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Editorial

About academic productivity

Academic productivity metrics are commonly considered for career development and promotion decisions, and by funding
agencies when allocating research funding. Commonly used indexes of academic productivity of individual scientist include the
total number of research papers and Hirsch index.

However, the commonly used indexes of academic productivity are based on the total number of (co-)authored research
papers published in indexed peer-reviewed journals and do not account for individual author’s contribution, because all listed
authors are considered equally irrespectively of their position on the authors’ list. It is generally accepted that the first author is
usually someone who contributed the most to the research papers, while the last (or senior) author is usually the scientist who
came up with the study idea/concept, secured research funding and supervised critical steps of implementation of the research
study and guided drafting of the manuscript. Other co-authors are usually researchers/students who substantially contributed
to the successful implementation of the research and critically revised the manuscript. Hence, it is generally expected that the
author’s position within the author’s list correlates strongly and positively with the intellectual contribution to the publication
and time efforts devoted to the development of study idea, implementation of research protocol, data analysis/interpretation and
manuscript writing.

Collaboration between scientist is critical for research advances, and for high-quality and impactful research. Hence, the
number of multi-authored research papers is constantly growing. However, while research indexing databases (Scopus, Clarivate
Analytics, Google scholar etc.) populate authors’ academic productivity indexes that based on the total number of publications,
but they do not take into account one’s position in the author list. Hence, it is challenging to accurately disentangle individual
academic impact based on the number of first or last authored research papers.

Consideration of author’s contribution to a research study/ paper is becoming increasingly important. For example, in some
institution the position within the author list is strongly emphasized for promotion decision. Also, a certain number of first
authored papers is a requirement to successfully defend a PhD degree in some countries. While not explicitly documented nor
mandated at institutional, national nor international levels, but adherence to (in most instances) universally accepted rules that
define the requirements for individual author’s position in the journal article author list is important to maintain transparency
within the research community and to appropriately acknowledge everyone’s academic contribution.

Adomas Bunevicius MD, PhD
Lithuanian University of Health Sciences, Kaunas, Lithuania

Harvard university and Brigham and Women’s Hospital, Massachusetts, USA
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GRIGARAITE, LELEIKIENE
Outpatient treatment of patients with schizophrenia

The characteristics of outpatient treatment of patients with
schizophrenia in Lithuania

Sizofrenija serganéiy pacienty ambulatorinio gydymo

ypatumai Lietuvoje
Simona GRIGARAITE!, Aiste LELEIKIENE??

'Lithuanian university of Health Sciences, Faculty of Medicine, Kaunas, Lithuania

’Kedainiai primary mental health center, Kedainiai, Lithuania
SLithuanian sports university, Kaunas, Lithuania

SUMMARY

Background. Long-term outpatient treatment plays the main role
in schizophrenia’s relapse prevention. The fast development of
antipsychotics leads to various treatment choices.

The aim. To evaluate the association between schizophrenia patients’
sociodemographic/clinical ~characteristics, outpatient treatment
regimens and prescribed psychotropic medications.

Methods. One-year data of schizophrenia patients’ medical records
of visits to the primary mental health center were collected in one
Lithuanian region. Data included: age, gender, treating psychiatrist,
duration of the mental disorder, frequency of visits to the primary mental
health care center, number of hospitalizations and the psychopharma
-cological treatment. Particular attention was devoted to antipsychotic
medications, their dosages, forms and types, concomitant psychotropic
medications prescription and treatment correction.

Results. The study evaluated 172 participants with the mean age
51.5+13.8. The average duration of the mental disorder was 18.3+10.5,
while the mean number of visits to the primary mental health
center — 8+3,4. The range of hospitalizations varied around 0 to 4. The
study revealed the negative relations between age of the patient and
the number of visits (r=0.253 (p<0.01)). Only 41.9 % of cases included
monotherapy, while polytherapy — 58.1 % of cases. Longer illness
duration led to a higher number of antipsychotic (=0.212
(p<0.06)) and concomitant psychotropic medications (r=0.156
(p<0.05)). The study showed that treatment corrections were more
common with a lower number of hospitalizations (p<0.001). The most
frequent prescribed medication was Olanzapine oral (14.5 %).
Longacting injectable antipsychotics were chosen in 22.1% of the cases:
the mean age of patients receiving this treatment was 10.6 years lower,
compared with oral, however, there was no statistically significant
difference between the age of the patient and longacting
antipsychotics prescription (p<0.99). Other psychotropic medications,
were prescribed to 63.4 % of participants, they visited the primary
mental health care center more often (p<0.004). In 67.6 %of corrected
treatment cases included concomitant psychotropic medications.

Conclusions. In more than half of schizophrenia cases outpatient
treatment included polytherapy. The number of antipsychotic and other
psychotropic medications got higher with a more frequent visits to the
primary mental health care center and longer duration of mental illness.

Key words: schizophrenia, polytherapy, antipsychotics, outpatient
treatment, psychotropic medications

SANTRAUKA

Ivadas. Ilgalaikis ambulatorinis Sizofrenijos gydymas yra vienas
i§ svarbiausiy veiksniy ligos atkryCiy prevencijai. Dél didéjancios
antipsichotiniy vaisty jvairovés ambulatorinis gydymas jvairiais
atvejais skiriasi.

Tikslas. [vertinti sgsajas tarp Sizofrenija serganc¢iyjy sociademografiniy
-klinikiniy charakteristiky, ambulatorinio gydymo rezimo bei skiriamy
psichotropiniy vaisty.

Metodai. Analizuoti

Sizofrenija  serganCiyjy vieneriy mety

jrasai viename Lietuvos rajone. Sukaupta informacija apie paciento
amziy, lytj, gydantj gydytoja, ligos trukme, lankymosi pirminiame
psichikos sveikatos prieziliros centre daznj, stacionarizavimo daznj
ir psichofarmakologinj gydyma. Atkreiptas démesys | skiriamus
antipsichozinius vaistus, jy dozes, skyrimo formg ir rai§j, papildomy
psichotropiniy vaisty skyrima ir gydymo koregavima.

Rezultatai. Vertinti 172 pacientai, amziaus vidurkis — 51,5+13,8
metai. Vidutiné ligos trukmé — 18,3£10,5 mety, o apsilankymy
pirminiame psichikos sveikatos priezitiros centre daznio vidurkis
— 843,4 kartai. Stacionarizavimo daznis 0-4 karty. Nustatyta, kad
didéjant paciento amziui, ambulatoriniy apsilankymy skaiCius
reik§mingai maz&jo (r=0,253 (p<0,01)). Tik 41,9 proc. atvejy
pasirinktas gydymas monoterapija, tuo tarpu politerapija — net 51,8
proc. atvejy. Ilgesné ligos trukmé siejosi su didesniu antipsichotiniy
(r= 0,212 (p<0,06)) ir kity psichotropiniy vaisty kiekiu (= 0,156
(p<0,05)). Gydymo koregavimas siejosi su mazesniu hospitalizacijy
skaiiumi (p<0,001). Dazniausiai skiriamas antipsichozinis vaistas
— geriamasis Olanzapinas (14,5 proc.). Ilgai veikiantys injekuojami
antipsichoziniai vaistai buvo skirti 22,1 proc. atvejy. Juos vartojantys
buvo vidutiniskai 10,6 metais jaunesni, lyginus su geriamyjy
antipsichoziniy vaisty vartotojais, taciau jy skyrimas nuo amZiaus
statistiSkai reikSmingai nesiskyré (p<0,99). Kiti psichotropiniai
vaistai buvo skirti 63,4 proc. atvejy, juos vartojantys klinikoje
lankési reik§mingai dazniau (p<0,04). Pacientams, kuriems gydymas
koreguotas, 67,6 proc. atvejy buvo skirti kiti psichotropiniai vaistai.
ISvados. Daugiau nei pusé Sizofrenija serganéiyjy ambulatoriskai
buvo gydomi politerapija. Antipsichoziniy ir kity psichotropiniy
vaisty kiekis didéjo sasajoje su ilgéjancia ligos trukme ir daznesniu
apsilankymu pirminiame psichikos sveikatos priezitiros centre.
Raktiniai ¥odZiai: Sizofrenija, ambulatorinis gydymas, politerapija,
antipsichotikai, psichotropiniai vaistai
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INTRODUCTION

Schizophrenia is a severe mental disorder with a lifetime
risk of about 1%, characterized by hallucinations, delusions
and cognitive deficits with heritability estimated at up to 80%
[1,2]. Itis believed to have a complex actiopathogenesis and to
affect widely distributed neural circuitry [3, 4]. The disorder is
typically associated with a significant functional disability and
usually manifests in the early 20s. Such a change in ayoung age
crucially affects the quality of life and requires an immediate
reaction from both patient and a treating physician. Permanent
outpatient treatment plays the main role in schizophrenia’s
relapse prevention. Although there are other treatment
methods, like electroconvulsive therapy, antipsychotic
medications have been a mainstay of treatment for more than
half a decade. The fast development of antipsychotics leads
to various treatment choices. For example, there are more
options for choosing the form and duration of action of the
antipsychotic. It can be used orally every day or injected for
a longer period. The long-acting injection is usually chosen
when a patient has troubles taking their medication daily.
Furthermore, the development of a range of antipsychotic
medications has provided individuals with schizophrenia
some relief from the cardinal symptoms of the illness [5]
and reduced the number of recurrent psychotic episodes [6].
Such wide medication options give an opportunity to apply
a suitable and effective treatment to prevent hospitalization
caused by psychosis or its complications. It is known that
substantial numbers of suicide victims with schizophrenia are
receiving inadequate antipsychotic treatment [7]. Moreover,
recent findings suggest that formerly widespread use of
very high doses antipsychotics, has been replaced by an
increased use of more than one antipsychotic agent at the
same time, usually at moderate doses of each agent, as well
as their combination with other types of psychotropic drugs
(especially mood-altering and sedative agents)[8, 9]. These
practices can be considered as examples of ‘polytherapy’.

Our study was performed to evaluate the association
of  schizophrenia  patients’ sociodemographic/clinical
characteristics, outpatient treatment regimes and psychotropic
medications.

METHODS

The study was performed in the primary mental health
care center in Lithuania (served the population of the area — 48
000 inhabitants). The study and its consent procedures were
approved by a Human Subjects Bioethics Review Committee
(No. BEC-MF-22). One-year data of schizophrenia patients’
medical records of outpatients’ visits to the primary mental
health care center were collected (particularly from 2017 July
to 2018 June). Data included: age, gender, treating psychiatrist
(coded 1-4), duration of the mental disorder, frequency of
visits to the primary mental health care center, number of
hospitalizations and the psychopharmacological treatment the
patient received for the last year period.

Particularattention was devoted to psychopharmacological
treatment. Firstly, we observed the number of all psychotropic
medications a patient received, including antipsychotics,

sedatives, antidepressants and hypnotics. According to this,
the data were distributed into two groups: monotherapy and
polytherapy. Furthermore, the form and generic name of
prescribed antipsychotics were identified. Lastly, the treatment
changes during one-year period were evaluated.

The statistical analysis was performed using SPSS 19.0.
Scale variables (age, duration of the disorder, number of visits
to the primary mental health care center, etc.) were described
as means and standard deviation. Nominal variables were
described by distribution — in numbers (n) and percentages
(%). The frequency rates were compared using Chi-square. For
comparison the means the independent t-test was used. Other
statistical tools were also performed: correlations between
variables using Spearman’s correlation for significance
evaluation and tests of nonparametric independent samples.
Statistical significance was set at the 5% level (p<0.05).

RESULTS

Of all 172 participants, included in the study (0.7% of
region population), 57.6% were men. Other sociodemographic/
clinical characteristics of study patients are presented in Table
1. The study revealed the significant negative correlations
between age of the patients and the number of outpatient
visits (r= —0.253 (p<0.01)). Study participants used from 1
to 3 different antipsychotics at the same time (range 1-4,
including other psychotropic medications). In most cases, one
(54.3 %) or two (44. 2 %) antipsychotic medications were
received. In addition, prescription of three antipsychotics was
unusual in this study (1.5 %). Only 41.9 % of cases included
monotherapy, while polytherapy — 58.1 %.

The study showed the relations among the number of
antipsychotics and all other psychotropic medications with
the clinical characteristics of schizophrenia patients (Table 2).

More than 40 different options for antipsychotic treatment
were observed. The most frequent prescribed antipsychotic
medications and the combinations are shown in table
3. Clozapine, antipsychotic used for treatment-resistant
schizophrenia, was prescribed for 5.8% patients, the majority
of them (70%) used Clozapine in monotherapy. Furthermore,
long-acting injectable antipsychotics were chosen in 22.1% of
the cases. The mean age of patients receiving it was 10.6 years
lower, compared with oral, however, there was no statistically

Table 1. Sociodemographic characteristics of schizophrenia
patients
Sociodemographic characteristics ~ Mean  Standard deviation
Age, years 51.5 13.8
Duration of the mental disorder, 183 105
years
Number of visits to the primary 3 34
mental health center '
Number of hospitalizations 0.2 0.6
Num.ber. of antipsychotic 14 0.6
medications
Nun?ber. of all psychotropic 29 08
medications
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Table 2. The relations between received medications number and
clinical characteristics

Number of  Number of all
Clinical characteristics antipsychotic  psychotropic
medications medications
rs
Duration of the mental disorder 0.188%* 0.131
Number of visits to the primary ~0.290 0.195*
mental health care center
Number of hospitalizations 0.011 0.021

#p<0.05

significant difference between the age and long-acting
injectable antipsychotics prescription (p<0.99). The most
frequent prescribed long-acting injectable antipsychotic was
Haloperidol Decanoate in combination with oral Olanzapine.
The second popular long-term injectable antipsychotic was
Paliperidone Palmitate (3.5 %).

In addition, other psychotropic medications, such as
antidepressants or sedatives, were prescribed to 63.4% of
patients. It was noticed that patients who used concomitant
psychotropic medications visited the primary mental health
care center significantly more often (p<0.01).

The outpatient treatment was adjusted to 37 participants
(21.5%) during a one-year period. The study showed that
more common corrections related to a lower number of
hospitalizations (p<0.001). Antipsychotic medication changes
were performed only in 23.4% of corrected treatment cases.
The most common change was either to Quetiapine oral
(13.5%) or combination of oral Olanzapine and Aripiprazole
(13.5%). Moreover, 67.6% of corrected treatment cases
included adding concomitant medications. The study showed
a statistically significant difference between different doctors
and the number of prescribed concomitant psychotropic
medications (p<0.001).

Table 3. The most frequent outpatient antipsychotic treatment
among study participants

Antipsychotic medications Frequency, %

Olanzapine 14.5
Quetiapine 14.0
Quetiapine and Risperidone 9.9
Olanzapine and Risperidone 8.7
Risperidone 5.2
Haloperidol Decanoate and Olanzapine 4.7
Olanzapine and Aripiprazole 4.7
Quetiapine and Aripiprazole 4.7
Paliperidone palmitate 3.5
Haloperidol and Olanzapine 2.3
Quetiapine and Ziprazidone 1.7
Quetiapine and Amisulpiride 1.2
Amisulpiride 1.2
Haloperidol Decanoate and Risperidone 1.2
Risperidone and Levomepromazine 1.2

DISCUSSION

We have analyzed the characteristics of outpatient
treatment of schizophrenia patients in one Lithuanian region:
regarding age, gender, duration of the mental disorder, visits
to the primary mental health center and hospitalizations. The
main finding in our study was that in outpatient treatment
the polytherapy (combination) of antipsychotics with other
psychotropic medications was chosen almost as frequently
as monotherapy. Comparing to a study in Palestine, where
50,4 % of study patients received antipsychotic combinations,
prescribing two or more antipsychotics in Lithuania is is
slightly less prevalent [10]. The number of all prescribed
psychotropic medications rose with the duration of the mental
disorder and with the number of visits to the primary mental
health center. Similar results were found of Sim K et al study.
They enrolled 300 patients with schizophrenia in Singapore.
The polytherapy was encountered in 71.7% of participants
and it was associated with longer mental illness duration
[11]. Although we do not analyze different concomitant
psychotropic medications, one of the most popular groups
of psychotropic medications prescribed are antidepressants.
Along with antipsychotics they are more effective in treating
the negative symptoms of schizophrenia than antipsychotics
alone [12]. According to Harvey PD et al., longer illness
duration might indicate older age, which leads to more
negative symptoms [13]. Considering that, we can presume
that polytherapy for patients with longer illness duration might
be chosen because of more frequent manifestation of negative
symptoms. However, our study showed that the number of
visits to the primary mental health center decreases with age,
so the true reasons of polytherapy remain unclear and need
further investigation.

