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KanHuKo-ITuHAMUYECKHEe OCOOEHHOCTU TeUEeHUA OUIIOIAPHOTO
acdPeKTUBHOTO paccTporcTBa, KOMOPOUITHOTO C CHHAPOMOM
3aBUCHUMOCTH OT YIIOTPEO/IeHUA KAaHHAOUOUI0B

Kinumosa 1.10., OpunaHnKOB A.A., Kaprymkun A.M.
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Clinical and dynamic features of the course of bipolar affective
disorder comorbid with cannabinoid addiction syndrome

Klimova I.Yu., Ovchinnikov A.A., Karpushkin A.M.

Novosibirsk State Medical University

AHHOTAIIUA

B uccienoBaHue, MOCBANIEHHOE KINHUKO-IMHAMHUYECKUM OCOOEHHOCTAM TeueHUs OUMoApHOro ad@eKTUBHOTO
pacctpoticta (BAP), KoMOpOU/THOTO € CHHAPOMOM 3aBHCUMOCTH OT yIIOTPebIeHnsA KaHHAONOU/I0B, ObUIN BKJIIOUEHBI 104
ManyenTa B Bo3pacre OT 23 /10 28 JsieT (cpelHHUI BO3pacT 25.19 + 1.74 Tojia). Bce yuacTHUKY MccieoBaHuUsA ObLITN paszie-
JIEHBI Ha J[Be TPYIIIBL: B 1-10, OCHOBHYIO BOIIUIU 54 PECIIOH/EHTA C KIIMHIYECKH YCTAaHOBJIEHHBIM Auarno3oM BAP (F31 o
MKB-10), KOMOPOU/THBIM C CHH/IDOMOM 3aBHCUMOCTH OT ynotpebsienus kanHabuonnos (F12.2 mo MKB-10), ¢ Hauasiom
yrnoTpebyieHrst KAHHAOMOUOB II0C/Ie YCTaHOBJIEHHA ArarHo3a BAP; 2-1 rpymia, KOHTPOJIbHASA COCTOsIIA U3 50 MAI[UEHTOB
¢ KJIMHUYECKH YCTaHOBJIEHHBIM Auarao3om BAP (F31 mo MKB-10). JliuteapsHOCTb 3a60JieBaHusl B 00euX rpymnmnax — 6ojee
3 J1eT. Bce manueHThI, BKIIOUEHHBIE B UCCIIEIOBAHNE, [TOJIyYaId a/IeKBATHYIO IICUX0(hapMaKOTEPAIIHIO.

B 0CHOBHOM rpymIe OTCYyTCTBHE CUMIITOMOB JIeIIPECCUN OTMeUasoch B 63 % ciiydaeB, HU3KUH YPOBEHDb TPEBOTH — B
29 % ciIy4aeB, IPOJOJIKUTEIBHOCTh PEMUCCUH CBBIIIE 2 MeC — B 39 % ciydaeB. BbUIO OTMeueHO yMeHbIlIeHre UHTeH-
CHUBHOCTH TaKUX CUMITOMOB, KaK IPYyCTb, TOCKA, I10/aBJIEHHOCTh. Kpome TOrO, 74 % pECIOHZEHTOB OCHOBHOU T'DYIIIBI
YKa3bIBJIM HA HOPMAJIH3ALMIO CHA, 6oJiee 60 % — Ha CTAOMIN3AINIO SMOIMOHATBEHOTO GOHA, 81 % — HA HOPMAJIU3AIIUIO
arnmeTuTa U NpubaBKy B Bece. AHAIM3UPYS [IOJydeHHbIE Pe3yJIbTaThl, MOXKHO IIPEAIIOJIOKUTD, YTO YIOTpeOIeHe KaHHA-
6uonnoB y sinr ¢ BAP nmapasokcaybHBIM 06pa3oM CMATYAeT OIpeZesIeHHbIe CUMIITOMBI 3a060JI€BaHUsA, UYTO HYKAAETCA B
JasIbHEHNIIIeM 0OCYKIIEHIHU U UCCIIEIOBAaHUU.

