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Borderline mental disorders are weakly pronounced disturbance of human mental activity (neurotical level).
They develop on the border between mental health and true mental illness, but they are separate nosological
entities. They are polymorphic in clinical manifestations, but at the same time they have common characteristics.
Without specific treatment they tend to become chronic with the development of social maladjustment with the
development of social maladjustment. This article provides structural analysis of some anxiety phobic disorders
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YPEMII-KOPKBIHBIIITHI BY3BIIBICTAP JKAMBIHJIA: JKEKE TOKIPUBEJIEH
JlocmaraméeTtoBa ..
AKMoITa OOJBICTBIK ICHXOHEBPOJIOTHSLIIBIK qricnancep, Kekmieray k., Kasakcran

IIlexapaiblK ICHXHUKAIBIK OY3yHMIBUIBIKTap — OYJI aJaMHBIH IICHXHKAJIbIK KBI3METIHIH aca Oenrii emec Oy3bUIBICTapbIHBIH MAapTThl Oenrici. Omap
HOpMa KOHE HOPMa eMECTIH, SIFHU IICHXHUKAJIBIK JCHCAYIbIK IICH MIBIHANBI IICHXUKAJIK aypyAblH apajbIFbIHIa OPHATACKAH JKOHE aybICIalbl Ke3CHMEH
emec, 0eJieK HO30JIOTHSUIBIK (hopMmaMeH Gesineni. Onap KIMHUKAIBIK KOpiHicTepiHe GalIaHBICTBI TOMUMOPQTSHI, OipaK >kamsl TOH Oenrinepi 6ap. Ap-
Haibl eMCi3 QJIEyMEeTTIK Je3aaNnTalUsHbIH JaMybIMEH CO3BUIMAIIBI TYpre oTeai. Makanana ypeilai-KOpKBIHBIITE! OY3yIIBUIBIKTEIH KeHOIp TypiepiHiy
KYPBUIBIMIBIK TaJIIaybl XKypri3iareH.

MaHBI3IBI CO3JepP: ICHXOTHKAIBIK Oy3yIIBLUIBIKTap, COMATHKAIBIK CTAlIHOHAD

K BOITPOCY O TPEBOKHO - POBUYECKHUX PACCTPOMCTBAX: COGCTBEHHBIM OITBIT
JlocmaraméeTtoBa ..
AXMOIHMHCKHI 00J1aCTHOI ICHXOHEBpOJIOTrHYecKui qucnancep, Kokmeray, Kaszaxcran

TpeBO)KHO - CI)O6PI‘ICCKI/IX paCCTpOfICTBa OTHOCATCS K IOIrpaHUYHBIM ICUXUYCCKUM (HeBpOTI/I‘IeCKI/IM) paCCTpOﬁCTBaM. VX BO3HHMKHOBEHHE CIIO-
CO6CTByeT K CHWJKCHUIO aJlalITAallMOHHBIX CIIOCOOHOCTEN YeoBeKa BCJICZICTBHUEC BO3HCﬁCTBHH Pas3INYHBIX BHYTPEHHUX U BHEUTHUX CI)aKTOpOB (JIPI‘IHOCT-
HO-TUITOJIOTUYECCKUEC OCO6CHHOCTI/I, TICUXOTCHHBII CTpECC, COMATO-HEBPOJIOTUIECKUE 3360HeBaHI/I$I). BakHOe 3THONIOTHYECKOE 3HAYCHHUE B WX I'eHE3e
HUMCEHOT HepeHCCéHHBIe U COIMYTCTBYIOIIUE COMAaTUYECKUE, HEBPOJIOTUICCKHUE 3ab0s1eBaHusI. ((HyCKOBLIM MEXaHNU3MOM», B BOSHUKHOBCHUHU IMOI'PAaHUYHBIX
paCCTpOﬁCTB YacTo SIBIISCTCS TICUXOTCHHBIN (baKTOp. OHu HOJIPIMOp(i)HBI TI0 KIIMHUYECKUM MPOSBICHUAM, HO UMEIOT 06[].[1/[6 TIpPU3HAKU C HAJIUYUEM TPE-
BOryM, (t]OGI/II/[ HpI/I OTCYTCTBUH JICUCHUS npno6peTa}0T XpOHPI‘{eCKPII’I XapakTep ¢ pa3BUTHEM COLIPIaJIBHOﬁ Je3aarnTaum. 3HaHUE CHMITTOMOB TUX pac-
CTpOﬁCTB MOTYT obecreunTh CBOCBPEMEHHOEC 06pa1uelme K CTICINAJTIUCTY U 6HaI‘Ol'IpI/[HTHI>II\/'[ IIPOTHO3.