In addition, our study showed that oral treatment was
prescribed significantly more frequent than the injectable
long-acting one. Long-acting injectable antipsychotics are
less popular in Lithuania, comparing to other countries. For
example, in Sweden almost half of schizophrenia patients
receive long-acting injectable antipsychotics [14]. An
important note is that injectable long-acting antipsychotics
were chosen more often to younger patients. Younger age is
known to be associated with earlier treatment discontinuation
[15]. In Tiithonen J et al. cohort study results showed a
significantly lowerrisk of discontinuation and rehospitalization
with injectable long-acting antipsychotic formulation [16].
Moreover, long-acting antipsychotic use (compared with
oral) is associated with about 30 % lower risk of death, says a
nationwide cohort of 29 823 patients with schizophrenia [17].
Malla A et al. in their recommendations for clinicians suggest
that long-acting injectable antipsychotic should be offered as
a treatment option to all individuals, receiving antipsychotic
treatment [18]. The most frequent prescribed injectable long-
acting antipsychotics in our study was Haloperidol decanoate
and Paliperidone palmitate. Similar results are seen in an
American study, where Haloperidol decanoate is the most
popular prescribed antipsychotic [19]. McEvoy JP et al. study,
comparing Haloperidol decanoate and Paliperidone palmitate
showed that Haloperidol decanoate more frequent induced

Vol. 21, No 1, 2019, June

BIOLOGICAL PSYCHIATRY AND PSYCHOPHARMACOLOGY 5



Research reports

akathisia [20]. Many physicians talk about the advantages
of long-acting injectable antipsychotics, however data from
randomized controlled trials comparing long-acting versus the
oral formulation of the same antipsychotic showed that there
is no robust evidence to support doctors in choosing long-
acting injectable instead of oral formulations in order to gain
better tolerability and efficacy [21].

Over 40 different treatment options in our study
simply confirm, that choosing suitable antipsychotic is very
individual and depends on various patients and illness features.
Nevertheless, some treatment tendencies are noticeable.
Since extrapyramidal adverse effects are one of the most
uncomfortable reactions, it seems quite clear why atypical
antipsychotic Olanzapine oral is the most popular prescribed
antipsychotic in this study. Similar results are seen in Tithonen
et al. study, where Olanzapine is also the most frequent
received oral antipsychotic [14]. Duggan L et al. Cochrane
review showed that patients receiving Olanzapine experienced
fewer extrapyramidal side effects compared to other atypical
or typical antipsychotics [22]. It is also very important that
nowadays more authors are talking about sustaining cognitive
functions when treating schizophrenia. Despite the fact that
in Neil D. Woodward et al meta-analysis study no pairwise
contrasts in overall cognition between atypical neuroleptics
were observed, olanzapine and quetiapine (second most
popular neuroleptic in our study) outperformed vigilance and
selective attention [23].

There is little evidence in supporting the combination
of antipsychotics in schizophrenia [24], but more than
45% of participants in our study were treated with two or
more antipsychotics at the same time. As in polytherapy
treatment cases, the association between a higher number of
antipsychotics and mental illness duration is noticed. Review
of various published clinical data on treatment-resistant
schizophrenic and schizoaffective patients suggested that
combinations were beneficial in patients with a reduction of
positive symptoms and occasionally negative symptoms [25].
The most common antipsychotic combinations in our study
were oral forms of either Olanzapine or Quetiapine with
Risperidone. In their practice guideline for the treatment of
patients with schizophrenia Lehman AF et al. claimed that
several antipsychotics may be beneficial to those patients,
who did not respond adequately to antipsychotic monotherapy

[26]. Another reason could be the prevention of an acute
exacerbation while switching medications. It mightalso explain
why Olanzapine and Aripiprazole combination is widely used
for correction in our study. In meta-analysis investigating
antipsychotic co-treatment versus monotherapy, 12 of 18
subgroup analyses showed antipsychotic combinations were
associated with significantly greater efficacy [27]. Talking
about particular antipsychotic combinations, augmentation
of Clozapine remains the most widely studied antipsychotic
combination. It is a generally accepted treatment option for
select patients [26], although in our study Clozapine with or
without any additives was prescribed only for 5.8% of patients.

In this study, we have learned, that polytherapy is a
widespread outpatient treatment for patients diagnosed with
schizophrenia in Lithuania. However, there is a necessity to
ascertain the true reasons for this kind of treatment. According
to study results, we can presume that prescribing additional
antipsychotic or psychotropic medications is the most frequent
solution for insufficient treatment response. In addition, instead
of oral antipsychotic adjustment or prescription of injectable
long-acting antipsychotic, polytherapy remains a popular
treatment for patients with longer illness duration. One of the
weaknesses of this study is that the dosages of antipsychotic
medications aren’t analyzed. This kind of information
would allow us to consider the possibility of inadequate
antipsychotic treatment. Moreover, the identification of
the most frequently prescribed concomitant psychotropic
medications would be beneficial. Our study also showed
the association between treatment correction and a lower
number of hospitalizations. This finding proves a necessity of
careful supervision in schizophrenia treatment cases in order
to prevent exacerbations. However, identifying psychotropic
medications received before the correction would allow us to
extend our study and analyze the most frequent ineffective
treatment.

CONCLUSION

In more than half of schizophrenia cases outpatient
treatment included polytherapy. The number of antipsychotic
and other psychotropic medications got higher with a more
frequent visits to the primary mental health care center and
longer duration of mental illness.
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Gender differences in sleep complaints and health-related
quality of life: 10-year follow-up

Nusiskundimai miegu ir su sveikata susijusi gyvenimo kokybé:
ly¢iy skirtumai 10 mety laikotarpyje

Aurelija PODLIPSKYTE, Jurgita ANDRUSKIENE, Arvydas MARTINKENAS,
Giedrius VARONECKAS

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

SUMMARY

Purpose. To analyze gender differences in sleep complaints and
health-related quality of life during 10-year period.

Methods. The sample (N=931) of randomly selected citizens of
Palanga, 35-84 years, was investigated in 2003 and 2013. Sleep
complaints were assessed by Basic Nordic Sleep Questionnaire,
health-related quality of life (HRQoL) — by SF-36. HRQoL
was analyzed in different domains: physical functioning, social
functioning, role limitations due to physical problems, role limitations
due to emotional problems, mental health, energy-vitality, pain, and
general health perception.

Results. Female gender has statistically significant negative impact
on difficulties falling asleep, excessive sleepiness in the morning;
and regular use of sleeping pills; while male gender has statistically
significant negative impact on napping during the daytime, and
breathing pauses during sleep. Sleep efficiency among males was
higher, as compared to females. Multivariate linear mixed model
revealed that a worsening of physical functioning was influenced
by female gender, age and poor sleep quality; while a decrease in
physical role limitation — only by age and poor sleep quality. The
10-year follow-up period had positive influence on mental health
and general health perception; while poor sleep quality negatively
influenced on mental health and general health perception.

Conclusions. There was shown that during 10-year follow-up an
increase of insomnia symptoms were characteristic for females; while
breathing disturbances during sleep — for males.

Keywords. Sleep complains, health-related quality of life

SANTRAUKA

Tikslas. ISanalizuoti nusiskundimy miegu ir su sveikata susijusios
gyvenimo kokybés skirtumus tarp motery ir vyry 10 mety laikotarpyje.

Metodai. 2003 ir 2013 m. buvo istirti atsitiktinai atrinkti Palangos
gyventojai (35-84 mety) (N = 931). Nusiskundimai miegu vertinti
Siaurés $aliy miego klausimynu, su sveikata susijusi gyvenimo
kokybé (HRQoL) - SF-36 klausimynu. HRQoL buvo analizuojama
jvairiose srityse: fizinis funkcionavimas, socialinis funkcionavimas,
veiklos apribojimai dél fiziniy problemy, veiklos apribojimai dél
emociniy problemy, psichiné sveikata, energetinis gyvybingumas,
skausmas ir bendras sveikatos suvokimas.

Rezultatai. Moteriska lytis turéjo statistiSkai reikSminga neigiama
poveikj uzmigimo laikui; migdomyjy vartojimui; o vyriska lytis turéjo
statistiSkai reikSmingg neigiama poveikj mieguistumui dienos metu ir
kvépavimo pauzéms o miego metu. Miego efektyvumas buvo didesnis
vyrams nei moterims. Daugiamatis linijinis miSrus modelis parodé, kad
sumazéjusj fizinj aktyvuma jtakoja moteriska lytis, amzius ir prasta
miego kokybé, o sumazéjusig Veiklos apribojimas dél fiziniy problemy
— tiktai amzius ir prasta miego kokybé. 10 mety stebé&jimo laikotarpis
turéjo teigiama poveiki psichinei sveikatai ir bendram sveikatos
suvokimui; o bloga miego kokybé neigiamai paveiké psiching sveikata
ir bendrg sveikatos suvokima.

ISvados. Per 10 mety steb¢jima buvo parodyta, kad moterims padidéjo
nemigos simptomai, o vyrams padaznéjo kvépavimo sutrikimai
miego metu.

Raktiniai ZodZiai: Nusiskundimai miegu, su sveikata susijusi
gyvenimo kokybé

Corresponding author: Aurelija Podlipskyté, D.Sci Laboratory of Behavioral Medicine, Neuroscience Institute, Lithuanian University of
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Gender differences in sleep and HRQoL

INTRODUCTION

The prevalence of sleep complaints in the general
populations of different countries is varying from country to
country. For example, a Finnish study demonstrated that 11.9%
of the population complained about difficulties in falling
asleep, while 31.6% had difficulties maintaining sleep, 11.0%
reported early morning awakenings, 7.9% had non-restorative
sleep, and 11.9% of the population were not satisfied with their
sleep [1]. In a sample representative of the general population
in Portugal, global dissatisfaction with sleep was reported
by 10.1% of the sample, while 21.0% complained about
difficulties maintaining sleep [2]. In a representative sample
taken in Germany, 7% of the population reported global
sleep dissatisfaction [3]. In a representative sample of the
population in Canada, 19.8% were dissatisfied with their sleep
[4]. Difficulties falling asleep affected 11.1% of the Japanese
population, while maintaining sleep was an issue for 22.9% of
Japanese people [5]. A study in South Korea demonstrated that
19.4% of people had difficulties falling asleep, while 21.7%
had difficulties in maintaining sleep [6]. A Finnish longitudinal
cohort study lasting 33 years demonstrated a decrease in self-
reported sleep duration of approximately 18 minutes and a
significantly increased prevalence of sleep complaints [7].

Longitudinal population studies performed in the cohorts
of individuals of middle age and older have demonstrated that
poor sleep is related to chronic diseases, such as type 2 diabetes,
a worsened health-related quality of life, and an increased risk
of all-cause mortality [8,9].

There is a gap in the literature of the effect of poor sleep on
the separate domains of health-related quality of life (HRQoL).
Follow-up sleep complaint studies in representative samples
of general populations allow for the possibility to observe
prevalence trends of sleep complaints specific to a country and
provide scientifically-based proof for the need of cost-effective
preventive measures, improving HRQOL, for the population.
As examples of such studies, the 10-year trend of insomnia
prevalence study in the adult populations of Norway [10]
and England [11] both demonstrated a gradually increasing
prevalence of insomnia and gave recommendations for health
policy makers to implement preventive measures in order to
avoid further sleep quality worsening. However, there is a
lack of data on association of sleep complains and different
domains of HRQOL stratified by gender.

The first attempt to investigate sleep complaints in the
general population carried out in Lithuania was in 2003 when
the prevalence of sleep complaints in relation to HRQOL [12]
and psycho-emotional status [13] was assessed in a randomly
selected sample in the Lithuanian city of Palanga. Poor sleep
was more prevalent among females than males in the 2003
survey, a finding which is supported by data collected in other
countries [14]. The question arises what is the trend of sleep
complains during 10-year period and how it affects the HRQoL
in women and men.

The aim of this study was to investigate gender differences
in the prevalence of sleep complaints and health-related quality
of life in the randomly selected sample of citizens of middle
age or older during 10-year follow-up.

METHODS

Citizens of Palanga were chosen as the subject of the

investigation because they represented a close community,
which was reflective of the population of the Western part of
Lithuania.

We performed two surveys, the first in 2003, and the
second one in 2013. The representative random stratified
sample, consisting of 2500 citizens of Palanga, was drawn in
2003 by the Residents’ Register Service. Baseline assessment
was completed in the sample of 1602 persons (62.5% females),
response rate 64.1%. The sample of 1602 persons represented
a 4.9% bias in distribution according to age and gender in the
population of Palanga.

Ten years later, in 2013, the same people who participated
in the first survey were invited for the second investigation.
From the baseline sample, which consisted of 1602 persons,
158 died (9.9%), 47 (2.9%) changed their address, 20 (1.2%)
declined to participate in the second survey, 11 (0.7%) had
serious health problems and had no possibility to participate,
435 (27.2%) did not respond to the invitation, which was sent
at least twice neither answered phone calls. More than a half
(58.1%) of the 2003-year survey participants (n=931, 65.4%
females) were investigated repeatedly in 2013. We analyzed
the data of both surveys participants (N=931), did not include
those who participated only in one survey.

The first and the second surveys were approved by the
Bioethics Committee of Lithuania (2002-12-03 No 90 and
2012-06-14 No BE-2-25). Informed consent was obtained
from all participants during both surveys.

Questionnaires

The Basic Nordic Sleep Questionnaire [15] was used to
assess the frequency of sleep complaints over a 3-month period
in both the first and second surveys. The self-administered
questionnaire included questions about problems falling asleep,
awakenings during the night and too early in the morning, self-
rated sleep quality, excessive sleepiness during the daytime,
the effect of sleep on the ability to work, napping during the
daytime, the regular use of sleeping pills and the use of alcohol
to initiate sleep, as well as and breathing pauses during sleep.
According to Basic Nordic Sleep Questionnaire’s item “How
well have you been sleeping during past three months™ [15],
respondents were classified to the two groups: poor and good
sleepers. Poor sleepers’ group consisted from responders who
considered their sleep quality as neither well nor badly, rather
badly or badly. Good sleepers’ group responders considered
their sleep as well or rather well. Cronbach’s alpha was used
to evaluate the internal consistency of the scales. Basic Nordic
Sleep Questionnaire’s Cronbach’s alpha was 0.773 and 0.854
in 2003 and 2013, respectively.

The Short Form-36 (SF-36) [16] was used to assess
health-related quality of life. It is a 36-item questionnaire
that measures 8 multi-item dimensions of health: physical
functioning, social functioning, role limitations due to physical
problems, role limitations due to emotional problems, mental
health, energy-vitality, pain, and general health perception.
For each dimension item scores are coded, summed, and
transformed on to a scale from 0 (worst possible health state)
to 100 (best possible health state). Cronbach’s alpha was 0.836
and 0.812 in 2003 and 2013, respectively.

The General Data and Self-Perceived Health Questionnaire
[17] was used to collect information about the family status,
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education and employment of the respondents, information
about the diseases (chronic or acute cardiovascular diseases,
cancer, pulmonary or gastrointestinal disorders, nervous
system disorders) diagnosed or treated during the previous 12
months.

Statistical analysis

Descriptive statistics were used to describe the
characteristics of sleep complaints, sleep parameters and health-
related quality of life in 2003 and 2013 samples; Chi-square test
and Fisher’s test were used to evaluate the significance of the
association between the categorical variables in separate years,
which were also presented as raw numbers and percentages.
Differences in health-related quality of life scores between
2003 and 2013 samples were tested using the Student’s t-test.
Data were presented using mean (95% CI) expression.

We used Benjamini-Hochberg adjustment for multiple
comparisons in the sleep complaints and sleep parameters,
health-related quality of life domain, setting a critical value for
a false discovery rate of 0.10 [18].

