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Due to the ever-increasing conditions of vital
activity, the growth of emotional and informational
loads, the increasing demands on the psychological
adaptation potential of the individual under condi-
tions of personal-environmental interaction, the need
to prevent stressful influences and their consequences
for the individual, and to maintain the level of mental
and physical health necessary for successful activity
the problem of maladaptation is acute.

Peculiarity of personality maladaptation is a nega-
tive connotation of its manifestations, which is ex-
pressed to a greater or lesser extent and is a conse-
quence of deformation of functioning of psychophy-
siological, psychological mechanisms that determine
a person’s state and behavior, its development.

Maladaptation as one pole of the dichotomy «ada-
ptation-maladaptation» is one of the most important
characteristics, properties and states of the human body,
the subject of personality, which determine the nature
of life of the whole personality. The use of the term
maladaptation is to some extent ambivalent, which
is manifested primarily in the assessment of the role
and place of maladaptation states in relation to the
categories «norm» and «pathology» [1].

In this regard, the problem of determining the
basic characteristics and diagnostic markers of the
«psychological vulnerability» of an individual, which
is pathogenic soil for the development of maladapta-
tion, including neurotic, stress-related somatoform
disorders, exacerbation of procedural mental patho-
logy and personality disorders, is relevant.

A complex multi-level system of organization of
human life provides ample opportunities to adapt to
changing conditions. The ability to adapt is an integral
characteristic of a person, reflects the flexibility and
relative stability of his biopsychosocial system. How-
ever, stress, especially long-term, can lead to a grad-
ual depletion of adaptation mechanisms and personal
resources and, as a result, to a violation of mental
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adaptation, to disruption of functional systems of vital
activity and the development of disorders of varying
severity in the mental and somatic sphere [2, 3, 4, 5].

In modern scientific literature on various aspects
and problems of adaptation, the following definitions
are highlighted: mental adaptation, psychological ada-
ptation, social adaptation, social and psychological
adaptation. In this series, mental adaptation plays an
important role, largely influencing adaptation pro-
cesses that take place at various levels. The process
of adaptation of human mental activity to the condi-
tions and requirements of the environment is usually
called mental adaptation. The organization of the
process of mental adaptation, the implementation
of interrelations of its main aspects, the regulation
of psycho-physiological relationships is implemented by
a complex, multi-level functional system, at different
levels of which regulation is carried out primarily by
psychological (socio-psychological and psychological
itself) or physiological mechanisms [4, 5].

The study of mental maladjustment is closely re-
lated to the problem of stress. N. Selye, in the frame-
work of his proposed concept of stress, distinguished
two levels of an adaptation system. In accordance
with his ideas, in a stressful situation, the «superfi-
cial» level, which draws its resources from the second,
«deep» level, which is «associated» with the adapta-
tion restructuring of the homeostatic systems of the
whole organism, reacts first. Moreover, if in condi-
tions of an extreme situation there is a lack of reserves
of the «superficial» and delayed mobilization of the
«deep» level, then the development of a pathological
process is possible, the symptoms of which are non-
specific disorders characteristic of both somatic and
mental diseases. Regardless of the type of stress, but
in accordance with the phase of adaptation (anxiety,
resistance, exhaustion), the formation of an «new
functional systematicity of the organism» that meets
the requirements of the environment occurs. The
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stressor, regardless of the nature of its origin (biologi-
cal or social), causes similar non-specific reactions,
the specific consequences of which are determined
by the individual characteristics of the person. If the
load is excessive or social conditions do not allow for
an adequate physical response, these processes can
lead to physiological and even structural disorders [6].

Studies have shown that mostly not physiological,
but the mental level of adaptation is the most sensitive
indicator of stress [3]. For a person, stress, as a rule,
is an individually perceived phenomenon, the cause
of which lies in psychological processes. The state of
the organism, resulting from the perception of the
situation as unacceptable, negative, rejected while at
the same time it is impossible to avoid it, qualifies
as emotionally stressful. Physiological manifestations
under different types of stress are of the same type,
while the set of psychological (emotional, behavio-
ral) manifestations under psychological stress is much
more diverse [7, 8].

