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Structure of Cognitive Impairments in Depressive
Disorders and Principles of their Therapy

CTpYKTYpa KOTHUTUBHbIX HApYyLLEHW NpY AeNPEeCCUBHDBIX
PACCTPOWNCTBAX M MPUHLMMbLI UX Tepanum

Abstract

In the study, 362 patients with cognitive impairments in depressive disorders were examined:
123 patients with recurrent depressive disorder (RDD), 141 patients with bipolar affective disorder
(BAD), and 98 people with prolonged depressive reaction (PDR). It was found that cognitive
dysfunctions were less pronounced in patients with PDR if compared to patients with RDD and
BAD (p<0,035). Cognitive dysfunctions in depressive disorders were underlined by the presence
of impairments in the mental sphere, in the sphere of attention, in executive, visual-spatial, and
linguistic functions. Differential peculiarities of cognitive impairments in RDD, BAD and PDR were
revealed.These peculiarities should be taken into account during performing differential diagnostics
of cognitive impairments in depressive disorders.

A comprehensive program of therapy and rehabilitation for patients with cognitive impairment in
depressive disorders was worked out. This program was implemented in four stages: diagnostic,
therapeutic, rehabilitation and prevention.The diagnostic stage included a clinical and psychopathological
assessment of patients’cognitive disorders, analysis of their anamnestic data, clinical symptoms, dynamics
and prognosis of the disease, relationship between clinical and socio-psychological factors. The therapeutic
stage included a complex of pharmacotherapeutic and psychotherapeutic measures to correct cognitive
impairments, to stop depressive symptoms, to normalize psychoemotional conditions, a patient’s
social adjustment and readjustment. The rehabilitation stage included a set of pharmacotherapeutic
and psychotherapeutic measures aimed at restoring cognitive functions, consolidating the effect of
antidepressant therapy, and restoring a patient’s social functioning. The prevention stage was designed
to maintain normal psychoemotional conditions, to resist stress effectively, and to prevent the recurrence
of the depressive disorder. The effectiveness of the proposed program was proved. Its effect consists in
a more significant reduction of clinical manifestations of depressive disorders, improvement of cognitive
functions, reduction of maladaptive and increase of adaptive strategies of cognitive regulation of
emotions, improvement of social functioning in the main life spheres.

Keywords: patients with cognitive impairments, depressive disorders, cognitive dysfunctions,
recurrent depressive disorder, bipolar depressive disorder, prolonged depressive reaction, therapy
and rehabilitation, social functioning.
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Peslome

Bbino o6cnepoBaHo 362 naumeHTa C KOTHUTUBHBIMW HAPYLLEHNAMY NPY AeNpPecCUBHbIX PacCcTPOn-
ctBax: 123 naumeHTa C peKyppeHTHbIMY AenpeccuBHbiMu pacctponcteamu (POP), 141 nauymeHT ¢
6rnonApHbIMK apdeKTBHBIMU paccTporcTBamy (BAP) 1 98 uenoBeK C MPONOHTMPOBAHHOW Ae-
npeccusHoi peakuuei (MOP). bbino yctaHoBneHo, uto npu MAP KorHutuBHasa auchyHKums Gbina
MeHee BblpakeHHOI, Yem npu POP 1 BAP (p<0,035). KorHutusHas auchyHKUMA Npu fenpeccmBHbIX
paccTponcTBax ouepumBanacb HanMUMemM HapyLLeHNA B yMCTBEHHOW cdhepe, B chepe BHUMaHWA, UC-
NOMHUTENbHBIX, 3PUTENbHO-MPOCTPAHCTBEHHbIX U A3bIKOBbIX QYHKUUAX. BbigeneHbl gndpdepeHum-
anbHble 0CO6EHHOCTM KOTHUTUBHbBIX HapyLlueHui npv POP, BAP v MIP, koTopble cnepyeT yuntbiBaTh
npv npoeeAeHV AndpepeHUanbHOM ANArHOCTUKN KOTHUTVBHBIX HapyLLIEHWI NMPY AenpecCUBHbIX
paccTpomncTBax.

PaspaboTtaHa KomnneKkcHas nporpammMa Tepanum n peabnnutaumy naunmeHToB C KOrHUTUBHBIMM Ha-
pyLleHMAMM NPy AenpecCcUBHbLIX PacCTPONCTBAX, KOTOpaa peann3oBbiBanach B YeTbipe 3Tana: gua-
FHOCTUYECKUIA, TEPANEeBTUUYECKNI, peabnnmnTaunoHHbIA 1 NPpodunakTUYecKuin. JuarHoctmyeckuin
3Tan BKJOYaNn KANHUKO-MCMXOMNATOIOrMYECKYIO OLEHKY MMEIOLWNXCA Y NauMeHTOB pacCTPOMNCTB
KOFHWUTMBHOW Chepbl, aHann3 aHaMHECTUYECKNX AaHHbIX, KIMHNYECKOW CUMNTOMATUKIW, AUHAMUKN
1 NPOorHo3a 3aboneBaHus, B3aMMOCBA3UN KIIMHUYECKUX U COLMANIbHO-NCUXONTOMMYECKUX GaKTopoB.
TepaneBTYeCKWiA 3Tan BKIIlOYaN KOMMEKC MeponpuaTuid dapmakoTepanuu 1 Ncuxotepanuu, Ha-
NPaBfiEHHbIX Ha KOPPEKLMNIO KOTHUTUBHbBIX ANCPYHKLMIA, KYNMpOBaH/e fenpeccrBHON CUMMTOMa-
TUKW, HOPMaNM3aLmIo NCUXO3IMOLIMOHANbHOIO COCTOAHUA, COLManbHOM aganTaumnmn n peagantaunio
nauyueHTa. PeabrnnmTaumoHHbIN 3Tan BKIlOYan KOMMIEKC MeponpuaTvin dapmMakoTepanum v ncu-
XoTepanuu, HarnpaBieHHbIX Ha BOCCTaHOBNIEHNE KOTHUTUBHbBIX GYHKLUIA, yKpenneHue s¢pdekra ot
aHTMAenpecCcUBHON Tepanuu, BOCCTAHOBIIEHME COLMaNIbHOIO GYHKLMOHMPOBaHWA NauneHTa. MNpo-
dunakTyecknii 3tan npefHasHauyeH Ans nogaep*aHus HOPMasibHOMO NCUXO3MOLMOHANIBHOMO CO-
cToAHUA, 3GdEKTVBHOro CONpPOTMBAEHNA CTpeccaM, npefoTBpalleHms peunamsos [P. [lokasaHa
3$PeKTVBHOCTb NPeAnoXeHHON Mporpammbl, 3aknovalowanca B 6onee Bbipa)keHHON peayKLmm
KIMHUYECKUX NPOABJIEHNI [eNpPeCcCnBHbIX PaCCTPOWCTB, YyULIeHU KOTHUTUBHbBIX GYHKLWIA, CHU-
XeHVN HealanTMBHbIX 1 NMOBbIWEHMN aanTUBHbBIX CTPATErNii KOTHUTUBHOIO PerynmpoBaHna SMo-
LWlA, yNy4LleHUN COUUanbHOro GyHKLUMOHUPOBAHMSA B OCHOBHBIX Chepax XKMU3HeLeATeIbHOCTU.
KnioueBblie cnoBa: nauneHTbl C KOTHUTMBHbBIMY HapyLWeHNAMU, AeNPecCcMBHbIe PacCTPONCTBA, KOor-
HUTMBHaA ANCOYHKLMA, peKyppeHTHOe AenpeccnBHOE PacCcTPONCTBO, bUnonapHoe fgenpeccrBHoe
paccTpoOnCTBO, MPOSIOHIMPOBaHHaA AeNpPeccMBHaA peakums, Tepanua 1 peabunutaums, coumanb-
Hoe GpYHKLMOHMpPOBaHNe.

