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Summary

Introduction. War is a super-powerful extreme event that causes adaptive capacity to decline. The
need for a clearer understanding of the specifics of war psychotrauma and its clinical consequences
for all components of human health determines the relevance of the topic of this study.

The aim of the work is to study the peculiarities of psychosomatic relationships in persons with the
consequences of war psychotrauma.

Materials and methods. The experimental study group consisted of 32 patients from the number
of temporarily displaced persons, the control group — 34 patients who did not change their place
of residence during the entire period of the full-scale war. The diagnosis was aimed at identifying
neurotic, stress-related and somatoform disorders, according to the rubric (F40-F48) of the ICD-10.
Assessment of the somatic condition was carried out on the basis of analysis of anamnestic data,
clinical examination of the patient and indicators of laboratory tests. Psychodiagnostic methods
were used to assess the mental states of patients (Clinical Questionnaire for the Detection and
Assessment of Neurotic States; Methodology for the express diagnosis of neurosis by K. Heck and
H. Hess; Questionnaire SAN (Mood, Activity, Mood); Methodology for the diagnosis of Taylor’s
anxiety level; Self-assessment of mental states according to Eysenck; Ch. Spibleger’s Reactive and
Personal Anxiety Assessment Scale in the modification of Y. Hanin. Statistical processing of the
research results was carried out in the Microsoft Excel program and with the help of the Social
Science Statistics online calculator.

Results. As a result of the analysis of anamnestic data, clinical examination and analysis of
laboratory tests, psychosomatic disorders were found in patients of both research groups: in 29
(90.63 %) patients of the experimental group and in 26 (74.47 %) patients of the control group.
Conclusions. It has been confirmed that a prolonged stressful extreme situation of a full-scale war
causes the formation of negative mental states accompanied by psychosomatic manifestations, the
formation of a closed vicious circle of a pathological psychosomatic process. A high close direct
correlation was found between the level of reactive anxiety, autonomic disorders, well-being,
activity, mood of patients and psychosomatic symptoms. The absence of a statistically significant
difference in the risk of developing psychosomatic disorders as a result of war psychotrauma in
temporarily displaced persons and those who did not change their place of residence was revealed.

Key words: psychosomatic disorders, war psychotrauma, temporarily displaced persons,
negative mental states, vegetative disorders, anxiety

INTRODUCTION

A psychosomatic disorder is defined by researchers
[16] as a disease arising from the action of psycho-
emotional factors and involving both the mind and the body.
The prevalence of psychosomatic disorders among visitors
to primary network medical centers, according to some
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authors, ranges from 6 % to 20 % [21], while others cite
figures from 30 % to 57 %, while in psychosomatic disorders
occurin 11 %-52 % of the general population [15].

Clinical concepts connect psychosomatic diseases
with environmental stress, psychological and physical
pressure of the environment [7; 13], with the influence
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of psycho-traumatic psychosocial factors that cause
adaptation disorders [13], affect the physical condition
and behavior of the patient [8; 21]. From the point of
view of the systemic approach, psychosomatic disorders
are multifactorial formations, the development of which
is influenced by the characteristics of the psychotraumatic
situation, the patient’s personal characteristics, hereditary
factors, etc. [15].

Psychosomatic disorders arise as a result of the
maladaptive use of defense mechanisms, a deficit of
emotional awareness and a violation of self-control, which
is manifested in the inability to control the excitement and
dissipation of emotions [22]. Functional psychosomatic
diseases, such as gastrointestinal disorders, cardiac
symptoms and recurring nightmares, are associated
with a decrease in rational attitude to the situation, the
appearance of fear of the disease with its simultaneous
denial and emotional maladjustment, which requires
appropriate psychotherapeutic interventions [22].

Psychosomatic medicine examines the relationship
between mind and body. Negative psycho-emotional states
of the individual, such as anxiety, fear or anger, can cause
a number of physiological changes in the human body,
manifested by crying, increased heart rate, gastrointestinal
disorders and other somatic phenomena. On the other
hand, intoxication due to somatic diseases or the use of
psychoactive substances can negatively affect cognitive
processes, a person’s mood and cause somatopsychic
health disorders [18; 23]. It should be noted that purely
psychosomatic disorders mainly mean the first variant,
that is, functional physical manifestations of psychological
problems [23], which are studied in our study.