Direct standardization by age and sex was performed by
weighting the cases according to the population distribution of
gender and age to correct for divergence between the sample
and the distribution of age and gender in the general population
of Lithuania. A weighted logistic regression analysis using
an enter method was used to investigate if Basline/10-year
follow-up period, gender, age were related to different sleep
complaints (Model 1) and additionally adjusted by family
status; education; employment; self-perceived health; frequent
stressful events; depression mood; alcohol used; smoking;
illness during past 12 month; and obesity (Model 2).

Linear mixed-effect models were conducted to examine the

differences of individual domains of Sf-36 between baseline
and 10-year period.

All of the data was analysed using SPSS (version 21.0;
SPSS Inc., Chicago, IL, USA). A p-value of <0.05 was
considered to be statistically significant.

RESULTS

The study sample consisted of 931 persons (65.4%
females) participated in both surveys, in 2003 and 2013. The
mean age of the participants during the first survey was 53.9
years, during the second one 63.8 years; the mean age did not
differ significantly between males and females.

The differences in sleep complaints between males and
females in 2003

Females more often than males complained about the
difficulties falling asleep (p<0.001), excessive sleepiness
in the morning (p=0.002) and used sleeping pills regularly
(p=0.030) (Table 1). The mean of sleep latency period on work
days was significantly higher in females, as compared to males
(p<0.001), as well as on weekends (p<0.001). Self-perceived
need of sleep was significantly higher in females, as compared
to males (p=0.000).

Males more often than females declared napping during
the daytime (p=0.031), had breathing pauses during sleep
(p=0.001). Males demonstrated significantly higher sleep
efficiency, as compared to females, on workdays (p=0.020) and
on weekends (p=0.001).

The differences in sleep complaints between males and
females in 2013

Females more often than males complained about the

Table 1. Prevalence of sleep complaints and sleep parameters among males and females in 2003 and 2013

Variables 2003 2013
Females, n=609 Males, n=322 P Females, n=609 Males, n=322 P

Sleep complaints n (%) n (%) n (%) n (%)
Difficulties falling asleep 86 (14.1) 20 (6.2) <0.001* 130 (21.4) 28 (8.7) <0.001*
Difficulties maintaining sleep 263 (43.2) 128 (39.8) 0.347 313 (51.4) 150 (46.6) 0.184
Awakenings too early in the morning 77 (12.6) 40 (12.4) 0.994 130 (21.4) 48 (14.9) 0.019
Poor self-perceived sleep 298 (48.9) 146 (45.3) 0.330 342 (56.2) 138 (42.9) <0.001*
Excessive sleepiness in the morning 124 (20.4) 39 (12.1) 0.002* 73 (12.0) 29 (9.0) 0.194
Inability to work due to disturbed sleep 26 (4.3) 6(1.9) 0.066 26 (4.3) 10 (3.1) 0.477
Napping during the daytime 55(9.0) 45 (14.0) 0.031%* 57 (9.4) 56 (17.4) 0.001*
Regular use of sleeping pills 37 (6.1) 9(2.8) 0.030%* 86 (14.1) 18 (5.6) <0.001*
Alcohol use to initiate sleep 9(1.5) 8(2.5) 0.417 28 (4.6) 7(2.2) 0.077
Excessive sleepiness during the daytime 107 (17.6) 47 (14.6) 0.280 56 (9.2) 23 (7.1) 0.337
Breathing pauses during sleep 8(1.3) 18 (5.6) 0.001* 22 (3.6) 30(9.3) 0.001*
Sleep parameters mean (95% CI)  mean (95% CI) mean (95% CI)  mean (95% CI)
Sleep latency on work days (min) 22.5(20.6-24.4) 17.0(15.4-18.5) <0.001* 28.6(26.6-30.6) 19.5(17.7-21.2) <0.001*
Sleep latency on weekends (min) 23.2(21.3-25.1) 17.7(16.1-19.3) <0.001* 30.5(27.0) 20.9 (19.1-22.7) <0.001%*
Sleep duration (hours) 7.3(7.2-7.4) 7.3 (7.2-1.5) 0.295 7.2 (7.1-7.3) 7.3 (7.2-7.4) 0.166
Self-perceived need of sleep (hours) 8.1(8.0-8.2) 7.9 (7.8-8.0) 0.006* 7.9 (7.8-8.0) 7.7 (7.6-7.9) 0.021%*
Napping duration (min) 50.0 (45.7-54.3) 52.4(46.9-57.9) 0496  46.0(43.4-48.7) 49.8(45.6-53.9) 0.138
Sleep efficiency on work days (%) 94.2 (93.1-95.3) 96.3(94.9-97.8) 0.020* 90.3(89.1-91.4) 93.2(91.8-94.8)  0.002*
Sleep efficiency on weekends (%) 89.8 (88.6-90.9) 93.1(91.6-94.6) 0.001* 87.3 (15.1) 90.4 (88.7-92.1) 0.001*

p female versus male

*statistically significant (significance of p values in prevalence of sleep complaints and sleep parameters domains are adjusted to Benjamini-

Hochberg correction for multiple comparisons).
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Table 2. Result from regression analyses in which time, gender, age are regressed on sleep complaints

Independent variable Model 1 OR (95% CI) p Model 2 OR (95% CI) P
Difficulties falling asleep

Time 2003(1)/2013(2) 1.32 (0.96-1.80) 0.086 1.35 (0.95-1.91) 0.099

Gender: M(1)/ F(2) 2.92 (2.10-4.05) <0.001 2.62 (1.80-3.84) <0.001

Age 1.04 (1.03-1.05) <0.001 1.02 (1.00-1.04) 0.070
Difficulties maintaining sleep

Time 2003(1)/2013(2) 0.89 (0.72-1.10) 0.277 0.91 (0.72-1.41) 0.409

Gender: M(1)/ F(2) 1.25 (1.03-1.53) 0.023 1.16 (0.93-1.46) 0.188

Age 1.05 (1.04-1.05) <0.001 1.04 (1.02-1.01) <0.001

Awakenings too early in the morning

Time 2003(1)/2013(2) 1.31 (0.98-1.76) 0.065 1.28 (0.94-1.76) 0.123

Gender: M(1)/ F(2) 1.26 (0.96-1.65) 0.092 1.07 (0.79-1.47) 0.653

Age 1.02 (1.01-1.04) <0.001 1.02 (1.00-1.03) 0.083

Poor self-perceived sleep

Time 2003(1)/2013(2) 0.96 (0.78-1.18) 0.715 1.08 (0.85-1.37) 0.530

Gender: M(1)/ F(2) 1.35 (1.12-1.63) 0.002 1.14 (0.90-1.44) 0.269

Age 1.02 (1.01-1.03) <0.001 1.00 (0.99-1.02) 0.819

Excessive sleepiness in the morning

Time 2003(1)/2013(2) 0.71 (0.53-0.95) 0.021 0.75 (0.54-1.04) 0.083

Gender: M(1)/ F(2) 1.50 (1.14-1.97) 0.004 1.53 (1.11-2.10) 0.009

Age 0.98 (0.97-1.00) 0.009 0.97 (0.95-0.99) <0.001

Inability to work due to disturbed sleep

Time 2003(1)/2013(2) 0.97 (0.53-1.77) 0.908 1.08 (0.55-2.14) 0.819

Gender: M(1)/ F(2) 2.09 (1.12-3.89) 0.020 1.53 (0.76-3.11) 0.236

Age 1.03 (1.01-1.06) 0.009 1.01 (0.97-1.04) 0.786
Napping during the daytime

Time 2003(1)/2013(2) 0.61 (0.43-0.86) 0.005 0.57 (0.39-0.82) 0.003

Gender: M(1)/ F(2) 0.62 (0.46-0.85) 0.003 0.53 (0.37-0.76) 0.001

Age 1.07 (1.06-1.09) <0.001 1.07 (1.05-1.09) <0.001
Regular use of sleeping pills

Time 2003(1)/2013(2) 1.55 (0.98-2.47) 0.062 1.59 (0.96-2.62) 0.071

Gender: M(1)/ F(2) 3.72 (2.27-6.11) <0.001 3.02 (1.74-5.26) <0.001

Age 1.07 (1.06-1.09) <0.001 1.05 (1.02-1.08) 0.001

Alcohol use to initiate sleep

Time 2003(1)/2013(2) 1.47 (0.76-2.84) 0.253 1.44 (0.71-2.93) 0.316

Gender: M(1)/ F(2) 1.40 (0.77-2.54) 0.272 1.25 (0.62-2.49) 0.536

Age 1.04 (1.01-1.07) 0.003 1.03 (0.99-1.07) 0.124

Excessive sleepiness during the daytime

Time 2003(1)/2013(2) 0.42 (0.30-0.58) <0.001 0.44 (0.31-0.62) <0.001

Gender: M(1)/ F(2) 1.32 (0.98-1.77) 0.071 1.38 (0.98-1.95) 0.065

Age 1.02 (1.00-1.03) 0.015 1.01 (0.99-1.03) 0.337
Breathing pauses during sleep

Time 2003(1)/2013(2) 1.65 (0.96-2.83) 0.069 1.67 (0.94-2.97) 0.080

Gender: M(1)/ F(2) 0.31 (0.19-0.51) <0.001 0.31 (0.18-0.55) <0.001

Age 1.03 (1.00-1.05) 0.019 1.02 (0.98-1.05) 0.345

OR, odds ratio; CI, confidence interval

Model 2 — Adjusted by year, gender, age, family status; education; employment; self-perceived health; frequent stressful events; depression

mood; alcohol used; smoking; illness during past 12 month, obesity.

difficulties falling asleep (p<0.001), awakenings too ecarly
in the morning (p=0.019), and perceived their sleep as poor
(p<0.001) (Table 1). Females more often than males used
sleeping pills regularly (p<0.001). They had significantly
longer sleep latency period than males on work days (p<0.001)
and on weekends (p<0.001). Self-perceived need of sleep
was significantly higher in females, as compared to males
(p=0.021).

Males more often than females in 2013 had napping during

the daytime (p=0.001) and breathing pauses during sleep
(p=0.001). Sleep efficiency on workdays was significantly
higher in males, as compared to females (p=0.002), as well as
on weekends (p=0.001).

The differences in sleep complaints between males and
females during 10-year follow-up

The results from the logistic regression analyses of different
sleep complaints are presented in Table 2. From 2003 to the
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Table 3. Determinants in linear mixed models analyses in which time, gender, age, sleep quality are regressed on life quality domains

Independent variable Univariate Multivariate p
Estimate (95%CI) Estimate (95%CI)
Physical functioning
Time —5.34 (-7.21 to -3.46) <0.001 3.09 (1.06 to 5.13) 0.003
Gender: M(1)/F(2) —7.54 (-9.71 to —5.38) <0.001
Age —0.67 (-0.79 to —0.55) <0.001
Sleep: good(1)/poor(2) —5.69 (=7.57 to -3.81) <0.001
Physical role limitations
Time —7.97 (-11.32 to —4.61) <0.001 0.40 (-3.09 to 3.89) 0.821
Gender: M(1)/F(2) —1.73 (-5.40 to 1.94) 0.355
Age —0.40 (-0.60 to — <0.001
Sleep: good(1)/poor(2) —6.02 (-9.21 to -2.82) <0.001
Emotional role limitations
Time —-1.65 (-5.02 to 1.71) 0.334 3.76 (0.11 to 7.41) 0.043
Gender: M(1)/F(2) —1.21 (-5.04 to 2.61) 0.534
Age —0.22 (-0.43 t0o —0.01) 0.037
Sleep: good(1)/poor(2) —6.13 (-9.46 to —2.80) <0.001
Social functioning
Time —1.10 (-3.12 to 0.92) 0.284 2.86 (0.77 to 4.94) 0.007
Gender: M(1)/F(2) —1.36 (-3.54 t0 0.83) 0.224
Age —0.14 (0,26 to —0.02) 0.020
Sleep: good(1)/poor(2) —4.90 (—6.81 to —3.00) <0.001
Mental health
Time 3.08 (1.54 to 4.62) <0.001 4.16 (2.60 to 5.73) <0.001
Gender: M(1)/F(2) 0.87 (=0.77 to 2.52) 0.299
Age 0.05 (—0.04 to 0.15) 0.255
Sleep: good(1)/poor(2) —4.25 (-5.69 to —2.80) <0.001
Energy-vitality
Time 0.47 (-1.13 t0 2.07) 0.561 3.36 (1.76 to 4.95) <0.001
Gender: M(1)/F(2) —2.23 (-3.92 to —0.55) <0.001
Age —0.09 (-0.18 t0 0.01) 0.066
Sleep: good(1)/poor(2) —2.88 (4.36 to —1.41) <0.001
Pain
Time -0.32 (-2.35t0 1.71) 0.756 3.94 (1.83 to 6.06) <0.001
Gender: M(1)/F(2) —-5.09 (-7.31 to —2.87) <0.001
Age —0.22 (-0.34 to —0.10) <0.001
Sleep: good(1)/poor(2) —7.80 (-9.74 to —5.86) <0.001
General health perception
Time 1.63 (0.19 to 6.07) 0.026 5.20 (3.73 t0 6.67) <0.001
Gender: M(1)/F(2) —0.42 (-1.97 to 1.13) 0.595
Age —0.18 (0.27 to —0.10) <0.001
Sleep: good(1)/poor(2) —3.86 (-5.21 to -2.51) <0.001

CI, confidence interval

Multivariate — adjusted by family status; education; employment; self-perceived health; frequent stressful events; depression mood; alcohol

used; smoking; illness during past 12 month, obesity.

time of the second survey in 2013, the prevalence changed
as follows (reported odds ratios [ORs] are from the adjusted
regression analyses). During 10-year period a statistically
significant decrease of napping during the daytime changed
from11.5% to 9.4% (OR, 0.57, 95% CI: 0.39-0.82, p=0.003)
and excessive sleepiness during the daytime changed from
16.1% to 8.2% (OR, 0.44, 95% CI: 0.31-0.62, p<0.001); while
other symptoms changed non-significantly: difficulties falling
asleep; difficulties maintaining sleep; awakenings too early in
the morning; poor self-perceived sleep; inability to work due
to disturbed sleep; regular use of sleeping pills; alcohol use to
initiate sleep; and breathing pauses during sleep.

Across the two surveys during the 10-year period there was
an increase in sleep complains, except a decrease of napping
during daytime. Female gender has negative impact on several
sleep complaints: difficulties falling asleep (OR, 2.62, 95% CI:
1.80-3.84, p<0.001); excessive sleepiness in the morning (OR,
1.53,95% CI: 1.11-2.10, p=0.009); and regular use of sleeping
pills (OR, 3.02, 95% CI: 1.74-5.26, p<0.001). Male gender
has negative impact on napping during the daytime (OR, 0.53,
95% CI: 0.37-0.76, p=0.001); and breathing pauses during
sleep (OR, 0.31, 95% CI: 0.18-0.55, p<0.001).

Age was positively associated with an increase of
difficulties maintaining sleep (OR, 1.04, 95% CI: 1.02-3.84,
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Gender differences in sleep and HRQoL

p<0.001); napping during the daytime (OR, 1.07, 95% CI:
1.05-1.09, p<0.001); and regular use of sleeping pills (OR,
1.05, 95% CI: 1.02—-1.08, p=0.001) and negatively associated
with excessive sleepiness in the morning (OR, 0.97, 95% CI:
0.95-0.99, p<0.001).

The differences in health-related quality of life domains
during 10-year follow-up

A decrease of the scores of physical functioning and
physical role limitation (from 76.5, 95% CI: 75.4-77.6 till
71.2, 95% CI: 69.7-72.7 (the estimate —5.34, p<0,001) and
65.1, 95% CI: 63.0-67.2 till 57.1, 95% CI: 54.5-59.8 (the
estimate —7.97, p<0,001), correspondingly) was found during
10-year period (Table 3). An increase of mental health score
and general health perception (from 65.2, 95% CI: 64.2-66.2
till 68.3, 95% CI: 67.1-69.4 (the estimate 3.08, p<0.001) and
from 49.4, 95% CI: 48.5-50.3 till 51.1, 95% CI: 50.0-52.2 (the
estimate 1.63, p=0.026), correspondingly) was observed. The
differences in scores of other domains of quality of life were
statistically insignificant.

