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Editorial/ Redakcijos skiltis

“Stress is the trash of modern life — we all generate it but if you don t dispose of it properly,
it will pile up and overtake your life”. Terri Guillemet (quotation anthologist)

Dear Colleagues,

Despite the fact that anxiety is a normal emotion that
is experienced by everyone at some time in their lives, as a
response to stressful life events it could become a serious
health problem that reduces the quality of life. Anxiety
disorders belong to the most common psychiatric disorders in
the world. However, many patients who might benefit from
psychiatric treatment are not diagnosed or not treated. The
discussion about the diagnosis and treatment of problems in
patients with anxiety and stressor-related disorders started
among health care professionals from the Baltic countries
at the beginning of May during the International conference
“Anxiety and Stressor-Related Disorders: from Diagnostic
Challenge to Evidence-Based Treatment” in Kaunas, organized
by Lithuanian Society of Biological Psychiatry (LSBP) and
Psychiatry Clinic at Lithuanian University of Health Sciences
(LUHS). The plenary speaker of the Conference, prof. Joseph
Zohar from Tel Aviv University, Israel, presented a European
College of Neuropsychopharmacology (ECNP) supported talk
“How Neuroscience based Nomenclature (NbN) can help in
Rational Prescribing?”. This new nomenclature of psychotropic
drugs reflects the current knowledge and understanding about
the targeted neurotransmitter system being modified and
the mode of action. The problem of comorbidity of anxiety
and alcohol related disorders was discussed by Prof. Cor de
Jong from Nijmegen Institute for Scientist-Practitioners in
Addiction, Netherlands in his presentation “Tell me why: the
biopsychosocial model for addiction revised”. Lithuanian
health care issues in suicide prevention were analyzed by Ona
Davidoniene, the director of State mental health care center,
during her talk “Stressor-related Disorders as Risk Factors
for Suicidal Behavior”. The treatment challenges of anxiety
disorders in general practice were analyzed by prof. Virginija
Adomaitiene from Psychiatry Clinic at LUHS. During the
conference the evidence-based pharmacological treatment
guidelines and cognitive therapy interventions in management
of anxiety disorders were presented by dr.Vesta Steibliene and
dr. Julius Neverauskas. Most of the topics in the presentations
of junior scientists during the Conference addressed anxiety
disorders in general medicine.

This spring issue of “Biological psychiatry and
Psychopharmacology”, in which a lot of space is devoted to
the theme of anxiety symptoms, may be the natural evolution
of this topic.

In this issue Jonauske & Steibliene discussed the role of
physical attractiveness nowadays, the growing dissatisfaction
of people with their appearance that leads to rapidly rising
amount of interventional cosmetic procedures. Authors
presented their original research about the links between
concerns about physical appearance and anxiety and depression
symptom severity among subjects who received minimally
invasive injectable cosmetic procedures. This study found
that women, but not men, who were admitted for minimally
invasive cosmetic procedures experienced higher severity of
symptoms of body dysmorphic disorder in relation with higher
anxiety and depressive severity of symptoms. This study is
indicating the importance of evaluation and management of

psychiatric symptoms among women seeking-out minimally
invasive cosmetic procedures.

The next topic addressing anxiety was presented by
Bunevicius and his colleagues about the association of
vulnerability to stress with academic achievements of medical
students and with response of cardiovascular system to an
oral exam induced stress. Authors concluded that grades
were significantly lower among student having medium
vulnerability to stress when compared with students having
low vulnerability to stress. Oral examination was associated
with significant elevation of blood pressure and heart ratio,
suggesting that examination should be considered an important
stressor at medical schools that have a propensity to elicit
physiologic responses.

Sapezinskiene and Soroka reviewed Dance and movement
therapy (DMT) as a creative method to help people who can be
hardly treated using verbal, counseling and psychotherapeutic
measures, or when such measures are not satisfactory at all.
Summarizing the results of scientific literature and their own
experience working with disabled clients the authors have
determined that modern DMT practice, based on various
modern theories, holistically embracing the person’s body and
mental practical problems, is gaining self-methodological basis
and aims to become one form of psychotherapy in Lithuania.

Lukosiuté and her colleagues discussed the controversial
diagnosis of simple schizophrenia and presented a clinical
case of a patient, which represents a patient’s life and illness
history, which revealed diagnostics and differential diagnostics
complexity, treatment options and future prognosis.

In another case report, Sabaliauskaite and her colleagues
described exogenous glucocorticoid induced psychiatric
disorder. Delirium syndrome had developed in a patient
without psychiatric symptoms before a kidney transplantation,
who had been using glucocorticoids according to standard
immunosuppression scheme. Authors suggested monitoring
all of the patients who are using exogenous glucocorticoid for
this adverse event.

In this issue we also presented a Lithuanian translation
of the updated World Federation of Societies of Biological
Psychiatry (WFSBP) Guidelines for the pharmacological
treatment of anxiety disorders, obsessive — compulsive
disorder and post-traumatic stress disorder with a special
focus on diagnostics and treatment challenges in primary care.
We want to thank Kristina Norvainyte, a medical student of
Lithuanian University of Health sciences, for the assistance in
translation of these Guidelines.

In this issue Musneckis and authors presented a Lithuanian
translation of European Male Ageing Study Sexual Function
Questionnaire (EMAS-SFQ). The permission to use this
Questionnaire in research purposes had been obtained from
their authors - Daryl B. and co-authors.

The editors of this journal want to congratulate readers
with the beautiful beginning of summer and wish a pleasant
reading experience.

Vesta Steibliené, Field Editor, General Hospital Psychiatry
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JONAUSKE, STEIBLIENE
Concerns about physical appearance and affective symtoms

Links between concerns about physical appearance with
anxiety and depressive symptoms in subjects seeking
minimally — invasive injectable cosmetic procedures

Asmeny besikreipianciy
procediroms  susiriipinimo

injekcinéms estetinés medicinos

fizine 1Svaizda s3sajos su

nerimastingumo 1ir depresiskumo raiska

Renata JONAUSKE, Vesta STEIBLIENE

Psychiatry Clinic at Lithuanian University of Health Sciences, Kaunas, Lithuania

SUMMARY

The aim of the study was to determine the links between concerns about
physical appearance with anxiety/depression symptoms severity among
subjects who received minimally — invasive injectable cosmetic procedures.
Methods. This study was performed at Azuolyno Medical SPA, Kaunas,
Lithuania. All individuals consecutively admitted for minimally-invasive
injectable cosmetic procedures were invited to participate in the study:
the subjects’ group — 100 participants (96 women and 4 men), 97 % of
all invited; control group — 72 participants (67 women and 5 men) who
received non-invasive beauty treatments. Prior to the procedures all study
participants were invited to fill out the Cosmetic Procedures Screening
Questionnaire (COPS), Hospital Anxiety and Depression scale (HAD)
and sociodemographic questionnaire.

Results. Only 29% of study subjects were satisfied with their appearance,
as opposed to 55.6% of controls (p=0.003). The comparison in the terms
of Body Dysmorphic Disorder (BDD) symptoms showed that all 9 COPS
items’ mean scores were significant higher among subjects in comparison
to controls. Only 4 women (4%) scored > 40 on the COPS scale, which
is strongly suggestive of a diagnosis of BDD; whilst there were no
participants with possible BDD amongst controls (p>0.05). Subjects self-
reported higher severity of anxiety symptoms on HAD-A total score in
comparison to controls (6.52+3.53 vs. 3.424+2.48, respectively; p<0.001)
and self-reported higher severity of depressive symptoms on HAD-D
total score (2.38 £2.51 vs. 1.08£1.78, respectively; p<0.001). Significant
differences were determined in women, but not in men. The correlations
between total BDD symptoms’ severity and anxiety (r=0.447; p<0.001)
and depressive symptoms (r=0.278; p=0.005) were evaluated among
study group’s participants. Women with results suggestive of a diagnosis
of BDD have exhibited significant severity of anxiety and 50% of them —
significant severity of depressive symptoms.

Conclusions. One third of subjects, especially women, admitted for
minimally — invasive injectable cosmetic procedures were satisfied with
their own appearance — a significantly lower proportion than subjects on
non-invasive beauty treatment. Despite the insignificant part of subjects
with suggestive BDD diagnosis, women admitted for minimally —invasive
injectable cosmetic procedures had higher severity of BDD symptoms and
anxiety/depressive symptoms. Furthermore, the links between increased
concerns about physical appearance and greater severity of anxiety
and depressive symptoms was observed only among subjects seeking
minimally — invasive injectable cosmetic procedures. All women subjects
with suggestive BDD have exhibited significant severity of anxiety and
half of them — significant severity of depressive symptoms.

Keywords: anxiety, depressive symptoms, body dysmorphic disorder,
cosmetic procedures

SANTRAUKA
Tyrimo tikslas: jvertinti asmeny besikreipianciy injekcinéms estetinés
medicinos procedliroms susirfipinimo fizine iSvaizda s3sajas su

nerimastingumo ir depresiskumo raiska.

Metodai. Tyrimas buvo atliekamas AZuolyno Medicininiame SPA,
Kaune, Lietuvoje. Visi pacientai atvyke minimaliai invazinéms
injekcinéms procediiroms buvo pakviesti dalyvauti tyrime (sutiko 97
proc.) ir sudaré tiriamyjy grupe — 100 dalyviy (96 moterys, 4 vyrai). |
kontroling grupe jtraukti 72 asmenys (67 moterys, 5 vyrai), kuriems buvo
atlickamos neinvazinés grozio procediiros. Visy tyrimo dalyviai uzpildé
sociodemografinj klausimyna, HAD klausimyng nerimastingumui,
depresiSkumui vertinti ir ,,Kiino dismorfijos vertinimo klausimyng®
(COPS), kuriuo vertintas susirtipinimas fizine i§vaizda/ dismorfijos
iSreiks§tumas.

Rezultatai. Reik§mingai mazesné dalis tiriamosios grupés asmeny, ypac
motery, buvo patenkinti savo i$vaizda, lyginant su kontroline grupe (29
proc. vs 55,6 proc., atitinkamai, p=0,003). Vertinant kiino dismorfijos
simptomy iSreik§tuma nustatyta, kad visy devyniy COPS atsakymy
vidurkiai buvo reikSmingai aukStesni tiriamyjy grupéje lyginant su
kontroline (p>0,05). Keturios moterys — (4%) tiriamyjy grupéje surinko
COPS klausimyne > 40 baly, kad rodo labai tikéting dismorfijos sutrikima;
tuo tarpu kontrolingje grupéje tokiy asmeny nebuvo (p>0,05). Tiriamyjy
grupés asmenys sau priskyré aukstesnius nerimastingumo balus HAD-A
klausimyne lyginant su kontroline grupe (6,52+3,53 vs. 3,42+2.48;
p<0,001) bei aukstesnius depresiskumo balus HAD-D total score (2,38
+2,51 vs. 1,08£1,78; p<0,001); reikSmingi skirtumai nustatyti moterims,
bet ne vyrams. Tiriamyjy grupéje nustatytos reikSmingos teigiamos
koreliacijos tarp BDD simptomy sunkumo ir nerimastingumo (r=0,447;
p<0.001) bei depresiskumo (r=0,278; p=0,005). Moterims kurioms
tikétinas kiino dismorfijos sutrikimas nustatyti reik§mingi nerimastingumo
simptomai, o pusei jy — ir depresiSkumo simptomai.

ISvados. Tik tre¢dalis asmeny, ypa¢ motery, kurioms buvo atliktos
minimaliai invazinés injekcinés procediiros buvo patenkinti savo isvaizda-
zenkliai maziau nei atvyk¢ neinvazinéms procediroms. Nors galimai
sergan¢iy kiino dismorfiniy sutrikimy daznis tarp asmeny, kuriems
atlikto minimaliai invazinés injekcinés procediiros nebuvo reikSmingas,
taciau kiino dismorfijos simptomy bei nerimastingumo/depresiskumo
iSreik§tumas Sios grupés moterims buvo Zzenkliai aukStesnis; jiems
nustatytas tiesioginis rySys tarp didesnio susiripinimo savo kiino
iSvaizda bei padidéjusio nerimastingumo bei depresiSkumo raiskos.
Moterys, kurios galimai serga dismorfiniu sutrikimu turéjo reikSminga
nerimastinguma, o kas antra — reikSminga depresiskumo lyg;.
RaktaZodZiai: kraujo spaudimas; egzaminas; Sirdies susitraukimy daznis;
stresas; medicinos studentai; polinkis stresui.

Corresponding author: Renata Jonauske, Mickeviciaus str. 9, Kaunas, LT-44307, Lithuania, e-mail: renatavalijevaite@gmail.com,

Phone: +370 37 326870
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Research reports

INTRODUCTION

The wish to be beautiful and attractive is anormal desire. Itis
well known that physically attractive people are often perceived
more favourably and experience significant advantages in
employment and in other areas of life than those who are viewed
as less physically attractive [1]. Whilst attractiveness plays a
huge role in the whole world, the perception of beauty is often
considered as quite subjective, varying between cultures, places
and individuals. Time is also an important aspect in terms of
the perception of beauty, given what was considered attractive
few decades ago may not meet today’s modern standards. One
persistent factor in the concept of beauty is that a youthful face
is full and balanced with the skin appearing free of wrinkles
and being generally smooth [2].The unrestrained demand and
rapidly rising number of cosmetic procedures (surgical and
minimally invasive) is not surprising indeed. Total cosmetic
procedures (surgical and minimally invasive) increased by
882% between 1992 and 2008, with over $10 billion spent on
these procedures in 2008 [3]. Researchers have theorized two
broad motives for endorsing cosmetic surgery: intrapersonal
motives (e.g., wanting to feel better about oneself) and social
motives (e.g., wanting to please one’s partner) [4]. It is common
for people to express dissatisfaction with their appearance to
some degree from time to time, however not all seek to alter
their looks or aging process with the help of aesthetic medicine
or plastic surgery. Nowadays it is considered that minimally
invasive treatments are becoming highly sought by those
seeking a subtle, and importantly, less detectable uplift in their
appearance. Most individuals seeking to look better appear
psychologically healthy, however, some are not, and for these
individuals cosmetic procedures may have a negative outcome,
creating problems for both patient and surgeon [5-8].

Some individuals seeking out numerous cosmetic
procedures and asking to “fix” their perceived flaws are
obsessed over their appearance and body image, repeatedly
checking the mirror, sometimes for many hours each day [9].
After their cosmetic procedures they may feel a temporary
satisfaction, but often the anxiety about their appearance
returns [10]. Body dysmorphic disorder (BDD) is a mental
disorder in which subject can’t stop thinking about one or more
perceived defects or flaws in their appearance [11]. Individuals
with BDD commonly seek out and receive cosmetic treatments
to correct their perceived flaws in order to reduce body
dissatisfaction, instead of psychiatric treatments [12, 13].
Comorbid psychiatric conditions may also develop: BDD
was most common in patients with social phobia, obsessive-
compulsive disorder and panic disorder [14]. The National
Institute of Clinical Excellence (NICE) recommends screening
patients for BDD prior the cosmetic surgery; however there are
no evaluated recommendations for screening patients for BDD
in cosmetic settings for those seeking non-surgical, also known
as minimally-invasive, treatments [15].

We hypothesized that significant proportions of these
individuals who seek non-surgical minimally invasive
injectable treatments might express higher physical appearance
concerns or possible diagnosis of Body Dysmorphic Disorder
(BDD), leading to a significant severity of anxiety and
depressive symptoms.

The aim of the study was to determine whether these

subjects who choose minimally-invasive injectable cosmetic
procedures appear to be more concerned of their body
image and if there is a link between concerns about physical
appearance with symptoms of anxiety and depression.

MATERIALS AND METHODS

Study population

This study was performed at “Azuolyno Medical SPA”,
Kaunas, Lithuania. This study and its consent procedures were
approved by Bioethics Committee at Lithuanian University
of Health Sciences (Permission No.: BEC-LSMU (R-20) on
04 of Feb, 2016). All individuals consecutively admitted for
minimally- invasive injectable cosmetic procedures were
invited to participate in the study. Of 103 invited individuals,
3 declined to participate, thus the study group comprised 100
participants (97 % of all invited): 96 women and 4 men, with
a mean age of 37.5 + 9.7 years old. The control group of 72
participants (67 women and 5 men; mean age 37.4 £+ 11.1 years
old) consisted of individuals who attended “Azuolyno Medical
SPA” and received non-invasive beauty treatment.

Minimally-invasive injectable cosmetic procedures in this
study comprised of: (a) Botulinum Toxin Type A injections
for horizontal forehead lines, glabellar lines, lateral canthus
lines or crow’s feet; (b) Soft Tissue Fillers for the management
of facial aging: correction of the face contour, treatment of
nasolabial folds, drooping mouth corners, glabellar lines, lip
shaping and augmentation; (c) Bio-revitalization of dermis
with non-reticulated hyaluronic acid, (d) PRP (platelet rich
plasma) injections (e) Intralipotherapy (Aqualyx), a treatment
which removes localized adipose “fatty” tissue. Non-invasive
beauty treatments in this study involved body or face massage,
manicure, pedicure.

METHODS

All study participants before the procedures were invited
to fill out the following standard questionnaires: Cosmetic
Procedures Screening Questionnaire (COPS), Hospital
Anxiety and Depression scale (HAD) and authors’ designed
short sociodemographic questionnaire.

The COPS is a self-report questionnaire designed to
screen for symptoms of Body Dysmorphic Disorder (BDD)
in cosmetic settings; however, the questionnaire can also
be used as a measure of severity of BDD and may also be
repeated during treatment and used in an outcomes’ measure.
COPS assessed the severity of 9 item constructs, rated from 0
(symptoms not present) to 8 (severe symptoms). Items 2, 3,
and 5 are reverse scored. The total aggregate score is achieved
by summing the 9 items giving a range from 0-72; where 72
indicates severe symptoms. COPS had an internal consistency
of Cronbach’s o = 0.91with corrected item total ranging
from 0.41 to 0.86. Area under ROC curve (AUC) for BDD
patients was 0.905 (95% CI=0.862-0.948), a cut-off value of
>40 resulted in maximal kappa coefficient (k=0.69, p <0.001)
with specificity of 88.9% for BDD patients and 80.6% for
the community group. Thus, COPS scores of 40 or above are
strongly suggestive of a diagnosis of BDD [16].

The HAD scale is a self-reported instrument and consists
of seven items for the evaluation of depressive symptoms and
their severity (HAD-D) and seven items for anxiety symptoms
and their severity (HAD-A) [17, 18].
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Each item on the questionnaire is scored from 0-3 and
resulting in an individual score of between 0 and 21 for both-
anxiety or depression. Scores above 7 are felt to correlate
with symptoms allowing classification as either mild (8—
10), moderate (11-15), or severe (16-21). High correlation
between HAD scores has been obtained in relation to other
questionnaires and structured interviews detecting anxiety and
depression [19]. The HAD uses a scale and therefore the data
returned from the HAD is ordinal and has been extensively
tested with regards to its well-established psychometric
properties. Several studies have demonstrated good sensitivity,
specificity, and receiver operating characteristics of HAD.

Our sociodemographic questionnaire consisted of four
questions, 2 of which concern capture of demographic data
from the respondents (age, gender), one question concerning
their opinion on personal looks asking, “Are you satisfied with
your current looks?” Respondents were asked to answer as
either “Yes”, “No” or “Partially”. The final question aimed to
clarify which, if any, minimally-invasive injectable cosmetic
procedure the respondents were receiving, from the above
list. Lip shaping/augmentation were excluded from soft tissue
fillers as a separate subgroup as this procedure often is selected
to address other issues than aging. Those in the control group
were able to answer “no injectable procedure performed”.

Statistical analysis

All continuous data are represented as means (SD, standard
deviation); all categorical data as numbers and percent.
Statistical analysis was started by assessment of normality of
the data using Kolmogorov-Smirnov test; values of age and
HAD scores showed a Gaussian distribution. Frequency rates
are compared using chi-square test. To compare the means
of variables, the independent t-test was used; to compare the
variables among genders — non-parametric Mann-Whitney
test was used. The correlation among variables was performed
using Spearman correlation coefficient. A p-value of <0.05
was considered as statistically. All statistical analyses were
performed using software from SPSS 22.0 for Windows.

RESULTS

As seen in Table 1, women made up the majority of subjects
in both participant groups: 96 % among the subjects admitted
for minimally invasive cosmetic procedures and 93.1% among
non-invasive beauty treatments. This led us to believe that men

were not an exception among subjects admitted for cosmetic
procedures and therefore we have analyzed our data according
the gender.

The comparison of the two groups did not reveal significant
differences among study and control group participants
according age and gender (p=0.302). The distribution amongst
the minimally invasive procedures study group’ participants
favored Botulinum Toxin injections — 52 %, followed by
Hyaluronic Acid fillers (crosslinked and non-cross linked) —
22%, Lip augmentation — 20 % and other procedures (PRP
plasmolifting and intralipotherapy) — 6 %. Men also chose a
variety of procedures, including Botulinum Toxin injections
(2% of total respondents), Hyaluronic Acid fillers (1%) and
others (1%).

It appeared that control group subjects were significantly
more satisfied with their appearance as 55.6% of them answered
‘yes’ when asked to indicate if they were satisfied with their
own appearance whereas only 29% were satisfied with own
appearance in the minimally-invasive intervention sample;
from study group 63% of respondents were partially happy
with their own appearance in comparison to 40.3% subjects
from control group (p = 0.003). The differences of satisfaction
with the appearance determined in women (p=0.003), but not
in men (p=0.487).

The comparison in terms of BDD symptoms between the
groups, using COPS questionnaire, showed that all 9 COPS
items’ mean scores were significantly higher among study group
participants in comparison to controls (Table 2). The higher
COPS total score observed in our study group, compared with
controls (19.54£9.69 vs. 9.3545.52, respectively; p<0.001),
was also statistically significant in women (p <0.001), but not in
men (p = 0.054). This supports a finding of significantly higher
total severity of BDD symptoms among subjects admitted for
minimally-invasive injectable cosmetic procedures.

The evaluation of prevalence of subjects with possible
BBD diagnosis showed that 4 women in study group (4%)
scored more than 40 on the COPS scale, which is strongly
suggestive of diagnosis of BDD. Despite the fact that there
were no participants with the COPS scores above 40 in control
sample, the significant differences between the groups according
prevalence of suggestive BDD were not found (p=0.111).

