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ADJUSTMENT DISORDERS OF CHILDREN PATIENTS FROM INTERNALLY
DISPLACED FAMILIES

© O. Samoilova, V. Ponomariov

Y emammi naseoeni 0ani ujo0o eusuenns posnadie adanmayii y dimeii 3 cimell umyuieHux nepecenenyis. Memoro
0aH020 00CNiONHCeHH: OY10 8USHAYEHHS KITHIUHUX 0cobaugocmetl po3nadise aoanmayii y dimeli i3 cimell 8UMYULEHUX
nepecenenyis.

Mamepianu ma memoou. byno obcmedceno 66 dimeii i3 poouH sumyuieHux nepecenenyis 3 osnaxkamu PA eikom
7—18 poxis, cepeoniti gix cxnas 10,32+0,09 poxkis. Busuanucsa ocobucmichi ocobnugocmi 3a donomozoio Aoan-
MOBaAH020 MOOUPDIKO8AHO20 BapiaHny Ouma402o ocobucmicHozo onumysanreHuka P. b. Kemmenna (aoanmayis
E. M. Anexcanoposcokoi, 1. H. I'invsawesoi, 1993), nokasnuku mpueocu 3a donomoezoro Lllkanu cumyamugroi ma
ocobucmicnoi mpugodicrnocmi Y. JI. Cninbepea ma FO. JI. Xanina (2007), nokasnuxu azcpecii ma aymoaepecii 3a
odonomozoro Memoouxu diaeHocmuxu noxasnukie ma gopm aepecii JI. bacca ma A. [apkiy» (adanmayis O. Oc-
Huyvkozo, 2008).

Pesynomamu. Ompumani 0aHi c8iouamv nNpo CKAAOHICMb MA PISHOMAHIMHICMb KIIHIYHOI KapmuHu po3naodie
aoanmayii' y 3a3Hauenoi kame2opii nayienmis. Busnaueni nopyueHHs eMoyitiHo-601b060i, YiHHICHO-MOMUBAYili-
HOI ma Ko2HImueHoi cghep y 8u2iidi 8i00cobIeHOCH, XON00HOCMI, PUCIOHOCII MA BIOYYHCEHOCTI, HCOPCMOKOCMII.
Koncmamoeano nuszeKy akmugnicme y 6CIMAHOGNEHNI ma 30epedcenti KOHmakmise 3 omouylouumu. Buasneno eu-
COKi NOKA3HUKU MPUBOHCHOCTE, HACTIOKOM 4020 € NPUCYMHICHb MPUBOHCHUX CHIAHIE, HEBPOMUUHUX KOHGDIIKMIS,
eMOYTUHUX | HeBPOMUYHUX 3PUBIE, NCUXOCOMAMUYHUX PO31A0i8 I 3aX80proans. TaKodC 8UABIEHO CXUTbHICIb 00
aepecii ma aymoazpecii, CXuibHiCms 8UKOPUCMAHHA QI3UUHOI CUIU Mma azpecusHoCcmi 00 IHWUX 0Cib, 3anaibHiCMb
ma epybicmeu. Jlogedeno 3anexcHicms (popmysanHs 8UCOK020 pisHa azpecusHocmi 6i0 HasasHocmi y dimetl 3 PA i3
POOUH BUMYUEHUX NepeceleHYI8I3UUHOL, HenpAMOoi ma 8epbalbHOI azpecii, 8UCOKO20 PiBHA THOEKCY 80POHCOCTI
8i0 nposgie oopasu ma nidospinocmi, azpecusHoi MoOmugo8aHoi disnbHocmi 8i0 QizuyHoi ma eepbanvHoi azpecii
PO30pamy8aHHs.

Bucnoexu. Posziadu adanmayii y nayienmis oumsa4o2o 6iKy 3 cimell 8UMYUIEHUX NepeceleHlyié € aKmyaibHO0
npobaemMoIo cy4acHoi ncuxiampuiHoi Hayku. 3a ompuManumu pe3yibmamami 3p0oieHo GUCHOBOK NPO HeoOXIO-
HICb N00ATbLUL020 OiNbUL 2TUO0K020 8UBYeHHA PA 3 Memoro ymouHeHHs KIIHIYHUX 0codnusocmell 0iaeHOCMUYHUX
Kpumepiig i MiuieHel ncuxomepanesmuyHoi KopeKyii Uiy e3a3sHayeHux posnaoie

Knrouosi cnosa: posnaou adanmayii, KiiHiuHa Kapmuua, 8UMYULeHT nepecenenyi, oimu, ocobucmicms, mpusozada,
azpecis

1. Introduction became more common in psychiatry as well [3, 4]. This
For the past several decades adjustment disor- diagnostic criterion was first mentioned in DSM-III and
ders (AD) became more common in psychotherapeutic later was elaborated in the following classifications of

practice [1, 2]. In the past decade the notion of “AD” illnesses [6, 7]. In ICD-10 adjustment disorders were
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classified as stress-induced disorders [8, 9] and in DSM-
IV they have their own category with emotional stress as
the key pathogenic agent [10]. DSM-III-R defines AD as
a disadjustment response to psychosocial stress with the
onset of symptoms within 3 months of the stressor. The
disorder usually ceases to manifest itself soon after the
stress influence stops or after reaching a new (higher)
adjustment level.