Karouesnsle caosa: bunosnsapHoe adPeKTUBHOE PACCTPONCTBO, KaHHAOHMOWAHAA HApPKOMaHUsA, AENPECCUs, TPEBOTa,
SMOIMOHAJIbHASA JIAOWIBHOCTD, IPOTHO3, PEMUCCHS.

ABSTRACT

The study devoted to the clinical and dynamic features of the course of bipolar affective disorder (BPAD) comorbid
with cannabinoid dependence syndrome included 104 patients aged 23 to 28 years (mean age 25.19 + 1.74 years). All study
participants were divided into two groups: the first, main group included 54 respondents with a clinically proven BPAD
diagnosis (F31 according to ICD-10) comorbid with cannabinoid dependence syndrome (F12.2 according to ICD-10) with
the onset of use of cannabinoids after the BPAD diagnosis; the second, control group consisted of 50 patients with clini-
cally proven BPAD diagnosis (F31 according to ICD-10). The duration of the disease in both groups is more than 3 years.
All patients included in the study received adequate psychopharmacotherapy.

In the main group, the absence of symptoms of depression was noted in 63% of cases, a low level of anxiety — in 29%
of cases, the duration of remission over 2 months — in 39% of cases. A decrease in the intensity of symptoms such as sad-
ness, melancholy, despondency was noted. In addition, 74% of the main group respondents looked to normalization of
sleep, more than 60% — stabilization of the emotional background, 81% — appetite enhancement and weight gain. Analyz-
ing the obtained results, it can be assumed that the use of cannabinoids in individuals with BPAD paradoxically alleviates
certain symptoms of the disease, which requires further discussion and research.

Keywords: bipolar affective disorder, cannabinoid addiction, depression, anxiety, emotional lability, prognosis, remission.
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BBE/JIEHHE

B3ariiaapl Ha MHOTHE MPOOJIEMBI, CBA3aHHBIE C
BBISIBJIEHUEM U Tepanueil 6umnoysipHoro ahgeKTus-
Horo paccrporictBa (BAP), u3amMeHWINCh 3a MOCE-
Hue ronbl. Ecoiu B cepenyHe IPOILIOTO CTOJIETHS
OUIIOJIIPHOE PACCTPOHCTBO CUMTATIOCh PEJIKO JIHa-
THOCTHPYEMBIM 3abosieBaHueM (He OoJiee 0.5 % B
nonysAnuu) [1-7], To, 0 COBPEMEHHBIM JTaHHBIM,
€ro pacrpoCTpaHEHHOCTD JIOCTUTAET 5 %, T. €. TIpe-
BOCXOJUT MPE/bIAYINKE [TOKa3aTean B 10 pas3 [3—8,
9]. IIpencrasienue o ToM, 4To BAP umeeT THINY-
HYI0 KJIMHUYECKYIO0 KAPTUHY U HE BBI3bIBAET OCOOBIX
CJIOJKHOCTEH B IIJIAaHE JUArHOCTUKU U jedeHus [1—3,
8], cMeHMI0Ch MOHUMAaHKUEM TOTO, UTO 3a00J1eBaHUe
UMeeT Maccy CyOCHHIpOMAaJIBHBIX (OPM, KOTOPBIE
3a4acTyiO TPYAHBI 1JIs1 BHIABJIEHUs U TEPAIUU JaXe
JUUTsI OTIBITHBIX Bpauei [6]. HakoHel], OTHOCUTEIHHO
OJIaTONPUATHBIN TPOTHO3, paHee TaKKe CUYUTaB-
IIUHCSA TUITMYHBIM JUUIsI paccTpoucTra [7, 9], B Ha-
CTOsIIllee BPeMsI PaCIPOCTpAHSAETCA NaJeKO He Ha
BCeX IMaI[MEeHTOB: PACTET YacTOTa OBICTPOIMKINYE-
CKHMX M KOHTHHYyaJbHBIX (OpM 3a00JIeBaHUsI, PE3U-
CTEHTHBIX K CTAaHJAPTHOM MeJMKaMEHTO3HOH Tepa-
MU, PE3KO CHIDKAIIUX YPOBEHb COITUATIBHOM
ajanranyi OOJIBHBIX U OBICTPO IPHUBOASIINX UX K
uHBamuAu3anuu [3—8].