In terms of anxiety, subjects included into study group
self-reported higher severity of anxiety symptoms on HAD-A

Table 1. The socio-demographic characteristics of study participants

Study group, Control group, p
n=100 n=72
Gender, n (%) Men 4 (4.0) 5 (6.9) 0.302
Women 96 (96.0) 67(93.1)
Age, mean + SD 37.53+£9.69 37.44+11.07 0.957
Botulinum Toxin injections 52 (52.0) 0(0.0) n/a
Minimally-invasive Hyaluronic Acid fillers(+Biorevitalisation) 22(22.0) 0 (0.0)
procedures, n (%) Lip augmentation 20 (20.0) 0(0.0)
Other (PRP and Intralipotherapy) 6 (6.0) 0(0.0)
Satisfaction with own Yes 29 (29.0) 40 (55.6) 0.003
appearance, n (%) No 8 (8.0) 34.2)
Partially 63 (63.0) 29 (40.3)

PRP, platelet rich plasma injections; SD, standard deviation
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Table 2. Severity of Body Dysmorphic Disorder symptoms and anxiety/ depressive symptoms severity between study group

participants and controls

Study Group, Control Group, Student
n=100 n=72 t-test, p
(mean+SD) (mean+SD)
How often do you deliberately check your feature(s), score 3.36+1.99 1.64+1.43 <0.001
How much do you feel your feature(s) is currently ugly, unattractive or ‘not right’, score 2.84+1.54 1.67+1.38 <0.001
How much does your feature(s) currently cause you a lot of distress, score 2.59+1.71 1.25+1.40 <0,001
How often does your feature(s) currently lead you to avoid situations or activities, score 0.73+1.52 0.19+0.60 0.002
How much does your feature(s) currently preoccupy you, score 2.76+1.62 1.06+1.30 <0.001
H(?W. much does your feature(s) currently have an effect on your relationship with an 19142 11 0.64+0,94 <0.001
existing partner, score
How much does your feature(s) currently interfere with your ability to work or study, score 0.73+£1.43 0.14+0.51 <0.001
How much does your feature(s) currently interfere with your social life, score 1.26+1.88 0.33+0.89 <0.001
How much do you feel your appearance is the most important aspect of who you are, score 3.36+2.41 2.43+2.03 0.007
COPS, total score 19.54+9.69 9.35+5.52 <0.001
HADS-A, total score 6.52 £3.53 3.42+2.48 <0.001
HADS-D, total score 2.38+2.51 1.08+1.78 <0.001

COPS, Cosmetic Procedures Screening Questionnaire; HADS-A, Hospital Anxiety and Depression scale, anxiety subscale; HADS-D, Hospital
Anxiety and Depression scale, depression subscale; SD, standard deviation

total score in comparison to control group (6.52+3.53
vs. 3.42+2.48, respectively; p<0.001). Again, significant
differences in HAD-A total score were determined in women (p
<0.001), but not in men (p = 0.181). Evaluation of prevalence
of subjects with mild to severe anxiety symptoms revealed a
significant higher prevalence of study group subjects with a
significant level of anxiety symptoms (scored >8 on HAD-A)
in comparison to controls (45.0% vs. 11.1%, respectively;
p<0.001); again this preponderance for significant higher
prevalence was also reported among women (p<0.001), but
not among men (0.167).

The evaluation of self-reported depressive symptoms
among study groups revealed significant higher severity of
self-reported depressive symptoms on HAD-D total score in

study group subjects than controls (2.38 £2.51 vs. 1.08+1.78,
respectively; p<0.001), significant differences in HAD-D total
score were determined in women (p < 0.001), but not in men
(p=0.723). The comparison of prevalence of subjects with
self-reported significant depressive symptoms (scored >8 on
HAD-D) between groups did not reveal significant differences
(7.0% in study subjects vs. 1.4% in controls, p=0.083). All
the subjects in both groups with self-reported significant
depressive symptoms were women.

The significant correlations of BDD symptoms severity
and severity of anxiety and depressive symptoms were
evaluated among study groups’ participants (Table 3).

Six out of nine BDD symptoms scores significantly
positively correlate with severity of anxiety symptoms whilst

Table 3. Significant correlations of COPS items scores and HADS-D and HADS-A subscales scores among study groups

HAD-D total score HAD-A total score

Study gr.,  Control gr., Study gr., Control gr.,
n=100 n=72 n=100 n=72
. 34 2 .
How often do you deliberately check your feature(s) pg()3.033 pgo.(3)(2)1 pg()3(5)32
0.236 0.408
H h d feel feat i tly ugl ttracti
ow much do you feel your feature(s) is currently ugly, unattractive p=0.018 $<0.001
How much does your feature(s) currently cause you a lot of distress pg()zg?) g pg;(z)(g) 1
Sy 0.261
How often does your feature(s) currently lead you to avoid situations p=0.009
0.403
How much does your feature(s) currently preoccupy you
p<0.001
How much does your feature(s) currently interfere with your ability to work or 0.352 0.259 0.321
study p<0.001 p=0.028 p<0.001
How much does your feature(s) currently interfere with your social life pg()Sig | pg(??)?) |
0.278 0.447
COPS total
ot seore p=0.005 p<0.001

COPS, Cosmetic Procedures Screening p=0.005Questionnaire; HADS-A, Hospital Anxiety and Depression scale, anxiety subscale;
HADS-D, Hospital Anxiety and Depression scale, depression subscale ; SD, standard deviation
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Table 4. Relations among significant severity of anxiety/ depressive symptoms and suggestive Body Dysmorphic Disorder symptoms

among study group participants and controls

Study group, n=100

Control group, n=72

COPS <40 COPS >40 P COPS <40 COPS >40 p
n=96 n=4 n=72 n=0
HADS-A<8 55(57.3) 0(0) 0.038 64 (88.9) 0 n/a
HADS-A>8 41 (42.7) 4 (100) 8 (11.1) 0
HADS-D<8 91 (4.8) 2 (50.0) 0.024 71 (98.6) 0 n/a
HADS-D>8 5(5.2) 2 (50.0) 1(1.4) 0

COPS, Cosmetic Procedures Screening Questionnaire; HADS-A, Hospital Anxiety and Depression scale, anxiety subscale; HADS-D, Hospital

Anxiety and Depression scale, depression subscale

five BDD symptoms scores assessed the severity of depressive
symptoms in our study cohort attending for minimally-
invasive injectable cosmetic procedures. In contrast, only one
BDD symptom significantly positively correlate with anxiety
symptoms severity and two BDD symptoms with depressive
symptoms severity were found amongst control participants.
Significant positively correlations among total severity of BDD
symptoms and anxiety symptoms severity (r=0.447; p<0.001)
and depressive symptoms severity (r=0.278; p=0.005) were
found in the study sample, but not in the control group.

The evaluation of mild to severe anxiety/depressive
symptoms’ prevalence among study subjects attending for
minimally-invasive injectable cosmetic procedures, in relation
to suggestive diagnosis of BDD demonstrated that all women
(100%) with suggestive BDD (COPS>40) have exhibited
significant severity of anxiety and 50% of them significant
severity of depressive symptoms, with significant differences
compared with subjects without suggestive BDD (COPS<40)
(Table 4).

DISCUSSION

The main finding of our study was the lack of a significant
prevalence of assessment scores suggestive of a diagnosis of
BDD among the subjects admitted for minimally-invasive
injectable cosmetic procedures. It is important to consider that
all subjects with suggestive BDD were women. Women, but
not men, admitted for minimally-invasive injectable cosmetic
procedures showed significant lower self-reported satisfaction
with own appearance in comparison to subjects who received
non- invasive beauty treatment, and also reported significantly
higher level of BDD disorder’ symptoms severity and anxiety
and depressive symptoms severity. Overall, higher severity
of BDD symptoms among subjects admitted for minimally-
invasive injectable cosmetic procedures showed significant
relations with higher level of anxiety and depression.

Our idea to evaluate the subjects admitted to minimally
invasive cosmetic procedures evolved from data showing that
minimally-invasive cosmetic procedures are becoming more
popular every year, enhanced by the fact more people are able
to afford them than previously [20]. After our literature review
was conducted, we identified a lack of data looking at the
psychology behind (the seeking of) these minimally-invasive
procedures and the relationship with certain psychiatric
symptoms and disorders. To our knowledge, there are no
studies investigating body image disturbances in patients
specifically attending for minimally-invasive procedures and
this notable gap in the research literature may not only leave

this population untreated, but also leave optimal treatment
approaches undisclosed.

Despite BDD being a classified mental disorder, patients
suffering from this condition usually seek non-psychiatric
treatment. As such it is highly probable that BDD is often
encountered primarily by dermatologists, aesthetic practitioners
and plastic surgeons rather than mental health specialists and
indeed a number of studies have investigated the rates of body
dysmorphic disorder in patients attending cosmetic surgeons,
with rates between 7 percent and 15 percent being reported
[21-23].

A U.S study by Phillips and colleagues [24] assessed the
non-psychiatric medical and surgical treatment sought and
received by 289 individuals with diagnosis of BDD. Such
treatment was sought by 76.4 percent and received by 66
percent of adults: dermatological treatments by 45.2 percent of
adults, followed by surgery with 22.3 percent. These treatments
rarely improved the symptoms of the disorder, indicating
that majority of patients with the disorder who receive non-
psychiatric treatment tend to respond poorly. Studies from
psychiatric literature suggest patients with body dysmorphic
disorder usually have a poor psychosocial outcome following
cosmetic procedures and that on occasion a small minority of
patients with the disorder may even become violent toward the
treating surgeon or practitioner [24, 25].

Phillips et al. performed an analysis of depression, anxiety,
anger and somatic symptoms in 75 consecutive outpatients
with body dysmorphic disorder [26]. Similar to our results, in
their study BDD subjects had significantly higher scores on the
depression, anxiety, and anger/hostility scales in comparison
to other psychiatric patients without BDD. The findings of
Phillips et al. corresponds to the results of our study as scores
of depressive, anxiety and anger-hostility symptoms severity
scales were significantly positively correlated with BDD
severity. It is interesting to mention that the scores of affective
symptoms and scores of BDD symptoms severity significantly
decreased after prescribing of antidepressant fluvoxamine,
showing the effect of psychiatric treatment on BDD.

Another study by Phillips et al. [27] mentioned the
importance of recognition of BDD in depressed patients,
as missing this diagnosis can result in refractory BDD and
depressive symptoms. The author also indicates that BDD may
respond preferentially to treatment with selective serotonin-
reuptake inhibitors (SSRI). It highlighted the difficulties in
recognizing and diagnosing BDD in depressed patients due to
underlying embarrassment and shame. Another study suggests
that the SSRI antidepressant Citalopram appears not only a
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safe and effective treatment option for BDD but also improves
psychosocial functioning and quality of life [28]. CBT
could also be a choice of therapy as it focuses on changing
problematic thoughts and behaviours however most patients
require once a week or more frequent sessions for about half a
year in order to achieve results [29, 30].

In our study all subjects (namely women) who received
minimally-invasive cosmetic procedures and presumably suffer
from body dysmorphic disorder exhibited significant severity
of anxiety symptoms. Furthermore, half of them experienced
significant depressive symptoms suggesting overall that
female gender could be a higher risk factor for BDD. This
finding reaffirms the need for psychiatric input and treatment
interventions in patients with a suggestive diagnosis of BDD.

In terms of limitations of our research, subjective valuation
can pose a challenge. This results from patients being tempted
to conceal their concerns regarding their appearance or
body image. Furthermore the stigmatizing attitude towards
psychiatric symptoms in the questionnaires was very obvious
as many respondents asked if these questionnaires were capable
of providing a psychiatric diagnosis for them. Taking these
limitations into consideration, our research data focussed on
the severity of psychiatric symptoms in patients seeking non-
surgical, minimally-invasive injectable cosmetic procedures is
nevertheless the first of its kind.

We would propose that further research is needed to assist
aesthetic practitioners and aesthetic dermatologists in order to
identify those individuals with higher risk for a poor outcome
with minimally invasive procedures. It is also very important
to be able to offer the appropriate help for those in need in order

to address their mental health issues. Another relevant point
for future research is the development of a short screening
questionnaire designed especially for those seeking minimally
invasive procedures that will assist aesthetic practitioners in
selecting individuals who are likely to have a good outcome in
psychological terms and direct those in need towards specialist
mental health services.

CONCLUSIONS

The study determined only one third of subjects, especially
women, admitted for minimally-invasive injectable cosmetic
procedures were satisfied with their own appearance, this
proportion was significantly lower in comparison to half of
controls. Despite the insignificant part of study subjects with
suggestive BDD diagnosis, the severity of BDD symptoms and
anxiety/ depressive symptoms was significantly higher among
women who received minimally-invasive injectable cosmetic
procedures. The significant positive correlations showed the
links between higher concerns about physical appearance with
greater severity of anxiety/depressive symptoms in subjects
seeking minimally-invasive injectable cosmetic procedures.
All women with suggestive BDD have exhibited significant
severity of anxiety and half of them significant severity of
depressive symptoms.
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SUMMARY

Objective. It is well-established that medical students experience
high levels of stress during their training. However, studies evaluating
vulnerability to stress as well as the impact of examination on
cardiovascular system response are lacking.

Aim. To evaluate the association of vulnerability to stress with
academic achievements of medical students and with response of
cardiovascular system to an oral exam induced stress.

Methods. A total of 98 second year medical students (21 males and
77 females) were evaluated for vulnerability to stress using the Stress
Vulnerability Scale (SVS) with greater scores indicating greater
vulnerability to stress. Systolic blood pressure (SBP), diastolic blood
pressure (DBP) and heart rate (HR) were measured in non-stress
situation, 10 min. before and 10 min. after the oral examination.
Grade average, grades of admission and grades of the examination
were evaluated in all study participants.

Results. Medium vulnerability to stress students when compared to
low vulnerability to stress students had significantly lower grades of
admission, grade average (and grades of oral examination. A 2 (groups)
x 3 (times) repeated measures ANOVA demonstrated significant
time effect on SBP, DBP and HR (all p-values <0.001) during the
examination. However, there were no significant interaction between
time and vulnerability to stress on the change of the SBP, DBP and
HR during the examination.

Conclusions. Higher vulnerability to stress is associated with lower
academic achievements of medical students. Stress experienced
during oral examination is associated with significant cardiovascular
system response irrespective of vulnerability to stress. Interventions
aiming to reduce vulnerability to stress can improve medical student
academic performance.

Keywords: blood pressure; examination; heart rate; medical students;
stress; vulnerability to stress.

SANTRAUKA

Ivadas. Yra nustatyta kad medicinos studijos yra susijusios su dideliu
psichologiniu stresu tarp medicinos studenty. Taciau iki §iol néra
atlikta tyrimy vertinanciy pazeidziamumo stresui ryS$j su studenty
akademiniais pasiekimais ir kardiovaskulinés sistemos atsaku Zodinio
egzamino metu.

Tyrimo tikslas. Nustatyti paZeidziamumo stresui rysj su studenty
akademiniais pasiekimais ir kardiovaskulinés sistemos atsaku Zodinio
egzamino metu.

Tyrimo medZiaga ir metodai. Tyrimo imtj sudaré 98 (21 vaikinas ir
77 merginos) antro kurso medicinos fakulteto studentai. Visi tyrimo
dalyviai uzpildé Pazeidziamumo stresui skalg (PSS). Sistolinis ir
diastolinis kraujo spaudimas bei Sirdies susitraukimy daznis buvo
vertinti ne stresinés situacijos metu bei 10 minuciy pries ir 10 minuciy
po zodinio histologijos egzamino. Taip pat buvo vertinami studenty
akademiniai pasiekimai: jstojimo j universiteta pazymys, paZymiy
universitete vidurkis ir histologijos egzamino pazymys.

Rezultatai. [stojimo | universiteta pazymiai ir pazymiy vidurkiai
mokantis buvo susij¢ su mazesniais PSS balais (atitinkamai r=-0.365
ir =-0.367, p=0.01). ANOVA analiz¢ parod¢, kad kraujo spaudimas
(sistolinis ir diastolinis) bei Sirdies susitraukimy daznis buvo didesni
prie§ egzamina ir po egzamino lyginant su kraujo spaudimu ir
Sirdies susitraukimy dazniu ne stresinés situacijos metu (p<0.001).
Mes neradome rysio tarp kardiovaskulinés sistemos atsako zodinio
egzamino metu ir pazeidziamumo stresui.

ISvados. Didesnis pazeidziamumas stresui yra susijes su blogesniais
medicinos studenty akademiniais pasiekimais. Zodinio egzamino metu
stebimas reikSmingas kardiovaskulinés sistemos atsakas, taCiau jis
néra susijes su polinkiu stresui. Intervencijos mazinanc¢ios medicinos
studenty pazeidziamuma stresui gali pagerinti studenty akademinius
pasiekimus bei pagerinti biisimy gydytojy sveikata.

RaktaZzodziai: kraujo spaudimas; egzaminas; Sirdies susitraukimy
daznis; stresas; medicinos studentai; polinkis stresui.
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INTRODUCTION

Studying at medical school is long, stressful and can cause
significant psychological distress for future medical doctors
[1, 2]. Tt is well known that high levels of chronic perceived
stress might disrupt mental as well as physical health [3, 4].
Level of overall psychological distress is consistently higher
in medical students when compared to the general population
and to age-matched peers [2, 5]. Moreover, it is well known
that physicians suffer more frequently from mental disorders
when compared to the general population [6-8]. Therefore
there is a growing interest in stressors involved in medical
training. A number of stressors that medical students encounter
during a training course at medical school have been identified,
including academic pressure [9], high parental expectations,
lack of time for entertainment, financial problems [10] and
student abuse [11].

During a training process medical students have to take a
number of tests and examinations. Examination is a real life
stressor that might have numerous adverse health sequalae.
For example, it has been shown that examination stress causes,
activation of immune system [12] and hypothalamic-pituitary-
adrenal axis, increased release of catecholamines [13] and
hampering of cognitive functioning [14]. Catecholamines
in turn activate cardiovascular system and cause increase in
blood pressure (BP) and heart rate (HR) [15] Also, Mest and
colleagues (1982) found increased levels of ThromboxaneB2
at the end of the examination in medical students suggesting
that examination might increase risk of thrombotic disorders
[16]. Long lasting mental stress also causes dysregulation
of the immune function [17] that might lead to increased
susceptibility to infectious diseases. However, studies
investigating the impact of cardiovascular system response to
examination induced stress in medical students are lacking.

High levels of perceived stress have negative influence on
academic achievements of students [18] and this relationship
is continuous during training years [19]. Low academic
performance might add more pressure and distress for medical
students and that in turn might increase the risk of stress related
disorders. However, we did not find studies evaluating the
effect of susceptibility to stress for academic performance and
for cardiovascular system response to an exam induced stress
in medical students.

Therefore the aims of this study were to evaluate
the association of vulnerability to stress with academic
achievements of medical students, and to evaluate the
association of vulnerability to stress with response of
cardiovascular system to an oral exam induced stress.

MATERIALS AND METHODS

Subjects

One hundred and fifty-one second year medical students
of the Lithuanian University of Health Sciences, Faculty of
Medicine, Kaunas, Lithuania, that took oral exam of Histology
were invited to participate in the study. Ninety-eight students
(response rate 65%) (21 males (21%) and 77 females (79%))
provided informed consent form and completed the study.
The distribution in gender in a study group corresponded to
distribution in gender in the Lithuanian University of Health

Sciences. The mean age of students was 20+1 years.
METHODS

The study and its consent procedures were approved by
the Institutional Biomedical Research Ethics Committee.

The study consisted of two phases. The first phase of the
study was performed in a non-stress situation after regular
didactic session of histology course one week before the
examination. During this phase informed consent forms were
obtained, students were asked to fill in the Stress Vulnerability
Scale (SVS) [20] and measurements of systolic BP (SBP),
diastolic BP (DBP) and HR were obtained. The second phase
of the study was performed during the oral examination of
histology. The oral examination of histology was chosen as
naturalistic real life stress situation because previous studies
have demonstrated that examination stress protocol and
oral presentations are effective triggers of elevations in both
psychological measures of stress and in cortisol levels [21,
22]. During the oral examination, all students had to speak
with a professor on two randomly selected topics and were
graded on a 10 point scale (range from 0 to 10) according on
their performance with 10 being the highest grade. SBP, DBP
and HR of each student that participated in the study were
measured 10 minutes before the examination and 10 minutes
after the examination. Grades of admission to the university
(Gadmission), grades average while studying at the university
(Gaverage) (range from 0 to 10) and grades of the histology
examination (GHistology) were obtained from the Dean’s
office and were included in the analyses.

Vulnerability to stress was evaluated using Lithuanian
version [5] of the Stress Vulnerability Scale (SVS) [20]. This
questionnaire consists of 20 items with each item describing a
factor that affects vulnerability to stress. Among those factors
are eating and sleeping habits, caffeine and alcohol intake,
expression of emotions and attitudes, and other factors. Each
item is rated on a 5-point scale from 1 (always) to 5 (never)
according to how much of the time the statement is true for the
subject. Higher scores indicate higher vulnerability to stress.
It has been suggested that score lower than 20 indicates low
vulnerability stress, score from 20 to 50 indicates medium
vulnerability to stress and score higher than 50 indicates high
vulnerability to stress. The internal consistency of the SVS by
the mean of Cronbach’s coefficient alpha was 0.72 indicating
that it is a reliable instrument.

SBP and DBP were measured with a random-zero
sphygmomanometer. Systolic BP was measured as the point
of appearance (phase I) of Korotkoff sounds; diastolic BP was
measured as the point of disappearance (phase V) of Korotkoff
sounds. HR was measured by palpating a radial artery for
60 seconds. Systolic BP, diastolic BP and HR in non-stress
situation were measured after student was in a sitting position
for 5 minutes.

Statistical analyses

All continuous data are presented as means + standard
deviations, all categorical data as number and percent. First,
differences between male and female students at baseline were
analyzed with independent t-test and chi-square tests.

Next, relationship between the vulnerability to stress and
academic achievements of students was analyzed. Gadmission,
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Gaverage and GHistology were compared of students who had
low vulnerability to stress versus students who had medium
vulnerability to stress using independent t-test. Pearson’s
correlation between Gadmission , Gaverage and GHistology
versus scores that students received on the SVS was also
calculated.

A 2 (groups) X 3 (times) repeated measures ANOVA was
used to test for significant differences between SBP, DBP and
HR between low vulnerability to stress students versus high
vulnerability to stress students over time. In this analysis SBP,
DBP and HR were chosen as within subject variables; and
vulnerability to stress (low vs. medium) as between subject
factor.

