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Abstract

Introduction. The article addresses the problem of posttraumatic stress disorder among combatants in
Ukraine during wartime. The relevance of the study is determined by the diagnostic complexity of this
condition, which is associated with the heterogeneity of the patient population, variability of clinical
manifestations, and frequent comorbidity with other psychopathological and addictive disorders. Particular
attention is paid to the combination of posttraumatic stress disorder with alcohol use disorder, as this
condition is accompanied by disturbances in affective, cognitive, personality, and behavioral domains.

Aim. To identify clinically specific symptoms of posttraumatic stress disorder and its combination with
alcohol use disorder among combatants.

Materials and methods. The study included 585 male servicemen aged 20-56 years. Diagnosis of
posttraumatic stress disorder was performed using the Clinician-Administered PTSD Scale, different
versions of the PTSD Checklist, and the diagnostic criteria of the fifth edition of the Diagnostic and
Statistical Manual of Mental Disorders. Cognitive function was assessed using the Mini-Mental State
Examination, Montreal Cognitive Assessment, Self-Administered Gerocognitive Examination, memory
performance assessment, and the clock-drawing test. The applied methods allowed assessment of clinical
manifestations of posttraumatic stress disorder, alcohol-related disorders, and cognitive functioning.
Results. Posttraumatic stress disorder was diagnosed in 46.84 + 2.06% of participants, while in
53.16 * 2.06% it was not identified. Among patients with posttraumatic stress disorder, the most frequent
cognitive changes were mild dementia according to the Mini-Mental State Examination in 43.07% of
cases, severe cognitive impairment according to the Montreal Cognitive Assessment in 54.38%, moderate
cognitive impairment according to the Self-Administered Gerocognitive Examination in 83.58%, sufficient
memory performance in 62.41%, and mild impairment of cognitive-executive functions according to the
clock-drawing test in 43.06%.

Conclusions. The study demonstrated an association between posttraumatic stress disorder and the
somatic condition of combatants, providing evidence for its interpretation as an exogenous-organic
disorder. Cognitive impairment in combatants with posttraumatic stress disorder is manifested by
disorders of general cognitive functioning, memory performance, and cognitive-executive functions.
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INTRODUCTION

and manic symptoms.

Under conditions of active military operations ‘
PTSD was assessed in all

(AUD), cognitive dysfunction (CD), depression, anxiety,

who

in Ukraine, posttraumatic stress disorder (PTSD) has
become an extremely significant public health problem
for both combatants and the civilian population. During
the war in Ukraine, the prevalence of posttraumatic stress
disorder has increased, and its clinical manifestations may
accumulate over time and emerge with a delayed onset.
PTSD is frequently associated with alcohol use disorder
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respondents
participated in the study. PTSD was diagnosed in
46.84 + 2.06%, while 53.16 £ 2.06% did not meet the
diagnostic criteria. Patients diagnosed with PTSD were
included in the main study groups MGl and MG?2.
Clinical symptoms of PTSD were evaluated, and the
frequency of comorbid disorders was determined.
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For the first time, it was demonstrated that alcohol
dependence in combatants with PTSD exerts a negative
effect on cognitive functioning. This effect manifested
as deterioration in executive functions, memory
impairment, and a proportional increase in markers of
endogenous intoxication, cytolysis, and atherogenesis
(all p < 0.05). Alcohol abuse in patients with PTSD
resulted in a 9.76-fold increase in difficulty concentrating
(CI =5.20-18.32; p < 0.0001) and a 1.69-fold increase in
loneliness (CI = 0.90-2.57; p = 0.057). In addition, alcohol
abuse increased the probability of dementia according
to the Mini-Mental State Examination (MMSE) by 7.24
times (CI = 2.74-19.14; p = 0.001), cognitive dysfunction
according to the Self-Administered Gerocognitive
Examination (SAGE) by 3.30 times (CI = 1.87-7.85;
p = 0.0002) and medium to low memory performance by
33.45 times (CI = 16.12-69.39; p < 0.0001). Moderate
and severe cognitive impairment according to the clock-
drawing test occurred 2.04 times more frequently
(C1=1.14-3.54; p=0.015).