Multivariate linear mixed model revealed that a worsening
of physical functioning during 10-year period was associated
by female gender, age and poor sleep quality; while a decrease
in physical role limitation — only by age and poor sleep quality.
The 10-year period had positive influence on mental health and
general health perception; while poor sleep quality negatively
influenced on mental health and general health perception. The
age was negatively influenced only general health perception
(Table 3).

Table 3 demonstrates that age has negative impact on
emotional role, social functioning, and pain domain; female
gender on energy vitality of life quality. The pain domain was
affected by all of them — time period, gender, age and sleep
quality.

DISCUSSION

The results of our study demonstrated that complaints
about difficulties falling asleep and use of sleeping pills were
common in females in 2003 and 2013. It was consistent with
the findings of earlier studies demonstrating higher rates of
difficulties falling asleep and the use of sleeping pills among
females, as compared to males [14,19].

Sleep efficiency in our study was lower among females,
as compared to males. This finding could be explained
by the changes in women’s sleep structure, which usually
occur along with ageing, especially in social isolation [20].
Polysomnographic data [21] indicated that older age females,
as compared to males, had less NREM sleep and were more
predisposed to REM sleep, that is why females had at least a
40% increased risk for developing insomnia, as compared to
males.

We found significant gender differences regarding the
complaints about breathing pauses during sleep. These
complaints were more common in males in 2003 and 2013,
than in females. Obstructive sleep apnea syndrome (OSAS)
characterizing by breathing pauses during sleep is very
common among the older adult persons, especially males [22].
OSAS occurs when there is a repeated obstruction of the upper
airway during sleep for 10 seconds or longer, accompanied
by oxyhemoglobin desaturation, causing micro-arousals and

awakenings. Our study demonstrated that breathing pauses
during sleep and napping during daytime symptoms of OSAS
were more prevalent among males, as compared to females
during both surveys in 2003 and 2013.

There was shown that insomnia is associated with lower
mental and physical HRQoL scores compared to patients
without this diagnosis [20]. However, gender differences in the
association between poor sleep and health-related quality of
life in the sample of older adults in general population is an
issue which has been investigated rarely in scientific literature.
There have been a few studies published recently [23-26] which
have analyzed associations between poor sleep and health-
related quality of life, but these ones did not emphasize gender
differences. The results of our study shown that female gender
demonstrates more sleep complaints and worsening physical
functioning, energy vitality and pain domains of HRQoL in
a 10-year period. Interesting finding of our study was that
poor sleep quality did not worsen HRQoL among males in
the domains of physical functioning and pain. This finding
could be explained, that significantly greater part of females,
as compared to males, had at least one disease diagnosed or
treated around the time of the research. The findings of earlier
studies [27,28] have clearly demonstrated close relationships
between sleep quality and comorbidities. The domain of
physical functioning had the highest scores in both surveys,
independently of gender and sleep quality. On the other hand,
domains of mental health and general health perception
had the lowest scores in males and females, independently
of sleep quality. This finding was in line with the results of
a longitudinal study in which 952 older females (aged over
70) participated, demonstrating an independent association
between poor sleep in the baseline study and an increased risk
(OR=1.19) of worsening depressive symptoms [29]. Another
study also demonstrates association between poor sleep and
social isolation in older adults [30].

Recently published study results have concluded that
insomnia predicted cumulative incidence of several physical
and mental conditions [31], and also that mental health
domain of HRQoL appeared to be the strongest risk factor
for persistent insomnia symptoms. The close links between
physical and mental symptoms with poor sleep quality that has
major negative long term impact on health also was shown in
young people [32].

Concluding the results, should be pointed that during
the 10-year period females more often than males reported
difficulties falling asleep, excessive sleepiness in the morning,
perceived their sleep as poor and used sleeping pills. Males
more often than females had snoring, breathing pauses during
sleep and reported napping during daytime; however, sleep
efficiency among males was higher, as compared to females.

Female gender has negative impact on physical functioning,
energy-vitality domains of health-related quality of life, which
also negatively affected by poor sleep quality and age.

Study limitations

The methodological limitations of our study were related
to its comparatively small sample. A potential limitation of
our study is that the citizens of Palanga had since moved to
another location, mostly outside of country, meaning that
the sample during the second study for which survey data of
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sleep complaints and health-related quality of life data may be
incomplete.

Our findings demonstrating high prevalence of sleep
complaints and use of sleeping pills among elderly supported
the idea indicating that surveillance of sleep disorders is an
important public health issue [33] and that prevention and
health educational initiatives should be launched in the general
population in order to promote a better quality of sleep.
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Emocinés kompetencijos instrumentas PECIt

Emocinés kompetencijos profilis (PECIt): emocinés
kompetencijos jsivertinimo instrumento validavimas

Lithuanian version of profile of emotional competence

Aelita SKARBALIENE!, Egidijus SKARBALIUS!, Moira MIKOLAJCZAK?
'Klaipédos universitetas, Lietuva

2Université Catholique de Louvain, Belgija

SUMMARY

Due to the strong influence on the physical and mental well-being of
the individual, the consideration of emotional competence has become
increasingly important in recent decades. However, we still do not
have an instrument for the measurement of emotional competence in
the Lithuanian language. The lack of instrument is problematic both
theoretically and practically, i.e. it was not possible to understand the
processes of the influence of emotional competences on personality
and the educational interventions that have a particular influence
could not be created. The validation of the PEC (Profile of Emotional
Competence) instrument in the Lithuanian language was the aim of
this study. The short-term filling-in of the questionnaire and strong
reliability allow not only to use the questionnaire in different contexts
and different respondents, but also to use it in search of correlation
with different aspects of human activity.

Keywords: emotional intelligence, emotional competences, PECIt

SANTRAUKA

D¢l stiprios jtakos asmens fizinei ir psichinei gerovei emocinés
kompetencijos nagrinéjimui pas-taraisiais deSimtmeciais skiriama vis
daugiau démesio. Taciau vis dar neturime emocinés kompetencijos
tyrimo instrumento lietuviy kalba. Instrumento trikumas lemia
spragas tiek teoriniu, tiek praktiniu lygmeniu, t.y. negaléjo biiti suprasti
emociniy kompetencijy jtakos asmenybei procesai ir negaléjo biiti
kuriamos konkrecig jtaka darancios ugdomosios intervencijos. Dél to
vykdytas PEC (angl. Profile of Emotional Competence) instrumento
validavimas lietuviy kalba. Neilgai trunkantis klausimyno uzpildymas
ir stiprus vidinis suderinamumas suteikia galimybe ne tik naudoti
klausimyna skirtinguose kontekstuose ir skirtingiems respondentams,
bet naudoti ir ieSkant koreliacijos su skirtingais zmoniy veiklos
aspektais.

RaktaZodziai: emocinis intelektas, emocinés kompetencijos, PECIt
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IVADAS

Per pastaruosius du deSimtmecius emocinés kompetencijos
(EK) nagrinéjimui skiriama vis daugiau démesio. Pasaulyje ir
Lietuvoje neretai sutinkama emocinio intelekto (EI) sgvoka.
El apibrézia asmens geb¢jima spresti klausimus, susijusius
su asmenine ir/ar tarpasmenine emocine informacija [1], t.y.
atskleidzia, kaip individas identifikuoja, iSreiskia, supranta,
reguliuoja ir geba panaudoti savo ir/ar kity emocijas [2-3].
Visuomeng¢je naudojamos abi sagvokos — emociné kompetencija
ir emocinis intelektas. Sio tyrimo autoriai, atsizvelgdami j
mokslinius tyrimus [4-8], pagrindziancius idéjg, kad emociné
kompetencija gali buti sékmingai ugdoma ir iSugdoma
(skirtingai nei intelektas) naudoja emocinés kompetencijos
savoka.

Aukstesnis  emocinés  kompetencijos lygmuo yra
susijgs su stipresniu subjektyviu laimés pojucéiu, geresne
psichine ir fizine sveikata, didesniu pasitenkinimu turimais
socialiniais ir Seimyniniais santykiais bei didesne profesine
sékme [8-11]. Ir nors moksliniai tyrimai pateikia jrodymus,
kad emociné kompetencija daro jtaka aukS$¢iau minimiems
asmens gyvenimo kokybés rezultatams, ilga laika nebuvo
galima iSmatuoti ir paaisSkinti, kuri konkreti kompetencija
daro jtaka Siems rezultatams. Taip buvo todél, kad nebuvo
sukurtas instrumentas, kurio pagalba buty galima iSmatuoti
kiekvieng i§ penkiy emociniy kompetencijy asmeniniu ir
tarpasmeniniu lygmeniu. Tokio instrumento trikumas lémeé
spragas tiek teoriniu, tiek praktiniu lygmeniu, t.y. negal¢jo buti
suprasti emociniy kompetencijy jtakos asmenybei procesai ir
negaléjo biiti kuriamos konkrecia jtakg darancios ugdomosios
intervencijos.

Pastaruoju metu pasaulyje pastebimas jvairiy emocinio
intelekto testy skaiCiaus augimas, tac¢iau daugumai jy triksta
teorinio ir empirinio pagrindimo.

Brasseur ir Mikolajczak sukurtas PEC (angl. Profile of
Emotional Competence) yra daugiau nei 10 mety emociniy
kompetencijy tyrimy rezultatas. Autoriai §j instrumentg sukiiré
siekiant iSmatuoti atskirai asmeninj ir tarpasmeninj emocinj
intelekta jvertinant penkias pagrindines emocinio intelekto
kompetencijas (emocijy atpazinima, emocijy supratima,
emocijy raiska, emocijy valdyma ir emocijy panaudojima)
[10]. PEC validuotas vykdant eile moksliniy studijy ir i jas
jtraukiant beveik 22 tiikst. respondenty.

PEC yra iSverstas ir validuotas naudojimui pranciizy,
olandy, japony kalbomis, validavimo procesas vykdomas
lenky, rumuny, ispany, basky ir portugaly kalbomis. Skalé
naudota ne vienoje mokslo studijoje tiriant skirtingy tautybiy,
amziaus grupiy, iSsilavinimo ir pan. asmeny emocines
kompetencijas [10,13-16].

Bendradarbiaujant su PEC kuréjais vykdytas PECIt
versijos validavimas.

Validavimo tyrimas vykdytas 2018 mety rugséjo —
lapkri¢io ménesiais nacionaliniu mastu.

INSTRUMENTAS

Originalus PEC klausimynas susidedantis i§ 50 teiginiy
pateikiamy 5 baly Likert’o skaléje (po penkis teiginius
kiekvienai i$ deSimties emociniy kompetencijy) buvo iSverstas
18§ angly kalbos bei padarytas atgalinis vertimas (1 lentelé).

Lentelé 1. Emocinés kompetencijos

Dimensija AS Kitas

Atpazinimas ~ Gebéjimas atpazinti Gebéjimas atpazinti
savo emocijas kito emocijas

Supratimas Gebéjimas suprasti savo  Gebéjimas suprasti kito
emocijas emocijas

Raiska Geb¢jimas tinkamai Gebéjimas jsiklausyti
reiksti savo emocijas kito emocijy raiska

Valdymas Gebéjimas valdyti savo  Gebéjimas suvaldyti
emocijas kito emocijas

Panaudojimas Gebéjimas panaudoti Gebe¢jimas panaudoti
savo emocijas kito emocijas
Asmeniné emociné Tarpasmeniné
kompetencija emociné kompetencija
Visuminé emociné kompetencija

IMTIS

Tyrimo respondentai — Lietuvos sveikatos prieziiiros
institucijy medicinos ir sveikatos priezitros darbuotojai.
Validuojant tyrimo instrumentus vengiama tiksline grupe
rinktis visg Salies populiacija, o rekomenduojama rinktis
tiksling grupe. Nemazai emociniy kompetencijy tyrimo
studijy atlikta renkantis psichologijos studijy studentus,
argumentuojant, jog juos rengiant darbui su skirtingo amziaus,
patirties, iSsilavinimo, socialiniy grupiy asmenimis reikalingas
ir emociniy kompetencijy stiprinimas [7-8,10]. Taciau tokie
tyrimai pasizymi zemu respondenty amziaus vidurkiu. Siekiant
patikrinti, ar PEC gali buti taikomas matuoti vyresniojo
amziaus zmoniy EK, vykdytas tyrimas, kuriame dalyvavo 50—
70 amziaus asmenys. Rezultatai atskleid¢ instrumento taikyma
ir vyresnio amziaus respondentams [15]. Renkantis tiksling
grupe PEC validavimui Lietuvoje nutarta rinktis tiksling grupe
— profesinés grupés atstovus — Lietuvos sveikatos prieziiiros
institucijy medicinos ir sveikatos prieziiiros darbuotojus.
Sig grupe sudaro skirtingo amziaus, skirtingo issilavinimo,
lyties, specializacijos atstovai. Tai grupé, kurios atstovams
biitinos stiprios EK dél biitinybés profesinéje veikloje nuolat
bendrauti su skirtingais Zmonémis. Be to, medicinos ir
sveikatos priezitiros darbuotojy EK Lietuvoje dar néra tirtas.
Remiantis Kardelio rekomendacijomis dél imties sudarymo
[17], respondentams atrinkti taikytas ,,puokstés® principas,
nes tiriamojoje populiacijoje naudoti atsitiktinumo principa
yra keblu ir neracionalu. Patikimus tyrimo rezultatus tikimasi
gauti atsitiktinai, laikantis teritorinio principo, parinkus
kai kurias sveikatos prieziliros jstaigas ir jose apklausiant
visus tyrime dalyvauti sutinkancius darbuotojus. Remiantis
Siomis rekomendacijomis, keturiuose Lietuvos regionuose
(Aukstaitija, Dziikija, Suvalkija ir Zemaitija) atsitiktine tvarka
pasirinktos sveikatos prieziliros jstaigos (pirminés sveikatos
priezidiros jstaigos, ligoninés ir kitos jstaigos) ir apklausti visi
tyrime sutinkantys dalyvauti asmenys. Viso tyrime dalyvavo
1154 asmenys: sveikatos priezitiros jstaigy vadovai, gydytojai,
kitas personalas (2 lentel¢).

REZULTATAI

PECIt faktoriy struktiira

Kadangi instrumentas yra pagrjstas teoriniu modeliu,
koncepto validumas tikrinamas patvirtinancigja faktorine
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Lentelé 2. Respondenty sociodemografinés charakteristikos

Vidurkis SD

AmzZius 47,48 11,35
Stazas 23,78 12,56
N %
Lytis
Moterys 906 78,51
Vyrai 248 21,49
Pareigos
Vyr.gydytojas 9 0,8
Gydytojas 76 6,6
Vyr.slaugytojas (administratorius) 94 8,1
Slaugytojas 804 69,7
Slaugytojo padéjéjas 95 8,2
Kitas personalas 76 6,6
Darbo pobudis
Reanimacija ir intensyvi terapija 47 4,1
Terapinio profilio 544 47,1
Chirugrinio profilio 143 12,4
Intervencijy 76 6,6
Reabilitacija 29 2,5
Psichiatrija 228 19,8
Paliatyviné slauga 67 5.8
Ginekologija 20 1,7

analize. Buvo nagrin¢jamos 10 subskaliy. Analizés rezultatai
atskleidzia, kad du isskirti faktoriai paaiskina 74,02 proc.
bendrosios dispersijos. KMO indekso reiksmé 0,79 nurodo,
kad isskirty faktoriy kiekis yra patenkinamas. Pasitikrindami
tokj pasirinkimag dar atsizvelgsime } koreliacinés matricos
duomenis (3 lentelé).

Abiejy faktoriy koreliacijos koeficientai su tiriamomis
kompetencijomis yra pakankamai geri, tode¢l laikoma, kad
model] paaiskina du faktoriai. Jy tarpusavio koreliacija
yra 0,656. Patvirtinanciosios faktorinés analizés rezultatai
pateikiami 4 lenteléje.

Modelio tinkamumui tikrinti naudoti CFI, RMSEA ir
SRMR indeksai. CFI indekso reik§mé (didesné nei 0,95)

Lentelé 3. Faktoriy suderinamumas

rodo, kad modelio tinkamumas yra geras. RMSEA reik§més
intervalas rodo, kad modelis yra priimtinas, 0 maza SRMR
indekso reikSmé taip pat rodo modelio tinkamumg. Vertinant
Siuos rezultatus galima teigti, kad dviejy faktoriy modelis yra
tinkamas bei patvirtina aprasyta teorinj modelj.