The development of ADs can be contributed by the
individual’s experience in local combat areas (this situa-
tion is characteristic of a large cross section of people in
our country for the past few years); in this case the stress
serves as a trigger for emergence and development of a
number of mental disorders, primarily the AD [11].

2. Case presentation

At present a lot of researchers identify plenty of
personal factors that contribute to the development of
various psychological disorders as a response to stress:
personal traits (low stress resilience, nihilism, anxiety,
social alienation, etc); the development level of psy-
chological defense mechanisms and the presence of the
stress resistance strategy; the presence or lack of social
support; the individual’s assessment of the stress event its
negative assessment or exaggerated danger have a greater
effect on the body) [12].

The identified risk factors show that the develop-
ment of AD is largely influenced by genetic factors; the
individual’s ability to adjust to the environment; person’s
social skills; the capacity for problem solving and identi-
fying ways of coping with the crisis. The study with chil-
dren identified constituting factors capable of developing
AD in future: regular changes of the place of residence;
social background (the extremes, such as poverty or af-
fluence, make a difference); emergencies (catastrophes,
military hostilities), or traumatic events, etc. [13].

Numerous foreign researchers posit the immense
variety of clinical picture of different patients [15, 16],
further complicating the AD diagnosis [13]. The litera-
ture describes clinical forms with the dominating psycho
vegetative and asthenic disorders [17-20]; ADs that have
dominating anger, aggressive reactions, negativity, be-
havioral disorders, etc. in their clinical picture. However,
researchers also identify the presence of psycho patho-
logical symptoms and associated manifestations of the
vegetative dysfunction syndrome [21, 22].

It is noted that different patients have different and
varying extents of adjustment disorder manifestations and
levels. The usual symptoms include the anxiety and/or
depressive syndromes with motivational disorders [23, 24].

3. Aim of research

The aim of the present research was to identify
clinical peculiarities of adjustment disorders in children
from IDP families.

4. Materials and methods

The survey examined 66 children with AD signs
from IDP families aged 7-18, the average age was
10.32+0.09 years old. The study was conducted at the

ward of Lysychansk Mental Clinic, in Lysychansk in
2014-2016. Out of the total number of children with AD
from IDP families there were 32 children diagnosed with
prolonged depressive reaction induced by AD (F43.21)
and 34 children diagnosed with mixed anxiety and
depressive reaction (F43.22). The characteristics of the
examined patients are presented in Table 1.

Table 1
Characteristics of children from IDP families that have
AD manifestations (abs., X+m )

IDP children with AD
No Groups of children
Abs X+m,
1 boys 31 10.3940.13
2 girls 35 10.25+1.60
3 children aged 7-10 y. o. 25 10.55+0.16
4 children aged 11-14 y. o. 24 10.12+0.13
5 children aged 15-18 y. o. 17 10.26+0.17
6 rural children 34 10.224+0.12
7 urban children 32 10.42+0.13
8 Total 66 10.32+0.09

We have wused clinical psychopathological,
patho-psychological methods as well as statistical meth-
ods of processing the obtained data. The patho-psycholog-
ical methods consisted of using R. B. Cattell’s“Children’s
Personality Questionnaire (CPQ)” (adjusted by E. M. Alek-
sandrovska, I. N. Giloasheva, 1993), “Spilberg-Khanin
Situational and Personal Anxiety Scale” (2007), “Buss-
Durkee Hostility Inventory (BDHI)” (adjusted by O. Os-
nytskyi, 2008). The child’s personal file was aug-
mented by information from medical and pedagogical
documents, interviews with the parents, teachers and
caregivers. In the survey each child or his/her parents
signed an agreement to participate in the clinical survey.
Each surveyed child, as well as his/her parents, was
informed in advance about the aims and methods of
the survey.

Statistical processing was carried out using the
Student’s test and the Fisher’s ratio test.