Kimuuueckrie ¥ COUAIbHBIE MOCAEACTBUS KO-
MOPOHUTHOCTH OUITOJIIPHOTO PAaCcCTPOUCTBA U KaHHA-
OUOUTHOM 3aBUCHMOCTH U3YUeHbI HEIOCTATOYHO [1].
MHoOrue acIeKkThl, Kacalolluecs: 0cOOeHHOCTeH KJIM-
HHUYECKUX ITPOSIBJIEHUH U 3aKOHOMEepHOCTerH (OpMu-
pOBaHUs TICUXUYECKHMX U IIOBEJEHUYECKHX pac-
CTPOYCTB TIPH B3JI0YMOTPEOIEHUN KaHHAOWOWIaMH,
OCTarTCA JUCKyTabeIbHBIMU [1, 2, 6]. JIuna, crpaga-
IOIIYE TICUXIMYEeCKUMH PACCTPOUCTBAMU, Yallle UMEIOT
KOMOPOU/THYIO 3aBUCHMOCTH OT IICUXOAKTUBHBIX Be-
IIECTB, IIPX STOM YacCTh aBTOPOB OO'BbSICHSIET JIAHHBIN
(eHOMEH KaK MOMIBITKY IAI[MEHTOB TaKUM 00pa3oM
00JIerYnTh CUMITOMBI 3a00eBanus [10]. HMcciemo-
BaHMe 2018 T. ¢ 0CTATOYHO GOJIBIITUM YHUCJIOM y4acT-
HUKOB (6778) ¢ AMarHO30M IICHUXOTHYECKOTO pac-
CTPOMCTBA, CBA3aHHOTO C YIOTPEOJIEHUEM IICUXO0AK-
TUBHBIX BEII[ECTB, KOTOPOE CTABIJIO CBOEH IEJIBIO0 OT-
CJIeTUTH TAJIBHENTITYIO CyIb0Y STUX MAIE€HTOB, ITOKa-
3aJ10, U4TO y 32.2 % B JajbHelIeM Obla JUATHOCTH-
poBaHa mu30ppeHuss Win ounossspHoe adheKTHuB-
HO€e PacCTPOMCTBO, IIPUYEM Y JIUI] C ICUX03aMU, CBSI-
3aHHBIMU C U30JIMPOBAHHBIM YIIOTPeOIeHeM KaHHA-
OMOMOB, TOT IIOKa3aTe b ObLI BhiIe (47.4 %) [11].
W3BecTHO, UTO MAI[AEHTHI C JIBOHHBIM JTUATHO30M
MMeIOT 0oJjiee HUBKHH COIMAIbHO-IKOHOMUYECKUH
CTaTyC W JOCTATOYHO MPOOJIEMHBI B IICHXOCOIIAAIb-
HOM oTHoIlleHun. Takue 60IbHbIE TPY/IHEE BOBJIEKA-
I0TCS B JIeueOHbIe IPOTPAMMEI [4, 5, 7]. Hecmorpst Ha

INTRODUCTION

In recent years, the notions concerning many
issues related to the detection and treatment of bi-
polar affective disorder (BPAD) have changed. If
in the middle of the last century the bipolar disor-
der was considered a rarely diagnosed disease (no
more than 0.5% in the population) [1—7], then, ac-
cording to modern data, its prevalence reaches 5%,
that exceeds the previous levels by 10 times [3—9].
The idea that BPAD has a typical clinical picture
and does not cause any particular difficulties in di-
agnosis and treatment [1—3, 8] has been replaced
by the understanding that the disease has a lot of
subsyndromal forms which are often difficult to
detect and treat even for experienced doctors [6].
Finally, a relatively favorable prognosis which was
previously also considered typical for the disorder
[7, 9] currently does not apply to all patients: the
frequency of rapid cycling and continuous variants
of the disease, resistant to conventional drug ther-
apy, sharply reducing the level of social adaptation
of patients and rapidly leading them to disability
has been increased [3—8].