PECIt skalés ir subskaliy patikimumas

Devyniy i$ deSimties subskaliy Cronbach a koeficientas
yra didesnis nei 0,7, tai rodo stipry jy vidinj suderinamuma
ir patikimumg. Asmeninés ir tarpasmeninés emocinés
kompetencijos bei visuminés emocinés kompetencijos skaliy
alfa didesnis nei 0,85, kas demonstruoja jy labai stipry vidinj
suderinamumg ir patikimumg bei modelio konvergentinj
validumg (5 lentelé).

Sgsajos su demografiniais duomenimis

Vertinant emociniy kompetencijy sasajas su lytimi,
statistiskai reikSmingi skirtumai nustatyti tik vienoje subskaléje
— gebéjimas jsiklausyti j kity Zzmoniy emocijy raiSka. Moterys
Sig kompetencija turi stipresng. Kitose subskalése ir skalése
skirtumai lyginant vyry ir motery kompetencijas nenustatyti
(5 lentelé). Nors statistiskai reikSmingo skirtumo ir néra, bet
galima jzvelgti tendencijg, jog moterys geba geriau atpazinti ir
suprasti emocijas (tiek savo, tick kity), taciau vyrai geba geriau
jas valdyti (tiek savo, tiek kity).

Vertinant ~ asmeninés ir tarpasmeninés emociniy
kompetencijy sgsajas su respondenty amziumi, uzimamomis
pareigomis ir darbo pobtidziu statistiskai reikSmingi skirtumai
nenustatyti (p>0,05).

DISKUSIJA

Emocinés kompetencijos profesingje veikloje ir
ju ugdymas(-is) yra aktuali pastarojo meto praoblema
tieck Lietuvoje, tiek visame pasaulyje. Taciau emocinés
kompetencijos savyje talpina daugelj aspekty, todél jy
ugdymas ir tobulinimas tampa efektyvesnis jvertinus esama
situacijg. Taciau kol kas nebuvo instrumento lietuviy kalba,
skirto emociniy kompetencijy lygmeniui matuoti. Tai lémé kai
kurias spragas tiek teoriniu, tiek ir praktiniu atzvilgiu. Todél

Subskalés Faktoriai
Faktorius 1 - asmeninés EK Faktorius 2 - tarpasmeninés EK
Asmeninés EK Atpazinimas 0,779 0,635
Supratimas 0,593 0,416
Raiska 0,599 0,590
Valdymas 0,660 0,365
Panaudojimas 0,649 0,241
Tarpasmeninés EK Atpazinimas 0,550 0,755
Supratimas 0,379 0,563
Raiska 0,567 0,745
Valdymas 0,442 0,687
Panaudojimas 0,229 0,533
Lentelé 4. Patvirtinanciosios faktorinés analizés rezultata
Subskalé Cronbach o © df CFI RMSEA RMSEA (95%CI) SRMR
Asmeninés EK 0,864 54,200* 14 0,952 0,075 0,055-0,097 0,041
Tarpasmeninés EK 0,867 29,891%* 9 0,978 0,067 0,043-0,096 0,030

#p<0,005
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Lentelé 5. PECIt skaliy ir subskaliy vidinis suderinamumas ir skirtumai pagal lytj

Subskalé Vyrai Moterys
Vidurkis SD Vidurkis SD o P
Asmeninés EK Atpazinimas 3,34 0,486 3,35 0,525 0,874 0,970
Supratimas 3,542 0,341 3,634 0,551 0,839 0,670
Raiska 3,172 0,678 3,394 0,474 0,766 0,244
Valdymas 3,286 0,738 2,998 0,543 0,778 0,186
Panaudojimas 3,314 0,430 3,278 0,647 0,611 0,883
Tarpasmeninés EK  Atpazinimas 3,628 0,616 3,630 0,534 0,879 0,994
Supratimas 3,172 0,593 3,204 0,430 0,717 0,852
Raiska 3,114 0,445 3,616 0,640 0,831 0,044
Valdymas 3,114 0,756 3,082 0,542 0,836 0,885
Panaudojimas 2,714 0,398 2,626 0,495 0,755 0,644
Faktoriai Asmeninés EK 3,332 0,440 3,331 0,358 0,864 0,997
Tarpasmeninés EK 3,148 0,408 3,228 0,350 0,867 0,568
Visuminis Visuminis EI 3,240 0,417 3,275 0,315 0,992 0,784

buvo atliktas tyrimas, skirtas PECIt — emociniy kompetencijy
skalés — validavimui lietuviy kalba. Tai pirmoji Lietuvoje
validuota skalé, skirta emociniy kompetencijy jvertinimui.

PEC naudotas skirtingy socialiniy grupiy tyrimuose.
O tyrimui Lietuvoje pasirinkta konkreti profesiné grupé —
sveikatos prieziliros institucijy darbuotojai. Ir nors nebuvo
atlikta pakartotiniy matavimy analiz¢ bei netikrintas kriterinis
validumas, manoma, kad didelé tyrimo imtis ir skirtingy
institucijy i§ visy Lietuvos regiony jtraukimas j tyrima leidzia
teigti, jog tyrimo rezultatai yra patikimi ir valids.

Validuojamas instrumentas yra pagristas teoriniu modeliu,
o atlikta faktoriné analizé patvirtino modelio tinkamuma.
Neilgai trunkantis klausimyno uzpildymas ir aiski duomeny
skaiciavimo legenda patvirtina patogy vertinimo sistemos
administravimo procesa.

Tyrimas parodeé stipry vidinj instrumento suderinamuma.
Suderinamumo rezultatai panasiis ir su kitose valstybése
skirtinguose kontekstuose ir su skirtingais respondentais
atlikty tyrimy rezultatais.

Apibendrinant galima teigti, jog PECIt pasizymi aukstu
suderinamumu ir validumu, todél gali bati naudojamas tiek
tolimesniems moksliniams tyrimams, tiek ir asmeniniam
naudojimui,  siekiant  nusistatyti  turimas  emocines
kompetencijas.

1 priede pateikiamas instrumentas lietuviy kalba, 2 priede
— rezultaty skai¢iavimo algoritmas.

Finansavimas. Tyrimas finansuotas asmeninémis tyréjy
1éSomis.

Interesy konfliktai. Interesy konflikty néra.
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Priedas 1. Emocinés kompetencijos profilis (PECIt): emocinés kompetencijos jsivertinimo instrumentas

Niekada Kartais Sunku Daznai  Visuomet
(1) (2 pasakyti 3) (4) ®)

1. Kai sukyla mano emocijos, nesuprantu, i$ kur jos

2. Ne visuomet suprantu savo reakcijas j situacijas

3. Jeigu noriu, lengvai galiu daryti jtaka kity Zmoniy emocijoms

4. Zinau, kaip pasiekti kity zmoniy palankuma

5. Daznai negaliu suprasti kity zmoniy emocinio atsako

6. Kai jauCiuosi gerai nusiteikes, galiu lengvai jvardinti to priezastis (pvz.:
didziuojuosi savimi, esu laimingas, esu atsipalaidavgs ar kt.)

7. Net zmogui nekalbant galiu pasakyti, jis piktas, liidnas ar dziaugsmingas

8. Gebu gerai apiblidinti savo jausmus

9. Niekada asmeniniame gyvenime nepriimu sprendimy remdamasis emocijomis
10. Kai jauciuosi prislégtas, galiu lengvai susieti savo jausmus ir juos sukélusia
priezastj

11. Galiu lengvai i§ kity gauti tai, ko noriu

12. Galiu lengvai nurimti po sunkios ar stresinés situacijos

13. Lengvai galiu paaiskinti aplinkiniy Zmoniy emocijas

14. Suprantu aplinkiniy Zzmoniy jausmy priezastis

15. Kai jauciuosi litidnas, galiu lengvai pralinksméti

16. Iskart suprantu, kokius jausmus sukelia situacija

17. Jei man kazkas nepatinka, gebu tai pasakyti ramiai

18. Nesuprantu aplinkiniy Zmoniy emocinio atsako j situacijas

19. Kai matau, jog kazkas yra sustresaves ar neramus, lengvai galiu padéti jai/
jam nurimti

20. Gin¢o metu nezinau, esu labiau piktas ar litidnas

21. Siekdamas pagrijsti pasirinkimus, remiuosi jausmais

22. Stengiuosi mokytis i§ skirtingy situacijy ir emocijy

23. Zmonés linke patikéti man asmeninius reikalus, paslaptis

24. Atsizvelgdamas | atitinkamas emocijas, galiu priimti atitinkamus sprendimus
gyvenime

25. Net ir stengiantis, man sunku kitiems paaiskinti savo jausmus

26. Ne visuomet suprantu, dél ko stresuoju

27. Jei pas mane kas nors ateity verkdamas, nezinociau, kg daryti

28. Man sunku klausyti besiskundzian¢iy zmoniy

29. Man daznai nepavyksta susisnekéti su zmonémis, nes neat-kreipiu démesio
1ju emocijas

30.Gerai jauciu kity emocijas

31. Jauciuosi nejaukiai, jei kiti zmonés bando pasakoti savo problemas, todél
stengiuosi to iSvengti

32. Zinau, ka daryti, kad jkvépéiau kitus

33. Man gerai sekasi pakelti nuotaika kitiems Zzmonéms

34. Man sunku susieti kity zmoniy emocijas su jas lémusiomis aplinkybémis

35. Galiu lengvai daryti jtakg kity Zzmoniy jausmams

36. Jei noréciau, lengvai galiu priversti kita zmogy jaustis nejaukiai

37. Man sunku suvaldyti savo emocijas

38. Aplinkiniai zmonés sako, kad atvirai nereiskiu jausmy

39. Supykes galiu greitai ir lengvai nurimti

40. Kity zmoniy emocinis atsakas mane daznai nustebina, nes negebu jo numatyti
41. Nuojauta man padeda suprasti / atsirinkti, kas man i$ tiesy svarbu

42. Kitiems zmonéms nepriimtina tai, kaip as isreiskiu savo jausmus

43. Kai man litidna, net nezinau priezasties

44. Neatpazjstu / neatskiriu kity Zmoniy emocinés biisenos

45. Zmonés sako, kad esu patikimas

46. Jauciuosi nejaukiai, kai Zzmonés pasakoja apie savo sunkumus

47. Kai bendrauju su piktu zmogumi, galiu lengvai jj nuraminti

48. Atpazjstu ir suprantu savo emocijas, kai tik jos sukyla

49. Kai esu prislégtas, man sunku suprasti, ka i$ tikryjy jauciu

50. Stresinéje situacijoje sugebu suvaldyti nerima
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Priedas 2. Emocinés kompetencijos profilis (PECIt): emocinés kompetencijos jsivertinimo instrumentas

PECIt skaic¢iavimo algoritmas

* = reversinio skai¢iavimo klausimai, kur 1=5, 2=4, 3=3, 4=2, 5=1.
Po zvaigzdute (*) pazyméty klausimy perskai¢iavimo, skai¢iuojama subskaliy suma ir vidurkiai:
* - savo emocijy atpazinimas (6, 16, 20%*, 48, 49%)

* - kito emocijy atpazinimas (7, 29%, 30, 40*, 44%*)

. - savo emocijy supratimas (1%, 2*, 10, 26*, 43%)

* - kito emocijy supratimas (5%, 13, 14, 18%, 34%)

. - savo emocijy raiska (8, 17, 25%, 38%*, 42%*)

e -jsiklausymas j kito Zmogaus emocijas (23, 28%*, 31%*, 45, 46*)
*  -savo emocijy valdymas (12, 15, 37%*, 39, 50)

e -kito emocijy valdymas (19, 27%, 33, 35, 47)

*  -savo emocijy panaudojimas (9%, 21, 22, 24, 41)

* - kito emocijy panaudojimas (3, 4, 11, 32, 36)

3 sudétiniai rezultatai:
- Visuminé emociné kompetencija: visy kompetencijy suma ir vidurkis.
- Asmeniné emociné kompetencija: suma ir vidurkis visy rezultaty, susijusiy su “savo emocijomis”.

- Tarpasmeniné emocin¢ kompetencija: suma ir vidurkis visy rezultaty, susijusiy su “kito emocijomis”.
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Generalizuoto nerimo sutrikimo skalé-7

The Generalized Anxiety Disorder scale-7

Kristina Butkuté-SliuoZiené

Lietuvos sveikatos moksly universiteto Psichiatrijos klinika, Kaunas, Lietuva

Nerimo sutrikimai yra labiausiai paplit¢ tarp psichikos
sutrikimy [1]. Sie sutrikimai pasireiskia pernelyg dideliu
susirfipinimu, susijaudinimu, baimingumu, o tai blogina
gyvenimo kokybe ir profesing veikla [2]. Statistiniais
duomenimis nerimo sutrikimus gyvenimo eigoje patiria
apie 14-29 proc. zmoniy: vienas i§ 14 zmoniy bet kuriuo
gyvenimo metu turi nerimo sutrikima, o vienas i§ 9 — per
metus patiria nerimo sutrikimg. Dazniausi nerimo sutrikimai
yra generalizuotas nerimo sutrikimas (2,8-5,7 proc.), panikos
sutrikimas su agorafobija ir be jos (2,1-4,7proc.), socialinis
nerimas (2,4-12,1 proc.), specifinés fobijos (7,7-12,5 proc.),
potrauminio streso sutrikimas (1,9-6,8 proc.) ir obsesinis
kompulsinis sutrikimas (apie 1,1proc.). Sie sutrikimai gali
sukelti tiek lengvus pokycius, tiek labai sunkias negalios
formas, susijusias su nerima kelian¢iu nuogastavimu,
autonominiu hiperaktyvumu, intensyvia baime ir nerima
provokuojanciy dirgikliy vengimu [3—-8]. Nerimo sutrikimai
yra $eStoji pagrindiné negalios priezastis ir dideles pajamas
gaunanciose, ir mazas bei vidutines pajamas gaunanciose
Salyse [9]. Siy sutrikimy paplitimas Jungtinése Amerikos
Valstijose yra 18 proc. bendrojoje populiacijoje ir sveikatos
priezitiros metingés islaidos jiems siekia 42,3 mlrd. JAV doleriy.
Europos Sajungoje nerimo sutrikimai vargina daugiau kaip 60
milijony Zmoniy [10]. Zinoma, kad nerimo sutrikimai 2010 m.
Europos Sajungoje prisidéjo prie 26,8 mln. nejgalumo salygoty
gyvenimo mety [11].

Generalizuotas nerimo sutrikimas yra létinis ir ypac
paplites sutrikimas suaugusiyjy populiacijoje [12]. Sis
sutrikimas sukelia akivaizdy asmens sveikatos biuklés
pablogéjima, sunkumus atliekant kasdien¢ ir darbing veikla,
didina sveikatos prieziiiros paslaugy naudojima, apsilankymy
skaiciy tiek pirminés prieziiiros, tiek specializuotose klinikose
[13]. Dauguma nerimo sutrikimy turin¢iy zmoniy kreipiasi i
pirminés sveikatos priezitiros istaigas [ 14]. Mazdaug 8 proc. $iy
pacienty diagnozuotas generalizuotas nerimo sutrikimas. Nors
Siuo metu yra daugybé klausimyny, leidzianciy gydytojams
vertinti generalizuotg nerimo sutrikimg ir objektyviai jvertinti
pagrindiniy generalizuoto nerimo sutrikimo simptomy buvima,
intensyvuma arba gali padéti nustatyti galimus generalizuoto
nerimo sutrikimo atvejus, tyrimai rodo, kad nerimo sutrikimas
yra nepakankamai diagnozuojamas ir gydomas [15,16,17].
Manoma, kad biity naudinga naudoti standartinius klausimynus,
kurie padéty kuo anksciau nustatyti nerimo sutrikimus [18].
Nustatyta, kad ankstyva nerimo sutrikimy diagnostika yra
ekonomiskai naudinga (psichikos sveikatos priezitiros paslaugos
asmeniui per metus pries pirming specialisto konsultacija sudaro
— 275 Eur ir po jos sumazéja iki 88 Eur) [7, 19, 20]. Atsitiktiniy
im¢iy kontroliuojamy tyrimy duomenimis nustatytas nerimo
sutrikimy diagnostikos efektyvumas, kuriam ypa¢ svarbu tiksli

atrankos priemoné su sutarta ribine verte [21].