5. Results

The examined children demonstrated the signs
of visible anxiety and depressive syndromes with the
manifestation of motivational disorders and vegetative
dysfunction. Their most frequent complaints included:

a) signs of the anxiety syndrome: anxious mood;
the feeling of being unable to cope with life situations;
reduced level of daily functional activity; fears and con-
cerns; the feeling of threat and increased tension; irrita-
bility; weenieness; “bad feelings”; the fear of anticipated
unpleasant events, etc;

b) manifestations of the depressive syndrome:
depressed mood; low spirits (even melancholy); fewer
regular interests, desires and views; pessimistic thoughts;
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blames against oneself and the others for being unable to
influence the events; considerable mental and physical
exhaustion, low concentration and attention level, dete-
rioration of memory, loss of any interests; having a hard
time starting anything and “pulling oneself together”; the
need to use willpower to do mundane daily tasks; diffi-
culty with making decisions and seeing them through;
sometimes — irritability, hypochondria, phobias;

c) motivational manifestations: considerable fa-
tigue and weakness, disrupted diet routines (absence of
appetite or the opposite), sleeping disorders (hard time
falling asleep, light sleep, waking up frequently, night-
mares, etc); decline in academic progress and profession-
al activity, etc.;

d) symptoms of vegetative dysfunction syndrome:
constant fever, shivering, tachycardia, nausea, abdominal
pain, undetermined internal pain, diarrhea or constipa-
tion, neuro-endocrine disorders, etc.

Based on the “Adjusted modified variant of
R. B. Cattell’s Children’s Personality Questionnaire (CPQ)”
(adjusted by E. M. Aleksandrovska, I. N. Giliasheva,
1993), we have identified emotional and volitional, val-
ue and motivational as well as cognitive disorders of
examined IDP children with AD: detachment, coldness,
rigidity and alienation, cruelty (Factor A — 3.93); irrita-
bility, emotionality and mental fatigue (Factor C — 3.32);
sense of personal guilt and inadequacy (Factor H — 3.70);
manifestations of depression, worry and negative premo-
nitions (factor O — 6.54). The children demonstrate lack
of interest in establishing and maintaining contacts with
people around them (Factor A — 3.93 and H — 3.70), man-
ifestations of anxiety and helplessness (Factor C — 3.32
and [ — 4.33), expecting something bad to happen (Factor
H - 3.70, and F — 4.41), anxiety and concern (Factor O —
6.58; Q,~ 6.41), acting chaotically and in disorganized
manner (Factor Q, —4.64 and G — 4.41).

At the same time boys with AD from IDP families
acted reserved, cold, detached (Factor A — 3.79 with
boys and 3.87 with girls); more realistic and indepen-
dent (Factor I — 4.24 — with boys and 4.42 with girls);
lower social sensibility and accuracy (4.47 and 4.71 of
the Q, Factor for boys and girls respectively) and they
found it easier to adjust (Factor Q,~ 6.33 and 6.53 for
boys and girls respectively). Unlike boys, the girls were
more emotionally unstable and excitable, neurotically
exhausted (Factor C — 3.19 with girls and 3.45 with boys);
inert and impatient (Factor D — 6.77 — boys, 6.19 — girls);
demonstrated higher obsession levels in their behavior as
well as dependence on others (Factor E — 5.93 — males;
5.48 — females); showed more caution (Factor F — 4.45 —
boys and 4.32 — girls), they were more shy and reserved
(Factor H — 3.73 — boys and 3.62 — girls); as well as more
prone to depression, gloomy mood and bad premonitions
(Factor O — 6.42 and 6.72 for boys and girls respectively.

Based on “Spilberg-Khanin Situational and Per-
sonal Anxiety Scale” (2007) we identified in a large
group of the examined IDP children with AD a moderate
level of reactive anxiety (33.34+2.7 %) predominantly with
males (18.2+2.2 %) and children of 11-14 y. 0. (12.1+
+1.9 %) and a high level of personal anxiety (87.9+1.9 %)
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predominantly with girls (45.5+£2.9 %) and persons of 710
and 11-14 y.o. (33.3+2.7 % and 31.8+2.7 %), that results in
anxious states, neurotic conflicts, emotional and neurotic
breakdowns, psychosomatic disorders and illnesses.