Violation of the quality and health of sleep as a result
of stressogenic influences and the resulting negative
emotions causes dysfunction of neuropsychological
processes, which affects the development of psychosomatic
disorders [6; 14]. Experiencing micro- and macro-
traumatic events contributes to an increase in the level of
situational anxiety and affects functional disorders that
arise on the basis of an organic and mental syndrome within
the framework of the «Locus minoris resistentii», forming
a vicious closed circle of the pathological process [4].

Experiencing an extreme event leads to an overload
of psychological defense mechanisms [12]. The war
is a powerful extreme event that causes a decrease in
social adaptation capabilities, depletion of social and
psychological resources, development of mental and
psychosomatic disorders in a significant number of
psychotraumatized population, which as a result of the
war changed their usual way of life [19].

The situation of a full-scale war caused a social
crisis, which negatively affects the psychological health
of the population and is manifested by states of emotional
instability, anxiety, fear, depression, helplessness,
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aggression, apathy. These negative mental states are
usually accompanied by psychophysiological disorders,
which, according to the sources of scientific literature,
are manifested by psychosomatic symptoms and anxiety-
hypochondriac states, sleep and eating disorders,
communication disorders, loss of motivation for creative
self-realization of the individual, pessimistic moods,
mental exhaustion [4; 20].

Post-traumatic disorders and the consequences
of war trauma are considered through the prism of
psychopathological, neurobiological and sociological
concepts [21]. The need for a clearer understanding
of the specifics of war psychotrauma and its clinical
consequences for all components of human health [21]
determines the relevance of the topic of this study.

The scientific novelty of the study consists in
the theoretical substantiation of the features of the
psychosomatic manifestations of war trauma.

The practical significance of the research results
lies in the possibility of using them to improve the
effectiveness of care for patients with the consequences
of war psychotrauma based on taking into account the
psychosomatic component of painful symptoms.

THE AIM

The purpose of the study is to study the peculiarities
of psychosomatic relationships in persons with the
consequences of war psychotrauma.

MATERIALS AND METHODS

The longitudinal study was conducted on the basis
of the clinic «The First Private Office of Psychiatry and
Psychotherapy» (Kyiv, Ukraine). 32 patients from the
number of temporarily displaced persons (9 men, 23
women, average age 46.4 years) were selected for the
experimental study group by simple randomization. The
control group also included 34 patients selected by simple
randomization — residents of Kyiv who did not change
their place of residence during the entire period of the
full-scale war (12 men, 22 women, average age 45.9 years).

The research methodology was based on a holistic
understanding of a person as a biopsychosocial being and
a systemic approach to studying the mechanisms of causal
interaction between the physical, mental and social [3].

The following methods were used in the
study: analytical, clinical, anamnestic, laboratory,
psychodiagnostic. The diagnosis was aimed at identifying
neurotic, stress-related and somatoform disorders,
according to the rubric (F40-F48) of the ICD-10.

Assessment of the somatic condition was carried
out on the basis of analysis of anamnestic data, clinical
examination of the patient and indicators of laboratory tests.
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The following psychodiagnostic techniques were
used to assess patients’ mental states:

— Clinical questionnaire for detection and
assessment of neurotic states, consisting of 68 questions
and aimed at establishing the level of neuroticism. Answers
to the questions are evaluated on a 5-point Likert scale
(1 — constantly or always; 2 — often; 3 — sometimes; 4 —
rarely; 5 — never). The questionnaire contains 6 scales:
Anxiety scale, Neurotic depression scale, Asthenia scale,
Hysterical response type scale, Obsessive-phobic disorder
scale; Scale of vegetative disorders. Using special keys, the
diagnostic coefficient is calculated for each of the scales
of the questionnaire. If the coefficient is less than —1.28,
this indicates the painful nature of the existing disorders.
A ratio greater than +1.28 is an indicator of health.

— The method of express diagnosis of neurosis by
K. Heck and H. Hess, which consists of 40 questions
and allows you to quickly determine the presence of
neurotic personality. For the answer «Yes» to each of
the questions, 1 point is given, for the answer «No» —
0 points. The range from .0 to 23 points corresponds to
a low level of neuroticism, 24 and more points indicate
a high probability of neurosis in the form of neurasthenia,
hysteria, or obsessive-compulsive neurosis.