The war places an enormous psychological burden
on the population of Ukraine, accompanied by an increased
incidence of mental and behavioral disorders both in the
general population and among combatants in particular. The
complex and stressful nature of the modern military service,
which is directly associated with multiple stressors —
including the use of highly destructive weapons and
prolonged deployment in combat zones — often leads to an
increase in mental and behavioral disorders [1].

Military operations have a direct impact on
personality functioning primarily through combat-related
trauma, which can result in acute stress reactions and
the development of posttraumatic stress disorder [1, 2].
Approximately 16% of the global population is affected
by the consequences of military conflicts, and about 12%
have family members who have experienced war-related
trauma [3]. Combat stress reactions increase the incidence
of mental disorders by 3-4 times and reduce military
effectiveness by 10-50% [4, 5]. These reactions determine
the particular social significance of long-term delayed
consequences among veterans, most notably PTSD (also
referred to as combat stress reaction) [1].

PTSD represents the organism’s attempt to survive
a dangerous, often life-threatening traumatic event [6].
The disorder is characterized by two key features:
its psychogenic origin and the extreme severity of
the psychological trauma for the average individual.
According to previous studies, three main groups of PTSD
symptoms have been identified that tend to intensify with
time and age: heightened arousal, recurrent depressive
episodes, and conversion symptoms (paralysis, blindness,
deafness, nervous tremors) [6].

The comorbidity of PTSD and alcohol use is often
explained by patients’ attempts to alleviate the emotional
intensity of traumatic experiences, reduce flashbacks,
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and cope with feelings of loneliness. Typical markers
of combined PTSD and AUD include elevated personal
anxiety and excessive neuropsychological tension [4, 6-9].
Comorbidity in psychiatry has specific features related to
personality traits in individuals with substance dependence,
complicating retrospective assessment and increasing the
risk of misinterpretation of premorbid conditions.

The scientific literature lacks consensus regarding
the clinical course of combined disorders. Numerous
unexplained patterns in the development of comorbidity in
psychiatry and addiction medicine necessitate the search
for new models explaining the interaction between PTSD
and AUD [10, 11].

At present, the diagnosis of PTSD combined with
AUD remains a subject of considerable debate [6]. This
is due to the heterogeneity of the patient population
(military personnel, veterans, and civilians of different
age groups), diverse clinical presentations, varying
diagnostic approaches, and frequent comorbidity with other
psychopathological conditions and substance use disorders,
particularly alcohol dependence. Formal differentiation of
these conditions is based on clinical features, as well as the
timing of onset and duration of symptoms [12].

AIM

The aim of the study was to identify specific clinical
symptoms of PTSD and comorbid PTSD with AUD.

MATERIALS AND METHODS

PTSD was diagnosed wusing the Clinician-
Administered PTSD Scale (CAPS) and various versions
of the Posttraumatic Stress Disorder Checklist: the
Military Version (PCL-M), Specific Version (PCL-S),
and Civilian Version (PCL-C) [12]. Diagnostic criteria
from the Diagnostic and Statistical Manual of Mental
Disorders, Fifth Edition (DSM-5), were also applied [13].

Statistical analysis was performed using the Statistica
6.0 software package with parametric statistical methods.
Results are presented as the arithmetic mean with standard
error (M = m). Intergroup differences were assessed using
Student’s #-test. Correlation analysis was conducted using
Pearson and Spearman rank correlation coefficients (r), and
only statistically significant correlations were considered.
Correlations were classified as strong at » > 0.66, moderate
at r=0.33-0.65, and weak at » < 0.32.

The study was conducted at the Department of
Psychiatry, Child Psychiatry, Psychotherapy, and Clinical
Psychology, Faculty of Postgraduate Education, Danylo
Halytsky Lviv National Medical University (LNMU) within
the framework of the research projects ‘Features of Clinical
Polymorphism of Comorbid Conditions in Psychiatry
and Narcology’ (state registration No. 0119U100172;
2019-2023) and ‘Multimodality in the Treatment of Mental
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Disorders and Comorbid Conditions’ (state registration No.
0124U001063; 2024-2028), in which the author participated
as a co-investigator. Clinical material was collected between
2015 and 2024 at the following clinical sites: Narcological
Department No. 2 of the Lviv Regional Clinical Narcological
Dispensary and Department No. 16 of the Military Medical
Clinical Center of the Western Region (Lviv).