A probability level of p<0.05 was taken as significant.
Statistical analyses were performed using Statistical Package
for the Social Sciences 12.0 software package (SPSS Inc.,
Chicago, Illinois).

RESULTS

Seventy-seven (78%) students had medium vulnerability
to stress (Table 1). There were no students who had high
vulnerability to stress. Vulnerability to stress and studied
grades were not different as a function of gender. SBP and
DBP in non-stress situation were significantly higher in male
students when compared to female students (131£13 mmHg
and 117+10 mmHg, p<0.001, respectively; 80+9 mmHg and
75+8 mmHg, p=0.011, respectively).

Medium vulnerability to stress students when compared
to low vulnerability to stress students had significantly lower
Gadmission (17.6£0.9 and 18.6+£0.9 points respectively,
p<0.001), Gaverage (7.7+1.1 and 8.9+0.8 points respectively,
p<0.001) and GHistology (8.1=1.2 and 8.9+1.1 points
respectively, p<0.01) (Figure 1). There was a medium and
negative correlation between scores on the SVS versus

Table 1. The baseline characteristics of medical students. (Mean
+ SD, n(%)).

Males Females p Total

21 (21) 77 (79) 98 (100)
The Vulnerability to stress scale (SVS)
Score on the SVS 28.7£7.6  26.6£8.7 0.31 21.0+£8.5
Low vulnerability 3(14) 18 (23) 0.55 2121
Medium vulnerability 18 (86) 59 (77) 0.55 77(79)
Grades
Admission (points) 17.840.9 17.8¢1.0 0.76 17.840.9
Average (points) 7.7+1.2 8.1+1.1 0.14 7.9+1.2
Index  examination 8.3£1.3 8.3+1.1 0.88  8.3+1.2
(points)
SBP, DPD and HR in non-stress situation
SBP (mmHg) 131+13 117+10 0.00 120+12
DBP (mmHg) 80+9 75+8 0.01 76+9
HR (beats/min.) 76+11 80+14 023 79+14

Bold p<0.05

SBP — systolic blood pressure, DSP — diastolic blood pressure, HR —
heart rate

20 1

O Low susceptibility to stress
18 1 M Medium suscebtibility to stress
16 1
14 A
12 A
10 A
8
6 -
4
2 4

Admission Average Examination

*and * p<0.01

Figure 1. Grades of admission to the university, grade average
while studying at the university and grade of the examination when
HR and BP were measures in students having low vulnerability to
stress versus students having medium vulnerability to stress

Gadmission and Gaverage (r=-0.365, p=0.01; r=-0.367
respectively, p=0.01). The correlation between the score on the
SVS and GHistology was not significant.

Table 2 presents SBP, DBP and HR data obtained during
each of the three testing times (in non-stress situation,
10 minutes before examination and 10 minutes after the
examination) in the low vulnerability to stress and medium
vulnerability to stress groups. A significant time effect was
noted on SBP, DBP and HR (p<0.001). SBP, DBP and HR
of students was significantly higher 10 minutes before the
examination when compared to SBP, DBP and HR in non-
stress situation (129+12 mmHg and 120+£12 mmHg, p<0.001;
84+8 mmHg and 76+9 mmHg, p<0.001; 85+14 beats/min. and
79£14 beats/min., p<0.001, respectively) (Figure 2). The SBP,
DBP and HR of students was significantly higher 10 minutes
after the examination when compared to SBP, DBP and HR
in non-stress situation (130+12 mmHg and 120+12 mmHg,
p<0.001; 84+9mmHg and 76+9 mmHg, p<0.001; 87+15
beats/min. and 79+14 beats/min., p=0.004, respectively).
There were no significant differences in SBP, DBP and HR
observed between the low vulnerability to stress and medium
vulnerability to stress groups (p=0.75, p=0.77 and p=0.87,
respectively) (Table 2). In addition there was no significant
interaction between time and vulnerability to stress on the
change of the SBP, DBP and HR (p=0.88, p=0.55 and p=0.76,
respectively).

DISCUSSION

The main finding of our study is that higher vulnerability to
stress of medical students was associated with lower academic
achievements. Also, SBP, DBP and HR were significantly
lower in non-stress situation when compared to an oral exam
induced stress situation. However, change in SBP, DBP and
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Table 2. Systolic blood pressure (SBP), diastolic blood pressure (DBP) and heart rate (HR) of the low vulnerability to stress students

and medium vulnerability to stress students

Variable Vulnerability Time Significance (p)
to stress Non-stress  10min before  10min after
SBP (mmHg) Low 121+12 128+14 131+13 time <0.001
Medium 120£12 129+11 130£12 group 0.75
timexgroup 0.88
DBP (mmHg) Low 77+8 83+8 83+10 time <0.001
Medium 76+9 84+8 84+9 group 0.77
timexgroup 0.55
HR (beats/min.) Low 80+13 82+13 87£12 time <0.001
Medium 78+14 85+14 86+16 group 0.87
timexgroup 0.76
Bold p<0.05

HR was not associated with vulnerability to stress.

Higher levels of vulnerability to stress of medical students
were found to be associated with lower grades of admission to
the university, with lower grade average while studying at the
university and with lower grade of examination. These findings
are line previous studies demonstrating that unfavorable
stress is associated with poor performance on written and
oral examinations [18]. In addition, it has been shown that
higher levels of stress and higher cortisol levels before the
examination are associated with lower examination scores
[23]. Moreover, a prospective study performed by Stewart
and colleagues (1999) found that stress and its management

140
E non-stress situation
120 O 10 min. before the examination
O 10 min. after the examination
1004 * *
#O# o= #o# *
80
60
40
20
0_ T T 1
Systolic BP Diastolic BP Heart rate
(mmHg) (mmHg) (beats/min.)

*and *; # and # p<0.05

Figure 2. Systolic blood pressure (BP), diastolic BP and heart rate
(HR) in non-stress, 10 minutes before the examination and 10
minutes after the examination

has a predictive value on academic performance at medical
school (but the predictive value of stress decreased once
pre-medical school performance was statistically controlled)
[19]. Other factors that have been shown to influence
academic performance in medical school include academic
performance at high school, personality traits [24], ethnicity
and gender [25]. Academic performance at medical school is
a strong predictor of success during a residency training and
is considered important for residency program directors when
choosing residents [26]. Therefore, vulnerability to stress
should be considered during medical school training. Students
with higher vulnerability to stress might be considered for
stress management techniques since learning of stress coping
strategies might not only improve academic achievements,
but also might help to prevent development of stress related
disorders, including substance abuse and suicide.

We also found that a real life stress caused by oral
examination was associated with significant increase in
systolic BP, in diastolic BP and in HR. To the best of our
knowledge this is the first study evaluating cardiovascular
system induced stress in medical students. However, we did
not find association between the change in physiological
parameters of stress (BP and HR) and vulnerability to stress.
Similarly, other studies have also found a significant increase
in BP and HR 10 to 20 minutes prior to the examination when
compared to BP and HR a few months prior the examination
[27, 28]. Zeller and colleagues (2004) found a significant
increase in DBP, but not in SBP, and significant decrease
in HR before and after the examination [15]. Also, cortisol
levels were found to significantly correlate with intensity and
novelty of the examination [29] and with higher rated stress
before the examination [23]. Vulnerability to stress was not
associated with physiological measures of stress (BP and HR)
in our study. This might be explained that other variables
(such as coping styles and strategies, confidence, fear of
public speaking, experience) that are considered important
for individual stress reaction but were not investigated in our
study could have influence this relationship

Seventy-nine percent of students had medium vulnerability
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to stress. There were no students with high vulnerability to
stress. These findings are consistent with results of a study
by Saipanish (2003) who reported that 61% of Thai medical
students had some degree of stress and 2% had high levels
of stress [9]. It is well known that high levels of perceived
stress are associated with symptoms of depression and anxiety
and also predict risk for development of depressive disorder
in different populations, including medical students [30].
Indeed, depressive disorders as well as anxiety disorders
are more prevalent in population of medical students when
compared to the general population and age-matched peers
[2, 5]. Untreated mental disorders can significantly impair
functioning and contribute towards higher risk of poor health
outcomes, such a higher suicide rates [31]. Indeed it has been
demonstrated that suicide rate is higher among physicians
when compared to the general population [32]. Therefore
timely recognition of risk factors for depression, including
perceived stress, is essential in preventing depressive disorder
at its complications. The SVS might be a useful instrument
in medical students’ guidance, because it evaluates social,
behavioral and other factors that might increase vulnerability
to stress and lead to development of psychiatric disorders.
Moreover, most of these negative factors might be eliminated
by using appropriate interventions.

In the present study we did not evaluate neuroendocrine
system response, such as cortisol levels, before and after the
examination and that is the limitation of our study. Another
limitation is that we did not investigate other important
behavioral risk factors for mental distress and vulnerability to
stress, such as mental disorders, level of perceived stress and
burnout. However, we have chosen SVS because we aimed
to measure the vulnerability to stress (the level of stress that
subject can possibly perceive) instead of the stress level the
subject have perceived.

CONCLUSIONS

Results of our study suggest that vulnerability to stress
is an important predictor of academic achievements of
medical students, since grades were significantly lower
among student having medium vulnerability to stress when
compared with students having low vulnerability to stress.
Oral examination was associated with significant elevation of
BP and HR, suggesting that examination should be considered
an important stressor at medical school that has a propensity
to elicit physiologic responses. We did not find an association
between vulnerability to stress and the change in BP or HR in
response to oral exam test.
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Dance and movement therapy approaches for patients and
disabled clients: theoretical, methodological and practical
peculiarities

Sokio ir judesio terapijos metodai pacientams ir nejgaliems
klientams: teoriniai, metodologiniai ir praktiniai ypatumai

Laima SAPEZINSKIENE', Alvydas SORAKA?

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

’Klaipéda University, Academy of Arts, Dance Department, Klaipeda, Lithuania

SUMMARY

Dance and movement therapy is the object of the study in the article.
The aim of the study is to determine theoretical, methodological
and practical peculiarities of modern dance and movement therapy.
The task of the study is to analyze theoretical, methodological and
practical peculiarities of modern dance and movement therapy.
Research problem is the gap between theory and practical issues in
the dance and movement therapy. The definition of scientific novelty:
there is not enough dance and movement therapy research work done
in Lithuania (where dance and movement therapy is completely new
phenomenon) and foreign countries. Research relevance is related
to the lack of nonverbal upbringing of the temper and consulting
services (e.g. dance and movement therapy) for the customers and
patients, where verbal consulting is not efficient enough. That is why
the analysis of theoretical, methodological and practical peculiarities
of modern dance and movement therapy is so novel. Analysis and
synthesis of scientific literature is the research method, which allows
to represent research works done in theoretical, methodological and
practical sections of Lithuanian and foreign authors. The analysis
overtakes the use and influence of modern dance and movement
therapy on individual and helps to solve his/hers physical, emotional
and social problems.

Results. According to the works of the Lithuanian and international
authors, the article explored the use of dance and movement therapy
orientated to the solution of physical, emotional and social problems
of patients and clients (ill patients and disabled people) with the
aim to use variety of dance styles and methods. Conclusion: it was
determined, that modern dance and movement therapy, based on
various modern theories of psychotherapy that holistically unite the
solutions of mind and body problems claiming to become one of the
psychotherapy forms, is applicable to different patients according
to their needs when verbal therapy does not perform effectively or
altogether with verbal psychotherapy. Most importantly it means
to create promoting research into methods of dance and movement
therapy and nationally validated, professionally recognized training
for specialists of dance and movement therapy in Lithuania.

Keywords: dance and movement therapy; psychotherapy; consulting;
methods of verbal and nonverbal psychotherapy; holistic; body
language.

SANTRAUKA

Tyrimo objektas — Sokio ir judesio terapijos metodai.

Tyrimo tikslas — nustatyti Siuolaikinés Sokio ir judesio terapijos
teorinius, metodologinius bei praktinius ypatumus. Tyrimo uzdavinys:
iSanalizuoti Sokio ir judesio terapijos teorinius, metodologinius bei
praktinius ypatumus. Moksliné tyrimo problema pasireiskia tuo,
kad yra atotrtikis tarp $okio ir judesio terapijos teorijos ir praktikos.
Mokslinis naujumas apibréziamas, tuo, kad lig Siol tiek uzsienio
Salyse, tiek Lietuvoje (kur terapijos Sokio ir judesio terapijos reiskinys
yra visiSkai naujas) dar néra pakankamai atlikty Sokio ir judesio
terapijos tyrimo darby bei iSskirty teoriniy, metodologiniy ir praktiniy
ypatumy. Stebimas trlikumas neverbalinio charakterio ugdymo bei
konsultavimo paslaugy (pavyzdziui, taikant Sokio ir judesio terapija),
kurias galima bty teikti pacientams, kai verbalinis konsultavimas yra
neefektyvus. Todél Sokio ir judesio terapijos teoriniy, metodologiniy
bei praktiniy s3sajy nagrin¢jimas yra ne tik naujas, bet ir labai
aktualus. Straipsnyje naudotas tyrimo metodas: mokslinés literattros
duomeny analizé ir sintezé, leidzia pateikti Lietuvos ir uzsienio
autoriy moksliniy darby nagrinéjima teoriniais, metodologiniais ir
praktiniais pjuviais. Pateikta mokslinés literatliros apzvalga apima
Siuolaikinés Sokio ir judesio terapijos taikyma bei poveikj individui,
sprendziant jo fizines, emocines bei socialines problemas.
Rezultatai. [Sanalizavus uzsienio Saliy ir Lietuvos autoriy darbus,
iSnagrinétas Siuolaikinés Sokio ir judesio terapijos taikymas,
orientuojantis i pacienty/klienty (ligoniy ir nejgaliyjy) fizines,
emocines bei socialines problemas tuo tikslu, naudojant jvairius Sokio
stilius bei metodus. ISvada: nustatyta, kad Sokio ir judesio terapijos
Siuolaiking praktika, grista jvairiomis naujomis teorijomis, holistiskai
apjungian¢iomis kiino ir psichikos problemy praktinj sprendima,
pretenduoja tapti viena i§ psichoterapijos formy, taikomy jvairiems
pacientams pagal jy poreikius tada, kai verbaliné terapija yra ne tokia
efektyvi arba drauge su verbaline psichoterapija. Svarbiausia, yra
skatinti Sokio ir judesio terapijos tyrimus, validuotus nacionaliniu
lygiu ir organizuoti specialisty, galinciy teikti terapijos, taikant Sokj ir
judesj paslaugas, profesinés kvalifikacijos mokymus Lietuvoje.
Raktiniai ZodZiai: Sokio ir judesio terapija; psichoterapija; verbalinés
ir neverbalinés psichoterapijos metodai; holistinis; ktino kalba.
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INTRODUCTION

Dance and movement therapy (hereinafter, DMT) is
gaining greater recognition abroad and in Lithuania. DMT
professionals use a variety of creative methods to help
people who can be hardly treated by verbal, counselling and
psychotherapeutic measures, or when such measures are not
satisfactory at all. Scientific research problem was formulated
with the aim to understand and develop DMT as integrated
part of psychotherapy and thus to perform an overview of the
interfaces of practical application and theoretical justification
thereof. The scientific problem occurs as a gap between the
practical application of DMT for persons who have been
diagnosed with mental or physical health problems, in solving
their social problems, and the theoretical, methodological
approaches motivating such practices in Lithuania. In the view
of a recognized expression of globalization, in the context of
intercultural traction and due to entrenchment of educational
borrowing policy, manifested in terms of Comparative
Education [1] there is an opportunity in Lithuania for
validation of the professional specialty in the field of DMT.
The focus is on the global educational trend - an individual's
life-long learning and changes in the independent Lithuanian
education system, which reflects global and, in particular,
European advanced education trends. The need to develop
dissemination of art therapy (including art, dance movement,
drama, music and similar therapies) existing in European
countries, promotes systematic education of professionals,
who use DMT or its elements, and validation thereof at the
national level. (The European Consortium of Arts Therapies
Education [ECAITE was established in 1991; it combines
21 institutes of 7 European countries and works to formulate
educational standards of art therapies in Europe (including art,
dance, drama and music therapy), which would be validated
and professionally acceptable at a national level.]). Scientific
novelty is defined by the fact that so far there are not enough
completed researches on DMT either abroad or in Lithuania
(where DMT phenomenon, as a research subject, is totally
new, and the specialist educational standards are not defined,
as compared to other countries). M. Chace, M. Whitehouse and
T. Scoop‘s experience is continuously referred to, who first
tried to seek practical and theoretical interfaces of DMT. Later
on H. Payne [2-5] revealed general and exceptional features
of DMT. B. Meekums [6] determined that the development
of creativity has an impact on personal health improvement.
She examined DMT features and concluded that the promotion
of creativity had a substantial therapeutic effect, as well as
development of the relationship between the patient and the
DMT professional. J. Hanna [7] mostly reviewed the psycho-
biological, communicative and emotional features of dance.
A. Kaeppler [8-10] developed the concept that dance reflected
structured movement systems that were determined by the
kinesthetic experience and communication. M. Lieijssen [11]
focus is on the practice of psychotherapy and especially on how
psychotherapists can improve their verbal psychotherapy by
adding abodily perspective to their existing ways of working. In
an experiential map of body-orientedness, different approaches
can be situated on a continuum from verbal to nonverbal: on
one side therapy that works with mostly verbal communication
and on the other side therapy where words are hardly used and

attention goes to body work and bodily expression.

Studies on the DMT topic only start to emerge in Lithuania:
social pedagogy analyzed the application of R. Laban‘s practical
experience in students' education [12]; public health education
analyzed the effect of dancing on disabled people [13]; G.
Karoblis‘s [14] doctoral thesis on philosophy summarized the
researches dealing with sports dance phenomenology, etc.; B.
Baneviciute‘s thesis studied dance skills education in early
adolescence [15]. Scientific novelty is perceived in the fact that
scientists have not broadly examined the DMT phenomenon in
Lithuania, and there is a lack of comprehensive disclosure of
theoretical, methodological and practical aspects of this new
therapeutic approach. Scientific relevance is related to the fact
that it is important to investigate the effect of not only verbal
but also non-verbal psychotherapy (e.g. DMT), by applying
the science-based research methods. The research of the
theoretical, methodological and practical interfaces of DMT
presented in this article is not merely new, but also highly
relevant for the integration of non-verbal methods alongside
with verbal psychotherapy.

The goal of the research is to establish the theoretical,
methodological and practical peculiarities of modern DMT for
patients and disabled clients.

The methods of the research: the analysis and synthesis
of scientific literature [16], and the elements of comparative
education have been applied [17]. Following the studies of
foreign [3-5, 18-23] and Lithuanian authors [13-15, 24-27] the
application of modern DMT has been examined, focusing on
the physical, emotional and social problems of patients and
clients (patients and people with disabilities), using a variety
of dance styles and techniques [28-33].

THE RESULTS OF THE RESEARCH

Theoretical basis of DMT. DMT is a psychotherapeutic
method, using the dance and movement process to maintain the
emotional, cognitive, social, physical functioning of individuals,
helping them to become more involved in social relationships
and social interactions [34]. Theoretical peculiarities of the
dance and movement therapy: 1) authenticity; 2) creativity; 3)
a holistic approach to a person and his/her environment (the
unity of cognitive and bodily “Self*).

The theoretical justification of DMT. Modern DMT
professionals use both psychodynamic theories and
psychotherapy techniques focused on personality growth,
which combine non-verbal communication competencies and
other education knowledge and skills of DMT. However, there
is no single, centralized and universally accepted theory that
could justify DMT.

The general theory of movement functioning according
to I. Bartenieff and D. Lewis [19]. In 1980 they proposed the
general theory of movement functioning, arguing that the body
and its movement mediate between the inside of the human
body (internal processes) and its external environment, thus
expressing the functions of satisfaction, coordination and other
needs in both environments. Most DMT specialists apply
this theory in practice as a working model. They argue that a
person's body develops depending on its use, and this has an
impact on the psychological health and disease state. M. Chace
[18] said that the muscular activity, in expressing emotions,
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is the basis for DMT, because it is a measure of structuring
and organization of the human body activity. According to her,
dance is a potential tool for communication and re-integration
into society, especially for patients with severe mental illness.
DMT provides a special therapeutic environment, where
different issues of self-communication and interaction with
others can be explored and co-experienced.

The theories of personality‘s bodily “Self”. The basic
theories, examining the formation of the role of personality‘s
bodily “Self”, represent more biological approach to a person's
body. On the one hand, the effect of social reality on the
perception of human body and personality is emphasized,
on the other hand, the dialectical conflict between a person’s
individual biological and social identity is underlined. V. N.
Nikitin [29] analyzed the psychological and psychotherapeutic
scientific literature by Russian and other foreign authors about
the content of a person's bodily “Self*. He said that one of the
structural parts of the human cognition is the knowledge of the
bodily “Self”, and defined the “Self” as an integrated mental
and social — cultural structure formed in the personality’s
development process, during which a person identifies
with his/her bodily self. This is especially important for the
application of DMT in cases of mental and physical illness and
in rehabilitation of the sick and the disabled. For example, after
a spinal injury, when the human body is no longer that what a
person would like to see and accept, as well as in other areas,
working with teenagers or the elderly, who cannot accept the
biological nature of their bodily “Self”’, DMT can help draw
attention to the body. DMT aims at helping a person after an
injury or serious illness to shape his/her own overall identity,
as well as the characteristic features according to the respective
sub-cultural social environment and its changes.

The methodological peculiarities of DMT. The
methodological rationale of DMT is based on theoretical
assumptions that the therapeutic effects of dance and
movement evoke the correction process of physical, mental
and social functioning of a person involved in the therapy [29].
In the analysis of the methodological peculiarities of DMT it
is important to note that dance could not be and has not been
applied directly to patients. M. Chace, M. Whitehouse and T.
Scoop spent a lot of years in reflecting the training of DMT
and only after that presented information on the professional
competencies and skills of the dance specialists required
for usage of DMT in psychotherapy. These are observation,
interpretation, change of dance elements, e.g., rhythm and
space, to satisfy patients' needs. In June of 1942 M. Chace
was invited to work with patients in St. Elizabeth hospital in
Washington, where she first described the DMT process. This
created the theoretical and methodological basis and allowed
the development of DMT to contemporary practice. In the
early development phase of DMT practice it was influenced by
widely recognized psychodynamic psychotherapeutic theories
in 1940 — 1960 [35]. In addition to that revival of nonverbal
communication studies in 1960-1970 [36] and increasing
awareness of the need to pay attention to a person's body in
case of psychiatric disorders [37] opened the way for the use of
other psychotherapeutic theories that focused on the personal
growth of individuals, connecting internal mental processes
with their social environment.