The clinical and social consequences of the co-
morbidity of bipolar disorder and cannabinoid ad-
diction have not been sufficiently studied [1]. Many
aspects concerning the features of clinical manifes-
tations and patterns of mental and behavioral dis-
orders’ formation in cannabinoid abuse remain
controversial [1, 2, 6]. Persons suffering from men-
tal disorders are more likely to have comorbid de-
pendence on psychoactive substances, while some
authors explain this phenomenon as patients’ at-
tempt to moderate the symptoms of the disease in
this way [10]. A 2018 study with a fairly large num-
ber of participants (6778) with psychotic disorder
associated with psychoactive substance use, which
aimed to track the further fate of these patients,
showed that 32.2% were subsequently diagnosed
with schizophrenia or bipolar affective disorder,
and in individuals with psychoses associated with
isolated use of cannabinoids, this indicator was
higher (47.4%) [11]. It is known that patients with a
dual diagnosis have a lower socioeconomic status
and are quite problematic in psychosocial terms.
Such patients are more difficult to get involved in
treatment programs [4, 5, 7]. Despite the fact that
the ability of cannabinoids to act as a trigger for the
development of psychoses, including endogenous
ones, is confirmed by numerous studies [12], the in-
fluence of this group of substances on the already
existing symptoms of the disease continues to be
discussed [13].
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TO, UTO CIOCOOHOCTh KAaHHAOWOW/IOB BBHICTYNATh B
poJiu TpUrTEpa ISl PA3BUTHUS [ICUX030B, B TOM YHCJIE
SHJIOTEHHBIX, ITOATBEPK/IAETCS MHOTOYMCIEHHBIMHI
HCC/IEIOBAHUSIMU [12], BJUsHUE JAHHOW TPYIIIIBI Be-
IIIECTB HA Y?K€ CYII[ECTBYIOIINE CUMIITOMBI 3a60J1€Ba-
HUS TIPOJI0JKAET obcyskaaThes [13].

IEJIb UCCJIEJJOBAHUSA

O1eHUTh KJIWHUKO-IMHAMUYECKHE OCOOEHHO-
CTU Te4YeHUs1 OUMoasApHOTO addEKTHBHOTO pac-
CTPOMCTBA, KOMOPOUTHOTO C CHHJIPOMOM 3aBHCHMO-
CTH OT yIIoTpebsieHUs KaHHAOHOHUIOB.

MATEPHAJIBI 1 METO/bI

B uccnenoBanue ObLTH BKITIOYEHBI 104 TAITUEHTA
B BO3pacre OT 23 70 28 Jjer (cpemHHil BO3pacT
25.19 + 1.74 roja). Bce yuacTHUKM HCCIIEIOBaHUSA
ObLIN pasziesieHbl Ha JiBe TPYIIBL. B mepByio, OCHOB-
Hyto rpymiry (OI') BOIUIN 54 PECIOH/IEHTA C KIIMHIUYe-
CKU YCTAHOBJIEHHBIM JIMAarHO30M «OHIOJsApHOE ad-
(dextuBHOe paccrpotictBo» (F31 1o MKB-10), Komop-
OUHOE ¢ CHHAPOMOM 3aBUCUMOCTH OT YIIOTPeOIeHUS
kanHabuouoB (F12.2 mo MKB-10), ¢ HayasioM yro-
TpebJIeHNA KaHHAOMOU/IOB TI0CJIE YCTAHOBJIEHUS JTHA-
rHo3a BAP. Bropasi, koutposibHas rpymma (KI') cocro-
51714 U3 50 MAIUEHTOB C KJIMHUYECKH YCTAaHOBJIEHHBIM
JIMarTHO30M «OuMOJIsApHOe adPEKTUBHOE PACCTPOI-
c¢tBo» (F31 mo MKB-10). JItuTeIbHOCTh 3a00/1eBaHISA
(BAP) B 06enx rpymmax — GoJiee 3 JieT. Bee manueHTsI
MIOJTyYasIu aJIEKBaTHYIO IICUX0(hapMaKOTEPAIIHIO.