KawueBble cj10Ba: ICUXOTUYCCKHC paCCTpOﬁCTBa, COMaTHICCKUN cTranoHap
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Borderline mental disorders are conventional definition
of weakly pronounced disturbance of human mental activity.
They are on the border between “normal” and “abnormality”
[1], i.e. between mental health and true mental disorder.
They are separate nosological entities rather than transient
phases. Borderline states differ in clinical manifestations,
but they have common characteristics. Above all it is their
emergence on the background of personality typological
features. Past and concomitant somatic, neurological
discases are of great ectiological significance in their
genesis. The “trigger mechanism’ is often for occurrence
of borderline disorders psychogenic factor. The clinical
picture usually polymorphic, variable, but disorders in
the emotional sphere accompanied by somatic-vegetative
components are always identified. As a rule, patients are
critical of the manifestations of disorder; they are aware of
their “absurdity” and adapt “to live with the problem”. The
most common borderline mental disorders are anxiety and
phobic disorders. Anxiety, phobias (fears) are related to the
field of human experiences. Subjectively, they are painful,
difficult to tolerate and for this reason actual [2].

Let’s consider several types of most common disorders
in psychiatrist’s practice. A total of 286 people were
examined in the psychoneurological clinic and Regional
Multifield somatic hospital. 180 patients (63%) applied to
the reception (without an appointment card from a doctor)
on their own initiative; 80 patients (28%) - upon the receipt
of an appointment card from the physicians of somatic net-
work; 25 patients (9%) - were taken to the hospital by their
relatives. Age of the patients: from 18 years to 52 years,
of which 137 people (48%) at the age of 18-28years;106
people (37%) at the age of 29-39 years; 44 people (15%) are
older than 39 years; the distribution by sex: female — 203
people (71%); male - 83 people (29%).

Duration of disease before visiting a psychiatrist varies
from one day to nine years.

Of all the examined patients:

-86 patients (31%) were taken to the dispensary regis-
tration after a year of observation due to disease duration,
persistence and severity of mental disorders. 9% of these
were listed off the register after a year of treatment and ob-
servation with a steady improvement and recovery; 58% of
patients (168 people) received consultative follow- up with-
out being registered. 34 patients (11%) applied once. They
were advised without filing an outpatient’s medical card due
to short duration and poverty of neurological disorders.

Past medical histories of 208 patients (73%) have
chronic psychotraumatic situations or the effect of intense
acute psychogenic stressor.

-34 people (12%) had concomitant somatic diseases;

-26 people (9%) identified brain injuries, neural infec-
tions, intoxication in their past medical histories;

-197 people (69%) showed different types of accentua-
tion.

Al of the patients were clinically examined upon their
application: psychiatric research, psychological testing, ex-
amination of physical and neurological state, instrumental
methods were used where applicable.

All of the patients were divided into 5 groups accord-
ing to nosology form of diagnosed mental disorder. The first
group: patients with generalized anxiety disorder — 9 people
(10.1%); predominant age - over 35 years; sex distribution
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male to female is 1:3: 2/3 showed accentuations of astheno-
neurotic, labile types. The main characteristic feature of this
group was the presence of anxiety with the patients, who
noted that they “lived in expectation of something bad.”
Anxiety apprehensiveness about the “future troubles, fail-
ures” followed them always and everywhere (at home, at
work, in the street, etc.), ie not limited to specific situations
and circumstances. Constantly remaining in the “state of
anxiety” they were fussy and irritable. They complained of
the “sense of inner tension”, “inability to relax”, problems
with mental alertness, fatigue, sleep disturbance. Patients
made complaints of somatic-vegetative character (rapid
heartbeat, sweating, etc.); 1/4 of the patients hade patient
realized “ridiculousness” of “permanent anxious expecta-
tions”, wanted to get rid of them as it had a negative effect
on their families and work.

The second group: patients with panic disorder - 19
people. (6.7%), predominant age - 30-35 years, sex distri-
bution is 1:1, 1/4 showed accentuation of asthenoneurotic
type. Sudden attacks of severe anxiety (panic), the so-called
panic attacks, were typical for the patients. They were ac-
companied by pronounced somatic-vegetative disorders
typical for borderline mental disorders. There was a con-
stant feeling of unreality and “weirdness” of their surround-
ings, the fear of death, or “fear of going mad”. The panic
attack symptoms progressed rapidly and violently, reaching
their maximum intensity within 5-10 minutes, then quickly
extinguished. As all the patients noted, they tried to find an
explanation for the first two or three attacks relating them to
recently experienced psycho-traumatic situations or to their
stay in stuffy, cramped rooms, but the patient was “terrified”
by repeated in all situations and more frequent panic attacks
forming “avoidance behavior”. A part of the patients (53%)
due to the marked somatic-vegetative disorders assumed
they had severe somatic pathology and repeatedly consulted
different doctors of physical profile “trying to find the ill-
ness”. Another part (about 8%) preferred to be “treated” by
healers. “With the aim to relieve stress from the attacks” 1/3
of the men started abusing alcohol, using drugs. About 9%
of patients due to their “avoidance behavior” condemned
themselves to a kind of “house arrest”, complete social iso-
lation. Almost all patients addressed for a psychiatric help
after 8-9 months of illness in a state of distress and social
maladjustment.