B INTRODUCTION

The urgency of the problem discussedis determined by a high prevalence
of depressive disorders (DDs) in the general population, their tendency
towards a protracted and chronic course, and a high suicidal risk. According
to modern data, the prevalence of this pathology in the population is at least
5.5-11.3% [1-3]. In recent decades, the problem of cognitive impairments
(Cls) in DDs in a general clinical practice is increasingly important and has
been becoming one of priorities for a medical science and the health care
system [2, 4, 5]. The relevance of studying Cls in DDs is due to a low quality of
diagnoses, a negative impact on the development, course and prognosis of
many somatic diseases, on patients' working capacities and quality of life, as
well as to a high socio-economic burden of depressions [1, 4-7]. A powerful
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progress of the era of psychopharmacology, nevertheless, did not solve
the problem of care for patients with Cls and affective disorders. To date,
there is no unified standardized therapy for cognitive dysfunction in DDs.
An insufficient attention is still paid to the diagnosis of cognitive decline in
DDs: neuropsychological examinations are not always applied; diagnostic
tests are not sensitive to mild cognitive impairments; the presence of Cls
without elements of a non-adjusting behavior is not taken into account; the
factors underlying dysfunctions have been poorly studied, and there are no
comprehensive programs that can influence patients’ cognitive functions
and depressive conditions [1, 3,5, 7, 12]. All of the mentioned above defined
the aim of our research.

B AIM OF THE STUDY

Is to investigate the structure of cognitive impairments in various types
of depressive disorders and to develop principles of their therapy.

B OBJECT AND RESEARCH METHODS

The study involved 362 patients with DDs. We examined 123 patients
with recurrent depressive disorder (RDD), 141 patients with bipolar affective
disorder (BAD), and 98 patients with prolonged depressive reaction (PDR).
There were 57 men (46.34+2.78)% and 66 women (53.66+2.99)% among the
examined patients with Cls in RDD, 76 men (53.90+2.61) % and 65 women
(46.10+2.42)% among patients with BAD, and 43 men (43.88+3.39)% and
55 women (56.12+3.83)% among patients with PDR , that corresponds
in general to the typical sex distribution in DDs. Thus, female patients
predominated among the examined persons (51.96%, diagnostic coefficient
(DC)=0.66, measure of informativeness (MI)=0.02, p=0.046), whereas male
patients prevailed in the group with BAD (53.90%, DC=0.66, MI=0.02,
p=0.046). The vast majority of patients with Cls in DDs were of the age from
30 to 44 years old (38.12%). There were more young people (18-29 years old)
among patients with PDR (21.43%, DC=8.19, MI=0.74, p=0.0001) and among
patients with BAD (31.21%, DC=9.82, MI=1.37, p=0.0001), and there were
more middle-aged (45-59 years old) and elderly people (60-65 years old)
among patients with RDD (37.40% DC=1.54, MI=0.09, p=0.016 and 17.07%,
DC=4.78, MI=0.27, p=0.002, respectively).

To study clinical-psychopathological peculiarities of Cls in DDs, a set of
research methods was used: clinical-psychopathological, psychodiagnostic
(Montreal Cognitive Assessment Scale (MoCA), Modified Addenbrook
Cognitive Scale (ACE-R), “Ten Words Memorizing’, Dot Cancellation Test,
Trial Making Test (TMT), Verbal Fluency Test (VFT)), the Scale of Personal and
Social Functioning (PSP), and statistical ones (Student’s t-test and Fisher’s
exact test with determination of the measure of informativeness (MI) and
diagnostic coefficients (DC)) [13-19].