The list of factors that cause stress in a person
is diverse, it includes not only physical factors of
the external environment, but also information over-
load due to the continuous increase in the amount
of information (the need for accelerated informa-
tion processing), lack of time, a radical change in
social stereotypes and priorities in society caused by
country social and economic crises. The psychologi-
cal and psychosocial factors themselves play a huge
role (impossibility of satisfying actual needs, lack of
control over events, perceived threat, isolation, group
pressure, etc.). Additional sources of stress include
impaired physiological functions of the body (as a re-
sult of illness, extreme physical exertion and harm-
ful effects of the environment, etc.). Typical stressful
events that can lead to disruption of mental adaptation
processes include changing lifestyles, increased physi-
cal and emotional stress, breaking significant personal
relationships, separation from loved ones, changing
social status, some types of nosogenic reactions in
somatic patients [7, 8, 9].

Stress is a state of tension that occurs when the
adaptive capacity does not match the magnitude of
the load acting on a person, causing activation and
restructuring of the adaptive resources of the psyche
and the body. The degree of stress exposure is largely
determined by the nature of the individual experience
of the subject, which can both complicate and facilitate
an adequate restructuring of behavioral stereotypes;
the significance for the individual of those aspects of
his relationship with the environment that were vio-
lated as a result of the changes that have occurred;
the stability of the psycho-physiological relationships
and the functional capabilities of the organism.

In the modern sense, the psychological response
to a particular stress reagent or stressors that lead to

the emergence of clinically meaningful emotional
or behavioral manifestations is maladaptation [11].
A maladaptive response to psychosocial stress or stress
can be perceived by the subject as a personal misfor-
tune. The adaptation disorder usually ceases shortly
after the stress has ceased, or, if stress remains, a new
level of adaptation is reached [12].

For clinicians, an important role in the diagnosis
of the effects of stressful situations is played by the
manifestations of mental maladjustment. The trigger of
mental maladaptation, the basis of which is the stress
response of the body, is regulation by the principle of
feedback. Stress response, covering the entire human
body, affects the work of the brain, as well as emo-
tions and behavior.

From the pathogenetic point of view, the stress
influence causes in the body a physiological process
in the form of corticotropin-releasing factor from the
hypothalamus, which stimulates the anterior pituitary
to the increased synthesis of adrenocorticotropic hor-
mone (ACTH), which stimulates the stimulation of
the corticosteroids. At the same time, due to the ac-
tivation of the sympathetic nervous system, adrenaline
is released from the adrenal medulla into the blood.
It is an active stimulator of ACTH secretion by the
pituitary gland, which enhances the action of other
mechanisms, thereby activating the function of the
pituitary gland during stress. Normally, the above pro-
cesses will soon cease via feedback mechanisms; how-
ever, chronic stress effects (even minor ones) against
the patient’s personality traits, chronic fatigue, previ-
ous psychosocial trauma, and other causes will cause
prolonged ACTH stimulation and a «breakdown» of
the reverse mechanism of inhibition of glucocorticoid
secretion. Because of this, a pronounced picture of
autonomic dysfunction and mental disorders with the
depletion of the adrenal cortex develops [13].

Within the response to the stressful event, several
forms of mental maladaptation have been identified
with appropriate clinical variants of borderline men-
tal states — from adaptive reactions to severe post-
traumatic disorders.