Based on “Buss-Durkee Hostility Inventory
(BDHI)” (adjusted by O. Osnytskyi, 2008) the survey
also identified high levels of aggression and hostility in
children from IDP families: more prone to use physical
force and aggression towards other individuals (physical
aggression 87.71+0.56; indirect aggression 88.09+0.46;
overall aggression level 24.12+0.53; overall aggressive
motivation level — 24.89+0.11), quick temper and rude-
ness (irritability index 69.35+0.46), oppositional stance
and negativity towards the surroundings (verbal ag-
gression index 75.39+0.36; negativity index 82.18+0.74),
mistrust and cautiousness (suspicion index 75.86+0.46;
hostility index 13.7+0.09), constant pangs of conscious-
ness (feeling of guilt index 93.29+0.50). The study
demonstrated the correlation between the development
of the high aggression level in children with AD from
IDP families and their physical, indirect and verbal ag-
gression (the correlation coefficient are 0.5820; 0.5616;
0.4782; p<0.05 respectively); high hostility index associ-
ated with the manifestations of resentment and suspicion
(correlation coefficient 0.7091 and 0.6352; p<0.05); ag-
gressive motivated activity associated with physical and
verbal aggression (the respective correlation coefficients
are 0.5654 and 0.4821; p<0.05) and irritability (correla-
tion coefficient 0.6049; p<0.05).

6. Discussion of the results of the study

In our opinion, the situation that has developed in
the east of our country has entailed a catastrophic growth
of psychogenic disorders, including adaptation disorders.
Forced migrants, refugees — this category of our coun-
try’s citizens is growing every year. As a rule, people
flee from the zone of armed conflict with whole families,
including children. Changing the habitual way of life, the
threat of life, the violation of family relationships — all
this leads to a violation of the psycho-emotional sphere,
personal reaction to the formation of personal disorders,
which as a result may lead to an increase in aggression
and autoaggression. The data obtained in our study con-
firm the violation of these indicators. As the armed con-
flict continues its development, the number of families
displaced from this zone also sells to grow. The results
of our study may be of interest to researchers who are
engaged in similar problems. Children are in dire need
of psycho-correction, in particular - in psychotherapeu-
tic correction. Understanding the features of the clinical
picture of adaptive disorders will help specialists compe-
tently build an algorithm of psychotherapeutic influence,
namely, to determine the targets of psychotherapy.

In general, the data obtained by us agree with the
data obtained by other researchers. Thus, Yu. A. Alek-
sandrovsky [1], O. S. Antipova [2] and A. V. Starik [4] in
their studies of violations of mental adaptation also noted
the presence of anxiety and aggression in persons with
adaptation disorders, but they did not describe these con-
ditions in children from families of internally displaced
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persons. Markova M. V. with co-authors [6] paid great at-
tention to family work, and in our opinion further empha-
sis should be placed on the psychotherapeutic correction
of children’s adaptation disorders. L. O. Gerasimenko

[12] and V. S. Miakotnykh [11] and his colleagues also,
like us, noted personality traits in stress-induced disor-
ders. N. A. Shifner, A. E. Bobrov, M. A. Kulygina [14],
Z. 1. Kekelidze [15], L. Grassi [17] noted various variants

of anxiety and aggression arising from stress. Ukrainian
researchers (B. V. Mikhailov [18], M. V. Markova [6],
M. S. Korolchuk [22], D. A. Zhupanova [24]) devote

sufficient time to studying the problem of mental disor-
ders in stress conditions. The data obtained by us do not
contradict the data obtained earlier by other researchers.

7. Conclusions

1. Based on the “Adjusted modified variant of
R. B. Cattell’s Children’s Personality Questionnaire (CPQ)”
(adjusted by E. M. Aleksandrovska, I. N. Giliasheva, 1993),
the research identified disorders in the emotional and voli-
tional, value and motivational, as well as cognitive spheres
of the examined children with AD from IDP the families:
isolation, coldness, rigidity and alienation, cruelty, irrita-
bility, emotional excitement and mental fatigue, manifesta-
tions of depression, anxiety and negative feelings.

2. The survey identified using “Spilberg-Khanin
Situational and Personal Anxiety Scale” that a signifi-
cant share of the examined children with AD from IDP
families demonstrate moderate reactive anxiety and a
high level of personal anxiety, resultingin anxious states,
neurotic conflicts, emotional and neurotic breakdowns,
psychotic disorders and ailments.

3. The survey identified high levels aggression
and hostility, based on “Buss-Durkee Hostility Inventory
(BDHI)”, namely: the tendency to use physical force and
being aggressive to others, lack of flexibility and rude-
ness, oppositional behavior and negativism in treating
the environment, distrust and caution, persistent pangs
of consciousness.