— The WAM questionnaire (Well-being, Activity,
Mood), which consists of 30 pairs of words with opposite
meanings, reflecting Well-being (strength, health, fatigue),
Activity (mobility, speed, rate of flow of functions), Mood
(emotional state of the individual). Between the pairs of
words there are indices (3; 2; 1; 0; 1; 2; 3), among which
one must choose the one that most closely corresponds
to the current state of the respondent. When processing
the research results using this technique, the indices are
recoded to values from 1 to 7, where 1 corresponds to the
worst state and 7 to the best state. The range of indicators
from 5 to 5.5 corresponds to the average statistical norm.

— Taylor’s method of diagnosing the level of anxiety,
which consists of 50 statements and allows you to assess
the general level of anxiety of an individual. Each answer
matching the key is valued at 1 point, an uncertain answer
at 0.5 points. The indicator in the range from 0 to 6 points
indicates a low level of anxiety, from 6 to 20 points —
medium anxiety, more than 20 points — high anxiety.

— Self-assessment of mental states according to
Eysenck, consisting of 4 groups of questions, 10 questions
in each group, which allow to determine the presence of
anxiety, frustration, aggressiveness and rigidity. The answer
«Yes» to each of the questions is marked with 1 point, the
answer «INo» — 0 points. Indicators from 0 to 7 indicate
a low level of the symptom, 8-14 points — an average level,
15-20 points — a pronounced symptom.

— Ch. Spielberger’s reactive and personal anxiety
assessment scale in the modification of Y. Hanin, which
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consists of 40 questions, 20 of which characterize personal
anxiety, and the other 20 — situational (reactive) anxiety.
Answers are evaluated on a 4-point scale (1 — No; 2 —
Probably yes; 3 — Yes, 4 — Really yes). Indicators up to
30 points correspond to a low level of anxiety, 31-45 —
moderate anxiety, 46 and more points — high anxiety.

Statistical processing of the research results was
carried out in the Microsoft Excel program, where
accumulation, sorting, analysis and visualization of the
obtained data took place. The Social Science Statistics
online calculator was used to perform the calculations.
The statistical significance and reliability of the research
results were determined using the Student’s t-test and
ANOVA variance analysis. To assess the relationship
between the measured parameters, the Pearson correlation
coefficient rxy was used, the calculated parameters of
which were compared with the data of the Chaddock
table. To determine the risk of developing psychosomatic
disorders in the studied groups of patients, the y? criterion
was used, which was calculated using 4-field tables.

Ethical issues in the research process were resolved in
accordance with international and domestic norms of bioethics
and medical law, protection of patients’ rights. The consent of
the ethics committee of the Interregional Academy of Personnel
Management was obtained for the study. All respondents
provided written informed consent to participate in the study.
Anonymity of survey results was achieved by encryption of
questionnaires. The confidentiality of the personal data of the
study participants and medical confidentiality were ensured.
The principle of academic integrity was followed.

The limitations of the study were related to its
conduct on the basis of only one clinic, which led to
a relatively small sample of respondents. However,
the randomization procedure allows minimizing the
systematic error and extrapolating the obtained results to
the general cohort of patients with the consequences of
war psychotrauma. On the other hand, the experience of
a war situation by certain categories of the population may
differ depending on age, gender, occupation, etc., which
requires a larger sample and targeted research of different
contingents of patients. Therefore, this research should be
considered a pilot, and its results should be such that they
give an idea of the general picture and allow determining
the actual directions of future research.

RESULTS

As a result of the analysis of anamnestic data,
clinical examination and analysis of laboratory test
indicators, existing psychosomatic disorders were found
in patients of both studied groups. Psychosomatic
disorders were observed in 29 (90.63 %) patients in the
experimental group, and in 26 (74.47 %) patients in
the control group. The frequency of psychosomatic
disorders in the experimental group was statistically
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significantly and significantly higher than in the control
group (f-ratio=2611456.00897, p<0.05). However, no
statistically significant difference was found in the severity
of psychosomatic symptoms (tab. 1). Assessment of

severity psychosomatic symptoms were assessed according
to a 5-point Likert scale (1 — no symptoms, 2 — minor
symptoms, 3 — symptoms present, 4 — pronounced
symptoms, 5 — significant symptoms).