This diagnostic category was first introduced in the
third edition of the Manual of Diagnosis and Statistics
of Mental Disorders (DSM-III) but is most elaborat-
ed in further classifications of diseases. In DSM-1V,
they are separated into a separate heading, but are
described as psychiatric disorders in the pathogenesis
of which emotional stress plays an important role.
There is certain «confusion» in terms and terms: the
term «stress» means a stressful event, not a universal
physiological reaction — a general adaptation syn-
drome. In DSM-V, adaptive disorders are described
as mental, in the pathogenesis of which emotional
stress plays an important role: acute stress disorder
(308.3); post-traumatic stress disorder (309.81). The
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main difference between acute and post-traumatic stress
disorder in the DSM-V is the length of time that has
elapsed since the traumatic event. Acute stress disor-
der is diagnosed between two days and a month after
a traumatic incident, and post-traumatic — not earlier
than a month, it occurs after an acute stress disorder
or latency period, which can last from a few weeks
to 6 months, occasionally up to several vears [14].

In the international classification of disease 10!
revision of the International Statistical Classifica-
tion of Diseases and Related Health Problems (ICD
10), adaptation disorders are distinguished as a sepa-
rate item (F43.2), sometimes defined as neurotic or
adaptive reactions, which are manifested as a state
of subjective distress and emotional anxiety, interfere
with social functioning and productive activity and
arise during the period of adaptation to a significant
change in life or a stressful life event. The development
of symptoms occurs within one month after exposure
to a psycho-social stressor, which is not unusual or
associated with a disaster. Symptoms do not continue
for more than six months after the cessation of stress
or its effects, with the exception of F43.21 (prolonged
depressive reaction). Symptoms may be variable in
form and severity [15].

For the emergence and development of an adap-
tation disorder, it is necessary to have an emotional
and stressful impact, and the stressful situation should
not be extraordinary for a given personality, threaten
life, physical and mental well-being. Attempts were
made to identify typical stressful events that may lead
to disruption of mental adaptation processes. These
include a change in lifestyle, increased physical and
emotional stress, a break in significant personal re-
lationships, separation from loved ones, a change in
social status, and some types of nosogenic reactions
in somatic patients [12, 16].

The diagnostic criterion under discussion is ra-
ther arbitrary, since similar life events have completely
different meanings for different people. That is why
the second diagnostic criterion of this heading is no
less significant — the individual predisposition to the
influencing psychogenic with the evidence of the re-
lationship between the action of the stressor and im-
paired mental adaptation to it [12, 16].

The existing diagnostic classifications practically
do not discuss the role of the individual in the occur-
rence and characteristics of the course of adaptation
disorders. It does not take into account the experience
of overcoming similar situations in history, as well as
the sensitizing role of repeated stressful and psycho-
traumatic influences. In addition, the influence of
additional exogenous or somatic hazards, astheniz-
ing factors, organically or somatically altered «soil»
is overlooked. The focus of the diagnostic criteria of
this rubric is focused on the isolated clinical aspects

of adaptation disorders. It indicates the presence of
emotional and behavioral disorders, as well as a ten-
dency to commit to a stressful situation and to its
dramatization. An important criterion for the diag-
nosis is the subjective experience of the individual
inability to cope with the situation, change it, accept
or adapt to it. At the same time, the disturbance of
social functioning is expressed in a rough way and, as
a rule, manifests itself in a certain decrease in pro-
ductivity in everyday affairs.