Vienas i§ nerimo sutrikimy vertinimo jrankiy yra
Generalizuoto nerimo  sutrikimo  skalé-7  (angl. The
Generalized Anxiety Disorder scale-7, GAD-7). ,,GAD-7¢
klausimynas yra trumpa saves vertinimo skalé, skirta jvertinti
generalizuoto nerimo sutrikimo simptomy sunkuma. ,,GAD-
7¢ sukuré Spitzer ir kolegos 2006m. generalizuoto nerimo
sutrikimo diagnostikai pagal ,,DSM-1V* (angl. The Diagnostic
and Statistical Manual of Mental Disorders-1V) diagnostinius
kriterijus. Tai yra 7 klausimy priemoné, kurioje kiekvienas
atsakymas yra jvertintas skalés balais nuo 0 iki 3, atsizvelgiant
1 nerimo simptomy daznuma per pastargsias dvi savaites (0 =
,,Visai nekamavo* iki 3 =, Beveik kiekvieng diena*). Bendras
skalés jvercio suminis balas gali buti nuo 0 iki 21, o didesnis
suminis balas rodo didesnj nerimo sunkuma. Suminiai balai
— 5,10 ir 15 yra atitinkamai vertinami kaip lengvi, vidutinio
sunkumo ir sunkiis nerimo simptomai. Sig priemone gali
savarankiskai pildyti pats tiriamasis ir Sios skalés pildymo
trukmé jprastai yra maziau nei 5 minutés. Taip pat tai gali biiti
atliekama specialisto interviu metodu [22].

Herr ir kolegos [23] 2014 m. atliko sisteming nerimo
sutrikimy atrankai skirty diagnostikos priemoniy perzitira.
Isvadoje nurodoma, kad lyginant su kitomis priemonémis —
,GAD-7“ turi geriausias charakteristikas. Si i§vada pagrjsta
klausimyno autoriy atlikto pirminio tyrimo rezultatais [22].
Pradzioje ,,GAD-7“ buvo patvirtintas generalizuoto nerimo
sutrikimy nustatymui pirminés sveikatos prieziiiros istaigose,
kai ribiné bendro jvercio verté — 10 (jautrumas 0,89 ir
specifiskumas 0,82).

Kai kuriy autoriy nuomone, generalizuoto nerimo
nustatymui remiantis ,,GAD-7%, gydytojai gali naudoti Zemesnj
(8 arba 9 baly) reikSmingumo lygmenj dél didesnio jautrumo.
Jei GAD-7 naudojamas bet kokio nerimo sutrikimo nustatymui,
8 baly skalé suteikia pakankamg jautruma ir specifiskuma [24].

Klausimyno autoriai taip pat nustaté priimtinas jautrumo ir
specifisSkumo vertes, kai klausimynas buvo naudojamas kitiems
nerimo sutrikimams (panikos sutrikimas, socialinis nerimas ir
PTSD) nustatyti — ,,GAD-7%, rezultatas > 8 (jautrumas: 0,77,
specifiSkumas: 0,82). Pastaruoju metu Jungtinése Amerikos
Valstijose ,,GAD-7* buvo rekomenduojamas nerimo sutrikimy
nustatymui sergantiems onkologinémis ligomis [25, 26].

»GAD-7“ buvo iSverstas | kelias kalbas ir patvirtinta
daugelyje studijy [27]. Si skalé buvo patvirtinta suaugusiyjy
populiacijai Vokietijoje [28] Taip pat skale patikimai nustatyti
nerimo sutrikimai narkotiky ir alkoholio vartotojams [4].
Tiek paprasta tieck kompiuterine ,,GAD-7“ versija pasirodé
patikima nerimo sutrikimy diagnostikai Ispanijos pirminés
sveikatos prieziliros jstaigose bei nésCioms moterims
[12, 15, 29] bei nerimo sutrikimy nustatymui sergantiems
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epilepsija [30]. Taip pat gali buti taikoma véziu sergantiems
pacientams, siekiant nustatyti generalizuotg nerimo sutrikima
[31]. Suomijos populiacijoje skalé jvardijama kaip tinkama ir
naudinga priemoné generalizuoto nerimo sutrikimo nustatymui
tarp pirminiy suaugusiyjy ir paaugliy sveikatos priezitiros
pacienty [32, 33]. Remiantis $iy tyrimy duomenimis, ,,GAD-
7 yra patikimas ir tinkamas jrankis nerimui jvertintinti.
Lictuviska skalés versijos naudojimui yra vieSai pateikiamas
autoriy leidimas, todél jg atkurti, versti, vaizduoti arba platinti
papildomo leidimo nereikia.

»GAD-7“ yra trumpa saves vertinimo skalé, taigi Sis
instrumentas galéty biiti geras pasirinkimas tiriant pacientus
pirminés sveikatos priezidiros jstaigose. Si skalé turi puikias
vertinimo savybes nustatyti galimus generalizuoto nerimo
sutrikimus [22]. Jvairiy tyrimy jrodymai pagrindzia ,,GAD-
7° kaip patikimg ir pagrista bei naudingg nerimo sutrikimy
diagnostinj jrankj bendrojoje populiacijoje. ,,GAD-7“ yra
tinkama ir veiksminga priemoné generalizuoto nerimo
sutrikimo diagnostikai ir jos sunkumo vertinimui klinikinéje
praktikoje ir klinikiniuose tyrimuose.

Generalizuoto nerimo sutrikimo skale -7
(GAD-7)

Kaip daZnai per pastarasias 2 savaites jus Visai Keletg Daugiau Beveik
kamavo $ios problemos? nekamavo dieny nei puse i§ kiekvieng

(Norédami pazyméti savo atsakyma naudokite ,,v" ) visy dieny diena
1. Nervingumas, nerimastingumas ar didelé jtampa 0 1 2 3
2. Negaléjimas sustabdyti nerimo ar jo kontroliuoti 0 1 2 3
3. Per didelis nerimavimas dél jvairiy dalyky 0 1 2 3
4. Sunkumas atsipalaiduoti 0 1 2 3
5. Buvimas tokiam (-ai) neramiam (-iai), kad net sunku ramiai pasédéti 0 1 2 3
6. Greitas susierzinimas ar dirglumas 0 1 2 3
7. Baimé, tarsi galéty nutikti kazkas baisaus 0 1 2 3

Bendras balas = + +
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Nijole Kazukauskiene — ”Associations among cardiovascular status, exercise
capacity, psychosocial and biomolecular factors during rehabiltation and their
impact on quality of life in patients after acute coronary syndromes*

Nijole Kazukauskiene has master degree in Public Administration (2011). In 2014 started PhD studies at the Lithuanian

at Behavioral Medicine Clinic.

INTRODUCTION

Coronary artery disease (CAD) remains the leading cause
of death and disability in most countries around the world and
is a major contributor to the progression of heart failure (HF).
A considerable amount of research has focused on identifying
prognostic factors of CAD in patients who remain at high
risk for recurrent cardiac events. It is well established that
exercise capacity (EC) reduces as CAD progresses and that
improvement of EC is considered to be an important objective
marker of successful CAD treatment.

Among CAD patients with HF, a number of factors have
been found to have a negative effect on health-related quality
of life (HRQoL), such as presence of depression and anxiety
symptoms, physical impairments, decreased exercise capacity,
and Type D personality features .

Stress is known to have a negative effect on the well-being
of patients with CAD and the continued progression of CAD.

In recent years, increased attention has been focused on
various circulating biologically active substances, collectively
known as biomarkers, and their utility in CAD and HF
prognosis.

AIM

To examine the association of cardiovascular status, EC,
psychosocial and biomolecular factors in patients after ACS
with HF at the rehabilitation and their impact on HRQoL in a
longitudinal observational study.

OBJECTIVES

1) to assess cardiovascular status, EC, socio-demographic,
CAD risk factors, psychosocial characteristics and HRQoL
depending on age and gender; 2) to examine the determinants
of the EC before and after cardiac rehabilitation; 3) to evaluate
the impact of inflammatory and endocrine markers on EC
and HRQoL during cardiac rehabilitation; 4) to determine the
associations of cardiovascular status, EC, psychological status,
social support, Type D personality and stressful life events and
their impact on HRQoL during cardiac rehabilitation and in the
course of during the two years follow-up.

University of Health Sciences in Nursing and on 23rd of January, 2019 defended her PhD thesis. Nijole works at Lithuanian
University of Health Sciences as Research Assistant at the Neuroscience Institute and as assistant at the Faculty of Nursing

Nijole Kazukauskiene during her PhD studies won award including sponsorship for 5th European Nursing Congress
“Caring for Older People: How Can We Do the Right Things Right?”” Scientific presentation of Nijole Kazukauskiene was
awarded at the 10th Lithuania national PhD students conference (third place, 2016).

CONCLUSIONS

1. Female patients were older, had lower exercise
capacity, worse in clinical parameters as compared with males.
Furthermore, female patients were more likely to have more
anxiety and depression symptoms, type D personality and
more impaired HRQoL than men. Smoking was more common
risk factor in the male patients and younger patients. 65 years
and older patients were more likely to have lower education,
less BMI, higher NYHA functional class and worse exercise
capacity and had more depressive symptoms.

2. Exercise capacity at the beginning and after cardiac
rehabilitation is strongly related to symptoms of mental
distress. Even when controlling for possible confounding
factors, such as socio-demographic characteristics, clinical
and coronary artery disease risk factors the BDI-II somatic/
affective subscale remains the best predictor of exercise
capacity performance before and after cardiac rehabilitation.

3. Higher levels of inflammatory biomarkers, including
hs-CRP and IL-6, in addition higher levels of NT-pro-BNP and
T3 reveled association with worse exercise capacity before
cardiac rehabilitation. Worse exercise capacity after cardiac
rehabilitation was only associated with IL-6. Lower levels
of inflammatory biomarkers, such us hs-CRP and IL-6 were
associated with worse emotional HRQoL. A lower level of
IL-6 concentration was associated with worse perceived global
health in patients with CAD and HF. However, an association
between thyroid hormone concentrations, NT-pro-BNP and
HRQoL scores was not detected.

4. Worse exercise capacity and more depression symptoms
were significantly associated with impaired global, physical
and emotional dimension of HRQoL over all intervals of the
24-months follow-up period, independent of age, gender,
disease severity, stressful life events, social support and Type
D personality. Type D personality and stressful life events
in patients with heart failure reported worse HRQoL during
cardiac rehabilitation.
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L. Alekniené, V, Alekna, R. Maciulaitis, V. Adomaitiené (LSMU)

“The pilot study of suicide intervention skills assessment among pharmacy employees in Lithuania“

“Training of doctors-residents is additional source of burnout in general practitioners in primary care”
J. Peceliuniene, G. Styraite, A. Sarskute, I. Zukauskaite (VU)

»Serganciyjy depresija 6 minuciy éjimo testo rezultaty ir depresiSkumo duomeny kaita taikant Siaurietiska €¢jimg ambulatorinéje
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“Gender Differences In Benzodiazepine Addicted Patients”
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Su sveikata susijusios gyvenimo kokybés rySys su méginimu nusiZudyti

(angl. The link between health-related quality of life and suicide attempt)

Kristina ROSICKAITE, Kristina DAMBRAUSKIENE, Virginija ADOMAITIENE

Lietuvos sveikatos moksly universiteto Psichiatrijos klinika

Ivadas. Savizudybé yra viena svarbiausiy problemy tiek Lietuvoje, tiek visame pasaulyje. Pasaulinés sveikatos
organizacijos duomenimis, kiekvienais metais nusizudo apie 800000 zmoniy. Tai yra antroji mirties priezastis 15-29 mety
amziaus grupéje [1]. Savizudybé paliedia ne tik asmenj, kuris nusizudo, taciau tai gali turéti ilgalaikj poveikj Seimai ir visai
bendruomenei. Savizudisko elgesio rizika yra kompleksiné, susijusi su jvairiais zmogaus gyvenimo aspektais, todél yra svarbu
atkreipti démesj j galimus savizudisko elgesio rizikos faktorius [2].

Tikslas. [vertinti su sveikata susijusios gyvenimo kokybés rysj su méginimu zudytis.

Metodai. Per tiriamajj laikotarpj (2015 m. lapkri¢io mén. — 2018 m. kovo mén.) j tyrimg buvo jtraukti 637 asmenys,
stacionarizuoti ] LSMUL Kauno kliniky Psichiatrijos klinikg bei Respublikinés Kauno ligoninés padalinj Psichiatrijos ligoning
po buvusio méginimo nusizudyti ir atitinkantys atrankos kriterijus (asmuo >18 mety amziaus, po buvusio méginimo nusizudyti,
laisvai kalbantis lictuviskai, pasirases informuoto asmens sutikimo forma, sutinkantis uzpildyti visus klausimynus, neturintys
gretutiniy létiniy somatiniy sutrikimy). Struktiiruoto klinikinio interviu metu surinkti socialiniai ir demografiniai duomenys,
vertinti méginimo nusizudyti ypatumai ir pobudis, praeityje buve kontaktai su psichikos sveikatos specialistais, psichotropiniy
vaisty vartojimo patirtis, psichikg traumuojantys veiksniai 12 mén. laikotarpiu, traumuojancios vaikystés patirtys (psichologinis,
fizinis, seksualinis smurtas); probleminiam alkoholiniy gérimy vartojimui nustatyti — CAGE testas, su sveikata susijusios
gyvenimo kokybés vertinimui naudotas SF-36 klausimynas Tiriamyjy klinikiniams psichikos sutrikimy simptomams vertinti ir
galutinei klinikinei diagnozei nustatyti buvo naudojama TLK-10-AM. Kontroling grupe¢ sudaré 814 sveiky savanoriy. Statistiné
duomeny analiz¢ atlikta naudojant duomeny kaupimo ir analizés paketa SSPS 20 (licenzijos nr.: 9582494). Kiekybiniai kintamieji
pateikiami kaip aritmetinis vidurkis ir standartinis nuokrypis, kategoriniai kintamieji. Tikrinant statistines hipotezes, pasirinktas
0,05 reikSmingumo lygmuo.

Rezultatai. Méginusiy nusizudyti motery su sveikata susijusi gyvenimo kokybé statistiSkai reikSmingai (p<0,05) buvo
prastesné nei kontrolinés grupés savanoriy visose gyvenimo srityse; tarp vyry- visose, iSskyrus energingumo/gyvybingumo
poskale, kur statistiskai reik§mingo skirtumo nestebéta.

Veiklos apribojimas dél emociniy sutrikimy tarp Sizofrenijos spektro (24,2 +£35,4) bei nuotaikos (afektiniais) sutrikimais
(24,1434,2) serganciy asmeny buvo beveik 4 kartus didesni, tarp serganciyjy neuroziniais, asmenybiniai sutrikimais, alkoholizmu
— 2 kartus didesni nei tarp kontrolinés grupés savanoriy (89,7+25,0).

Tarp méginusiy nusizudyti vyry, kurie turéjo vidutiniskai stipry ar stipry norg mirti, lyginant su tais, kurie méginimo nusizudyti
metu nenoréjo mirti, su sveikata susijusi gyvenimo kokybé statistiskai reikSmingai (p<0,05) buvo prastesné bendro sveikatos
vertinimo (56,1%11,5 vs 51,1+11,8), veiklos apribojimo dél emociniy sutrikimy (36,8+41,1 vs 51,14+44,9), skausmo (38,1£28,0
vs 29,7+428,4) poskalése; tarp motery- visose, i$skyrus socialinés funkcijos poskaléje, kur statistiskai reik§mingo skirtumo nuo
ty, kurios méginimo nusizudyti metu nenoréjo mirti, nestebéta.

Tarp kartotinai méginusiy nusizudyti vyry, lyginant su pirmg kartg méginusiai nusizudyti, su sveikata susijusi gyvenimo kokybé
statistiskai reikSmingai (p<0,05) buvo prastesné skausmo (36,2+28,3 vs 29,2+28.4), bendro sveikatos vertinimo (55,2+11,3
vs 50,6+12,2) poskalése; tarp motery-skausmo (45,2 + 30,3 vs 45,2 &+ 30,3), bendro sveikatos vertinimo (58,5+10,6), veiklos
apribojimo dél emociniy sutrikimy (28,1+£37,8 vs 37,1+40,2) poskalése.