The methodological aspects of DMT for patients and

disabled clients are particularly important in applying this kind
of psychotherapy in rehabilitation. DMT specialists integrate
specific knowledge about the body, movement, motion
and expression with the psychotherapeutic, psychological
counselling and rehabilitation skills to help individuals
upon their demands and by applying as wide range of
treatment as possible [2-4, 28]. Social, emotional, cognitive
and psychological problems can be solved in DMT group
or individual sessions. Using different tools, work is done
in various clinical environments, ranging from hospitals
and clinics to the schools. The fact that DMT specialists
focus more on a person’s body language rather than verbal
expression, distinguishes DMT among other psychotherapy
types. However, although the roots and practice of DMT have
much in common with psychodynamic rather than alternative
therapies, it is often classified as a complementary therapy. 1.
Zwerling [38] states that there is a discussion ongoing about
the necessity to consider DMT as a primary therapy. Essential
methodological peculiarities of DMT for for patients and
disabled clients, in our opinion, have been formed historically
and include theoretical insights of psychotherapy, practical
studies of DMT and the summaries of their results.

The practical peculiarities of DMT. The concept of
practice has remained unchanged since the ideas outlined by
the first DMT professionals, when the motion and movement
had been seen as an individual and complex communication
through the development of expression. A person‘s body and
movement are seen as DMT language, which should not be
discouraged by the therapists interventions, because otherwise
it would be equivalent to the instructions provided in the verbal
therapy on what patients should speak. DMT currently aims
to measure and record the correction results of a person's
physical, mental and social functioning. For this purpose, the
experimental-clinical trials of movement are carried out.

Spread. DMT was formed as an official psychotherapeutic
practice in 1940 [39], affected by spreading therapeutic practice
of using dance and movement in Europe and other countries
[39]. The professional activity of specialists, using dance
and movement as therapeutic methods, started in the USA
around 1966 [28]. The American Dance Therapy Association
(hereinafter referred to as the ADTA) launched its activities as
a specialized organization with 73 eligible members.

Locations of use of DMT. DMT professionals work
in psychiatric and rehabilitation institutions, schools, care
facilities, addiction treatment centers, health care institutions,
counselling and crisis welfare and alternative treatment centers.

DMT practice targets. DMT is an opportunity for
treatment, relaxation, and celebration. This therapy is an
effective tool used for stress management and solution of
physical and mental health problems [40]. The question arises:
for what patients DMT is applied; what are the problems of
these patients and their solutions; how are DMT professionals
working and what is the practical therapeutic process?

Patients. DMT professionals work with individuals of all
age groups, groups and families. The contemporary categories
of patients participating in DMT have expanded and include
both educated and sick children [41, 42], women having breast
cancer [43, 44], individuals suffering from eating disorders [45],
patients with Parkinson's disease [46], cardiologic patients,
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persons with spinal cord injury, using wheelchairs [27, 47].
Most DMT professionals work in the areas of personality
growth and social welfare, palliative care, medical illness,
developmental disabilities and addictions. About 60% of
DMT professionals classify their activities as psychiatric
and psychotherapeutic treatment [28]. Since 1970 up to now
DMT has been applied in working with such social groups as
teenagers and parents, children with autism and developmental
disabilities, the elderly and old people. When integrated into
psychotherapy, DMT can be applied for individual patients
diagnosed with, for example, mental health disorders, post-
traumatic stress syndrome, or for persons having the refugee
status, in solving their psychosocial problems [3].
Patients’ and disabled clients problems. After emotional
stress emotions remain in the human body for a long time.
Without the ability to relax emotionally, the emotions existing
in the human body can turn into frustration, discouragement,
fear, anger, and self-destroying behavior. Words are only one
way of expressing own feelings and emotions. R. F. Cruz
[28] states that ~ 84% of information during communication
is received and transmitted non-verbally. Our bodies have a
peculiar vocabulary that had been formed much earlier than we
started talking. Movements and body language are most often
more honest expression and evaluation of us, as we are. Our
body communicates all the time. Therefore, we communicate
in rest and sleep, while being free or during a rage attack.
DMT professionals help their clients to increase self-
respect, change appearance, develop effective communication in
order to gain (communication) skills and improve interpersonal
relations with others, broaden the movement vocabulary, and
acquire communication insights. The insights and experience
gained during dance and movement, are translated into behavior.
New ways and opportunities are created, which would assist the
client to deal with problems in his/her daily life.
Compliance of the competencies of a DMT specialist with
a client’s needs. The skills of professionals using dance and
movement techniques in the therapy shall meet each client/
patient's uniqueness and needs, by accordingly selecting
the right form of dance or movement. DMT specialists use
movement and body language as the main tool to monitor,
assess, analyze and perform therapeutic interactions and
therapeutic  interventions. Therefore, development of
educational competencies of DMT professionals must include
very different styles and shapes of dance and mobility.

The practical methods of DMT. There are no equal forms
of DMT treatment. Despite the different methodologies used
and the variety of the techniques, the common feature is that
the body movements are combined with feelings. And it gives
good results in psychotherapy [31]. Whether choreography
(stylized), or improvised movement is used to address the
social, emotional, cognitive and physical problems, the
essential aspect of DMT is that the body language unites both
body and mind.

In this article we divide the methods into several
categories that are inter-related but still different: 1) by dance
and movement process; 2) by dance and movement styles; and
3) by dance and movement rhythm.

The methods by DMT process. Considering DMT as
treatment, the therapeutic process is analyzed.

The general process scheme of DMT according to M. Chase

basically covers three main phases: 1) clinical preparation
and choice of diagnostics; 2) the first phase of treatment:
monitoring of the patient's body movements and charting of
monitoring scheme, as well as selection of further movement
and dance treatment; 3) the second phase of treatment: analysis
of the patient‘s movements, consisting of information about the
movement energy and dynamics in the treatment process [31].

The DMT process scheme according to M. Leventhal.
Most professionals use American M. Leventhal‘s method [48],
including five stages: 1) physical, mental training, warm-up, the
patient's relaxation and preparation for unfolding; 2) selection
of the process scheme proposed by the therapist or the patient;
3) selection and performance of exercises, combining the body
and mental experiences in a single act; 4) stop and concentration
on search for the patient‘s most important moment, experience;
5) the end, covering mainly movement and dance, often carried
out together with the therapist. M. Leventhal says that working
in this way, the patient is gaining more confidence, and the
therapist can better monitor the patient's vital problems.

DMT process scheme, using various techniques based on
the “here and now” principle. These are Gestalt psychotherapy
technique [49]; psychoanalytic “breathing together” technique
[50]; the body integration technique [51]. Other methods are
also used, by applying breathing and touching.

Methods by dance and movement style. Styles and
shape of dance and movement are not merely tools used for
recognition of the patient/client‘s issues, but also a powerful
therapeutic method helping the personality to express in
its social context. Dance movements can reveal joy, pain,
sadness, anger, aggression, etc. For all those who have
problems in communication, who for one reason or another,
distance themselves from the surrounding social environment,
dancing helps to “open up” the limits of their interpersonal
relationships with others that they have created. The dance
movements offered to the patients are selected so that they
could be performed and the patients would not be afraid of
doing something in a wrong manner. In order to help the
patients to express their feelings, various dance steps and
movement styles are applicable (Table 1. DMT methods by
dance and movement style): ancient dances (have a sedative
effect); classic ballet (helps to stretch the muscles, shape
the body lines; the patient more quickly perceives the body
limits, for example, feels the right or left side, etc.); ballroom
dances (sports, household or social dancing — waltz, tango,
foxtrot, boogie-woogie, etc.) help in solving social adaptation
and integration problems. C. Schmais recommends to select
the dancing style depending on the person‘s needs. Shy and
constrained persons are apt for Spanish dances; lacking self-
confidence, the ones confused in different situations are apt
for active (sharp) jazz movement; belly dancing is suitable
for sexual development. Sometimes a specific dance shape is
chosen, which matches particular feelings. G. Karoblis‘s [14]
insights conceptually relate the treatment of amateur dance
and application of modern ballroom dance for therapeutic
purposes — change of human physical, social, mental, spiritual
functioning, i.e., presence. G. Don Campbell [52] states
that it is essential to learn jazz for everyone, especially for
children, because it educates the ability to maintain a dialogue,
without losing from the sight the entirety of social function
and reconciliation of differences, even if they are opposites.
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Table 1. DMT methods by dance and movement style. (Created by Soraka and Sapezinskiene)

}I{lf)f. Style Example Influence on the client / patient's well-being

1. Ancient dances Polonaise, etc. Have a sedative effect

2. Classic ballet Helps to stretch the muscles, shapes the body lines, makes the patient more

quickly perceive own body limits.

3. Ballroom dances (sports, Waltz, tango, foxtrot, Help in solving social adaptation and integration problems. Applicable for

household or social dancing boogie-woogie, etc.  people who have been isolated from society for a longer period of time.

4. Latin American dances Samba, Brazilian Helps to maintain a coherent personal mind and body being, to feel safe,
mambea, etc. pleasant, increase human energy.

S. Freestyle (improvisational) Helps the patient to resume forgotten movements that were once known.

dance Actualizes feeling conflicts, the solution of which requires move from
perception of senses to the action plan.

6. Authentic dance Contact dance — It is a person’s body therapy that exploits the game and communication in
improvisation, etc. dancing. It teaches to feel own body, listen to oneself, to own intuition and

to decide at a certain moment of time. The knowledge of the world is formed
through the person's body: trust, awareness of responsibility and resistance,
sense of intuition.

7. Individual and group dance Greek dance “Zorba* It develops an individual's ability to feel oneself, helps to distinguish
with increasing individuality and teaches to adequately respond to others; it influences
rhythm, etc. development of social human feelings, in particular transformation and

reduction of such feelings as fear and anger.

8. Jazz dance It educates the ability to maintain a dialogue, without losing from the sight

the entirety, socially function and reconciliation of differences. It helps to
deal with difficult tasks, promotes creativity and “breaking” of stereotypes.

D. Coulter recommends jazz as the way helping the patients
to “break” the stereotypes. He argues that it is complicated to
know jazz. In order to “get out of jazz twists labyrinth”, we
have to keep the rhythm. Jazz moves into chaos; from which
it creates order. G. Don Campbell [52] notes that the healthiest
and most readily available are Latin American dances (for
example, samba and Brazilian mamba), and their rhythms.
The Latin style helps to maintain a coherent personal mind
and body being, to feel safe, pleasant, increase human energy.
Freestyle (improvisational) dance is the patient's movement
by own rhythm, freestyle dance improvisation helping the
patient resume forgotten movements that were once known,
i.e., crawling, rotation, marching and other basic movements
learned in infancy and childhood. Movements awaken memory,
facilitate the exchange of feelings that actualize conflicts, for
the decisions of which patients are encouraged to transfer to a
conscious plan, which is one of the therapeutic goals [53]. In
a freestyle dance the patient learns to use space of the room,
play with different spatial levels, vary in strength and power
of the body, consciously work with free improvisation rhythm
and pace, develop individual choreography. The patient gives
aesthetic form to his/her improvised dance.

The example of an authentic dance may be the so-called
contact dance — improvisation: intuitive body therapy that
exploits the game and communication in dancing, and is based
on the intuition of DMT participants. Contact dance teaches
to feel own body, listen to oneself, to own intuition and to
decide at a certain moment of time. The contact improvisation
includes a wide variety of technique directions, such as yoga,
aikido, contemporary dance, theater, acrobatic elements [54].
Contact improvisation gives the body a vital force, lightness,
flexibility and plasticity.

Individual and group dance styles. The individual style

of art therapy, including dance therapy, is prescribed by a
physician or a DMT specialist. Group sessions are used to
solve communication and social problems. At the beginning
of the group dance and movement classes the group “warm-
up”, “introduction” methods, etc. are used, characterized by
synchronicity, rhythm intensification. Group DMT develops
an individual's ability to feel oneself, it helps to distinguish
individuality and teaches to adequately respond to others.
During interaction with other members of the group there
emerges an opportunity to “give” and to “take”, to transform
such feelings as anger, fear, and, consequently, reduce or get
out of the social isolation.

Styles change. During treatment, the dance styles can be
switched, expressing different characters and movements. For
example, the Canadian dance specialist M. Danson cooperated
with doctors, psychologists, dieticians, masseurs, and others.
Her patients in Toronto clinic followed a special diet for
unhealthy obesity. M. Danson prepared DMT programs that
consisted of three sensuous state solutions and respectively
different styles.

During the first stage the body had to be provided with
energy. Since the body was almost deprived of food, it was
necessary to get as much feeling stimulation as possible. It
can be achieved through dancing, and thus feelings become
brighter. M. Daison stressed positivity of this stage, by
activating movements, bold gestures and high jumps.

The second stage — work with depressive state that is
reflected in heavy helplessness of the human body. The belly
is growling, the mouth and eyes want to swallow food, all
thoughts are just about the food. At this moment rotating
movements are necessary, such as calm soothing waltz. During
this stage, patients start to talk about their personal feelings and
embonpoint problems.
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In the third, final stage the patients gleefully spin, feeling
lightness and happiness. Circle dance develops group feelings,
allowing to feel the common success.

Methods by dance and movement rhythm. The following
methods can be used for DMT: eurhythmics (E.J. Dalcroze);
R. Steiner‘s eurhythmics, four elements dance method (A.
Girson), etc. This article deals with eurhythmics (E.J. Dalcroze)
and four elements dance method (A. GirSon).

Eurhythmics (rhythmic system) method. The core of E. J.
Dalcroze‘s method is thythm [26]. Eurhythmics is a harmonious
and expressive movement and motion. The essence of the
method is that “the first and the main musical instrument for
a person is his/her own body, used for expression of his/her
feelings and emotions* [26]. Improvisation combines music
and the body and is a natural extension of what a person learns
while listening to music and training own body movements.
Everything is focused on the process rather on the final result
(as it is in the case of learning how to dance). However, the
scientific studies show that DMT training sessions allow
to develop the human capacity to understand the music and
evolve. A. Vilkeliené cites the qualitative research (the case
study of patients with cerebral palsy), and emphasizes what
needs to be considered when modeling the impact of the music
on a disabled individual. Rhythm is one of the main means
of musical expression, covering both artistic and therapeutic
effects on a disabled person. The strength of the effects depends
on the disabled person‘s sensory and emotional memory.

Four elements dance method (A. Girson). The author
of the method A. GirSon uses the metaphorical technique of
dynamic visualization (visualization of movements), based
on the sensation of the body and its inner rhythm [30]. This
DMT covers five stages. The first four stages are dedicated
to the journey to the so called four elements world, and the
fifth stage is the final and inclusive one. Each stage comprises
various dance and movement techniques: 1) keys to the body
(the earth element — sensation of own body; the air element —
breathing; the water element —flow of blood and other body
fluids; the fire element — internal rthythm, e.g., heartbeat, pulse,
etc.; 2) visualization of one of the stages in space, using dance
and movement; 3) identification with dance and movement
expressed by the element; 4) the end of the element expression,
gaining awards of the element and corresponding titles; 5)
the ritual ending, by saying out loud what awards and titles a
patient has acquired. The final part of the session includes the
closing dance expressing the combined elements.

Combination of DMT with other forms of art therapy.
O. A. Svirepo and O. S. Tumanova state that Moreno has used
DMT as an auxiliary therapeutic tool in psychodrama therapy,
but, in fact, the benefit is that the dance does not require verbal
communication at all [30].

SCIENTIFIC RESEARCH ON DMT

Currently the terms etic and emic are often used, which
are defined by linguists as meaning the differences in approach
(etic — theoretical scientific approach, emic — local people
approach), according to Keneth Pike‘s analytical method
[55]. In empirical studies this reflects the principles of
method harmonization (triangulation of the quantitative and
qualitative research methods). Within qualitative research,

there are a number of methodologies which significantly
favor the emic over the etic and vice versa [56]. The etic
perspective encompasses an external view on a culture,
language, meaning associations and real-world events. An etic
approach (sometimes referred to as “outsider,” “deductive,”
or “top-down”) uses as its starting point theories, hypothesis,
perspectives, and concepts from outside of the setting being
studied. Already at the end of the nineteenth century and at
the beginning of the twentieth century the first dance theorists
(James George Frazer, Jane Ellen Harrison, Ernst Grosse,
Edward Burnett Tylor) were able to show that dance was very
important for the study of society [55]. Dance studies were
based on evolutionism theory, which argued that dance had
evolved from primitive into more complex, “civilized” forms.
Now it is appreciated that all cultures and their dances have
their own unique stories, and it is not possible to establish
identical categories in different cultures [55]. In investigating
the effects of dance movement therapy (DMT) in a psychiatric
outpatient clinic with patients diagnosed with depression. DMT
aims to engage the patients in physical and verbal exploration
of their experiences generated in movement based interaction.
The assumption was that DMT, which includes both physical
engagement as well as emotional and social exploration, would
alleviate the mood and psychiatric symptoms. in investigating
the effects of dance movement therapy (DMT) in a psychiatric
outpatient clinic with patients diagnosed with depression. DMT
aims to engage the patients in physical and verbal exploration
of their experiences generated in movement based interaction.
The assumption was that DMT, which includes both physical
engagement as well as emotional and social exploration, would
alleviate the mood and psychiatric symptoms [57].

Traditionally the qualitative research strategy of DMT
is dominated, when the performed dance can be studied
according to its content and form, as a process in relation to
the other participants, i.e., as a subjective research material in
the properly constructed methodology. Dance can be content
and/or form, process and/or product, in relation to qualitative
inquiry [32]. Although dance scientists and some dance
education researchers use primarily quantitative methods, a
variety of qualitative, usually interdisciplinary, approaches
have dominated dance research, with researchers invested in
exploring dance and dancing as bodily experience, aesthetic
object, and social and cultural process [32]. The researchers’
self-presentations are becoming increasingly popular (who I
am, why I do this, what my experience is, I have the right to
write this and that, because I am this and that), by emphasizing
the present, and the dance tends to be analyzed as a practice:
while previously scientists used to trace dance forms, now it is
dancers’ experience that is distinguished [55]. This is related to
the research objectives of the DMT practice.

DMT specialists have always sought to explore with
the purpose to understand and explain how DMT works and
what they do [58]. The phenomenological research and data
collection method is most commonly used, which is combined
with the traditional research strategy (for example, a thorough
monitoring of personal behavior and its changes in the natural
environment). Sometimes video and recording equipment
is used for capturing the research results. According to C.
Schmais and D.J. Felber [58], three main strategies are used for
the DMT effectiveness studies: research scales, experimental
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studies and descriptive analysis. The scales are created with
the purpose to measure the differences in an individual‘s
behavior and other personal characteristics, as well as their
changes in group DMT, but this method does not reveal much
information about the ongoing group processes. Experimental
studies measure a person‘s behavioral changes in isolation, by
obtaining the objective information about the phenomenon,
but little is reflected on the group processes. Lastly, descriptive
account of dance therapy sessions furnishes a comprehensive
picture of the event, but they are highly subjective and not
replicable [58]. Filming or video recording technique makes
it possible to investigate the group processes, to isolate and
monitor the manifestations of group process development,
leadership competition models, expression of movement and
touch and how it affects the development of interpersonal
relationship, the exerted synchronized activities and how they
affect the participants’ behavioral development, etc. [58].

Several DMT studies examined a person‘s self-perception
and expression of his/her identity in the group [ 7]. The pilot study
to assess the effectiveness of dance psychotherapy showed that
for patients with medically unexplained symptoms the change
of approach to symptoms can be very useful. For this purpose,
special interventions are used to stimulate the mind and body
interactions, i.e., to promote self-changes in awareness and
behavior [4, 5]. It has been studied and continuously analyzed,
whether after 12 weeks of group DMT its participants (with
identified medically unexplained symptoms) have changed
the approach to their body symptoms and received any other
benefit from their perspective [4, 5].

Historically, it was important to demonstrate that DMT was

effective, especially because of the fact that psychotherapeutic
processes holistically integrated a person's emotional, physical
and cognitive functioning [59]. Some researchers are now
incorporating research and language from neuroscience to
corroborate basic tenets of DMT and offer a bridge to other
disciplines [60-64]. Dance/movement therapy actively engages
the brain through the body with interventions that impact both
physical and psychological functioning [65-67].
Focusing on the DMT benefit for treatment of post-traumatic
symptoms, it is important to note that as the fields of trauma
psychology and neuroscience seek to understand how the body-
mind is affected by developmental trauma, it is hoped that
dance/movement therapy might contribute its rich arsenal of
relational, movement, and body-based interventions to support
the development of a holistic and effective treatment model
for clients dealing with trauma-related dissociation [68]. The
role of dance/movement therapy in connection with five areas
of neurological functioning: 1) arousal and rest; 2) emotional
regulation; 3) implicit (preverbal, preconscious) and explicit
(verbal, conscious) memory; 4) the mirror neuron system;
5) right/left brain integration [63]. The clinical examples of
application of the group DMT method are provided below.

CLINICAL EXAMPLES [63]

A group session began with a member talking about
feeling invaded by a family member’s “meanness”’towards her.
Another group member related to the confusion and frustration
through her own experience of struggling with how to respond
to a co-worker s aggression. The group decided to explore the
theme of setting boundaries through a movement experience

in pairs. One person in each dyad embodied an “aggressive”
energy towards the other, and second experimented with full
body movement responses. A range of full effort movement
dynamics filled the room as interactive dances came alive in
each pair. Afterward, one member stated, “I didn 't realize how
mad I was till I felt the heat in my body, and moving with my
instinct to push back felt so satisfying.” Another had found a
different solution, “I wanted to stay connected, and I moved
slightly to deflect the energy coming at me, so I didn 't have to
absorb it all. This gave me an idea about how I might approach
the situation.” The following session, group members referred
back to their movement experiences as they tracked the ways
in which they had set boundaries in life situations that had
come up during the week. There was excitement in the room as
they spoke. One participant stated, ‘The movement impacted
what I decided to do directly-when things got heated, I knew
it would not be productive, so I just changed the subject, and
it worked! I felt less out of control.” The movement experience
had provided a dynamic opportunity to explore the relationship
between body and emotions, to evoke awareness and explore
choice, and respond to complex situations more effectively. As
a more conscious interrelationship between the mind and the
body is developed, the body naturally becomes the resource
for emotional self-regulation and integration. Moving actively,
with full effort, can allow strong feelings, such as anger, rage,
or joy, to be more consciously experienced and expressed,
making them more available for verbal processing. Depending
on one’s needs in the moment, sensing and responding to the
body through movement can be used effectively to regulate or
contain emotion [67].