The study included 585 male military servicemembers
aged 20-56 years and was conducted using information-
analytical,  clinical-anamnestic,  socio-demographic,
clinical-psychopathological, psychodiagnostic, laboratory-
instrumental, and statistical research methods. All
applied methods were modern, reproducible, reliable,
and appropriate to the aims and objectives of the study.
Examination and treatment of patients were carried out in
accordance with national regulatory documents of Ukraine
and international guidelines, in compliance with the
Declaration of Helsinki of the World Medical Association
(‘Ethical principles for Medical Research Involving
Human Subjects.”).

Only male participants were included, as PTSD
requires a gender-sensitive approach and military
personnel are predominantly male. Two main inpatient
groups of combatants with PTSD patients were formed,
comprising a total of 274 participants: MG1 (n = 150;
mean age 31.0 £+ 2.6 years) with isolated PTSD, and MG2
(n=124; 27.5 £ 4.0 years; p > 0.05) with comorbid PTSD
and AUD. A comparison group (ComG) consisted of 105
patients with AUD (mean age 28.1 £ 3.7 years) receiving
inpatient treatment. Additionally, two control groups were
formed for statistical comparison: CG1 (n = 105; mean
age 22.4 + 4.2 years), representing military personnel
who had not been deployed to combat zones, and CG2
(n = 50; mean age 30.1 + 6.5 years), consisting of healthy
individuals. The main, comparison, and CG2 groups were
comparable in terms of age distribution.

Among all 585 study participants, PTSD was
diagnosed in 46.84 + 2.06%, while 53.16 £+ 2.06% did not
meet diagnostic criteria. Participants diagnosed with PTSD
were included in the main study groups (MG1 and MG2).

Inclusion criteria were as follows: male combatants
aged 20-60 years with a diagnosis of PTSD (F43.1) and/
or alcohol dependence with or without additional mental
and behavioral disorders; provision of informed consent;
satisfactory treatment adherence; and absence of exclusion
criteria.

RESULTS
All participants included in the study underwent
comprehensive clinical evaluation, which involved

detailed assessment of complaints with particular attention
to psychological status and medical history, including
military service, occupational history, traumatic exposure,
situational factors, toxicological and alcohol history,
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allergic history, family history, and infectious diseases.
A standard physical examination (inspection, palpation,
percussion, and auscultation) was performed, with
assessment of anthropometric parameters, blood pressure,
heart rate, and blood oxygen saturation when indicated.

Clinical and anamnestic evaluation also included
analysis of medical records (outpatient charts, inpatient
records, discharge summaries, etc.). PTSD symptoms
were assessed, and the frequency of specific clinical
manifestations was determined. Analysis of the four
principal PTSD symptom domains revealed that among
combatants, avoidance symptoms were the most
prevalent (86.50 + 2.06%), followed by hyperarousal
(51.46 + 3.02%), and obsessive behavior (48.54 + 3.02%),
while emotional numbing and withdrawal were least
prevalent (28.10 + 2.71%).

However, the clinical presentation of PTSD was not
limited to these core symptoms. Autonomic, emotional-
behavioral, and cognitive syndromes were identified,
with manifestations that differed significantly between
combatants with PTSD and CG1 (Table 1). The autonomic
syndrome, reflecting physiological stress responses,
was assessed based on the frequency of headache, rapid
fatigue, blood pressure fluctuations, dizziness, and nausea.

The frequencies of headache and rapid fatigue
were similar across MG1, MG2, and Com G. In contrast,
blood pressure fluctuations were more common in the
ComG (55.12 + 3.98%) and combatants with comorbid
PTSD and AUD (44.35 + 4.84%; p < 0.05). This finding
suggests that comorbid alcohol use may contribute to
blood pressure instability, potentially increasing the risk of
vascular complications. In addition, MG2 (PTSD+AUD)
was characterized by a significantly higher frequency of
dizziness and nausea compared with MGl and ComG
(42.74 £+ 4.44% vs. 31.33 + 2.84% and 28.20 + 4.04%,
respectively; both p < 0.05).