Table 1
Expression of psychosomatic disorders in respondents of the experimental (A)
and control (B) studied groups
Psychosomatic (somatoform) disorders A GRS Shtl_(ti:sr;t S P ?fl-\l'gt}:)? P
Manifestations of cardiac neurosis 3.5£0.3 [ 3.240.6 0.77460 0.240909 1.91489 0.203802
Psychogenic dyspepsia 3.6£1.2 [ 3.440.8 0.15385 0.44259 0.19048 0.674060
Eating disorders 2.8+£0.6 | 2.24+0.4 1.44115 0.111491 6.66667 0.032516
Psychogenic flatulence 3.210.8 [ 3.0+0.6 0.34641 0.373245 0.39216 0.548615
Psychogenic irritable bowel syndrome 44402 | 4.0£0.8 0.84017 0.22405 2.28571 0.16902
Psychogenic pylorospasm 2.9+0.3 | 2.240.6 1.80739 0.072493 10.42553 0.012078
Psychogenic dysphagia 4.1£0.5 | 3.5+0.8 1.10158 0.166236 3.95604 0.081902
Psychogenic urination disorders 26209 [ 1.7+0.5 1.51409 0.102284 7.50000 0.025504
Psychogenic hyperventilation of the lungs 2.5+1.3 [ 2.1+1.7 0.32373 0.38118 0.34783 0.571623
Psychogenic disorders of the sexual sphere 4.0+£0.2 | 3.6%0.5 1.28654 0.133834 5.16129 0.052738
Psychogenic itching 3.240.4 [ 2.840.6 0.96077 0.195538 2.96296 0.123497
Psychogenic pain syndrome 42404 | 3.8%40.2 1.54919 0.098131 7.27273 0.027209
Other 3.620.8 [ 3.4+0.3 0.40544 0.352951 0.20417 0.663377
ANOVA (f-ratio) 2.69291 - 0.112837

As can be seen from this table, such psychosomatic
abnormalities as irritable bowel syndrome, psychogenic
pain syndrome and disorders of the sexual sphere were most
often detected in the respondents of both groups. The results
of the variance analysis ANOVA showed that the patients
of the experimental group who were evacuated from the
zone of active hostilities had statistically significantly more
pronounced (p<0.05) eating disorders than in the control
group (2.8+0.6 points versus 2.2%0.4 points), psychogenic
pylorospasm (2.940.3 points versus 2.2+0.6 points),

psychogenic urination disorders (2.6+0.9 points versus
1.7%0.5 points), psychogenic disorders of the sexual sphere
(4.010.2 points versus 3.610.5 points) and psychogenic pain
syndrome (4.2+0.4 points vs. 3.8+0.2 points), although
in general the severity of psychosomatic disorders in
respondents of the experimental and control groups did
not differ significantly (f-ratio=2.69291, p>0.05).

In tab. 2 are presented the results of identifying and
assessing the neurotic states of respondents according to
Taylor’s Clinical Questionnaire.

Table 2

The results of the study of the respondents of the experimental (A) and control (B) groups according
to the Clinical Questionnaire for the detection and assessment of Taylor’s neurotic states

Scale A R B Student’s t-test P

I |Anxiety -1.27£0.06 -0.9610.09 -4.96397 0.003842

I |Neurotic Depression -1.3540.04 -0.9740.06 -9.12731 0.000400
111 | Asthenia -1.3140.07 -0.9140.33 -2.05376 0.546120
IV |Hysterical type of response -1.32+0.05 -0.92+0.18 -3.70858 0.010340
V| Obsessive-phobic disorders -1.0940.01 -0.7940.02 -10.10415 0.000270
VI | Vegetative disorders -1.31+0.03 -1.10+0.11 -3.190130 0.016606
ANOVA (f-ratio) 35.07541 0.000147

As can be seen from this table, the indicators of
neuroticism of persons of experimental and control groups
have statistically reliable and significant differences,
which is confirmed by the results of variance analysis
of ANOVA (f-ratio=35.07541, p<0.05). At the same
time, in the experimental group, the anxiety index is at
the borderline level (—1.27£0.06), and the indicators of
neurotic depression (—1.35+0.04), asthenia (—1.31%0.07),
hysterical manifestations of neurosis (—1.324+0.05) and
vegetative disorders are significantly differ from the normal
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level (—1.31%+0.03), which indicates the severity of the
existing deviations. In the control group, indicators on
all scales are reduced, but they do not reach the level of
illness, except for the indicator of asthenia, which has
a significant variation discrepancy (—0.91£0.33) and in
some respondents of the control group it almost reaches
the pathological level. Visually, the differences between
the indicators of neuroticism of the respondents of the
experimental and control research groups are shown in
Fig. 1.
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Fig. 1. Comparison of the level of neuroticism of the respondents of the experimental (A) and control (B) groups

As can be seen from the given graph, in both groups
the indicators of neuroticism are significantly different
from the norm. At the same time, the indicators of
neuroticism in the control group are at the borderline
level, while in the experimental group, the manifestations
of neurotic disorders on most scales of the methodology
reach the clinical level.