DISCUSSION OF THE RESULTS

The research results achieved by the authors of the article and
foreign scientists [2-5, 7, 18-20, 27, 33, 69, 70] coincide in
several basic aspects. The DMT methods are applied to patients
and the sick: first, with physical and / or mental disabilities,
social integrity problems, as well as for the purposes of
personality development; second, in cases, where verbal
therapy does not work, or for the purpose to supplement the
verbal therapy treatment by non-verbal dance and movement
therapy interventions. Scientific literature database, compared
with the practical use of DMT methods, is poor; the research
work done is not sufficient to allow the dance and movement
therapy evolves as one of the forms of psychotherapy.

CONCLUSION

It has been determined that modern DMT practice for
patients and disabled clients, based on various modern
theories, holistically embracing the person's body and mental
practical problems, is gaining self-methodological basis and
aims to become one of the form of psychotherapy in Lithuania,
which can be applied for different patients according to their
needs, when verbal therapy is not as effective, or in line with
verbal psychotherapy. However, the most important task is to
promote the DMT research validated at the national level, and
to conduct the recognized professional training for specialists
who provide DMT in Lithuania.
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Case reports

The diagnostic challenge of simple schizophrenia: a case
report

Paprastosios Sizofrenijos diagnostika: klinikinio atvejo
apraSymas

Donata LUKOSIUTE!, Laura BALTAITYTE? Benjaminas BURBA? Vesta STEIBLIENE?

"Lithuanian University of Health Sciences, Kaunas, Lithuania
Clinic of Psychiatry at Lithuanian University of Health Sciences, Kaunas, Lithuania

SUMMARY

Background. Simple schizophrenia — a diagnosis, removed from
Diagnostic and Statistical Manual of Mental Disorder (DSM), but
still has remained in International Classification of Diseases (ICD).
This form of schizophrenia mostly definable by a slow progressive
development of negative symptoms, leading into personal and social
dysfunction, without any manifestation of acute psychotic symptoms.
This type of disease has been hypodiagnosed even in ICD classification
guided countries.

Case report. We are presenting the clinical case of 23 years old
man, first time diagnosed with simple schizophrenia. The changes in
personality and the first signs of psychiatric illness manifested since
early adolescentce. The abscene of acute psychotic symptoms did not
give base for earlier diagnosis: the diagnose of simple schizophrenia
validated only after social and ocupational problems occured.

Conclusion. This case report describes a typical course of simple
schizophrenia with premorbidic personality traits and development of
prodromic symptoms; and reveals slow disease progression without
acute psychotic symptoms.

Keywords: simple international ~ disease

classification; diagnosis

schizophrenia;

SANTRAUKA

Ivadas. Paprastoji Sizofrenija — diagnozé, iSbraukta i DSM (angl.
Diagnostic and Statistical Manual of Mental Disorders), ta¢iau vis dar
naudojama Tarptautinéje Ligy klasifikacijoje (TLK). Si ligos forma
apibidinama pamazu progresuojanciais negatyvia simptomatika,
nesant iSreikS$ty pozityviy simptomy. Net ir TLK Kklasifikacija
besiremianciose Salyse §i diagnozé nepagrjstai nustatoma vis reciau.

Atvejo apraSymas. Pristatome 23 mety amziaus vyro gyvenimo
ir ligos istorija, kuriam pirmga karta patekus i gydymo jstaiga buvo
diagnozuota paprastoji Sizofrenija. Musy paciento besikei¢iancig
asmenybe ir pirmuosius ligos simptomus galime stebéti nuo ankstyvos
paauglystés, taciau galimybé diagnozuoti liga, kuri nepasireiské
imine psichozine simptomatika, atsirado tik pacientui susidiirus su
socialinémis ir darbinémis problemomis.

I§vada. Sio klinikiniame atvejo apraymas puikiai iliustruoja
paprastosios $izofrenijos progresavimg su bidingais paciento
premormidiniais asmenybés bruozais ir prodrominiais sutrikimo
simptomais, bei kliniking ligos iSraiskg — @minés psichozinés
simptomatikos nebuvimg ir 1étg ligos progresavima.

RaktaZodziai:
klasifikacija; diagnozé

paprastoji ~ Sizofrenija;  tarptautiné  ligy
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The diagnostic challenge of simple schizophrenia

BACKGROUND

Simple schizophrenia undoubtedly has an unstable and
controversial history. It has originated in 1903, when Swiss
psychiatrist Otto Diem in monograph ,,The simple dementing
form of dementia praccox marked a different insidious type
of dementia praccox by typical early onset and progressive
course, highlighting absence of acute symptoms. The clinical
manifestation was described as "moderate degree of mental
debility, dullness and apathy with moments of excitability,
a loss of mental alertness, an inability to act independently
and a marked lack of judgement; at the same time
comprehension and orientation are maintained and memory
is not noticeably affected” [1]. Eugen Bleuler in 1908 added
a subtype schizophrenia simplex in Emil Kraepelin organized
categorization [2]. Since 1948 the term was included into the
first official diagnostic manual with a classification of mental
disorders — the 6th version of International Classification of
Diseases (ICD-6) [3]. After four years, it was published for
the first time as a simple type of schizophrenic reaction in the
Diagnostic and Statistical Manual of Mental Disorder (DSM-I)
[4]. Simple schizophrenia remained there for many years,
although criticism about this diagnostic category never ends
[5]. The International Pilot Study of Schizophrenia in 1978
concluded a vague description of simple schizophrenia and
lack of scientific studies [6]; after that, the simple schizophrenia
was omitted from DSM-III [7] and also, did not obtain in
further classifications. Otherwise the category of simple
schizophrenia has never been abandoned from ICD. One of
the greatest impacts was done by Russian physician V. G.
Levit: he reported 20 years observational data of 200 patients
hospitalized by first episode of schizophrenia and concluded
that simple schizophrenia, often presenting sluggishness,
apathy and passivity, was precisely compatible with typical
schizophrenia simplex description. This research confirmed
that negative types of symptoms should be considered as initial
signs of schizophrenia [7].

In everyday clinical practice using ICD-10 with diagnostic
category of simple schizophrenia, we have ,,a disorder, in
which there is an insidious but progressive development of
oddities of conduct, inability to meet the demands of society,
and decline in total performance” [8]. The pure forms of
simple schizophrenia are very uncommon and are not easy
to recognize; meanwhile we have some unsettled questions
about boundaries on schizotypal disorders. Even nowadays the
diagnostic of simple schizophrenia remains unclear. Generally
patients with this disorder apply for psychiatric treatment after
a long outbreak, especially when symptoms and disturbances
of psychosocial functioning become severe or social-economic
problems already appear [9, 10, 5].

In this case report we present the clinical case of patients
with diagnosis of simple schizophrenia, which represents
a patients life and illness history, reveals diagnostics and
differential diagnostics complexity, treatment options and
future prognosis.

CASE REPORT

History. A 23 years old male patient was admitted
to Psychiatric Department due to his mother and general
practitioner concerned, that the patient is acting strange,

refuses to go to work, has stopped communicating with family
members and has showed episodes of anger or uncontrollable
laughter. The patient had no previous psychiatric disorders and
the main complaint was painful back and knees as a result of
the difficult job.

He was born and grew in Lithuanian city Kaunas; the
psychomotor development was normal. He had no known family
history of psychiatric disorders, any relatives with suicidal and
addictive behavior. Patients mother had been working a big part
of a day in the sales office, so for a long time she hadn‘t noticed
changes in son‘s behavior. His father had engineering degree,
but most of the time worked as a church clerk. Patient‘s father
described his relationships with co-workers as strained: he had
thoughts that someone was trying to poison him, had been
feeling ,.like dizzy*. Patient had never had familiar contact with
his father. Patient has a two years older sister; she was always
very communicative person, with a lot of social activities. When
they were little they would be playing together, both of them had
a very close relationship and patient enjoyed it. During last 7-8
years period their relations has changed: despite living together
and sharing one room, their contact became formal. Since an
early childhood, patient has been sluggish, much slower than
other peers, always had troubles with social interactions.
Although, at school he had some friends for playing basketball,
none of them were close friends. He never had conflicts with
teachers. Learning outcomes were average (7/10 marks),
much better on humanistic subjects than math. Patient had
started to feel sexual desire since 14, but after a year his desire
became weaker and gradually he lost his libido completely. His
romantic relationship with a classmate at 16 years old had been
continuing for about one year without any intimate connection
and had broken up without any reason. He was sad about this,
but in consideration of his social withdrawal, had never started
on another relationship. He has not been drinking and smoking,
because he has found it gives him no pleasure. On the last
school years, from 17 years old, patient gradually became more
solitary, gave up playing basketball with friends, and missed
all his interests, started feeling fatigued and most of the time
was staying at home. After graduation he had no intention to
continue studying and had gained his specialty of car repairman
just for mothers inducing. Studies did not interest him and he
did not try to find a job by qualification. Patient had an auxiliary
jobs several times: during all employments he had troubles in
maintaining smooth relations with his colleges. For this reason
he had changed his workplace at least 4 times. Out-of-work
time he was spending aimless at home, watching all TV-
programs one after another, without any contacts with family
members. According to his mother report, the patient began to
show episodes with unmotivated laugh at 15 years old. He has
not been able to explain the causes and to control it. From time
to time such episodes recur. Once at 21 years old patient had
heard mysterious whispering from the outside ,,like the sounds
of wind*. He did not understand the meaning of this speech and
he did not react to it; however it never happened again. During
last year period he became aggressive and assaultive against
family members. Also, in current working place, the patient had
hostile relationships. He noticed his co-workers were telling
stories and joking about him. Therefore, the patient had figured
out that co-workers had been uttering slanders against him and
making plans to injure him. For this reason he was displeased
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with his job and applied to primary-care physician with active
complains on painful back and knees limiting his ability to
work. A primary-care physician presuming a mental illness
addressed him to Psychiatric Department.

Mental state examination. Patient presented as self-cared
man, who looked his stated age. He was approachable to verbal
contact, but interacted unwillingly. He showed lack of ability to
establish good emotional contact: eye-contact was intermittent,
face looked hypo-mimic. Patient had blunted emotional
reactions, lack of interest to other people or visiting mother,
his mood was monotonous. He claimed having no feelings
about anything, but talking about his father and his childhood
events, patient became more irritable and anxious. During
examination he showed the wary and suspicion. His speech
was of slow rate, but coherent and appropriate. The vocabulary
was poor and limited. He used to respond after a long silence
and often used phrases ,,I don‘t know*, ,,I don‘t remember “or
answered shortly. Patient expressed suspiciousness towards his
co-workers: he had thoughts that he could be harmed or beaten
by co-workers, all talks and jokes he had heard considered to be
against him. Also, he was suspicious towards other patients in
the department. He was avoiding therapy rooms, where he could
contact other patients, thinking they could make a mockery of
him. Patient showed clear negative symptoms: hypo-volition
— he had decreased motivation to initiate and perform self-
directed purposeful activities, with no goals in his life, he could
spend all day lying in bed; anhedonia — felt no pleasure from
any activities and he experienced social withdrawal — limited
contacts with people, including his own family members. He had
concentration difficulties, was distractible by any insignificant
stimulus. He denies any hallucinations or suicidal thoughts.
His judgement and insight of illness were poor, although he
was compliant with psychiatric hospitalization and treatment.
The psychological assessment revealed slow thinking process,
loss of coherence and direction of speaking, lower abilities for
abstraction with predominance of the coincidence associations.
The answers had delitescent and peculiar concept. Multiplicity
and sluggish thinking were frequent. The physical, neurological
exam, laboratory data and brain MRI was essentially within
normal limits.

Hospital course and treatment. Considering patient‘s
faulty perceptions of co-workers behavior as interpretational
delusions — the antipsychotic treatment was started with
a typical antipsychotic Haloperidol (a dose was titrated
gradually from 5 to 20mg/day). No side effects were observed,;
no changes in patients’ behavior were noticed during first
two weeks of treatment. Considering negative symptoms
to following treatment, atypical antipsychotic Risperidone
(up to 4mg/day) was prescribed. Also, no significant effects
were observed. During all hospital treatment period, patient’s
communication was inhibited: he stayed away from contact
with other patients and hospitals staff. He answered briefly,
with one or two words, mostly looking through the window. He
avoided occupational and group therapies, as well as morning
exercises by reason of absence of motivation to make contacts
with people. Patient remained quite passive, all day lying in
bed without any activity.

Diagnosis. The patient meets the ICD-10 criteria for
simple schizophrenia. He has a quite long history of mental
illness: premorbid personality traits combining slowness and

sluggishness, self-restraint, loneliness, lack of involvement in
social interactions. The prodromal phase started at age 15 with
emotional outbursts, loosening of sexual desire and narrowing
of interests. His gradual loss of interests and social isolation
were becoming more significant and deteriorative for last
five years. Patient has loss of initiation and spends time idle,
aimless and wasting on trifles. His social marginalization is
characterized by faulty interpretations of people behaviors,
classified as overvalued ideas. His occupational performance
is marked declined and has caused severe impairment at work.
The patient has no confirmations of active psychotic symptoms,
except simple auditory hallucinations (phonemes) occurring
only once. The clinical examination shows the deepening of
"negative" symptoms — apathy, anhedonia, hypo-volition and
affective flattening, social withdrawal with suspicious and
defensive behavior, slowness in speech, hypo-mimic face,
no eye contact and poor judgement. The patient does not
meet criteria for any organic brain disorder or substance use
disorder. Psychological assessment confirmed the disturbances
of thought process specific to schizophrenia.

Differential diagnosis. Despite the fact that all symptoms
of simple schizophrenia have been met, most of them are
not specific. It was necessary to make a precise differential
diagnosis. Similar clinical presentations are really possible
in patients with schizoid personality disorder, in affective
disorders, autism spectrum disorders, mental retardation
or dementias, physical disorders, after brain injuries or
neuroinfectious diseases, like meningitis or encephalitis.

Apattern of detachment from social relationships, including
own family, no interest in sexual experience, emotional
coldness, detachment and apathy led us to differentiate from
schizoid personality disorder. However, we distinguish that
schizoid personality disorder shows more specific choices in
selective activities and moreover these persons have a quite
stable autistic behavior with intense decompensation periods
after any psychosocial stress experience.

Some affective disorders, particularly atypical types
of depression (adynamic, stuporous, ,,anaesthesia psychica
dolorosa®), could mimic some symptoms of this case. Loss
of interests, experience no pleasure in any activity, a social
withdrawal led us to differentiate from depressive disorder.
However mood disorders always have more or less significant
(sometimes it could be masked) affective component of illness,
which is the primary cause of psychosocial dysfunction. In our
case, the emotional flattening as dominant emotional symptom
allowed us to exclude affective disorder.

Such symptoms, like an impairment in social interactions
— difficult to keep eyes-contact, hypo-mimic facial expression,
no body posture, absence of seeking contact to other people,
supposed us to differentiate from autistic spectrum disorder —
Asperger‘s syndrome. However, the progressive development
of described symptoms and a gradual development of isolation
after quite normal social functioning in childhood allowed us
to exclude autistic disorder.

We have no data about mental retardation or dementia.
The development was normal for his age. There were no
periods with potential mental function‘s lesion in patients
life. With the same occasion we denied neuroinfection
possibility — we had not got any anamnestic data or paraclinic
diagnostics confirmations, so there is no need for expectancy
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of any infection in the past or in the present. In addition, our
patient in late childhood had a brain injury, but trauma was not
severe and after long period of time, no residual brain injury
symptoms had occured. Also, no somatic disease is confirmed,
because of negative paraclinical diagnostic tests and abscene
of psychostenic or psychoorganic syndrom.

DISCUSSION

We introduced a case report of simple schizophrenia,
which meets all ICD-10 ciriterions and seems like a typical
insidious psychosocial deterioration without obvious psychotic
symptoms [11]. With this publication we want to remind of
hypodiagnosis of simple schizophrenia and make clear why
it is difficult to diagnose these patient. This report confirms
that patients with such conditions are undisposed to consult
a doctor because of their self-neglect [9, 12, 10]. We want
to notice that these patients often are brought into hospital
by theirs relatives [12, 5] or seek doctors help with other
non psychiatric complaints as in our case. It is important to
emphasize that in an absence of psychotic signs diagnostic is
complicated. Anamnesis oriented into premorbidic personality,
prodromal traits and  progressively developing negative
symptoms leading into total dysfunction possibly could help
diagnostic determination [13, 14].

After reviewing some comparable publications we made
a comparison and marked a few basic directions concerned
with developmental history and clinical features. Premorbidic
personality is very common in schizophrenia development [15],
especially simple type [13]. Our patient since an early childhood
was slow, had troubles with social interactions, became more
isolated. Identical social withdrawal and interests lost after
normal childhood and academic achievements are found quite
often [10, 16, 5]. Prodromal traits is further sign which are
indicative of beginning illness [14]. However symptoms are
fairly variable. In our case it manifests with increased social
isolation and episodes of unmotivated laugh and anger, libido

lost, episode of simple auditory hallucination. Literature refers
simple schizophrenia prodromal opens with supposedly stress
induced acute psychotic episode [12], depression-anxiety alike
symptoms [17], aggressiveness and irritability [ 5], muttering and
smiling to self [10] and other odd behaviours [10, 16]. Simple
schizophrenia is described mostly by negative schizophrenia
symptoms, including anhedonia-asociality, avolition-apathy,
affective flattening or blunting, alogia, inattentiveness [18]. Our
patient had most of these symptoms, althought his grooming
and self hygiene were expressed slightly,but self-neglect is one
of most specific and observable simple schizophrenia symptoms
[9, 12, 10, 5, 13]. Also we noticed that overvalued ideation at
first sight not compatible symptom is presentable not only in
our case [12, 13]. Nonetheless these thoughts are far from the
delusional thinking such as persecutory or grandiose delusions
in paranoid schizophrenia. Unfortunately almost every case
end up with total social life and functional breakdown [9,
10, 5]. Therefore a simple schizophrenia is insidious and life
destructive mental illness.

The International Classification of Diseases and Related
Health Problems (ICD) is currently in its tenth revision. In ICD-
11 Beta Draft version, which is not final yet and not proved
by WHO also, a diagnostic category of simple schizophrenia
(likewise all types of schizophrenia) has been eliminated. So,
that truly could mean an end of this psychiatric diagnosis [19].

CONCLUSION

Our case report reminds us to be wary and keep in
mind a simple schizophrenia diagnosis in everyday mental
physician practice. Also, it describes a typical picture of this
type schizophrenia patient and points out main aspects of
purposeful anamnesis.
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Exogenous glucocorticoid induced psychiatric disorder
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SUMMARY

Introduction. Glucocorticoids are a commonly prescribed class
of medication used to suppress the immune system and decrease
inflammation. Since their introduction they became widely used
to effectively treat a wide range of illnesses — allergies, connective
tissue, skin, lung diseases, cancer and to prevent transplant rejection.
However, they have many adverse effects, which range from diabetes
mellitus, osteoporosis and arterial hypertension to mental disorders.

Case report. For a 49 year old man, after 1 year of chronic
glomerulonephritis caused renal insufficiency, renal transplantation
was scheduled. Illness was complicated with secondary third grade
hypertension. There was no history of mental disorders and use of
psychotropic drugs. Before the transplantation standard induction of
imunosupression was given: intravenous methylprednisolone 250mg
and mycophenolate mofetil 500 mg oral administration. After operation
transplanted kidney started to function immediately. Standard
postoperative imunosupressive treatment according to the kidney
transplantation protocol: calcineurin inhibitors (cyclosporine 4mg/kg/
day, later in accordance to its concentration in blood), mycophenolate
mofetil 1g two times per day and methylprednisolone 1mg per kilo
(70mg), then gradually reducing the dose and in 2-3 weeks reaching
maintenance dose (8mg per day). On the eighth day after kidney
transplantation patient became psychomotorically agitated, visual
hallucinations appeared, persecutory delusions, became disoriented
in time, cooperation process has been difficult, thinking viscous,
nonproductive. Differential diagnosis was carried out: subarachnoid
haemorrhage and hypertensive crisis induced encephalopathy was
rejected after the head CT scan. After psychiatrist’s consultation
delirium syndrome was diagnosed. 5 mg of haloperidol was prescribed
intramuscular injection for treatment. Since the psychiatric symptoms
have not been improving, the dosage was increased up to maximum 18
mg/d., methylprednisolone dose was further reduced according to the
protocol. In continuing treatment with antipsychotics and decreasing
glucocorticoid dosage, psychomotoric agitation, disorientation and
delusions has been reduced.

Conclusions. To patients that had no previous psychiatric
symptoms before kidney transplantation, even when using
glucocorticoids according to standard immunosuppression scheme,
delirium syndrome might occur. Therefore it is essential to monitor
all patients for this adverse effect and teach them and their family
members to recognize the symptoms of mental disorders and explain
that they should inform their physician about this.

Key words: glucocorticoids, delirium
transplantation, methylprednisolone.

syndrome, renal

SANTRAUKA

Ivadas. Gliukokortikoidai yra daznai iSraSoma vaisty grupé,
naudojama imuniteto slopinimui ir uzdegimo mazinimui. Nuo pat
ju sukiirimo, Sie vaistai tapo placiai taikomais efektyviam jvairiy
sutrikimy gydymui — alergijy, jungiamojo audinio, odos, plauciy ligy,
vézio bei transplantuoty organy atmetimo prevencijai. Taip pat jie
pasizymi labai jvairiu Salutiniu poveikiu, kuris apima diapazona nuo
cukrinio diabeto, osteoporozes ir arterinés hipertenzijos, iki psichikos
sutrikimy.