Evaluation of comorbid somatic pathology among
combatants in MGl and MG2 and participants in the
control groups (CGl and CG2) revealed the presence
of concomitant diseases (Table 1). Among the main and
comparison groups, arterial hypertension and chronic forms
of coronary heart disease were the most frequently observed
conditions; these were adequately controlled with standard
pharmacotherapy and did not require dose escalation
or modification of medication regimens. No significant
differences were observed among MG1, MG2, and ComG
in the prevalence of digestive, endocrine, or renal disorders.
As expected, the frequency of internal organ pathology in
both control groups was significantly lower.

All identified comorbid conditions were in remission
or well controlled with standard treatment. When clinically
indicated, patients received additional consultations from
internists, cardiologists, gastroenterologists, endocrinologists,
and other specialists to determine the need for therapeutic
adjustment.
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Table 1
Comorbidities of Patients by Group
Nosology MG 1 MG 2 ComG cG1 CG 2
n=150 n=124 n=156 n=105 n=50
Coronary heart disease, chronic
forms, chronic heart failure 133 (88.70 +£2.58%) | 89 (71.70 £4.04%) | 88 (56.40 +£3.96%) | 0(0.0+00%) |5 (10.00 +4.24 %)
(CHF) I-II
Hypertension, stages 1-2, CHF I-II [ 140 (93.30 £2.04%) | 112 (90.30 £ 2.66%) | 104 (66.70 + 3.77%) | 2 (1.90 £ 1.33%) | 6 (12.00 +4.59 %)
Ulcer + gastritis, remission 82 (54.6 +4.06%) | 59 (47.50 +4.48%) | 63 (40.40 £3.93%) |7 (10.40 +2.98%) |9 (18.00 + 5.43 %)
Pancreatitis, remission 35(23.3£3.45%) | 47 (37.90 £4.36%) | 56 (35.89+3.84%) | 0 (0.0 +0.0%) 0(0.0+0.0 %)
Chronic hepatitis, remission, CLFO | 26 (17.30 + 3.09%) | 60 (48.40 +4.49%) | 76 (48.70 +4.00%) | 2 (1.90 £ 1.33%) |7 (14.00 £4.91 %)
Colitis, remission 21 (14.00 £ 2.83%) | 25 (20.20 £ 3.60%) | 29 (18.60 £ 3.11%) [ 1(0.95+0.95%) | 3 (6.00£3.36%)
Chronic kidney disease, CKD 0-1 | 23 (15.30 +2.94 %) [ 20 (16.10 +3.30 %) | 28 (17.90 +3.07%) | 0(0.0£0.0%) | 1(2.00=+1.98 %)
Diabetes type 2, compensated 30(20.00 +3.26 %) [ 39 (31.45+£4.17 %) | 47 (30.10£3.67 %) | 0(0.0£0.0%) | 2 (4.00+2.77 %)

According to the primary sociodemographic and
socioeconomic characteristics, the examined combatants
frequently abused alcohol. Screening for clinically
significant alcohol-related problems using the CAGE
questionnaire showed that among 274 veterans diagnosed
with PTSD, the prevalence of significant alcohol-related
problems was 42.70 + 2.99%. The mean CAGE score
among veterans with PTSD was 1.01 + 0.60, which was
generally comparable to that of the control groups. The
mean Alcohol Use Disorders Identification Test (AUDIT)

score was 16.09 + 2.22, corresponding to the lower
threshold of harmful alcohol consumption.

Based on the mean Michigan Alcohol Screening Test
(MAST) score, combatants with PTSD were classified
as having a high probability of alcohol dependence
(8.01 + 1.64 points), accompanied by mild or questionable
alcohol withdrawal syndrome (AWS) according to the
Clinical Institute Withdrawal Assessment for Alcohol,
revised (CIWA-Ar) scale (7.73 £ 1.61 points; Table 2).