There is a high direct correlation between the
level of vegetative disorders determined by the Clinical
Questionnaire for the Detection and Assessment of
Neurotic Conditions and clinical manifestations of
psychosomatic disorders (Pearson’s correlation coefficient
rxy=0.8603).

The following tab. 3 presents the results of express
diagnosis of neurosis according to the method of K. Heck
and H. Hess.

As can be seen from this table, a high level of
neuroticism is observed in both studied groups (34.4£3.6
points in the experimental group and 29.8%7.2 points in
the control group), and the statistical difference between
them is not significant, which is confirmed both by the
calculation of the Student’s t-test and and the results of
ANOVA variance analysis (f-ratio=3.26443, p>0.05).

In tab. 4 presents the results of the research on
well-being, activity and mood of the respondents of the
experimental and control groups.

Table 3
The results of the study of the level of neuroticism of the respondents of the experimental (A) and control (B) groups
Indicator A GPA B Student’s t-test P
The level of neuroticism 34.443.6 29.847.2 0.98976 0.189159
ANOVA (f-ratio) 3.26443 0.108425

Table 4

The results of the study of the respondents of the experimental (A) and control (B) groups according to the
WAM method (Well-being, Activity, Mood)

Sche B GrA Student’s t-test p ANOVA (f-ratio) p
I [Well-being 3.610.4 4.240.3 -2.07846 0.53104 13.33333 0.00648
11 |Activity 3.240.6 3.5+0.5 -0.78969 0.236942 1.42857 0.266224
III [Mood 2.840.5 3.140.6 -0.6653 0.271129 1.42857 0.266224
ANOVA (f-ratio) 2.22841 - - - 0.154949

It can be seen from this table that the respondents
of both groups have a significant decrease in activity and
mood, and according to these scales of the technique,
the difference between the indicators of the experimental
and control groups is not statistically significant (p>0.05).
Instead, the mood indicator in the experimental group
has a more significant decrease than in the control group,
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which is confirmed by the ANOVA analysis of variance
(f-ratio=13.33333, p<0.05), although this difference is
also statistically insignificant according to the Student’s
t-test (p>0.05).

In tab. 5 presents the results of the study of the level of
anxiety of the respondents according to the Taylor method.
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In tab. 5 presents the results of the study of the level of
anxiety of the respondents according to the Taylor method.

As can be seen from this table, the level of anxiety
is significantly increased in both studied groups, and the
difference between them is not statistically significant
(f-ratio=1.1304, p<0.05).

To find out the relationship between the level of
anxiety and indicators of well-being, activity and mood,
the Pearson correlation coefficient was calculated (tab. 6).

The results of the calculation of the correlation
coefficient indicate the presence of a direct correlation
between the level of anxiety of the studied patients and
indicators of their well-being, activity and mood. At the
same time, the closest and strongest is the relationship
between anxiety and mood (rxy=0.7895, which indicates
a high level of correlation), while the relationship between
anxiety and activity is noticeable (rxy=0.445), and between
anxiety and well-being — moderate (rxy=0.445).

To compare the level of personal and reactive anxiety
of the respondents of the experimental and control

groups, a psychodiagnostic study was conducted using
the Spielberger-Hanin method, the results of which are
presented in tab. 7.

While the indicators of personal anxiety of the
studied patients of the experimental and control groups
correspond to the lower limit of the moderate level with
a tendency to low, in the absence of historical statistically
significant differences (f-ratio=0.73099, p>0.05), the
indicators of reactive anxiety of the respondents of both
groups are high. The average level of reactive anxiety of
respondents in the experimental group (72.611.8 points)
is higher than in the control group (68.4£1.6), and
this difference is statistically reliable and significant
(f-ratio=27.93028, p<0.05). and personal anxiety, there
is a moderate direct correlation (rxy=0.3467). In addition,
a direct close high level of correlation between reactive
anxiety and the development of psychosomatic disorders
was revealed (rxy=0.8344).

The results of self-assessment of the mental states of
the studied patients of the experimental and control groups
according to the Eysenck method are presented in tab. 8.