B RESULTS AND DISCUSSION

The investigation of the peculiarities of Cls in DDs included an analysis
of the level of expression of cognitive dysfunctions, peculiarities of cognitive
processes and executive functions in patients with DDs. The analysis of
the clinical-psychopathological peculiarities of cognitive disorders in
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Table 1
Impairments of cognitive functions in patients with depressive disorders
Ta6nuua 1
HapyLueHua KOrHUTMBHbIX QYHKUUI Y TOB C fienpecc paccTpoiicTBamu
L. . RDD (n=123) BAD (n=141) PDR (n=98)
Cognitive impairments
n %+m n %+m n %+m
Ideas of inferiority 74 60.16+3.11 97 68.79+2.74 74 |75.51+3.85
Hypochondriacal ideas 67 54.47+3.01 54 | 38.30+2.15 61 |62.24+3.94
Suicidal thoughts 72 58.54+3.09 86 60.99+2.72 72 | 73.47£3.90
Rigidity of thinking 98 79.67+2.94 92 65.25+2.75 43 | 43.88+3.39
Decreased level of interests 122 [99.19+0.73 107 |75.89+2.66 58 |59.18+3.90
Difficulties with decision making 111 | 90.24+2.31 99 70.21+2.74 61 |62.24+3.94
Obsessive thoughts 97 78.86+2.97 87 61.70+2.73 84 |85.71+3.34
Hypersensitivity to criticism 76 61.79+3.13 104 |73.76+2.70 81 |82.65%+3.55
Paranoid disorders 4 3.25+0.26 18 12.77+0.85 0 0.00
Memory impairments 63 51.22+2.93 71 50.35+2.53 37 | 37.76+3.07
Reduced concentration 101 |82.11+£2.85 132 | 93.62+1.69 87 |88.78+3.07
Rapid depletion of mental activity |78 63.41+3.14 127 | 90.07+2.03 56 |57.14+3.86

patients with DDs allowed us to determine, that patients with RDD had a
decreased level of interests (99.19+0.73)%, difficulties with decision making
(90.24+2.31)%, a reduced concentration (82.11+2.85)%, rigidity of thinking
(79.67+2.94)%, and obsessive thoughts (78.86+2.97)% (Table 1).

Problems with concentration (93.62+1.69)%, depletion of mental activity
(90.07+2.03)%, apathy (75.89+2.66)%, an increased sensitivity to criticism
(73.76+2.70)%, difficulties with decision making (70.21+2.74)%, and ideas
of inferiority (68.79+2.74)% were the most frequent in patients with BAD.
Patients with RDD had decreased levels of concentration (88.78+3.07)%, the
presence of obsessive and suicidal thoughts (85.71£3.34% and 73.47+3.90%,
respectively), hypochondriacal ideas and ideas of inferiority (62.24+3.94%
and 75.51+£3.85%, respectively), an increased sensitivity to criticism
(82.65+3.55)%, and difficulties with decision making (62.24+3.94)%.

The statistical analysis of the results allowed us to define, that rigidity
of thinking, apathy and difficulties with decision making were manifested
more often in patients with RDD in comparison with patients with BAD
(DC=0.87, MI=0.06, p<0.003; DC=1.16, MI=0.14, p<0.0001 and DC=1.09,
MI=0.11, p<0.0001, respectively) and PDR (DC=2.59, MI=0.46, p<0.0001;
DC=2.24, MI=0.45, p<0.0001;and DC=1.61, MI=0.23, p<0.0001, respectively),
who had more ideas of inferiority (DC=0.58, MI=0.03, p<0.035 and DC=0.99,
MI=0.08, p<0.006, respectively). Patients with BAD had a higher frequency of
paranoid disorders as compared with patients with RDD (DC=5.94, MI=0.28,
p<0.003) and PDR (p<0.0001), who had more hypochondriacal ideas
(DC=1.53, MI=0.12, p<0.003 and DC=2.11, MI=0.25, p<0.0001, respectively)
and obsessive thoughts (DC=1.07, MI=0.09, p<0.001 and DC=1,43, MI=0.17,
p<0.0001, respectively). It was also demonstrated, that patients with BAD
were more likely to have problems with concentration, a rapid depletion of
mental processes as compared with patients with RDD (DC=0.57, MI=0.03,
p<0.0023 and DC=1.52, MI=0.20, p<0.0001, respectively). Patients with PDR
were more likely to have suicidal thoughts and sensitivity to criticism as
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compared with patients with RDD (DC=0.99, MI=0.07, p<0.007 and DC=1.26,
MI=0.13, p<0,0003, respectively) and BAD (DC=0.81, MI=0.05, p<0.014
and DC=0.49, MI=0.02, p<0.034, respectively), who had more memory
impairments (DC=1.32, MI=0.09, p<0.035 and DC=1.25, MI=0.08, p<0.016,
respectively).

The psychodiagnostic investigation of impairment of cognitive
processes with the MoCA scale demonstrated, that patients with DD were
characterized with decreased cognitive functions: the average total scores
were 25.71+5.54 points for patients with RDD, 25.32+4.87 points for patients
with BAD, and 26.23+3.12 points for patients with PDR (N>26 points). The
statistical analysis of the results showed that patients with BAD had more
pronounced cognitive dysfunctions than patients with PDR (p<0.035). There
were no significant differences in terms of cognitive dysfunction levels
between patients with RDD and patients with BAD and PDR.

Results of application of the Addenbrook Cognitive Scale (ACE-R)
enabled an assessment of cognitive functions such as memory, attention,
speech, speech activity and visual-spatial functions in patients with DDs
(Figure).

It was found out, that the verbal fluency (10.13£0.15 points), impaired
visual-spatial functions (13.72+0.42 points), and impaired attention
(16.37+£0.81 points) were most pronounced impairments of cognitive
functions in patients with RDD. For patients with BAD, a similar tendency was
observed: low scores were obtained on the “verbal fluency” scale (9.07+0.12
points), difficulties of concentration (14.45%0.38 points) and impaired visual-
spatial functions (14.15+0.32 points). Patients with PDR had a decreased
verbal fluency (12.68+0.43 points), impaired visual-spatial functions, and
concentration (15.76+0.58 and 17.38+0.87 points, respectively).

The results of the mathematical processing of the data obtained showed
that patients with BAD had more manifested impairments in orientation /
attention, verbal fluency and speech processes than patients with RDD
(p<0.025, p<0.043, and p<0.038, respectively) and PDR (p<0.001, p<0.0001,

16,37
i i i 14,45
Orientation / attention 17.38
20,81
Memory 20,32
21,18
10,13
Verbal fluency 9,07
12,68
24,15
Speech processes 22,67
25,06
13,72
Visual-spatial functions 14,15
15,76
0 5 10 15 20 25 30
PDD BAD PDR

Peculiarities of cognitive functions in patients with DDs (according to ACE-R results)

0co6eHHOCTN KOTHUTUBHBIX GYHKUMIA y TOB C fienpecc paccrpoiicteamu (no pesynbratam ACE-R)
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and p<0.0006, respectively). It should be noted, that in terms of orientation /
attention and verbal fluency, patients with RDD had more pronounced
disorders than patients with PDR (p<0.034 and p<0.01, respectively). Visual-
spatial functions were more impaired in patients with RDD and BAD than in
patients with PDR (p<0.01 and p<0.025, respectively).

