas maitinant kriitimi maziausiai iStirtas (Fortinguerra
ir kt., 2009). Sios apzvalgos autoriai kaip pirmojo pasirinkimo
vaistus psichozei gydyti kritimi maitinan¢ioms moterims
rekomenduoja chlorpromazing ir olanzapina, nes jie turi
maziausig i$siskyrimo j motinos pieng laipsnj (Fortinguerra ir
kt., 2009). Tuo tarpu klozapinas ir sulpiridas kontraindikuotini
del salyginai didelio iSsiskyrimo j motinos piena (Fortinguerra
ir kt., 2009). Todél svarbu paminéti, kad visi psichotropiniai
vaistai yra iSskiriami j motinos piena, taciau Sio patekimo
laipsnis priklauso nuo vaisto dozés, vartojimo daznio, motinos
absorbcijos, difuzijos i§ motinos kraujotakos j motinos piena,
vaisto metabolizmo grei¢io motinos organizme bei absorbcijos
greiio vaiko organizme (Fortinguerra ir kt., 2009).

Apibendrinus galima teigti, kad mamos ir vaiko rysio,
besivystancio maitinant kriitimi, nauda turi biiti jrodyta,
lyginant su galima antipsichoziniy vaisty, gauty su motinos
pienu, zala naujagimiui. Taciau taip pat svarbu atsizvelgti ]
rizika, kylancia dél negydytos psichozés moterims, kurios
noréty maitinti kriitimi. Dél nepakankamy duomeny apie
antipsichoziniy vaisty vartojimo sauguma maitinant kriitimi,
to daryti nerekomenduojama. Vis délto individualiais atvejais
nemaitinimo kriitimi psichologiné rizika nusveria naujagimio
antipsichoziniy vaisty ekspozicijos rizika. Jeigu rizikos ir
naudos santykis palankus, galima leisti motinai maitinti
kriitimi, nuolat lankantis pas pediatra.

ISVADOS

WEFSBP gairiy dél biologinio Sizofrenijos gydymo
atnaujinime apibendrinami jau esami duomenys apie S$ias
kliniskai svarbias bukles: depresija, polinkj j savizudiska
elgesi, piktnaudziavima psichoaktyviosiomis medziagomis,
néstuma, maitinimg kriitimi. Nepaisant didziulés depresijos,
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savizudisko elgesio ir piktnaudziavimo psichoaktyviosiomis
medziagomis jtakos Sizofrenijos eigai, yra nejtikétinai
mazai duomeny, kuriais remiantis galima sukurti aiSkias
irodymais pagristas rekomendacijas, paremtas atsitiktiniy
im¢iy klinikiniy tyrimy rezultatais. Vis délto nepaisant
gerai organizuoty multicentriniy tyrimy stygiaus, kliniskai
taikomoms rekomendacijoms sukurti pakanka duomeny, gauty
i§ apzvalgy, mazos imties tyrimy ir kity Saltiniy. Psichiatrai
turéty zinoti, kad komorbidiné depresija, savizudiskas elgesys
ir piktnaudziavimas psichoaktyviosiomis medziagomis dar
labiau didina ir taip didelj Sizofrenija serganciy pacienty
mirtinguma. Taigi, svarbu ne tik teisingai diagnozuoti Sias
bukles, bet greitai ir tinkamai jas gydyti.

Kitas i8stkis, kylantis gydant sergancigsias Sizofrenija, yra
néstumas bei maitinimas kriitimi. Tokiu atveju, siekiant suteikti
pacientei geriausig pagalba, reikia ypatingo tarpdisciplininio
bendradarbiavimo. Taigi, tarpdiscipliniSkumas ir optimalus
informacijos srautas yra pagrindiniai veiksniai, padedantys
uztikrinti  sékminga  Sizofrenija  serganCiyjy  gydyma
néStumo bei maitinimo kratimi metu. Akivaizdu, kad néra
jokiy kontroliuojamyjy tyrimy apie antipsichoziniy vaisty
vartojimg néStumo ir maitinimo kriitimi laikotarpiu. Vis délto
duomeny apie antipsichoziniy vaisty vartojima néStumo
laikotarpiu pakanka pateikti klinikingje praktikoje pritaikomas
rekomendacijas. Nepaisant bendryjy veiksniy, lyginant su
kitais vaistais, pirmenybé turéty bati teikiama PKA ir AKA.
Yra ypa¢ mazai duomeny apie maitinima kriitimi, taigi, visos
su tuo susijusios rekomendacijos yra ribotos.