Table 5

The results of measuring the level of anxiety of the respondents of the experimental (A) and control (B)
groups according to the Taylor method

Indicator A GPA B Student’s t-test P ANOVA (f-ratio) p
Anxiety 37.4+12,6 31.649.8 0.62935 0.281639 1.1304 0.145528
Table 6
Characteristics of the correlation between the level of anxiety and indicators of well-being, activity and mood
Xy
sl Well-being Activity Mood
Anxiety 0.445 0.6422 0.7895

Table 7

The results of the study of personal and reactive anxiety of the respondents of the experimental (A) and
control (B) groups

Anxiety A Gh B Student’s t-test P
Personal 32.1+1.4 32.6+£1.2 -0.46967 0.331526
ANOVA (f-ratio) 0.73099 - 0.417429
Reactive 72.6+1.8 | 68.4+1.6 2.88138 0.022475
ANOVA (f-ratio) 27.93028 - 0.000742
Xy 0.3467
Table §
Results of self-assessment of respondents of the experimental (A) and control (B) groups according to the
Eysenck method
Scale GPA Student’s B ANOVA 5
A B t-test (f-ratio)
Anxiety 18.4+1.2 16.6+1.8 1.44115 0.111491 6.89362 0.030386
Frustration 18.2+1.6 16.1+1.5 1.65847 0.086281 9.13044 0.016518
Aggressiveness 18.0+1.4 16.4+1.2 1.50294 0.10364 7.48538 0.025609
Rigidity 17.6+1.8 15.9+1.3 1.33789 0.125965 5.83838 0.042094
Xy 0.9496
ANOVA (f-ratio) 11.38658 | - | 0.002733
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Despite the fact that the calculation of Student’s
t-test did not show the presence of significant differences
between the indicators of self-esteem of the studied
patients of the experimental and control groups (p>0.05),
the results of the variance analysis indicate that these
differences are statistically reliable and significant, as
a whole (f-ratio=11.38658, p<0.05), as well as on each
of the scales of the Eysenck method, in the presence of

a high direct positive correlation between the indicators
obtained on these scales (rxy=0.9496).

Calculation of the ¥2 criterion made it possible to find
out that the risk of developing psychosomatic disorders as
a result of experiencing a war psychotraumatic situation
is the same for both temporarily displaced persons and
those who did not change their place of residence (table 9).

Table 9

An example of calculating the y* criterion using a 4-field table

Category 1 Category 2 Marginal Row Totals
Group 1 29 (26.67) [0.2] 3(5.33)[1.02] 32
Group 2 26 (28.33) [0.19] 8 (5.67) [0.96] 34
Marginal Column Totals 55 11 66 (Grand Total)

The chi-square statistic is 2.3779. The p-value
is 0.12306. Not significant at p <0.05. The chi-square
statistic with Yates correction is 1.468. The p-value is
.225659. Not significant at p<0.05.

DISCUSSION

War is an extreme situation that causes constant
psycho-emotional stress, leading to a violation of
psychosocial adaptation and a change in the physical and
mental state [5]. Moreover, the power of psycho-traumatic
influence is subjective, and reactions to psycho-trauma
have individual differences, are polymorphic and are
not limited to PTSD, manifested by mood disorders,
anxiety, sleep disorders and various psychosomatic
symptoms [9; 11; 17]. Psychosomatic consequences of
psychotrauma differ in various clinical manifestations,
from anxiety-depressive to somatic symptoms [10]. At
the same time, depressive disorders can be masked by
somatic symptoms, which constitutes a significant suicidal
risk [18], determining the importance of studying the
features of psychosomatic relationships in patients with
the consequences of war psychotrauma.

The results of our research confirmed that the
prolonged stressful extreme situation of a full-scale
war negatively affects both the psychological and
psychophysical health of the population of Ukraine. The
formation of negative mental states is manifested not
only by emotional-behavioral, but also by psychosomatic
phenomena, which are statistically more likely to occur
and are more pronounced in persons temporarily displaced
from the zone of active military actions.