4. Therefore, the research findings prove the com-
plexity and diversity of clinical manifestations of IDP
children’s adjustment disorders. Due to the military sit-
uation we have found ourselves in over the last couple of
years, many of our countrymen with their entire families
were forced to change their place of residence within the
country, hence the issue of adjustment disorders in this
particular group of people necessitates further detailed
studies to document and specify clinical characteristics
of diagnostic criteria and targets of psychotherapeutic
correction of the aforementioned disorders.
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MPOTHOCTHUYHA OIIITHKA PIBHS KPIOYYTJIMBOCTI TEMOIIOETUYHOI TKAHUHUA
IIYIIOBUHHOI KPOBI 3A MAPKEPAMU AKTUBHOCTI TIPOOKCHUJIAHTHUX
IMPOLECIB

©T. O. Kanunn4eHko

Mema. JJocrioumu 38 30K pieHsa Kpiouymausocmi mpancniaumama cemonoemuunoi mxanunu (I'T) nynosunnoi
kposi (IIK) noounu 3a nokaznuxamu 6mpamu epanyioyumapHo-makpopazaibHux KiimuH-nonepeonuKie cemonoe-
3y (I’M-KIIT') 3 pieHem akmugHoCmi npoOKCUOAHMHUX RPOYECi8 V YiNbHIll KPOBI 00 NOYAmKY ii KPiOKOHCep8y8aAHH.
Memoou oocnioxycennsn. Kpioxoncepsysanns sudinenoi ¢ppaxyii soposemicnux krimun ITK 30iticniosanu memooom
NOBIILHO20 3AMOPOHCYBAHHA NIO 3AXUCIIOM KPIONPOMEKmopa OUMemuicyib@okcudy y KiHyesiti Konyenmpayii
5 %. Bmpamy I'M-KIII" usnauanu 3a pisHuyero 3a2aibH020 6Micny KOJIOHI ma KAacmepis 00 KpioKoHcep8y6anHs
ma niciia 6i0Maro6anHs 3paska 6 KOPOMKOCMPOKOGIL Kyibmypi MKaHUHU. AKMUHICMb RPOOKCUOAHMHUX NPOYECi8
y IIK docnidocysanu 3a 6ioximiuHumu mapkepamu npodykmie nepoxcuoayii ainidie (I10J1), wo susnauanu cnex-
mpoghomomempuuHUM Memooom 3a KOHYyeHmpayiero cybcmpamis (i301608aHUX nOO08iUHUX 36 A3Kie — I113), npo-
MidcHUX (OieHosux, mpucHosux, oxcooienosux xkow roeamie — J[K, TK, OUK, 8ionosiono) ma Kinyeux npooykmie
muny ocnos Llupga (I110) ons HetimpanvHux ninioie ma gocgoniniois. Ananiz oanux 30iUCHeHULl 34 MOOeNAMU
AHANIMUYHO20 SPYNYBANHSA, PE2PeCilino20 AHANi3y, 83AEMHOI CRPANCEHOCHIL.

Pesynomamu. I[Ipooemoncmposano, wo pisenv kpiouymausocmi I'T IIK 3a empamoro I M-KIII" mae npami kope-
JAYIUHI 36 ’a3KuU 3 nokaswukamu akmusrocmi I1OJI (8i0 cepednboeo 00 8UCOK020 pigHA 3HaAUyujocmi). 3a ymosu
sucoxux pienie nokasuukie I10JI ¢ IIK 00 nouamxy KpiOKOHCep8Y8aHHA iCIMOMHO NiO8UWLYEMBCA 8IOHOCHULL PU-
suk (BP) empamu I'M-KIII 3oxkpema, y pazi nepokcudayii ¢hochoninioie BP cxnaoae: ona 1113 — 5,29; 95 % JI:
2,69-10,38; p<0,001; AK — 5, 73; 95 % MAI: 2,88—-11,40; p<0,001; TK i O4K — 2,81; 95 % JI: 1,72—4,60;
p<0,001, HIO -1, 92; 95 % JI: 1,16-3,18; p<0,01, ionogioHo.

Bucnoexu. Oyinka pisna akmugnocmi npooxcudanmuux npoyecie y 11K 3 euxopucmaHnusam 6ioxXimiuHux mapkepie
iwe 00 nouamky npoyeoypu 3aMOPOACYBANHA MAC YIHHICMb Y 36 A3KY 3 MOJICIUGICINIO CMEOPEHHSA PANHLO20 NPO-
eno3y kpiouymausocmi I'T, wo mooice Oymu KopucHum 015 6UOOPY makmuku KpioKOHCEp8YEaHHs.

Knrouoei cnosa: cemonoemuuna mkaHuHa nyno8UHHOI Kpo8i, Kpiouymausicmo, nepekucHe OKUCIeHHs 1iniois, epa-
HYTLOYUMAPHO-MAKPOPa2anbHi KIIMUHU-nonepeonuKy 2eMonoesy, Hu3bKomemMnepamypHi 6anKu nynosunnoi Kposi
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