ISvados. Méginusiyjy nusizudyti su sveikata susijusi gyvenimo kokybé statistiSkai reikSmingai buvo prastesné nei
kontrolinés grupés savanoriy visose poskalése, iSskyrus energingumo/ gyvybingumo poskale, kur statistiSkai reikSmingy
skirtumo nestebéta. Tarp kartotinai méginusiy nusizudyti asmeny su sveikata susijusi gyvenimo kokyb¢ statistiskai reikSmingai
buvo prastesné bendro sveikatos vertinimo, skausmo poskalése, lyginant su pirma karta méginusiais. Tarp méginusiy nusizudyti,
kurie turéjo vidutiniskai ar stipry norg numirti, su sveikata susijusi gyvenimo kokybé statistiS8kai reikSmingai buvo prastesné
bendro sveikatos vertinimo, skausmo, veiklos apribijomo dél emociniy sutrikimy poskalése, lyginant su méginusiais Zudytis,
kurie nenoréjo numirti.

Literataira:
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Kartotinio méginimo nusiZzudyti charakteristikos

(angl. Characteristics of repeated Suicide Attempts)

Vilija Navickiené, Kristina Dambrauskiené, Virginija ADOMAITIENE

Lietuvos sveikatos moksly universiteto, Medicinos akademijos Psichiatrijos klinika

Ivadas. Savizudybé¢ yra viena i§ skaudziausiy ir aktualiausiy problemy Lietuvoje ir pasaulyje. Savizudybiy skaicius
vis auga, o Lietuva pagal §j skaiciy yra pirmaujanti tarp pasaulio Saliy [1]. Atskiry tyrimy rezultatai rodo, kad buvegs méginimas
nusizudyti yra vienas didziausiy rizikos veiksniy kartotiniam bandymui nusizudyti, o taip pat ir letaliai savizudybei [2]. Taigi
démesys | méginusius nusizudyti asmenis turi biiti ypac¢ didelis, o efektyvi antriné prevencija galima tik i$siaiSkinus veiksnius,
skatinancius kartoti §j veiksma.

Tyrimo tikslas. [vertinti kartotinio méginimo nusizudyti charakteristikas

Metodai. Per tiriamajj laikotarpj (nuo 2015 m. lapkri¢io mén. iki 2018 m. kovo mén.) | tyrima buvo jtraukti 637
asmenys, stacionarizuoti ] LSMUL Kauno kliniky Psichiatrijos klinika bei Respublikinés Kauno ligoninés padalinj Psichiatrijos
ligoning po buvusio méginimo nusizudyti ir atitinkantys atrankos kriterijus (asmuo >18 mety amziaus, po buvusio méginimo
nusizudyti, laisvai kalbantis lietuviskai, pasiraS¢s informuoto asmens sutikimo forma, sutinkantis uzpildyti visus klausimynus,
neturintys gretutiniy létiniy somatiniy sutrikimy).

Struktiiruoto klinikinio interviu metu surinkti socialiniai ir demografiniai duomenys, vertinti méginimo nusizudyti ypatumai
ir pobidis, praeity buve kontaktai su psichikos sveikatos specialistais, psichotropiniy vaisty vartojimo patirtis, psichika
traumuojantys veiksniai 12 mén. laikotarpiu, traumuojancios vaikystés patirtys (psichologinis, fizinis, seksualinis smurtas);
probleminiam alkoholiniy gérimy vartojimui nustatyti — CAGE (Cut down — Annoyed — Guilty — Eye Opener) testas, su sveikata
susijusios gyvenimo kokybés vertinimui naudotas SF-36 klausimynas (trumpa sveikatos apklausos forma, angl. Short Form
36 Medical Outcomes Study questionnaire, 1992). Tiriamyjy klinikiniams psichikos sutrikimy simptomams vertinti ir galutinei
klinikinei diagnozei nustatyti buvo naudojama TLK-10-AM. Kartotinis méginimas nusizudyti vertintas pagal tiriamyjy pateikta
atsakyma j klausima ,,Ar kada nors gyvenimo eigoje méginote zudytis (iki Sio patekimo j ligoning)?*.

Statistiné duomeny analizé atlikta naudojant duomeny kaupimo ir analizés paketa SSPS 20 (licenzijos nr.: 9582494). Kiekybiniai
kintamieji pateikiami kaip aritmetinis vidurkis ir standartinis nuokrypis, kategoriniai kintamieji. Tikrinant statistines hipotezes,
pasirinktas 0,05 reik§mingumo lygmuo.

Rezultatai. 256 asmenys nurodé, kad mégino nusizudyti pirma karta, 381 asmenys — kad méging nusizudyti praeity
(t.y. kartotinis méginimas nusizudyti). Kartotinai méginusiy nusizudyti grupe sudaré 175 vyrai (50,4 proc.) ir 206 moterys (49,6
proc.). Kartotinai méginusiy nusizudyti grupé statistiskai reikSmingai nesiskyré nuo pirmag karta méginusiy nusizudyti nei pagal
lytj ar amziy, nei pagal kitas socialines-demografines charakteristikas. Tarp kartotinai méginusiy nusizudyti, moterys statistiskai
reik§mingai buvo kiek vyresnés uz vyrus (p=0,043): amziaus vidurkis tarp vyry — 36,3£12,8, tarp motery — 39,3+14,8 metai.

Kartotinai méging nusizudyti vyrai, lyginant su pirma karta méginusiais, statatistiskai reik§mingai dazniau nurode, kad
anksciau konsultuoti psichiatro (65,1 proc. vs 42,6 proc., p=0,006), jiems diagnozuoti psichikos sutrikimai (59,4 proc. vs 36,4
proc., p=0,009), skirtas gydymas psichotropiniais vaistais (68,6 proc. vs 43,4 proc., p=0,002), méginimo nusizudyti metu noras
mirti buvo vidutiniskai arba labai stiprus (57,5 proc. vs 26,5 proc., p=0,003).

Kartotinai méginusios nusizudyti moterys, lyginant su pirmg karta méginusiomis, statatistiskai reikSmingai dazniau
nurodé, kad ankséiau konsultuotos psichiatro (80,6 proc. vs 63,8 proc., p=0,004), joms diagnozuoti psichikos sutrikimai (76,2
proc. vs 55,9 proc., p=0,002), méginimo nusizudyti metu noras mirti buvo vidutiniskai arba labai stiprus (63,8 proc. vs 23,9 proc.,
p<0,001), vaikystéje patyrusios psichologing prievarta (45,6 proc. vs 22,1 proc., p=0,026) ir kad per paskutinius 12-kg ménesiy
patyré didelius esminius finansinés biiklés pokycius (42,9 proc. vs 19,4 proc., p=0,036).

ISvados. Kartotinis mégimas nusizudyti reikSmingai susijes su praeity diagnozuotais psichikos sutrikimais, noro mirti
intensyvumu. Moterims kartotinio méginimo nusizudyti rizikg didino vaikystéje patirta psichologiné prievarta bei dideli esminiai
finansinés buklés pokyciai per paskutinius 12-kg ménesiy
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Kliniskai reikSmingi su nepalankia vaisty tarpusavio saveika susije
nepageidaujami reiSkiniai gydant depresija: pilotinis tyrimas

(angl. Clinically significant side effects related to drug interactions in
depression treatment: pilot research)

Loreta ALEKNIENE!, Vytautas ALEKNA'!, Romaldas MACIULAITIS? Virginija ADOMAITIENE!
Lietuvos sveikatos moksly universitetas, Medicinos akademija, Psichiatrijos klinika

’Lietuvos sveikatos moksly universitetas, Medicinos akademija, Fiziologijos ir farmakologijos institutas

Ivadas. Pasaulyje placiausiai naudojama antidepresanty grupé yra SSRI [1]. Sie, pasizymintys selektyvesniu poveikiu
tiksliniams receptoriams, sukeliantys mazesnj sgveiky su kitais medikamentais atvejy skaiciy, lyginant su senesnés kartos
antidepresantais (MAOI ar TAC). Kita vertus, jie yra jautriis farmakokinetinéms sgveikoms tarp skiriamy medikamenty, ir gali
lemti net kliniSkai reik§mingas nepageidaujamas vaisto-vaisto sgveikas [2]. Remiantis NICE 2009 rekomendacijomis (atnaujintos
2018 m. balandzio mén.), depresijos gydymui skiriant tik antidepresanta, iSvengiama ne-pageidaujamy vaisty saveiky, kurioms
i$sivystyti tikimybé padidéja, depresijos gydymui skiriant vaisty kombinacija [3] .

Tyrimo tikslas. Nustatyti ir jvertinti psichotropiniy vaisty, skirty depresijai gydyti, dazniau pasitaikancius kliniskai
reik§mingus, su nepalankia vaisty tarpusavio saveika susijusius nepageidaujamus reiskinius.

Metodai. Retrospektyviai vertinta medicininé dokumentacija tiriamyjy, kuriems ambulatoriskai buvo diagnozuota
depresija (TLK-10), skirtas gydymas psichotropiniais vaistais ir kurie, esant neefektyviam gydymui, buvo nukreipti |
Lietuvos Sveikatos Moksly Universiteto (LSMU) ligoninés Kauno kliniky Psichiatrijos klinikg. Vertinti paskutinj ménesj iki
stacionarizavimo depresijos gydymui skirti psichotropiniai vaistai ir/ar jy deriniai. Psichotropiniy vaisty sgveikai vertinti naudota
LSMU prenumeruojama jrodymais pagrista duomeny bazé¢ ,IBM Micromedex®* [4]. Tyrimui pasirinkta lizdiné patogiosios
imties atsitiktiné atranka. Tyrime sutiko dalyvauti 31 depresija sergantis pacientas (31/45). Tyrimui vertinti naudotas aprasomosios
statistikos metodas.

Rezultatai. Paskutinj ménesj iki stacionarizavimo 9,6 proc. tiriamyjy (n=3/31) depresijos gydymui vartojo
benzodiazepinus (monoterapija). Nustatyta, kad saugius psichotropiniy vaisty derinius vartojo 32,3 proc. (n=10/31) tiriamyjy,
t.y. jlems nenustatyta nepageidaujamy vaisty sgveikos reakcijy, kuriy metu grésty pavojus gyvybei arba reikéty atlikti skubias
medicinines intervencijas dél vaisty saveikos sukeltai zalai minimalizuoti arba jos iSvengti. Nustatyta, kad 58,1 proc. (n=18/31)
tiriamyjy depresijos gydymui vartojo psichotropiniy vaisty derinius, kuriy tarpusavio sgveika susijusi su pavojumi gyvybei arba
galimu poreikiu atlikti skubias medicinines intervencijas dél vaisty sgveikos sukeltai zalai minimalizuoti arba jos i§vengti.
Vertinant depresijos gydymui vartoty psichotropiniy vaisty deriniy galima nepalankia tarpusavio sgveika, nustatéme, kad 55,0
proc. (10 atvejy/18) visy nepalankiy saveiky susij¢ su galimu QTc intervalo pailgéjimu (QTc1), 39,0 proc. (7atvejai/18) su galimu
serotoninerginiu sindromu (SS), 11,0 proc. (2atvejai/18) su centrinés nervy sistemos slopinimu (CNS|). Nustatyta, kad kai kurie
depresijos gydymui vartoti psichotropiniy vaisty deriniai susij¢ su keletu kliniskai reikSmingy nepageidaujamy poveikiy vienu
metu (SSRI+Quetiapine+NaSSa+BZD su QTct, CNS|, SS; [n=3], SSRI+NaSSa+Quetiapine ir SNRI+NaSSa+AP su SS, QTct
[n=2]. Taigi, galime teigti, kad QTc? gali salygoti vartojamy antidepresanty augmentacija Quetiapinu, SS — skirtingy grupiy
antidepresanty, kuriy formuléje yra serotonino radikalas, derinimas, o CNS| — vartojamy antidepresanty augmentacija BZD.

ISvados. Daugiau nei kas antras tiriamasis, kuriam iki nukreipimo j stacionara buvo diagnozuota depresija, gydési
nesaugiais psichotropiniy vaisty deriniais, kuriy tarpusavio sgveika susijusi su pavojumi gyvybei arba galimu poreikiu atlikti
skubias medicinines intervencijas dél vaisty sgveikos sukeltai zalai minimalizuoti arba jos i§vengti. Dazniau pasitaikantys kliniskai
reik§mingi nepalankiis psichotropiniy vaisty sgveikos salygojami nepageidaujami reiskiniai yra QTc intervalo pailgéjimas,
serotoninerginis sindromas ir centrinés nervy sistemos slopinimas. QTc intervalo pailgéjima gali saglygoti vartojamy antidepresanty
augmentacija Quetiapinu, sero-toninerginj sindromg — skirtingy grupiy antidepresanty, kuriy formuléje yra serotonino radikalas,
derinimas, o centrinés nervy sistemos slopinimg — depresijos gydymui vartojamy antidepresanty augmentacija BZD.
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The pilot study of suicide intervention skills among pharmacy employees
in Lithuania
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Wilnius University Faculty of Medicine, *The University of Texas School of Public Health

Introduction. Health care professionals, including pharmacy employees, have the potential to recognise and assist
those at risk of suicide, but little is known about their perceived skills in the area.

Aim. To compare the level of suicide intervention skills among pharmacy employees in Lithuania before and after the
suicide prevention training in 2018.

Methods. In total, 55 pharmacy employees participated in 8-hour long suicide prevention training in Lithuania during
the months of September through December of 2018. To assess the level of suicide intervention skills before and after the training
we used the Suicide Intervention Response Inventory.

The SIRI-2 has been shown to be highly reliable, valid, free from social desirability bias and has been widely used to
study suicide intervention skills. The Lithuanian version has been adapted in 2016. The SIRI-2 questionnaire consists of 24 items,
each with two possible responses to a remark of a suicidal person, one of which is considered facilitative to effective intervention
and the other is neutral or deleterious, according to crisis intervention theory. Study respondents are to rate the appropriateness
of each response alternative on a 7-point Likert scale from —3 (very inappropriate) to 3 (very appropriate). The SIRI-2 score is
calculated by summing the discrepancy between participants’ ratings of appropriateness and a set of criterion ratings by a panel
of suicidology experts.

Individuals were included in the analysis if both before and after questionnaires were filled out. A paired sample t-test
was conducted in SPSS 25.0 to assess whether a statistically significant difference existed between the mean SIRI-2 score before
and after the training. A 2-sided p-value of 0.05 was used as a cutoff for the significance of the estimate.

Results. The final sample consisted of 45 pharmacy employees. The mean age was 39.8. Majority of the participants
were women (93.3 %), lived in an urban area (82.2 %), were married or lived with a partner (60.0 %), had highest degree of
education (86.7 %). Half of pharmacy employees worked as pharmacists (51.1%), four as pharmacy technicians (8.9 %), four
held managerial positions (8.9 %), and the rest held other positions (31.1 %).

The results of the paired sample t indicated that there was no statistically significant difference between the mean SIRI-2 score
before and after the intervention, t (44) = 1.154, p = 0.255. The mean decrease in SIRI-2 score was 2.58, with the 95% confidence
interval for the difference between the means of —1.93 and 7.09.

Conclusions. Post-training suicide interventions skills remained at the same level as before the training. More effort is
needed to change attitudes and knowledge towards suicide intervention. Bigger samples and follow-up measurement of SIRI-2
scores might help detecting further effects of suicide prevention training.
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Training of doctors-residents is additional source of burnout in general
practitioners in primary care
(It. Rezidenty mokymas yra papildomas rizikos veiksnys Seimos gydytojy
perdegimo sindromui)

Jurate PECELIUNIENE!, Greta STYRAITE!, Agne SARSKUTE?, Irena ZUKAUSKAITE?
! Vilnius University Faculty of Medicine, Vilnius, Lithuania
2 Vilnius University Faculty of Philosophy, Vilnius, Lithuania

Introduction. Primary care (PC) physicians report high levels of distress, which is linked to burnout and attrition, but
existing researches are lacking of data on doctors-residents’ (DRs) training impact on burnout in PC.

Aim. To assess the relationships of general practitioners burnout with work conditions.