The situation of war is accompanied by uncertainty,
conflict and unpredictability, causing long-lasting,
persistent negative mental states of oppression, anxiety,
fear, depression, anger and aggressiveness, which is
associated with the presence of a threat and a low
probability of satisfying the need for security during
military operations [9; 11; 17]. The results of our study
of the mental states of patients with psychological
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consequences of war trauma confirmed that they have
significantly increased levels of anxiety, frustration,
aggression and rigidity, and for most indicators there is
no significant difference between temporarily displaced
persons and those who did not change their place of
residence during the war. Long-term stress has a negative
effect on general well-being, leads to a decrease in activity
and mood, which contributes to the formation of a closed
vicious circle of pathological psychosomatic process.

According to the sources of scientific literature, the
level of situational (reactive) anxiety of a person depends
on the level of his personal anxiety, high indicators of
which increase the perception of the threat of the situation
and cause the appearance of such negative mental states
as tension, nervousness, restlessness [4; 20]. Anxious
experiences are also accompanied by disturbances
on the part of the autonomic nervous system, which
are manifested by unpleasant somatic symptoms and
psychophysiological phenomena [4; 20]. The results of
our research state an increase in the level of situational
anxiety to a high level, especially among temporarily
displaced persons. Between the level of reactive anxiety,
vegetative disorders, well-being, activity. There is also
a high close direct correlation between patients’ mood
and psychosomatic symptoms.

CONCLUSIONS

It has been confirmed that the prolonged stressful
extreme situation of a full-scale war negatively affects
both the psychological and psychophysical health of the
population of Ukraine. The formation of negative mental
states is manifested not only by emotional-behavioral, but
also by psychosomatic phenomena, which are statistically
more likely to occur and are more pronounced in persons
temporarily displaced from the zone of active hostilities.

It has been established that long-term stress due
to experiencing a war situation has a negative effect on
general well-being, leads to a decrease in activity and
mood, which contributes to the formation of a closed
vicious circle of a pathological psychosomatic process.
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It is shown that psychosomatic abnormalities such as
irritable bowel syndrome, psychogenic pain syndrome, and
disorders of the sexual sphere occur most often as a result
of war psychotrauma. Eating disorders, psychogenic
pylorospasm, psychogenic urination disorders,
psychogenic disorders of the sexual sphere, psychogenic
pain syndrome are statistically more common in patients
who were evacuated from the zone of active hostilities.

An increase in the level of situational anxiety to
a high level was revealed, especially among temporarily
displaced persons. There is a high close direct correlation
between the level of reactive anxiety, autonomic disorders,
well-being, activity, mood of patients and psychosomatic
symptoms.

It was found that there is no statistically significant
difference in the risk of developing psychosomatic
disorders as a result of war psychotrauma in temporarily
displaced persons and in those who did not change their
place of residence.

Further research is planned to be directed to the study
of the impact of war psychotrauma on the physical and
psychological health of certain vulnerable categories of the
population (children, the elderly, persons with disabilities).
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Pe3stome

NCUXOCOMATUYHI MPOSIBU BINCbKOBOI NCUXOTPABMMU
Hina B. Konspaenko'-2, Hagia O. Bauypina', Xpuctuna C. XXusaro?, Mukona M. Lonwa’, Onena J1. LWonwa'

1 — MixperioHanbHa Akagemisi ynpasiiHHsg nepcoHaiom, M. Kuis, YkpaiHa
2 — 3urmyHp, @peiig, YHiBepeuTeT Ykpaita, M. Kuis, YkpaiHa

Bcryn. BiiiHa — 1je HaAIIOTY’>KHa eKCTpeMaAbHa IIOAisl, IO CIPUYMHSE 3HVDKEHHs 3AaTHOCTI AO aAaIrTallii.
HeobxiaAHiCTb GiABIII 9iTKOTO pO3yMiHHS crienndiky BOGHHOI IICMXOTpaBMI Ta ii KAIHIYHIX HaCAIAKIB AAST BCix
CKAQAOBMX 3A0POB’SI AIOAVIHM BU3HAYAE AKIMYAIbHICIIb TeMI AQHOI'O AOCAIAKEHHSI.

MeTa po60TH — BUBINTY OCOOAMBOCTI IICMXOCOMATUYIHMX CIIIBBIAHOIIEHD Y 0Cib i3 HacAiAKaMu BOEHHOI IICH-
XOTPaBMI.