Taigi, Sios rekomendacijos atskleidzia patikimy jrodymy
trikuma specifinése, taciau kliniskai svarbiose Sizofrenijos
gydymo situacijose. Norint pagerinti ilgalaike Sizofrenija
serganCiy pacienty priezilirg, reikia atlikti daugiau moksliniy
tyrimy. Kadangi mazai tikétina, jog farmacinés kompanijos
skirs didelj démes;j Sios srities tyrimams, reikalingy tyrimy
atlikimas ir jy finansavimas tampa i$Stkiu gydytojams,
nacionalinéms ir tarptautinéms akademinéms institucijoms. Be
$iy tyrimy progresas Sizofrenija serganciy pacienty prieziiiroje
nejmanomas.
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Motery lytinés funkcijos indeksas — metodika motery
lytinei funkcijai vertinti

Giedré JONUSIENE!, Virginija ADOMAITIENE?, Rosita ANIULIENE?, Biruté ZILAITIENE*

'Romuvos klinika , Kaunas, Lietuva
*Lietuvos sveikatos moksly universiteto Psichiatrijos klinika
SLietuvos sveikatos moksly universiteto AkuSerijos ir Ginekologijos klinika
“Lietuvos sveikatos moksly universiteto Endokrinologijos institutas

Pastargjj deSimtmetj sparCiai augant susidoméjimui
motery lytinés funkcijos sutrikimy diagnostika ir gydymu,
Siy sutrikimy gydymo efektyvumui jvertinti atsirado
psichometriskai  patvirtintos  instrumentuotés  poreikis.
»Auksiniu standartu® visame pasaulyje tapo ,,Motery lytinés
funkcijos indeksas* (angl. Female Sexual Function Index-
FSFI)[1]. Sis klausimynas naudojamas motery lytinei funkcijai
vertinti tiek klinikiniuose, tiek ir epidemiologinése tyrimuose
[2]. FSFI gali biiti naudojamas kaip atrankos jrankis ir kaip
motery lytinés funkcijos sutrikimy diagnostiné priemoné [3].
FSFI yra pakankamai jautrus instrumentas vertinant lytinés
funkcijos dinamika lytinés funkcijos sutrikimy gydymo eigoje
[1]. Tai dazniausiai naudojama instrumentuoté bei pastebimas
spartus Sios skalés vartojimo augimas jvairiuose tyrimuose,
kurie publikuoti medicinin¢je PubMed duomeny bazéje [4,5].

Raymond Rosen su bendraautoriais 2000 metais sukiiré $ig
daugiaas¢ FSFI skale, kad standartizuoti pagrindinius moters
lytinio funkcionavimo vertinimo aspektus [2]. Skalg sudaro 19
klausimy, vertinanciy lytine funkcija per pastargsias 4 savaites
ir ji atspindi 6 lytinio funkcionavimo sritis: lytinio potraukio (2
klausimai), lytinio susijaudinimo (4 klausimai), lubrikacijos (4
klausimai), orgazmo (3 klausimai), pasitenkinimo (3 klausimai)
ir skausmo/diskomforto (3 klausimai) [3,6,7]. Atskiry FSFI
poskaliy jverciai ir visos skalés bendras jvertis apskaic¢iuojami
naudojant specialig skaic¢iavimo formule, kuri pateikta skalés
vertinimo aprase. Atskiros poskalés jvertis apskaic¢iuojamas
sudedant ta poskale sudaranciy klausimy jvercius ir gauta suma
padauginus i§ konkretaus tai poskalei koeficiento. Bendras
visos skalés jvertis apskaiCiuojamas sudéjus visy poskaliy
ivercius. Pazymétina, kad poskalés jvertis lygus nuliui rodo,
kad tiriamoji pastarajj ménesj buvo lytiskai neaktyvi, taciau
jokios tolimesnés reikSmingos informacijos apie tam tikrg sfera
tai neatspindi [2,7]. Toliau pateikiama FSFI lietuviska versija,
poskaliy reikSmiy lentelé ir reikSmiy skaic¢iavimo formulé.