Table 2

Results of Tests Assessing the Tendency toward and Severity of Alcohol Dependence and Alcohol Withdrawal
Syndrome (Scores, M = m)

Tests MG1 MG 2 ComG CG1 CG2
n=150 n=124 n=156 n=105 n=>50
CAGE 1.00+0.81 2.00+1.26 3.00 + 1.00 1.00+0.97 1.00 + 0.99
AUDIT 9.23 +£2.37'7 27.35 £4.02134 26.22 + 3.5325¢ 7.11 +2.5233 10.01 +£4.29*¢
MAST 5.99+1.94 8.34 £2.49 9.85+ 2.39% 3.88 + 1.89* 5.1843.16
CIWA-Ar 8.87 +£2.37% 20.14 £+ 3.627101 22.01 & 3.328!1213 3.34 +1.76%1%!12 5.66 +3.30'L13

Note: 123456789.10ILI213 _ 5 < (.05, * — p = 0.06.

Clinical manifestations of alcohol use disorder
included both physical symptoms (shortness of breath,
dizziness, eclevated blood pressure, syncope, fatigue,
bruxism, headache, tremor, nausea, pain, profuse sweating,
palpitations, nervous tics, and generalized weakness)
and emotional symptoms (heightened arousal, anxiety,
foreboding, denial, depressive mood, emotional shock,
fear, feelings of being overwhelmed and grief, guilt,
inappropriate emotional responses, irritability, and loss of
emotional control). These symptoms were accompanied
by cognitive impairment and led to severe psychological
manifestations, including blaming others, impulsive
behavior, emotional outbursts, social withdrawal, and
changes in communication patterns and sexual activity.

[14], distress
and a primary

to previous studies
integral component

pathogenetic factor in the development of PTSD
and affective disorders. The use of alcohol and
other psychoactive substances often becomes one of
the most accessible means for patients to alleviate
psychopathological symptoms. Consequently, alcohol

According
represents an
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consumption contributes to the development of a wide
spectrum of biological and mental disorders, significantly
affecting military performance and the overall quality
of life of combatants. In such patients, PTSD is more
frequently accompanied by cognitive dysfunction,
manifested primarily by attention deficits and impaired
problem-solving, resulting in maladaptive coping
strategies such as psychoactive substance use. These
impairments, in turn, influence the course and severity
of affective disorders, intensify and accelerate the
progression of PTSD, broaden the range of comorbid

conditions, and deepen manifestations of social
maladjustment [14].
Compared with alcohol dependence without

comorbid psychiatric pathology, alcohol dependence in
the context of PTSD is characterized by the development
of addiction within two years following exposure to
combat stress, rapid progression, increased severity,
reduced speed of information processing, and memory
deterioration progressing to dementia (severe cognitive
impairment). Data regarding the severity and clinical
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significance of cognitive dysfunction in PTSD remain
limited and inconsistent, which determined the relevance
and justification for the present study.

Mean values of cognitive dysfunction (Fig. 1)
were determined using standardized neurocognitive
scales. According to the Mini-Mental State Examination
(MMSE), cognitive functioning in combatants with
PTSD corresponded to moderate dementia, whereas
control participants demonstrated mild cognitive
impairment (18.77 £ 0.23 points vs. 28.29 + 0.23 points,
respectively; p < 0.01). Based on the Montreal Cognitive
Assessment (MoCA), combatants with PTSD exhibited
moderate cognitive impairment (20.95 £ 0.46 points)
compared with normal cognitive functioning in controls
(29.11 + 0.27 points; p < 0.01).

30
257

207

MMSE MoCA

According to the Self-Administered Gerocognitive
Examination (SAGE), patients with PTSD also
demonstrated moderate cognitive impairment
(15.33 + 1.89 points), whereas individuals in the
control group showed normal cognitive functioning
(18.00 = 1.73 points); however, this difference did not
reach statistical significance (p > 0.05). On the memory
performance test, combatants with PTSD demonstrated
an average level of performance, while the control group
showed a high level (5.44 + 1.27 vs. 8.59 + 0.20 points;
p < 0.05). The clock-drawing test revealed a moderate
level of executive cognitive functioning that was
significantly lower in combatants with PTSD compared
with controls (5.73 £ 1.08 points vs. 9.46 = 0.63 points;
p <0.05; Fig. 1, Table 3).