Atvejo aprasymas. 49 mety amziaus vyrui po 1 metus trukusio
létinio glomerulonefrito sukelto galutinio inksty nepakankamumo
atlikta inksto transplantacija. Liga buvo komplikuota antrine trecio
laipsnio hipertenzija. Psichikos sutrikimy anamnezéje nenustatyta,
psichotropiniy vaisty nevartojo. Prie§ operacija skirta standartiné
imunosupresijos indukcija: metilprednizolonas 250 mg i vena lasSiniu
blidu bei mikofenolato mofetilio 500 mg per os. Po operacijos
transplantuotas inkstas pradéjo funkcionuoti i§ karto. Pradétas
standartinis pooperacinis imunosupresinis gydymas pagal inksty
transplantacijos protokola. kalcineurino inhibitoriais (ciklosporino 4
mg/kg per diena, véliau pagal ciklosporino koncentracija kraujyje),
mikofenolato mofetiliu 1 g 2 kartus per dieng ir metilprednizolonu
po 1 mg/kg (70 mg),véliau palaipsniui doz¢ mazinant ir per 2-3
sav. pasiekiant palaikomaja (8 mg per dieng). AStunta para po inksto
transplantacijos ligonis tapo psichomotoriskai sujaudintas, iSryskéjo
regos haliucinacijos, santykio kliedesys, tapo dezorientuotas laike,
bendradarbiavimo procesas buvo apsunkintas, mastymas klampus,
neproduktyvus. Pravesta diferenciné diagnostika: subarachnoidinés
hemoragijos ir hipertenzinés krizés sukeltos encefalopatijos galimybé
atmesta atlikus galvos kompiutering tomografija. Po psichiatro
konsultacijos diagnozuotas delyrinis sindromas. Gydymui skirta
haloperidolio Smg j raumenis. Biklei negeré¢jant haloperidolio dozé
padidinta iki maksimalios 18 mg paros dozés, metilprednizolono
dozé buvo ir toliau mazinama pagal protokola. Toliau tesiant
gydyma antipsichotikais ir mazéjant gliukokortokoidy dozei, pamazu
regresavo psichomotorinis sujaudinimas, iSnyko dezorientacija ir
kliedesinis sindromas.

ISvados. Pacientams, kuriems iki tol nebuvo nustatyta
psichikos sutrikimy, po inksty transplantacijos, net ir vartojant
gliukokortikoidus pagal standarting imunosupresijos schema, gali
iSsivystyti delyrinis sindromas. Todél biitina visus pacientus stebéti del
$io nepageidaujamo vaisty poveikio, iSmokyti juos ir jy artimuosius
atpazinti psichikos sutrikimy simptomus bei paaiSkinti, jog apie tai
reikia pranesti gydytojui.

Raktiniai ZodZiai: gliukokortikoidai, delyrinis sindromas, inksty
transplantacija, metilprednizolonas.
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Exogenous glucocorticoid induced psychiatric disorder

Glucocorticoids are a commonly prescribed class of
medication used to suppress the immune system and decrease
inflammation. Since their introduction they became widely
used to effectively treat a wide range of illnesses — allergies,
connective tissue, skin, lung diseases, cancer and to prevent
transplant rejection [1]. However, they have many adverse
effects, which range from diabetes mellitus, osteoporosis and
arterial hypertension to mental disorders. The real reasons for this
are unknown, but there are several theories explaining this [2].

The main endogenous glucocorticoid, cortisol, is involved
in glucose metabolism, inflammation, formation of immunity
and a wide range of other organism functions related to stress.
It also has effects on the activity of central nervous system. In
hypothalamic — pituitary — adrenal axis this hormone is secreted
during stress when hypothalamus produces corticotrophin —
releasing factor that causes corticotrophin secretion from the
anterior pituitary and subsequent release of cortisol from the
adrenal glands [3]. It connects with mineralocorticoid receptors
(MR) and glucocorticoid receptors (GR). Expressions of these
receptors increase when cortisol is secreted in a response to
stress [4]. MR is important to the onset of stress reaction, and
GR finish response, promote recovery, memory and adaptation
[5]. For this a balance between MR and GR in the brain is
important. Synthetic glucocorticoids suppress endogenous
secretion of glucocorticoids and activate only GR. That causes
imbalance between MR and GR and could induce mental
disorders [6]. However, even knowing the action mechanism
of glucocorticoids and the consequences of their use, there are
not always viable alternatives to change into. The described
clinical case is just that, in which the protocol of transplantation
was strictly followed in order to preserve the function of the
transplanted kidney.

CLINICAL CASE

For a 49 year old man, after 1 year of chronic glomerulo-
nephritis caused renal insufficiency, renal transplantation was
scheduled. Illness was complicated with secondary third grade
hypertension (peak blood pressure 230/120mmHg): used
metoprolol 100 mg/day, telmisartan 80 mg/day, moxonidin 0,6
mg/day, doxazosin 4mg/day. For hyperphosphatemia correction
the patient used calcium carbonicum. For renal anaemia —
intravenous iron supplements, epoetin beta and folic acid.

There was no history of mental disorders and use of

Methylprednisolone dose (mg./p.)
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16

8

Time since 1 8
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psychomotoric agitation
visual hallucinations

psychotropic drugs.

Before the transplantation standard induction of
immunosuppression was given: intravenous methylprednisolone
250mg and mycophenolate mofetil 500 mg oral administration
(Figure 1). After operation transplanted kidney started to function
immediately. Standard postoperative immunosuppressive
treatment according to the kidney transplantation protocol:
calcineurin inhibitors (cyclosporine 4mg/kg/day, later in
accordance to its concentration in blood), mycophenolate
mofetil 1gx2/day and methylprednisolone 1mg per kilo (70mg),
then gradually reducing the dose and in 2—3 weeks reaching
maintenance dose (8mg/day) [7].

Postoperative period was complicated with difficult to
manage arterial hypertension, which was treated in intensive
care unit with sodium nitroprusside 30mg/d intravenous
infusion, moxonidine 0,4mg/day. lercanidipine 10 mg/day.,
olmesartan 20 mg/day. and metoprolol 25mg/day. The patient
has been using these drugs in the past. No mental disorders
were diagnosed during that period. The newly prescribed
drugs were methylprednisolone and mycophenolate mofetyl.
Mycophenolate mofetyl has a known association with
psychiatric symptoms [1]. Its adverse effects are inducing
depression, insomnia and nervousness.

On the eighth day after kidney transplantation patient
became psychomotorically agitated, visual hallucinations
appeared (the patient was loudly speaking to presumed people
around him), persecutory delusions (said that everyone is
hostile against him), became disoriented in time (a few days off
the calendar), cooperation process has been difficult (irritable,
angry, answered the questions briefly, not immediately),
thinking viscous, nonproductive.

Differential diagnosis was carried out: subarachnoid
haemorrhage and hypertensive crisis induced encephalopathy
was rejected after the head CT scan. After psychiatrist’s
consultation delirium syndrome was diagnosed. 5 mg of
haloperidol was prescribed intramuscular injection for
treatment. Since the phychiatric symptoms have not been
improving, the dosage was increased up to maximum of 18 mg/
day, methylprednisolone dose was further reduced according to
the protocol. In continuing treatment with antipsychotics and
decreasing glucocorticoid dosage, psychomotoric agitation,
disorientation and delusion has been reduced. Antipsychotics
for maintenance therapy were given and since mental

14 16
psychomotoric agitation
visual hallucinations

difficult cooperation process difficult cooperation process
persecutory delusions

time disorientation
DELIRIUM SYNDROME

Figure 1. Flow chart
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disorders were not reoccurring, 24-th day after transplantation,
haloperidol was discontinued.

DISCUSSION

Methylprednisolone-induced delirium syndrome is quite
rare in everyday clinical practice and that complicates quick
diagnostics [8]. Further on is our case report comparison with
the findings of other authors.

According to other sources, only 6% of glucocorticoid users
suffer serious adverse psychiatric symptoms, including delirium
[9]. Even more interesting is that appearance and severity of
mental disorders not always depend on glucocorticoid dose.
In 2006 described case hallucinations appeared after 15mg/d
glucocorticoid prednisolone dose [10]. Judd et al. presented a
case where 50 year old patient due to glomerulosclerosis was
prescribed 10mg/day of prednisolone. Psychiatric disorders
appeared as crowded thoughts and disorganized thinking.
She was unable to drive and noted memory problems, which
required multiple reminders for various responsibilities and
appointments. Also had greater vulnerability to stress, sleeping
disorders [11].

Delirium syndrome was differentiated from a several
diseases. Hypertensive crisis induced encephalopathy can be
suspected in patients, that have arterial blood pressure above
180/110mmHg. Common symptoms: difficult to manage
hypertension, headache, nausea and vomiting led to suspect
this pathology. However, during neurological examination
changes were not found. Also in head CT scan pathological
findings were not observed, so hypertensive encephalopathy
was not confirmed.

Subarachnoid haemorrhage risk factor is high blood
pressure. Common symptoms — headache and nausea occurred
to the described patient. Symptoms appeared suddenly,
were led by psychopathology, which could accompany most
brain function disorders. But in head CT scan, no blood in
subarachnoid crevices or ventricles was found; therefore
subarachnoid hydrocephaly has been rejected.

Arterial hypertension is a cardiovascular disease risk
factor; therefore the condition of the patient was differentiated
from ischemic stroke. The patient had symptoms common to
stroke-related ones: nausea and disorientation. However, there
were no signs of an ischemic stroke on CT cranial scan.

Also, the condition has been differentiated from dementia.
Common symptoms of it are behaviour disorders and
disorientation. However, dementia manifests gradually and in
this case symptoms became apparent within a short time and
dementia is more common for people older than the described

patient. Therefore, dementia has been dismissed.

Moreover, drug interactions were overviewed [1]. Even
a few drugs could have had an adverse effect to mental
health. Metoprolol and ranitidine could induce confusion
and hallucinations. These adverse effects are very rare.
Most psychiatric disorders could have been induced by
methylprednisolone. Reducing the dose according to protocol
reduced the delirium syndrome symptoms. In literature it is
described that during the methylprednisolone treatment, adverse
effects could occur between second day and second week of
treatment (in this case — on the eighth day after first dose) [1].

Since glucocorticoids have strong side effects not only
for the mental state but also for various organ systems, if
there is any possibility, an alternative medication should
be prescribed. Therefore, before using glucocorticoids,
psychiatrist consultation is reasonable. If there are known
psychiatric disorders diagnosed for the patient, glucocorticoids
should be prescribed with more caution. All patients taking
glucocorticoids should be considered as a delirium syndrome
and other mental disorder risk group and should be closely
monitored during medication and for some time afterwards.
According to State Medicines Control Agency data, with the
aim to stop psychiatric symptoms, not only the reduction of
the glucocorticoid doses , but even a complete elimination
of their use is sometimes necessary [1] together with further
monitoring for new or worsening psychiatric symptoms.
In case of severe psychiatric complications, glucocorticoid
prescribing physician should consider consulting with a
psychiatrist on that matter.

This article has revealed the difficulties that
physicians face when treating complicated patients. Due to
polypharmacotherapy and unstable state of the patient, even
when consulting with physicians of other specialties, it is not
always possible to rapidly diagnose the cause of occurring
psychiatric disorders. Moreover, even though there are many
potential cases in which glucocorticoids can induce one
or another psychiatric disorder, there are no recent cases of
delirium described.

CONCLUSIONS

To patients that had no previous psychiatric symptoms
before kidney transplantation, even when using glucocorticoids
according to standard immunosuppression scheme, delirium
syndrome might occur. Therefore, it is essential to monitor all
patients for this adverse effect and teach them and their family
members to recognize the symptoms of mental disorders and
explain that they should inform their physician about this.
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SANTRAUKA

Darbo tikslas. Pirminés sveikatos priezilros sistemoje nerimo
sutrikimai daznai nediagnozuojami, nors bendrosios praktikos
gydytojai galéty Siuos sutrikimus veiksmingai gydyti. Metodai.
Sis prane§imas yra trumpas ir praktiskas Pasaulinés biologinés
psichiatrijos draugijy federacijos (angl. WFSBP) nerimo, obsesinio-
kompulsinio sutrikimo (OKS) ir potrauminio streso sutrikimo (PTSS)
farmakologinio gydymo pirming¢je sveikatos prieziliros sistemoje
rekomendacijy apibendrinimas. Rekomendacijas parengé Darbo
grupé, sudaryta i§ 30 tarptautiniy Sios srities eksperty, ir pagrjstos
Rezultatai. Siy sutrikimy pirmojo pasirinkimo vaistai yra selektyviis
serotonino reabsorbcijos inhibitoriai (visiems sutrikimams gydyti),
serotonino ir noradrenalino reabsorbcijos inhibitoriai (kai kuriems
sutrikimams) ir pregabalinas (tik generalizuotam nerimo sutrikimui).
Irodyta, kad kognityvinés elgesio, ekspozicijos terapijos ir vaisty
derinys yra kliniskai pageidautinas gydymo biuidas.

I§vados. Si trumpa jrodymais pagristy Rekomendacijy versija gali
pagerinti nerimo, OKS ir PTSS gydyma pirminés sveikatos priezitiros
sistemoje.

Raktiniai ZodZiai: nerimo sutrikimai, rekomendacijos, panikos
sutrikimai, generalizuoto nerimo sutrikimas, socialinio nerimo
sutrikimas, farmakologinis gydymas

ABSTRACT

Objective. Anxiety disorders are frequently under-diagnosed
conditions in primary care, although they can be managed effectively
by general practitioners. Methods. This paper is a short and
practical summary of the World Federation of Biological Psychiatry
(WFSBP) guidelines for the pharmacological treatment of anxiety
disorders, obsessive — compulsive disorder (OCD) and posttraumatic
stress disorder (PTSD) for the treatment in primary care. The
recommendations were developed by a task force of 30 international
experts in the field and are based on randomized controlled studies.

Results. First-line pharmacological treatments for these disorders are
selective serotonin reuptake inhibitors (for all disorders), serotonin-
norepinephrine reuptake inhibitors (for some) and pregabalin (for

generalized anxiety disorder only). A combination of medication and
cognitive behavior/exposure therapy was shown to be a clinically
desired treatment strategy. Conclusions. This short version of an
evidence-based guideline may improve treatment of anxiety disorders,
OCD, and PTSD in primary care.

Keywords: anxiety disorders, guidelines, panic disorder, generalized
anxiety disorder, social anxiety disorder, pharmacological treatment.
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IVADAS

Pirminés sveikatos prieziiiros sistemoje nerimo sutrikimai
daznai nediagnozuojami, nors bendrosios praktikos gydytojai
galéty Siuos sutrikimus veiksmingai gydyti. Pasaulio
sveikatos organizacija (PSO) ir Amerikos psichiatry asociacija
(APA) parengé specifines psichikos sutrikimy diagnostikos
pirminés sveikatos prieziliros sistemoje rekomendacijas.
Sis pranesimas papildomas jrankis — glaustas ir patogus
Diagnostikos vadovas, parengtas bendrosios praktikos
gydytojui. Tai trumpa ir praktiSka WFSBP rekomendacijy dél
nerimo sutrikimy, obsesinio-kompulsinio sutrikimo (OKS)
ir potrauminio streso sutrikimo gydymo (PTSS) santrauka,
kurios tikslas — informuoti apie Siuolaikiniy vaisty skyrima,
gydant nerimo sutrikimus jtemptomis pirminés sveikatos
priezitiros sistemos saglygomis.

Per pastargjj deSimtmet] nerimo sutrikimy paplitimas
iSliko stabilus (apie 29 proc.). Pacientams, turintiems
nerimo sutrikimy, daznai teikiamos skubiosios bei pirminés
medicininés paslaugos ir jie siejami su didele savizudybés bei
piktnaudziavimo narkotinémis medziagomis rizika.

Dabartiné nerimo sutrikimy samprata apima specifinio
neurobiologinio pazeidziamumo (genetinio, nepalankiy
vaikystés salygy) ir aplinkos veiksniy sgveika. Nerimo
sutrikimai siejami su serotonino, noradrenalino ir kity
neurotransmiteriy sistemy disfunkcija.

GYDYMAS

WEFSBP Darbo grupé atliko kompiuterizuotg literatiiros
paieska, siekiant identifikuoti visus tinkamus tyrimus,
rodanc¢ius gydymo pranaSuma pries placeba ir pranaSuma arba
lygiavert] gydomajj poveikj lyginant su skirtu lyginamuoju
vaistu. Tyrimy metodika turéjo tenkinti tam tikrus kokybinius
reikalavimus. Jrodymy kategorijos, pagrjstos sistemine
510 atsitiktiniy imciy kontroliuojamyjy tyrimy analize,
aprasytos 1 lenteléje. Rekomendacijy klasés parengtos vaisty

veiksmingumo jrodymy ir jy keliamos rizikos santykiu
(pavyzdziui, benzodiazepinai yra A jrodymy kategorijoje,
taCiau patenka j 2 rekomendacijy klase dél piktnaudziavimo
jais galimybegs).

Gydymas indikuotinas daugumai pacienty, atitinkanciy
PSO Tarptautinés ligy klasifikacijos (TLK-10) arba APA
Diagnostikos ir statistikos vadovo (DSM-IV-TR) nerimo
sutrikimo, OKS arba PTSS kriterijus (2 lentel¢). Gydymo
planas sudaromas atsizvelgiant | paciento pageidavimus,
sutrikimo sunkuma, bendrajj sergamuma, gretutines ligas,
komplikacijas, pvz., piktnaudziavimas  narkotinémis
medziagomis arba savizudybés rizika, ankstesnj gydyma,
gydymo i§laidas ir gydymo biidy prieigg konkrecioje vietovéje.
Gydymo galimybés apima vaisty skyrima ir psichologing
terapijg. Prie§ pradedant gydyti vaistais, pacientui turéty biiti
paaiskintas mechanizmas, sukeliantis psichinj ir somatinj
nerima (brositros, paaiSkinancios paciento buklei biidingus
pozymius, gydymo galimybes ir nepageidaujamus vaisty
poveikius). Pacientas laikysis gydymo rézimo, jeigu jam bus
iSsamiai paaiSkinta apie vaisty privalumus ir trikumus.

Pasieckus remisija, gydymas turéty buti tesiamas
maziausiai 624 mén., siekiant sumazinti atkrycio rizika ir tik
po to, kai visi arba beveik visi simptomai iSnyksta, gydyma
galima nutraukti.

Gydymas vaistais. Prieinami medikamentai

Selektyviis serotonino reabsorbcijos inhibitoriai (SSRI),
serotonino ir noradrenalino reabsorbcijos inhibitoriai (SNRI)
ir pregabalinas dél palankaus rizikos ir naudos santykio yra
pirmojo pasirinkimo vaistai, kuriy skyrimas skiriasi gydant
Jvairius nerimo sutrikimus.

SSRI. SSRI indikuotini nerimo sutrikimams, OKS ir PTSS
gydyti. Nors SSRI yra gerai toleruojami, nerimas, drebulys,
sustipréje¢ nerimo simptomai, nemiga arba galvos skausmas per
pirmasias gydymo dienas arba savaites gali kliudyti laikytis

Table 1. Irodymuy kategorijos ir rekomendacijy klasés (3 lenteléje jrodymy kategorijos pateikiamos visiems rekomenduojamiems

vaistams). [rodymy ir rekomendacijy klasiy apibaidinimas, Zr. [1].

Irodymy kategorija ApraSymas
A Irodyta kontroliuojamaisiais tyrimais
B Kontroliuojamyjy tyrimy riboti teigiami jrodymai
C Nekontroliuojamyjy tyrimy jrodymai arba atvejy aprasymai, eksperty nuomoneés
Cl1 Nekontroliuojamieji tyrimai
C2 Atvejy apraSymai
C3 Remiasi Sios srities eksperty nuomone arba klinikine patirtimi
D Nepastoviis rezultatai
E Neigiami jrodymai
F Jrodymy trikumas
Rekomendacijy klasés Pagrjstos
1 Kategorijos A jrodymai bei rizikos ir naudos santykis

2
3
4
5

A kategorijos jrodymai bei vidutinis rizikos ir naudos santykis

B kategorijos jrodymai
C kategorijos jrodymai

D kategorijos jrodymai

30

BIOLOGINE PSICHIATRIJA IR PSICHOFARMAKOLOGIJA

T. 18, Nr. 1, 2016 m. birZelis



BANDELOW, SHER, BUNEVICIUS, HOLLANDER ir kt.
Nerimo, obsesinio-kompulsinio ir potrauminio streso sutrikimy gydymo rekomendacijos

Table 2. Trumpas nerimo sutrikimy apraSymas, kaip apibrézta TLK-10 [2] ir DSM-IV-TR [3]

Panikos sutrikimas (PS)

Panikos sutrikimas apibiidinamas kaip pasikartojantys panikos priepuoliai. Panikos priepuoliai — tai atskiri intensyvis baimés arba
diskomforto epizodai, kartu ne maziau kaip keturi somatiniai ir psichikos simptomai (smarkus Sirdies plakimas, prakaitavimas, drebulys,
dusulys, smaugimo jausmas, kriitinés skausmas, pykinimas, pilvo skausmas, diskomforto jausmas, galvos svaigimas, mirties baime ir kt.).
Panikos priepuolis pasiekia kulminacija per 10 min. ir vidutiniskai tesiasi 30—45 min. Daznai pacientas bijo, kad jis turi sunkiy sveikatos
sutrikimy, pvz., miokardo infarkta

Agorafobija

Apie du trecdaliai pacienty, turin¢iy panikos sutrikimy, kencia nuo agorafobijos, kuri apibréziama kaip baimé atsidurti vietose arba
situacijose, i§ kuriy iStriikti gali biiti sunku arba kur pagalba gali biiti nepricinama, jeigu istikty netikétas panikos priepuolis. Sioms
situacijoms priskiriama: buvimas minioje arba stovéjimas eiléje, buvimas vienam ne namuose arba kelioné autobusu, traukiniu, automobiliu.
Tokiy situacijy yra vengiama arba jos iSgyvenamos su akivaizdziu nerimu.

Generalizuotas nerimo sutrikimas (GNS)

Pagrindiniai generalizuoto nerimo sutrikimo pozymiai yra pernelyg stiprus nerimas ir riipestis. Pacientai kencia nuo somatiniy nerimo
simptomy, taip pat neramumo, dirglumo, sunkumo susikaupti, raumeny jtampos, miego sutrikimy ir greito nuovargio. Pacientas gali skystis
nuolatine baime, kad jis arba giminaitis netrukus susirgs arba jvyks nelaimingas atsitikimas.

Specifinés fobijos

Specifinéms fobijoms biidinga perdéta arba nepagrjsta tam tikry objekty arba situacijy baimé (pvz., skrydis léktuvu, aukstis, gyviinai, kraujo
matymas ir kt.).

Socialiné fobija (socialinio nerimo sutrikimas, SNS)

Siam sutrikimui blidinga stipri, nuolatiné ir nepagrjsta baimé bti kity stebimam arba neigiamai jvertintam socialinése situacijose ir tai susij¢
su somatiniais bei pazinimo funkcijy sutrikimais. Tokiy situacijy vengiama arba jos iSgyvenamos su intensyviu nerimu, net kan¢ia. Tokios
situacijos apima baime viesai kalbéti, kalbéjimg su nepazjstamais Zmonémis arba buvima tarp Zmoniy, kurie galimai apzitirinéja.