Kuriant FSFI, tirta 128 motery imtis (21-69 mety
amziaus), kurios atitiko motery seksualinio sujaudinimo
sutrikimo kriterijus (angl. female sexual arousal disorder)
pagal DSM-IV (angl. Diagnostic and Statistical Manual of
Mental Disorder IV). Kontroling grup¢ sudaré 131 seksualiniy
nusiskundimy neturinéios (21-68 mety amziaus) moterys.
Specialisty grupés sudaryta pirminj klausimyno varianta
sudaré 30 klausimy. Pagrindiniai klausimai buvo susij¢
su motery seksualinio susijaudinimo sutrikimu, taip pat
buvo paliestos potraukio, skausmo, orgazmo ir seksualinio

pasitenkinimo sferos. Sio etapo tikslas buvo nustatyti bazinius
psichometrinius kriterijus, kad klausimynas buty aiskus ir
suprantamas, blity pateiktas platus spektras atsakymo varianty,
santykinai paprastas vertinimas ir rezultaty skaiCiavimas,
klausimynas biity nesaliSkas atsizvelgiant | amziy, etninius
ypatumus, i$silavinimg bei ekonominj statusg. Pagal faktoriy
analizés metodus, buvo iSskirtos 5 seksualinio funkcionavimo
sferos: (a) lytinis potraukis ir individualus susijaudinimas, (b)
lubrikacija, (¢) orgazmas, (d) pasitenkinimas, (¢) skausmas/
diskomfortas. Klausimyng tobulinant, atsizvelgiant |
naujausias rekomendacijas, potraukio ir susijaudinimo sferos
i$skirtos ] atskiras dimensijas ir Sis atskirimas leidzia jvertinti
periferinj (t.y. lubrikacija) bei centrinj (t.y individualaus
sujaudinimo pojitis ir potraukis) atsakus j lytinj stimulg.
Sumazinus klausimy skai¢iy, pasirinkta optimali 19 klausimy,
apimanciy minétas SeSias lytinio atsako sferas, skalé.
Klausimai, nurodantys, kiek seksualiniam aktyvumui turi
jitakos psichologinis stresas, jtraukti nebuvo sickiant i§vengti
interpretacijos dviprasmiskumo [2].

FSFI yra ,,popieriaus ir pieStuko* tipo anketa, kurig per
10-15 minuciy uzpildo pati respondenté¢ [3,7]. Klausimai
buvo suformuluoti taip, kad tikty tiek heteroseksualioms, tiek
homoseksualioms tiriamosioms [2]. Tiriamoji turi biti bent
kiek seksualiai aktyvi pastaryjy keturiy savaiciy laikotarpyje
[2]. Ivertinus ROC (angl. receiving operating characteristic-
curve fitting) ir CART (angl. Classification and Regression
Trees) analizes, diagnostinei klasifikacijai pasiiilyta naudoti
bendra rodiklj <26, t.y. tiriamoji, kuri surenka 26 ir maziau
baly bendrame rezultate turéty buty priskirta seksualinio
sutrikimo rizikos grupei ir ateityje dél to tiriama. Sios analizés
metu pastebéta, jog sumazéjgs skausmo poskalés rodiklis
gali asocijuotis su skausmo fenomenu sueities metu, o
sumazéjes lubrikacijos rodiklis gali biiti susijes su seksualinio
susijaudinimo sutrikimu. Analizés metu esminé sasaja
buvo pastebéta tarp sumazéjusios lubrikacijos ir skausmo.
O sumazéje potraukio ir sujaudinimo rodikliai daugiausia
asocijavosi su bet kuria i§ diagnostiniy grupiy, todél neturéty
biiti naudojami pagrindu diagnostinei klasifikacijai [3].