Test "Clock”

Test A Luria

Figure 1. Severity of cognitive dysfunction assessed by MMSE, MoCA, SAGE, memory performance, and clock-drawing in combatants with

PTSD (MG) compared to controls (CG).

Table 3

Frequency of Cognitive and Executive Function States in the Main and Control Groups According to the Clock-
Drawing Test (n/%; M £ m)

Level of cognitive disorders MG, n =274 CG,n =155 p
9-10 points None 91/33.21 +2.84% 146/94.19 + 1.88% <0.01
7-8 points Mild 118/43.06 £ 2.99% 9/5.81 £+ 1.88% <0.01
5-6 points Moderate 47/17.15£2.27% 0/0.0 +0.0% <0.01
<4 points Severe (dementia) 18/6.58 + 1.50% 0/0.0 £ 0.0% <0.01

CONCLUSIONS

An association between PTSD and the somatic
condition of the combatants was demonstrated,
providing evidence that PTSD may be conceptualized
as an exogenous-organic disorder. The cognitive
functional status of combatants with PTSD can be
characterized as moderate dementia according to
the Mini-Mental State Examination (MMSE) and
as moderate cognitive impairment according to the
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Montreal Cognitive Assessment (MoCA) and the Self-
Administered Gerocognitive Examination (SAGE). In
addition, these patients demonstrated average levels
of memory performance and impaired executive
cognitive functioning. Among patients with PTSD, the
most frequent cognitive changes were as follows: mild
dementia according to MMSE (43.07%); severe cognitive
impairment according to the MoCA (54.38%); moderate
cognitive impairment according to the SAGE (83.58%);
sufficient memory performance according to the memory
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assessment scale (62.41%); and mild impairment of
executive cognitive functions according to the clock-
drawing test (43.06%).

Prospects for further research. In the future, it is
planned to objectify the state of cognitive functioning and
further rehabilitation of all combatants with PTSD, regardless
of the presence or absence of alcohol use disorders; it is
advisable to carry out cognitive function diagnostics (MMSE
Mini-Mental State Examination; Montreal MoCA scale;
SAGE Self-Administered Gerocognitive Exam; clock-
drawing test; 10-word memorization test based on the
A. Luria method) and diagnostics of anxiety-depressive
disorders (Spielberger—Hanin test; Hospital Anxiety
Depression Scale, HADS; Hamilton Depression Rating Scale
HDRS; A. T. Beck Depression Inventory BDI; Young Mania
Rating Scale YMRS).

It is shown that all combatants with PTSD,
regardless of the presence or absence of AUD, should
undergo dynamic evaluation of cognitive functions
(MMSE, MoCA, SAGE, clock-drawing test, and 10-word
recall test) and anxiety-depressive disorders (Spielberger-
Hanin test, HADS, HDRS, BDI, and YMRS) in dynamics,
as changes in these tests allow for an objective assessment
of the effectiveness of treatment.

COMPLIANCE WITH ETHICAL REQUIREMENTS

The author affirms that the study was conducted
using data from primary medical documentation and
included clinical observations of patients. The research
was carried out in accordance with the ethical standards of
the World Medical Association’s Declaration of Helsinki
on ethical principles for medical research involving
human subjects, the European Community Directive
86/609 on the participation of humans in biomedical
research, and Order No. 690 of the Ministry of Health
of Ukraine dated September 23, 2009. Written informed
consent to participate in the study was obtained from
all participants after they had been provided with clear,
comprehensive, and accessible information regarding
the study objectives, design, and methodology, as well
as its potential risks, expected benefits, and possible
alternatives. All participants confirmed their voluntary
participation by signing an informed consent form.

Limitations of the study. The study was conducted
as part of a doctoral dissertation on the topic «Post-
traumatic stress disorder associated with addictive states
and other comorbid psychopathology in combatants»
at the Department of Psychiatry and Child Psychiatry,
Psychotherapy and Clinical Psychology of the Faculty
of Postgraduate Education (FPDO) of the DNP «Lviv
National Medical University (LNMU) named after Danylo
Halytsky». The present study has a number of limitations
caused by its design and execution. In addition, data
collection took place during 2015-2024 during the anti-
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terrorist operation and the full-scale invasion of the
Russian Federation, which could limit the statistical
power of subgroup analysis and reduce the accuracy of
effect estimates.