Marepiaau Ta MeToAN. ExcrieprMeHTaABHY AOCAIAXYBaHy IPyIly CKAAAM 32 IAIieHTM 3 UMcCAa TMMYacOBO
nepeMilieHnx ocib, KOHTPOABHY IpyIy — 34 HallieHTH, AKi He 3MiHIOBaAY MiCIIs IIPOXKMBAHHS IIPOTSITOM YCHOIO
repioay noBHoMacHITabHOI BiiiHM. AjarHOcTHKa O6yAa cIpsiMOBaHa Ha BUABAEHHS HEBPOTUYHIX, CTPECOBUX Ta
coMaTOOPMHIX PO3AAAIB, BIATTOBIAHO A0 pybpuxu (F40-F48) MKX-10. Or1iHKy cOMaTMYHOTO CTaHY IIPOBOAN-
AV Ha ITIIACTaBi aHaAi3y aHAMHECTYIHVIX AQHMX, KAIHIYHOTO OTASIAY XBOPOTO Ta ITOKa3HMKIB AaOOPaTOPHMX AO-
CAipXeHb. AAS OLIIHKM IICMXI9HMX CTaHIB MaIli€HTiB BUKOPMCTOBYBaAN IIcuXxoAiarHocTiaHI MeToankn (Kainid-
HIIA ONIMTYBAABHVK AAS BUSIBACHHSI Ta OLIiIHKY HEBPOTUIHIX CTaHiB; MeTOAMKA eKCIIpec-AiarHOCTUKI HEBPO3iB
K. Xexa Ta X. I'ecca; Onurysaarbauk CAH (CamomnoayTrss, AktusHicTb, HacTpiit); MeToaMKa AlarHOCTMKM PiBHS
TpuBoxHOCTi Teriropa; CaMooltiHKa Ieuxivamx craHis 3a AvizeHkoM; [1lkaaa orliHky peakTHBHOI Ta 0COOMCTIC-
Hol TpuBo>KHOCTI Y. Crribaerepa B Moandixariii FO. Xanina). CtaTicTinaHy 06p0obKy pe3yAbTaTiB AOCAIASKEHHS
IIpoBOAMAM B ITporpami Microsoft Excel Ta 3a AormoMororo oHAalH-KaAbKyAsiTOpa Social Science Statistics.
PesyabTaTu. B pesyabraTi aHaAi3y aHaMHECTMYHMX AQHUX, KAIHIYHOTO OOCTeXEHH: Ta aHaAi3y Aaboparop-
HIX AOCAIAXKEHD IICMXOCOMAaTWMYHI pO3AaAl BUSBAEHI y HaIli€HTiB 060X AOCAiAXyBaHMX IpyIL y 29 (90,63 %)
Talli€HTiB excIlepMMeHTaAbHOI Tpymm Ta y 26 (74,47 %) NallieHTiB KOHTPOABHOI TPYIIN.

BucrHoBku. ITiaATBepAXXeHO, IO TpMBaAa CTpecoBa eKCTpeMaAbHa CUTYyallisl IIOBHOMACIITaOHOI BiliHM CIIpu-
YIHSI€ BUHMKHEHHs] HeraTMBHUX IICUXiYHMX CTaHiB, sIKi CYyIIPOBOAXKYIOTHCS IICXOCOMATUYHMMY IIPOSIBAMM 13
¢opMyBaHHSIM 3aMKHEHOTO TIOPOYHOTO KOAA ITATOAOTIYHOTO IICMXOCOMATUYHOTO IIpoliecy. BcraHOBAEHO BY-
COKMIA TiICHUI IPSIMUI KOPEASIIiiHNIA 3B"130K MiX piBHEM peakTMBHOI TPUBOXHOCTI, BeTreTaTUBHUMU PO3Aa-
AAMJI, CAMOIIOYYTTSIM, aKTUBHICTIO, HACTPOEM MAIli€HTiB i IICMXOCOMATUIHOIO CMMIITOMATUKOIO. BrsBAeHO Bia-
CYTHICTbh CTATUCTUYHO 3HAYYIIOI Pi3HUIL Y PU3UKY PO3BUTKY IICMXOCOMATUIHMX PO3AAAIB BHACAIAOK BOGHHOL
IICUXOTPaBMM Y TMMYACOBO IIepeMillleHnX ocib Ta THX, XTO He 3MiHIOBaB Miclle IPOKMBaHHSI.

Katouosi cnoea: ncuxocoMaTu4Hi poO3AaAM, BOEHHA IICUXOTPaBMa, TUMYAcoBO IepeMileHi 0co6y, HeraTuBHI
IICUXiYHi CTaHN, BereTaTMBHI pO3AaAM, TPUBOXXHICTD
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