The investigation of mnestic processes showed that the level of short-
term memory was reduced and amounted to 4.32+2.19 words (with N=7+2)
in patients with RDD. In patients with BAD, the level of short-term memory
was also below normal and amounted to 4.52+2.78 words; patients with
PDR had their levels of short-term memory in the lower limits of the norm —
5.37£1.06 words. A comparison of the results showed differences between
the groups, consisting in a lower level of short-term memory in patients with
RDD and BAD as compared with patients with PDR (p<0.025 and p<0.048,
respectively). It was also determined, that the level of mnestic processes was
higher in patients with PDR than in patients with BAD (p<0.027). A medium
level of a delayed reproduction was registered in the majority of patients
with RDD (50.41+2.91)% and BAD (49.65+2.52)%, whereas a high level of a
delayed reproduction was fixed in PDR (58.16+3.88)% (Table 2).

It was found out, that there were more persons with a high level of a
delayed reproduction among patients with PDR as compared with patients
with RDD (DC=1.82, MI=0.18, p<0.001) and BAD (DC=3.58, MI=0.58,
p<0.0001), along with this, there were more persons with a high level of
a delayed reproduction among patients with RDD than among patients
with BAD (DC=1.75, MI=0.11, p<0.009). It was also demonstrated, that there
were more persons with a medium level of a delayed reproduction among
patients with RDD and BAD, as compared with patients with PDR (DC=2.47,
MI=0.27, p<0.0004 and DC=2.40, MI=0.25, p<0.0005). Among patients with
BAD there was a large number of persons with a reduced level of a delayed
reproduction as compared with patients with RDD and PDR (DC=3.53,
MI=0.22, p<0.003 and DC=2.92, MI=0.16, p<0.014, respectively).

Peculiarities of the function of attention in patients with Cls in DDs are
reflected in Table 3, from which it can be seen that the concentration was
reduced in the majority of the patients with RDD (36.59+2.39)%, was of
medium or below medium levels in patients with BAD (33.33% and 30.50%,
respectively) and of a medium level in most patients with PDR (42.86+3.34)%.
Attention span was characterized by a predominance of a medium level in
patients with RDD (42.28+2.63)% and PDR (40.82+3.24)%, and a reduced
level (48.23+2.48) % in most patients with BAD. The switching of attention

Table 2
Levels of a delayed reproduction in patients with DDs
Ta6nuua 2
YPOBHMW OTCPOUHEHHOrO BOCMP y TOB C AeNPEeCCMBHbIMMN PaccTpPolicTBamMu
RDR (n=123) BAD (n=141) PDR (n=98)
Levels
n | %+m n | %+m n | %tm
High level 47 |38.21+2.46 36 |25.53+1.57 57 | 58.16+3.88
Medium level 62 |50.41+£2.91 70 | 49.65+2.52 28 | 28.57+2.49
Below medium level 12 |9.76+0.76 31 |21.99+1.39 11 | 11.22+1.09
Low level 2 1.63%+0.13 4 | 2.84+0.20 2 | 2.04+0.21
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in most patients with RDD (43.09+2.66)% and PDR (44.90+3.44)% was below
medium, whereas in patients with BAD it was of medium and low levels
(34.04% and 34.75% respectively).

The statistical analysis revealed that the level of concentration was higher
in patients with PDR than in patients with RDD (DC=3.62, MI=0.11, p<0.044)
and BAD (DC=5.97, MI=0.25, p<0.007), among them there were more persons
with low and below medium levels of concentration, in contrast to patients
with PDR (DC=2.99, MI=0.12, p<0.032 and DC=3.70, MI=0.20, p<0.008,
respectively, and DC=5.55, MI=0.73, p<0.0001 and DC=4.75, MI=0.48,
p<0.0001, respectively). Patients with BAD had a higher level of attention
switching as compared with patients with RDD (DC=10.20, MI=0.39, p<0.002),
while among patients with RDD and PDR there were more persons with
below medium or low levels of attention switching compared with patients
with BAD (DC=0.93, MI=0.04, p<0.038 and DC=1.11, MI=0.06, p<0.030,
respectively, and DC=5.36, MI=0.51, p<0.0001 and DC=3.47, MI=0.17,
p<0.013, respectively). The prevalence of high and above medium levels of
attention span was characteristic for patients with PDR, in contrast to patients
with BAD (DC=5.97, MI=0.25, p<0.007 and DC=6.51, MI=0.72, p<0.0001,
respectively), among them there were more persons with a reduced level of
attention span (DC=5.61, MI=0.98, p<0.0001). The predominance of medium
and above medium levels of attention span was difference between patients
with RDD and patients with BAD (DC=1.03, MI=0.05, p<0.033 and DC=6.37,
MI=0.68, p<0.0001, respectively), among them there were more patients

Table 3

Peculiarities of the function of attention in patients with DDs (according to the Dot Cancellation Test)