Ha MoOMeHT ucCc/ie/JoBaHHUSA BCE DPECHOH/EHTHI
(100 %) He ABIAINCH UHBAIM/IAMHU 110 KAKOMY-TTU00
3abosieBaHuI0. VcciieioBaHNEe TPOBO/IMIIOCH HA ATa-
e Tekylel pemuccuu (06ojiee 1 Mec), IMPH OTCYT-
CTBUM WHTOKCHKAIIUH, BEI3BAHHOH YIIOTpeOIIEeHUEM
KaHHAOMOW/IOB, JPYTUX ICHUXOAKTUBHBIX BEIIECTB,
BBIPDQKEHHOTO  WHTEJUIEKTYIbHO-MHECTUYECKOTO
CHIDKEHUS U CyUITUAATBHBIX IOIMBITOK B aHAMHES3E.
Bcemu pecrionzieHTaMu ObLIO TOAIMCAHO JT0OPO-
BOJIbHOE HUH(MOPMHUPOBAHHOE COTJIACHE Ha yUacTue B
HCCJIeIOBAHNH.

I OlIEHKM TICUXMYECKOTO CTaryca ObLIH HC-
[I0JIb30BAHbI IICUXMATPUYECKOE HHTEPBBIO, IITKaJa
nemnpeccun Beka (Beck Depression Inventory), 1mka-
sna tpeBoru Crimibeprepa — XanwHa. Kpome Toro,
OIIEHUBAJIACh IIPO/IOJIKUTEILHOCTh PEMUCCHUH.

Cratuctuueckass 00pabOTKa IOJyYEHHBIX pe-
3yJIBTATOB OCYILECTBJISIIACH C MIPUMEHEHHUEM IPO-
rpammbl Microsoft Excel. JlocToBepHOCTD pasinyuii
orpeziesiAach 1o t-kputepuio CThIO/IEHTA.

PE3YJBTATHBI U OBCYXKJAEHUE
B xope oneHku no mkasne genpeccuu beka B O
OBLTH TTOJIyYEHBI CIIEAYIONINE PEe3yIbTaThl: 63 % pe-

AIM OF THE RESEARCH
To evaluate the clinical and dynamic features of

the course of bipolar affective disorder comorbid
with cannabinoid dependence syndrome.

MATERIALS AND METHODS

A study included 104 patients aged 23 to 28
years (mean age 25.19 + 1.74 years). All study par-
ticipants were divided into two groups. The first,
main group (MG) included 54 respondents with a
clinically proven diagnosis of bipolar affective disor-
der (F31 according to ICD-10), comorbid with can-
nabinoid dependence syndrome (F12.2 according to
ICD-10), with the onset of cannabinoid use after a
BPAD diagnosis. The second, control group (CG)
consisted of 50 patients with a clinically proven diag-
nosis of bipolar affective disorder (F31 according to
ICD-10). The duration of the disease (BPAD) in both
groups is more than 3 years. All patients received ad-
equate psychopharmacotherapy.

At the time of the study, all respondents (100%)
were not disabled due to any disease. The study was
carried out at the stage of current remission (more
than 1 month), in the absence of intoxication caused
by the use of cannabinoids, other psychoactive sub-
stances, pronounced intellectual and mnestic decline
and a history of suicidal attempts. All respondents
signed a voluntary informed consent to participate in
the study.