Within the framework of the conducted research,
the connection of PTSD with the somatic condition
of the combatant was demonstrated, that is, evidence
was obtained about PTSD as an exogenous-organic
disorder. Clinical manifestations of alcohol use disorders
included physical (shortness of breath, dizziness,
high blood pressure, fainting, fatigue, teeth grinding,
headache, tremors, nausea, pain, profuse sweating, rapid
heartbeat, nervous twitching, weakness) and emotional
(excitement, anxiety, foreboding, denial, depression,
feelings of emotional shock, fear, overwhelm and grief,
guilt, inadequate emotional reactions, irritability, loss of
control over emotions) symptoms. These symptoms were
combined with cognitive impairments and led to such
severe psychological manifestations as blaming others,
excessive actions, emotional outbursts, social alienation
and changes in communication. At the same time, the
problem of investigating the state of cognitive functions
among veterans with comorbid PTSD and AUD is not
sufficiently studied and requires further research.

The obtained results are consistent with theoretical
provisions.

Statement on the use of artificial intelligence. The
author explicitly declares that no generative artificial
intelligence tools or services were used during the
conduct of the study or the preparation of this manuscript
for any of the tasks outlined in the Generative Artificial
Intelligence Delegation Taxonomy (GAIDeT, 2025).
All stages of the work — from conceptualization to
final editing — were performed exclusively by the
author without the involvement of generative artificial
intelligence.
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that this work is based on the results of his own clinical
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Pe3rome

CTAH KOrHITUBHOI ®YHKL|Ii CEPEQ, KOMBATAHTIB 3 MOCTTPABMATUYHUM CTPECOBUM PO3NALOM,
NOEOHAHUM 3 PO3NAOAMU BXXUBAHHSA ANTKOIOO
Oner C. ®itbkano

[epxaBHe HekomepLjiHe TOBApUCTBO «JIbBIBCbKMA HALiOHANbHUA MeanyHuiA yHIBepcuTeT iMeHi [Januna Manuubkoroy,
M. JIbBiB, YkpaiHa

BeTyn. Y cTaTTi BUCBiITJIEHO NMpPO6JeMy MOCTTPaBMaTHUYHOIO CTPECOBOTO po3Jajy cepej KoMb6aTaHTIB B YkpaiHi
B YMOBax BiHU. AKTyaJbHICTb [OCJiJ>KeHHS 3yMOBJIeHa CKJIQJHICTI0 [JIarHOCTHUKU IIbOTO CTaHy, 110 MOB’SI3aHO
3 HEOJHOPIZHICTI0O KOHTUHIEHTY MaLi€EHTIB, Pi3HOMAHITHICTIO KJIiHIYHMUX MPOABIB i YaCTUM NOEJHAHHAM 3 iHLIMMU
NICUXONATOJION{YHUMHU Ta aAUKTUBHUMHU po3/aAaMu. Oco6uBy yBary NpuzijJeHO NOEAHAHHIO MOCTTPAaBMATHYHOIO
CTPECOBOr0 PO3JiaJly 3 PO3JIa/laMH, MOB’'SI3aHUMH i3 BXXKMBAHHAM aJIKOTOJIIO, OCKIJIbKM TaKW{ KJIIHIYHWH BapiaHT
CYNPOBO/KYEThCS MOPYLIEHHSIMH adeKTHBHOI, KOTHITHBHOI, OCOGHCTiCHOI Ta mnoBeAiHKOBOi cdep. 3B’A30kK
NOCTTPaBMaTHUYHOI'O CTPECOBOrO PO3Jajy i3 COMaTUYHHUM CTaHOM KOMGATaHTIB Ja€ MiJICTaBU PO3I/ISAAATH HOTO K
€K30reHHO-OpTaHiYHUM po3/aj,.

MeTa. Bu3HauuTH KJIiHIYHO crienuiyHi CUMITOMH NMOCTTPAaBMATHYHOTO CTPECOBOrO pO3/aZy Ta KOro MOEJHAHHS
3 po3J/1a/ilaMy, NOB’I3aHUMH i3 BXKHBAHHAM aJIKOT0J110, y KOMGATAHTIB.