Ta6bnuua 3

OcobeHHOCTN ¢yHKl.|I/IIII BHUMaHMA y NaLMeHTOB C AenpeccuBHbIMU pacc‘rpoﬁcrsamvu

RDD (n=123) BAD (n=141) PDR (n=98)
Parameters
n %+m n %+m n %+m

Concentration
High level 6 4.88+0.39 4 2.84+0.20 1 11.22+£1.09
Above medium 18 14.63+1.11 20 14.18+0.94 27 27.55+2.42
Medium level 34 27.64+£1.93 47 33.33£1.94 42 42.86+3.34
Below medium 45 36.59+2.39 43 30.50+1.82 10 10.20+1.00
Low 20 16.26+1.22 27 19.15+1.23 8 8.16+0.81
Switching of attention
High level 1 0.81+0.07 12 8.51+0.58 4.08+0.41
Above medium 9 7.3240.58 21 14.89+0.98 7 7.14+0.71
Medium level 27 21.95+£1.59 48 34.04+£1.97 26 26.53+2.34
Below medium 53 43.09+2.66 49 34.75+2.01 44 44.90+3.44
Low 33 26.83+£1.88 11 7.80+£0.54 17 17.35£1.63
Attention span
High level 9 7.32+0.58 2.84+0.20 m 11.22+1.09
Above medium 34 27.64+£1.93 9 6.38+0.44 28 28.57+2.49
Medium level 52 42.28+2.63 47 33.33+1.94 40 40.82+3.24
Below medium 18 14.63%+1.11 68 48.23+2.48 13 13.27+1.27
Low 10 8.13+£0.64 13 9.22+0.63 6 6.12+0.61
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with a reduced level of attention span (DC=5.18, MI=0.87, p<0.0001). Thus,
patients with RDD had difficulties to take their minds off their own thoughts,
they were focused on their own experiences, and things happening around
them did not attract their attention. Patients with PDR were characterized by
a greater concentration, patients with BAD were characterized by a greater
level of attention switching, and patients with RDD were characterized by a
greater attention span.

The peculiarities of executive functionsin patients with DDs were defined
using the Trial Making Test (TMT) and the Verbal Fluency Test (VFT). It was
found out, that the majority of patients with RDD (39.84+2.53)% and BAD
(41.13£2.25)% had moderate impairments of a visual-motor coordination,
the majority of patients with PDR had no impairments of a visual-motor
coordination (45.92+3.48)%, 36.73% of them had mild such impairments
(Table 4). Most patients with RDD (54.47+3.01)% and BAD (65.96+2.75)%
had a moderate level, and most patients with PDR (66.33+3.97)% had
slightly impaired executive functions.

The mathematical analysis of the results showed that among patients
with PDR there were more persons with the no or slight impairments of
visual-motor coordination as compared with patients with RDD (DC=3.72,
MI=0.49, p<0.0001 and DC=2 40, MI=0.19, p<0.004, respectively) and BAD
(DC=6.35, MI=1.12, p<0.0001 and DC=2.23, MI=0.16, p<0.005, respectively),
among them there were more patients with moderate (DC=5.50,
MI=0.79, p<0.0001 and DC=5.64, MI=0.84, p<0.0001, respectively) and
significant (DC=5.03, MI=0.34, p<0.0021 and DC=6.32, MI=0.64, p<0.0001,
respectively) impairments of visual-motor coordination. Along with this, it
was demonstrated that there were more persons with no impairments of
visual-motor coordination among patients with RDD than among patients
with BAD (DC=2.63, MI=0.12, p<0.0182). Among patients with PDR, there
were more persons with no or slight impairments of executive functions
as compared with patients with RDD (DC=2.30, MI=0.11, p<0.0258 and
DC=5.51, MI=1.31, p<0.0001, respectively) and BAD (DC=7.42, MI=0.71,
p<0.0001 and DC=8.92, MI=2.58, p<0.0001, respectively), among them

Table 4
Parameters of a visual-motor coordination and executive function in patients with DDs

Ta6nuua 4

MNag pbl 3pu PHOV W NCNONHUTENbHOI GYHKLMM Y NALUEHTOB C Aenpecc paccTpoictBammn
RDD (n=123) BAD (n=141) PDR (n=98)
Parameters
n | %+m n %+m n | %tm
TMT-A (visual-motor coordination)
No impairments 24 |19.51+£143 15 [10.64%0.72 45 |45.92+3.48
Low level of impairments 26 |21.14+1.54 31 | 21.99+1.39 36 |36.73+3.01
Moderate level of impairments 49 |39.84+2.53 58 |41.13+2.25 11 [11.22+1.09
Significant level of impairments 24 119.51+£1.43 37 |26.24+1.61 6 |6.12+0.61
TMT-B (executive functions)
No impairments 17 |13.82+£1.05 6 4.26+0.30 23 | 23.47+2.12
Low level of impairments 23 |18.70+£1.38 12 |8.51+0.58 65 | 66.33+3.97
Moderate level of impairments 67 |54.47+3.01 93 | 65.96+2.75 7 | 7.14+0.71
Significant level of impairments 16 |13.01+£0.99 30 [21.28+1.35 3 ]3.06£0.31
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persons with moderate (DC=8.82, MI=2.09, p<0.0001 and DC=9.65, MI=2.84,
p<0.0001, respectively) and significant (DC=6, 28 MI=0.31, p<0.005 and
DC=8.42, MI=0.77, p<0.0001, respectively) impairments of executive
functions prevailed. It was also showed, that there were more persons with
no or a low level of impairments of executive functions among patients
with RDD than among patients with BAD (DC=5.12, MI=0.24, p<0.004 and
DC=3.42, MI=0.17, p<0.007, respectively),

The Verbal Fluency Test (VFT) was used to assess a verbal associative
productivity and a lexical system functioning in patients with DDs. The
analysis of a verbal associative productivity showed that a moderate level
of impairments in the associative fluency was established in the majority of
patients with RDD (58.54+3.09)% and BAD (58.16+2.69)%, and a low level of
impairments of an associative productivity (58.16+3.88)% was revealed in
the majority of patients with PDR (Table 5).

The functioning of the lexical system, the ability to actively search for the
necessary information in memory were somewhat reduced in patients with
DDs. In particular, the group with RDD was characterized by a significant
slowdown in the pace of task completion closer to its end due to a poor
motivational component and a mental depletion: 39.84% of patients had
a moderate level of impairments, 32.52% of patients had significant one,
and 23.58% of patients had a low level of impairments of a lexical system
functioning and executive functions. The majority of patients with BAD
had moderate and significant impairments of a lexical system functioning
and executive functions (47.52% and 39.01%, respectively). In the majority
of patients with PDR, mild impairments of a lexical system functioning and
executive functions (45.92+3.48)% or an absence of such impairments
(31.63£2.70)% were recorded.