Methods. 73 general practitioners (GPs) from 8 outpatient clinics (22 working in office with DR (1stgroup), 27 working
alone (2nd group), and 24 working with PC nurse (3rd group) took part in the study. They filled Shirom-Melamed burnout
measure (physical fatigue, emotional exhaustion and cognitive weariness scales), answered the questions about work experience,
alcohol usage, smoking, eating and sport habits, thoughts about job field change and emigration. Work satisfaction and work
climate were measured using 10 point Likert type scale.

Results. GPs who had to supervise DRs were more tired physically (M(1st)=4.22 vs. M(3rd )=2.94 and M(2nd)=3.72,
p=.02), were more emotionally exhausted (M(1st)=3.1 vs. M(3rd )=2.24 and M(2nd)=2.50, p=0.018) and had worse cognitive
weariness (M(1st)=2.76 vs. M(3rd )=1.94 and M(2nd)=2.17, p=0.026). They also had lower evaluation of group atmosphere
(M(1st)=6.91 vs. M(3rd )=8.02 and M(2nd)=7.74, p=0.044). Working with DR was associated with more frequent alcohol usage
at least once per month (86.4% vs . 45.8% in 3rd and 59.3% in 2nd group, p=0.015) and, thinking about job field change (36.4%
vs. 14,.8% in 2nd and 4.2% in 3rd group, p=0.015). GPs’ working with PC nurse had less thoughts about emigration (12.5% vs.
31.8% in Ist and 44.4% in 2nd groups; p=0.045).

Conclusions. Training of DR is additional source for general practitioner’s burnout in primary care.

Vol. 21, Supplement 1, 2019, June BIOLOGICAL PSYCHIATRY AND PSYCHOPHARMACOLOGY 30



Tarptautiné konferencija ,,Dabartis ir perspektyvos psichiatrijoje”

Serganciuju depresija SeSiy minuciy éjimo testo rezultaty ir depresiSkumo
duomeny vertinimas taikant SiaurietiSkg €jima ambulatorinéje
reabilitacijoje
(angl. Persons with depression six walk test results and depression data
evaluation applying nordic walk in ambulatory rehabilitation)

Elena PETRALYTE!, Jirat¢ SAMENIENE!, Linas PAULIUKENAS?
ILietuvos sveikatos moksly universiteto, Slaugos fakultetas, Reabilitacijos klinika

’Lietuvos sveikatos moksly universiteto, Medicinos fakultetas, Fizikos, matematikos ir biofizikos katedra

Tikslas. [vertinti sergan¢iyjy depresija 6 minuciy ¢jimo testo rezultaty ir depresiSkumo duomeny kaita taikant
SiaurietiSkg ¢jimg ambulatorinéje reabilitacijoje.

Tiriamieji ir metodai. Tyrimas atliktas VS| Varénos PSC. Apklaustuosius sudaré j gydytoja psichiatrg besikreipiantys
18 mety ir vyresni pacientai, kuriems diagnozuota depresija ir jie naudojasi paslaugomis daugiau negu dveji metai. [vertinus
pateikto klausimyno duomenis, 31 (14 vyry ir 17 motery) pacienty uzpildytos anketos atitiko atrankos kriterijus ir jie dalyvavo
tyrime. Pacientai suskirstyti j dvi grupes: pirma grupé apjungé pacientus, sergancius depresija su lydima kardiologine patologija
(KDQ) ir antra grupé, kurig sudaré tik depresija sergantieji pacientai. Visiems pacientams ambulatorinéje reabilitacijoje taikéme
SiaurietiSko ¢jimo treniruotes programg. Tiriamyjy funkcinés buklés rodykliy pokyc¢iy vertinimui naudojome Zungo depresijos
skale ir analizavome 6 minuciy éjimo méginio protokolo duomenis pries reabilitacijg ir po jos. Atlikome rezultaty matemating
statistine analizg.

Rezultatai. Tiriamyjy amziaus vidurkis sudaré 36,9 mety (38,1£12,2 m. vyry; 36,0+8,4 m. motery). Beveik pusé
respondenty nurodé, kad tai yra pirmas ligos epizodas. Didzioji dalis respondenty buvo igijusi profesing kompetencijg. Dirbantieji
sudaré didesne dalj ir kiek daugiau nei kas ketvirtas respondentas nebuvo vienisas.

Respondenty depresiSkumo laipsnio sunkumo pokytis reabilitacijos procese turéjo tendencija mazéti: pagal Zungo skalé
iSvestinis rodiklis nuo 51,5 £3,9 balo iki 46,5+4,1. Taigi galime daryti prielaida, kad fiziné veikla mazina depresiskumo laipsnj.
Tarp motery $io pokycio skirtumas buvo statistiskai reikSmingas, p=0,001. ISsamiau nagrin¢jant, nustatéme, kad komobordiskoje
grupéje respondenty Zungo skalés baly vidurkis sumazéjo nuo 51,7+ 2,1 iki 47,2+ 4,1. Respondenty, serganciyjy tik depresija,

atitinkamai nuo 51,1+2,0 iki 45,6+4,0, p < 0,05.

Vertinant 6 minuciy €jimo testo rezultatus nustatéme, kad jveiktas atstumas respondenty tarpe turéjo didéjimo linkme: nueito
atstumo vidurkio iSvestinis rodiklis nuo 368,9+3,1 padidéjo iki 435,2+3,1. Nors reabilitacijos eigoje aptikta tendencija statistiSkai
nebuvo reikSminga, vertinant tarp ly¢iy, motery tarpe Sis skirtumas buvo statistiskai patikimas, p=0,001. Respondenty fizinio
pajégumo progresas Siaurietisko éjimo eigoje reabilitacijos procese lyginant tarp ligos tipo grupése reikSmingai did¢jo, nes
p < 0,05. Nueitas atstumas reabilitacijos pradzioje buvo 376,8£3,0, pabaigoje padidéjo iki 396,0+4,0 komobordiskoje grupéje.
Serganéiyjy tik depresija tiriamyjy nueito atstumo vidurkis padidéjo atitinkamai nuo 419,0+1,0 iki 459,1= 2,0 atitinkamai. Sio
analizuojamo atvejo kontekste, skirtumas tarp serganciyjy tik depresija ir grupéje respondenty serganciyjy depresija su lydincia
sirdies kraujagysliy patologija, néra statistiskai patikimas, nes p>0,05.

ISvados. Ambulatorinéje reabilitacijoje taikyta SiaurietiSko éjimo programa padéjo sumazinti depresijos sunkumo lygij
tiriamiesiems ypa¢ motery grupéje. Pacienty serganciy depresija po taikytos ambulatoringje reabilitacijoje Siaurietisko ¢jimo
programos pageréjo 6 MET rezultatai ypa¢ motery grupéje. Fizinio kriivio poveikio veiksmingumas reabilitacijos laikotarpiu
siejamas su lytimi, darbiniu statusu, poky¢iai yra statistiSkai reikSmingi , bet neturi sasajy su iSsimokslinimu, disponavimu biistu
bei Seimynine padétimi.
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Pacienty, serganciy miokardo infarktu su ST pakilimu, gydymo rezimo
laikymosi sasajos su asmenybés dimensijomis

(angl. Patients with STEMI: relationship between medication adherence and
personality dimensions)

Marija Audroné BRAZAITIENE, Akvile KOZENIAUSKAITE, Rima KREGZDYTE, Virginija
ADOMAITIENE

Lietuvos sveikatos moksly universiteto, Medicinos akademijos Psichiatrijos klinika

Ivadas. Miokardo infarktas su ST segmento pakilimu (STEMI) — itin pavojingas Sirdies raumens pazeidimas, kuris,
lyginant su miokardo infarktu be ST segmento pakilimo, susij¢s su sudétingesniu gydymu ir sunkesne pacienty biikle ankstyvuoju
sveikimo laikotarpiu. Didesne dalj serganéiyjy miokardo infarktu ir nuo $ios ligos mirstan¢iyjy sudaro vyrai. Siuo atveju geras
paciento bendradarbiavimas gydymo procese reikSmingai susijes su gera prognoze. Tam tikros asmenybés dimensijos yra
siejamos su geresniu gydymo rezimo laikymusi, kitos — su blogesniu. Prie§ gydymga iStyrus paciento asmenybés dimensijas
galima i$ anksto prognozuoti, kaip tinkamai jis vartos vaistus ir planuoti kokj gydyma tokiam pacientui reikéty pasitlyti, siekiant
optimaliy rezultaty.

Tyrimo tikslas. Nustatyti ir jvertinti pacienty, serganc¢iy STEMI, gydymo rezimo laikymosi sasajas su asmenybeés
dimensijomis.

Metodai. Tyrimas buvo atlickamas Lietuvos sveikatos moksly universitetinés ligoninés Kauno Kliniky (LSMUL KK)
kardiologijos klinikoje. Atsitiktinés atrankos biidu standartizuota anketa apklaustas kas 3-ias sergantis STEMI pacientas nuo
2017-01-30 iki 2017-11-20 pries$ iSraSyma i$ stacionaro. Apklausti 198 STEMI sergantys pacientai (TLK-10 diagnozes 121.0,
121.1 ar 121.2) Tyrime dalyvavo 146 vyrai ir 52 moterys (73,7 proc. vs 26,3 proc., p<0,001), I tyrima nebuvo jtraukti psichikos
sutrikimais sergantys pacientai.

Rezultatai. Nustatyta, kad kas antras sergantis STEMI blogai laikési gydymo rezimo. Nustatyta, kad tokios asmenybés
dimensijos kaip ekstraversija, samoningumas ar nuosirdumas reik§mingai susij¢ su geresniu gydymo rezimo laikymusi sergant
STEMI, o neuroziSkumas su blogesniu. Nustatyta, kad blogas gydymo rezimo laikymasis reikSmingai susijgs su zemais
samoningumo, nuosirdumo ir aukstais neuroziskumo, o geras — su aukstais sgmoningumo, nuoSirdumo ir Zzemais neuroziskumo
baly vidurkiais. Nustatyta, kad motery samoningumo ir nuoSirdumo baly vidurkiai buvo reik§mingai didesni nei vyry. Naudodami
daugiaveiksnésregresijos metodg ir jverting visas asmenybés dimensijas kartu galime teigti, kad gydymo rezimo laikymasis
labiausiai priklausé nuo sgmoningumo ir nuosirdumo.

ISvados. Nustatyta, kad asmenybés struktiiroje esant isreik§toms samoningumo ir nuoSirdumo dimensijoms galime
prognozuoti gerg gydymosi rezimo laikymasi sergant miokardo infarktu su ST pakilimu. Kadangi Lietuvoje panasiis tyrimai
nebuvo atlikti, darbo rezultatai parodys kokios asmenybés dimensijos labiausiai jtakoja gydymo rezimo laikymasi.

Vol. 21, Supplement 1, 2019, June BIOLOGICAL PSYCHIATRY AND PSYCHOPHARMACOLOGY 32



Tarptautiné konferencija ,,Dabartis ir perspektyvos psichiatrijoje”

Gender differences in benzodiazepine addicted patients

(It. Lyciy skirtumai tarp pacienty priklausomy nuo benzodiazepiny)

Gabija VALAUSKAITE'!, Deima EITMONTAITE', Robertas BADARASI1,2,3

Wilnius University, Faculty of Medicine, Vilnius, Lithuania
’Centre of Toxicology, Vilnius University, Faculty of Medicine, Vilnius, Lithuania

SVilnius university emergency hospitall, Vilnius, Lithuania

The aim of this study was to establish different addiction patterns between genders in benzodiazepines (BZD) addicted
patients.

Methods. We retrospectively evaluated 54 patients, who were diagnosed with BZD dependence and had undergone
benzodiazepine detoxification treatment at Vilnius University Emergency hospital from the year 2012 to 2018. Patients admitted
for benzodiazepine overdose and those who had been using benzodiazepines for <6 months were excluded from the study. Since
patients had used different kinds of benzodiazepines, the doses were converted into diazepam equivalent (DE) (1). Data was
processed by MS Excel and SPSS 22.0 software.

Results. 54 patients were included in this study, 33 of which were females and 21 males. The age median was 48.5 years
(min 27 years, max 74 years), female age median was 53 years (min 34 years, max 74 years), male age median was 46 years (min
27 years, max 65 years), age was not statistically significantly different between genders, p=0.136. DE dose median was 56 mg
(min 15mg, max 450mg). Men used statistically significantly higher DE doses than women, p=0.037. Men’s median DE was 68
mg (min 20mg, max 450mg), women’s — 38 mg (min 15mg, max 329mg). The duration of hospitalization median was 9 days
(min 3 days, max 44 days). Men spent statistically significantly less time in hospital, p=0.018. Men’s median hospitalization time
was 7 days (min 3 days, max 38 days). Women’s — 10 days (min 3 days, max 44 days). Men were more frequently addicted to
smoking than women, 38.1% vs 6.1%, p=0.003. Men were more frequently addicted to alcohol than women, 52.4% vs 21.2%,
p=0.018.

Conclusion. Men were more prone to be addicted to alcohol or cigarettes in comparison to women. Men were also using
higher doses of benzodiazepines and spent less time in treatment.

References:
1. Farinde A. Benzodiazepine Equivalency Table: Benzodiazepine Equivalency. 2017 Apr 28 [cited 2018 October 05]; Available from: https://emedicine.
medscape.com/article/2172250-overview
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Serotonin transporter promoter gene and psychoemotional status: anxiety,
depression and sleep quality

(It. Serotonino transporterio genas ir psichoemociné biisena: nerimas,
depresija ir miego kokybé)
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!Lithuanian University of Health Sciences, Neuroscience Institute, Kaunas, Lithuania

’Department of Psychology, Estonian Centre of Behavioural and Health Sciences, University of Tartu, Estonia

Objective of this study was to investigate the relationship between the serotonin transporter gene promoter (5S-HTTLPR)
genotype and psychoemotional status (anxiety, depression and sleep quality) among inhabitants of Palanga city, located at the
Western part of Lithuania.

Methods. Sleep quality was assessed using Pittsburgh sleep quality (PSQ) questionnaire in 45-84 year old representative

sample of 829 subjects, 292 males and 537 females. PSQ index and all 7 components were calculated. The scores 0 and 1 was
assigned as “good” and scores 2 and 3 — as “poor” of each component.
Depressive and anxiety symptoms were evaluated using Hospital Anxiety and Depression Scale, a self-rating 14 items scale
consisting subscale of anxiety (HADS-A) and a subscale of depression (HADS-D). Possible total scores on both subscales range
from 0 to 21 with higher scores indicating more severe symptoms. Scores on the HADS-A and HADS-D >8 indicate mild to
severe symptoms of anxiety and depression and possible clinical depression and possible clinical anxiety, respectively.

The alleles at the 5S-HTTLPR locus were amplified from genomic DNA using polymerase chain reaction (PCR).
Genotyping was carried out as previously described (Tomson et al. PNPBP 2011, 35:1857-62) and triallelic data classified
into three group: /l homozygotes (n=367), Is homozygotes (n=373) and ss-allele carriers (n=89). Age and gender did not differ
significantly among alleles groups.

Results. Subjects with ss genotype had significantly worse PSQ index (6.94+1.20) as subjects with 11 genotype (7.41+1.16)
or Is genotype (7.24+1.44). The s-allele has been associated with shorter sleep duration, longer sleep latency; more expressed
sleepiness during day-time activities and decreased sleep efficiency. The needs of medication to take sleep, sleep disturbances and
overall sleep quality were more characteristic for subjects with ss homozygotes. The subjects with Is homozygote demonstrated
the best PSQ index and all its components.

Anxiety and depression scores (7.28 and 5.63, respectively) were significantly higher in the s/s genotype (I/s: 6.00 and
4.41; 1/1: 6.08 and 4.83, respectively). Significant Spearman’s negative correlation between sleep duration and depression was
found only in the I/l, anxiety was negatively associated with sleep in 1/1 and 1/s but not in s/s subjects.

Conclusions. The poor sleep quality is associated with s/s genotype of 5-HTTLPR; while the good sleep quality with

1/s genotype. The most expressed anxiety and depression were observed with the s/s genotype, known to be the vulnerability
genotype for negative emotion.

This research was funded by a grant (LIG-03/2012) from the Research Council of Lithuania.
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