Psychiatric interviews, the Beck Depression In-
ventory, and the Spielberger-Khanin Anxiety Inven-
tory were used to assess mental status. In addition,
the remission duration was assessed.

Statistical processing of the obtained results was
carried out using the Microsoft Excel program. The
significance of the differences was determined by the
Student’s t-test.

RESULTS AND DISCUSSION

In the course of assessing the Beck Depression
Inventory in the MG, the following results were ob-
tained: 63% of respondents have no signs of depres-
sion, 32% have signs of mild depression, and 5%
have signs of moderate depression. In the CG: 54% of
respondents have no signs of depression, 38% have
signs of mild depression, 8% have signs of moderate
depression (Table 1).

When tested on the Spielberger-Khanin Anxiety
Inventory (reactive anxiety) in the MG, the following
results were obtained: 29% of respondents have low
anxiety, 53% have moderate anxiety, and 18% have
high anxiety. In the CG: 22% have a low level of anx-
iety, 46% have a moderate level, 32% have a high
level of anxiety (Table 2).
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Ta6uuia 1. Pe3ypTaThl OIIEHKH 10 IIKaJIe Jenpeccun beka

Table 1. Results of the assessment on the Beck Depression Inventory

) or /MG KT/ CG
KosmuectBo 6asutoB / Number of points
abc. / abs. % abc. / abs. %
0—13 (HOpMa / norm) 34 63* 27 54%
14—19 (merkasi menpeccusi / mild depression) 18 32% 19 38*
20—28 (ymepenHas femnpeccusi / moderate depression) 2 5% 4 8*

“p < 0.001.

CIIOH/IEHTOB HE HMEIOT IIPU3HAKOB JIENPECCHU, Y
32 % — IMpHU3HAKU JIETKOH JIeIPeccul, v 5 % — Ipu-
3HaKu ymMepeHHOU Jenpeccuu. B KI': 54 % pecrnon-
JIEHTOB He UMeIOT IIPU3HAKOB Jielipeccud, y 38 % —
[IpU3HAKU JIETKOU Jleripeccuy, y 8 % — IpHU3HAKU
yMepeHHOH jenpeccu (TabIt. 1).

IIpu TectupoBanuu o mkaite Crounbeprepa —
XanuHa (peakTUBHAsA TpeBOKHOCTDH) B OI' 6bL1H TO-
JIy4eHbI CJIEYIOIINE Pe3YIbTAThI: Y 29 % PeCIOH/IeH-
TOB — HU3KasA TPEBOXKHOCTD, Y 53 % — yMepeHHad, y
18 % — BbICOKasA TpeBOKHOCTD. B KI': y 22 % — Hu3-
KU YPOBEHb TPEBOXKHOCTH, V 46 % — YMEPEeHHbIH, Y
32 % — BBICOKHH ypPOBEHb TPEBOKHOCTH (TabJI. 2).

IIponomxurtenpbHOCTh peMuccuu B OI' coctaBu-
na:y 13 % pecnoHZeHTOB — 710 1 MeC, Yy 48 % — oT 1
Jlo 2 Mec, y 39 % — Gostee 2 mec. B KI': y 18 % — 1o
1Mec, y 50 % — oT 1710 2 Mec, y 32 % — GoJiee 2 Mec
(Tabi. 3).