A comparison of the results showed that an absence or a low level of
impairments of the verbal associative productivity occurred more often
among patients with PDR as compared with patients with RDD (DC=3.38,
MI=0.24, p<0.0035 and DC=4.23, MI=0.77, p<0.0001, respectively) and BAD

Table 5
Parameters of a verbal associative productivity and a lexical system functioning in patients with DDs
Ta6nuua 5
I'Iapamerpbl Bep6aﬂb“0l7l aCCOLlIIIaTMBHOﬁ NPOAYKTUBHOCTA N ¢yHKI.WIOHIIIpOBaHIIIﬂ NeKCNYeCcKol cucTembl y TOB C fenpecc
paccTpoiictBamu
RDD (n=123) BAD (n=141) PDR (n=98)
Parameters
n %+m n | %xm n | %+m
Verbal associative productivity
No impairments 15 [12.20+0.94 8 5.67+0.39 26 | 26.53+2.34
Low level of impairments 27 | 21.95£1.59 21 | 14.89+0.98 57 |58.16+3.88
Moderate level of impairments 72 | 58.54+3.09 82 |58.16+2.69 12 | 12.24+1.18
Significant level of impairments 9 7.32+0.58 30 |21.28+1.35 3 ]3.06+0.31

Lexical system functioning, executive functions

No impairments five | 4.07+0.33 8 5.67+0.39 31 | 31.63+£2.70
Low level of impairments 29 |23.58+1.69 11 | 7.80+£0.54 45 |45.92+3.48
Moderate level of impairments 49 |39.84+2.53 67 |47.52+2.46 18 | 18.37+1.71
Significant level of impairments 40 |32.52+2.19 55 |39.01+2.18 4 | 4.08+0.41
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(DC=6, 70, MI=0.70, p<0.004 and DC=5.92, MI=1.28, p<0.0001, respectively),
among them there were more persons with a moderate level of impairments
of the associative productivity (DC=6.79, MI=1.57, p<0.004 and DC=6.77,
MI=1.55, p<0.0001, respectively). The number of persons with significant
impairments of the verbal associative productivity was higher among
patients with BAD as compared with patients with RDD and PDR (DC=4.64,
MI=0.32, p<0.0007 and DC=8.42, MI=0.77, p<0.0001 respectively). It should
be pointed out, that the number of patients with no impairments and a low
level of impairments was higher among patients with RDD as compared
with patients with BAD (DC=3.32, MI=0.11, p<0.0309 and DC=1.68, MI=0.06,
p<0.0427, respectively).

The absence of impairments or a low level of impairments of a lexical
system functioning and executive functions occurred more often in patients
with PDR than in patients with RDD (DC=8.91, MI=1.23, p<0.0001 and
DC=2.89, MI=0, 32, p<0.0002, respectively) and BAD (DC=7.46, MI=0.97,
p<0.0001 and DC=7.70, MI=1.47, p<0.0001, respectively), among them
there was a predominance of persons with moderate and significant levels
of a lexical system functioning and executive functions, in RDD (DC=3.36,
MI=0.36, p<0.0002 and DC=9.01, MI=1.28, p<0.0001, respectively) and
in BAD (DC=4.13, MI=0.60, p<0.0001 and DC=9.80, MI=1.71, p<0.0001,
respectively). It should also be noted, that the number of persons with
moderate impairments of a lexical system functioning and executive
functions was higher among patients with BAD as compared with patients
with RDD (DC=0.77, MI=0.03 p<0.0453), among them persons with mild
impairments of a lexical system functioning and executive functions
prevailed (DC=4.80, MI=0.38, p<0.0002).

Based on the calculation of DC and M, differentiated diagnostic criteria
and target markers of Cls in DDs were defined. They are given in Table 6.

On the basis of the identified diagnostic markers, a comprehensive
therapy of Cls (CTCI) in DDs was worked out. This therapy is based on

Table 6
Differentiated diagnostic target markers of cognitive impairments in DDs

Ta6nuua 6
D,ud)d)epeuqmposauuble AnarHocTuyeckue Lenesble MapKepbl KOTHUTUBHbIX Hapymeuvnil npw genpeccuBHbIX pacc‘rpoﬁcrsax
Names of spheres Parameter ‘ DC ‘ Mi
Cognitive target markers in RDD
Decreased interest 2.24 0.45
Difficulties with decision making 1.61 0.23
Difficulties with abstractions 3.97 0.46
Sphere of thought - _
Rigidity of thinking 2.59 0.46
Hypochondriacal ideas 1.53 0.12
Obsessive thoughts 2.11 0.25
) Reduced short-term memory 2.67 0.13
Mnestic sphere - - -
Moderate impairments of a delayed reproduction 247 0.27
Moderate to significant impairments of a visual-motor coordination | 5.03 0.34
. . Moderate to significant impairments of executive functions 6.28 0.31
Executive functions = - - -
Moderate to significant impairments of a lexical system 9.01 1.28
Moderate impairments of a verbal productivity 6.79 1.57
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Below medium to low levels of concentration 5.55 0.73
Below medium to low levels of attention switching 5.36 0.51
Sphere of attention Reduced level of work efficiency 3.11 0.35
Medium level of attention span 1.03 0.05
Below medium to low levels of workability 8.04 1.10
Cognitive target markers in BAD
Depletion of the mental activity 1.52 0.20
Paranoid disorders 5.94 0.28
Reduced abstract thinking 3.65 0.37
Sphere of thought Decreased interest 2.35 0.65
Increased sensitivity to criticism 2.11 0.09
Difficulties with decision making 1.10 0.10
Ideas of inferiority 2.42 0.15
. Reduced level of a delayed reproduction 3.53 0.22
Mnestic sphere
Reduced short-term memory 213 0.08
Moderate to significant impairments of a visual-motor coordination | 6.32 0.64
. . Moderate to significant impairments of executive functions 8.42 0.77
Executive functions = - - -
Moderate to significant impairments of a lexical system 9.80 1.71
Moderate to significant impairments of a verbal productivity 6.77 1.55
Below medium to low levels of concentration 4.75 0.48
Medium to below medium levels of attention switching 3.09 0.12
. Low level of work efficiency 3.46 0.45
Sphere of attention - -
Below medium level of attention span 5.61 0.98
Below medium to low levels of workability 3.47 0.11
Low level of a mental stability 6.48 0.57
Cognitive target markers in PDR
Obsessive thoughts 2.34 0.12
Sphere of thought Suicidal thou'ghts. 0.99 0.07
Hypochondriacal ideas 2.11 0.25
Increased sensitivity to criticism 1.26 0.13
Mnestic sphere High level of a delayed reproduction 1.82 0.18
Mild impairments of a visual-motor coordination 2.40 0.19
i . Mild impairments of executive functions 5.51 1.31
Executive functions — - -
Mild impairments of a lexical system 2.89 0.32
Mild impairments of a verbal productivity 4.23 0.77
Medium level of concentration 1.90 0.14
Below medium to low levels of attention switching 3.47 0.17
. Medium to above medium levels of work efficiency 5.10 0.32
Sphere of attention - - -
Medium to above medium levels of attention span 6.51 0.72
Medium level of workability 2.21 0.17
Medium level of a mental stability 1.58 0.09