Obsesinis-kompulsinis sutrikimas (OKS)

OKS biidingos pasikartojancios obsesijos arba kompulsijos, arba abu — tai sukelia distresa, laiko trikuma ir kliudo funkcionuoti. Labiausiai
paplitusios obsesijos yra nerimas dél tarSos, zalos, draudimo kaupti atsargas, taip pat seksualiniai, somatiniai bei religiniai riipesciai.
Kompulsijos apima plovima, tikrinima, atkartojima, organizavima, skai¢iavima, kaupima ir lietima (retai).

Potrauminis streso sutrikimas (PTSS)

PTSS atsiranda po skaudzios patirties, kai buvo padaryta fizin¢ Zala arba grésé fiziné Zala. Zmogus, kuriam pasireiskia PTSS, gali biti
tas, kuris patyré suzalojima arba zala gal¢jo patirti mylimas Zmogus, arba asmuo galéjo stebéti zalingg jvyki, kurj patyré artimieji arba
nepaZjstami zmonés. Siai biiklei biidingi pasikartojantys ir nepageidaujami prisiminimai apie jvyki, komarai, jvykio i§gyvenimas per iliuzijas,
haliucinacijas arba disociatyviis praeities epizodo prisiminimai, intensyvus psichologinis arba fiziologinis nerimas po uzuominy apie panasy
atvejj, siekimas iSvengti dirgikliy, susijusiy su patirta trauma, negebéjimas prisiminti svarbiy traumos aspekty, susidoméjimo praradimas,
nutolimas nuo kity, miego sutrikimai, dirglumas, sunkumas susikaupti, padidéjes budrumas. Visi simptomai islieka ilgiau kaip viena ménesj.

gydymo rezimo. Sumazinus SSRI pirmin¢ dozg, per didelis
stimuliavimas gali sumazéti. Kiti nepageidaujami poveikis yra
pykinimas (todél rekomenduojama vaistg vartoti po valgio),
galvos skausmas, nuovargis ir galvos svaigimas. Anksiolitinis
poveikis gali véluoti 2—4 savaites (kai kuriais atvejais — 6 arba
8 savaites). Ilgalaikio gydymo Salutiniu poveikiai gali biiti
lytiné disfunkcija ir svorio prieaugis.

SNRI. Nerimg mazinamasis poveikis, vartojant SNRI, gali
véluoti 2—4 savaites. Gydymo pradzioje panasiai kaip ir SSRI
skyrimo atveju Salutiniai poveikiai, pvz., pykinimas, nerimas,
nemiga arba galvos skausmas gali kelti grésme¢ gydymo
rezimo laikymuisi. Gali atsirasti lytiné disfunkcija, nutraukimo
sindromas, padidéjes kraujo spaudimas ir kiti Salutiniai
poveikiai. Néra pakankamai jrodymy del SNRI skyrimo OKS
gydyti.

Pregabalinas. Daugeliu GNS tyrimy jrodutas kalcio
kanaly =~ moduliatoriaus ~ pregabalino  veiksmingumas.
Anksiolitinis vaisto poveikis susijgs su jungimusi prie jtampos
valdomy kalcio kanaly baltymo a2-d-subvieneto centrinés

nervy sistemos audiniuose. Sis jungimasis sumazina kalcio
itekéjimg nervy terminalése ir moduliuoja neurotransmiteriy
atpalaidavimg. Pagrindiniai $alutiniai poveikiai yra galvos
svaigimas ir sedacija. Vaisto poveikis pasireiskia per pirmasias
gydymo dienas ir tai lemia S$io vaisto pranaSumg prie§
antidepresantus.

TCA. Irodytas TCA, daugiausia imipramino ir
klomipramino, veiksmingumas panikos sutrikimui ir
generalizuotam nerimo sutrikimui gydyti. Ta¢iau TCA nebuvo
sistemingai iStirtas socialinio nerimo sutrikimui gydyti.
Gydymo rezimo laikymasis gali biti problemiskas dél vaisty
Salutiniy poveikiy, tokiy, kaip sedacija, uzsitgses reakcijos
laikas, burnos dzifivimas, obstipacijos ir svorio prieaugis.
Farmakokinetinés saveikos gali riboti jy skyrima pacientams,
vartojantiems ir kitus medikamentus. Taciau svarbiausia
atsizvelgti j $iy vaisty potencialiai mirting poveikj perdozavimo
atveju dél galimo toksiSkumo Sirdziai ir CNS. Todél nereikéty
skirti TCA pacientams, turintiems suicidiniy minciy. Be to,
nepageidaujamy reiskiniy daznis apskritai didesnis vartojant

Vol. 18, No 1, 2016, June

BIOLOGICAL PSYCHIATRY AND PSYCHOPHARMACOLOGY

31



Gydymo rekomendacijos

TCA, nei naujesnius antidepresantus, pvz., SSRI arba SNRI.
Taigi, pirmiausia reikéty iSbandyti pastaruosius vaistus pries§
pradedant vartoti TCA.

Benzodiazepinai. Anksiolitinis poveikis pasireiskia per
keleta minuciy iSgérus vaisto arba pavartojus parenteraliai.
Svarbiausia — jie yra gana saugiis. Dél CNS slopinimo
gydymas benzodiazepinais gali biti susijes su sedacija, galvos
svaigimu ir létesne reakcija. Todél vaisty vartojimas gali turéti
jtakos pazinimo funkcijoms ir vairavimo jgiidziams. Po keliy
savaiciy ar ménesiy nepertraukiamo gydymo benzodiazepinais
didelei daliai ligoniy gali atsirasti mazy doziy priklausomybeé.
Pacientai, kurie ank$¢iau piktnaudZiavo benzodiazepinais,
alkoholiniais gérimais arba kitomis psichoaktyviomis
medziagomis, i§ esmés neturéty buti gydomi Siais vaistais
arba Sie pacientai turéty buti stebimi specializuotose
prieziliros jstaigose. Benzodiazepinai gali biiti vartojami
kartu su serotoninerginiais vaistais slopinti padidéjusj nerima
pirmosiomis gydymo savaitémis. Apskritai benzodiazepinus
reikia vartoti reguliariai. Tik trumpalaikio distreso metu
(pvz., skraidant léktuvu, turint danty gydymo fobijg) galimas
gydymas ,,pagal reikalg™ (kai tai biitina). Reikéty Zinoti, jog
benzodiazepinai veiksmingi gydant @iminj streso sutrikimag ir
tokias gretutines ligas, kaip, depresija arba OKS.

Antihistamininiai  vaistai. Antihistamininis  vaistas
hidroksizinas yra veiksmingas gydant generalizuota nerimo
sutrikimg. Dél sedacinio poveikio antihistamininiai vaistai
turéty buti vartojami tik tada, kai gydymas Kkitais vaistais
buvo nesékmingas arba vaistai netoleruojami. Salutiniai
poveikiai yra sedacija, anticholinerginis poveikis, vartojant
didelémis dozémis, nerySkus matymas, sumiSimas, delyras ir
kt. Kai sedacija yra pageidaujama, antihistamininiai vaistai yra
geresnis pasirinkimas nei benzodiazepinai.

Atipiniai antipsichoziniai vaistai. Keleto tyrimy metu
tokie atipiniai antipsichoziniai vaistai, kaip quetiapinas buvo
vartojami monoterapija generalizuotam nerimo sutrikimui
gydyti arba kaip papildomas vaistas nesant pageidaujamo
gydymo atsako nerimo sutrikimy, OKS ir PTSS atvejais.
Salutiniai atipiniy antipsichoziniy vaisty poveikiai: sedacija,
ortostatiné hipotenzija, lytiné disfunkcija, metabolinis
sindromas, ekstrapiramidinis poveikis ir kt. Vis délto daugelyje
Saliy atipiniai antipsichoziniai vaistai nelicencijuoti kaip
tinkami minétiems sutrikimams gydyti. Todél Siuos vaistus

DOZAVIMAS

Mazdaug 75 proc. pacienty biidingas atsakas | pirming
maza antidepresanty dozg¢ (iSskyrus OKS). Kai kuriems
pacientams, pvz., pagyvenusio amziaus, gydymas turi buti
pradedamas skiriant pus¢ rekomenduojamos dozés arba
maziau siekiant sumazinti pradinius nepageidaujamus vaisto
poveikius. Be to, pacientai, turintys panikos sutrikima, gali buti
jautris serotoninerginei stimuliacijai ir gali nutraukti gydyma
deél pradinio drebulio ir nervingumo. Triciklius antidepresantus
(TCA) rekomenduojama pradéti skirti maza doze ir didinti
dozg kas 3—-5 dienas. Antidepresanty doz¢ turéty biti padidinta
iki didziausios rekomenduojamos terapinés dozés, jei pradinis
gydymas maza arba vidutine doze neveiksmingas. OKS atveju
rekomenduojamos vidutinés ir didelés antidepresanty dozés.
Jei farmakokinetiniai duomenys leidzia vienos dozés per para

vartojimg, toks medikamenty vartojimas skatina gydymo
rezimo laikymasi. Pacientams, kuriy kepeny funkcija sutrikusi,
gali prireikti dozés koregavimo arba pirmiausia per inkstus
i$skiriamy vaisty (pvz., pregabalino). Jei atsako | gydyma
néra, skiriant pakankamas dozes 4—6 savaites (8—12 savaiciy
OKS arba PTSS atvejais), vaistai turéty biiti kei¢iami arba
svarstoma psichiatro konsultacijos galimybé.

Pacientams, kuriems standartinis gydymas neveiksmingas,
galimi alternatyviis gydymo pasirinkimai, tokie Kkaip,
antidepresinio gydymo papildymas antipsichoziniu vaistu
OKS atveju (zr. [1]).

Nesant atsako | vartojamus vaistus, papildomas
kognityvinés elgesio terapijos skyrimas (KET) gali biti
sékmingas.

NEFARMAKOLOGINIS GYDYMAS

Visiems pacientams, turintiems nerimo sutrikimy, reikia
paramos. Psichologiniai ir farmakologiniai gydymo biidai
daznai skiriami kartu, o ne kaip alternatyvis. Ekspozicijos
terapija (pvz., laipsniska in vivo ekspozicija, angl. ,,flooding*)
ir atsako prevencija labai veiksmingos specifinei fobijai,
agorafobijai, socialinei fobijai ir OKS gydyti. Taciau tokie
metodai, kaip, ekspozicija ir atsako prevencija susij¢ su
dideliu gydymo atsisakymo ir gydymo nutraukimo dazniu dél
nemaloniy potyriy sesijos metu ir iSankstinio nerimo. Paprastai
pacientai turéty buti siunciami patyrusiems psichoterapeutams
oficialiai psichoterapijai, taciau gydytojai, dirbantys pirminés
sveikatos prieziiiros sistemoje, taip pat gali padéti savo
pacientams, palaikydami juos, teikdami ,,psichoedukacines*
konsultacijas ir ragindami nevengti baime¢ kelianCiy situacijy.
Renkantis tarp medikamenty ir KET, sprendimg lemia keletas
veiksniy, ypac paciento pageidavimai, gydymo galimybés,
Salutiniai vaisto poveikiai, atsako greitis, bendrasis sergamumas
(pvz., depresija), finansiniai aspektai, ligonio skiriamas laikas
ir suinteresuotumas, prieiga prie psichiatrinio ir psichologinio
gydymo istekliy, taip pat gydytojo kvalifikacija ir patirtis.

SPECIALIOSIOS GYDYMO REKOMENDA-
CIJOS IVAIRIEMS NERIMO SUTRIKIMAMS

3 lenteléje pateikiamos apibendrintos gydymo rekomenda-
cijos skirtingiems nerimo sutrikimams. Kai kurie anksiolitikai
efektyviis visiems nerimo sutrikimams gydyti, taciau dalis
vaisty buvo tiriami gydant specifinius nerimo sutrikimus, taigi,
turéty biiti vartojami tik Siy sutrikimy atvejais.

Panikos sutrikimai ir agorafobija. Uminio panikos
priepuolio metu paciento nuraminimas gali biiti pakankamas
daugeliu atveju. Sunkiy priepuoliy metu gali prireikti
trumpo veikimo benzodiazepino (pvz., tirpiy table¢iy). SSRI
ir venlafaksinas yra pirmojo pasirinkimo vaistas panikos
sutrikimui gydyti. Pasiekus remisijg, gydymas turéty bati
tesiamas maziausiai keleta ménesiy, siekiant iSvengti atkryciy.
Irodyta, kad SSRI, venlafaksinas, TCA, benzodiazepinai ir
kiti vaistai pasizymi ilgalaikiu veiksmingu poveikiu. Gydant
SSRI ir SNRI, tos pacios dozés paprastai skiriamos tiek
palaikomajam gydymui, tiek iminés gydymo fazés metu.

Nustatyta, kad geriausiy gydymo rezultaty pasiekiama
skiriant KET ir medikamentinio gydymo derinj. Ekspozicijos
terapija taikoma agorafobijai gydyti, o KET buvo placiai
taikoma gydant savaiminius panikos priepuolius. Panasu,
kad mankstinimasis Siek tiek veiksmingas panikos sutrikimy
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Table 3. Nerimo sutrikimy ir OKS medikamentinio gydymo rekomendacijos. Dienos dozé mg (atskirta skliaustais: jrodymuy
kategorijos ir rekomendacijy klasés, Zr. 1 lentele)

Medikamentai Panikos sutrikimas Generalizuotas Socialinio nerimo Obsesinis-kompulsinis ~ Potrauminis streso
nerimo sutrikimas sutrikimas sutrikimas sutrikimas

Selektyviis serotonino reabsorbcijos inhibitoriai (SSRI)

Citalopramas 20-60 (A; 1) 2040 (B; 3)
Escitalopramas 10-20 (A; 1) 1020 (A; 1) 1020 (A; 1) 1020 (A; 1)
Fluoksetinas 2040 (A; 1) 20-40 (D; 5) 20-60 (A; 1) 2040 (A; 1)
Fluvoksaminas 100-300 (A; 1) 100-300 (A; 1) 100-300 (A; 1)
Paroksetinas 20-60 (A; 1) 20-50 (A; 1) 20-50 (A; 1) 20-60 (A; 1) 20-40 (A; 1)
Sertalinas 50-150 (A; 1) 50-150 (A; 1) 50-150 (A; 1) 50-200 (A;1) 50-100 (A; 1)
Serotonino ir noradrenalino reabsorbcijos inhibitoriai (SNRI)
Venlafaksinas 75-225 (A5 1) 75-225 (A 1) 75-225 (A5 1) 75-225 (A5 1)
Duloksetinas 60-120 (A 1)
Tricikliai antidepresantai
Anmitriptilinas 75-200 (B; 3)
Klomipraminas 75-250 (A; 2) 75-300 (A; 2)
Imipraminas 75-250 (A; 2) 75-200 (B; 3)
Kalcio kanaly moduliatoriai
Pregabalinas 150-600 (A; 1)
Gabapentinas 600-3,600 (B; 3)
MAO inhibitoriai
Fenelzinas 45-90 mg (B; 3) 45-90 (A; 2) 45-90 (D; 5) 45-90 (D; 5)
Grjztamojo poveikio monoaminoksidazés A inhibitoriai (angl. RIMA)
Moklobemidas 300-600 (D; 5)
Benzodiazepinai
Alprazolamas 1,5-8 (A;2)
Klonazepamas 1-4 (A; 2) 5-20 (A;2)
Diazepamas 2-8(A;2) 5-15(A;2)
Lorazepamas 2-8 (A;2) 1,5-8 (B; 3)
Netipiniai antipsichoziniai
Quetiapinas 50-300 (A; 1)
Risperidonas 0,5-6 (B; 3)
Tricikliai anksiolitikai
Opipramolis 50-150 (B;3)
Azapironas
Buspironas 15-60 (D; 5)
Noradrenerginiai ir specifiniai serotoninerginiai antidepresantai (NasSA)
Mirtazapinas 30-60 (B; 3) 30-60 (B; 3)
Antihistamininis
Hidroksizinas 37,5-75 (A;2)

Santrumpos. Nurodyti vaistai ne visose Salyse yra patvirtinti Siy ligy gydymui; remtis gyvenamosios vietos vaisty skyrimo tvarka.
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atveju, taciau Sis poveikis silpnesnis nei vaisty.

Generalizuotas nerimo sutrikimas (GNS). Pirmojo
pasirinkimo vaistai GNS atveju yra SSRI, SNRI ir
pregabalinas. Kiti galimi vaistai yra buspironas ir hidroksizinas.
Benzodiazepinai ilgalaikiam gydymui turéty biiti vartojami tik
tada, kai kiti vaistai arba KET buvo neveiksmingi.

KET bei panasts budai naudoti generalizuoto nerimo
sutrikimo metu kaip psichologinis gydymo btidas. KET remiasi
pazinimo modeliais, pabrézdama susirGpinimo vaidmenj,
metakognicija ir vengiantj elges;.

Socialinio nerimo sutrikimas (SNS). Pirmojo pasirinkimo
vaistai yra SSRI ir venlafaksinas. D¢l benzodiazepiny
vartojimo SNS patikimy jrodymy néra. Negriztamojo
poveikio monoamino oksidazés inhibitorius fenelzinas gali
biti pasirenkamas nesant atsako j gydyma. Apskritai, SNS yra
létinis sutrikimas, todél reikalingas ilgalaikis gydymas.

Irodyta, kad ekspozicijos terapija ir KET yra veiksmingos.

Specifiné fobija. Paprastai pacientai, turintys specifiniy
fobijy, nesikonsultuoja su medicinos specialistais, ypac tais
atvejais, jei jie gali susitvarkyti su savo fobijomis, vengdami
specifiniy situacijy arba objekty, kurie sukelia baime.
Ekspozicijos terapija yra veiksmingas specifiniy fobijy gydymo
budas. Psichofarmakologiniai vaistai néra pripazistami kaip
standartinis gydymo biidas lengvais konkreciy fobijy atvejais.
Sunkiais atvejais gali bati vartojami SSRI.

Obsesinis-kompulsinis  sutrikimas (OKS). Pirmojo
pasirinkimo vaistai yra SSRI ir TCA klomipraminu.
Rekomenduojama vartoti vidutines ir didesnes dozes (nors
irodymai dél atsako priklausomybés nuo SSRI ir klomipramino
dozés, gydant OKS yra priestaringi). OKS reikalauja ilgalaikio
gydymo veiksmingomis dozémis (,,Dozé, kurig vartodamas
jautiesi gerai, reikalinga palaikyti tokia savijauta®). Jei atsako
1 gydyma néra, reikéty apsvarstyti psichiatro konsultacijos
galimybe. Sunkiais OKS atvejais, kai nesé¢kmingai iSbandyti
visi esami gydymo metodai, galimas giliosios smegeny
stimuliacijos taikymas.

Potrauminis  streso sutrikimas (PTSS). Pirmojo
pasirinkimo vaistai yra SSRI ir venlafaksinas. PTSS daznai yra
létinis sutrikimas ir reikalauja ilgalaikio gydymo maziausiai
12-24 mén. [rodytas SSRI fluoksetino ir sertralino bei SNRI
venlafaksino ilgalaikis veiksmingumas.

Tik maza dalis zmoniy (10-20 proc.), kurie patyré
sunkias traumas, patiria PTSS. Pirmg ménesj po traumos §iuo
metu rekomenduojama laikytis trijy N principo: Neieskok
patologijos (Tai normalus atsakas j nenormalig situacijg).
Neinterpretuok psichologiniais metodais (nelengvink emocinés
reakcijos grupingje terapijoje arba psichologiniu instruktazu).
Neskirk vaisty (néra patikimy jrodymy, kad profilaktinis
medikamenty vartojimas gali uzkirsti kelig i$sivystyti PTSS).
KET indikuotinas tik praéjus keliems ménesiams po traumos
ir tiems pacientams, kuriems jau i$sivysté PTSS. Psichologinis
instruktazas (terapinis pokalbis su pacientu, kuris kg tik patyré
trauma siekiant uzkirsti kelig PTSS) ir benzodiazepinai yra
kontraindikuotini per pirmgsias valandas po traumos, nes tai
gali kliudyti savaiminio pasveikimo procesui.

SPECIFINIU ATVEJU GYDYMAS

NéStumas. Skiriant nerimo sutrikimo gydyma neStumo
laikotarpiu, reikéty palyginti vaisto vartojimo rizika su rizika

nevartojant vaisto. Daugumos tyrimy duomenimis SSRI
ir TCA néstumo laikotarpiu nedidina apsigimimy rizikos.
Rekomenduojama vengti paroksetino, alprazolamo vartojimo
nésciosioms arba moterims, kurios planuoja pastoti.

Zindymas. SSRI ir TCA patenka j motinos pieng ir mazos
koncentracijos buvo rastos kiidikiy serume. SSRI paroksetino
ir sertralino zindomo kiidikio plazmoje paprastai nerandama.
Motinoms, kurios vartojo SSRI ir TCA (i$skyrus dokseping),
atrodo, nepagrista rekomenduoti zindymo nutraukimo. Kol
motina gydoma benzodiazepinais, kidikis turi biti stebimas
deél sedacijos, mieguistumo, blogo zindymo ir svorio kritimo.
Jei motina turi vartoti dideles dozes ir ilgai, zindymas tikriausiai
turéty buti nutraukiamas.

Vaiky ir paaugliy gydymas. Farmakologinio gydymo
patirtis vaiky ir paaugliy nerimo sutrikimy atvejais rodo, kad
SSRI turi biiti pirmojo pasirinkimo vaistai. Taciau pasirodé
persp¢jimy, kad vartojant SSRI,didé¢ja savizudisky minciy ir
smurtinio elgesio rizika. Pacientus reikéty atidziai stebeéti del
galimo diagnostikos neapibréztumo ir dél gretutinés depresijos.

Pagyvenusio amZiaus pacienty gydymas. Veiksniai, |
kuriuos turéty buti atsizvelgiama gydant vyresnio amziaus
zmones, yra padidéjes jautrumas anticholinerginiam vaisty
poveikiui, padidéjusi ortostatinés hipotenzijos rizika, EKG
pokyciai gydant TCA bei galima paradoksali reakcija i
benzodiazepinus — tai depresija su (be) polinkiu i savizudybe,
baime, agresyvumg arba smurtinj elgesi. Tod¢l gydymas TCA
arba benzodiazepinais yra maziau palankus nei SSRI, kurie,
atrodo, yra saugs.