Originali  instrumentuoté¢  pasizymi geru  vidiniu
suderinamumu (angl. internal consistency), t.y. visy 6 sfery
atskirai ir bendras visos skalés Cronbach‘o alpha koeficientas
0,82 ir daugiau bei santykinai auks$tu stabilumu pakartotinio
vertinimo (angl. zest-retest) atzvilgiu, t.y. atskirai visy 6 sfery
Pearson‘o koreliacijos koeficiento reikSmé buvo nuo 0,79
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iki 0,86, o bendras visos skalés — 0,88 [2]. Koreliacijos tarp
FSFI poskaliy reik§mingos ir stiprios. Stipriausias koreliacinis
rySys nustatytas tarp susijaudinimo ir orgazmo (r=0,81),
susijaudinimo ir pasitenkinimo (r=0,8), susijaudinimo ir
potraukio (r=0,76) [3].

Tiriant skalés geb¢jimg diferencijuoti (ang. discriminant
validity) tarp pacien¢iy grupés, atitinkancios motery
seksualinio sujaudinimo sutrikimo kriterijus pagal DSM-
IV ir kontrolinés grupés, nustatytas statistiskai reikSmingas
(p<0,001) kiekvienos poskalés ir visos skalés rodikliy tarp $iy
grupiy skirtumas. RysSkiausi skirtumai stebéti lubrikacijos ir
susijaudinimo srityse. Divergentinis validumas (angl. divergent
validity) nustatytas naudojant Locke-Wallace santuokinio
suderinamumo testg (angl. Locke-Wallace Marital Adjustment
Test, 1959). Kontrolinés grupés jveré¢io koreliacija tarp Locke-
Wallace santuokinio suderinamumo testo ir bendro FSFI
skalés jvercio buvo vidutiniskai zema (Pearson’o koreliacijos
koeficientas r=0,53), o grupés su seksualinio sujaudinimo
sutrikimo kriterijais labai Zema (Pearson’o koreliacijos

koeficientas 1=0,22), stipriausias rySys stebétas seksualinio
pasitenkinimo srityje [2,6]. Paaiskéjo, kad FSFI atskiry
poskaliy, kaip ir visos skalés, rodikliai turi geras galimybes
diferencijuoti subjektus su ir be lytiniy disfunkcijy, tuo tarpu
koreliacija su santuokiniu pasitenkinimu téra vidutiné [2, 3, 6].

Apibendrinant — FSFI tai trumpas, 19-os klausimy
savivertés klausimynas, skirtas moters lytinei funkcijai
ivertinti, sudarytas i§ SeSiy poskaliy, atspindinciy lytinio
ciklo fazes bei bendro jver¢io. Klausimyne nevertinamas
subjektyvus distreso pojitis, kuris yra lytiniy disfunkeijy
diagnostinis kriterijus, todél naudoti vien $ig instrumentuote
sutrikimams diagnozuoti nerekomenduojama. Surinkus maziau
baly nei nustatyti ribiniai diagnostiniai balai, nurodo, jog
respondenté turi rizikos seksualiném disfunkcijoms ir ji dél to
rekomenduoma biti tiriama toliau. Lietuviska versija pasizymi
geru diagnostiniu lygiu, ribiniai seksualiniy disfunkcijy
diferencijavimo balai lietuviskoje versijoje nustatyti <25,5,
moterims pomenopauziniame laikotarpyje.

MOTERU LYTINES FUNKCIJOS INDEKSAS

Tiriamosios identifikacinis Nr.