The structure of the clinical picture in different
patients may differ significantly, with which the com-
plexity of diagnosis is associated [17, 18]. In terms of
their psychopathological manifestations, adaptation
disorders are very variable and, in terms of the diffi-
culty of identifying them, are the diagnostic icebergs
[19]. Separate attempts to systematize them with the
construction of clinical classifications and the alloca-
tion of various options relate to certain social groups:
students, military personnel, migrants, single elderly
persons [20—23]. Typical options are characterized by
the prevalence in the clinical picture of anxious or
depressive symptoms or their combination [17, 24].
Clinical forms with a predominance of psycho-vege-
tative and asthenic disorders, in which hypothymia
fades into the background [17, 20], are described.
In addition, angry, aggressive reactions, behavioral
disturbances may dominate in the clinical picture [17,
18, 25]. Insufficiently studied clinical and dynamic
aspects of adaptation disorders. According to the ex-
isting diagnostic criteria, the duration of adaptation
disorders may vary from several months to 2 years.
In this case, the criterion of the maximum duration
of these states (2 years) is quite conditional. In phe-
nomenological terms, this nosographic category re-
mains polymorphic and indefinite. Its boundaries are
blurred and cover a whole range of conditions from
short-term stress reactions to prolonged psychogenic
disorders. In this regard, of particular interest are the
works of N. A. Shifner et al. [18], which describe
several types of adaptation disorders. The favorable
course is characterized by spontaneous or therapeutic
regress of psychopathological symptoms and further
recovery. With a prolonged type of flow, two options
are distinguished: 1) by the type of prolonged mal-
adaptation reactions (from 6 months to 2 years);
2) the type of repetitive cliché reactions that occur
after a period of relative normalization of the state.
With an unfavorable type of flow, there is a deepening
of mental symptoms with the development of other
mental disorders: dysthymia, depressive episodes of
endogenous or endoreactive structure, nosophobic
disorders with the formation of a hypochondriac
personality. In general, the term «flow» is not always
applicable to this heterogeneous and polymorphic no-
sographic category. In some cases, this is not about
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the transformation of adaptation disorders into deeper
mental disorders, but about an erroneous initial di-
agnosis. For example, subdepressive episodes, in the
development of which psychogenic play a trigger or
patoplastic role, may be mistakenly diagnosed at the
initial stages as a psychogenic depressive reaction and,
thus, fall into the category of «adjustment disorder»
[25]. At the same time, in the early stages it is not
always possible to conduct an adequate differential
diagnosis. The diagnosis of a depressive episode be-
comes clear only after a long dynamic observation
of the patient, when the clinical picture begins to
increase the severity of the affective symptoms them-
selves with endogenomic features. There are other
options for adverse outcomes of adaptation disorders,
such as high suicidal risk, the development of para-
suicidal and self-destructive forms of behavior [26,
27]. An equally important problem is the formation
of secondary chemical and non-chemical addictions
with protracted variants of adaptation disorders [28].
One of the forms of adaptation disorders, nosogenic
(including iatrogenic) reactions that develop in pa-
tients with various somatic diseases, have a number
of negative medical and social consequences.

The incidence of adaptation disorders in the pri-
mary and general medical network exceeds the general
population values and reaches 48—52 % [20]. Disorders
of adaptation, comorbid somatic disease, significantly
complicate its clinical picture, complicate diagnosis and
contribute to the formation of refractory and intolerant
to standard therapy forms. This leads to deterioration
in the prognosis, an increase in the frequency of re-
lapses, and a chronification of the somatic disease. The
level of social, family and professional maladjustment
of this category of patients is quite high. In general,
the likelihood of an unfavorable prediction of an ad-
aptation disorder depends on many factors influencing
the ability of an individual to adapt to a change in life
or a traumatic event [7, 8, 17, 18]. The peculiarities
of the psycho-traumatic situation (protracted nature,
individual significance), the experience of overcoming
similar situations in the past, the psychological char-
acteristics of the patient (character characteristics,
skills of problem-solving behavior, self-control, etc.),
the nature of the micro-social environment (presence
or absence of social support), the presence astheniz-
ing effects (additional load, intoxication, comorbid
somatic disease, etc.). An important role is played
by timely adequate diagnosis and well-built tactics of
complex therapy.

Given the possibility of an adverse course of these
disorders, their timely and adequate therapy is a pre-
ventive measure for the development of more severe
mental pathology. The treatment of such patients
should be phased, complex and differentiated depend-
ing on the prevailing clinical manifestations. The basic,

pathogenetically oriented component is psychotherapy,
since psychogenias play a leading role in the develop-
ment of these disorders [17]. First of all, psychothera-
peutic work is aimed at cathartic reaction of negative
emotions and increasing the degree of awareness of
intrapersonal conflicts that prevent adaptation to the
current situation. A necessary stage of the work is
to change the patient’s attitude towards the stressful
(stressful) situation and accept it as part of life expe-
rience. It is important to reassess one’s own role in
a stressful situation, to assume a certain share of re-
sponsibility with the formation of an active position
in overcoming the prevailing circumstances. In many
cases, there is a reconstruction of the entire system of
personal relations with a change in the hierarchy of
its value-semantic orientations. In the course of psy-
chotherapeutic work, the possibility of expanding the
skills of the patient’s problem-resolving behavior with
their further realization in life appears, his ability to
assimilate and regulate negative emotions increases,
new strategies of behavior in a stressful situation are
developed, and stress tolerance increases.