the principles of an integrated, personal-oriented and differentiated
approach, ensuring the staging, sequence, and optimality of treatment and
rehabilitation measures. Its goals were: to reduce Cls, to reduce depressive
manifestations, to change pathological cognitive patterns associated with
the presence of depressive disorders, to maximize recovery of patients’ work
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capacity and social functioning (SF), to prevent a suicidal behavior and DD
relapses, to prevent a chronicity of Cls, to provide an early reintegration
and a social adjustment of patients, to improve patients’ quality of life and
SF. The proposed CTCl was realized in four stages: diagnostic, therapeutic,
rehabilitation and prevention. The diagnostic stage included a clinical and
psychopathological assessment of patients’ cognitive disorders, an analysis
of their anamnestic data, clinical symptoms, dynamics and prognosis of
the disease, the relationship between clinical and socio-psychological
factors. This resulted in development of an action plan for the correction
of Cls, elimination of manifestations of DDs, a patient’s adjustment and
readjustment. The therapeutic stage was implemented by means of a
complex of pharmacotherapeutic and psychotherapeutic measures to
correct Cls, to stop DDs, to normalize psychoemotional conditions, a
patient’s social adjustment and readjustment. The pharmacotherapy at
this stage is aimed at correcting Cls and reducing depressive symptoms.
Psychotherapeutic and rehabilitation interventions imply a combination
of psychoeducational activities, the cognitive-behavioral psychotherapy,
and training of cognitive functions. The duration of this stage is 1-2
months. The rehabilitation stage included a set of pharmacotherapeutic
and psychotherapeutic measures aimed at restoring cognitive functions,
consolidating the effect of antidepressant therapy, and restoring a
patient’s SF. At this stage, a differentiated psychotherapeutic work with
patients continues, it consists in a combination of the cognitive-behavioral
psychotherapy, training of effective coping strategies and a communication
training. Measures for social rehabilitation and readjustment of a patient
are also of particular importance. A social rehabilitation provides for
measures to support patients in terms of social-environmental and social-
domestic issues in order to restore lost and to form new social liaisons
and relationships. The rehabilitation stage can begin already at the stage
of the inpatient treatment (if a reduction of depressive symptoms is
achieved) and lasts during 3-12 months after discharge from the hospital.
The pharmacotherapy at the rehabilitation stage is similar to that used at
the therapeutic stage, with an appropriate adjustment of the medication
dosage depending on patient’s actual conditions. The prevention stage is
designed to maintain normal psychoemotional conditions, to resist stress
effectively, and to prevent the recurrence of the depressive disorder. This
stage is focused on a long time (up to 2 years). The pharmacotherapy at
this stage includes the treatment of the underlying disease in DDs and the
prevention of recurrence of depressions. The psychotherapy is represented
mainly by self-regulation techniques aimed at the self-control of emotional
conditions and at prevention of recurrence of depression.

An approbation of the CTCI involved 190 patients with Cls in DDs,
including 97 persons, who completed the CTCI course according to the
developed program (the main group), and 93 persons, who were treated in
accordance with the traditional scheme (the control group). A comparative
evaluation of effectiveness of the CTCl and the traditional approach was
carried out by comparing data from clinical-psychological and psychometric
examinations. Criteria of effectiveness for CTCI were: clinical dynamics
of DDs; the degree of improvement/deterioration of cognitive functions
(deterioration, no effect, minimal improvement, moderate improvement);
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the level of a social functioning and the degree of recovery of the everyday
life functions. Table 7 shows the significant changes identified as a result
of treatment in both groups. The clinical dynamics of the mental health
conditions in patients of the main group after CTCl was determined by a
significant reduction of objective and subjective signs of depression, a
decreased internal tension, sleep and concentration improvements, a
reduction of apathy, pessimistic and suicidal thoughts. The patients of the
control group demonstrated a reduction of objective signs of depression
and internal tension, an appetite amelioration, a reduction of apathy and
suicidal thoughts. An assessment of the dynamics of cognitive functions
showed that in most patients of the main group (50.52%), after treatment
according to the developed CTCl, a moderate improvement of cognitive
functions was determined (DC=3.10, MI=0.40), in most patients of the
control group (50, 54%) there was a minimal improvement in cognitive
functions (DC=1.11, MI=0.06) and in 18.28% of patients there was no effect
(DC=3.46, MI=0.17). The dynamics of SF in patients of the main group was
determined by a significant reduction of impairments in the spheres of
socially useful activity, personal and social relationships, and self-care and
by a reduction of aggressive behavioral patterns. In patients of the control
group, positive dynamics of their SF in the spheres of self-care, personal and
social relationships was determined.