Data

INSTRUKCIJOS: Tai klausimai apie Jlisy per pastargsias 4 savaites patirtus lytinius jausmus ir reakcijas. PraSome kuo atviriau ir aiSkiau atsakyti
1 zemiau pateiktus klausimus. Jlsy atsakymai bus laikomi visiSkoje paslaptyje. Atsakydama i klausimus, vadovaukités Siais apibrézimais:

Lytinius veiksmus gali sudaryti glamonés, meilés zaismas, masturb
Lytiné sueitis apibréziama kaip varpos jsiskverbimas j makstj.
Terminas lytiné stimuliacija vartojamas partneriy meilés zaismo,
apibudinti.

ATSAKANT | KLAUSIMA, PAZYMIMAS TIK VIENAS LANGELIS

acija ir vaginaliné sueitis.

savistimuliacijos (masturbacijos) arba erotiniy fantazijy situacijoms

Lytinis potraukis arba geismas — tai jausmas, apibtidinamas kaip noras patirti lytiniy igyvenimy, atsiliepimas j partnerio iniciatyva ir

mintys arba fantazavimas apie myléjimasi.

Klausimas

Galimi atsakymai

1. Ar daznai per pastargsias 4 savaites jautéte lytinj potraukj ar
geisma?

O 5 = Beveik visada arba visada

O 4 = Dauguma karty (daugiau nei pus¢ karty)

O 3 = Kartais (apie pusg karty)

O 2 = Keleta karty (maziau nei pus¢ karty)

O 1 = Beveik niekada arba niekada

3. Ar daznai per pastargsias 4 savaites jautéte lytinj susijaudinimag
(aistrg) lytiniy veiksmy ar lytinés sueities metu?

O 0 = Lytiniy veiksmy nebuvo

O 5 = Beveik visada arba visada

O 4 = Daugumga karty (daugiau nei puse karty)

O 3 = Kartais (apie pusg¢ karty)

O 2 = Keleta karty (maziau nei pusg karty)

O 1 = Beveik nickada arba niekada

5. Kaip jvertintuméte pastaryjy 4 savaiciy pasitikéjima savimi, kad
Jums pavyks lytiskai susijaudinti lytiniy veiksmy ar lytinés sueities
metu?

0O 0 = Lytiniy veiksmy nebuvo

O 5 = Labai didelis pasitikéjimas savimi

O 4 = Didelis pasitikéjimas savimi

O 3 = Vidutinis pasitikéjimas savimi

O 2 = Mazas pasitikéjimas savimi

O 1 = Labai mazas arba jokio pasitikéjimo savimi

2. Kaip jvertintuméte per pastargsias 4 savaites jausto lytinio
potraukio ar geismo lygj (laipsnj)?
O 5 = Labai didelis

O 4 = Didelis
O 3 = Vidutinis
O 2 = Mazas

O 1 = Labai mazas arba visai jokio

4. Kaip jvertintuméte lytinio susijaudinimo (aistros) lygi lytiniy
veiksmy ar lytinés sueities metu per pastargsias 4 savaites?

O 0 = Lytiniy veiksmy nebuvo

0O 5 = Labai didelis

O 4 = Didelis
O 3 = Vidutinis
O 2 = Mazas

O 1 = Labai mazas arba visai jokio
6. Ar daznai per pastarasias 4 savaites buvote patenkinta susijaudinimu
(sukilusia aistra) lytiniy veiksmy ar lytinés sueities metu?

O 0 = Lytiniy veiksmy nebuvo

O 5 = Beveik visada arba visada

O 4 = Dauguma karty (daugiau nei puse karty)
O 3 = Kartais (apie pusg¢ karty)

O 2 = Keleta karty (maziau nei pus¢ karty)

O 1 = Beveik niekada arba niekada
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Klausimas

Galimi atsakymai

7. Ar daznai per pastarasias 4 savaites pasiekéte maksties lubrikacija
(,,sudrékote®) lytiniy veiksmy ar lytinés sueities metu?