¥ 51 % pecrionenToB OI' 6bLTH MeHee BhIpake-
HBI TaKHe CUMIITOMBI, KaK TPYCTh, TOCKA, ITO/IaBIEH-
HOCTb, B cpaBHeHuu ¢ K[, B KOTOpOIi yMeHbIIIeHHE
BBIPAQ’KEHHOCTH YKA3aHHBIX CHMIITOMOB OTMEYaIl
umb 37 % (p < 0.001) namuentoB. Kpome Toro, B
OT 74 % pecrioHzieHTOB (p < 0.001) YKa3bIBaJIU Ha
HOPMAaJIU3anyIo CHA, B YACTHOCTH YJIyUIIIEHUE 3aChI-
[aHudA, peJikue NPoOYKIeHUs HOYBIO, OIIyIIeHHe
6ospoctu nocste cHa. Bostee 60 % (p < 0.001) manu-
entoB OI' oTMeTmin cTAOWIN3AIUI0 SMOIIUOHAIIb-
HOTO (poHA — TaKHe CUMIITOMBI, KaK pa3Z[paKUTesb-
HOCTb U THEBJIUBOCTb, CTAJIN MeHee BhIPAXKEHHBIMH,
KpOMe TOT0, HabJII0/1a1ach OTHOCUTEIBHAS CTA0MIIN-
3anus HacTpoeHU: (Ieperazibl HACTPOEHUS CTAIN

The duration of remission in the MG was: in 13%
of respondents — up to 1 month, in 48% — from 1 to
2 months, in 39% — more than 2 months. In the CG:
in 18% — up to 1 month, in 50% — from 1 to 2 months,
in 32% — more than 2 months (Table 3).

In 51% of the MG respondents, symptoms such
as sadness, melancholy, despondency were less pro-
nounced, in comparison with the CG in which only
37% (p < 0.001) of patients noted a decrease in the
severity of these symptoms. In addition, 74% of the
MG respondents (p < 0.001) looked to improve-
ment of sleep, in particular, in falling asleep, rare
awakenings at night, and a feeling of alertness after
sleep. More than 60% (p < 0.001) of the MG pa-
tients noted the stabilization of the emotional back-
ground — symptoms such as irritability and anger
became less pronounced, in addition, there was a
relative stabilization of mood (mood swings became
less pronounced). In 81% of the MG patients
(p < 0.001) an appetite enhancement and slight
weight gain (up to 3 kg within 3 months) were not-
ed. MG patients subjectively looked to an increase
in concentration of attention and the ability to con-
centrate on one type of activity for a sufficiently
long time, which made it possible to bring what was
started to an end.

CONCLUSION

In the main group (BPAD comorbid with can-
nabinoid addiction syndrome), there was no depres-
sive symptomatology — in 63% of cases, a low level of
anxiety — in 29% of cases, the duration of remission

Ta6uura 2. Pe3ysibrarsl OEHKH 110 Kasie TpeBoru Crnmibeprepa — XaHuHa
Table 2. Results of the assessment on the Spielberger-Khanin Anxiety Inventory

. or / MG KI' / CG
KosmuectBo 6aytoB / Number of points
abc. /abs. % abc. /abs. %
110 30 (Hu3Kast TpeBOXKHOCTH) / up to 30 (low anxiety) 16 29* 11 22%
31—44 (ymepeHHast TpeBOKHOCTH / moderate anxiety) 29 53% 23 46*
45 ¥ BbIIIe (BBICOKAs TPEBOIKHOCTD) / 45 and above (high anxiety) 9 18* 16 32%

"p < 0.001.
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Ta6uuna 3. [Ipoo/KUTETBHOCTD PEMUCCHHT
Table 3. Duration of the remission

or /MG KIl' / CG
MecsiieB / Months

abc. / abs. % abc. / abs. %
mo1/upto1 7 13* 9 18*
1—2 26 48* 25 50%
GoJstee 2 / more than 2 21 39% 16 32%

" p < 0.001.

MeHee BbIpaKeHHbIMHU). Y 81 % mnanuwentoB OI
(p < 0.001) oTMEUaI HOPMAJIU3AIUIO ATIIIETUTA U
HE3HAUUTEJIbHYI0 TPUOABKY B Bece (70 3 KT B Teue-
Hue 3 Mec). [TanuenTs! OI' cyObeKTHBHO yKa3aau Ha
MIOBBIIIEHNE KOHIIEHTPAllU BHUMAHUA U BO3MOXK-
HOCTb COCPEJIOTOUYEHHUsI Ha OJTHOM POJIe JIeATEIbHO-
CTH JJOCTATOYHO IIPOJIOJIKUTETHLHOE BPEMS, UTO I10-
3BOJISLJIO IOBOAUTE HAYATOE /IO KOHIIA.