Conclusions. Selection of pharmacotherapy is al-
ways individual and complements the psychothera-
peutic work.

Thus, we can draw the following conclusions.
the frequency of occurrence of adaptation disorders
exceeds the general population values and reaches
48—52 %; adaptation disorders have a fairly wide clini-
cal diversity, which depends on the duration of the
psycho-traumatic factor; in order to establish the di-
agnosis of adaptation disorders, a list of basic criteria
has been accumulated in world practice: the develop-
ment of a disorder during the period of adaptation to
a significant change in social status or in a stressful
life situation; individual vulnerability; the presence of
depressive mood, anxiety, anxiety, a feeling of inability
to cope with the situation or cope with it, a decrease
in social activity in everyday affairs, a tendency to-
wards dramatic behavior, the presence of outbreaks of
aggression and negativism; proven relationship between
stress and development of the disorder (no more than
3 months); the treatment of such patients should be
phased, complex and differentiated depending on the
prevailing clinical manifestations. The basic, pathoge-
netically oriented component is psychotherapy.
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CYYACHI KOHIIENIIII I TIOTJISIAN HA ITIPOBJIEMY JTE3AIATITALIIT
M. B. MAPKOBA, M. B. CABIHA

Po3rngHyTO OCHOBHI Cy4dcHi KOHUenuii Ta nornagu Ha npo6nemy gesapanTauii 1K ncuxonoriuHoro
deHomeHa. Onucano ocHoBHI $aKTOpM, LWO BNANBAIOTL HA PO3BUTOK Uil FPyny po3napis; HABeAeHo
BU3HAYEHH Td AidrHocTMYHI KpuTepil BiaAnoBigHO A0 OcHOBHUX MiXXHapopaHux knacudikauili xBopo6.
OnucaHo 6a3oBi cumnTomonoriuHi NposBu po3nagiB aganTadii, d TAKOX OCHOBHI nigxoau po ix Tepanii.

Knioyosi cnosa: gesapgantauis, ncuxonoriyHa gesafantusHIcTb, cTpec, posnagy agantauii.
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COBPEMEHHLIE KOHIEINITNUN 1 B3ITAAbLI HA ITPOBJIEMY JE3SAJAIITAIINN
M. B. MAPKOBA, M. B. CABIHA

PGCCMOTpeHbI OCHOBHbIEe COBpeMeHHbIe KOHUenuuu 1 B3rnaabl HA npoGnemy Ae3aaanTailMMm KAk ncu-
Xonoruyeckoro q)euomeua. OnUcaHbl OCHOBHbI® ¢0KTOPBI, BNUFIOLLNEe HAO pA3BUTHE AOHHOW rpynnbl
pdCCTPOﬁCTB; npuBepeHbl onpepesieHUa U AUArHOCTUYeCKHUe KpUTepUuMn B COOTBETCTBMU C OCHOBHbBIMU
MeXAYHAPOAHbIMHA K.I'I(ICCVI¢VIKOI.|VISIMVI 6oneszHeil. ONUcaHbl 6Aa30BbIe CMMNTOMONIOTMYECKHE npo-
aBneHUua pdCCTPOﬁCTB apanTaumm, d TaK)Ke oCHOBHbIe NoaXoabl K UX Tepanuu.

Kmouyessie cnosa: Aesagantauna, ncuxonorndyeckdsa ges3sganTuBHoOCTb, CTpece, pClCCTpOﬁCTBCl agantaumm.

Accepted in 18.06.2019


http://www.mps.kh.ua