O 0 = Lytiniy veiksmy nebuvo

O 5 = Beveik visada arba visada

O 4 = Daugumg karty (daugiau nei puse karty)

O 3 = Kartais (apie pusg¢ karty)

O 2 = Keleta karty (maziau nei pusg karty)

O 1 = Beveik niekada arba niekada

9. Ar daznai per pastargsias 4 savaites iSlaikéte maksties lubrikacija
(,,sudrekima®) iki lytiniy veiksmy ar lytinés sueities pabaigos?

O 0 = Lytiniy veiksmy nebuvo

O 5 = Beveik visada arba visada

O 4 = Daugumga karty (daugiau nei pus¢ karty)

O 3 = Kartais (apie pusg karty)

O 2 = Keleta karty (maziau nei pus¢ karty)

O 1 = Beveik niekada arba niekada

11. Ar daznai per pastarasias 4 savaites lytinés stimuliacijos ar lytinés
sueities metu pasiekéte orgazma (kulminacijos taska)?

0 0 = Lytiniy veiksmy nebuvo

O 5 = Beveik visada arba visada

O 4 = Dauguma karty (daugiau nei puse karty)

O 3 = Kartais (apie pusg karty)

O 2 = Keleta karty (maziau nei pus¢ karty)

O 1 = Beveik niekada arba niekada

13. Ar per pastargsias 4 savaites buvote patenkinta savo sugebéjimu
pasiekti orgazma (kulminacijos taska) lytiniy veiksmy ar lytinés
sueities metu?

O 0 = Lytiniy veiksmy nebuvo

O 5 = Labai patenkinta

O 4 = Vidutiniskai patenkinta

O 3 = Beveik vienodai patenkinta ir nepatenkinta

O 2 = Vidutini$kai nepatenkinta

O 1 = Labai nepatenkinta

15. Ar per pastarasias 4 savaites buvote patenkinta lytiniais santykiais
su savo partneriu?

O 5 = Labai patenkinta

O 4 = Vidutiniskai patenkinta

O 3 = Beveik vienodai patenkinta ir nepatenkinta
O 2 = Vidutiniskai nepatenkinta

O 1 = Labai nepatenkinta

17. Ar daznai per pastargsias 4 savaites jautéte diskomforta arba
skausmg jsiskverbiant | makstj?

O 0 = NebandZiau santykiauti

O 1 = Beveik visada arba visada

O 2 = Daugumg karty (daugiau nei puse karty)

O 3 = Kartais (apie pusg¢ karty)

O 4 = Keletg karty (maziau nei pus¢ karty)

O 5 = Beveik niekada arba niekada

19. Kaip jvertintuméte diskomforto ar skausmo jsiskverbiant j makstj
arba po jsiskverbimo j makstj lygj (laipsnj) per pastarasias 4 savaites?
0O 0 = Nebandziau santykiauti

O 1 = Labai didelis

O 2 = Didelis
O 3 = Vidutinis
0 4 = Mazas

O 5 = Labai mazas arba visai jokio

8. Ar per pastargsias 4 savaites buvo sunku pasiekti maksties
lubrikacija (,,sudrékti®) lytiniy veiksmy ar lytinés sueities metu?

O 0 = Lytiniy veiksmy nebuvo

O 1 = Nepaprastai sunku arba nejmanoma

O 2 = Labai sunku

O 3 = Sunku
O 4 = Sunkoka
O 5 = Nesunku

10. Ar per pastargsias 4 savaites buvo sunku islaikyti lubrikacija
(,,sudrékima*) iki lytiniy veiksmy ar lytinés sueities pabaigos?

0O 0 = Lytiniy veiksmy nebuvo

O 1 = Nepaprastai sunku arba nejmanoma

O 2 = Labai sunku

O 3 = Sunku
O 4 = Sunkoka
O 5 = Nesunku

12. Ar per pastarasias 4 savaites lytinés stimuliacijos ar lytinés
sueities metu buvo sunku pasiekti orgazma (kulminacijos taska)?