3AKIIOYEHUNE

B ocHoBHO# rpymniie (BAP, KoMOpOU/IHBIH C CHH-
JIPOMOM 3aBUCHMOCTH OT yIIOTpeOIeHNs KaHHAOMO-
WZI0B) HAOJIONAINCh OTCYTCTBUE JIEIPECCUBHOMN
CHMITOMAaTUKUA — B 63 % ciyyaeB, HUBKUU YPOBEHb
TPEBOXKHOCTH — B 29 % CJIy4aeB, IPOJOJIKUTEIIb-
HOCTb PEMUCCHU CBHIIIE 2 MeC — B 39 % CJIydaeB, UTO
OBLIO IOCTOBEPHO MEHBIIE MO CPABHEHUIO C KOH-
TpoJsibHOU rpynmoi (Toapko BAP). Bruto Takke BbI-
SIBJICHO yMeHbIIIeHe MHTEHCUBHOCTH TaKUX CHM-
NITOMOB, KaK I'PyCTh, TOCKA, I0/IaBJI€HHOCTD. Ilanu-
eHTbl OI' oTMeUaI HOpMaIM3AIUIO CHA, TOBBIIIE-
HUe KOHIIeHTPAIlM{ BHUMAaHUA U BO3MOXHOCTb CO-
CpeIoTOYEHUs Ha OJTHOM POJIe JIeATEbHOCTH JI0CTa-
TOYHO MPOJOJIKUTEIFHOE BpeMsl. AHATUBUPYA IIO-

CIIMCOK JIUTEPATYPbBI

1. Aseaucosa A.C., Bopo6seB P.B. Tumosorus cMmerias-
HBIX JIETIPECCUBHBIX COCTOSIHUH B KJINHUKE OGUIIOJIAPHO-
ro adexTuBHOTO paccrpoiicrsa // YKypH. HEBpoIOTUH
u ncuxuarpuu uM. C.C. Kopcakosa. 2014. T. 114, N© 1.
C.16—25.

2. AwntoxuH E.IO., Xapuna E.A. bunosapaoe abdexTus-
Hoe paccrporicTBo Tuna II: 0coGeHHOCTH KIMHUKU U
BO3MOXKHOCTA KOMIUIEKCHOH Tepamnuu, BKIIOYAIOIIEH
Banpgokcan // Ilcuxmatpus u ncuxodapmaxorepa-
mus. 2013. T. 15, N2 3. C. 24-32.

3. Koznockuit B.JI. IloueMy HpOTHBOSMHJIENTHYECKHIE
Mpenaparsl SABISIOTCS TAMOCTA0MIN3aTOpaMu (TICHX0-
(apMaxosIorus TPOTHBOSIUWIENTUYECKUX CPEACTB) //
ConuapHas ¥ KIMHIYECKas [ICHXUATpusd. 2015. T. 25,
No 4. C. 72—78.

4. Bond D.J., Lam R.W., Yatham L.N. Divalproex sodium
versus placebo in the treatment of acute bipolar
depression: a systematic review and meta-analysis //
J. Affect. Disord. 2010. Vol. 124 (3). P. 228-234.

over 2 months — in 39% of cases, which was signifi-
cantly shorter than with the control group (only
BPAD). A decrease in the intensity of symptoms such
as sadness, melancholy, despondency was also
found. MG patients noted improvement in sleep, in-
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obtained results, it can be assumed that the use of
cannabinoids in individuals with bipolar affective
disorder paradoxically alleviates the severity of cer-
tain symptoms of the disease.
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