Marepiasiu Ta MeTOAM. Y JOCJiPKEHHI B3s/IM y4acTb 585 40JI0BiKiB-BiHCbKOBOCTYKO0BI[iB BikoM 20-56 pOKiB.
JiarHoCTUKY MOCTTPaBMaTHYHOTO CTPECOBOT0 PO3JaJy IPOBOAUJINA 3 BUKOPUCTAHHAM LIKa/IX MOCTTPaBMaTUYHOTO
CTPEecoBOro po3/afy, L0 3aCTOCOBYETbCs JiKapeM-KJIHILUCTOM, Ppi3HUX Bepcii KOHTPOJBHOIO CIIMCKY
MOCTTPaBMaTUYHOIO CTPECOBOr0 pO3JaJy Ta KpUTepilB Im'ATOro BUAAHHA «/liarHOCTUYHOrO Ta CTAaTUCTUYHOTO
MOCiGHMKA 3 MCUXIYHUX po3safiB». KorHiTuBHY OYHKIiI0 OLHIOBaJM 3a KOPOTKOIO INKAaJOK OIiHIOBaHHS
NICUXIYHOT0 cTaTycy, MOHpea bChbKOIO IIKaJIO OL[iHIOBAaHHS KOTHITUBHUX QYHKLIH, CAMOCTIHHUM repOKOTHITUBHUM
06CTeXEeHHM, LIKaJI0I0 MPOAYKTUBHOCTI NaM’ATi Ta TECTOM Ma/IlOBaHHS FOJUHHHUKA.

Pe3synbraTu. [loCTTpaBMaTHYHUU CTpPECOBUU po3saj, AiarHocToBaHo y 46,84 + 2,06% y4yacHUKIB, ToAi sk
y 53,16 + 2,06% ioro He 3apeecTpoBaHo. Cepes MaLi€HTIB i3 NOCTTpaBMaTUYHUM CTPECOBUM pO3JaJ0M
HaWvyacTilIMMH KOTHITUBHMMM 3MiHAaMM Oy/JM Jierka AeMeHIis 3a KOPOTKON IIKaJ0l0 OLiHIOBAaHHS INCHUXIYHOTO
cratycy y 43,07% BUNaAKiB, TSHXKKI KOTHITUBHI NopylleHHA 32 MoHpeabChbKO0 Ka/lI00 OLiHIOBAHHA KOTHITUBHUX
byHkuii y 54,38%, noMipHi KOrHITHBHI MOpyLIeHHA 3a CaMOCTIHHUM repOKOTHITUBHUM 06CTexxeHHAM y 83,58%,
JIOCTaTHIA piBeHb MPOAYKTUBHOCTI mam’siTi y 62,41% Ta Jierki mopyuieHHsl KOTHITUBHO-BUKOHAaBUMX QYHKLIH 3a
TECTOM MaJIl0BaHHS ToAWHHUKA Y 43,06%.

BHCHOBKH. /[loc/ifkeHHs1 POAEMOHCTPYBalo 3B’I30K MNOCTTPAaBMAaTHYHOrO CTPECOBOrO pO3JaJy i3 COMaTHUYHUM
CTaHOM KOMGATaHTIB, 10 MiATBEPKYE MOXJMUBICTD HOro TpPAaKTyBaHHS SIK €K30T€HHO-OPraHiYHOro po3Jazy.
KorHiTHBHI mopymeHH y KOMOAaTaHTiB NpOABJAITbHCA 3MiHAMH 3arajJbHOro KOTHITHBHOro QyHKI[iOHYBaHHS,
NPOAYKTUBHOCTI NaM’AITi Ta KOTHITUBHO-BUKOHABYUX QYHKI[iH.

Kaiouogi cnoea: mocTTpaBMaTH4YHUII CTPpecOBMH po3Jaj, po3/aAy, NOB'A3aHi i3 BKMBAHHAM aJIKOToJIIo,
KOTHITHBHI po3/iagu

Received: 07.04.2026
Accepted: 17.06.2026
Published: 16.07.2026

70 KniniyHa Ta npodinakrtuyna meaunuxa, Ne 4 (50) /2026