0 0 = Lytiniy veiksmy nebuvo

O 1 = Nepaprastai sunku arba nejmanoma
0O 2 = Labai sunku

0 3 = Sunku

O 4 = Sunkoka

0 5 = Nesunku

14. Ar per pastarasias 4 savaites buvote patenkinta Jisy ir Jisy
partnerio emociniu artumu lytiniy veiksmy metu?

O 0 = Lytiniy veiksmy nebuvo

O 5 = Labai patenkinta

O 4 = Vidutiniskai patenkinta

O 3 = Beveik vienodai patenkinta ir nepatenkinta
O 2 = Vidutini$kai nepatenkinta

O 1 = Labai nepatenkinta

16. Ar per pastargsias 4 savaites buvote patenkinta savo lytiniu
gyvenimu apskritai?

O 5 = Labai patenkinta

O 4 = Vidutiniskai patenkinta

O 3 = Beveik vienodai patenkinta ir nepatenkinta
O 2 = Vidutiniskai nepatenkinta

O 1 = Labai nepatenkinta

18. Ar daznai per pastargsias 4 savaites jautéte diskomforta arba
skausma po jsiskverbimo | makstj?

0O 0 = Nebandziau santykiauti

O 1 = Beveik visada arba visada

O 2 = Daugumg karty (daugiau nei puse karty)

O 3 = Kartais (apie pusg¢ karty)

O 4 = Keletg karty (maziau nei pus¢ karty)

O 5 = Beveik niekada arba niekada
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ATSKIRU FSFI POSKALIU IVERCIAI IR VISOS
SKALES JVERTIS

Atskiry FSFI poskaliy jverciai ir visos skalés (bendrasis)
jvertis apskaic¢iuojami, naudojant zemiau esancioje lenteléje
pateikta skaic¢iavimo formule. Atskiry poskaliy jverciams
nustatyti sudekite atskiry poskalg sudaranciy punkty jvercius,

o gautg sumg padauginkite i$ poskalés koeficiento (zr. zemiau).
Sudéje Sesiy poskaliy jvercius, gausite bendrajj skalés jvert].
Reikia pazyméti, kad atskiry poskaliy ivertis ,,nulis“ rodo,
kad tiriamoji teigé pastarajj ménesj buvusi lytiSkai neaktyvi.
Tiriamyjy jver¢ius galima surasyti skiltyje desSingje.

Poskale Klausimai Iverciy Koeficientas Maziausias Didziausias [vertis
intervalas ivertis ivertis
Potraukis 1,2 1-5 0,6 1,2 6,0
Susijaudinimas 3,4,5,6 0-5 0,3 0 6,0
Lubrikacija 7,8,9,10 0-5 0,3 0 6,0
Orgazmas 11,12, 13 0-5 0,4 0 6,0
Pasitenkinimas 14, 15, 16 0 (arba 1)-5 0,4 0,8 6,0
Skausmas 17, 18, 19 0-5 0,4 0 6,0
Visos skalés jverciy intervalas 2,0 36,0
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Conference for psychiatrists, psychologist and general practitioners
in Kaunas, Lithuania

6—7 May, 2016

""Anxiety and Stressor-Related Disorders: from diagnostic challenge to evidence-based treatment"

The organizers:

Psychiatry Clinic at Lithuanian University of Health Sciences (LUHS)

Lithuanian Society of Biological Psychiatry (LSBP)

Plenary lecture:

ECNP (European College of Neuropsychopharmacology) supported talk:

"How Neuroscience based Nomenclature (NbN) can help in rational prescribing?"
Prof. Joseph Zohar, ECNP Past President, Tel Aviv University, Israel

A ECNP
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Vaas met bloemen (Vase with flowers)
A work of ECNP-supported patient art
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*For details please visit:

neuroscience

For the science and treatment of disorders of the brain
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