Table 7
Dynamics of clinical-psychopathological characteristics of patients with cognitive impairment in DDs
Ta6bnuua 7
Avmamvu(a KJIMHUKO-NCMXONaToNOrnyeCcKnx XxapakrepucTuk 1] TOB C KOTHUTI Py npu aenpeccnBHbIX pac('rpov“l—
cTBax
Criteria of Main Control
riteria o Indicators group group
evaluation R
Reduction of objective signs of depression 0.0237 0.0413
Reduction of subjective signs of depression 0.0163
Reduction of internal tension 0.0012 0.0258
o . Improvement of sleep 0.0381
gllnlcal ijna'mlcs of Amelioration of appetite 0.0143
epressive disorders
Improvement of concentration 0.0025
Reduction of apathy 0.0001 0.0253
Reduction of pessimistic thoughts 0.0015
Reduction of suicidal thoughts 0.0256 0.0162
Moderate improvement of cognitive functions 0.0001
Dynamics of - - " -
o . Minimal improvement of cognitive functions 0.0339
cognitive functions
No effect 0.0216
Reduction of impairments in the sphere of a socially
. 0.0347
useful activity
Dyna!‘niC'S of a social Rec!uction f)fimpairments in the sphere of personal and 0.0136 0.0362
functioning social relationships
Reduction of impairments in self-care 0.0409 0.0453
Reduction of aggressive behavioral patterns 0.0251
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B CONCLUSIONS
This study has defined and proved that the structure of cognitive

impairments in patients with DDs is determined by dysfunctions of cognitive

processes (thinking, memory, attention) and executive functions, which are

differentiated depending on the form of DD.
The structure of Cls in patients with RDD was distinguished by the

following dysfunctions:

® in the sphere of thinking: decreased interest (99.19%, DC=2.24,
MI=0.45), difficulties of decision making (90.24%, DC=1.61, MI=0.23) and
abstraction (38.21%, DC=3.97, MI=0.46), rigidity of thinking (79.67%,
DC=2.59, MI=0.46);

= in the mnestic sphere: a reduced level of the short-term memory
(4.32 points, p<0.025) and the prevalence of moderate impairments of a
delayed reproduction (50.41%, DC=2.47, M|=0.27);

= in the sphere of executive functions: the presence of moderate
impairments of a visual-motor coordination (39.84%, DC=5.50, MI=0.79),
visual-spatial functions (13.72 points, DC=6.28, MI=0.31), executive
functions (54.47%, DC=8.82, MI=2.09), executive function of a lexical
system (39.84%, DC=3.36, MI=0.36), and verbal productivity (58.54%,
DC=6.79, MI=1.57);

= inthe sphere of attention: a decreased concentration (80.49%, DC=2.99,
MI=0.12) and attention switching (43.09%, DC=0.93, MI=0.04), a medium
level of attention span (42.28%, DC=1.03, MI=0.05).
The structure of Cls in patients with BAD included the following

dysfunctions:

= in the sphere of thinking: depletion of mental processes (90.07%,
DC=1.52, MI=0.20), decreased interest (75.89%, DC=2.35, MI=0.65),
increased sensitivity to criticism (73.76%, DC=2.11, MI=0.09), difficulties
of decision making (70.21%, DC=1.10, MI=0.10), ideas of inferiority
(68.79 %, DC=0.58, MI=0.03);

= in the mnestic sphere: a reduced level of the short-term memory
(4.52 points, DC=2.13, MI=0.08) and the predominance of a medium
level of a delayed reproduction (49.65%, DC=2.40, MI=0.25);

= in the sphere of executive functions: the presence of moderate
impairments of a visual-motor coordination (41.13%, DC=5.64, MI=0.84),
executive functions (65.96%, DC=9.65, MI=2, 84), executive functions of
a lexical system (47.52%, DC=4.13, MI=0.60), and verbal productivity
(58.16%, DC=6.77, MI=1.55);

= inthe sphere of attention: a decreased concentration (93.62%, DC=3.70,
MI=0.20), attention switching (34.75%, DC=1.91, MI=0.12), and attention
span (48, 23%, DC=5.18, MI=0.87).
The structure of Cls in patients with PDR was determined by the

presence of the following dysfunctions:

= inthe sphere of thinking: obsessive (85.71%, DC=1.43, MI=0.17) and suicidal
(73.47%, DC=0.99, MI=0.07) thoughts, hypochondriacal ideas (62,24%,
DC=2.11, MI=0.25), increased sensitivity to criticism (82.65%, DC=1.26,
MI=0.13), difficulties of decision making (62,24%, DC=1.61, MI=0.23);

= in the mnestic sphere: a normative level of the short-term memory
(5.37 points, p<0.025) and the predominance of a high level of a delayed
reproduction (58.16%, DC=1.82, MI=0.18);
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= in the sphere of executive functions: the presence of mild impairments
of a visual-motor coordination (36.73%, DC=2.40, MI=0.19), executive
functions (66.33%, DC=5.51, MI=1, 31), executive functions of a lexical

system (45.92%, DC=2.89, MI=0.32), and verbal productivity (58.16%,

DC=4.23, MI=0.77);
= in the sphere of attention: a medium level of concentration (42.86%,

DC=1.90, MI=0.14), the prevalence of a below medium level of attention

switching (44.90%, DC=1.11, MI=0, 06), a medium level of attention span

(40.82%, DC=6.51, MI=0.72).

It has been proven the effectiveness of the proposed scheme of the
CPCl in patients with DDs. Its effect consists in a significant reduction of
clinical manifestations of DDs (a reduction of objective and subjective
signs of depression (p<0.0237), a decreased internal tension (p<0.0012), an
improvement of sleep (p<0, 0381)), moderate improvements of cognitive
functions (DC=3.10, MI=0.40, p< 0.0001), social functioning in the main
life spheres (a socially useful activity (p<0.0347), personal and social
relationships (p<0.0136), a reduction of impairments of self-care (p<0.0409),
a reduction of aggressive behavioral patterns (p<0.0251)).

Thus, the study resulted in identification of peculiarities of Cls in various
types of DDs, which can serve as diagnostic criteria for differential diagnosis
and determining the tactics of pharmacotherapy and rehabilitation. The
developed CTCI for DDs has demonstrated its effectiveness and can be used
in psychocorrectional measures aimed at treating this group of patients.
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