Pacienty gydymas sunkiy somatiniy ligy atvejais.
Pacientai, sergantys Sirdies ir kraujagysliy sistemos, smegeny
kraujagysliy ir endokrininémis ligomis, gali iSgyventi
adekvacias ir pagristas nerimo reakcijas, susijusias su jy
somatiniy ligy bukle. Jie gali turéti ir gretutiniy pirminiy
nerimo sutrikimy. Tokie nerimo sutrikimai, manoma, sunkina
létineés obstrukcinés plauciy ligos, vainikiniy arterijy ligy arba
miokardo infarkto, cukrinio diabeto arba smegeny pazeidimy
gydyma ir prognoze. Nerimo simptomai gali bati ir kity
medicininiy biikliy, tokiy kaip, hipertiroidizmas pasekmeé.

TCA turéty vengti pacientai, sergantys Sirdies ir
kraujagysliy sistemos ligomis. PrieSingai, SSRI turi nedidelj
poveiki Sirdies ir kraujagysliy sistemos funkcijai (nors
didesnés citalopramo ir escitalopramo dozés siejamos su QT
¢ prailgéjimu) ir galimai turi palanky poveiki trombocity
agregacijai. Venlafaksinas paprastai gerai toleruojamas, bet
pacientams, sergantiems hipertenzija, turéty bati stebimas
kraujo spaudimas.

Pacientas turéty baiti siunciamas specialisto priezitrai,
kai atsako i gydyma nebuvo po dviejy gydymo kursy pirmojo
pasirinkimo vaistais, kai nerimo sutrikimas komplikuotas
alkoholio vartojo arba piktnaudziavimu kitomis narkotinémis
medziagomis, kai sutrikimas i§ esmés trukdo paciento
socialinéms ir profesinéms funkcijoms arba esant antrinei
depresijai arba polinkiui j savizudybe.

ISVADOS

Pacientai, turintys nerimo sutrikimy, obsesinj-kompulsinj
sutrikima ir potrauminj streso sutrikima, gali buti veiksmingai
gydomi pirminés sveikatos priezitiros specialisty. Tinkamai
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gydant, Siuos sutrikimus turinéiy pacienty gyvenimo kokybé
gali Zymiai pageréti. [rodyta, kad KET ir medikamenty deriniu
pasiekia geresnius gydymo rezultaty.

Tai yra tik rekomendacijos. Grieztas jy laikymasis
neuztikrina sékmingo gydymo. Rekomendacijos pagristos
atsitiktiniy im¢iy kontroliuojamaisiais tyrimais, todél patikimy
irodymy néra. Individualus paciento gydymas turéty biti
planuojamas atsizvelgiant i klinikinius paciento pozymius ir
prieinamus diagnostikos bei gydymo budus.

SVARBIAUSI ASPEKTAI

+  Si trumpa jrodymais pagristy rekomendacijy versija
gali pagerinti nerimo sutrikimy, OKS ir PTSS gydyma
pirminés sveikatos prieziliros sistemoje.

« Siy sutrikimy pirmojo pasirinkimo vaistai yra
selektyvils serotonino reabsorbcijos inhibitoriai (visiems
sutrikimams gydyti), serotonino ir noradrenalino reabsorbcijos
inhibitoriai (kai kuriems sutrikimams) ir pregabalinas (tik
generalizuotam nerimo sutrikimui).

e Irodyta, kad kognityvinés elgesio, ekspozicijos
terapijos ir vaisty derinys yra kliniskai pageidautinas gydymo
biidas.

* Rekomendacijos  pagristos  atsitiktiniy  imciy
kontroliuojamaisiais tyrimais, todél patikimy jrodymy stinga.
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Instrumentuoté

Europos vyresnio amziaus vyry tyrimo seksualiniy
funkcijuy klausimynas (EMAS-SFQ) — metodika vyru lytinei
funkecijai jvertinti

Algirdas MUSNECKIS!, Valentinas MATULEVICIUS?3, Romualdas T. PREIKSA??, Biruté ZILAITIENE??,
Sandra NIKULINA!, Dzilda VELICKIENE??, Lina LASAITE?®, Edita PRAKAPIENE??,
Virginija ADOMAITIENE!, Rasa VERKAUSKIENE?®, Raimundas SAKALAUSKAS*

Lietuvos sveikatos moksly universiteto Psichiatrijos klinika, Kaunas, Lietuva

Lietuvos sveikatos moksly universiteto Endokrinologijos institutas, Kaunas, Lietuva

3Lietuvos sveikatos moksly universiteto Endokrinologijos klinika, Kaunas, Lietuva

‘Lietuvos sveikatos moksly universiteto Pulmonologijos ir imunologijos klinika, Kaunas, Lietuva

Vyry seksualiniy funkcijy jvertinimas yra svarbi uzduotis, kurig
bandoma spresti jau keletg deSimtmeciy. Daugiausiai buvo
dirbama siekiant diagnozuoti ir gydyti erektiling disfunkcija
[1]. Taciau vyry seksualumo problemy yra kur kas daugiau,
nei vien tik erekcijos sutrikimai. Daryl B. O’Connor, Giovanni
Corona, Gianni Forti ir bendraautoriai 2008 metais sukiiré
EMAS — SFQ (angl. European Male Ageing Study Sexual
Function Questionnaire) klausimyna, kuris buvo validuotas ir
panaudotas Europos vyresnio amziaus vyry tyrime (EMAS)
[2]. Klausimyna uzpildé 3112 vyry i§ 8 Europos centry:
Florencijos (Italija), Lioveno (Belgija), Malmés (Svedija),
Mancesterio (Jungtiné Karalysté), Santjago de Kompostelos
(Ispanija), Lodzés (Lenkija), Segedo (Vengrija) ir Tartu
(Estija). Klausimynas pasirod¢ itin naudingas, apimantis ne tik
erekcijos sutrikimus, bet ir kitus vyry seksualumo klausimus.
EMAS klausimynas originaliai buvo skirtas 40-79 mety
amziaus vyrams, ta¢iau buvo nutarta klausimyng bandyti
naudoti ir jaunesniy vyry tyrimams. 2010 metais klausimynas

Skalés jverciai

buvo i8verstas | lictuviy kalbg [3]. Lietuviska EMAS SFQ
klausimyno versija sudaro 25 klausimai, j kuriuos rastu atsako
pats respondentas. Tiriamasis turi buti bent kiek seksualiai
aktyvus pastaryjy 4 savaiciy laikotarpyje. Klausimai apima
keturis svarbius seksualumo domenus: bendro seksualumo,
seksualinio distreso, masturbacijos ir seksualumo kaitos viene-
riy mety laikotarpyje. Vertimas atliktas 2 vertéjy pory, po ko abu
vertimo variantai jvertinti nepriklausomy eksperty. Nustatyta,
kad $io klausimyno, kaip psichometrinés tyrimo priemonés,
patikimumas yra geras (Cronbach 0=0.8) [3]. ISverstas |
lietuviy kalba EMAS SFQ klausimynas jau buvo naudotas
tiriant sveiky asmeny ir 1-o tipo cukriniu diabetu serganciyjy
seksualines funkcijas [4,5]. Apie siekj jtraukti §] klausimyng
] pricinamy lietuvisky instrumentuodiy sarasa ,,Biologinés
psichiatrijos ir psichofarmakoterapijos* zurnale ir interneto
tinklapyje elektroniniu pastu buvo informuoti jo kiiréjai- Daryl
B. O’Connor, Frederick C.W. Wu ir David M. Lee ir gautas jy
sutikimas tolimesniam $io instrumento naudojimui.

EMAS- SFQ klausimynas vertinamas, suskirstant atsakymus j keturis domenus: bendro seksualumo, seksualinio distreso,

masturbacijos ir seksualumo kaitos.

Domenai:

Sumuojami klausimy atsakymai

Ivercio ribos

Bendras seksualumas: 1,5,6,13,17 0-33
Seksualinis distresas 3,8,11,15,18 0-20
Seksualumo kaita 49,12,16,19,22 -12 ki 12
Masturbacija 7 0-7
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Instrumentuoté

EMAS seksualiniuy funkciju klausimynas su ekspertu vertinimais

Greta atsakymy varianty yra pateikiamos kiekvieno atsakymo varianto koduojamos skaitinés reikimeés. Sios reik§meés turi biiti Zinomos tik
vertintojui. Pirmieji klausimyno trys klausimai, esantys ,,A“ skyriuje, yra biografinio pobadzio. Atsakymai j ,,A* skyriaus klausimus neturi
jokiy koduojamy reikSmiy.

A skyrius. Teiraujamasi apie tam tikrus biografijos faktus.
PraSome pazyméti VIENA teigini, kuris geriausiai apibiidina jisy padéti PER PASKUTINES 4 SAVAITES:
Gyvenau su savo Zmona
Gyvenau nesusituokgs su savo partnere
Turiu sekso partnerg, bet mes kartu negyvenome
Neturéjau sekso partnerés
Jei per paskutines 4 savaites turéjote sekso partnere, praSom atsakyti i visus $io rinkinio klausimus.
Jei per paskutines 4 savaites NETUREJOTE sekso partnerés, praSom praleisti sekan¢ius du klausimus ir pereiti prie B skyriaus
Apskritai vertinant, jiisy partnerés sveikata yra:
Puiki
Labai gera
Gera
VidutiniSka
Bloga
Ar buvote patenkintas jprastais (ne seksualiniais) santykiais su savo partnere?
Labai patenkintas

Vidutiniskai patenkintas
Vienodai patenkintas ir nepatenkintas
Vidutiniskai nepatenkintas

Labai nepatenkintas
B skyrius
Siame skyriuje teiraujamasi apie jiisy seksualinj impulsa ar lytinj potraukj
Prasome pazyméti VIENA atsakyma, kuris geriausiai jus apibiidina PER PASKUTINES 4 SAVAITES.
1. Kaip daznai jus galvojote apie seksa? Apima doméjimasi seksu, fantazavima apie seksa, taip pat norg mylétis.
Tyréjo vertinimas

Visiskai negalvojau 0
Kartg per paskutinj ménesj
2-3 kartus per paskutinj ménesj
Karta per savaite
2-3 kartus per savaite
4-6 kartus per savaite
Karta per dieng
Daugiau negu kartg per dieng
2. Kaip jis jvertintuméte savo lytinj potrauk;j?

~N N bW N =

Tyréjo vertinimas

Labai silpnas/visiskai néra 0
Silpnas 1
Vidutinis 2
Stiprus 3
Labai stiprus 4

3. Ar esate susirfipings arba susikrimtes dél dabartinio savo lytinio potraukio/ aistros lygio?
Tyréjo vertinimas

Visiskai nesusiripings arba nesusikrimtes 0
Truputj susir@ipings arba susikrimtes 1
Vidutiniskai susirtipings arba susikrimtes 2
Labai susir@ipings arba susikrimtes 3
Ypac susirfipings arba susikrimtes 4

4. Ar jusy lytinis potraukis/aistra pasikeité, lyginant su buvusiu pries vienerius metus?
Tyréjo vertinimas

Labai sustipréjo +2
Vidutiniskai sustipréjo +1
Nei sustipréjo, nei susilpnéjo 0
Vidutiniskai susilpnéjo -1
Labai susilpnéjo -2

Vol. 18, No 1, 2016, June BIOLOGICAL PSYCHIATRY AND PSYCHOPHARMACOLOGY 37



Instrumentuoté

C skyrius
Siame skyriuje teiraujamasi apie seksualinio aktyvumo daznj.
Jei jis NETUREJOTE seksualinés partnerés per paskutines 4 savaites, praSom praleisti 5 ir 6 klausimus ir pereiti prie 7
klausimo. PraSom paZyméti VIENA atsakyma, kuris geriausiai jus apibiidina PER PASKUTINES 4 SAVAITES.
5. Kiek karty jus siekéte lytiniy santykiy?
Tyréjo vertinimas

Visiskai nesiekiau 0
Kartg per paskutinj ménesj 1
2-3 kartus per paskutinj ménesj 2
Karta per savaite 3
2-3 kartus per savaite 4
4-6 kartus per savaite 5
Kartg per diena 6
Daugiau negu karta per diena 7

6. Nepriklausomai nuo to, kiek karty Jiis bandéte lytisSkai santykiauti, kaip daznai Jus buciavotés, glamonéjotés, glostétes ir kt.?
Tyréjo vertinimas

N¢ karto

Karta per paskutinj ménesj

2-3 kartus per paskutinj ménesj
Kartg per savaite

2-3 kartus per savaite

4-6 kartus per savaite

Karta per dieng

Daugiau negu karta per dieng
7. Kaip daznai masturbavotés?

NN AW = O

Tyréjo vertinimas

Niekada 0
Karta per paskutinj ménesj 1
2-3 kartus per paskutinj ménesj 2
Kartg per savaite 3
2-3 kartus per savaite 4
4-6 kartus per savaite 5
Karta per dieng 6
Daugiau negu karta per dieng 7

8. Ar esate susiriipings arba susikrimtgs dél bendro savo lytinio aktyvumo daznio (jskaitant lytinius santykius, bucinius ir t.t. bei
masturbacijg)?
Tyréjo vertinimas
Visiskai nesusirlipings arba nesusikrimtes Praleiskite 8A klausimg. ir pereikite 0
prie 9 klausimo

Truputj susirtipings arba susikrimtes
Vidutiniskai susirtipings arba susikrimtes

Labai susirtipings arba susikrimtes

AW N~

Ypac susirlipings arba susikrimtes
8A Jei ESATE susirtpings ar susikrimtes dél dabartinio jusy lytinio aktyvumo daznio, ar manote, kad jis yra:
Tyréjo vertinimas

Per daznas 1
Nepakankamai daznas 2
9. Ar pasikeité jiisy bendras lytinio aktyvumo daznis, palyginus su buvusiu prie§ metus?

Tyréjo vertinimas

Zymiai padidéjo +2
Vidutiniskai padidéjo +1
Nei padidéjo, nei sumazéjo 0

Vidutiniskai sumazéjo -1
Zymiai sumazéjo -2
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Instrumentuoté

D skyrius
Siame skyriuje teiraujamasi apie jisy gebéjima patirti erekcijg. Vyrai daznai patiria erekcijos problemy. Tai galéty reiksti, kad ne visada
pavyksta pasiekti ir i§laikyti pakankamai standzig erekcija, kad buty galima sékmingai atlikti lytinj akta ar masturbacija .
Prasome paZyméti VIENA teiginj ar atsakyma, kuris geriausiai jus apibiidina PER PASKUTINES 4 SAVAITES.
10. Jus:
Tyréjo vertinimas

Visada galite patirti ir iSlaikyti erekcija, kuri 3
biity pakankama lytiniams santykiams

Dazniausiai galite patirti ir iSlaikyti erekcija, 2
kuri buty pakankama lytiniams santykiams

Kartais galite patirti ir iSlaikyti erekcija, kuri 1

biity pakankama lytiniams santykiams

Niekada negalite patirti ir iSlaikyti erekcijos, 0

kuri buty pakankama lytiniams santykiams
11. Ar esate susirtipings arba susikrimtes dél dabartinio savo gebéjimo patirti erekcija?
Tyréjo vertinimas

Visiskai nesusirlipings arba nesusikrimtes

Truputj susirGipings arba susikrimtes
Vidutiniskai susirGipings arba susikrimtes
Labai susir@ipings arba susikrimtes
Ypac susirtpings arba susikrimtes 4
12. Ar pasikeité jiisy erekcijos pasiekimo gebéjimas, palyginus su buvusiu prie§ metus?
Tyréjo vertinimas

W NN = O

Zymiai padidéjo +2

Vidutiniskai padidéjo +1

Nei padidéjo, nei sumazéjo 0

Vidutiniskai sumazéjo -1

Zymiai sumazéjo 2
E skyrius

Siame skyriuje teiraujamasi apie jiisy orgazmo arba kulminacijos potyrj, vedant] prie séklos ejakuliacijos dél bet kokios seksualinés
veiklos (jskaitant lytinj akta ar masturbacijg).
Prasome paZyméti VIENA atsakyma, kuris geriausiai jus apibiidina PER PASKUTINES 4 SAVAITES.
13. Kaip daznai lytinés stimuliacijos metu jis patirdavote orgazma ar kulminacija?
Tyréjo vertinimas

Lytiniy santykiy/masturbacijos nebuvo
Beveik niekada/niekada
Kelis kartus (daug maziau negu pusg visy karty)
Kartais (apie pusg visy karty)
Dazniausiai (Zymiai daugiau negu pusg karty)
Beveik visada/visada 5
14. Kaip buvote patenkintas savo orgazmo laiko kontrole? (“Biiti nepatenkintu” gali reiksti, kad orgazmui pasiekti reikia per daug laiko
arba jis jvyksta per anksti).

A WO = O

Tyréjo vertinimas

Praleiskite 14A klausima ir pereikite

Ypatingai patenkintas tiesiai prie 15 klausimo. 4

Labai patenkintas P.ral-ei.ski.te 14A klgusimq ir pereikite 3
tiesiai prie 15 klausimo.

Vidutiniskai patenkintas 2

Mazai patenkintas 1

Visiskai nepatenkintas 0

14A Jei nesate ypatingai ar labai patenkintas, tai ar Jiisy orgazmas jvyksta
Per anksti

Per vélai

15. Ar esate susirlipings arba susikrimtes dél dabartinio savo orgazmo patyrimo?
Tyréjo vertinimas

Visiskai nesusirlipings arba nesusikrimtes

Truputj susirtipings arba susikrimtes
Vidutiniskai susirtipings arba susikrimtes
Labai susiriipings arba susikrimtes

Ypac susirtpings arba susikrimtes

AW N = O
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Instrumentuoté

16. Ar pasikeité Jusy pasitenkinimas, susijes su orgazmais, lyginant su buvusiu prie§ metus?

Zymiai padidéjo

Vidutiniskai padidéjo
Nei padidéjo, nei sumazejo
Vidutiniskai sumazéjo

Zymiai sumazéjo
F skyrius

Tyréjo vertinimas
+2
+1

-1
-2

Siame skyriuje teiraujamasi apie jiisy rytines erekcijas. Vyrai gali nubusti patirdami erekcija, tadiau tai gali kasdien keistis.
Prasome pazZyméti VIENA atsakyma, kuris geriausiai jus apibiidina PER PASKUTINES 4 SAVAITES.

17. Ar daznai jus atsibudote su pilna erekcija

Niekada

Kartg per paskutinj ménesj

2-3 kartus per paskutinj ménesj
Karta per savaite

2-3 kartus per savaite

4-6 kartus per savaite
Karta per dieng
Daugiau negu kartg per dieng

Tyréjo vertinimas

~N N kW= O

18. Ar jus susirtipings ar susikrimtes dél savo rytiniy erekcijy daznio?

Visiskai nesusirlipings arba nesusikrimtes
Truputj susirtipings arba susikrimtes
Vidutiniskai susirtipings arba susikrimtes

Labai susir@ipings arba susikrimtes
Ypac susirfipings arba susikrimtes

Tyréjo vertinimas

W NN = O

4

19. Ar pasikeité jlisy rytiniy erekcijy daznumas palyginus su buvusiu prie§ metus?

Zymiai padaznéjo

Vidutiniskai padaznéjo
Nei padaznéjo, nei suretéjo
Vidutiniskai suretéjo

Zymiai suretéjo
G skyrius

Tyréjo vertinimas
+2
+1
0
-1
-2

Atsizvelgiant j atsakymus, kuriuos pateikéte anksc¢iau, norétume suzinoti, ka jis apskritai manote apie savo lytinio gyvenimo kokybe?
Prasome paZyméti VIENA atsakyma, Kuris geriausiai jus apibiidina PER PASKUTINES 4 SAVAITES.

20. Ar buvote bendrai patenkintas savo lytiniu gyvenimu?

Labai patenkintas

Vidutiniskai patenkintas

Vienodai patenkintas ir nepatenkintas
Vidutiniskai nepatenkintas

Tyréjo vertinimas

—_— N W A

Labai nepatenkintas

0

21. Kaip bendrai esate susiriipings arba susikrimtes dél

savo seksualinio gyvenimo?
Tyréjo vertinimas

Visiskai nesusiripings ar nesusikrimtes

0

Siek tiek susirfipines ar susikrimtes

1

Vienodai susirlipings/nesusiripings ar
susikrimtgs/nesusikrimtes

2

Vidutiniskai susir@ipings ar susikrimtes

3

Labai susir@ipings ar susikrimtgs

4

22. Kaip bendrai pasikeité Jusy pasitenkinimas seksual

iniu gyvenimu lyginant su buvusiu prie§ metus?
Tyréjo vertinimas

Zymiai pageréjo

+2

Vidutiniskai pageréjo

+1

Nei pageréjo, nei pablogéjo

0

Vidutiniskai pablogéjo

-1

Zymiai pablogéjo

-2

40 BIOLOGINE PSICHIATRIJA IR PSICHOFARMAKOLOGIJA

T. 18, Nr. 1, 2016 m. birZelis



PASAULINES BIOLOGINES PSICHIATRIJOS DRAUGIJU FEDERACIJOS (WFSBP) KONGRESALI:

BP Congress 2017

wrst
13th World Congress
of Biological Psychiatry

16-22 June 201
Copenhagen, Denmark

Jla Center

Orgrmbed by Wl Fdoraion o Socefes. of Baogical Prychiiry

2017 m. birzelio 18-22 d. XIII-asis Pasaulinis biologinés psichiatrijos kongresas — Kopenhaga, Danija

EUROPOS NEUROPSICHOFARMAKOLOGIJOS KOLEGIJOS (ECNP) KONGRESAI:

For the science and treatment:
of disordersof thelbrain

WWW.ECNP-CONGRESS.EU " [

2016 m. rugséjo 17-20 d. 29-asis ECNP kongresas — Viena, Austrija

ﬁ. 30™ ECN ‘.2v5l$EhTEMBER 2017 5?95?;;;:‘;?;?:;:;;}’;”'"[ -
A CONGRE > A PAR'S. FRANCE http://2017.ecnp.eu

2017 m. rugs¢jo 25 d. 30-asis ECNP kongresas — Paryzius, Pranctizija



O = =
*_ ] S s
¢ 5 =) = a
TeR N e
. on s
= ¢ Ll - : @
> Q.
= S i3
2
- s E
e S =
L o)
¢ %
o | I
D
a I~
a =i
3 Q
O
<
- Q
E 23
T = SS
fom L Q
= C o

e
-
&
ELI
==

—

*2,
N

For the science and treatment of d

CONGRESS
FAECNP

Vaas met bloemen (Vase with flowers)
A work of ECNP-supported patient art