The third group: patients with phobic disorders

83 people (29.1%); aging from 18 to 39 years; sex dis-
tribution male to females is 1:2; 1/3 have accentuations of
asthenic or psychasthenic types. 39% of these patients have
checked at the doctors to “find out” whether their existing
“special manifestation” can be considered as a “pathology”;
and 11% - “for treatment, advice”. Common characteristic
symptom was a phobia (fear) of certain situations, objects.
Onset of the disease in 60% of patients was in adolescence;
10% - after psychotraumatic stressful situations. Despite the
long duration of the disease (up to 9 years) the manifesta-
tions of severe social maladjustment have not been identi-
fied. Due to isolation of phobic symptoms the patients have
adapted (got adjusted) avoiding psychogenic situation. Pho-
bic disorders being the most common were polymorphic
in clinical manifestations. The most common in this group
were agoraphobia (fear of open spaces, crowds) — 30 peo-
ple, (26.1%); claustrophobia (fear of enclosed, tight spaces)
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— 11 people, (13.2%); disease phobia (fear of illness: cancer,
AIDS or other) — 13 people (15.7%). Other types of pho-
bias were of singular nature, but actual for the patients. I
was this category of patients (29 people, 24.9%) sought for
the “advice, treatment”, by necessity they had to face the
phobic situation. They felt anxiety, apprehension that they
“would feel as bad as they had felt once before “. Among
them there are people with the fear of flying on airplanes,
fear of speaking in public, in examinations, etc. It should be
noted that such situations were difficult for the doctors, too,
due to time for effective treatment (usually the visit were
made on the eve of the upcoming event).

The fourth group: patients with acute stress reaction
(the first subgroup), and post-traumatic stress disorder (the
second subgroup). A total of 76 people (26.5%); of differ-
ent age, male to female sex distribution is 1:2; 1/4 have ac-
centuations of various types. Typical for the first subgroup
of patients was the occurrence of mental disorders in the
first minutes, hours after exposure to the massive psycho-
genic factor (car accident witness, death of loved ones, a
rape victim). The clinical picture was confused and rapidly
changing: “stunned” state with retardation was replaced
with anxiety hyperactivity with disorientation, pronounced
vegetative manifestations. In most cases (75%) of mental
disorders reduced within 5-7 days. In some patients it was
associated with growing anxiety, depression with post-trau-
matic stress state development.

This type of pathology also occurred in patients 1.5-
2 months after experienced stress (delayed response). They
are usually delivered to the physicions by relatives, who
noted that the patient “lost interest in everything, stopped
going to work, communicating with others”, i.e. malad-
justment state was observed. During the examination the
patients were once passive and “detached”, once irritable,
anxious and fussy. Complained about the intrusive thoughts,
images, scenes related to the past stress. Quite often, at night
particularly, they noted the state “as if they were back™ in a

CONCLUSIONS

The above states are borderline mental (neurotic) dis-
orders. Their occurrence is promoted by reduce of human
adaptive capacity due to various internal and external
factors (personality-typological features, psychogenic
stress, somatic-neurological disease). They are polymorphic
in clinical manifestations, but have common features with
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traumatic situation. It should be noted that patients during
their visit did not want to talk about the experienced trauma
“I don’t want to remember”, but pointed out that “they can’t
remember everything”. Despite this, they lived out the ex-
perienced stressful situation with separate “bright scenes”.

The fifth group: patients with obsessive-compulsive
disorder (79 people, 27.1%), the predominant age of 18-35
years, sex distribution 1:1; 1/4 had accentuation of various
types with a predominance of schizoid and psychasthenic
features. This group can also be divided into two subgroups:
the first - patients with a predominance of obsessions, the
second - with predominantly compulsive (intrusive) activi-
ties. Sex distribution is approximately equal. It should be
noted that males prevailed in the first subgroup, and fe-
males — in the second. Common to the members of the first
subgroup were thoughts and images repetitive in a sterco-
typed form. The patients realized that they were their own
thoughts, though weird. Often being unpleasant in content
they caused patient’s anxiety. The patients noted that in the
beginning they managed to “neutralize” them with other
thoughts. But over time they became more and more stub-
born. The patients were afraid that in some situation they
will not be able to “withstand them” and will implement
them into action (speaking coarse language loudly in a pub-
lic place, cause physical or mental harm to their loved ones,
etc.). Typical for the second subgroup of patients was the
presence of compulsion - annoying actions. Physical com-
pulsive actions are hand washing, cleaning, knocking on the
floor before leaving the house, stepping over the fifth step
when going down the stairs, etc). The mental ones include
praying, repeating any three-digit number, etc. All of these
actions were of ritual, protective nature. The patient in such
a way kept himself and his family away of troubles. In the
carly stages of the disease the compulsions were rare and of
short duration. But over time the ritual actions were com-
mitted repeatedly, continuously for a long time and adverse-
ly affect the family and social life of the patient.

the presence of anxiety and phobias. Without specific
treatment they become chronic with the development of
social maladjustment. Awareness of the symptoms of these
disorders can guarantee reference to the specialist in a due
time and favorable prognosis.
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